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DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 
BOARD OF DIRECTORS 


The second public meeting of the Dorset County Hospital NHS Foundation Trust Board of Directors 
will be held at 9.30am on Tuesday, 05th


 


 October 2010 in the Seminar Room, Children’s Centre, 
Damers Road, Dorchester. 


There will be an opportunity for members of the Council of Governors to talk informally with 
the Directors before Part 2 of the meeting. 
 
If you are unable to attend, please notify Annaliese Wykes, 01305 254645 
 
DR JEFFREY ELLWOOD 
Chairman 
 
__________________________________________________________________________ 


AGENDA - PART 1 
 


1. Apologies for Absence 
 
2. Declaration of Interests 
 
3. Chairman’s Remarks 
 
4. For approval Minutes of Board meeting: 08/09/10  Chairman 
 
5. For discussion Matters Arising - Board meeting: 08/09/10 Chairman  
 
CHIEF EXECUTIVE REPORT     CEO 
  
PERFORMANCE 
 
6. For information Report from IGC    CEO  
 
7. For scrutiny Summary Finance Report: Month 5 2010/11  Director of Finance & Resources 
 
8.  For scrutiny Trust Performance Report: Month 5 2010/11 Director of Nursing and Operations  
 
GOVERNANCE / OTHER 
 
9. For discussion Draft future quality/patient safety report CEO 
 
10. For discussion Pan-Dorset QIPP paper    CEO 
 
COMMITTEE/SEMINAR MINUTES/REPORTS 
 
11.  For information Draft CoG minutes:  22/07   Chairman 


    Draft Finance Committee Minutes 31/08   Director of Finance and Resources 
    Draft IGC minutes: 31/08   CEO 
     
      







  


       Draft Audit Committee minutes: 16/09 Director of Finance and Resources  
                    
12.  Any Other Business 
 
13.  Date and Time of Next Meeting – Tuesday, 02 November 2010 at 0930 in Board room, 


Trust Headquarters, Dorset County Hospital 
 
14.  Withdrawal of Governors, Public and Press - to move that representatives of the Governors, 


public and press be excluded from the remainder of the meeting, having regard to the 
confidential nature of the business to be transacted, publicity on which would be prejudicial to 
the public interest. 


 
NB A glossary of abbreviations that may be used in Board of Directors’ papers will be available at the 
meeting. 
 
 


Summary of part 2 agenda 
 


Confidential minutes of 08 September 2010 for approval 
 
Update on School Site 
 







  


AGENDA – PART 2 
 
 


15. For approval Minutes of Board meeting: 08/09/10  Chairman 
 
16. For discussion Matters Arising - Board meeting: 08/09/10  Chairman 
 
 








   


 
   


 
Report to Board of Directors: 05 October 2010  


 
Subject 
 


Pan-Dorset Quality, Innovation, Productivity and Improvement 
Agreement 


Purpose 


 
To secure support of Boards to the objectives and principle 
and agree shared responsibility for implementing solutions. 
 


Responsible 
Executive  Jean O’Callaghan, Chief Executive 


Author of 
attached Report NHS Dorset  


Summary  


All NHS organisations are required to deliver financial 
improvements.  The paper outlines the size of the problem 
and the principles and processes necessary to jointly tackle 
the issues. 
 


Paper Seen By 
 
Executive team, Dorset Chairs and CEOs.   
 


Strategic Impact 


 
Significant – a shared strategic vision and agreed programme 
of services across Dorset. 
 


Risk Evaluation 
 
To be evaluated. 
 


Impact on Care 
Quality 
Commission 
Registration  


 
Service changes would be notified when agreed. 


Legal 
Implications 


 
Not a legal agreement. 
 


Financial 
Implications 


 
To be determined. 
 


Recommendation 


 
The Board support the principles and processes outlined in 
the paper.  The Board receive updates as per the timelines 
set out in section 6. 
 


Action Required 
by Board of 
Directors 


 
Discussion of implications of the paper and identify any areas 
of concern. 
 
Support of recommendations. 
 


 








  
 


 
 
 
PAN DORSET QUALITY INNOVATION 
PRODUCTIVITY AND PREVENTION 
(PDQ) 
 
REPORT TO BOARDS OF NHS 
ORGANISATIONS IN BOURNEMOUTH, 
DORSET AND POOLE 
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PAN DORSET QUALITY, INNOVATION, PRODUCTIVITY  
AND PREVENTION (PDQ): 


 
REPORT TO BOARDS OF NHS ORGANISATIONS IN  


BOURNEMOUTH, DORSET AND POOLE 
 


1. INTRODUCTION 


1.1 For the next three to five years the NHS will face a period of severe financial 
constraint; however NHS organisations in Bournemouth, Dorset and Poole 
are determined to: 


• continue improving the health of the local population, as assessed 
through the emerging NHS Outcomes Framework; 


• deliver financial stability, allowing for the planned development of 
services to meet the needs of the local population in the most effective, 
efficient and cost-effective way. 


1.2 As no significant funding growth is expected, financial pressures for all NHS 
organisations will inevitably increase. These are fuelled by demographic 
trends, changes in the patterns of disease, patient and national expectations 
for service developments and the introduction of new technologies. There will 
also be significant pressures from the absolute reductions in Social Services 
and other public sector budgets.  


1.3 Given the NHS across Dorset has a budget of around £1.2bn, the challenge is 
to meet the demands for service and improving outcomes, whilst staying 
within that budget. 


1.4 The estimated gap in Dorset between the historic rate of NHS funding growth 
and the forecast expenditure for the next three year period (2011/12 to 
2013/14) amounts to about £200 million. Given no significant new money this 
equates to an estimated improvement in productivity of around 5 to 6 per cent 
per year. This is probably double the rate the NHS has achieved historically.  


1.5 NHS organisations in Bournemouth, Dorset and Poole have agreed to work 
together in a Pan Dorset QIPP (PDQ) Programme to plan in a co-ordinated 
and transparent way the: 


• quality and productivity improvements required to meet the expected 
funding gap from 2011/12 onwards; 


• re-profiled spend -- in a flat cash environment any requirement for 
new investment must be handled via a transparent and consistent 
prioritisation process that ensures maximum benefit for patients and 
the public, as well as for taxpayers.  
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1.6 The purpose of this paper is to secure the support of Boards to the PDQ 
objectives and guiding principles and to agree that responsibility for 
implementing solutions will be shared by NHS and partner organisations, 
holding each other to account. 


 


2. CONTEXT AND STRATEGIC VISION 


2.1 “QIPP and reform” plans are required for each health economy, as set out in 
the recent White Paper. As soon as appropriate these need to be led by GP 
consortia and Local Authority Health & Wellbeing Boards. The plans need to 
show how clinical outcomes and financial stability will be achieved.    


2.2 Each NHS organisation in Bournemouth, Dorset and Poole has its own 
strategic or service development plan. The PDQ aims to develop a shared 
strategic vision and an agreed programme of top priority service changes in 
order to meet the challenge.  


2.3 To change this pattern requires a significant change in the way health care 
resources are allocated, as well as changes in the model of care. Future 
investments in local health services should aim to maximise the impact on 
population health outcomes, as well as transforming the current model of care 
so that intervention and support occurs earlier in disease pathways. 


Table 1: Changing the Focus 


 


Principle 1 
All NHS organisations locally recognise and accept responsibility for the 
requirement to deliver financial improvements and avoidance of growth.  This 
applies to all sectors and parts of the NHS system in Dorset, amounting to a total 
provisionally estimated £200 million during 2011/12 to 2013/14. We will do this by 
improving quality, innovation, productivity and prevention, in a way that maximises 
population health outcomes. 







 4


Principle 2 
All NHS organisations locally recognise the need for future health care 
investment to be made in ways that maximize the impact on population health 
outcomes. If we do nothing to alter the current pattern of expenditure the 
current model of care will become unaffordable. Changing the current pattern 
of care will require all organisations to ensure interventions are provided 
earlier in disease pathways, including disease prevention. 


 


 
3. IDENTIFYING THE PRODUCTIVITY SAVINGS  


3.1 The PDQ approach requires a shared understanding of where cost pressures, 
investment priorities, prevention and productivity opportunities arise across all 
organisations. How the target of £200m over the next three years can be 
achieved should be thought of under four headings:  


1) Unavoidable cost pressures: to be financed by cash releasing savings and 
real cash out of the system; 


2) Increased demand: to be offset by increasing productivity, innovation and 
managing expectations of the public and patients; 


3) Demand avoidance; although in the past this has been funded via NHS 
growth; as there will be no growth the focus must change to ensure that the 
historic increases in activity are managed back down or reversed, in ways that 
target areas where there is less value added, such as emergency admissions.  


4) New priorities; that improve population health outcomes: these should be 
funded by re-profiling current investments, and where they require new 
funding this will increase the amount of “cash out” schemes. 
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Table 2: QIPP Productivity Pot  


 


3.2 The diagram above represent the four areas, with the left hand boxes 
requiring cash releasing and budgeted savings, and the right hand boxes 
productivity and avoidance. Work is underway with the Directors of Finance in 
Dorset to assign the expected £200m gap against these categories.   


3.3 To meet the requirements of the Department of Health and of NHS South 
West, an initial Pan Dorset QIPP Plan was submitted to NHS South West on 
23 July 2010. The plan was based upon best practice initiatives and 
benchmarking to identify and scope the size of opportunities.  The financial 
summary is shown in Table 3.  


3.4 This plan has not been agreed with providers, Local Authorities and potential 
GP Consortium leaders. It does though capture the assessment of PCT staff, 
using benchmarking and best practice collated by the SHA and McKinsey. As 
such it provides a starting point for discussions about how the level of savings 
could be met. Far greater detail is available on request.  


3.5 This plan showed that the Bournemouth, Dorset and Poole health community 
has potential plans to achieve net savings of £197m, with the mix of cash 
savings and avoidance still to be specified, as well as impact per organisation.  
This will be worked through initially via DOFs, and then as part of the 
contracting and planning process. 
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Principle 3 
All local NHS organisations are responsible for their part of implementing the 
pan-Dorset QIPP plans when agreed. While responsibility for delivering 
healthcare services within budget rests with the boards of individual 
organisations, there is recognition that implementing the plans requires 
collaboration between organisations, and across organisational boundaries.  
 


Table 3:  Initial system wide saving potentials, as at 23/07/10 


 


 Cumulative Net Savings 
2011/12 2012/13 2013/14


£’000 £’000 £’000


Shifting settings of care and optimising 
urgent care 


6,189 11,456 17,852


Optimising elective care pathways 11,457 41,072 65,079


Adopting best practice care pathways 
for long term conditions 


4,644 8,896 14,190


Improving prescribing 1,698 2,774 4,001


Improving primary & community care 5,655 9,955 15,690


Improving mental health -10 -350 8,759


Improving learning disabilities 1,800 2,690 4,070


Improving non clinical productivity 6,300 17,220 27,220


Schemes not covered by other 
prescriptions (mainly FYE CRES) 


22,517 31,517 40,517


TOTAL 60,250 125,230 197,378


3.6 The allocation of these savings, and the underpinning plans need to be 
developed, with alternatives being found where proposed plans cannot be 
progressed. This is the work expected for September-November, which will be 
captured in a second QIPP Board paper. These will in turn influence the 
budget and contract setting for 2011/12 onwards. However this detailed work 
cannot begin until the Boards agree the overall direction and issues within this 
paper.  
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4. HEALTH SYSTEM REFORM: PRIORITIES FOR THE PDQ 


4.1 The four priorities are:  


• agreeing re-profiling of spend towards maximising population health outcomes. 
(See Table 1) 


• reversing the growth in non-elective activity, mainly by optimising long-term 
condition management;  


• keeping a tight control on elective costs;  


• prioritisation and re-allocation of any re-profiled spending. 


 
Table 4: Opportunities to Maximise Population Health Outcomes 
 


 


4.2 The historic pattern of growth locally shows that the first priority for the PDQ 
should be to constrain and reduce demand, particularly non-elective 
admissions to secondary care. Some of this will be growth avoidance, and 
some releasing actual costs, especially in beds, diagnostics, and duplication 
and delay in services. 


4.3 The PDQ plans submitted to the SHA on 23 July contain a number of 
initiatives under the urgent care and LTC heading that are aimed at admission 
avoidance. Priority should be given to identifying how these schemes can be 
funded, such as through planned reduction in secondary care capacity linked 
to transfer of resources to preventative work.   


4.4 The important point to agree is that there should be an avoidance of creating 
new capacity, unless it is matched by greater capacity reduction elsewhere. 


 
Improving the management of stroke risk factors including atrial fibrillation 
(AF) has the potential to reduce the number of strokes dramatically in Dorset. 
The National Stroke Strategy focus on access to acute stroke beds is 
important but improving outcomes for those admitted with stroke, will not 
reduce the numbers presenting. 
 
An estimated £80 million is spent each year on diagnosis and treatment of 
cancer patients in Dorset – yet the estimated NHS spend on programmes to 
reduce the incidence and prevalence of cancer is about £4 million – and this 
includes the three national cancer screening programmes for breast, bowel 
and cervical cancer 
 
A systematic offer of health checks for cardiovascular risk factors to the 
population could improve the identification and management of risk factors 
for many chronic diseases such as smoking, lack of physical activity and diet. 
They are currently offered to less than 1 per cent of eligible patients in 
Dorset. 







 8


This is because this new capacity tends to fill by creating new demand, while 
the existing capacity and costs remain in place. Clearly this is not a viable 
option, and all invest to save schemes will need to demonstrate how they will 
avoid this. 


4.5 An important principle of health system reform locally is to recognise that 
acute hospital boundaries may become more porous in order to support 
people earlier in disease pathways and closer to home. Tariffs could be 
developed that incentivise and reward quality of care earlier in disease 
pathways, and for avoiding admission to hospital except when strictly 
necessary. 


4.6 A second priority within the PDQ plans is planned work to optimise elective 
care pathways, including reducing standardised admission ratios to the level 
forecast by local population need and national benchmarking. This accounts 
for one-third of the identified savings opportunities locally. However it is 
expected much of this is around growth avoidance, given the high levels of 
growth in previous years. Positive work is already occurring such as in lower 
cardiac intervention rates in the east of the County.  


4.7 The PDQ plans must reassure all stakeholders that any reduction in income 
and capacity will be managed in a way that does not leave providers with 
fixed costs and overheads that make them unsustainable for the remaining 
services they provide. Developing new business models, such as health 
maintenance and prevention work, or lower turnover but better margins, 
should all be part of the options considered. 


4.8 The third priority for the PDQ is to agree and establish a prioritisation 
process that sets out some rules around how the anticipated savings will flow 
so that the productivity savings are re-invested in a way that maximises 
population health gains and outcomes. 


4.9 The fourth priority is to accelerate 5-6 significant projects in 2010/11 that 
would not otherwise happen at the scale and pace required to make a 
significant contribution to cost and clinical outcomes. These would be projects 
that either aren’t in current CRES or commissioner plans, or aren’t for delivery 
in this financial year.  


4.10 In year 1 of the PDQ plans (2011/12) there is unlikely to be funding for new 
developments requiring significant new investment. This is because until 
system reform begins to happen at pace, there is a real risk of escalating cost 
pressures. This is because investing in new services and capacity, even if 
they are intended to avoid growth in other areas, has a tendency to induce 
new demand. Therefore any new investments need to match taking capacity 
out elsewhere in the system.    


4.11 Therefore the need is to identify projects that are about reducing demand and 
improving outcomes, from existing resources being deployed in innovative 
ways. This may be new settings or ways of working, or other new approaches. 
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4.12 The suggested criteria to select these projects are thus: 


• Extra clinical leadership and project support needed to deliver in year  


• Delivers significant cost improvement, ideally in cash releasing terms  


• Will improve patient outcomes, as measured via the draft National Clinical 
Outcomes framework 


• Has a strong degree of clinical support, especially amongst those affected by 
any change 


• Will not happen within the confines of existing CIP/CRES plans 


4.13 A clinical conference on the 9th September, and work with clinical leaders will 
identify the projects that may have the greatest benefits. Work would then 
start in late 2010, so they have a full effect in 2011/12. Some initial areas that 
are being considered are: 


COPD admission avoidance Heart failure 


Re-admission avoidance Dementia care (inc acute settings) 


End of life care Long term condition management ie 
diabetes avoidance & management 


Stroke pathways, from prevention 
to acute care 


Single point of contact for 
emergency care 


 
4.14 This list is not exhaustive, and work to develop the clinical consensus as to 


where the opportunity and will is greatest will be undertaken in September 
and form the basis of the 2nd QIPP board paper. 


4.15 The approach to funding all new developments or investments will be to 
identify services or interventions of lower value that could be reduced or 
stopped in order to fund the newly proposed development. A scoring tool 
exists to support the development of ranked lists of investments within clinical 
pathways or programmes, based on the Portsmouth scorecard. This work 
should be led by clinicians, supported by public health and managers. 


4.16 The incentive for all organisations in Dorset is to work flat out on reducing 
demand and avoiding admissions, in order that a bank of productivity savings 
is built up for re-investment in agreed and prioritised new schemes. Priority 
will be given to investments that are based on robust evidence and will 
maximise population health outcomes. 
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Principle 4 
All NHS organisations locally recognise that the health care system needs to 
change in order for it to become sustainable and affordable. The PDQ will 
support providers to develop new models of care that enable more people to 
be supported in the safest, most cost effective setting, and deliver 
interventions earlier in disease pathways where possible. Income streams 
may have to change to facilitate system reform, but this will be managed in a 
way that leaves the health provision system with a viable future. 


 


5. “BUSINESS RULES” REQUIRING BOARD AGREEMENT 


5.1 Accelerating progress in delivering plans that improve outcomes and costs 
requires new ways of working, which Board’s need to endorse. These are the 
specific actions, and rules upon which a new way of working can start to have 
a significant impact. They are agreeing: 


• Adhere to the timelines set out in section 6, so there are deadlines that 
Boards hold their management teams to account for meeting.  


• Three to five year indicative provider contract values, with 2 year contract 
values for 2011/12 and 2012/13, with mutually agreed transition plans if that 
requires significant financial and operational change 


• The principle of GP ownership of plans and incentive schemes to reward 
behaviour that improves clinical outcomes and cost control, as indicated within 
the White Paper 


• The principle of moving to a new business model for providers, incentivising 
prevention and Long Term Condition management, above activity growth 


• Sharing of internal performance management of cost improvement 
programmes and cost control, via Programme Management Office reporting, 
to enable reporting that is aggregated across Dorset. 


• Savings are based upon cost release, not tariff variances. 


• Agreement to participate fully in a single Dorset-wide process for prioritising 
all investment bids, funded from re-profiling current spend. All NHS 
organisations to nominate two representatives to assist with the scoring 
process which will use clear and consistent criteria to evaluate the impact on 
clinical outcomes and cost effectiveness. Funding will only be available after 
delivery of cash releasing savings beyond those required to meet unavoidable 
cost pressures. 


• The current financial pressures require additional effort in 10/11 to deliver the 
run rate of lower activity and costs, so that 11/12 onwards the system is 
moving back to a sustainable level. Therefore action is required this financial 
year, above that is happening already. Agreement to supporting the selection 
and delivery of 5-6 major projects (as per 4.9 to 4.13) is required. 
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• Accepting different starting positions and solutions means the 3 year 
trajectories will vary as to how much is required in year one, by organisation, 
and the balance between productivity and cash out. The exact balance is to 
be agreed via the pan-Dorset Directors of Finance by the 22nd September, in 
order to influence the 11/12 contract setting. 


Principle 5 
The above set of business rules represents a new way of undertaking the planning 
and contracting of services with the Dorset health economy, and is supported by the 
Boards so as to deliver the basis for a transformed health system able to meet the 
challenges facing it. 


 


6. TIMELINES 


6.1 An outline pan Dorset QIPP Project Plan and timetable is being prepared and 
is summarised here: 


6 Sept 2010 Dorset Chairs and CEOs; 


9 Sept Clinical leads conference; 


Sept/Oct 
Board cycle 


Common Board paper on PDQ approach, agreed by all the NHS 
Boards in Dorset 


22 Sept Pan-Dorset DoFs agree financial assumptions 


23 Sept SHA challenge session on pan-Dorset QIPP plans 


Oct  Finalise draft CIP-QIPP plans for 2011/12 including the 5-6 major 
projects to start in late 2010;  


Secure support of GP consortia and Local Authorities as well as 
providers affected; 


Nov/Dec: Agree a common QIPP plan, via paper to all Boards 


Jan/March 
2011 


Single NHS public consultation in Dorset on QIPP and Annual Plans; 
preceded by an engagement strategy involving key stakeholders.  


Agree common reporting format to track initiatives, as well as each 
organisation’s own cost and quality improvement plans, via PMOs 


April + QIPP initiatives inform budget setting, contract agreements, clinical 
service redesign; with regular monitoring in place. 
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7. OPTIONS 


7.1 Each NHS Board in Dorset needs to consider the options available, before 
committing considerable time and effort to progressing the Pan-Dorset QIPP 
approach, as set out here.  


7.2 The default option would be to continue to work as now, finding internal 
savings to meet the pressures and developments each individual Board 
considers best allows it to meet its own duties. Collaboration would only occur 
where it is directly and quickly in the benefit of parties involved. The 
sustainability of individual organisations is the responsibility solely of that 
Board.   


7.3 The alternative option is to commit to a pan-Dorset approach, which 
recognises the need to compete and collaborate, but fundamentally sees the 
success of the health system is based upon improving clinical outcomes and 
financial stability. The first practical steps to this are set out in section 5 and 
are endorsed by the Board.   


8. RECOMMENDATION 


8.1 The Boards of NHS organisations in Bournemouth, Dorset and Poole are 
asked to approve this report, and the recommended option of taking the Pan-
Dorset QIPP approach to identifying and meeting the estimated £200m gap in 
Dorset. 


8.2 Boards are specifically asked to endorse and support the implementation of 
the five principles as set out in the report, including the timeline. 
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Audit Committee DRAFT Minutes 
 


16th


Present:  Peter Knell (PK)  Chairman & NED 


 September 2010 - Meeting No 75 


Peta Turnbull  (PT)  Non-Executive Director 
 


In attendance: Simon Garlick (SG)  External Auditor, Audit Commission 
Sam Harding (SH)  External Auditor, Audit Commission 
Frazer Tams (FT)  Internal Auditor, Parkhill 
Veran Patel (VP)  Internal Auditor, Parkhill 
Tony Hall (TH)  LCFS, Counter Fraud 
Nigel Pennington (NP) Governor Representative 
Bill Boa (BB)   Director of Finance 


  
Minutes:  Rachel Lovett  Minute Taker 
 
NO ITEM Action 


27/10 Apologies for Absence 
 
Vanessa Read 
 


 


28/10 
 
 
 
 


Minutes of the Meeting 1st


 
 July 2010 


The following points were noted:- 
 
22/10 Internal Audit Plan 
Move the last sentence from “Turnaround Plan” to the end of 
the previous bullet point. 
Turnaround Plan and CIP sections to be merged. 
  
 
PK asked for numbered sub-sections in the minutes rather than 
bullets, and for the minutes to be paginated. 
  
Subject to these changes the Minutes were approved. 
 


 
 
 
 
 
 
 
 
 


 
 


RL 


29/10 
 
 


29.1 
 
 
 
 
 
 
 


Review of Outstanding Action Points and Matters Arising 
from Minute No 73 
 


There were several strands to this item:- 
AL1  Financial Assurance Standards for NHS Finance Teams 


 
Risk Register - The Executives are meeting to review it, and 
prioritised actions identified will be linked to the BAF.  BB hoped 
this would be completed by the end of November. 
Capital Planning - 3 groups deal with capital planning (medical 
devices, space utilisation and major capital). 
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29.2 
 
 
 
 
 
 
 
 


29.3 
 
 
 
 
 
 
 
 
 
 


29.4 
 
 
 


BB felt that this required review for 2011/12 to ensure that 
capital planning is firmly integrated with service planning.. 
Business cases are reviewed by the Executives and this will 
continue for the balance of 2010/11. 
 
Capital Expenditure - BB confirmed that this year the capital 
expenditure had been significantly restricted with bids being 
prioritised and delayed.  Individual service plans for 2011/12 will 
include capital and revenue figures and these service plans will 
be signed off by the Trust Board before the start of 2011/12. 
 
