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DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 
BOARD OF DIRECTORS 


The first public meeting of the Dorset County Hospital NHS Foundation Trust Board of Directors will 
be held at 9.45am on Wednesday, 08 September 2010 in the Brownsword Hall, Pummery Square, 
Poundbury, Dorchester, DT1 3GW 
 
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. Matters Arising from the Board meeting held on 27 July Chairman  
 
CHIEF EXECUTIVE REPORT     Chief Executive (verbal) 
 
CARE AND SAFETY  
 
5. For information Report from IGC    Chief Executive (verbal) 
 
6. For scrutiny Complaints report    Director of Nursing and Operations
   
7. For discussion Risk Management Quarterly Report Director of Nursing and Operations 
  
PERFORMANCE 
 
8. For scrutiny Summary Finance Report: Month 4 2010/11  Director of Finance & Resources 
 
9.  For scrutiny Trust Performance Report: Month 4 2010/11 Director of Nursing and Operations  
 
10. For information Quarterly Monitor Assessment  Director of Finance and Resources 


(verbal) 
  
11. For information Report on turnaround programme   Director of Finance and Resources 
 
GOVERNANCE / OTHER 
 
12. For discussion Stroke report and action plan  Medical Director 
 
13.  For discussion Report on Board Committee structure CEO (Verbal) 
 







  


14. For discussion Quality report production process  Director of Nursing and Operations 
 
15. For approval Constitution amendment No 4: Trust Board Chairman 


and Nomination & Remuneration Committee 
 
16. For discussion Questions from the Governors and public  Chairman 
 
COMMITTEE/SEMINAR MINUTES/REPORTS 
 
17.  For information: Draft FPC Minutes : 23 July  Director of Finance and Resources 
        Draft Audit Committee minutes: 01 July Director of Finance and Resources  
     
18.  Any Other Business 
 
19.  Date and Time of Next Meeting – Tuesday, 05 October 2010 at 0930 in Children’s Centre, 


Damers Road, Dorchester 
 
20.  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. 
 
 
Board papers can be found at our website: www.dchft.nhs.uk/about/trust-board or a hard copy can be 
requested from Annaliese Wykes, telephone number 01305 254645 or e-mail 
annaliese.wykes@dchft.nhs.uk  
  



http://www.dchft.nhs.uk/about/trust-board�

mailto:annaliese.wykes@dchft.nhs.uk�
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Report to Directors  


for the period ending July 2010 
 
Subject 
 


Finance Report 


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


Responsible 
Executive  Director of Finance 


Author of 
attached Report Deputy Director of Finance 


 


Finance 
• YTD cumulative deficit 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 is £1.9m adverse 
• Financial Risk Rating is 2 for the month, but also 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 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. There is 
significant challenge in delivering the identified savings and further 
savings are required. 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 2 
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 
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• To note the 18 week impact.  
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FINANCE REPORT JULY 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 major risk at approx £1.75m.  
Also program for 2011/12 needs robust 
development by September 2010. 


Red 


Consultancy and 
turnaround costs 


Costs already 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 the4 
months against contract is an issue that 
needs to be closely monitored, due to the 
upper threshold contained within the 
contract, as there is no payment for activity 
above this threshold. 


Amber 


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 very difficult and challenging for 
March 2010/11. 


Red 


Vacancy Freeze The current holding of vacancies may not 
be sustainable, due to service pressures 
within the hospital, which is a risk. Also a 
major 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 
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should deliver success.  
 


2. OVERVIEW  


Plan 
YTD 
£m 


Actual 
YTD 
£m 


Var 
YTD 
£m 


Plan 
FOT 
£m 


Fcst 
FOT 
£m 


Var 
FOT 
£m 


Income  
 
Expenditure  


48.9 
 


(50.6) 


49.7 
 


(50.9) 


0.8 
 


(0.3) 


146.2 
 


(149.7) 


147.6 
 


151.1 


1.4 
 


(1.4) 
Surplus  
(Deficit)  (1.7) (1.2) 0.5 (3.5) (3.5) 0.0 


 


The results for the 4 months are better than plan by £0.5m. 