Capital Resource - BB explained that for 2011/12 this would be 
divided into three between central maintenance and repair, 
local service business plans and Trust wide strategic capital 
schemes.   
 
Both PT and PK were keen to highlight the importance of not 
neglecting the hospital estate.  BB confirmed the mechanism 
used by the Estates Department which influences the work 
programme.  There is no equipment replacement programme 
which would be valuable.  BB was comfortable that appropriate 
approval and monitoring processes are in place to provide this 
committee with assurance.   
BB and JO to action with timescale for completion of 1 
December 2010.   BB would feedback progress at the next 
meeting.   
 


Whilst it was noted that no agreement had been reached with 
the medical body regarding the proposed standardisation of 
payments., the Executive has agreed to cease Waiting List 
Initiatives.  PT asked if there was a published and effective 
procedure for the authorisation of waiting list initiative 
payments, as this was the issue.  BB confirmed this was the 
case.  This item was closed. 


AL 2  Policy for Waiting List Payments 


 


This item had moved on significantly.  BB had commissioned 
PWC to review SLR within the trust.  This report had been 
submitted to the Finance & Performance Committee in August.  
This had contained recommendations which BB would formally 
respond to.  It was agreed that the Finance & Performance 
Committee would review this matter, and this Committee 
would review the process.  BB confirmed that the 
recommendations will go on the new “Tracking Tool”.  The 
Tracking Tool will be an agenda item for the next meeting. 


AL3  Service Line Reporting 


 


BB confirmed that in order to manage this, there will be a 
nominated member of staff responsible for NFIs.  They will be 
supported by TH.  It was agreed to close this matter. 


AL4  National Fraud Initiative  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


AF 
 


BB 
AF 


 
 
 
 
 







 


3 
 


29.5 
 
 
 
 
 


29.6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


29.7 


This matter has been discussed between KP and BB, and TH 
and BB.  A jointly agreed plan would come to this Committee to 
sign-off and monitor progress.  It was noted that the Counter 
Fraud “Progress Report” was included in this Agenda. 


AL5  Counter Fraud Plan 


 


Matrix - it was agreed to send out to the Committee the 
updated Matrix. 


AL6  Meeting Review from July Meeting 


 
Losses & Special Payments and Waivers – after discussion it 
was agreed that both of these needed to be reported to the 
Audit Committee for review (not approval).  These would 
be reported half-yearly and would be added to the Matrix. 
 
Checklist from Audit Handbook – completed and closed. 
 
Guidance for Authors etc – BB confirmed that as part of the 
review of governance a whole issue of items relating to 
meetings was being considered, eg standard templates for 
Agenda, reports etc.  It was agreed to close this mater. 
 


Issues passed to Health & Safety Committee –BB explained 
that follow-up action would be taken if necessary once the 
recommendations come to this Committee. 


AL7  Health and Safety Risks 


 


 
 
 
 


AF 
 
 
 


AF 
 
 
 


AF 
AF 


30/10 
 
 


Board Assurance Framework (BAF) – Update on Progress 
of Revision 
 
BB confirmed that the Executives are reviewing as a group 
Board Assurance and the Risk Register.  Part of this process 
involves condensing reports, and ensuring that the appropriate 
risks are given to the appropriate person or group for action.  
This covers operational and Board issues. 
 
It was agreed that this would be a standing item of the 
Agenda, and that the BAF would be reviewed at every other 
meeting.  It was also agreed that at the next meeting there 
would be an extra ordinary review of the BAF. 
 


 
 
 
 
 
 
 
 
 


AF 
 


AF 
AF 


 
31/10 


 
31.1 


Report of the Director of Finance and Resources 
 


BB explained that this enclosure showed unplanned payments.   
Losses and Special Payments 


There were several issues raised regarding “special payments” 
relating to lost patient property:- 


1. The “Lost Patient Property Policy” is being re-written by 
the Nursing and Quality Directorate 


2. From a finance perspective there are no trends and 
losses are low 
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3. The impact on patients from a personal perspective was 
recognised and stressed. 


 
It was agreed to ask VR to give a brief report to the next 
meeting. 
 


 
 
 
 


VR/AF 


31.2 
 
 
 
 


31.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


33.4 
 
 


As already stated (and to be covered in the internal auditors 
report), it is proposed that the Trust’s audit recommendations 
go on to Parkhill’s tracking tool.  


Implementation of Audit Recommendations 


 


BB felt that due to the importance of this issue, the Audit 
Committee should be aware of the Trust’s response to the Audit 
Commission.  It showed that the Trust is making significant 
progress, and it was noted that the recommendations will be 
included in the tracking tool database.  It will show the lead 
officer and Exeutive responsible for delivery, the agreed action, 
a deadline for completion, whether the action is closed and this 
Committee will monitor the delivery of those actions.. 


Review of Financial Management and Governance 


 
A frank discussion then took place covering the role of not only 
Audit Committees, but this Audit Committee in particular with 
specific regard to the letter.  It was critical that this Audit 
Committee remains independent and challenges the processes 
and systems on which the Board places reliance.  It should be 
able to take a view and report to Trust Board the level of 
assurance that it feels the Trust Board can take from thiose 
systems and processes..  The power to involve the Governors 
was noted. 
 
It was felt that the Audit Committee should have had the 
opportunity to review the original letter.  The formal response 
which is obliged to come from Trust Board must


 


 have Audit 
Committee approval that it is robust.  BB would keep this 
Committee informed of matters relating to the review of 
financial management of governance. 


The Terms of Reference and NHSAudit Committee Handbook 
were discussed as ways of reinforcing the independence of this 
Committee, and educating others in the organisation of its role.  
PK and BB will take this issue forward to TB.  BB agreed to 
send to NP a copy of the “Code of Governors” document 
from Monitor. 
 


FT elaborated upon the specifics of their tracker system.  It was 
agreed to see a first draft at the next meeting.  BB expected 
that at first this document will be large, but will become smaller 
over time as actions begin to clear and the Trust becomes more 
responsive to owning and delivering recommendations.   


Tracker Tool 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
 
 
 
 
 
 


PK/BB/AW 
BB 


 
 
 


 
FT/AF 
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This Committee will then be able to scrutinise the actions taking 
place. 
 
To a large extent it will reduce the Action List, but will not 
replace it. 
 
It was agreed to review the actions from this issue at each 
Audit Committee, and incorporate any comments into the 
minutes and into PK’s report to the open Board Meeting. 
  


 
 
 
 
 
 


 
AF 


PK/AW 


32/10 
 


32.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


32.2 
 
 
 
 


32.3 
 


External Audit Report 
 


SH introduced this report which was self-explanatory, and 
added that she was having discussions with the finance team 
and internal audit.   


Progress Report 


 
After discussion regarding the process for disseminating 
weekly bulletins, it was agreed that BB and JO would 
ensure that the Board were kept informed of this process 
by adding something formally in the monthly Chief 
Executive’s Report wherever appropriate. 
 
PT asked if there was an issue with our coding standards.  The 
Internal auditors confirmed that this area is audited, and that a 
sample download of activity data is being analysed and 
benchmarked.  Coding is also covered nationally by the PBR 
which comes to the Committee. 
  


SH reported that this report was presented at the last meeting, 
and highlighted the action plan.  BB would ensure that this 
information is put into the tracker database. 


Quality Report – External Assurance On Quality Audit 


 


It was agreed that the “Tracker Tool Database” would be a 
regular Agenda item at the Committee, and that BB would 
be accountable for it. 


Tracker Tool 


The logistics of how this would work was discussed.  It was 
confirmed that all recommendations will be included in the 
system, as it does prioritise.   
 


 
 
 
 
 
 
 
 
 


BB/JO 
 


AW 
 
 
 
 
 
 
 
 
 
 


BB 
 
 
 


BB/AF 


33/10 
 


33.1 
 
 
 
 
 
 


Internal Audit 
 


VP gave a brief verbal update on the items as listed in the 
Agenda, with half of them at the interim stage, with expected 
completion by November, and the latter half field work 
completed and at the meeting with staff stage. 


Progress Report 
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33.2 


There was some discussion surrounding the number of days 
worked/planned and the need for some audits to be phased to 
include final quarter information.   
 
FT highlighted 4.2 of his report which showed 60 
recommendations yet to be cleared; of these 8 were high risk.  
However these had not been followed up because they were 
linked with capacity/18 week audit which will be encapsulated in 
the current audit.  Concern was expressed regarding the age of 
some of the audits which appeared to be outstanding.  It was 
felt that more narrative was needed as it was not clear if actions 
were outstanding as no response had been received, or 
whether evidence was waiting to be provided.  FT assured the 
Committee that the Tracker System does send reminder emails 
on all outstanding recommendations. 
 
BB was unhappy with the information contained in this section, 
as it did not not reconcile with the data kept by finance. BB 
noted that when he was chasing Managers, they were giving 
him the clear message that their actions were complete.  It was 
felt that the way forward was to move to the new data base, 
which would show detail on each recommendation.  This would 
be checked and any matters of opinion would be altered at this 
stage to then reflect genuine items which were overdue.  
 
Finally as an observation, FT was asked that Appendix B 
highlight the current meeting column, and add a total number of 
days on page 14. 
 


VP reported that the fieldwork was complete and that a draft 
management letter had been produced.  BB noted thatRichard 
Clayton, Programme Management Office lead disagrees with 
the contents and tone of the letter.  This generated discussion 
about thedraft report, the impact of such report on public and 
regulator opinion and the critical nature of the timing and 
content of such a report. It was agreed that Parkhill needed to 
engage the appropriate managers and Executives in the 
completion of this report which should reflect the most current 
status of the Programme Management Office.. 


Turnaround Programme/CIP 


 
BB assured the Committee of his personal involvement in 
this matter, and that feedback would be given to the next 
Audit Committee Meeting. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
 


34/10 
 


34.1 
 
 
 


Counter Fraud 
 


TH presented his ‘Counter Fraud Update’.  He added the 
following comments:- 


Progress Report 
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34.2 
 
 
 
 


34.3 
 
 
 
 


1. once a report is described as “closed” there will continue 
to be ongoing review of areas and cases as required 


2. further work is taking place with the Radiologists 
regarding accountability 


 


This report had been provided by Trust’s previous provider.  It 
was agreed to close the report and it was confirmed that there 
were no recommendations. 


Operation Caitlin – Final Report for information 


 


A general discussion took place about how this Committee 
could receive actual assurance that fraud is not (or is) a 
problem. 


General Issues 


 
It was agreed to circulate the LCFS newsletter highlighting 
common issues across the NHS and the provider’s client base. 
It was noted that  compound indicators also provide assurance 
to the Committee.  
 
To supplement this information, TH would add slightly 
more detail to his report, including lessons learnt.  BB 
would also send a quarterly NHS newsletter giving a more 
generic view of fraud to members. 
 
Finally TH hoped that the Trust would go up to Level 3 
compound indicators, and that this process would highlight any 
weaknesses in the organisation.   
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


TH 
 


BB 
 


 


 


35/10 
 
 


IGC Minutes – For Information Only 
 
The Audit Committee reviewed thye minutes to identify any 
common issues between the Committees and to note 
appropriate assurance matters. 
Education Committee – lack of clarity over mandatory 
training/generic job training, recording and reporting. 
 
Mixed Sex Accommodation – it was confirmed this will continue 
to an item on the IGC.   
 
Business Continuity – lack of report.   
 
Clinical Audit Report – it was noted that following a presentation 
to the Board, no strategic direction had been provided.  BB 
would take this matter to the Executives. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 


36/10 Review of Meeting 
 
PK felt that this item reflected two areas; the first being horizon 
scanning and the second to revise and up-date the Self-
Assessment Checklist. 
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An updated “Self-Assessment Checklist” is attached to 
these minutes for information. 


Self-Assessment Checklist for Audit Committee 


 
PT thought that there should have been some revised guidance 
received from Monitor regarding compliance framework.  
Parkhill had provided a copy but no one had seen it.  This will 
be investigated and resolved. 
 


 
 


RL 
 
 
 
 
 


AF 
 


37/10 
 


37.1 
 
 
 
 


37.2 
 
 
 


37.3 
 
 


AoB 
 


It was agreed that BB would discuss this issue with Scott.  
It was also agreed to add a yearly attendance to the Matrix 
for receiving his Annual Report. 


Attendance by Scott Sherrard at Audit Committee 


 


Parkhill agreed to establish how this happens in other 
Trusts.   


NED Involvement in Trust Business 


 


BB and PK will meet to discuss actions/recommendations 
made by this Committee to Trust Board, to ensure that 
actions can be cleared.  A schedule will be produced for 
the next Audit Committee. 


Trust Board 


 


 
 
 


BB 
 


AF 
 
 
 


FT 
 
 
 


BB/PK 
 


AF 


38/10 Date and Time of Next Meeting  
 
Thursday 25th


 


 November 2010 
 


 


 


19 September 2010 
RL/Audit Mins Sep10 
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MINUTES OF THE COUNCIL OF GOVERNORS GENERAL MEETING  


(No 14) 22 July 2010 Brownsword Hall, Poundbury, Dorchester commencing at 2.00pm 
 


PRESENT APOLOGIES 
Dr Jeffrey Ellwood - Chairman (Ch)  
  
Elected Governors (Public) Elected Governors (Public 
Fran Biley (FB) - West Dorset Paul Nelson (PN) – North Dorset 
Jo Bowkett (JB) - West Dorset David Reason (DR) - West Dorset 
Sue Bruce-Payne (SB-P) – Weymouth & 
Portland  


James Walsh (Malcolm Shakesby MBE (MS) 
Purbeck JW) – North Dorset 


Peter Coughlan (PCo) – Christchurch, Poole 
& B’mth 


Vicky Iveson (VI) – West Dorset 


Colin Dann (CD) – North Dorset Malcolm Shakesby MBE (MS) - Purbeck 
Michel Hooper-Immins (MH-I) – Weymouth & 
Portland 


 


Andy Hutchings (AH) – Weymouth & Portland  
Mr Patrick Jeffery (PJ) - West Dorset  
Derek Julian (DJ) – Weymouth & Portland  
Bill Mitchell (BM) – Weymouth & Portland  
Wendy Nightingale (WN) West Dorset  
  
Elected Governors (Staff) Elected Governors (Staff) 
Susan Browne (SB)  Tracey Glen (TG)  
Dr Duncan Farquhar-Thomson (DF-T)  
  
Appointed Governors Appointed Governors 
Dr Peter Camm (PCa) – Dorset Kidney Fund Andy Cooke (AC) - DCC 
Fran Leaper (FL) – Welmar Hospice Trust Amanda Gallaher (AG) – NHS Dorset 
Nigel Pennington (NP) – Friends of DCH Mark Robson (MR) – SW Ambulance NHS 


Trust 
 Dr Ross Kay (RK) 
 John Weir (JW) – Age Concern 
  
Board of Directors  Board of Directors 
Sue Sutherland – Interim Chief Executive 
(ICE) 


Dr Nick Hateboer – Medical Director  


Bill Boa - Director of Finance (DOF) Julia Gerzon - NED 
Alison Tong – Director of Nursing and 
Operations 


Peter Knell NED 


Tracy Peters – Interim Director of Human 
Resources 


 


Roderick Knight – Vice Chair NED  
Peta Turnbull - NED  
 
In attendance   
John Yeoman – Trust Corporate Business Manager (TCBM) 
Susie Palmer – Communications Manager (CM) 


 
The Council of Governors (CoG) meeting was advertised within the Dorset County Hospital NHS 
Foundation Trust (DCHFT) website membership section at www.dchft.nhs.uk. Three public and 
members and a reporter from the Dorset Echo attended. 
 



http://www.dchft.nhs.uk/�
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Agenda 
Ref 


 


Minutes 


1. Record of Attendance, Apologies for absence and Introductions (Agenda Item 
1) 
 


1.1 Apologies were received and a record of attendance taken for the Council of 
Governors (CoG) of Dorset County Hospital NHS Foundation Trust (DCHFT) as 
noted above. 
 


 
2. Chairman’s Opening Remarks (Agenda Item 2) 


 
2.1 The NHS White Paper(WP)- Equity and excellence: Liberating the NHS, has 


just been released and it is hoped that the ethos will allow greater freedom for FT’s. 
Within the WP executive summary 
 
The strategy for the NHS:  
1. The Government upholds the values and principles of the NHS: of a 


comprehensive service, available to all, free at the point of use and based on 
clinical need, not the ability to pay.  


2. There will be an increase in health spending in real terms in each year of this 
Parliament.  


3. The NHS goal is to achieve results that are amongst the best in the world  
 
Putting patients and public first  
4. Patients will be put at the heart of the NHS, through an information 


revolution and greater choice and control:  


Improving healthcare outcomes  
5. To achieve the Government’s ambition for world-class healthcare outcomes, the 


service must be focused on outcomes and the quality standards that deliver 
them. The Government’s objectives are to reduce mortality and morbidity, 
increase safety, and improve patient experience and outcomes for all:  
(PJ welcomed the recognition and the importance of Clinical Audit within 
the WP and the TB and departments must encourage outstanding results) 


 
Autonomy, accountability and democratic legitimacy 
6. The Government’s reforms will empower professionals and providers, giving 


them more autonomy and, in return, making them more accountable for the 
results they achieve, accountable to patients through choice and accountable to 
the public at local level:  


 
Cutting bureaucracy and improving efficiency 
7. The NHS will need to achieve unprecedented efficiency gains, with savings 


reinvested in front-line services, to meet the current financial challenge and the 
future costs of demographic and technological change:  


 
Conclusion: making it happen  
8. The Government will maintain constancy of purpose. The White Paper


 
is the 


long-term plan for the NHS in this Parliamentary term and beyond. The 
Government will give the NHS a coherent, stable, enduring framework for quality 
and service improvement. The debate on health should no longer be about 
structures and processes, but about priorities and progress in health 
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improvement for all.  
 
9. This is a challenging and far-reaching set of reforms, which will drive cultural 


changes in the NHS. The Government is setting out plans for managing 
change, including the transitional roles of strategic health authorities and 
primary care trusts. Implementation will be initiated bottom-up.  


 
Many of the commitments made in the White Paper require primary legislation and 
are subject to Parliamentary approval. 
 


2.2 The Chairman reminded Governors that whilst the WP’s intention is to release 
funds to front line staff, everyone at DCHFT is here to serve the community and the 
patients, and they should all be considered front line staff.  
 
The current restrictions placed by the Commissioner’s contract, where the level of 
activity exceeding the cap is financially penalised should eventually be abolished.  
Payment will be made in line with actual performance 
 
• PCT’s will be expected to separate Commissioning and Provider elements of 


their organisation by April 2011. 
• StHA’s and PCT’s will cease to operate between 2012 and 2013 
• All NHS Trust’s will either be NHS FT’s in their own right or merged with other 


NHS FT’ s by 2013. 
 
Tariffs will change from average procedure costs to most effective procedure costs 
and therefore there is an expectation that tariffs are likely to be lower in the future 
creating further funding concerns. 
 
FT’s will be expected to fund in the future, mandatory Education and Training 
requirements as identified in Schedule 3 of the FT’s authorisation documents 
 


2.3 The FT must establish a robust Strategic Plan for the future and ensure it focuses 
on patient needs providing integrated pathways and where possible local treatment. 
 
The Chairman asked the Elected Public Governors to seek out the views of their 
members and the general public and various suggestions were made: 
 


• It was suggested that maybe the Dorset Echo could become involved in the 
dissemination of information from the FT. 


• Opportunities within Governor Surgeries 
• Governors could survey the public at the Dorset County Show 4-5/9/10. 


 
If the 2010 Dorset County Show was to be considered as one of the first 
opportunities to survey the public, the compilation of a survey document would 
need to be considered as a matter of urgency. 
 
The Chair stated that the 4th November 2010 has been set aside for Governors and 
the Trust Board to talk about the Strategy and future of DCHFT 
  


2.4 Concern was expressed by a member of the public about the waiting time for 
treatment in the  Pain Clinic. The Interim Chief Executive confirmed that the new 
patients were being seen within the 18 week target but repeat follow-ups were 
delayed. Urgent discussion is required with NHS Dorset to commission more 
capacity to meet the needs of the patients. The Interim Chief Executive (ICE) 
agreed to discuss with the PCT the possibility of a jint meeting with patients who 
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have concerns about the current waiting times.   
 


2.5 Following the success of the West Dorset surgeries, formal constituency meetings 
need to be set up in other constituencies. It was noted that some constituencies 
have few Governors and it was hoped that these Governors would be supported by 
their associates from other constituencies. The Lead Governor was asked to take 
this suggestion forward.  
 


2.6 The Trust Board are proposing to the CoG that from September, Board meetings 
would be held in public. Governors in the past have attended Trust Board meetings 
as Governor Observers and the Board meetings have been held in private.  The 
decision to open the Board meetings to the public will require an amendment to the 
FT’s Constitution. 
 
The proposal was agreed by PJ and seconded by JB 
 
 
Agenda and Papers, with the exception of Part II private section, would be 
published on the Internet 
 
To foster Openness and Transparency, any member of the public would be able to 
attend a Part I open section of the meeting. In line with other FT’s who hold open 
Board meetings, where private discussion is required such as Commercial in 
Confidence or where individuals are under discussion such as staff or patient detail, 
this would be discussed in a private Part II section with the public and Governors 
excluded. 
 
It was agreed that the agenda, papers and minutes of the TB Part I, would be made 
available to Governors and published on the internet.  
 
 


2.7 The CoG agreed that in future, CoG meetings would commence at 2.00pm. The 
meetings are open to the public and will be advertised on the internet at 
www.dchft.nhs.uk as well as advertised in the paper one week prior to the meeting. 
Posters might be placed in Public Libraries 
 


Ref Action Responsible Timescale 
2.3 BoD to establish a Strategic Plan and engage with 


Governors 
 


Chair/CE Sep/Nov 10 


2.3 Governors to engage with members and the public 
to seek opinions for Strategic Plan. Possibly 
employing a survey devised by DCHFT 
 


BoD/Governo
rs 


Sep/Nov 10 


2.3 Set up Strategic Planning Day for TB/CoG possibly 
4/11/10 
 


Chair/CE Nov 10 


2.5 Formal Constituency meetings across Dorset  Lead 
Governor 


Nov 10 


2.6 TB Agenda and Papers to be available to public and 
Governors on the FT’s website 
 


TCBM Sep 10 


2.6  TB minutes to be available to public and Governors 
on the FT’s website 
 


TCBM Sep 10 



http://www.dchft.nhs.uk/�
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2.6 Amend DCHFT Constitution for open Board 
arrangements, present to TB for agreement, notify to 
CoG and obtain approval from Monitor 
 


TCBM Sep 10 


 
3. Governor Business (Agenda Item 3) 


 
3.1 


 
SW Governor Exchange Network (SWGEN) 


Six Governors (AG, PN, BM, JB, PC and VI) attended the SW Governor Exchange 
Network on the 5th July 2010 in Taunton. A report had been compiled by BM, for 
which the Chair thanked him, and the questions that had been raised at that 
meeting in order to give Governors confidence of Quality within the FT would be 
presented to the TB and a response would be made to the CoG. BM stated there 
was an emphasis at the network meeting that Quality was the most important 
concern yet recognising the FT’s responsibility within its authorisation to return to 
financial sustainability. 
 
The Chairman encouraged the CoG to challenge the Board to ask themselves 
questions based on the reports from the Mid Staffs and Maidstone & Tunbridge 
Wells enquiries, and he agreed to raise this at the next Board meeting for a 
response by the Directors in December. 
 


3.2 
 
Report from Sherborne Governor Surgery 1 July 2010 


A brief report was provided by DR regarding the recent Governor Surgery that was 
held in the Cheap Street Church Hall in Sherborne on the 1st July 2010. Two 
Elected Public Governors representing the West Dorset constituency were in 
attendance. This initial meeting was successful as an initial engagement meeting 
and another meeting is planned for the 7 October 2010 at the same venue. 
(Note: correction to the report- the Dorchester Governor Surgery was held in the 
United Church Dorchester) 
A letter of appreciation would be sent from the FT to both churches 
  


3.3 
 
Other Governor Matters 


1. The third Cleanliness Spot Check was due. DJ disagreed that they should be 
held every four months. He required it to be more regularly. However this  
timing had been agreed at the last CoG meeting after a full discussion because 
it was felt that more regular spot checks would undermine the responsibility of 
the Housekeeping management. The CoG wished to assure for their members 
a high standard of cleanliness  


 
Cleanliness and Infection Control are at the forefront of patients concerns.  
 