The key indicators of WTE have been broadly flat for the last 3 months and have 
moved in the correct direction, but pay cost is moving in the wrong direction due to 
increasing agency and WLI spend. The utilisation of staff in July 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 and we have applied to the 
DoH for a further deferral of this repayment date to September 2011. 


The current over performance for the first 4 months against the main NHS Contract 
for 2010/11, is an issue that needs to be closely monitored 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 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 98.0%, against the 95% contracted 
target. 
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• Non admitted 18 weeks delivered at 97.3%, against the 95%contracted 
target. 


• Admitted 18 weeks delivered at 90.5% against the 90% contracted target. 


The year end forecast remains at a £3.5m deficit despite the favourable month 4 
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 further work is 
needed and 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 not just on 2010/11, but on 2011/12 as well, which will 
also be impacted by the contract agreed with NHS Dorset. The Trust has a long way 
to go yet to bring the deficit down and move towards financial stability. 


3. MONTH AND YEAR TO DATE 


3.1 The cumulative position at the end of July is a deficit of £1,184k versus a 
planned deficit of £1,668k, a favourable position of £485k against plan.  


3.2 In July month, we incurred a deficit of £101k against a planned deficit of 
£106k, a favourable performance of £5k.  


The key drivers in July were as follows: 


a) £284k income was higher than plan for the month mainly due to: 


• Favourable: NHS contract including associates over performance 
at £385k, mainly caused by higher elective activity than planned; 


• Adverse: ICD cardiology devices £42k lower than plan; 
• Adverse: NCAs £106k lower than plan; 
• Favourable: Other income £47k higher than plan.  


b) £302k operating expenditure was higher than plan for the month 
mainly due to:  


 Pay costs £76k adverse to plan, mainly due to excessive agency 
costs being incurred at premium rates and Waiting list Initiative 
(WLI) payments.   


 Non pay costs were £226k adverse to plan, the main movements 
were: 
 Adverse: Clinical supplies £130k, of which : £38k was 


general non Orthopaedics MSE,  £52k for orthopaedic 
prosthesis and £29k of unachieved CIP; 


 Adverse: External provider costs £34k, due to use of BMI, 
Nuffield and Spire private hospitals £85k above budget to 
meet 18 weeks RTT, offset by delay in the mobile MRI of 
£56k being required on site for the permanent MRI 
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replacement scheme, however this cost will be incurred later 
in the year; 


 Adverse: Other Costs £60k, mainly due to higher than 
planned consultancy costs with PWC of £36k and £18k of 
audit fees for the quality accounts. 
 


3.3 EBITDA was £19k adverse 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 
risk to the forecast being CIP delivery.  


5. CASH 


5.1 At the end of July, the Trust held a cash balance of £14.9m. This was, 
however, driven by a deferment of the PDC dividend due in March 2010 of 
£1.3m and a PCT advance of £15.5m, the underlying position is therefore 
£1.9m 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 48 days for July. There has been a decrease in the July 
debtors at £514k over 60 days, compared to June £589k.  


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 4 months was minimal at £0.5m, which is lower 
than plan by £0.8m. 


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 next month.  


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


7. COST IMPROVEMENT PROGRAMME 
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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 the year and a monthly profile of real delivery still not available. 
Non delivery of the plan could be as high as £1.75m. 


7.2 For the first 4 months to date, £1,348k (Rec £403k, Non Rec £945k) has 
been delivered against a plan of £1,182k, due to vacancy control being £409k 
overachieved in total, but disappointingly mostly on a non recurrent basis 
only.  


7.3 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 Work continues to progress on core schemes, including Theatres, 
Outpatients and Emergency Care pathways, to deliver the savings detailed in 
project plans. PWC continue to work alongside us to further refine and 
develop the plans and to support us in the early stages of implementation. 


9.2 The Turnaround Director has been appointed to deliver a robust plan by 
September 2010 for 2011/12. 


9.3 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. 