2. The FT is considering the transfer of Digby Court to another service provider 
because learning disability services do not sit comfortably within an Acute 
Hospital remit. Separately, PJ stated he was very concerned about the level of 
palliative care across Dorset. 


 
3. Breast care services will continue at DCH but it was noted there is a national 


shortage of Consultant Radiologists with mammography experience and the FT 
is struggling to recruit. Consideration is being given to sharing the service 
between other FT’s with satellite units across Dorset including DCHFT. 
Governors expressed concern about funding and implored NHS Dorset to 
review its funding for this service to address this recruitment problem.  
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Ref Action Responsible Timescale 
3.1 SWGEN 5th July meeting – Quality of care questions 


identified at meeting as well as observations from 
the Mid Staffs and Maidstone & Tunbridge Wells 
enquiry summaries to be issued to the TB and 
response to CoG  
 


Chair Dec 10 


3.2 Letter of appreciation to United Church, Dorchester 
and Cheap Street Church, Dorchester for 
accommodating Governor Exchange meetings 
 


TCBM Aug 10 


3.3 Arrange 3rd Cleanliness Spot Check by Governors 
 


TCBM Aug 10 


 
4. Approval of the Minutes of the 27/05/10 (Agenda Item 4) 


 
4.1 The minutes of the CoG meeting of the 27/05/10 were approved as a correct record 


with minor amendments noted below: 
 


4.2 Amendments to attendees list 
• AH was present at the meeting 
• DoN was present at the meeting 
 


4.3 Minute 8.1CON 02 
The last sentence commencing ‘There is also an OP shortage.....’ should be 
deleted since this is not relevant to the Chose and Book take-up deficiency. 
  


Ref Action Responsible Timescale 
4.2/4.3 Amend minutes of 27/05/10 and publish on DCHFT 


website 
 


TCBM Aug 10 


 
5. Matters arising from the minutes and Action List  (Agenda Item 5) 


 
5.1 Ref No (13)5.4 


The CE and DoF would continue to inform CoG about the progress of the Recovery 
programme 
  


5.2 Ref No (13)5.6 
An interim CE had been appointed, Sue Sutherland, who was CE at Poole NHS FT. 
Her appointment will continue until the end of August when the permanent CE, 
Jean O’Callaghan takes up her position. 
 


5.3 Ref No (13)7.3 
DCHFT will join the Foundation Trust Governor Association (FTGA) w.e.f. 1st 
September 2010 which is at the beginning of the FTGA’s financial year. Governors 
will then be able to access the FTGA for current FT detail and documents as well 
as correspond with other FT Governors. 
 


5.4 Ref Note(13)7.4 
The newsletter has been delayed and hopefully will be produced in September 
following the AGM. This document requires Governor support and input because 
the idea of the document is a newsletter to the membership. To ensure Members 
are notified of the AGM 8th September 2010 6.00pm at the Brownsword Hall, the FT 
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will advertise the meeting on its website and also place an advert in the local paper 
at the beginning of August and a fortnight before the meeting. Posters will also be 
placed in Libraries 
(Post note: Emails and letters have been issued to each member notifying 
them of the Annual Members Meeting) 
 


5.5 Ref Note(13)7.5 
The on-line membership application is currently not available due to IT linkage 
problems. Members are however able to register through a leaflet application as 
well as telephoning Trust HQ. Members receive acknowledgment of registration 
through either an email or letter. The electronic membership registration 
acknowledgement which is apparently not working still requires IT action. This last 
matter is in hand 
 


Ref Action Responsible Timescale 
5.1 Maintain updating the CoG with recovery plan 


progress 
 


CE/DoF  Ongoing 


5.3 Register with FTGA to enable Governor access to 
publications and Governor networking 
 


TCBM Sep 10 


5.4 Membership newsletter production  TCBM  / 
Governors 


Sep/Oct 10 


5.5 Reconnect membership application form on 
DCHFT’s internet website 
 


TCBM Sep/Oct 10 


 
6. 2009/10 Annual Report Chief Executive Report (Agenda Item 6) 


 
6.1 The Interim Chief Executive emphasised that although DCHFT had been in breach 


of authorisation as a consequence of the financial position, Dorset County Hospital 
had maintained a high standard of patient care and the services it provided had not 
been compromised. Within the Quality Report of the Annual Report it was noted 
that the FT had gained several accreditations during the year, notably: 
 


• Achievement of NHS Litigation Authority Level 2 for General Trust services 


• Achievement of NHS Litigation Authority Level 1 for Maternity Services. 


• Care Quality Commission unconditional registration with effect 1st April 
2010.    


• Good results from National Patient surveys for Outpatient and Inpatient 
services 


• Clinical Pathology Accreditation (UK) for Histopathology, Microbiology and 
Clinical Pathology services. 


 
Patient safety has been central to everything we do and the FT has been working 
with NHS South West through the Quality and Patient Safety Programme to explore 
how we can further improve the safety of the services we provide. 
 
The FT reported there were no events affecting patient safety, known as ‘Never 
Events’, occurring during 2009/10. The aim for future years would be to maintain 
this position. (Definitions of Never Events can be viewed at page 63 of the DCHFT 
Annual Report against Priority 1 within the Quality Report. 
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Prevention and control of infection remains a top priority for Dorset County Hospital 
and the Trust has worked with Primary Care services to reduce the incidence of 
infections across the health community. 
There have been continuing reductions in infection rates (MRSA and Clostridium 
Difficile): 


• Hospital Acquired - Clostridium Difficile cases have reduced by a further 
19.4% between 2008/09 and 2009/10 and for the year totalled 58 cases. 


• Hospital Acquired - MRSA cases has reduced from 6 in 2008/09 to 4 in 
2009/10. 


The aim for 2010/11 will be to maintain high levels of infection control, achieve 
100% compliance with infection control audits, and continue to screen all elective 
admissions and to report to the TB all cases of infections.  
 
The National Inpatient survey provides a good measure of patient experience. 
50.4% of patients rated the care in DCH as excellent against 44.3% nationally. The 
overall comparison between the National average and DCH for patients, rating care 
between excellent and good, showed DCH at 91.9% and nationally at 89.8%. The 
aim for 2010/11 will be to obtain patient feedback at the point of care and develop 
local patient surveys. 82.3% of patients felt they were treated with dignity which is a 
rise of 0.5% over the previous year. The high results for patient care was a 
reflection of the tremendous effort and achievement by staff 
 
The Foundation Trust’s performance against Key National Priorities and National 
Core Standards were generally higher than national goals and these comparisons 
can be seen at page 74 of the Annual Report within Part 3 of the Quality Report. 
 
The Care Quality Commission has registered DCHFT’s status as fully and 
unconditionally registered to provide regulated activities as outlined in Health and 
Social Care Act 2008 (Regulated Activities) Regulations 2009. 
 
Staff are extremely important to the FT representing in excess of 70% of the Trust’s 
expenditure. Not surprisingly this years Staff Survey was disappointing with levels 
of dissatisfaction  in most areas of the survey and two areas have been identified 
for development in 2010/11: 


• To improve the culture of the organisation building morale and cohesion, 
that has deteriorated over the last two years due to the financial position of 
the Trust and the negative media publicity it received.  


• To improve the well being of the staff since this is extricably linked to patient 
care 


Sickness levels had reduced to 4.2% compared to 4.6% for 2008/09 
 
Despite the financial position, the report is generally positive and a press release 
would be sent out to the media and staff on the 22 July 2010. 
 


6.2 Governors response to the ICE’s summarisation of the Annual Report
 


. 


• Considering the financial turmoil of the Trust, DCH had an excellent 
reputation within the community. Openness and transparency of information 
had dramatically improved, as a result of the new Chairman’s candid 
approach to the Council of Governors.  


• Over the three headings of Patient Safety, Clinical Outcomes and Patient 
Experience there had been improvements, a testament to DCHFT staff. 


• Clinical audits and outcomes are important along with benchmarking and it 
is hoped DCHFT will ensure that standards are maintained and improved. 
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• Concern was expressed about the worsening position of the Thrombolysis 
‘call to needle’ target that had been reported within the Statement on 
Internal Control at page 102 of the Annual Report. The Trust assured the 
CoG that although the Trust did not have 24/7 Consultant cover within A&E, 
other staff had been trained to provide this service out of hours. Both the FT 
and the Ambulance Service were making concerted effort to improve the 
position and meet or exceed the national target of 68% 


• It was pleasing to note within the Annual Report: 
o The Trust was now rated level 2 under the Clinical Negligence 


Scheme(CNS) which reduced the insurance premium 
o Maternity Services had received a remarkable top mark under CNST 
o DCHFT was one of only five hospitals to be shortlisted in the CHKS 


Quality of Care Awards  
Whilst recognising last year’s position it was hoped that lessons had been learnt 
and the new executive appointments would ensure the FT moves forward and 
meets its authorisation requirements. 
 


6.3 
 
Quality Report 


The FT incorporated for the first time as required by Monitor within the Annual 
Report, a Quality Report. The Audit Commission have completed an external 
assurance audit of this report and have drafted their response to the TB who are 
currently compiling an Action Plan which will be reported back to CoG after 
discussion at the TB. 
 


Ref Action Responsible Timescale 
6.3 TB to feedback the Action Plan as listed in the Audit 


Commission External Assurance of Quality Report 
document issued July 2010 
 


Chair/CE Nov 10 


 
7 2009/10 Annual Accounts – Director of Finance (Agenda Item 7) 


The Director of Finance made a presentation to the CoG detailing the Accounts for 
2009/10 
 


7.1 


 Less than 1% growth in income in 2009/10; 


Review of Financial Performance and Plan  


 In order to deliver 18 week waiting times for Elective care, Waiting List 
Initiatives had to be implemented and whilst the additional work generated 
additional income the profit margin was reduced or negated through 
additional costs associated with the effort to meet this target; 


 Non-elective or Emergency Care income was relatively flat, reflecting flat 
referral rates from Primary Care; 


 Accident and Emergency episodes of care continued to grow but DCH was 
able to keep well within the target of 4hrs; 


 The Trust incurred a deficit of £5.1m against an anticipated £7.3m deficit 
and this reduction was largely due a downward revaluation of DCHFT’s 
Land and Building assets; 


 Income was in line with plan but expenditure exceeded plan; 


 Expenditure exceeded plan in pay, clinical negligence insurance costs and 
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consultancy costs; 


 The accumulated deficits of the last two years have created a cash shortfall 
and depleted the Balance Sheet of the Trust; 


 Monitor Financial Risk Rated the Trust as risk 1 at the end of 2009/10, 
which is the lowest rating a FT can receive; 


 Monitor’s Financial Risk Rating of the Trust’s current plan for 2010/11 
remains at 1; 


 Access to working balance cash or loans is not possible while the Financial 
Risk Rating is at 1. To be able to borrow, the risk rating needs to be 
upgraded to 2 and preferably to 3; 


 The Trust brought forward a deficit of £2m from 2008/09. It is important the 
current deficit of £5.1m is eliminated through generating sufficient surplus 
and to also address the cash shortage the Trust is currently experiencing 


The Trust’s performance against the financial budget as reported in the Annual 
Accounts, was as follows: 


• Planned surplus on income and expenditure of £0.1m  
The Trust has incurred a deficit of £5.1m, and therefore total expenditure 
exceeded plan by £5.2m. 


• Private patient income cap  
The Trust received £560k from Private Patient’s representing 0.4% of 
patient related income against a cap target of 0.5%.  


• Working capital facility  
The external finance limit set my Monitor was £10m. The Trust did not use 
any external finance for the purposes of working capital during the year. 
Cash balances held at 31 March 2010 were £0.53m against a plan of 
£1.31m. This position was as a result of the I&E deficit offset by lower 
capital expenditure, deferment of the PDC dividend due in March 2010 of 
£1.31m and reduced performance against the Better Payment Practice 
Code. 


• Prudential Borrowing Limit 
Within the Trust’s Terms of Authorisation, a limit on the level of external 
loans the Trust could take out towards the financing of its capital 
expenditure was set at £28.9m in line with Monitor’s prudential borrowing 
code. There was external borrowing of £0.65m in 2009/10 due to PFI 
finance leasing associated with the Nurses residential property . 


 
7.2 


 
Remuneration Report 


• The Remuneration Report provides remuneration detail of the Senior 
Managers who the Trust Board considers to be in senior positions having 
authority or responsibility for directing or controlling the major activities of 
the FT. This responsibility lies with the Board of Directors. 


• This year’s report is complicated, because the FT did not have a permanent 
team of Directors. It was partially managed by Interim Consultants and their 
remuneration is reported in a separate section 


• The report of the Chair within the Annual Report provided further detail 
exposing the cost of the consultancies employed by the FT to provide and 
execute a recovery plan. He drew the CoG’s attention to Pages 35 and 131 
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of the Annual Report and Accounts, where the details of payments for 
interim Directors are shown. He explained that after the recovery of VAT 
and allowing for the costs that would have been charged for permanent 
Executive Directors, had they been employed, the Interim Directors cost the 
Trust an additional £315k over the period. He reminded the CoG that the 
level of interim costs, are continuing into this financial year until July. 


 
7.3 


 
Audit and Assurance 


The Annual Report and Accounts are prepared in the context of a range of 
assurances provided by external and internal sources. 
The external audit has reported the Annual Accounts as a fair and true report, 
however it states the FT failed to deliver Value for Money as a consequence of the 
year end deficit. 
   


7.4 


 


The Operating Financial Review 2010/11  onwards as detailed by the Director of 
Finance follows: 


 The Trust plan for 2010/11 forecasts a deficit of £3.5 million; 
 The deficit relies on securing £6 million of savings and efficiencies in the 


year; 
 National issues will create uncertainty and a difficult year ahead is 


envisaged. 
 By March 2011 the Trust must achieve breakeven in the month; 
 By 2011/12 the Trust must return to a small surplus and then maintain 


surpluses to recover the accumulated deficits of the preceding three years 
 It is assumed that the tariff income will fall by at least 2% in 2011/12 and 


every year thereafter; 
 The full year effect of the savings programme identified in 2010/11 is 


£14.1m by 2011/12  and £17.2 by 2012/13 which should deliver a surplus of 
£1.7m in 2011/12 and further savings in 2012/13. ; 


 The Trust will need to identify a further £6m of savings in 2012/13 to 
maintain surpluses at sustainable levels 


 Whilst there will be a top down approach to deliver the plan for 2010/11, 
service departments will be expected to plan for future years and because 
of the difficult environment the FT finds itself in, it is imperative that 
Clinicians are engaged in the planning process.   


 
7.5 


 
Governor’s response to the DoF’s summarisation of the Annual Accounts: 


• The anomaly between Trusts in respect of the Market Factor Forces funding 
which has been reported in the past must be addressed. 


• MP’s within all constituencies of the FT should be contacted and 
encouraged to influence government decisions and funding 


• It was noted that the pension creditor £1,099,823 identified in Note 8 of the 
accounts was a year on year normal and expected timing issue relating to 
the March payment and was not a contrived delay in payment. 


 


Ref Action Responsible Timetable 
7.5 Progress report to CoG regarding funding – Market 


Factor Forces anomaly between DCHFT and other 
FT’s within close proximity 
 


DoF Ongoing 


 







 


Page 12 of 16 


8. Chief Executives Current Report and Activity Performance (Agenda Item 8) 
 


8.1 The Interim Chief Executive explained that with the recent NHS White Paper 
consultation publication – Equity and excellence: Liberating the NHS, the NHS will 
be held to account against clinically credible and evidence-based outcome 
measures, not process targets. There is an expectation that targets with no clinical 
justification will be removed such as the 18 week target and the A&E 4 hour target. 
However the 18 week target is enshrined in the NHS Constitution as a right for all 
patients and the PCT contract also requires DCHFT to meet this target. 
 
Monitor’s Compliance Indicators have identified three areas of concern: 


• Clostridium Difficile (C.Diff) saw a rise of 1 extra case against plan for June 
(5). Because the target number is small (45) for the year. A minor variance 
will create an underachieving position. Targets for April (5) and May (4) 
were met.  


• Cancer 62 day referral to treatment for Consultant screening was not met. 
The national target is 90% of patients must be seen within the 62 days. 
DCH for June was 40%. However similar to C.Diff targets, the number of 
cases is small and therefore minor variances cause an underachieving 
position. In June, 1 out of 2.5 patients was not treated within the target. Staff 
annual leave is a contributing factor. 


• The national target for MRSA screening is 100% but DCHFT hit 87% in 
June.  


 
Ref Action Responsible Timescale 
8.1 Continue to update CoG with the current  activity 


performance 
 


CE Ongoing 


 
9. Director of Finance Current Report (Agenda Item 9) 


 
9.1 


 
The Budget 2010/11- presented by the DoF 


 The Trust plan for 2010/11 shows a forecast deficit of £3.5m after securing 
£6m of savings and efficiencies in the year; 


 By March 2011 the Trust must achieve breakeven in the month; 
 By the end of 2011/12 the Trust must return to a small surplus and then 


maintain surpluses to recover the accumulated deficits of the preceding 
three years 


 The Trust plans to earn: 
 £91m under Payment by Results 
 £35.5m under non Payment by Results 
 £116.5m from NHS Dorset (92% of income)  


The Trust contract, with its main commissioner, contains a risk share agreement 
that caps income at 128.4 million and guarantees income to £126.7 million 
 


9.2 
 
Financial Performance to 30 June 2010 – presented by the DoF 


 Net deficit of £1.1m compared to a planned deficit of £1.6m 
 Significantly ahead of planned income for elective care as backlog waiting 


lists addressed 
 Behind planned income in all other areas with Non-elective care under 


performance of £0.4m 
 Costs are within £0.04m of planned expenditure but an upward trend in 


June 
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 Savings plan delivery is critical 
 Management of staff costs is critical 
 Management of contract within risk tolerances is critical 


 
Ref Action Responsibility Timetable 
9.2 Continue updating CoG with the current Financial 


performance  
 


DoF Ongoing 


 
10. Turnaround Plan (Agenda Item 10 
10.1 


 
Turnaround Plan Progress – presented by the DoF 


A graph representing the value of projects was presented by the DoF of how the 
Turnaround Plan was progressing from four aspects 


• Plans accepted into the Performance Management Office (PMO) 
• Plans ready for sign off 
• Plans in development 
• Stretch targets 


 
 Additional savings per month 
 March April May June July  
 £m £m £m £m £m  
Stretch 
Targets   1.8 0.2 Nil 2.0 


Plans in 
development 2.6 0.8 0.7 -2.7 0.1 1.5 


Plans ready 
for signoff    2.3 -2.2 0.1 


Plans 
Accepted 1.0 1.4 Nil 0.1 2.2 4.7 


Total 3.6 2.2 2.5 -0.1 0.1 8.3 
Cum Total  5.8 8.3 8.2 8.3 


 
Staff have been working alongside PWC in the implementation of the projects and 
by October 2010 the FT will be self sustainable. 
 


10.2 


 


Governor’s response to the DoF summarisation of the current Financial position 
and Turnaround Plan 


• The Governors were assured that DCHFT staff were shadowing PWC 
• Agency costs have risen due to vacancy freezes and this particular element 


of the spend is being addressed. Each vacancy is risk assessed for patient 
safety 


• Sickness rates have dropped and are currently at 3.5% compared to 4.2% 
at the end of the financial year 09/10 


• The TB will be meeting Monitor on the 23rd September 2010 and that is why 
the consultants have been retained until then to ensure a robust plan is 
presented to Monitor. 


• In response to a question about the Waiting List Initiatives carried out in 
2009/10, approximately £1.1m had been spent to keep within the 18 week 
national target by utilising external health providers and additional 
payments to Clinicians for extra hours.  


 
Ref Action Responsible Timescale 
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10.1 Continue to update CoG with the Turnaround 
progress to date 
 


DoF  Ongoing 


10.2 Agency Costs to be reported to CoG  
 


DoF Ongoing 


10.2 Sickness rates to be reported to CoG 
 


DoHR Ongoing 


  
11.0 Nomination & Remuneration Committee (Agenda Item No 11) 


 
11.1 


 
Membership and Tenure 


A paper was placed before the CoG regarding committee membership and tenure 
proposals for an elected Nomination & Remuneration Committee. 
 
It was proposed that the new membership composition would be: 


o Chair 
o Vice Chair 
o Lead Governor 
o Four Elected Public Governors 
o Two Elected Staff Governors 
o One Appointed Governor 


• Governors irrespective of length of service on the CoG could apply  
• Where the number of applicants exceeds the places available, a postal 


ballot would held and reported back to Governors. 
• Governors would serve two years effective from the June being the 


authorisation month of the Foundation Trust.  
 
It was also recognised that the N&RC because of time constraints had to make 
decisions prior to CoG. The N&RC Terms of Reference would be amended and 
those areas of delegated authority would be identified in a revised ToR for CoG 
approval. 
 
The proposal was adopted by the CoG. The proposals will require an alteration 
within the Trust’s Constitution which will be presented to the Trust Board in 
September for approval and then placed before Monitor for final approval. 
 


11.2 
 
Minutes of N&RC meeting 22 June 2010 


Minutes of the meeting noted above were presented to the CoG and the decisions 
made at that meeting were recommended for approval by the CoG. 


• The CoG approved the appointment of Sue Sutherland as Interim Chief 
Executive until the 3 September 2010 based on the recommendations of the 
N&RC 
 


• The CoG approved the reinstatement of Tracey Peters as NED providing 
HR skills to the Board of Directors (BoD) 


 
• The Vice Chair in reviewing the skill mix of the NED’s against the 


Executives recommended the current vacancy, as a result of Chris Spry’s 
departure, requires someone who has a record of recent success within the 
health economy and is committed to patient care and good clinical 
outcomes. The candidate is likely to be professionally qualified with the 
ability to think strategically and creatively. The post will be advertised  at the 
beginning of August in the local paper as it is a requirement that NED’s live 
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within the DCHFT Constituency.  
 


• It was noted to CoG that as the FT would be creating a Director of 
Operations position on the BoD, an additional NED position would also 
have to be created to meet the requirements of the FT’s Constitution. 
Therefore it was agreed to appoint two NED’s 


 
Ref Action Responsible Timescale 
11.1  Amend DCHFT Constitution for N&RC Composition 


and tenure arrangements, present to TB for 
agreement, notify to CoG and obtain approval from 
Monitor 
 


TCBM Sep 10 


11.2 Amend the N&RC ToR for the following amendments 
and present to the CoG for approval. 


• Membership composition 
• Membership tenure 
• Delegated Authority 


TCBM Sep 10 


  
12. Future meetings 


 
12.1 Council of Governors (open public meetings) all at the Brownsword Hall, Poundbury 


commencing at 14:00hrs. (Note revised time) 
• 08/09/10 
• 02/12/10 
• 03/02/11 
 


12.2 Joint Trust Board and Council of Governors (closed meeting) commencing at 
14:00hrs 
• 04/11/10 
• 03/03/11 
• 26/05/11 
 


12.3 08/09/10 Annual Members Meeting at the Brownsword Hall, Pummery Square, 
Poundbury, Dorchester, Dorset DT1 3GW commencing at 18:00hrs 
(Please note the change of date and venue for this meeting) 
 


Ref Action Responsible Timescale 
12.1-
12.3 


Publish meeting dates on DCHFT website, local 
paper and Libraries 
 


TCBM Ongoing 
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 Abbreviations used   


CoG Council of Governors   
C.Diff Clostridium Difficile bacterium   
CE Chief Executive   


CHKS Health Care Intelligence Provider   
CIP Cost Improvement Programme   
CM Communications Manager   


CNST Clinical Negligence Scheme for Trusts   
CON National Contractual Targets   
CPD Continuing Professional Development   
CQC Care Quality Commission   
CV’s Curriculum Vitae   
DCC Dorset County Council   


DCHFT Dorset County Hospital NHS Foundation Trust   
DoF Director of Finance   


DoHR Director of Human Resources   
FT Foundation Trust   


FTGA Foundation Trust Governors Association   
FTN Foundation Trust Network   
ICE Interim Chief Executive   


IMAS NHS Interim Management and Support (NHS 
IMAS) 


  


LG Lead Governor   
MRSA Methicillium resistant Staphylococcus aureus   
N&RC Nomination & Remuneration Committee for NED 


Appointments 
  


NED Non Executive Director   
NEPTS Non Emergency Patient Transport Scheme   


PbR Payment by Results   
PCT Primary Care Trust   
SID Senior Independent Director   


St HA Strategic Health Authority   
SW South West   
TB Trust Board   
WP NHS White Paper – Equity & Excellence: 


Liberating the NHS 
  


 





		MINUTES OF THE COUNCIL OF GOVERNORS GENERAL MEETING

		(No 14) 22 July 2010 Brownsword Hall, Poundbury, Dorchester commencing at 2.00pm
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Finance & Performance Committee DRAFT Minutes 
 


31st


(Meeting No 12) 


 August 2010 


 
Present:  Peta Turnbull  (PT)   Chairman & NED 


Bill Boa (BB)    Director of Finance/Resources 
Jeffrey Ellwood (JE)   Chairman 
Julia Gerzon (JG)   Non-Executive Director 
Nick Hateboer (NH)   Medical Director 
Peter Knell (PK)   Non-Executive Director 
Roderick Knight (RK)  Non-Executive Director 
Jean O’Callaghan (JO)  Chief Executive 
Mark Power (MP)   HR Director 
Sue Sutherland (SSU)   Interim Chief Executive 
Alison Tong (AT)   Director of Nursing/Operations 


 
In attendance: Michel Hooper-Immins (MH) Council of Governors rep 
   Keith Pringle for item 6 (KP) Turnaround Director 
  
Minutes:  Rachel Lovett   Minute Taker 
 


NO ITEM Action 
36/10 Apologies for Absence 


 
There were no apologies for absence.   
 


 


37/10 Minutes of the Meeting 23rd


 
 July 2010 


The following amendments were noted:- 
 
Page 3, item 33.4 to read “The target has reduced from 98% to 
95% therefore the contractual target was met.” 
 
Page 3, item 32.5 to read “this is successful as a turnaround 
project but the Trust needs to ensure that quality remains 
unaffected.” 
 
Page 4, item 34.1 “PT” (action) should relate to this item. 
 
The minutes were subsequently approved. 
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38/10 
 


38.1 
 


38.2 
 


38.3 
 
 
 
 
 
 
 
 
 


38.4 
 
 
 
 
 


38.5 
 
 


38.6 
 
 
 
 


38.7 
 
 
 
 


Matters Arising from 23rd


 
 July 2010 


AL1&2   FPC Terms of Reference 
 


– Agenda item 


AL3       Budget Report 
 


– Agenda item 


BB confirmed that details of the 18 week initiative were covered 
within his Finance Report.  However, he had written a 
comprehensive letter to the PCT regarding non PbR and 
associated community wide services.  They had indicated that 
they would be happy to engage in discussion, which he hoped 
would be beneficial to the Trust.  A formal response from the 
PCT is expected by 10 September.  Once the response has 
been received, further plans can be made with timescales. 


AL4       Finance Report 


 


AT confirmed that the new Head of Adult Social Services 
will be meeting with JO to open a dialogue.  A multi-agency 
approach is also being taken to raise the profile with the 
Dorset County Council. 


AL5       Action List – Seminar Delayed Discharges 


 


This has been picked up within our monitoring process.  Closed 
AL6       Performance Report – Cancer Target 


  


Confirmed Agenda item.  BB apologised for not sending out 
national economic provider model document as it was too large 
to mail out.  A hard copy is available should it be required. 


AL7&8   Action List – SLR standing agenda item & PwC Review 


 


This has been tested during August and is hoped to be live from 
28 September.  It had been agreed that there will be no further 
in-house ICT developments. 


AL9   Infection Control Database 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
 
 
 


JO 
AT 


 
 
 
 
 
 
 
 


ALL 


39/10 
 
 


Draft Terms of Reference for Finance Committee 
 
PT thanked BB for the draft Terms of Reference, however 
she felt that as the new Chief Executive was in place, that 
she should be given the opportunity to re-visit the proposed 
committee structure making sure there were no gaps.  The 
financial focus was noted. 
 
MH wanted the Board of Governors to be added in section 
3.1 ‘membership’.  He also had reservations about 5.3 matters 
being dealt with in “private” as in his experience this had proved 
counterproductive.  Finally he urged that the Agenda be better 
defined to enable meetings to flow. 
 
After discussion it was agreed not to change anything at present 


 
 
 
 


JO 
 
 
 


JO 
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as the Committee already has a set of Terms of Reference.  JE 
explained that when the Trust next meets with Monitor in 
September he wanted the new governance structure to be in 
place, but as this has not been met, he felt it was opportune to 
get this right and to involve JO. 
 
This will be an Agenda item in October. 
 


 
 
 
 
 
 


AF 
 


 
 


40/10 
 


40.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


40.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


FINANCE 
 
Finance Report for Period ending July 2010 
 
BB presented the Finance Report. 
 
He highlighted the following areas from the report:- 
 


• The current cumulative deficit is £1,184k against the 
planned deficit of £1,668k 


 
• Waiting list initiatives have increased agency spend, but 


this was expected 
 


• The normalised cash position is £1.9m adverse but 
assumes repayment of capital dividend and loans 
deferred in 2009/10 


 
BB stressed the need to deliver the £3.5m, and at the next 
meeting with Monitor on 23 September they need to be assured 
that the Trust would achieve the planned outturn. 
 
BB then presented the “Key Risks and Issues” Executive 
Summary to the Board. 
 
CIP


 


 – BB confirmed that the Trust is planning for £7m with the 
assumption of achieving the target of £6m.  £3m has already 
been achieved, and each project has a contingency.  PT was 
concerned, and asked for assurances that the Trust would meet 
this financial target as in the past similar assurances had been 
given and not met.  BB expressed confidence in the PMO and 
felt that staff were engaged, with performance being managed.  
His opinion was that the target was achievable, but 
recommended that this issue be discussed further when Keith 
Pringle would be present.  JE expressed concern at the “red” 
status of a number of the targets.  This was noted and will be 
reviewed. 


Consultancy


 


 – There were no plans to extend the PWC contract 
after the next Monitor meeting.  MH asked that this be noted at 
the Trust’s public meeting as there is a lot of anger from the 
public about the Trust’s consultancy bill and this had harmed the 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
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40.3 
 
 
 
 
 
 
 
 
 
 


Trust.  The process of transition from turnaround will be 
managed by the Executive, but each project has its own project 
lead, all that is needed is a Project Manager.  SSL and JO will 
discuss further at their handover. 
 
General discussion took place concerning:- 
 
 waiting list initiatives and the danger of exceeding our 


contracted activity levels 
 elective over performance (particularly in trauma and 


orthopaedics) 
 recent surge in non-elective activity 
 18 week wait and how this is managed 


 
BB stated the Trust does not have robust mechanisms for 
forecasting activity. 
  
Vacancy freeze


 


 – BB confirmed that along with AT and MP all 
vacancies would be evaluated to determine whether they could  
be recurrently removed and budgets changed accordingly.  This 
would also allow for recruitment to certain posts, reducing 
agency spend.   


MH commented that recent experience had shown that a friend 
had waited an hour to be taken to the toilet and was told by 
nursing staff that they were understaffed.  AT apologised for this 
incident, but stressed that nursing establishment are not below 
other hospitals and a detailed review and realignment of 
establishments had just been completed.   
 
JG asked if finance and HR are now working with the same 
agreed WTE numbers, as in the past there were some 
discrepancies.  BB confirmed that the information on ESR 
needed to be urgently reviewed for all posts.  BB and MP 
would discuss outside the meeting in more detail. 
 


 
Questions 


JE asked if BB could in future go through the finance report 
highlighting the enclosures otherwise the actual detail 
could get missed.  A method of cross referencing would be 
used.  It was also agreed to no longer include negative CIP staff 
costs and staff numbers in the budget, and this would be 
changed by the September report. 
 
PK asked about agency spend and it was noted that this year 
Consultant leave is being proactively managed, but that some 
agency was due to covering vacancies which is being looked at. 
 
It was agreed that in future the Trust Board would see an 


 
 


SSL/JO 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB/MP 
 
 
 


BB 
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Executive Summary, including key risks and issues and that the 
appendices would be reviewed.  They would definitely include 
Income & Expenditure and cash flow balance sheets.  The 
graphs were not considered helpful.     
 
The “Waivers” enclosure was discussed.  BB felt that this 
needed some further work and that the most appropriate 
place for discussing them should be the Audit Committee.  
This was agreed. 
 


 
 
 
 
 


BB 
 


PK 


41/10 Financial Recovery Plan Progress 
 
Keith Pringle was in attendance for this item.  He highlighted the 
two elements of his brief being:- 
 


• £6m cost improvement plan for 2010-11 with a planned 
deficit of £3.5m 


 
• £8m cost improvement plan for 2011-12 with a year end 


position surplus of £3m 
 
He also summarised and elaborated upon other aspects of his 
written report.  He was pleased with the amount of input by 
Heads of Department and Clinical Directors/clinical staff. 
 
Certain areas where income could be generated had been 
highlighted but prudently not included as part of this plan.  KP 
hoped that this would be dealt with as part of budgetary control 
by HoDs and clinicians. 
 
Finally KP assured the Committee that there were no issues 
surrounding the Trust achieving its financial commitments for 
this year, and that the £6k would be delivered. 
 


 
Questions 


There was some discussion concerning:- 
 


• 2011-12 target and the achievability of realising a surplus.  
Both KP and BB explained that this was realistic. 


• Risks to the plan being over activity and carrying out un-
funded activity.  BB will circulate details to this 
Committee of a presentation to Monitor before the 
meeting on 23 September. 


• Contingency for winter pressures 
• Issues relating to unfunded cancer drugs and patient 


transport 
• Assurances were given by KP that all projects were under 


control, some were over performing and some under-
performing and some had not yet started. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


BB 
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• JO agreed to ensure that the top CIPs would not 
affect quality. 


• BB confirmed that the key to future financial stability was 
in service planning in next year’s budgets, with 
directorates having their own business plans and then re-
introducing 3 yearly business plans.  He was encouraged 
by the current situation. 


 


JO 
 
 


42/10 Update on Service Line Reporting 
 
BB presented this report produced by PWC in which he had 
asked them to review the current SLR system and see if it was 
fit for purpose.  This had been confirmed.  The Executive 
Summary was highlighted.  The Trust’s target of implementing 
this in one year had been unachievable and unrealistic.  BB also 
felt that the collection of information at patient level should be a 
longer term aim following the delivery of service line cost pools, 
service line reporting and service line management.  The need 
to engage clinicians was vital to the process, and Management 
Accountants need to own the outputs.  Work is taking place with 
the supplier of the existing system to enhance it, although the 
firm have just been bought out. 
 
It was felt that  the PWC report was very positive and the 
Executive Team agreed to decide which recommendations 
to adopt with timescales.  A formal response would then be 
put in writing and fed back here as well as be included in 
the Audit data base, for the Audit Committee. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Execs 
 
 
 


AF 
 


 
 


43/10 
 


43.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


PERFORMANCE 
 
Performance Report 
 
AT presented the Performance Report however it was noted that 
August had been challenging as there had been a surge of non 
elective activity over a four week period whereby an additional 
160 patients were being seen in A&E per week, with an average 
about 40 of needing admission.  
She highlighted areas where performance standards are under 
performing against tolerance levels:- 
 


• Cancelled operations 
• Delayed discharges 
• Stroke patients on stroke ward 
• MRSA Screening 
• Cancer Target 
• Smoking during Pregnancy 
• Ambulance Handovers 
• Venous Thromboembolism (VTE) Risk Assessment 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 


7 
 


43.2 
  


Questions 


It was agreed in future, as for the Finance Report, that 
reference will be made to the exception reports in the main 
body of the report. 
 
JE asked if there was division between medical and surgical 
beds.  SSU confirmed that they have their own beds but that the 
Trust retains over-arching control of these through the Director 
of Operations. 
 
PK raised the issue of targets over quality.  It was agreed that 
AT, BB and Debbie would produce information which links 
to targets, but which are in themselves quality issues.  The 
role of which Committee should address this was raised.   BB 
suggested it could be discussed at the “away day”. 
 
Discharging patients and in particular the implication of homes 
which have “blocks” or “cautions” was discussed.  AT is 
considering placing a member of our staff in Primary Care to 
chase up and push for discharges to allow the Trust to reduce 
ensure that delays are not in place with discharge arrangements 
in community hospitals.  Social Services may also be charged 
as the block money currently received is unlikely to cover costs 
with the increasing numbers of placement delays, and with the 
DCC pulling posts, this is only likely to worsen. 
 
RK was concerned that the DCC were not fulfilling their legal 
obligation regarding protecting vulnerable people.  JO will raise 
this when she meets with the new Head of Adult Social 
Services.  If necessary this will be escalated to the Chief 
Executive and Members of the Council. 
   
Due to Monitors keen interest, the Hospital Standardised 
Mortality Ratio was asked to be moved to a more prominent 
position in the report.  A yearly report should go to Trust Board 
on the HSMR by individual consultants. 
 
Finally JE asked that the information on SUI’s be restricted to 
the important ones.  It was agreed that the Executive Team 
would review and highlight key areas. 
 


 
 


AT 
 
 


 


 


 


 


AT/BB 
 


BB 
 
 
 
 
 
 
 
 
 
 
 
 
 


JO 
 


 


 


AT 
 
 
 
 


Execs 
 


44/10 
 


44.1 
 
 
 
 
 


Any Other Business 
 
PT extended a vote of thanks to Sue as it was her last meeting.  
Her help and guidance had been very much appreciated under 
very difficult circumstances.  She was wished well for the future. 
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44.2 PT also noted that it was Julia’s last day.  Her contribution would 
be missed enormously and she was also wished well for the 
future. 
 


45/10 Date and Time of Next Meeting  
 
28 September 2010 
 


 
 


 


 


20 September 2010 
RL/F&P Mins Aug10 
AT/PT/BB 
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Integrated Governance Committee DRAFT Minutes 
 


31st


(Meeting 19) 


 August 2010 


Present:  Roderick Knight (RK) Chairman and NED 
Bill Boa (BB)   Director of Finance/Resources 
Jeffrey Ellwood (JE)  Chairman 
Julia Gerzon (JG)  Non-Executive Director 
Nick Hateboer (NH)  Medical Director 
Peter Knell (PK)  Non-Executive Director 
Jean O’Callaghan (JO) Chief Executive 
Mark Power (MP)  HR Director 
Sue Sutherland (SSU) Acting Chief Executive 
Alison Tong (AT)  Director of Nursing/Operations 
Peta Turnbull  (PT)  Non-Executive Director 


 
In attendance: Suzanne Slight (SSL) Head of Risk Management 


Vanessa Read (VR)  Deputy Director of Nursing  
Andy Hutchings (AH) Council of Governors rep 
Sue Bruce-Payne (SP) Council of Governors rep 
Colin Dann (CD)  Council of Governors rep 
 


Minutes:  Rachel Lovett  Minute Taker 
 
 
NO ITEM Action 


84/10 Apologies for Absence 
 
There were no apologies received.   
 


 


85/10 Minutes of the Meeting 8th


 
 July 2010 


The opening paragraph should read “Due to the large agenda, 
the Chairman informed the Committee who were presenting 
reports, and at what time.  Introductions  …”. 
 
Page 3 item 76.7 AH had not seen leaflets and posters as 
stated.  AT stated that they were provided to the governors that 
were running the surgeries for display not to all governors.  If 
required copies are available though John Yeoman. 
 
Page 4, item 77.1 to read “SSL stressed that the Trust does not 
always  meet the deadlines for closing safety alert bulletins”. 
The minutes were approved with the above amendments. 
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86/10 
 
 


86.1 
 
 
 


86.2 
 
 
 
 
 


86.3 
 
 
 
 
 


86.4 
 


86.5 
 
 
 
 


86.6 
 
 
 
 
 
 


86.7 
 
 
 


86.8 
 
 


86.9 
 
 


86.10 
 
 
 
 
 
 


Action List and Matters Arising from 8th


 
 July 2010 


Action List 


Gail Volney, Matron is the current lead.  This item will be an 
Agenda item for January 2011.   CLOSED UNTIL 1/1/11 


AL1    Dementia Lead 


 


RK was assured that the new structure and Executive Director 
responsibilities on other Committees will ensure appropriate 
medical input at all levels within the Trust’s committee structure. 


AL2    Medical Input 


CLOSED 
 


AT confirmed that there is a matrix available on the intranet but 
some staff find it difficult to understand.  MP will review this 
issue. 


AL3    Education Committee – Mandatory Training (generic v 
individual skills set) 


 
AL4   Resuscitation Committee 
 


– Agenda item 


The new Committee Structure is going to TB next month and is 
attached as part of the Chief Executive’s report.  CLOSED TB 
ISSUE 


AL5   Process for Dissemination and Implementation of Policies 


 


The SUI format has been revised with new reports going to the 
Trust Board in the private part of the meeting every month.  If a 
serious SUI is received urgent communication is vital between 
Board.  SSL was pleased with initial attendance by medics at 
training sessions.  ITEM CLOSED 


AL6    SUI’s Timeframe 


 


AT reiterated that a meeting is being planned with social 
services to escalate concerns.  Awaiting feedback. 


AL7    Delayed Transfers 


 


ITEM CLOSED 
AL8    RCA Action Plan 


 


Completed – ITEM CLOSED 
AL9    National Patient Safety Alerts 


 


VR reported that it has become apparent that a review 
needs to take place and re-allocation of standards before 
further meetings are planned.  The Trust Board will need to 
decide which Committee takes actions against the 
recommendations received with deadlines.  


AL10  Essential Standards 


 


 
 
 
 
 


AF 
 
 
 
 
 
 
 
 
 
 


MP 
 
 


AF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


AT 
 
 
 
 
 
 
 
 


VR/AT 
 
 
 
 
 







 


3 
 


86.11 
 
 
 
 


86.12 
 
 
 
 


86.13 
 
 
 


86.14 
 
 


86.15 
 
 
 


86.16 
 
 


86.17 
 
 


86.18 
 
 


86.19 
 
 


86.20 
 
 


86.21 
 
 
 
 


86.22 
 
 


86.23 
 
 
 
 


86.24 


JO will become involved if necessary, but proposed new 
structure should mean different reporting process (not to this 
Committee).  ITEM CLOSED. 


AL11  Late Papers and Non-Attendance 


 


The Charities Committee is not part of this Trust and so has not 
been included.  To be discussed at Trust Board.  ITEM 
CLOSED. 


AL12  Board Protocol Paper 


 


Part of new Committee Structure – Feedback September 
Meeting. 


AL13  Re-Badging of IGC 


 


BB confirmed his role in SIRO.  CLOSED 
AL14  Information Governance Committee - SIRO 


 


NH to action at Executive’s meeting and advice on the 
recommendations made.  Feedback September Meeting.  


AL15  Research Strategy Committee & Annual Report 


 


To be Agenda item - September Agenda 
AL16  Clinical Audit Report and Documents 


 


Report submitted.  CLOSED 
AL17  Dorset Adult Safeguarding Board 


 


Overtaken by events.  CLOSED 
AL 18  IGC Issues Raised to Trust Board 


 


Completed.  CLOSED 
AL19  Risk Register Report 


 


Completed.  CLOSED 
AL20  Date of Next Meeting 


 


AT confirmed this is reviewed monthly by the Executive 
Directors.  An exception report will come to IGC and Audit 
Committee.  AT for action. 


AL21  MHRA Action Plan 


  


Dependent upon new Committee Structure.  To be confirmed. 
AL22  Mapping of SUI Process 


 


BB to pick up and report back at September meeting. 


AL23  Corporate Records Management & Information Lifecycle 
Strategy 


 
Matters Arising 
In light of current climate VR recommended resurrecting “mixed 


 
 
 
 
 
 
 
 
 
 
 


AF 
 
 
 
 
 
 
 


NH 
 
 


AF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


AT 
 
 


AF 
 
 
 


BB 
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86.25 


sex accommodation” for monitoring in conjunction with the 
Executive. 
 
AH expressed his difficulty in understanding all the abbreviations 
and jargon used in the meeting.  It was agreed to send out to 
each governor an abbreviations list with each Trust Agenda 
in hard copy.   
 


 
AF 


 
 
 


AF 


87/10 
 
 


Draft Terms of Reference for Healthcare Assurance 
 
SSU had drafted the Terms of Reference and stressed the need 
for the Board to have more than one committee for detailed 
scrutiny.  It was suggested that the Healthcare Assurance 
Committee could include performance.  
 
There was debate about item 6.2 “Accountability” and the 
proposed role of “an advisory Committee with no Executive 
powers”.   BB suggested that this was only a wording ambiguity, 
but JE had similar ToR from Salisbury where they had some 
delegated authority.  It was agreed that the main focus of this 
group was making sure that the organisation is safe.  JO will be 
reviewing the whole governance structure, making sure 
there are no gaps with internal control systems in place.  
SSU suggested that there be implicit power of authority not 
explicit.   
 
Sub-Committees of the IGC were also discussed and proposals 
noted for these to cease, and be replaced with topic areas for 
scrutiny.   
 
It became apparent that due to past experience, the NED’s felt it 
imperative that any problems should be brought to their attention 
and that the Executive Directors were open to this.  It was 
agreed that with a new Executive Team in place both sides 
needed to work together as one Board.  SSU reminded them 
that these ToR were an ideal opportunity for detail to be 
discussed and information shared in this forum rather than Trust 
Board. 
 
Finally RK asked that the name “quality” try to be incorporated 
into the new name of the Committee.  AH was surprised at the 
number of Trust Committees.  He was assured that they were all 
under review but were currently necessary.  Alternative names 
may be given instead of “Committee” working group etc. 
 
Monitor and SUI’s – JE asked the Executives to ensure 
NEDs could answer questions about SUI’s if asked at the 
next Monitor meeting. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


JO 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Execs 
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Members were asked to reflect these issues and revisit this 
item after the October Board meeting.  November IGC. 
 
If a Committee is not working within its ToR the matter should be 
reported to the Chief Executive. 


ALL 
 
 
 


 
 


88/10 
 
 


INTERNAL CONTROL, RISK MANAGEMENT & ASSURANCE 
 
Assurance Framework 
 
SSU reported that she was happy with the framework but not the 
contents.  AF, BB and SSL will be meeting to populate, and 
then come back to the Board. 
 


 
 
 
 


AF/BB/ 
SSL 


89/10 Risk Register 
 
A copy of SSL’s report is attached at the end of these minutes. 
 
The Risk Register will formally go to the Board each quarter. 
 
AH asked about the complaints over the pain clinic and risk of 
patients falling in the shower due to no grab handles.  Whilst a 
new consultant has been authorised for the pain service, SSL 
agreed to pick up on the shower incident.  AT added that she 
had previously carried out visits to areas with the greatest 
number of falls and bathrooms and showers had not been 
highlighted as a problem area.  
 
Concern was expressed about several incidents which appeared 
to have been on the register since 2004 and were still red status.  
NH was keen to explain some issues are beyond our control, for 
example prescribing of drugs.  However item 415 it was 
acknowledged that the wording on the progress action plan 
needed to be strengthened and that the Trust did need to do 
more. 
 
RK asked that for those risks still open since 2004 that a 
comment be added stating current situation.  The 
Executives agreed to revisit this and delegate names and 
timescales to risks.   
 


 
 
 
 
 
 
 
 


SSL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SSL 
Execs 


90/10 SUI Report 
 
SSL reported on the new style report, especially the graph which 
she hoped demonstrated clearly that not all initial SUI’s meet the 
criteria following investigation. 
 
The report also showed where actions had been completed and 
the process which takes place before a matter is closed. 
 
It was noted that where other agencies are involved, these will 
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take longer to investigate. 
 
The report was noted.   
 


91/10 CQC Update – Verbal Report 
 
VR reported that CQC will be publishing a new risk profile in 
September.  This will be brought to a future meeting.  