9.4 The revaluation exercise on Land and Buildings concluded in March 2010 
has resulted in a reduction in the value of the estate, which has had a 
favourable impact on depreciation and PDC in 2010/11. 
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DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 
TRUST BOARD 


BOARD ACTION LIST 
27 July 2010 


                       (Please note, the information in brackets relates to the minuted reference)           
ITEM 4 


1 
 
STRATEGIC PLANNING MEETING 


Complete proposal for strategic planning 
meeting in November to include the White 
Paper and horizon scanning (145/10) 
 


 
 
Chief Executive 
 


 
 
08 September (verbal) 


2 
 
SCHOOL SITE 


Review school site contract and report back 
findings to Board (146/10) 


 
 
Director of Finance 
and Resources 
 


 
 
08 September (verbal) 
 


3 
 
COMMITTEE STRUCTURE 


Bring paper to September Board on new 
governance arrangements including 
committee terms of reference (146/10) 
 


 
 
Chief Executive 


 
 
08 September (agenda) 


4 
 
QUALITY REPORT PROCESS 


Complete plan for future quality reports 
(156/10) 
 


 
 
Director of Nursing 
and Operations 
 


 
 
08 September (agenda) 


5 
 
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
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		27 July 2010








Informal, Formal and Complex contacts report QTR4 2009/2010 and QTR1 2010/11 
 


ITEM 6 
 


PATIENT AND PUBLIC ENGAGEMENT REPORT TO TRUST BOARD 
SEPTEMBER 2010 


INTRODUCTION 
 
The information contained in this summarised report reflects the total activity of the patient 
and public engagement department.   
 


 
1.0 COMPLAINTS REPORT (QUARTER 4 2009/10 AND QUARTER 1 2010/11) 


1.1 The Trust overall total contacts are outlined in the table below. 
 


 
* Please note:  Quarter 1 2009/2010 and Quarter 4 2009/2010 quick contacts were not 
being recorded and complaints were not being differentiated between formal and 
complex.  These definitions were developed in line with National Policy and are 
outlined in the Trust Complaints Policy introduced in April 2009. 


 
1.2 There have been 8 contacts who have requested a review of their complaint by the 


Parliamentary and Health Service Ombudsman.  There was no further action for 4 
contacts; 2 contacts are still being reviewed by the Ombudsman and 2 required minor 
actions by the hospital to resolve the complaint, i.e. a further letter of apology.  


 
1.3 A number of clinical areas have received complaints that are of significant concerns 


and these are discussed later in the report. 
 
2.0 INFORMAL CONTACTS/QUICK CONTACTS 
 
2.1 There were a total number of 615 informal and quick contacts for the 6 month period 


between January to June 2010.  Quick contacts include information about hospital 
services, directions and advice to patients and staff on general issues.  The trends 
relate to issues around lost property, cancelled operations and changes to outpatient 
appointments.  One key action that is being taken as a result of these contacts is the 
patient property policy has been reviewed and is currently being finalised which will 
clarify the roles and responsibilities of both the staff and the patients with regard to 
property brought into the hospital.  


 Qtr 1 
2009/10 


Qtr 1 
2010/11 


Qtr 2 
2009/10 


Qtr 2 
2010/11 


Qtr 3 
2009/10 


Qtr 3 
2010/11 


Qtr 4 
2009/10 


Qtr 4 
2010/11 


Informal/ 
quick 
contacts 


145 305 78  240  310  


Formal 
complaints 


* 125 
 


74 *110  39  71  


Complex  
 
 


 20   28  26  


TOTAL 
 


270 399 288  297  407  
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2.2 Contacts often do not know who is best to talk to about their issues and staff are often 
also unsure and therefore advise them to contact the department for advice.  Once the 
contact has been redirected issues can often be resolved swiftly and feedback is given 
to staff so they can learn how to resolve the issues in the future. 


 
2.3 Cancelled operations and changes to outpatient appointments is a significant 


challenge.  Many patients believe that by contacting the department an appointment 
can be expedited, or they can be rebooked for their surgery.  An apology is given and 
the admissions team are informed that we have received a contact to ensure they 
inform the patient quickly of when the surgery/appointment will be rebooked. 


 
3.0 FORMAL AND COMPLEX CONTACTS 
 
 
 


Ridgeway Ward 


3.1 Ridgeway Ward has received 14 formal and complex contacts.  The main issues 
raised in the concerns relate to the standard of nursing care, including communication, 
not answering call bells, lack of advice for patients, particularly outlying patients, failure 
to monitor patients conditions and delay in providing medications.  Ridgeway ward 
routinely has patients that do not have an orthopaedic condition.  We know that there 
are too many elective orthopaedic beds and a plan is being implemented to re-balance 
the speciality mix of beds.  Patients report frequently receiving messages from staff 
that they are not in the right speciality bed. A meeting has taken place with the ward 
sister to discuss the concerns raised and a plan to address the issues is being 
finalised. It is intended to carry out a patient satisfaction survey on the quality of care 
provided on this ward during September 2010 with results available in October 2010.  


 
 
 


Lulworth Ward 


3.2 Lulworth Ward received 9 formal and complex contacts, of which 2, due to the serious 
allegations of neglect, have been referred to the Safeguarding Adults Team for 
investigation.  The main issues related to communication issues and nursing care and 
on further investigation by the matron issues came to light raising concerns about the 
leadership on the ward.  This is being addressed by the matron.      


 
 
  


Emergency Medical Unit (EMU) 


3.3 EMU received 12 formal and complex contacts of which 2 were investigated by the 
Safeguarding Adults team due to allegations of neglect.  The main issues related to 
nursing care.  On further investigation by the directorate manager issues related to the 
unit leadership and their engagement and management of the staff.  The directorate 
manager is implementing a plan to address the issues.   


 
 
 


Short Stay Ward (SSU) 


3.4 SSU received 8 formal contacts and a further 9 informal contacts.  The main issues 
related to communication and nursing care.  The closure of Chickerell Ward (Gynae 
Unit) and its absorption into SSU is still creating some dissatisfaction with the some of 
the nursing team.  A new sister took up post in May and is working to improve the 
integration of the team. 
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Ilchester Ward 


3.5 Ilchester ward received 6 formal and complex contacts.  The particular issues related 
to communication with family members about plan of care and discharge 
arrangements.  At that time the ward had a number of unfilled vacancies which placed 
the staff in post under increased pressure.  A recent review of nursing establishments 
has identified the need to increase skill mix on the ward which appears to be effective 
as we have seen a decline in contacts for this area. 


 
 
 


Consultant in surgery 


3.6 A consultant surgeon has been identified in a number of formal and complex contacts, 
as well as informal.  The issues are manner, poor communication skills with both 
patients and staff, perceived arrogance and rudeness to patients and staff.  There are 
no clinical concerns surrounding clinical competence.  This has been escalated to the 
medical director who is dealing with the concerns.  


 
 
 


Consultant in orthopaedics 


3.7 A consultant from the orthopaedic team is also presenting with issues around manner, 
communication with patients and their relatives, and perceived arrogance.  This 
member of staff has met with the clinical director and the directorate manager.  A plan 
has been put in place to address the identified shortcomings.  


 
 
 


Pain clinic 


3.8 The ongoing issue in accessing follow up appointments due to the number of patients 
requiring ongoing treatment exceeds the number of funded clinics available within the 
hospital has led to  43 contacts; 20 informal, 20 Formal and 3 complex.  Our staff 
continue to work closely with the commissioners at NHS Dorset to find a solution for 
2010/11. 


 
 
 


Ophthalmology 


3.9 Ophthalmology received 16 contacts; 8 informal and 8 formal.  The main staff group 
involved are the doctors, although there is no individual who is involved in more than 
one contact.  Issues related to communication skills of the doctors with many patients 
saying that they have difficulty in understanding what they are being told.  The nursing 
staff are offering to accompany patients into the clinic room in order to ensure that the 
patient fully understands the consultation. The nursing staff are also ensuring that 
patients are given appropriate information leaflets. 


 
 
4.0   PATIENT INFORMATION LEAFLETS 
 
4.1    The populating of the Sharepoint database continues which will be accessible to both 


staff and the public. This is large piece of work to collate all the Trust leaflets and to 
upload them onto the system. It is expected that all leaflets will be loaded on to the 
database within the next 6 months, although the system will be accessible within the 
next 2 months.  
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4.2    The South West Strategic Health Authority has recently launched a library of Easy 
Read patient information aimed at people with learning disabilities.  It is intended that 
access to both the information and an NHS website will be available on the Trust 
website. 