 
 
 


AF 
 


 
 


92/10 


EXTERNAL VALIDATION & ASSESSMENT 
 
Exception Reports from Sub- Committees 
 


 


92.1 
 
Decontamination Committee 


Claire Damen in attendance.  She highlighted the following from 
her written report:- 
 


The fact that the SSD is not currently accredited and the solution 
of a new build is no longer sustainable.  She hoped that work 
would be able to start early next year on improvements. 


SSD 


 


Eventually a full audit will need to be carried out to ensure the 
policy is being adhered to. 


Single Use Items 


 


The issue is lack of space, not poor service.  A plans is 
underway by AT, Pauline Matthews  and the Design Practice to 
extend the area utilised.  Any costing with go to the Executive. 


Endoscopy 


 


Item 7 pressure relieving mattresses – trials are ongoing 
regarding hiring these so that they will come decontaminated. 


Risk Registers 


 
Claire was thanked for attending. 
 


 


92.2 
 
Education Committee 


Will McConnell in attendance.  He started off by highlighting the 
positive:- 
 
 90% of staff thought that mandatory training was good 
 There is a new training programme for the Trauma team 
 Resuscitation heart training is being offered for healthcare 


support workers 
 Smart cards have been issued to junior doctors enabling 


better recording of their training. 
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The difficulties are:- 
 


o Financial implications due to reductions by the Wessex 
Deanery from August 2011 (this will be a Trust Board 
item) 


o Poor attendance for training in general 
o Monitoring training (ie who needs training etc).  A recent 


request for a Band 2 post was turned down by the 
Executives. 


o Poor attendance at Education Committee  
 


SSL supported the additional admin support as this was one 
element necessary for CNST compliance.  NH also supported 
this bid.  MP suggested it is re-visted at Executives Meeting.  It 
was felt that this had a wider implication in that external resource 
for training was diminishing and the Trust should have a view on 
this.  MP and Will agreed to meet and discuss further with 
Tina.  This item will come back to the September meeting. 


Questions 


 
Will was thanked for attending. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MP 
AF 


 
 


92.3 
 
Resuscitation Committee   


Dr Hough not in attendance.  Agenda item for September.   
 


 
 


AF 


92.4 
 
Safeguarding Children Report – Confidential 


Alison Ryder was present and tabled “ Assurance Table for 
Contract Specification Schedule 11 part 4”, Safeguarding 
Children Audit Report 2010” and DCHFT Action Plan Family S3 
– 2010” to the Committee. 
 
A comprehensive report was given, and the following questions 
raised:- 
 
Why only certain areas are audited and what proactive work is 
being undertaken 
 
Why in Appendix 1 “surgeons completed basis paediatric life 
support” there was a category with no information 11 out of 24. 
Alison confirmed that resuscitation did not have this information.  
Whilst this was not considered a risk, as those not having 
training may not be ‘front line’ and that children were not at risk, 
but that fact that the answer to the question was unknown was 
unacceptable.  SSU suggested writing to those consultants and 
asking them the question.  VR added that now resuscitation offer 
a joint adult and paediatric life support course, that this would 
improve. 
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Why a NED was thought appropriate for the Committee 
 
An explanation was asked for regarding social history taking and 
why this was necessary as it was time consuming and 
duplicated by other agencies.  
 
Finally Alison was asked how long it took for a serious case 
review and the logistics.  She agreed it was very resource 
intensive. 
 
Alison was thanked for attendance and the Committee felt 
reassured that children at risk issues are being carefully 
managed. 
 


92.5 
 
Stroke Report 


SSU presented the South West Strategic Health Authority joint 
Trust and PCT review of Stroke Services. 
 
A presentation will be made to the Trust Board next month by 
Rob Williams.  This was a harsh and critical report and there are 
a lot of recommendations to action.  AT confirmed that there has 
been difficultly with the bed management and stroke team 
working together, but that a way forward has been found.  She 
was disappointed to note that the stroke team and Executive 
Team had not engaged from the 2008 report. 
 
BB suggested that a formal reply to the report be prepared, and 
that this should come from the Trust Board.  The reply will 
specify what action the Trust will take, with timescales.  JO will 
pick this up prior to the next Board meeting. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JO 


 
 


93/10 


NATIONAL GUIDANCE & POLICY 
 
NPSA Alerts – Verbal Feeback 
 
SSL was unaware that this was required.  Agenda item for 
September. 
 


 
 
 
 
 


AF 


94/10 Exception Reporting 
 
It was unclear as to why this was on the Agenda.  Check if 
necessary for September meeting. 
 


 
 
 


AF 


95/10 Referral of Items for Board of Directors 
 
The single biggest item for Trust Board was the new 
committee/governance structure.  This impacts upon the Terms 
of Reference for this Committee, it’s role, responsibilities, topics 
(if not sub-committees) and even name. 
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Assurance Framework will be populated and referred to the 
Board.  The Board will also give a formal response to the Stroke 
Report. 
 


96/10 
 


96.1 
 
 
 
 
 


96.2 
 
 


96.3 
 


Any Other Business 
 
Future Agendas 
Add the timings and names of people coming to present reports 
(although this should not need to happen once the new structure 
is in place).  Also it should be made clear on the Agenda who is 
speaking on what items. 
 
Tabling of Papers 
Where possible this practice is not to happen for this Committee. 
 
RK took the opportunity to thank Sue Sutherland for everything 
she had done for the Trust.  She had faced lots of challenges 
and her support had been very much appreciated.  
 


 
 
 
 
 


AF 
 
 
 


AF 


97/10 Date and Time of Next Meeting  
 
28 September 2010 
 


 
 


 


Meeting ended at 4.15 pm 


20 September 2010 
RL/IGC Mins Aug10.act 
 AT 
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DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 
 


TRUST BOARD MINUTES 
 


PUBLIC 
 


Minutes of Dorset County Hospital’s first public meeting held on Wednesday, 08 September 
2010 in Brownsword Hall, Pummery Square, Poundbury, Dorchester 
 
PRESENT:  Mr J Ellwood   Chairman 


Mr R Knight   Vice-Chairman 
   Ms P Turnbull  Non-Executive Director 


Mr P Knell   Non-Executive Director  
Mrs T Peters   Non-Executive Director 
Mrs J O’Callaghan  Chief Executive 
Ms A Tong   Director of Nursing and Operations 
Mr B Boa Director of Finance and Resources 
Dr N Hateboer   Medical Director (for part of the meeting) 
Mr M Power   Director of HR 


 
IN ATTENDANCE: Miss A Wykes  PA to the Chief Executive (Minutes)  
     
166/10 APOLOGIES FOR ABSENCE 
 
There were no apologies for absence. 
 
167/10 DECLARATION OF INTERESTS 
 
There were no declarations of interest. 
 
 
168/10 CHAIRMAN’S REMARKS 
 
The Chairman welcomed people to the Trust’s first public Board meeting, which was part of the 
Trust’s aim of openness and transparency.   
 
The Chairman outlined key areas for Dorset County Hospital of the White Paper: Equity and 
Excellence, Liberating the NHS, which was published in July, included: 
 
• the proposal to remove the private patients cap 


 
• the removal of borrowing limits 
 
• Foundation Trusts being free to amend their constitution without Monitor approval 
 
• Monitor possibly being funded through a charge to Foundation Trusts. 
 
The Board supported the Chairman writing a letter of thanks to Mrs Sue Sutherland, Interim 
Chief Executive, for her contribution to the success of Dorset County Hospital. 
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169/10 MATTERS ARISING FROM THE BOARD MEETING HELD ON 27 JULY 2010  
 


 
Chief Executive to complete proposal for strategic planning meeting in November  


This was in progress. 
 


 
Director of Finance to review school site contract and report back findings to Board 


As this was a matter that was commercial in confidence, it would be discussed in part two of 
the Board meeting. 
 


 


Chief Executive to bring paper to September Board on new Board governance arrangements 
including committee terms of reference 


This was an item on the agenda. 
 


 
Director of Nursing and Operations to complete plan for completion of future quality reports  


This was an item on the agenda. 
 
170/10 CHIEF EXECUTIVE REPORT 
 
The Chief Executive welcomed the Trust’s new Director of Human Resources and advised that 
the process for recruitment of a Director of Operations was underway. 
 
The Trust had made good progress on its financial recovery plan, further details of which 
would be provided in the finance report and there was confidence that the Trust could illustrate 
to Monitor that it was delivering against its turnaround plans.  There were a small number of 
performance areas, which needed to be improved upon and these would be discussed in more 
detail within the performance report. 
 
The bed realignment plan was progressing towards its aim of providing a dedicated cancer 
ward.  Consultation on the organisational restructure was due to close on 13 September and 
comments would be carefully considered before finalisation of the structure.   
 
Dorset Healthcare Trust had been asked to host the provider arm of NHS Dorset but 
opportunities for Dorset County Hospital to host parts of other organisations may be an option 
in future. 
 
A paper on the Quality, Innovation, Productivity and Prevention (QIPP) programme in Dorset 
was due for the October Board meeting; Dorset Chairs and Chief Executives had agreed the 
principles of QIPP locally at a meeting in early September. 
 
Draft Trust priorities for 2010/11 were agreed by the Board as follows: 
 
• meet/exceed quality standards and performance targets  


• achieve recovery plan targets 


• implement clinically-led business unit structure 


• implement new comprehensive governance structure 


• ensure mitigation plans for all key risks 
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• improve staff engagement and morale 


• restore confidence and reputation with key stakeholders and community 


• develop a five year strategy to ensure a viable and sustainable future 


• contribute to Quality, Innovation, Productivity and Prevention (QIPP) in support of the NHS 


and local health economy 


• strengthening relationships with key commissioners/agencies  


Progress on these priorities will be reported through various channels, for example, the CEO 
weekly review.  The Annual Report for 2011/12 would be devised from the strategic planning 
day which, in turn, will drive the Board Assurance Framework (*EAP). 
 
171/10 REPORT FROM INTEGRATED GOVERNANCE COMMITTEE (IGC) 
 
There had been good attendance at the IGC meeting held on 31 August 2010 and it had been 
felt helpful to have all Directors in attendance to be able to provide assurance to the Board on 
quality standards.  Draft terms of reference were discussed and will be included in the Board 
governance arrangements paper in November. 
 
Other matters discussed included: 
 
• a request to review the risk register process (*EAP)   


 
• work was set to begin on decontamination services to gain accreditation (*EAP) 
 
• education services 
 
• safeguarding children  
 
• the stroke services review 
 
The Board noted the impact that the Care Quality Commission’s new Trust performance 
requirements would have on the Trust and agreed to closely monitor this area. 
 
172/10 PATIENT AND PUBLIC ENGAGEMENT REPORT  
 
This report was in a new format, which balanced complaints with other forms of patient 
feedback used to improve the patient experience.  Complaints were split into informal/quick 
contacts; these are issues, which are usually straightforward to rectify and formal/complex 
contacts; usually written complaints, which are formally investigated with action plans 
formulated.  
 
The Trust is looking to standardise patient information leaflets and launch a library of easy to 
read information.  Patient feedback is collected from various surveys and the option of asking 
volunteers to obtain informal feedback is being considered as the suggestion boxes on the 
wards are not well used by patients; electronic surveys were also being contemplated.   
 
Patient surveys were being undertaken at national and local levels and the report detailed the 
findings of the recent Picker inpatient survey, which included a disappointing score on single 
sex accommodation but a high percentage of people who would recommend the hospital to 
family and friends. 
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The Trust’s volunteer service would be re-launched in collaboration with the Director of Human 
Resources. 
 
The Board requested that the Director of Nursing and Operations passed thanks from the 
Board to the report author and asked that the Executive team pick up action points contained 
within the report (*EAP). 
 
173/10 RISK MANAGEMENT QUARTERLY REPORT 
 
The report covered quarter four of 2009/10 and quarter one of 2010/11.  The Trust is currently 
investigating one ‘never’ event and safety alerts with outstanding requirements would be 
followed up by the Chief Executive and the Board asked for these to be completed as soon as 
possible (*EAP).   
 
The Trust’s risk register was reviewed monthly by the Executive team and its format was due 
to be reviewed shortly.  The Board agreed that the newly formatted risk register would come to 
the Board in December 2010 (*BAP) and that the Board should receive details of red risks on 
a quarterly basis, starting from December 2010 (*EAP).  The Board agreed that a report on 
litigation claims would come to part 2 of the November Board meeting (*BAP). 
 
174/10 FINANCE REPORT 
 
Key headlines from the finance report were: 
 
• cumulative deficit, year-to-date, of £1,184k against plan deficit of £1,668k  


 
• income £0.8m ahead of plan in total 
 
• operating expenditure £0.34m higher than plan 
 
• EBITDA £0.46m ahead of plan 
 
• normalised cash position £1.9m adverse 
 
• financial risk rating is 2 for the month and forecast of 2 for the year 
 
• forecast I&E deficit £3.5m as per annual plan 
 
Key risks/issues were: 
 
• non-delivery of the target of £6.0m for 2010/11 has a major risk element of approximately 


£1.75m.  The cost improvement programme for 2011/12 needs further development by 
September 2010. 


 
• current over performance against contract needs to be closely monitored due to the upper 


threshold contained within the contract as there is no payment for activity above this 
threshold. 


 
• unclear how much more activity has to be provided above core capacity for the rest of the 


financial year to maintain 18 weeks keeping and whether costs can be contained within the 
£3.5m budget set aside for backlog and sustainability investment. 
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• the underlying cash position remains challenging for March 2010/11. 
 
• current holding of vacancies may not be sustainable, due to service pressures within the 


hospital and the major concern that posts are not being recurrently identified to be removed 
from budgets, which will reduce financial impact into 2011/12 if not addressed. 


 
The Board noted these key risks/issues and asked the Executive team to mitigate the risks 
identified as appropriate (*EAP). 
 
175/10 PERFORMANCE REPORT 
 
The report was noted by the Board, especially the improvements in c-difficile rates being back 
on trajectory and achieving the 18 week target by aggregate but underperforming areas were 
highlighted as follows: 
 
• Cancelled Operations – 44 reported cancellations for non-clinical reasons in July 2010 but 


there was reduction in cancellations due to lack of beds; seventeen cancelled operations 
were due to staff unavailability.  The number of reported cancellations for non clinical 
reasons for the period of April–July 2010 is higher than the same period in 2009/10 and 
equates to 1.9% of elective activity, 1.1% above the required national tolerance level of 
0.8%.   
 
The Board noted that the backlog of breached patients has now been completed, which 
should see a reduction in cancelled operations as well as the ring fencing of surgical 
capacity. 
 


• Delayed Discharges – performance for July 2010 was 4.7% with the overall year-to-date 
position of 4.1%, 0.6% adversely above the national tolerance level of 3.5%.  The Board 
noted that the majority of delayed discharges were waiting for community placements. 


 
• % of stroke patients spending 90% of their time on a stroke ward  - performance  was 


below the required tolerance levels for July 2010 with 55.6% of patients spending 90% of 
their time on a stroke ward.  There had been a significant number of out of area patients 
admitted, during July, with stroke or stroke related episodes.  The system of getting 
patients admitted onto the stroke ward is under review.  The Board noted this as a matter 
of urgency. 


 
• MRSA Screening – performance for July 2010 was 84% against a requirement of 


100%.  The Board noted that the MRSA surveillance database, which is due to be 
available from the end of September, is expected to improve the recording process. 
 


• Cancer Target - 62 day wait (screening service RTT) the final validated 
position for June 2010 was 60%, which resulted in a cumulative performance of 
56% for quarter 1 against a national target of 90%.  The Board noted that the breach 
related to a patient who was unfit for surgery. 
 


• Smoking during Pregnancy – performance for July 2010 highlighted that 20.4% 
of women continued to smoke at term compared to a 2009/10 outturn position of 
19.0%.  The Board noted that the Trust continues to work with the smokestop service to 
improve this figure. 
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• Ambulance Handovers – April–July 2010, the Trust has reported 
542 cases >15mins, 42 cases > 30mins, 1 case >1 hr and 2 cases > 2hrs.  These results 
are linked to the overall increase in emergency activity. 


 
• Venous Thromboembolism (VTE) Risk Assessment – The threshold for this 


indicator is 95% and July figures showed:- 
- 20% of patients were recorded as having a VTE risk assessment completed. 
- 15% of patients were recorded as NOT having a VTE risk assessment 
   completed. 
- 65% of patients did not have VTE risk assessment information recorded on 
  PAS. 
It was confirmed that the Medical Director is leading on this issue, he believes that patients 
are being VTE assessed but the documentation of this is not robust.  The Board asked the 
Medical Director to take the appropriate action (*EAP). 


  
176/10 QUARTERLY MONITOR ASSESSMENT  
 
The Board agreed that, in future, it would be advised within the finance report when a quarterly 
assessment is made to Monitor and the detail of the assessment would be available for Board 
members to view.  
 
177/10 REPORT ON TURNAROUND PROGRAMME 
 
It was reported that the turnaround plans for 2010/11 are progressing well and updates are 
given to the Executive team on a weekly basis.  Work is now underway on service planning for 
2011/12 and there is a target saving of £8m for next year, of which £7m worth has already 
been identified.  The Trust expects to go to Monitor on 23 September showing a projected 
surplus of £3m for 2011/12. 
 
178/10 STROKE REPORT AND ACTION PLAN  
 
The deteriorating results in the national stroke sentinel audit were noted with concern and the 
Board agreed its commitment to improving stroke services and asked the Chief Executive to 
discuss how this is achieved with the stroke team and report progress to the Board (*BAP). 
 
179/10 REPORT ON BOARD COMMITTEE STRUCTURE 
 
The new Board committee structure was discussed.  The Chairman stated that the primary 
purpose of Board Committees is to enable more detailed scrutiny of issues and to provide 
greater assurance to the Board.  They do not replace or remove the requirement for the board 
to scrutinise or monitor the Trust’s performance in Board meetings.  The Chief Executive was 
asked to produce a first draft of a Board committee structure for the November Board meeting 
(*BAP) with the following key principles included: 
 
• Finance Committee and Integrated Governance Committee meetings to include all 


Directors.  The Medical Director would be updated verbally if unable to attend all meetings 
due to clinical commitments 
 


• Board committees to be chaired by a Non-Executive Director but led and managed by an 
Executive Director. 


 
• The Board will determine the Powers Reserved for the Board. 
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• Board committees to have appropriate delegated powers from the Board 
 


• Governors (up to four) to be observers at committee meetings 
 
The Chief Executive noted some sensitivities around Governors observing committee 
meetings and this would be discussed when the Board committee structure paper is brought to 
the November meeting. 
 


180/10 QUALITY REPORT PRODUCTION PROCESS 
 


The report outlined the process required to develop the quality report for ensuing years.  The 
process was agreed by the Board. 
 


181/10 CONSTITUTION AMENDMENT NUMBER 4 
 


The Board agreed the following constitution amendments: 
 


• that Board meetings would be public from 08 September 2010 other than items which are 
commercial in confidence or are about individuals, which would be discussed in part 2 of a 
Board meeting 
 


• changes to the Council of Governors Nomination and Remuneration Committee’s terms of 
reference in respect of committee membership/tenure and delegated authority from the 
Council of Governors. 


 


182/10 PROCESS FOR QUESTIONS FROM GOVERNORS AND PUBLIC 
 


Following discussions about how questions to the Board from Governors and members of the 
public should be handled, it was agreed that the view of Governors would be sought at the 
Council of Governors’ meeting on the afternoon of 08 September 2010. 
 
183/10 DRAFT FINANCE AND PERFORMANCE COMMITTEE MINUTES: 23 JULY 


2010 
 


The draft minutes were noted. 
 


184/10 DRAFT AUDIT COMMITTEE MINUTES: 01 JULY 2010  
 


The draft minutes were noted. 
 


185/10 ANY OTHER BUSINESS 
 


There was no any other business. 
 


186/10 DATE OF THE NEXT MEETING 
 


Tuesday, 05 October 2010 at 0930 in the Board room, Trust Headquarters, Dorset County 
Hospital 
 


(*BAP) = Board action point 
(*EAP) = Executive action point 





		financial risk rating is 2 for the month and forecast of 2 for the year

		forecast I&E deficit £3.5m as per annual plan

		Key risks/issues were:

		non-delivery of the target of £6.0m for 2010/11 has a major risk element of approximately £1.75m.  The cost improvement programme for 2011/12 needs further development by September 2010.

		current over performance against contract needs to be closely monitored due to the upper threshold contained within the contract as there is no payment for activity above this threshold.

		unclear how much more activity has to be provided above core capacity for the rest of the financial year to maintain 18 weeks keeping and whether costs can be contained within the £3.5m budget set aside for backlog and sustainability investment.

		the underlying cash position remains challenging for March 2010/11.

		current holding of vacancies may not be sustainable, due to service pressures within the hospital and the major concern that posts are not being recurrently identified to be removed from budgets, which will reduce financial impact into 2011/12 if not ...

		The Board noted these key risks/issues and asked the Executive team to mitigate the risks identified as appropriate (*EAP).
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DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 
TRUST BOARD 


BOARD PUBLIC ACTION LIST 
08 September 2010 


                       (Please note, the information in brackets relates to the minuted reference)            


1 
 
STROKE SERVICES 


Report to Board on discussions with stroke 
team about improvements to the stroke 
service (178/10) 
 


 
 
Chief Executive 
 


 
 
05 October (verbal) 


2 
 
BOARD COMMITTEE STRUCTURE 


Provide first draft of structure for Board 
comment (179/10) 
 


 
 
Chief Executive 


 
 
02 November (agenda) 


3 
 
RISK REGISTER 


Provide new format of Trust Risk Register to 
Board (173/10) 
 


 
 
Director of Nursing 
and Operations 
 


 
 
07 December (agenda) 


4 
 
ANNUAL REPORT AND ACCOUNTS 


Provide a plan, by end of January, for 
production of next year’s annual reports and 
accounts (135/10) 
 


 
 
Chief Executive 
 


 
 
03 February 2011 (verbal) 


 


  LEAD ACTION ACTION DUE BY 





		DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST

		TRUST BOARD

		BOARD PUBLIC ACTION LIST

		08 September 2010
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Report to Directors  


for the period ending August 2010 
 
Subject 
 


Finance Report 


Purpose Report to Board on key financial and performance indicators for 
August 2010 


Responsible 
Executive  Director of Finance 


Author of 
attached Report Deputy Director of Finance 


 


Finance 
• YTD cumulative deficit of £1,438k against plan deficit of £2,685k  
• Income £1.7m ahead of plan in total 
• Operating expenditure £0.5m higher than plan 
• EBITDA £1.2m ahead of plan 
• Normalised cash position is £2.7m adverse 
• Financial Risk Rating is 1 for the month, but a forecast of 2 for 


the year 
• Forecast I&E deficit £3.5m as per annual plan 


Paper Seen By Finance and Performance Committee 


Strategic Impact Current financial performance threatens future of organisation and 
requires continued action to bring back into balance. 


Risk Evaluation 


Significant risk: underlying financial performance continues to be 
weak. The year end deficit is planned at £3.5m, projected figures 
for 2011/12 indicates high continued financial deficits without 
significant CIP delivery. The delivery of the identified savings will be 
very challenging. It is important to ensure that service quality is 
maintained and overall performance is carefully managed. 


Impact on 
Standards for 
Better Health 


Key element of compliance with Standard C7d. Compliance with 
that standard will not be achieved with a Financial Risk Rating of 1 
for the month. 


Legal 
Implications 


Compliance with Monitor Terms of Authorisation.  


Financial 
Implications 


Cash is challenging this year and as deficits continue will be an 
increasing problem. Our Prudential Borrowing Limit is low and 
planned capital expenditure must be minimised. A savings plan is in 
place and further actions are being developed. Cash position 
continues to be a critical issue, however NHS Dorset are advancing 
cash until March 2011. 


Recommendation Focus management on turnaround plan.  Ensure existing CIPs will 
be delivered to avoid deterioration in year end position. 


Action Required 
by Board of 
Directors 


• To note and advise actions on the financial performance  
• To note that our risk rating is forecast 1 and we are non- 


compliant with Monitor’s terms of authorisation.  
• To note the serious cash position 
• To note the 18 week impact.  
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FINANCE REPORT AUGUST 2010 


 
1. EXECUTIVE SUMMARY – KEY RISKS AND ISSUES 


The key risks and issues to be noted and addressed by the Board are summarised 
in the table below. 