 
4.3    The introduction of patient information prescriptions is currently being explored within 


cancer services across Dorset.  The development of a Health Information Centre is 
being explored and a development plan will be submitted to the Executives for 
consideration. 


 
5.0 PATIENT FEEDBACK 
 
5.1 A new patient information leaflet which advises on how to feed back views on the 


hospital services is now available.  The leaflet has been widely distributed across the 
hospital to inpatient and outpatient areas 


 
5.2    Feedback via the suggestion boxes on the wards continues to be poor this is despite 


the introduction of feedback sheets on all wards.   The patient representatives on the 
Learning from Patients committee believe that the poor uptake is because patients do 
not always wish to comment on the service whilst they remain an inpatient.  A further 
recent review highlighted wards which no longer have suggestion boxes or keys to 
access the boxes, these boxes are being installed.  Suggestion boxes are also being 
introduced to other areas in the hospital including discharge lounge, canteen and main 
reception.  


 
5.3    The introduction of an electronic survey tool within the hospital is being reviewed and 


the merits of such a system are to be discussed at the next Learning from Patients 
meeting.  A business case will be developed if there is agreement to proceed down 
this route. 


 


 


5.4   All services that are currently registered with the CQC are now required to provide 
contact details in their complaints and feedback documentation so that all service 
users and relatives know how to contact the CQC in order to provide feedback on their 
experience of that service.  This information about the CQC is currently being made 
available in the hospital and the Trust website will also include CQC contact details.  


6.0 VOLUNTEER SERVICE 
 
6.1    The previous system of accepting Volunteers into the Trust required a complete 


overhaul.  New documentation has been developed to support this system and is 
currently being piloted. 


  
6.2   The future development and management of the volunteer service will be discussed 


with the new Director of HR once in post.  
    
 
7.0 ENGAGEMENT 
 
7.1    A LINKs representative now attends the Learning from Patients meetings 
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7.2    Dr. Peter Camm and Prof. Fran Biley as elected representatives of the public have 
agreed to join the Clinical Audit Committee. 


 
7.3   The PPE Lead will now attend and represent the Trust at all future meetings of the 


West Dorset Older Peoples.  The PPE lead will feedback from this forum via the 
Learning from patients committee. 


 
7.4    The PPE Lead attends all meetings for supporting people with a learning disability.  In 


order to improve the experience of using hospital services, the introduction of an 
Access Support Card for patients who have communication difficulties or disability is 
being considered.  


 
7.5    The PPE Lead is now attending the Dorset Wide Patient & Public Involvement Group.  


The network of members is helping to establish links with local organisations and 
increase partnership working in engagement activity.     


 
8.0    PATIENT SURVEYS 
 
8.1    


The Picker Institute ran the annual Adult Inpatient Survey for 73 Trusts in 2009.  The 
results of the survey are summarised at Appendix A within the report.  


Picker Inpatient Survey 


                                                                                                                          
8.2     Effectiveness of Conservative Treatment within the Pelvic Floor Service


A total of forty patients with pelvic floor dysfunction were surveyed following 
conservative treatment for their symptoms.  The response rate was 97.5% (39 
patients).  A Visual Analogue Scale asking patients to describe the severity of their 
symptoms showed a marked improvement following conservative treatment with 22% 
(9) patients now having no problems.  Overall 92.5% (37) patients had improvement in 
their symptoms with 85% (34) patients achieving discharge from the service without 
the need for referral for surgery.  Many of the comments expressed delight with the 
treatment and the marked improvement in quality of life.  This survey will be 
undertaken annually. 


: 


 
8.3     


A total of 100 patients with IBD were surveyed about their experience with using the 
IBD Nurse Led Service.  The survey looked at all aspects of the service which is 
provided and there was a return rate of 65% (65).  Overall both the results and 
comments were encouraging with 53% (53) describing the service as excellent.  
Particular mention was the helpline and the telephone appointments.  Many of the 
comments also paid tribute to the staff working in the department.  This is the first year 
that the service has surveyed its patients and it is planned to do this annually. 


Inflammatory Bowel Disease (IBD) Patient Questionnaire & Satisfaction Survey: 


 
8.4   Inpatient Questionnaire related to Discharge


In order to meet CQUIN requirements, 200 patients will be surveyed every six months 
about their discharge experience at DCHFT.  The first survey took place in this quarter 
and the results are attached (appendix A).  Many of the respondents also took the 
opportunity to feed back on their experience of individual wards which is being shared 
with the ward sisters.  A further breakdown of the issues identified related to the 
discharge process is being undertaken for each ward.  The first survey has highlighted 
a number of changes to the design which will be addressed when the survey next 
takes place in September.     
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8.5    


A number of further surveys were registered with the audit office during this quarter 
and are currently being processed. These include: 


Registered Surveys 


 
• National Cancer Patient Experience Survey: Ongoing 
• Picker National Maternity Survey: Completed 
• Compliance with Privacy and Dignity Policy: Complete, results undergoing analysis 
• Effectiveness on quality of life for patients with Irritable Bowel Syndrome (IBS) 


following introduction of new national IBS diet: Ongoing 
• Patient Satisfaction with Biofeedback Clinic: Ongoing  
• Quality Assurance Survey of Complaints Process: Ongoing  


 
9.0 ACTION REQUIRED BY THE TRUST BOARD 


 
The Board are asked to receive this report for information.  
 
 
 


Pam O’ Shea 
Patient and Public Engagement Lead 


August 2010 
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Appendix A 
 


Findings of Picker Inpatient Survey 2009 at Dorset County Hospital 
Foundation Trust 


 
1.0 INTRODUCTION 
 
1.1 The Picker Institute ran inpatient surveys for 73 Trusts in 2009.  A total of 850 patients 


from this Trust were sent a questionnaire of which 828 were eligible.  A total of 486 
completed questionnaires were returned giving a response rate of 59%.  This 
compares favourably with the average response rate for the 73 Picker Trusts which 
was 48%. 


 
1.2 A previous Picker Outpatient survey took place in 2008 which provides a trend 


comparison in how the Trust is performing.  Comparison of results against the other 72 
Trusts is also available and provides an external benchmark of the Trust’s 
performance.    


 
1.3 Further analysis of the results was also undertaken looking at areas of speciality within 


the hospital to establish whether the findings correlated with complaints received 
however this did not yield any significant findings.  


 
 
2.0 HOW DO WE COMPARE TO 2008? 
 
2.1 The Trust has improved significantly on the following questions: 
 


• Planned admission: not given choice of admission date.   62% of respondents 
identified this as an area of concern in 2008 as opposed to 51% in 2009. 


 
2.2 The Trust has worsened significantly on the following questions: 


 
• Hospital: patients using bath or shower area who shared it with opposite sex.   32 % in 


2008 compared with 39% in 2009.  
 
 
3.0 HOW DO WE COMPARE WITH OTHER TRUSTS? 
 
3.1 On twenty four questions the Trust scored significantly better than the ‘Picker 


average’.  These included areas related to care in A/E, catering, discharge 
arrangements and being treated with dignity and respect.  97% of respondents would 
recommend this hospital to family and friends. 


 
3.2 The results were significantly worse than the ‘Picker average’ for five areas: 
 


• Planned admission: admission date changed by hospital 
• Hospital: patients using bath or shower area who shared it with opposite sex 
• Hospital: no posters or leaflets asking patients to wash their hands or use hand-wash 


gels 
• Discharge: did not receive copies of letters sent between hospital doctors and GP 
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• Overall: not asked to give views on quality of care  
 
 
4.0 SETTING PRIORITIES FOR ACTION 
  
4.1 An in-depth review of the findings of the survey was undertaken by the Patient and 


Public Engagement Lead.  Questions where more than 50% of respondents reported 
room for improvement were identified.  By focusing on these areas, it could potentially 
improve the patient experience for a large proportion of patients who attend Dorset 
County Hospital NHS Foundation Trust      


                                                                                                                                  
5.2 An action plan has been developed and is being monitored through the Learning from 


Patients committee.                                                                                        
 
 
 


                                                                                                                                                                                          
Pam  O’ Shea 


Patient and Public Engagement Lead 
July 2010 
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ITEM 6 
Report to Board of Directors 08 September 2010 


 
Subject 
 


Patient and Public Engagement report 
(Quarter 4 2009/10 and Quarter 1 2010/11) 


Purpose 
This report is to inform the Board of the work of the patient and 
public engagement team.   
 