Target Key Issue/Risk Status 
Cost Improvement 
Program 


Non delivery of the target of £6.0m for 
2010/11 is a risk at approx £0.4m.  
Program for 2011/12 has been identified 
with support from PWC and needs robust 
development to deliver in 2011/12. 


Amber 


Consultancy and 
turnaround costs 


Costs forecast to exceed budget by £350k 
due to continued use of PWC and 
appointment of Interim Turnaround 
Director. 


Red 


Elective performance The current over performance for the 5 
months against contract is an issue that 
needs to be controlled operationally, due 
to the upper threshold contained within the 
contract. as there is no payment for activity 
above this threshold. 


Red 


In month 5, the 
Trust lost £163k due to breaching this 
upper threshold. 


Elective activity backlog It is not clear how much more activity has 
to be provided above core capacity for the 
rest of the financial year to maintain 18 
weeks keeping to the IMAS model and 
whether costs can be contained within the 
£3.5m budget that has been set aside for 
backlog and sustainability investment. 


Amber 


Cash The underlying cash position continues to 
remain difficult for March 2010/11. 


Red 


Vacancy Freeze The current holding of vacancies is not 
sustainable, due to service pressures 
within the hospital, which is a risk. Also a 
concern is that posts are not being 
recurrently identified to be removed from 
budgets, which will reduce financial impact 
into 2011/12, if not addressed. 


Red 


 Key Risk Status: 
 Red  


 
Significant risk of non-delivery. Additional actions need to 
be identified urgently.  


Amber  Medium risk of non-delivery which requires additional 
management effort to ensure success.  


Green  Low risk of non-delivery – current management effort 
should deliver success.  
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2. OVERVIEW  


Plan 
YTD 
£m 


Actual 
YTD 
£m 


Var 
YTD 
£m 


Plan 
FOT 
£m 


Fcst 
FOT 
£m 


Var 
FOT 
£m 


Income  
 
Expenditure  


60.3 
 


(63.0) 


62.0 
 


(63.4) 


1.7 
 


(0.4) 


146.2 
 


(149.7) 


147.9 
 


(151.4) 


1.7 
 


(1.7) 
Surplus  
(Deficit)  (2.7) (1.4) 1.3 (3.5) (3.5) 0.0 


 


The results for the 5 months are better than plan by £1.3m. 


The key indicators of WTE had been broadly flat for the last 3 months prior to 
August and had moved in the correct direction, but August has seen a sharp 
increase (Schedule P). Pay costs have remained flat but the increasing agency 
spend is concerning. The utilisation of staff in August was again below the WTE 
budget figures, however pay costs themselves were above the budgeted pay, which 
can be accounted for by increasingly excessive agency usage, and the Waiting list 
Initiative (WLI) payments (where the WTE is not counted). The current holding of 
vacancies is not sustainable due to service pressures within the hospital, which is a 
concern and risk. 


The key indicators of normalised expenditure run rate is still relatively flat taken 
across the forecast year and clearly this is still an unsustainable level.  


The normalised cash flow key indicator shows that we are continuing to manage our 
cash well. Our PDC has been deferred from March 2010 has been deferred to a 
repayment date of September 2011. 


The current over performance for the first 5 months against the main NHS Contract 
for 2010/11, is an issue that needs to be closely monitored and controlled 
throughout the year, due to the upper threshold contained within the contract, 
because we will not be able to charge for activity above this threshold. In August, the 
Trust breached this threshold and has currently lost £163k of income against work it 
has completed. 


In addition, the Trust has spent £1.4m on additional activity to clear the backlog for 
achieving the 18 weeks target. Clearly analysis still needs to be completed to 
understand how much more activity has to be provided above core capacity for the 
rest of the year and whether costs can be contained within the £3.5m budget, that 
has been set aside for backlog and sustainability investment. 


We are managing closely the operational performance of the hospital on key targets: 


• 4 hour A&E target marginally delivered at 97.3%, against the 95% contracted 
target. 
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• Non admitted 18 weeks delivered at 98%, against the 95%contracted target. 


• Admitted 18 weeks delivered at 96% against the 90% contracted target. 


The year end forecast remains at a £3.5m deficit despite the favourable month 5 
position, mainly due to the risks of delivering the CIP savings programme, which is 
weighted heavily to the back end of the year, continuing consultancy costs for 
turnaround and the uncertainty around 18 weeks delivery in terms of 
overachievement of the contract. What is clearly demonstrated is that we have a 
critical dependency on staff turnover to enable pay savings, which represent the 
major portion of overall savings, to be delivered. The focus has to be maintained on 
both 2010/11 and on 2011/12, which will also be impacted by the contract agreed 
with NHS Dorset. Although the Trust has identified and developed outlines for a 
considerable number of savings plans supported by PWC, it still has a long way to 
go to deliver these savings to bring the deficit down and to move towards financial 
stability. 


3. MONTH AND YEAR TO DATE 


3.1 The cumulative position at the end of August is a deficit of £1,438k versus a 
planned deficit of £2,685k, a favourable position of £1,247k against plan 
(Schedule A).  


3.2 In August month, we incurred a deficit of £254k against a planned deficit of 
£1,016k, a favourable performance of £762k.  


The key drivers in August were as follows: 


a) £876k income was higher than plan for the month mainly due to: 


• Favourable: NHS contract including associates over performance at 
£993k, mainly caused by higher elective activity than planned; 


• Adverse: NHS contract loss of income above upper threshold of 
£163k; 


• Favourable: Non Contracted Activity (NCA) £113k higher than plan; 
• Adverse: Other contracted income losses of £72k; 


 
b) £136k operating expenditure (Schedule D) was higher than plan for 


the month mainly due to:  


 Pay costs £94k adverse to plan, mainly due to excessive agency 
costs being incurred at premium rates and Waiting list Initiative 
(WLI) payments.   


 Non pay costs were £42k adverse to plan, the main movements 
were: 
 Adverse: £41k of unachieved CIP; 
 Adverse: £33k due to activity over performance;  
 Favourable: External provider costs £80k, due to reduced 


use of private hospitals to meet 18 week RTT target; 
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 Adverse: Consultancy costs with PWC £79k higher than 
planned;  


 Favourable: training cost budgets £25k under spent, 
 


3.3 EBITDA was £741k favourable against plan for the month. 


4. FORECAST OUTTURN 


4.1 The outturn forecast is a deficit of £3.5m, which is as per the Annual Plan.  


4.2 The costs for additional short term private providers and WLI capacity due to 
potential target breaches, and sustainability in Orthopaedics, have been 
included in the forecast at approximately £3.5m. 


4.3 Identified risks & opportunities are detailed in Schedule R, with the greatest 
risks to the forecast being CIP delivery and resolution of the funding 
arrangements for cancer drugs with the PCT and Poole hospital.  


5. CASH 


5.1 At the end of August, the Trust held a cash balance of £10.3m. This was, 
however, driven by a deferment of the PDC dividend due in March 2010 of 
£1.3m and a PCT advance of £11.7m, the underlying position is therefore 
£2.7m adverse. We still have to reach formal agreement over the long term 
cash funding and this means cash still requires careful day to day 
management.  


5.2 Creditor days were 40 days for August. There has been a decrease in the 
August debtors at £451k over 60 days, compared to July £514k.  


5.3 The underlying cash position continues to remain very difficult and 
challenging for 2010/11. We continue to discuss with NHS Dorset how we can 
meet our cash requirement in the most optimal way. 


6. CAPITAL  


6.1 Capital expenditure for the 5 months was minimal at £0.5m, which is lower 
than plan by £1.1m. 


6.2 We are still refining the detail of our capital requirements for 2010/11 within 
the overall budget set by the Board which has delayed the production of 
Schedule I and this will be provided once the detailed program is confirmed.  


6.3 The detailed Balance Sheet position is shown in Schedule B. 


7. COST IMPROVEMENT PROGRAMME 


7.1 The Trust is currently forecasting delivery of £6.0m of CIP savings against the 
CIP target of £6.0m. However, delivery of this level of CIP savings remains a 
major financial risk, with the programme weighted heavily to the back end of 
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the year and a monthly profile of real delivery still not available. Non delivery 
of the plan could be as high as £0.4m. 


7.2 For the first 5 months to date, £1,799k (Rec £514k, Non Rec £1,285k) has 
been delivered against a plan of £1,547k, due to vacancy control being £592k 
overachieved in total, but disappointingly mostly on a non recurrent basis 
only.  


7.3 The Directors of Nursing/Operations and Resources will be reviewing the post 
vacancies to identify and agree posts to be permanently removed from the 
budget, due to the very low recurrent savings identified so far against the 
vacancy control work stream. 


7.4 A detailed Schedule M will be provided next month and is still being 
developed with the PMO.    


8. RUN RATE 


8.1 The run rate schedule is given in Schedule E. We have completed work to 
‘normalise’ the run rate, i.e. take out the exceptional items, which distort an 
understanding of the underlying run rate. The schedule and the background 
work shows that the forecast expenditure run rate is a small improvement on 
the level of the start of the year.  


8.2 The run rate schedule shows how critical it is to focus on all aspects of 
expenditure to drive the costs down. It also reinforces the need to commence 
actions for financial recovery as soon as possible..  


9. RECOVERY PLAN 


9.1 The PMO has produced a financial recovery program for 2010/11 which 
includes 'plans in development' and 'stretch' targets that result in identified 
savings totalling £6.6m. This program has been risk assessed by the PMO 
using RAG methodology and has a risked value of £6.3m. 


9.2 The Turnaround Director has been appointed to deliver a robust plan by 23 
September 2010 for 2011/12. PWC have supported the process to identify 
potential saving schemes for 2011/12 totalling £8.4m. 


9.3 The identified plans will require considerable further work to implement and 
achieve at these levels of savings. 





		 Financial Risk Rating is 1 for the month, but a forecast of 2 for the year

		 Forecast I&E deficit £3.5m as per annual plan

		executive summary – key risks and issues

		The key risks and issues to be noted and addressed by the Board are summarised in the table below.



		overview

		The results for the 5 months are better than plan by £1.3m.

		The key indicators of WTE had been broadly flat for the last 3 months prior to August and had moved in the correct direction, but August has seen a sharp increase (Schedule P). Pay costs have remained flat but the increasing agency spend is concerning...

		The key indicators of normalised expenditure run rate is still relatively flat taken across the forecast year and clearly this is still an unsustainable level.

		The normalised cash flow key indicator shows that we are continuing to manage our cash well. Our PDC has been deferred from March 2010 has been deferred to a repayment date of September 2011.

		The current over performance for the first 5 months against the main NHS Contract for 2010/11, is an issue that needs to be closely monitored and controlled throughout the year, due to the upper threshold contained within the contract, because we will...

		In addition, the Trust has spent £1.4m on additional activity to clear the backlog for achieving the 18 weeks target. Clearly analysis still needs to be completed to understand how much more activity has to be provided above core capacity for the rest...

		4 hour A&E target marginally delivered at 97.3%, against the 95% contracted target.

		Non admitted 18 weeks delivered at 98%, against the 95%contracted target.

		Admitted 18 weeks delivered at 96% against the 90% contracted target.

		The year end forecast remains at a £3.5m deficit despite the favourable month 5 position, mainly due to the risks of delivering the CIP savings programme, which is weighted heavily to the back end of the year, continuing consultancy costs for turnarou...



		MONTH AND YEAR TO DATE

		The cumulative position at the end of August is a deficit of £1,438k versus a planned deficit of £2,685k, a favourable position of £1,247k against plan (Schedule A).

		In August month, we incurred a deficit of £254k against a planned deficit of £1,016k, a favourable performance of £762k.

		The key drivers in August were as follows:

		£876k income was higher than plan for the month mainly due to:

		Favourable: NHS contract including associates over performance at £993k, mainly caused by higher elective activity than planned;

		Adverse: NHS contract loss of income above upper threshold of £163k;

		Favourable: Non Contracted Activity (NCA) £113k higher than plan;

		Adverse: Other contracted income losses of £72k;

		£136k operating expenditure (Schedule D) was higher than plan for the month mainly due to:



		EBITDA was £741k favourable against plan for the month.



		FORECAST OUTTURN

		The outturn forecast is a deficit of £3.5m, which is as per the Annual Plan.

		The costs for additional short term private providers and WLI capacity due to potential target breaches, and sustainability in Orthopaedics, have been included in the forecast at approximately £3.5m.

		Identified risks & opportunities are detailed in Schedule R, with the greatest risks to the forecast being CIP delivery and resolution of the funding arrangements for cancer drugs with the PCT and Poole hospital.



		CASH

		At the end of August, the Trust held a cash balance of £10.3m. This was, however, driven by a deferment of the PDC dividend due in March 2010 of £1.3m and a PCT advance of £11.7m, the underlying position is therefore £2.7m adverse. We still have to re...

		Creditor days were 40 days for August. There has been a decrease in the August debtors at £451k over 60 days, compared to July £514k.

		The underlying cash position continues to remain very difficult and challenging for 2010/11. We continue to discuss with NHS Dorset how we can meet our cash requirement in the most optimal way.



		CAPITAL

		Capital expenditure for the 5 months was minimal at £0.5m, which is lower than plan by £1.1m.

		We are still refining the detail of our capital requirements for 2010/11 within the overall budget set by the Board which has delayed the production of Schedule I and this will be provided once the detailed program is confirmed.

		The detailed Balance Sheet position is shown in Schedule B.



		Cost Improvement Programme

		The Trust is currently forecasting delivery of £6.0m of CIP savings against the CIP target of £6.0m. However, delivery of this level of CIP savings remains a major financial risk, with the programme weighted heavily to the back end of the year and a m...

		For the first 5 months to date, £1,799k (Rec £514k, Non Rec £1,285k) has been delivered against a plan of £1,547k, due to vacancy control being £592k overachieved in total, but disappointingly mostly on a non recurrent basis only.

		The Directors of Nursing/Operations and Resources will be reviewing the post vacancies to identify and agree posts to be permanently removed from the budget, due to the very low recurrent savings identified so far against the vacancy control work stream.

		A detailed Schedule M will be provided next month and is still being developed with the PMO.



		Run rate

		The run rate schedule is given in Schedule E. We have completed work to ‘normalise’ the run rate, i.e. take out the exceptional items, which distort an understanding of the underlying run rate. The schedule and the background work shows that the forec...

		The run rate schedule shows how critical it is to focus on all aspects of expenditure to drive the costs down. It also reinforces the need to commence actions for financial recovery as soon as possible..



		Recovery Plan

		The PMO has produced a financial recovery program for 2010/11 which includes 'plans in development' and 'stretch' targets that result in identified savings totalling £6.6m. This program has been risk assessed by the PMO using RAG methodology and has a...

		The Turnaround Director has been appointed to deliver a robust plan by 23 September 2010 for 2011/12. PWC have supported the process to identify potential saving schemes for 2011/12 totalling £8.4m.

		The identified plans will require considerable further work to implement and achieve at these levels of savings.








Schedule A


INCOME AND EXPENDITURE SUMMARY
Month : August 2010 Actual Budget Variance Last Year Variance Actual Budget Variance Last Year Variance Forecast Budget Variance Last Year Variance


£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000


INCOME
Non PbR Clinical Income 3,004 2,811 193 2,815 189 14,270 14,054 216 14,358 (89) 33,945 33,729 216 33,883 62
PbR Income :
Elective income 2,223 2,057 167 2,593 (370) 13,861 12,263 1,597 13,548 313 33,407 31,810 1,597 32,765 642
Non elective income   3,832 3,451 382 3,468 364 17,961 18,210 (248) 17,077 884 42,589 42,838 (248) 40,435 2,154
Outpatient income   1,618 1,512 105 1,542 75 8,156 8,039 117 8,042 114 19,662 19,545 117 19,488 174
A&E income   340 315 24 301 39 1,567 1,527 40 1,411 156 3,418 3,378 40 3,076 341
Total income at full tariff 11,017 10,146 871 10,719 298 55,815 54,093 1,722 54,436 1,379 133,021 131,299 1,722 129,647 3,374
PBR clawback 0 0 0 0 0 0
Total NHS Clinical income 11,017 10,146 871 10,719 298 55,815 54,093 1,722 54,436 1,379 133,021 131,299 1,722 129,647 3,374
Private patients   34 48 (14) 54 (19) 271 240 31 243 29 608 576 31 560 48
Other clinical income  60 43 17 52 7 208 231 (24) 249 (41) 523 547 (24) 594 (71)
Non-Clinical Income 1,156 1,154 2 1,154 2 5,717 5,771 (54) 5,664 52 13,708 13,762 (54) 14,702 (994)
TOTAL INCOME 12,267 11,391 876 11,980 288 62,011 60,335 1,675 60,592 1,419 147,859 146,184 1,675 145,503 2,356
EXPENDITURE
Pay Costs   (7,887) (7,793) (94) (7,843) (43) (39,347) (39,108) (239) (39,777) 430 (94,343) (93,312) (1,031) (93,890) (453)
Drug Costs   (896) (886) (10) (819) (76) (4,337) (4,417) 80 (4,102) (236) (10,732) (10,732) 0 (10,034) (698)
Other Costs (excl. depreciation) (3,096) (3,064) (32) (2,922) (173) (16,545) (16,226) (319) (15,152) (1,393) (38,356) (37,506) (849) (37,369) (987)
TOTAL EXPENDITURE (11,878) (11,742) (136) (11,585) (293) (60,230) (59,751) (478) (59,031) (1,199) (143,431) (141,551) (1,880) (141,293) (2,138)
EBITDA                           389 (351) 741 395 (6) 1,781 584 1,197 1,561 220 4,428 4,633 (205) 4,210 218
Profit / loss on asset disposals   0 0 0 0 0 1 0 1 1 0 1 0 1 57 (55)
Exceptional Income / Costs   0 0 0 (1,218) 1,218 0 0 0 (1,218) 1,218 0 0 0 (551) 551
Total Depreciation (443) (462) 19 (503) 60 (2,213) (2,252) 39 (2,519) 306 (5,476) (5,677) 201 (6,021) 545
PDC Dividend   (202) (202) (0) (248) 46 (1,010) (1,010) (0) (1,240) 230 (2,425) (2,425) (0) (2,798) 373
Total interest receivable   4 2 2 6 (2) 17 8 9 17 (0) 22 20 2 46 (24)
Total interest payable on NHS Financing (2) (2) (0) (2) 0 (9) (9) (0) (10) 1 (15) (41) 25 (24) 9
Total interest payable on working cap facility 0 0 0 0 0 0
Total other interest payable   (1) (1) (0) (1) (0) (5) (5) (0) (5) (0) (36) (12) (24) (11) (25)
Net Surplus/(deficit) (254) (1,016) 762 (1,570) 1,316 (1,438) (2,685) 1,247 (3,412) 1,974 (3,501) (3,501) 1 (5,093) 1,592


ACTIVITY MEASURES
Activity numbers
Elective activity (number) 2,128 1,830 298 1,859 269 11,281 10,568 713 10,913 368 27,013 26,300 713 26,540 473
Non-elective activity (number) 1,852 1,737 115 1,737 115 9,120 8,661 459 8,705 415 20,751 20,292 459 20,285 466
Outpatient visits (number) 15,128 13,250 1,878 13,625 1,503 71,981 71,378 603 77,845 (5,864) 171,921 171,318 603 188,368 (16,447)
A&E attendances (number) 3,636 3,458 178 3,459 177 16,946 16,699 247 16,700 246 36,885 36,638 247 36,638 247
Ratios
Surplus % -2.1% -8.9% 6.8% -2.9% 0.9% -2.3% -4.4% 2.1% -3.6% 1.3% -2.4% -2.4% 0.0% -3.5% 1.1%
EBITDA % 3.2% -3.1% 6.3% 3.3% -0.1% 2.9% 1.0% 1.9% 2.6% 0.3% 3.0% 3.2% -0.2% 2.9% 0.1%
EBITDA % of plan achieved -110.8% 100.0% -210.8% 84.1% -194.9% 304.9% 100.0% 204.9% 43.0% 262.0% 95.6% 100.0% -4.4% 47.2% 48.4%
Dividend Cover (minimum > 1x) 1.9 (1.7) 3.7 1.6 0.3 1.8 0.6 1.2 1.3 0.5 1.8 1.9 (0.1) 1.5 0.3
Interest Cover (minimum >3x) - - 0.0 - 0.0 - - 0.0 - 0.0 - - 0.0 - 0.0
Debt Service Cover (minimum > 2x) - - 0.0 - 0.0 - - 0.0 - 0.0 - - 0.0 - 0.0
Debt Service to Revenue (minimum < 3%) 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Private Patient Cap (0.5% statutory) 0.3% 0.5% 0.1% 0.5% -0.2% 0.5% 0.4% 0.0% 0.4% 0.0% 0.5% 0.4% 0.0% 0.4% 0.0%


CURRENT MONTH YEAR TO DATE FULL YEAR FORECAST







Schedule B


BALANCE SHEET
Month : August 2010 Actual Budget Variance Forecast Budget Variance


£000 £000 £000 £000 £000 £000
TOTAL FIXED ASSETS   79,954 80,939 (985) 79,585 79,878 (293)
CURRENT ASSETS
Stocks & Work in Progress   2,530 2,495 35 2,495 2,495 0
NHS Trade Debtors   4,271 2,802 1,469 2,944 2,944 0
Non NHS Trade Debtors   304 617 (313) 617 617 0
Other Debtors   
Prepayments and Accrued Income   2,004 1,595 409 1,586 1,586 0
Cash at bank and in hand   10,302 2,432 7,870 1,476 1,179 297
Total Current Assets                           19,411 9,941 9,470 9,118 8,821 297
Bank overdraft 
Trade Creditors   (5,215) (4,777) (438) (4,763) (4,775) 12
PDC dividend creditor (2,319) (2,319) (0) 0 0
Capital Creditors (325) (300) (25) (300) (300) 0
Interest payable creditor 0 0 0 0 0 0
Payments on Account (11,728) (5,500) (6,228) (5,500) (5,500) 0
Other Creditors   (3,585) (3,695) 110 (3,695) (3,695) 0
Accruals   (2,036) (1,342) (694) (1,342) (1,342) 0
PFI Lease/Finance Lease (39) (42) 3 (206) (206) 0
Deferred income   (67) (63) (4) 0 0 0
Total Current Liabilities (25,314) (18,038) (7,276) (15,806) (15,818) 12
NET CURRENT ASSETS (LIABILITIES)                           (5,903) (8,097) 2,194 (6,688) (6,997) 309
Long term Debtors   808 761 47 635 635 0
TOTAL ASSETS LESS CURRENT LIABILITIES    74,859 73,603 1,256 73,532 73,516 16
CREDITORS: Amounts falling due after more than one year   (591) (591) (1,461) (1,461)
PROVISIONS FOR LIABILITIES AND CHARGES   (599) (1,210) 611 (618) (2,079) 1,461
TOTAL ASSETS EMPLOYED                           73,668 72,393 1,275 71,453 71,437 16
LOANS
NHS financing facility   0 0 0 0
Other financing facilities   
TOTAL LOANS                           0 0 0 0 0 0
TAXPAYERS’ EQUITY
Public dividend capital   81,609 81,609 0 81,609 81,609 0
Income and expenditure reserve   (25,077) (26,325) 1,248 (27,140) (27,141) 1
Revaluation reserve   14,836 14,836 (0) 14,836 14,836 0
Donated asset reserve   2,300 2,273 27 2,148 2,133 15
Other Reserves (Government grant reserve etc)   
TOTAL TAXPAYERS EQUITY                           73,668 72,393 1,275 71,453 71,437 16
TOTAL FUNDS EMPLOYED                           73,668 72,393 1,275 71,453 71,437 16


Supplementary Information
Working Capital Facility Unused 10,000 10,000 0 10,000 (10,000)
Total Headroom 20,302 12,432 7,870 1,476 11,179 (9,703)
Prudential Borrowing Limit - total 0 0 0 0 0 0
                                      - available 28,900 28,900 0 28,900 28,900 0
KPI’s :
Stock (days)               19 19 0 19 19 (0)
NHS Trade Debtors (days)               12 8 3 8 8 (0)
Non NHS Trade Debtors (days)               8 15 (8) 15 15 0
Trade Creditors (days) excl. deferred income               40 37 3 35 36 (1)
Return on assets (%) -0.1% -1.0% 0 -1.3% -1.3% (0)
Maximum Debt / Assets Ratio 0.0% 0.0% 0 0.0% 0.0% 0
Liquidity ratio (days)               6 1 4 (26) (2) (24)


CURRENT MONTH FULL YEAR FORECAST







Schedule C


CASH FLOW
Month : August 2010 Actual Budget Variance Forecast Budget Variance


£000 £000 £000 £000 £000 £000


EBITDA                           389 (351) 741 4,428 4,633 (205)
Excluding Non cash I&E items   (23) (22) (1) (248) (256) 8
Movement in working capital:
Stocks & Work in Progress   299 0 299 (0) (0) 0
Debtors   (41) 94 (135) (62) (62) (0)
Creditors   (5,171) (38) (5,133) 2,913 2,804 110
CashFlow from Operations                     (4,547) (317) (4,230) 7,032 7,119 (87)


Capital Expenditure
Maintenance capex   (49) (232) 183 (3,731) (4,231) 500
Non maintenance capex   0 0
Cash receipt from asset sales   (1) 0 (1) 1,300 1,300 0
CF before Financing                           (4,598) (549) (4,048) 4,601 4,188 413
Movement in LT debtors   30 18 12 216 216 0
Movement in LT Creditors   0 0 0 0
Interest paid on loans and leases (2) (2) (0) (40) (41) 0
Interest received 5 2 3 27 20 7
Drawdown of loans and leases 0 0 0 0 0 0
Repayment of loans and leases 0 0 (123) (123)
Public Dividend Capital received (repaid) 0 0 0 0
Dividends paid   0 0 0 (3,734) (3,734) 0
Net cash outflow/inflow                       (4,565) (531) (4,033) 946 649 297


Opening cash balance                        14,867 2,963 11,904 530 530 0
Closing cash balance                           10,302 2,432 7,870 1,476 1,179 297


Supplementary Information
Book value of disposed assets 0 1,300 1,300 0
Profit/(Loss) on disposal of fixed assets 0 1 1
KPI’s :
Cash flow from operations as % of EBITDA                           -1167.8% 90.3% -1258.1% 158.8% 153.7% 0
Free cash flow as a % of revenue -37.5% -4.8% -32.7% 3.1% 2.9% 0.2%
Principal Debt Service (£000) (3) (3) (0) (175) (53) (122)
Working capital facility (£000 used in period) 0 0 0 0 0 0


CURRENT MONTH FULL YEAR FORECAST







Schedule F


INCOME AND EXPENDITURE FORECAST Forecast Actual Actual Actual Actual Actual Forecast Forecast Forecast Forecast Forecast Forecast Forecast
Mar - 11 Apr - 10 May - 10 Jun - 10 Jul - 10 Aug - 10 Sep - 10 Oct - 10 Nov - 10 Dec - 10 Jan - 11 Feb - 11 Mar - 11


£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000


NHS Clinical Income
Elective 33,407 2,828 2,909 2,927 2,973 2,223 2,623 2,875 2,710 2,614 2,581 2,869 3,274
Non-Elective 42,589 3,285 3,532 3,703 3,609 3,832 3,447 3,552 3,423 3,612 3,613 3,390 3,591
Outpatient 19,662 1,578 1,583 1,667 1,711 1,618 1,690 1,684 1,703 1,535 1,543 1,581 1,769
A&E 3,418 290 298 313 326 340 286 284 255 257 254 238 276
Non PbR 33,945 2,780 2,770 2,909 2,807 3,004 2,811 2,811 2,811 2,811 2,811 2,811 2,811
Sub Total 133,021 10,760 11,092 11,519 11,426 11,017 10,858 11,206 10,902 10,829 10,801 10,889 11,721


PBR (Clawback)/ Relief 0
Total 133,021 10,760 11,092 11,519 11,426 11,017 10,858 11,206 10,902 10,829 10,801 10,889 11,721


Non NHS Clinical income
Private patient income 608 47 50 54 86 34 48 48 48 48 48 48 48
Other non protected income 523 37 36 44 30 60 43 53 50 43 43 43 43


1,131 84 86 98 116 94 91 101 98 91 91 91 91


Other income
Education and Training 4,712 403 404 346 403 424 390 390 390 390 390 390 390
Other income 8,996 732 747 754 773 732 757 753 753 749 749 749 749


13,708 1,135 1,150 1,099 1,176 1,156 1,147 1,143 1,143 1,139 1,139 1,139 1,139


PFI Specific income 0 0 0 0 0 0 0 0 0 0 0 0 0


Total income 147,859 11,980 12,329 12,716 12,718 12,267 12,095 12,451 12,142 12,059 12,031 12,119 12,951
..


Pay Costs (94,343) (7,772) (7,865) (7,905) (7,918) (7,887) (7,877) (7,873) (7,876) (7,857) (7,852) (7,834) (7,827)
Drug costs (10,732) (835) (824) (900) (883) (896) (895) (911) (899) (921) (935) (915) (919)
Clinical supplies and services (16,541) (1,342) (1,362) (1,485) (1,465) (1,319) (1,398) (1,361) (1,338) (1,364) (1,362) (1,342) (1,404)
Other Costs (21,815) (1,941) (1,927) (2,015) (1,912) (1,777) (1,818) (1,790) (1,799) (1,775) (1,708) (1,646) (1,707)


Total costs (143,431) (11,890) (11,978) (12,306) (12,178) (11,878) (11,987) (11,934) (11,913) (11,918) (11,857) (11,736) (11,857)


EBITDA 4,428 90 351 411 540 389 108 517 230 141 175 383 1,094


Profit / loss on asset disposals 1 0 0 0 1 0 0 0 0 0 0 0 0
Exceptional Income/Costs 0
Fixed Asset impairments 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Depreciation & Amortisation (5,476) (443) (442) (442) (443) (443) (443) (450) (450) (450) (490) (490) (490)
Total interest receivable   22 2 3 4 5 4 1 1 1 1 1 0 0
Total interest payable on NHS Financing (15) (2) (2) (2) (2) (2) 0 0 0 0 0 0 (6)
Total other interest payable   (36) (1) (1) (1) (1) (1) (4) (4) (4) (4) (4) (4) (4)
PDC Dividend (2,425) (202) (202) (202) (202) (202) (202) (202) (202) (202) (202) (202) (202)


Net Surplus/(Deficit) (3,501) (556) (293) (233) (101) (254) (540) (139) (426) (514) (521) (314) 392


Breakdown of Other Costs
Services from Other NHS Trusts (98) (93) (99) (90) (100)        
Services from Foundation Trusts (58) (53) (51) (52) (64)        
Services Other NHS Bodies (279) (275) (285) (283) (270)        
Purchase of healthcare from non-NHS bodies (384) (407) (394) (342) (223)        
General Supplies and Services (147) (130) (149) (167) (140)        
Establishment Expenditure (116) (141) (129) (123) (111)        
Transport (40) (40) (49) (47) (38)        
Premises and Fixed Plant (417) (384) (405) (411) (410)        
PFI service charges (8) (8) (8) (8) (8)        
Bad Debts (1) (0) (1) (1) 1        
Audit Fees (4) (4) (4) (4) (17)        
Medical Negligence (215) (215) (215) (215) (215)        
Other (175) (178) (227) (170) (183)        


(1,941) (1,927) (2,015) (1,912) (1,777) 0 0 0 0 0 0 0







Schedule G


BALANCE SHEET FORECAST Forecast Actual Actual Actual Actual Actual Forecast Forecast Forecast Forecast Forecast Forecast Forecast
Mar - 10 Apr - 09 May - 09 Jun - 09 Jul - 09 Aug - 09 Sep - 09 Oct - 09 Nov - 09 Dec - 09 Jan - 10 Feb - 10 Mar - 10


£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000


FIXED ASSETS
Tangible + Intangible Assets 79,585 81,418 80,916 80,574 80,348 79,954 80,841 80,705 80,568 80,432 80,338 80,282 79,585
PFI Residual interest 0 0 0 0 0 0 0 0 0 0 0 0 0
PFI Deferred Assets 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Fixed Assets 79,585 81,418 80,916 80,574 80,348 79,954 80,841 80,705 80,568 80,432 80,338 80,282 79,585


CURRENT ASSETS
Stocks & Work in Progress 2,495 2,386 2,708 2,751 2,829 2,530 2,495 2,495 2,495 2,495 2,495 2,495 2,495
NHS Trade Debtors 2,944 3,902 3,141 3,443 4,172 4,271 2,866 2,897 2,870 2,863 2,861 2,869 2,944
Non NHS Trade Debtors 617 352 317 273 348 304 617 617 617 617 617 617 617
Other Debtors 0
Accrued Income 388 456 489 389 420 443 393 396 394 388 388 388 388
Prepayments 1,198 1,233 1,394 1,432 1,597 1,561 1,198 1,198 1,198 1,198 1,198 1,198 1,198
Cash at bank and in hand 1,476 10,335 13,428 17,300 14,867 10,302 3,183 3,115 3,190 3,058 2,227 2,170 1,476
Total Current Assets 9,118 18,664 21,476 25,590 24,233 19,411 10,752 10,718 10,764 10,619 9,786 9,737 9,118


CURRENT LIABILITIES (amounts due in less than one year)
Trade Creditors (4,763) (7,200) (8,670) (6,814) (6,681) (5,215) (6,123) (5,917) (6,079) (6,138) (5,557) (5,593) (4,763)
Other Creditors (3,695) (3,605) (3,535) (3,644) (3,645) (3,585) (3,535) (3,535) (3,535) (3,535) (3,535) (3,535) (3,695)
PDC dividend creditor 0 (1,511) (1,713) (1,915) (2,117) (2,319) 0 (202) (404) (606) (808) (1,010) 0
Capital Creditors (300) (572) (401) (339) (327) (325) (300) (300) (300) (300) (300) (300) (300)
Interest payable creditor 0 0 0 0 0 0 0 0 0 0 0 0 0
Payments on Account (5,500) (10,055) (11,212) (16,685) (15,516) (11,728) (5,500) (5,500) (5,500) (5,500) (5,500) (5,500) (5,500)
Accruals (1,342) (1,986) (2,031) (2,161) (1,886) (2,036) (1,342) (1,342) (1,342) (1,342) (1,342) (1,342) (1,342)
PFI Lease (206) (35) (39) (43) (36) (39) (205) (205) (205) (205) (205) (205) (206)
Deferred Income 0 (114) (89) (82) (74) (67) (54) (45) (36) (27) (18) (9) 0
Total Current Liabilities (15,806) (25,079) (27,691) (31,683) (30,282) (25,314) (17,059) (17,046) (17,401) (17,653) (17,265) (17,494) (15,806)


NET CURRENT ASSETS (LIABILITIES) (6,688) (6,415) (6,215) (6,093) (6,048) (5,903) (6,307) (6,328) (6,637) (7,034) (7,480) (7,757) (6,688)
Long term Debtors 635 826 805 784 838 808 743 725 707 689 671 653 635


TOTAL ASSETS LESS CURRENT LIABILITIES 73,532 75,829 75,506 75,265 75,137 74,859 75,277 75,102 74,638 74,087 73,529 73,178 73,532
Creditors: Amounts falling due after more than one year 0 0 0 0 0 0 0 0 0 0 0 0 0
Finance leases (PFI Loan) (1,461) (606) (602) (599) (595) (591) (1,564) (1,548) (1,530) (1,513) (1,496) (1,479) (1,461)
Provisions for liabilities and charges (618) (619) (600) (601) (599) (599) (618) (618) (618) (618) (618) (618) (618)


TOTAL ASSETS EMPLOYED 71,453 74,604 74,303 74,066 73,943 73,668 73,095 72,936 72,490 71,956 71,415 71,081 71,453


LOANS
Total Loans 0 0 0 0 0 0 0 0 0 0 0 0 0
TOTAL LOANS 0 0 0 0 0 0 0 0 0 0 0 0 0


TAXPAYERS' EQUITY
Public dividend capital 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609 81,609
Income and expenditure reserve (27,140) (24,196) (24,489) (24,722) (24,823) (25,077) (25,618) (25,757) (26,183) (26,697) (27,218) (27,532) (27,140)
Revaluation reserve 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836 14,836
Donated asset reserve 2,148 2,354 2,348 2,343 2,321 2,300 2,268 2,248 2,228 2,208 2,188 2,168 2,148
Other Reserves (Government grant reserve etc) 0
TOTAL TAXPAYERS EQUITY 71,453 74,604 74,303 74,066 73,943 73,668 73,095 72,936 72,490 71,956 71,415 71,081 71,453


TOTAL FUNDS EMPLOYED 71,453 74,604 74,303 74,066 73,943 73,668 73,095 72,936 72,490 71,956 71,415 71,081 71,453







Schedule H


CASH FLOW FORECAST Forecast Actual Actual Actual Actual Actual Forecast Forecast Forecast Forecast Forecast Forecast Forecast
Mar - 10 Apr - 09 May - 09 Jun - 09 Jul - 09 Aug - 09 Sep - 09 Oct - 09 Nov - 09 Dec - 09 Jan - 10 Feb - 10 Mar - 10


£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000


Opening Balance 530 530 10,335 13,428 17,300 14,867 10,302 3,183 3,115 3,190 3,058 2,227 2,170


EBITDA 4,428 90 351 411 540 389 108 517 230 141 175 383 1,094
Excluding Non cash I&Eitems (248) (21) (22) (22) (22) (23) (20) (20) (20) (20) (20) (19) (19)


Movement in working capital:
Stocks & Work in Progress (0) 109 (321) (44) (78) 299 35 0 0 0 0 0 0
NHS Trade Debtors (87) (1,046) 761 (302) (729) (98) 1,405 (31) 27 7 2 (8) (75)
Non NHS Trade Debtors (204) 61 35 43 (75) 43 (313) 0 0 0 0 0 0
Other Debtors 0 0 0 0 0 0 0 0 0 0 0 0 0
Accrued Income 229 161 (33) 99 (31) (22) 50 (3) 2 6 0 0 0
Prepayments (0) (35) (161) (38) (165) 36 363 0 0 0 0 0 0
Trade Creditors (2,357) 81 1,470 (1,856) (133) (1,466) 908 (206) 162 59 (581) 36 (830)
Other Creditors (0) (90) (70) 109 1 (60) (50) 0 0 0 0 0 160
Payments on Account 5,500 10,055 1,157 5,472 (1,169) (3,788) (6,228) 0 0 0 0 0 0
Accruals (91) 553 44 131 (275) 150 (694) 0 0 0 0 0 0
Deferred Income (139) (25) (25) (8) (8) (8) (13) (9) (9) (9) (9) (9) (9)
Provisions & Liabilities (0) 1 (19) 1 (2) 1 19 0 0 0 0 0 0


Capex spend (3,731) (103) (98) (146) (228) (49) (232) (314) (314) (314) (396) (436) (1,100)
PFI residual interest 0 0 0 0 0 0 0 0 0 0 0 0 0
Cash receipt from asset sales 1,300 0 1 (1) 1 (1) 0 0 0 0 0 0 1,300


Movement in LT debtors 216 25 21 21 (54) 30 65 18 18 18 18 18 18
Movement in LT Creditors 0 0 0 0 0 0 0 0 0 0 0 0 0


Interest (paid) on loans and leases (PFI Loan) (40) (2) (2) (2) (2) (2) (4) (5) (5) (4) (4) (5) (4)


Drawdown of loans and leases 0 0 0 0 0 0 0 0 0 0 0 0 0
Repayment of loans and leases (PFI Loan) (123) (11) 0 (0) (11) 0 0 (16) (18) (17) (17) (17) (17)


Public Dividend Capital received 0 0 0 0 0 0 0 0 0 0 0 0 0
Public Dividend Capital repaid 0 0 0 0 0 0 0 0 0 0 0 0 0
Movement in Other grants/Capital received 0 0 0 0 0 0 0 0 0 0 0 0 0
Dividends paid (3,734) 0 0 0 0 0 (2,521) 0 0 0 0 0 (1,213)


Movement before interest received/ (paid) & PDC dividend on cash balances 920 9,804 3,091 3,869 (2,439) (4,569) (7,121) (69) 73 (133) (832) (57) (695)


Interest (paid)/ received on cash balance 27 1 3 4 5 5 2 2 2 1 1 1 1


Closing Balance 1,476 10,335 13,428 17,300 14,867 10,302 3,183 3,115 3,190 3,058 2,227 2,170 1,476
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1. PURPOSE 
1.1 To advise the Board of the Trust’s performance against the key performance standards and 


indicators. 
 


2. BACKGROUND 
2.1 The Trust’s Annual Plan sets out the programme of work to be undertaken to ensure 


compliance with Monitor’s Compliance Framework, National standards, indicators and local 
standards included in PCT commissioning contracts 


2.2 Detailed results of achievement as at 31st


 


 August 2010 are presented in Appendix A: Monitor 
Compliance Indicators, Appendix B: Contract Standards, Appendix C: Quality Standards and 
Appendix D: CQUIN Standards, with the relevant exception reports contained in Appendix E:  


3. KEY ISSUES 
3.1 The Trust’s key performance standards and targets for 2010-11 have been classified into the 


following four categories which reflect the source of the indicators (details of these are set out 
in Appendix A,B,C, D & E) 
 Monitor Compliance Indicators (A) 
 Contract Standards (B) 
 Quality Standards ( C)  
 CQUIN Standards (D) 
 Exception Reports (E) - FPC Only 
 


3.2 During August 2010 the Trust under performed against  agreed tolerance levels for 2010/11 
for the following performance standards: 


• Cancelled Operations – There were 70 reported cancellations for non-clinical reasons 
for the month of August 10. The four main reasons are lack of beds (25), run out of 
theatre time (14), equipment problems (9), and staff unavailability (13). This equates to 
3.1% of elective activity YTD, 2.1% above the required national tolerance level of 0.8%. 


• Cancelled Operations Rebooked within 28 days – One reported case within 
ophthalmology due to equipment failure. 


• Cancer Target - 62 day wait (screening service RTT) – The position for July 2010 
was 87%, which is slightly below the national tolerance level of 90%.   YTD 
performance is 76% 


• Cancer Target – max 2 week wait for breast symptoms – The position for July 2010 
was 86%, which is slightly below the national tolerance level of 90%.   YTD 
performance is 92%. 


• Cancer Target – max 31 day wait for subsequent treatment (surgery) – The 
position for July 2010 was 90%, which is slightly below the national tolerance level of 
90%.   YTD performance is 96%. 


• % of stroke patients spending 90% of their time on a stroke ward – Performance is 
below the required tolerance levels, with 38.5% of patients spending 90% of their time 
on a stroke ward in August 2010 with.  This is significantly below the 90% national and 
contractual tolerance levels agreed for 2010/11 and a considerable deterioration on the 
previous four months 







 


• MRSA Screening– Performance improved in August 2010 with 86.5% of elective 
patients screened. 


• Never Event – 1 reported case in maternity. Root cause analysis in progress. 


• Ambulance Handovers – For the period April to August 2010, the Trust has reported 
672 handovers greater than 15 minutes, 62 greater than 30 minutes, 2 greater than 1 
hour and 2 greater than 2 hours. However, there are additional investigations on-going 
concerning data validation and accurate times reported by ambulance crews. 


• Venous Thromboembolism (VTE) Risk Assessment – The threshold for this indicator 
is 95% and is monitored through the CQUIN element of the contract.  Performance in 
August highlighted that 15.6% of patients were recorded as having a VTE risk 
assessment completed and 13.3% of patients were recorded as NOT having a VTE risk 
assessment completed. 


• Delayed Discharges – This indicator continues to be a challenge with performance for 
August 2010 of 4.9% with the overall YTD position of 4.1%, 0.6% adversely above the 
national tolerance level of 3.5%. 


• Mortality – The position has changed in June 10 following the re-calculation by Dr. 
Foster benchmarking against which the relative risk is measured .The Hospital 
Standardised Mortality Ratio for the period of Apr – June 10 has been rebased from 90 
to 101 and 100 is the normal position of relative risk. 


• Medication Errors – The performance for the period April to August 2010 is 13 against 
a plan of no more than 8 for the year (outturn last year was 9). 


• PROMS Completed - The percentage of completed PROMS questionnaires have 
deteriorated in Aug 10. (See quality schedule for further detail.) 


• Serious Untoward Incidents – There have been 14 reported cases YTD with 2 
reported cases for the month of August 2010. 


 
4. 
 
 
 


 


ACTIONS 
 


4.1 
 
 
 
 
 
 
 
 
 
 
 
 


 


 


 


Exception reports for the following are attached in Appendix E  and performance against plan 
will continue to be monitored; 
• Cancelled operations (I) 
• Cancelled operations re-booked within 28 days (II) 
• Cancer targets (III) 
• Stroke patients spending 90% of time on stroke ward (IV) 
• MRSA screening (V) 
• Never events (VI) 
• Ambulance Handover Delays – see exception report (VII) 
• VTE Risk Assessment (VIII) 
• Delayed discharges (IX) 
 
 
 
 
 







 


 


5. 
5.1 


 
 
 
 


6. 
6.1 


 


FINANCIAL/OTHER IMPLICATIONS 
             


          
            


            
           


   


Achieving NHS plan targets and milestones is an important feature of the Trust’s 
overall performance and demonstrates our commitment to delivering quality care to 
patients. There are a number of specific performance indicators within the contract 
where NHS Dorset have the discretion to apply financial penalties in respect of 
underperformance as detailed in the 2009/10 Acute Services contract with NHS 
Dorset  
RECOMMENDATIONS 
The Board is asked to receive the Performance Report and note the progress that has been 
made together with any actions that are planned. 
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Standards Corporate 
Framework Element


Outturn 
2009/10


Plan 
2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative YTD 


Actual Weighting


c MRSA infections -Hosp Acq post 48Hrs Quality Schedule / Monitor 4 2 0 0 0 0 0 0 1


g C-difficile infections -Hosp Acq Post 72 Hrs Quality Schedule / Monitor 58 45 5 4 5 2 2 18 1


m Screening  elective patients for MRSA (there is an exclusion criteria) Quality Schedule / Monitor 65.2% 100% 84.0% 86.8% 87.0% 83.9% 86.5% 85.6% 0.5


a % < 4 hours in A& E (Inc MIU's) Monitor / Contract 99.4% 95.0% 98.8% 99.1% 98.3% 99.0% 98.1% 98.6% 0.5


c All Cancers: Max 2wk OP wait Monitor / Contract 94.2% 93.0% 99.3% 95.6% 96.5% 96.9% 97.1%


d All Cancers: Max 2wk wait for breast symptoms Monitor / Contract 97.7% 93.0% 94.5% 94.4% 95.1% 86.3% 92.3%


e All Cancers: Max 31 Day Diagnosis to first treatment Monitor / Contract 99.4% 96.0% 98.7% 100.0% 98.7% 98.6% 99.0% 0.5


f All Cancers: Max 31 Day DTT for other subsequent treatment: Surgery Monitor / Contract 97.1% 94.0% 90.9% 100.0% 100.0% 90.0% 96.0%


g All Cancers: Max 31 Day DTT for other subsequent treatments: anti cancer drugs 
(Chemotherapy) Monitor / Contract 100.0% 98.0% 100.0% 100.0% 100.0% 100.0% 100.0%


i All Cancers: Max 62 Day RTT Monitor / Contract 90.6% 85.0% 82.4% 92.6% 92.5% 90.0% 89.1%


j All Cancers: Max 62 Day wait - Screening Service RTT Monitor / Contract 90.2% 90.0% 66.7% 40.0% 60.0% 86.7% 76.1%


z Thrombolysis 'call to needle' < 60 mins Quality Schedule / Monitor 52.4% 68.0% 100.0% 100.0% 100.0% 33.3% 100.0% 66.7% 0.5


Amber -Red 2.5


1


1


Appendix A                                                                                Monitor Compliance Indicators.