Responsible 
Executive  Alison Tong, Director of Nursing 


Author of 
attached Report Pam O’Shea, Patient and Public Engagement Lead  


Summary  
 
The report covers all aspects of engagement and feedback 
including PALS and complaints.  This is a regular quarterly report.  
The format has been updated to reflect recent Board comments. 


Paper Seen By  
Alison Tong, Director of Nursing 


Strategic Impact 
Engagement with the public and responding to complaints and 
feedback is of strategic importance in building a positive reputation 
of the Trust. 
 


Risk Evaluation  
Low 


Legal 
Implications 


None specifically related to this report. 


Financial 
Implications 


None specifically related to this report. 


Recommendation  
No recommendations 


Action Required 
by Board of 
Directors 


The Trust Board is requested to receive the report for information. 


 








   


 
   


ITEM 15 
Report to Board of Directors: 08 September 2010  


 
Subject 
 


DCHFT Constitution Amendment No 4 


Purpose 
Notification of amendments No 4 made to DCHFT Constitution to be 
approved by the Trust Board   
 
 


Responsible 
Executive  Chief Executive  


Author of 
attached Report 


John Yeoman 
Trust Corporate Business Manager 


Summary  


DCHFT Constitution has been amended and is received by the Trust 
Board for approval on the 8 September 2010 for the following: 
 


• The Trust Board discussed and agreed on the 29 June 2010 
Minute No 138/10 - Board Protocols, that TB meetings would 
generally be open to the public. The exception to this situation will 
occur where Commercial in Confidence or individuals are under 
discussion in which case that part of the meeting will be a closed 
meeting and the public and the media will be asked to leave the 
meeting. 


  
• The CoG agreed at their meeting 22 June 2010 Minute No 11.2, 


changes to the Nomination & Remuneration Committee Terms of 
Reference. These changes affect the Constitution and are 
reflected in the amendment paper where applicable.  


 
 


Paper Seen By  
Sue Sutherland- Interim Chief Executive  


Strategic Impact  
 


Risk Evaluation  
 


Impact on Care 
Quality 
Commission 
Registration  


 
 


Legal 
Implications 


 
 


Financial 
Implications 


 
 


Recommendation  
To approve the DCHFT Constitution amendment No 4 


Action Required 
by Board of 
Directors 


 
 


 








 
 


 
DCHFT Constitution Amendment No 4 


 
 


The following amendments are required to the DCHFT Constitution as a result of Trust Board 
and Council of Governor decisions. The original part of the Constitution has been replicated with 
strikethrough’s for reference and the recommended amendment is noted below it  
 
Trust Board Open Meetings 
On the 29 June 2010 the Trust Board agreed to open the Board meetings to the public. The 
exception to this situation will occur where ‘Commercial in Confidence’ or individuals are under 
discussion in which case that part of the meeting will be closed to the public and the media will 
also be asked to leave the meeting. 
 
The following Constitutional amendment is required.   
 
Extract from Annex 7 – Standing Orders for the Practice and Procedure of the Board of 
Directors 
 
4. Meetings of the Board 
 
 4.1  Meetings held in Public 


 


Board meetings will not be held in Public. Dorset County Hospital NHS 
Foundation Trust will hold an Annual General Meeting to which members of the 
public will be invited 


4.1 Types of Meetings 
 
4.1.1  Open Public Board Meeting 


Board meetings will be held in public, where the detail under discussion is 
not confidential ie ‘Commercial in Confidence’ or where individuals can be 
identified 


 
4.1.1.1 The date, time and location of the Open Public Board Meeting will 


be published not less than 14 days prior to the date of the meeting 
in areas accessible to the public e.g. internet, local media, libraries 
e.t.c.     


 
4.1.1.2 The agenda, papers and minutes that are available for public 


scrutiny will be published on the Foundation Trust’s internet 
website. 