Actual Monthly Performance


0.5
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Standards Corporate Framework 
Element


Outturn 
2009/10


Plan 
2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative 


YTD Actual
1 Patient Focus
an Safeguarding vulnerable adults Contract tbc
ah National Bowel Cancer Audit (NBOCAP) Contract tbc
ai National COPD Audit Contract tbc
aj National Lung Cnacer Audit (LUCADA) Contract tbc
ao STEMI - ST elevated myocardial infarction - audit Contract tbc
ap TIA - Transient Ischaemic Attack - audit Contract tbc
ak National Vascular Database Contract tbc
al QUIP - Quality and Patient Safety Improvement Programme Contract tbc


am Radical Prostatectomy - performance of radical prostatectomy Contract 1 0 0 0 0 0 0
2 Safety
t Medication Errors (actual) Contract 9 8 4 3 5 1 0 13


bc Maternal death after elective caesarian Contract tbc
bd Misplaced nasogstric or orogastric tube Contract tbc
be MRSA - root casue analysis within 28 days of MRSA bacteraemias Contract 100.0%


bf Multidisciplinary "deterioration recognition group" with action plan to implement NICE guidance Contract tbc


bg Patient safety incident reporting Contract tbc
bh Intravenious administration of mis-selected concentrated potassium chloride Contract tbc
bi Suicide - inpatient suicide by use of non collapsible rails Contract 0
bj Wrong Site Surgery Contract 0
3 Clinical Outcomes
a Emergency readmissions within 28 days of discharge (following elective admission) Contract 3.1% tbc 3.2% 3.0% 3.7% 3.8% 3.4%
b Emergency readmissions within 14 days of discharge (following elective admission) Contract 2.3% tbc 2.6% 2.2% 2.7% 2.7% 2.6%
c Emergency readmissions within 28 days of discharge (following emergency admission) Contract 8.8% tbc 9.8% 8.9% 7.8% 6.8% 8.3%
d Emergency readmissions within 14 days of discharge (following emergency admission) Contract 6.3% tbc 6.9% 5.6% 5.4% 5.2% 5.8%
4 People management
n Workforce - evidence adherence to workforce related activities (clause 11 contract) Contract tbc
5 Clinical Effectiveness
u Diabetes Contract tbc


ae Renal dialysis - Patients dialysed in most appropriate setting Contract tbc
af Retained instruments post operative Contract 0
ag Retained swabs or metal work Contract tbc
7 Activity 
a A&E Attendances (PbR) Contract 36,638 36,638 3,174 3,269 3,340 3,527 3,636 16,946
b Elective IP (PbR Care Spell Level)) Contract 6,143 6,029 496 539 526 592 458 2,611
c Day Case (PbR Care Spell Level) Contract 20,397 20,271 1,686 1,711 1,837 1,775 1,661 8,670
n sub total Elective (PbR Care Spell Level) Contract 26,540 26,300 2,182 2,250 2,363 2,367 2,119 11,281
d Other Non-Elective (PbR Care Spell Level) Contract 3,211 376 470 439 475 462 2,222


Non-Elective Long Stay (PbR Care Spell Level) Contract 11,666 966 951 892 937 976 4,722
Non-Elective Short Stay (PbR Care Spell Level) Contract 5,415 446 472 423 426 409 2,176
sub total Non-Elective (PbR Care Spell Level) Contract 20,285 17,081 1,788 1,893 1,754 1,838 1,847 9,120


e Outpatient Attendances (consultant led) - New (PbR Single Professional) Contract 48,203 3,993 4,079 4,312 4,461 3,923 20,768
Outpatient Attendances (consultant led) - New (PbR Multiple Professional) Contract 2,432 262 201 225 245 230 1,163
sub total Outpatient Attendances (consultant led) - New (PbR) Contract 54,679 50,635 4,255 4,280 4,537 4,706 4,153 21,931


f Outpatient Attendances (consultant led) - Follow Up (PbR Single Professional) Contract 107,758 8,736 8,475 9,039 9,252 8,698 44,200
Outpatient Attendances (consultant led) - Follow Up (PbR Multiple Professional) Contract 4,664 450 456 423 376 406 2,111
sub total Outpatient Attendances (consultant led) - Follow Up (PbR) Contract 133,689 112,422 9,186 8,931 9,462 9,628 9,104 46,311
Outpatient Procedures (PbR) Contract 8,261 706 691 832 812 698 3,739


g Elective IP (non-PbR Care Spell Level Inc RDA's ) Contract 62 36,487 2,977 3,004 3,010 3,108 3,006 15,105 
h Planned Same Day (non-PbR Care Spell Level) Contract 266 
i Regular day Attenders (non-PbR) Contract 27,722 
o sub total Elective Activity (non-PbR) Contract 28,050 2,977 3,004 3,010 3,108 3,006 15,105 
j Non-Elective (non-PbR Care Spell Level) Contract 191 143 16 14 15 19 18 82 
k Outpatient Attendances - New (non-PbR) Contract 25,829 20,971 2,097 2,162 2,271 2,278 2,103 10,911 
l Outpatients Attendances - Follow Up (non-PbR) Contract 73,491 69,587 7,086 6,753 7,466 7,594 6,930 35,829 


m Outpatient Procedures (non-PbR) Contract 6,051 613 613 723 578 553 3,080 
8 Productivity
t No of Consultant to consultant referrals for same condition Contract 0
u Spinal Procedures outside of service specification Contract 0
v Urgent and Emergency care - reduce the conversion rate of ED attendance to admission Contract -15% 2009/10
9 Access
a % < 4 hours in A& E (Inc MIU's) Monitor / Contract 99.4% 95.0% 98.8% 99.1% 98.3% 99.0% 98.1% 98.6%
c All Cancers: Max 2wk OP wait Monitor / Contract 94.2% 93.0% 99.3% 95.6% 96.5% 96.9% 97.1%
d All Cancers: Max 2wk wait for breast symptoms Monitor / Contract 97.7% 93.0% 94.5% 94.4% 95.1% 86.3% 92.3%
e All Cancers: Max 31 Day Diagnosis to first treatment Monitor / Contract 99.4% 96.0% 98.7% 100.0% 98.7% 98.6% 99.0%
f All Cancers: Max 31 Day DTT for other subsequent treatment: Surgery Monitor / Contract 97.1% 94.0% 90.9% 100.0% 100.0% 90.0% 96.0%


tbc


tbc
tbc


tbc


tbc


tbc


tbc
tbc


tbc
tbc


tbc
tbc
tbc


tbc


tbc


tbc


tbc


Appendix B                                                                        Contract Standards


Actual Monthly Performance


tbc
tbc


tbc
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Standards Corporate Framework 
Element


Outturn 
2009/10


Plan 
2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative 


YTD Actual


Appendix B                                                                        Contract Standards


Actual Monthly Performance


g All Cancers: Max 31 Day DTT for other subsequent treatments: anti cancer drugs (Chemotherapy) Monitor / Contract 100.0% 98.0% 100.0% 100.0% 100.0% 100.0% 100.0%


i All Cancers: Max 62 Day RTT Monitor / Contract 90.6% 85.0% 82.4% 92.6% 92.5% 90.0% 89.1%
j All Cancers: Max 62 Day wait - Screening Service RTT Monitor / Contract 90.2% 90.0% 66.7% 40.0% 60.0% 86.7% 76.1%
k All Cancers: Max 62 Day wait - Cons Upgrade to treatment Contract 100% 86.0%
m % treated < 18 weeks (Admitted) Mthly 18 wk RTT aggregate or Qtrly at specialty level. Contract 91.9% 90.0% 84.6% 89.9% 92.8% 94.5% 96.0% 91.6%
n % treated < 18 weeks (Non-Admit) Mthly 18 wk RTT aggregate or Qtrly at specialty level  Contract 97.6% 95.0% 97.1% 97.3% 97.1% 97.8% 98.1% 97.5%


ab Max. 2 week wait for Chest Pain Clinic Contract 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%


ap Cancer - care of patients who died within 30 days of receiving systemic anit cancer therapy Contract tbc


ar Cardiology - inter hospital transfers will occur within 3 days Contract tbc
as Elective Admissions - reduce multiple elective admissions for same condition Contract 0


at Emergency Admissions - GP referred emergency admissions admitted directly to ward, not via ED Contract tbc


au Emergency Department - Patients presenting at ED referred to primary care without treatment Contract tbc


av Emergency Department - Achievement of NHS South West ED trajectory Contract tbc
aw Trauma delays - remove delays in treating non-elective trauma and fractures Contract tbc
ax Wrong route Chemotherapy - wrong route of administration Chemotherapy Contract tbc
12 Transfer of and Discharge from Care 


d All those being discharged their relatives and carers (where appropriate) have been involved in 
determining the date of discharge, where possible this should be discussed on admission Contract 90%


e Where health and social care services will be delivering care to patients after discharge adequate 
notice (at least 24 hours) will be given of the need for the service to the relevant care provider. Contract 90%


f All those requiring drugs on discharge will be supplied with those drugs in a timely manner for the 
clinically relevant period for up to 28 days Contract 90%


g All fields on the discharge form must be completed appropriately and in full. Required fields are as 
defined in Dorset PCT ASC Schedule 1 – “Discharge Summary” Contract 95%


j All patients to be given Healthy Lifestyle advice during their visit or episode of care relevant to their 
condition and ability. Contract 100%


l Discharge from care (work to discharge from care standards, schedule 2 pt2. Audit results leading to 
100% compliance of all standards Contract 100%


m Discharge from care (Eligibility for continuing healthcare process. Implement common assessment 
framework) Contract tbc


n Outpatient attendances and investigation reports submitted to GP within 3 working days Contract tbc
13 Data Quality
q Clostridium Difficile NHS database will include NHS number Contract 100.0%
r Short Stay Admissions - reduce short stays following ED attendance Contract 0


Not available


Not available


tbc


tbc


Not available


Not available


tbc


Not available


Not available


Not available


tbc


tbc


tbc


tbc


tbc


Not available


tbc


tbc
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Standards Corporate 
Framework Element


Outturn 
2009/10


Plan 
2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative 


YTD Actual
1 Patient Focus
a Total number of contacts (complaints) Quality Schedule 505 tbc 88 53 65 206


ae % of complaints acknowledged within 3 days Quality Schedule tbc 100% 100% 100% 100%
b %  of informal complaints handled within 20 days Quality Schedule 84% 90% 96% 97% 98% 97%
c %  of formal complaints handled within 20 days Quality Schedule 59% 70% 73% 83% 80% 79%
d %  of complex complaints handled within 40 days Quality Schedule 88% 85% 28% 33% 86% 49%
e Complaints - Nursing care Quality Schedule tbc 16 5 9 30
f Complaints - Medical care Quality Schedule tbc 66 45 53 164
g Complaints - Access Quality Schedule tbc 6 4 10 20
h Privacy & Dignity Results - positive response PATIENTS Quality Schedule 67% tbc
i Mixed Sex Accommodation - No of Incidents Quality Schedule 2 0 1 0 2 0 3
j Inpatient Survey Results Quality Schedule tbc
k Outpatient Survey Results Quality Schedule tbc
l Maternity Survey Results Quality Schedule tbc


m Local Patient Surveys Quality Schedule tbc
n Patient Response recommendation to Friend or Relative Quality Schedule tbc
p Heart Disease Audits Quality Schedule 5 5
q Assurance & Safety Audits Quality Schedule tbc
r National Sentinel Audit of Stroke Quality Schedule 1 60 cases
s Local Audits Quality Schedule 41 tbc
t National Audits Quality Schedule 11 tbc
u Cancer Audits Quality Schedule 2 tbc
v Positive Feedback from Patients Quality Schedule tbc 38 49 13 100
y Number of safeguard referrals to Adult Safeguarding Triage Team Quality Schedule tbc 3 1 5 8 3 20


ah Safeguarding children (compliant with CQC standards) Quality Schedule tbc
ad % PROMS Completed Quality Schedule 58% tbc 74.7% 66.7% 66.2% 60.4% 55.6% 64.7%
ai % PROMS Completed - Primary Unilateral Hip or Knee Replacements Quality Schedule 68% tbc 81.0% 73.4% 73.6% 68.0% 68.5% 72.9%
aj % PROMS Completed - Groin Hernia Surgery and Varicose Vein Procedures Quality Schedule 31% tbc 50.0% 41.2% 33.3% 25.0% 29.6% 35.8%
af Patient Moves (more than twice by 1000 bed days) Quality Schedule tbc
ag Annual clinical audit plan and bi-annual report against progress Quality Schedule tbc
2 Safety
b MRSA infections Total(Cumulative) Quality Schedule 9 4 0 0 0 0 0 0
c MRSA infections -Hosp Acq post 48Hrs Quality Schedule / Monitor 4 2 0 0 0 0 0 0
f C-difficile infections Total Quality Schedule 119 11 7 12 6 4 40
g C-difficile infections -Hosp Acq Post 72 Hrs Quality Schedule / Monitor 58 45 5 4 5 2 2 18
l Overall Ward Cleaning Score Quality Schedule tbc 89.6% 92.2% 88.6% 85.0% 90.1% 89.1%


ay Report on environmental cleaning score for the Trust Quality Schedule tbc
az PEAT assessment outcomes and actions Quality Schedule tbc
m Screening  elective patients for MRSA (there is an exclusion criteria) Quality Schedule / Monitor 65.2% 100% 84.0% 86.8% 87.0% 83.9% 86.5% 85.6%
ag Screening  non-elective patients for MRSA (there is an exclusion criteria) Quality Schedule 100% 70.7% 80.8% 79.5% 62.3% 77.7% 74.2%
at Central Venous Catheter Infections Quality Schedule tbc
au The number of patients acquiring a surgical site infection following clean surgery Quality Schedule tbc
av Ventilator Associated Pneumonia Quality Schedule tbc
o No of Serious Untoward Incidents (SUIs reported to SHA) Quality Schedule 11 10 2 5 2 3 2 14
u % WHO Surgical Safety Checklist carried out of patients undergoing a surgical procedure Quality Schedule 95.0%
v No of Falls Reported incidents Quality Schedule 820 (-20% 08/09) 78 80 58 83 81 380


bb Patient falls (annual audit of 10 sets of notes) Quality Schedule tbc
x No of Bed Pressure Sores reported Quality Schedule 41 (-20% 08/09) 1 4 4 5 3 17
y No of Root Cause Analyses being carried out Quality Schedule 66 tbc 2 4 1 4 5 16


ba No of reported root cause analyses completed with action plans developed Quality Schedule tbc
aa Never Events' that occur within the trust Quality Schedule 0 0 0 0 0 0 1 1
ab Norovirus- beds closed (empty & occupied) Quality Schedule tbc tbc
ac Patient Observation Audit (MEWS) [MEWs audit NICE aduit tool 50 sets of patient notes] Quality Schedule tbc tbc 97.0%
ad Malnutrition Universal Screening Tool (MUST) Quality Schedule tbc tbc 52.0%
af Global Trigger Tool (Number reviewed per month) Quality Schedule 50 notes
ag NHSLA Standards (Compliance Level 2 NHSLA standards and status) Quality Schedule Level 2 Level 2 Level 2 Level 2 Level 2 Level 2
ah NICE technology appraisal and guidance (% compliance with all NICE technology appraisals) Quality Schedule tbc
ai Nutritional care (% of patients having nutritional assessments completed) Quality Schedule tbc
aj Pressure Ulcers (Audit of 10 patients notes against standards set out in NICE guidance) Quality Schedule tbc
ak Patient Falls (Audit of 10 patients notes) Quality Schedule tbc
al Returns to theatre (Unplanned return to theatre during same inpatient admission) Quality Schedule tbc


am Safety Alerts (Number and type of safety alerts and Chief Medical Officer alerts outstanding) Quality Schedule tbc
bc Safety Alerts - DoH Chief Medical Officer alerts outstanding Quality Schedule tbc
bd Safety Alerts - Number of CAS alerts received and actioned Quality Schedule tbc 12 19 19 15 8 73
be Safety Alerts - Number of outstanding beyond require implementation date Quality Schedule tbc 8 8 8 8 11 43
an Serious Untoward Incidents (Number of SUIs declared and anonymised investigation) Quality Schedule tbc 2 5 2 3 2 14
ao Adverse Incidents (Number of patient safety incidents) Quality Schedule tbc
ap Caesarean section rates (% of caesarean section rates) Quality Schedule Max 22.1%


tbc


tbc
tbc


Bi annual report reviewing outcomes


Bi Annual Audit of 10 Bi Annual Audit of 10
tbc


tbc


tbc
tbc


Bi Annual Audit of 10 Bi Annual Audit of 10
tbc


Bi annual report reviewing outcomes


Issuing of EDS and discharge planning audit, End of Life audit and Inpatient Discharge details audit.
Dorset Cancer Network CVC line audit


tbc


tbc


Under investigation


Adult Inpatient Record audit and review of unplanned admissions from Day Surgery audit.


(Reporting 2009 CQC) - Annual
Six monthly local patient survey of 200 patients to be collated by audit


tbc


tbc


Appendix C                                                                         Quality Standards


Actual Monthly Performance


Annual Report - January


(Reporting 2009 CQC) - Annual


Not available


(Reporting 2009 CQC) - Annual


Non identified for 2010/11


tbc


Under development


To be developed


tbc


tbc


Non identified for 2010/11
National Sentinel Stroke Clinical and Organisation Audit. 


tbc


44% 60%
95% 99%
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Standards Corporate 
Framework Element


Outturn 
2009/10


Plan 
2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative 


YTD Actual


Appendix C                                                                         Quality Standards


Actual Monthly Performance


aq Cleaning/decontamination audits (Environment cleaning audits/PEAT assessment outcomes) Quality Schedule tbc
ar Crash Calls (Number of crash calls) Quality Schedule tbc
as Emergency plans and business continuity plans Quality Schedule tbc
aw Medicines Report (Medicines Quality Scorecard) Quality Schedule tbc
3 Clinical Outcomes
f Hospital Standardised Mortality Ratio (HSMR) - Rolling 12 months [Relative Risk] Quality Schedule 96.8 tbc 105.1 104.4 104.5 104.7
4 People management
c Sickness % Quality Schedule 4.2% 4.0% 3.96% 3.59% 3.77% 3.61% 3.73%
d Rolling Sickness % Quality Schedule 4.5% 4.0% 4.38% 4.35% 4.31% 4.23% 4.32%
e Sickness Cost Quality Schedule £1,974,788 tbc £187,552 £167,650 £181,716 £175,843 £712,761
f Turnover % (WTE) Quality Schedule 1.05% tbc 1.1 1.3 0.8 0.8 1.3 1.1
g Appraisals Quality Schedule 25.0% 100% 2.5% 5.0% 8.9% 15.5% 18.5% 10.1%
j Percentage of staff undertaking mandatory training Quality Schedule tbc
k Percentage of staff with professional registration checks Quality Schedule tbc
l Medical devices (Bi-annual report on staff training and register of medical devices) Quality Schedule tbc


m Percentage of relevant staff with CRB checks Quality Schedule tbc
5 Clinical Effectiveness
a Number of Techlogical Appraisals Quality Schedule tbc
b Number of Techlogical Appraisals Compliant Quality Schedule tbc
8 Productivity
f Cancelled Operation rates for non clinical reasons Quality Schedule 1.5% 0.8% 2.4% 1.2% 2.3% 1.8% 3.2% 2.2%
s Delayed Transfers of Care Quality Schedule 3.7% 3.5% 4.1% 4.4% 2.9% 4.3% 4.9% 4.1%
9 Access
w % GUM < 48 hours Offered Quality Schedule 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
z Thrombolysis 'call to needle' < 60 mins Quality Schedule / Monitor 52.4% 68.0% 100.0% 100.0% 100.0% 33.3% 100.0% 66.7%


ad Choose & Book - Slot Unavailability Rate Quality Schedule 14.4% 10.0% 5.8% 5.6% 9.6% 7.9% 8.7% 7.5%
ak Delayed Ambulance Handovers (over 15 minutes) Quality Schedule 10.6 0 11.0% 10.1% 14.2% 11.4% 10.6% 11.5%
al Delayed Ambulance Handovers (over 30 minutes) Quality Schedule 0 1.3% 0.7% 0.7% 1.0% 1.6% 1.1%
13 Data Quality
h % of SUS data altered after 5 operational days and reconciliation point Quality Schedule tbc
p Discharge audit report Quality Schedule tbc


17 CQIIN


a Reduce avoidable death, disability and chronic ill health from Venous thromboembolism (VTE) (% of all 
adults inpatients who have had a VTE risk assessment on admission to hospital using the national tool) Quality Schedule / CQUIN 95.0% 18.5% 19.7% 15.6% 18.0%


18 Programme Specific Reports
g Programme Specific reports - Planned Care and Long Term Conditions Quality Schedule tbc
h Programme Specific reports - Urgent and Emergency Care Quality Schedule tbc
i Programme Specific reports - Staying Healthy Quality Schedule tbc
j Programme Specific reports - End of Life Care Quality Schedule tbc
k Programme Specific reports - Maternity, Newborn, Children and Young People Quality Schedule tbc
l Programme Specific reports - Mental Health Quality Schedule tbc


tbc
tbc
tbc


Under development
Bi-annual Report Bi-annual Report


tbc
tbc
tbc


tbc


tbc
tbc


tbc


tbc
tbc


tbc
tbc


tbc


tbc
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Standards Corporate Framework 
Element


Outturn 
2009/10 Plan 2010/11 Apr-10 May-10 Jun-10 Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Cumulative YTD 


Actual
17 CQIIN


a
Reduce avoidable death, disability and chronic ill health from Venous 
thromboembolism (VTE) (% of all adults inpatients who have had a VTE risk 
assessment on admission to hospital using the national tool)


Quality Schedule / CQUIN 95.0% 18.5% 19.7% 15.6% 18.0%


b Improve responsiveness to the personal needs of patients (responsiveness to 
personal needs calculated from 5 survey questions) CQUIN % improvement on 


2009 to be agreed


c
Optimise elective care pathways for the management of chest pain (develop 
diagnostic capacity in order to implement the NHS Dorset's chest pain pathway 
to deliver a reduction in elective angiogram activity)


CQUIN
2009/10 outturn for 
elective angiogram 


activity


d Optimise elective care pathways (reduce repeat outpatient numbers / increase 
patients discharged at first outpatient appointment to national average) CQUIN national average - 


31.18%


e Optimise elective care pathways (Improve the average length of stay for 
patients to the national median level)


CQUIN national median level - 
5.5


f Reduction in admissions to hospital (reduce activity / referrals by 3% total over 
one year) CQUIN 3% reduction


To be developed


To be developed


Appendix D                                                                           CQUIN Standards


Actual Monthly Performance


To be developed


To be developed


To be developed
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Report to Board of Directors – 05 October 2010  


 
Subject 
 


Draft proposed future quality/patient safety 
report 


Purpose 


 
To introduce a more comprehensive report on quality and 
patient safety. 
 


Responsible 
Executive  Jean O’Callaghan, Chief Executive 


Author of 
attached Report Jean O’Callaghan, Chief Executive  


Summary  


The Board receives a monthly quality report and this proposal 
aims to build on that report and provide a more 
comprehensive set of metrics on a monthly basis. 
 


Paper Seen By 


 
Alison Tong, Director of Nursing 
Vanessa Read, Deputy Director of Nursing 
 


Strategic Impact 


 
Increased focus on quality and patient safety. 
 
 


Risk Evaluation 
 
Assists in risk management. 
 


 
Impact on Care 
Quality 
Commission 
Registration  
 


 
Supports understanding of Board and compliance on quality. 


Legal 
Implications 


 
Nil 
 


Financial 
Implications 


 
Nil 
 


Recommendation 
 
To support a new quality/patient safety reporting format. 
 


Action Required 
by Board of 
Directors 


 
Discussion and decision. 
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DRAFT PROPOSED FUTURE PATIENT SAFETY REPORT 


 


Report to Board of Directors – 05 October 2010 
 
 


 
1.  Mortality Overview 
 
 
 
 
 
 
 
 
2. Incident Reporting 
 
 
 
 
 
 
 
 
3. Never Events 


 
 
 
 
 
 
 
 


4. Patient Falls 
 


 
 
 
 
 
 
 
5.   Safer Medication 
 


 
Drug Administration Errors 


 
Drug Prescribing 


High risk medicines
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6.   Cardiac Arrests 
 
 
 
 
 
 
 
 
7.   Pressure Ulcers 
 
 
 
 
 
 
 
 
8.   Infection Control  
 
 
 
 
 
 
 
 
9.   Nutritional Assessment 
 
 
 
 
 
 
 
 
10. Complaints 
 
 
 
 
 
 
 
 
Jean O’Callaghan 
Chief Executive  
September 2010
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