 
4.1.2  Annual Members Meeting (AMM) / Annual General Meeting (AGM)   


The Foundation Trust will hold an AMM/AGM which will be convened 
within a reasonable timescale after the end of the financial year in 
question but not before the annual report and accounts have been laid 
before Parliament. 


 
4.1.2.1 An advertisement will be placed in areas accessible to the public 


e.g. internet, local media, libraries e.t.c. not less than 14 days prior 
to the date of the AMM/AGM meeting. It will identify the date, time 
and location of the AMM / AGM 


 
4.1.2.2 The AMM / AGM advertisement will also identify how copies of the 


Annual Report and Accounts can be obtained, prior to the meeting 







 
4.1.2.1 The AMM /AGM agenda, minutes of the previous year’s AMM / 


AGM and a copy of the current Annual Report and Accounts will 
be published on the Foundation Trust’s internet website. 


    
4.1.3  Closed Meetings 


The Foundation Trust will hold the following closed meetings, which will 
not be available to the public 


 
4.1.3.1 Board meetings will be closed to the public and the media where 


Commercial in Confidence discussions or confidential discussions 
identifying individuals are to take place. Documentation for these 
discussions will not be published and they will be contained within 
a Part II section of the Board agenda.  


 
4.1.3.2 The Board will hold joint closed meetings with the Council of 


Governors 
 


 
4.3  Notice of Meetings 


 


Before each meeting of the Board, a notice of the meeting, specifying the 
business proposed to be transacted at it, and signed by the Chairman or by an 
officer of the Trust authorised by the Chairman to sign on his behalf shall be 
delivered to every director, or sent by post to the usual place of residence of such 
director, so as to be available to him at least five clear days before the meeting. 
Lack of service of the notice on any director shall not affect the validity of a 
meeting. 


4.3  Notice of Meetings 
 
4.3.1  Notice to the Board 


Before each meeting of the Board, a Notice of the meeting, specifying the 
business proposed to be transacted at it, and signed by the Chairman or 
by an officer of the Trust authorised by the Chairman to sign on his behalf 
shall be delivered to every director, electronically and/or sent by post to 
the usual place of residence of such director, so as to be available to him 
at least five clear days before the meeting. Lack of service of the notice 
on any director shall not affect the validity of a meeting. 


 
4.3.2  Notice to the Public 


Before each meeting of the Board, a Notice of the meeting, will be issued 
in line with clause 4.1.1.1. The Agenda and associated Papers will be 
issued in line with clause 4.1.1.2 noted above. 
 
 


4.37  Annual General Meeting 


 


The NHS Foundation Trust’s Board of Directors will hold an annual general 
meeting which will be held no later than the 30 September. This meeting will be 
open to the public and the date of the meeting will be advertised locally one 
month before the agreed date of the meeting. 


 Note : The detail for the AMM/AGM is published at clause 4.1.2 
 
 







 
 
 
Nomination and Remuneration Committee 
On the 22 July 2010 the Council of Governors agreed to a review of the N&RC Terms of 
Reference in respect of committee membership and tenure as well as delegated authority from 
the CoG in order to address short time frames on decision making. The Constitution does not 
mirror the detail of the N&RC ToR but where there is a link, the Constitution has been amended 
as follows.  
 
Extract from Annex 5 - Additional Provisions Council of Governors 


Appointment of Non Executive Directors, (including the Chair and 
Vice-Chair) 


 


 


2.         To assist the CoG, the Council will establish a Nomination & Remuneration Committee 
(N&RC) which will recommend for ratification to the CoG, suitable processes in relation 
to appointments and reappointments of Non Executive Directors, the Chair and the Vice-
Chair. 


 


Consideration will be given to the views of key stakeholders and the Trust Board, in 
particular the Non Executive Directors. 


This process will take advice from within the Foundation Trust and if necessary, take 
external advice on recruitment and the search process if appropriate.


 
  


2.         To assist the CoG, the Council will establish a Nomination & Remuneration Committee 
(N&RC) with duties delegated to it by the CoG as noted in its Terms of Reference. 


 
Consideration will be given to the views of key stakeholders and the Trust Board, in 
particular the Non Executive Directors. 


 
The N&RC will take advice from within the Foundation Trust and where necessary, 
external advice will also be sought. 


 


 


3.  The N&RC will consist of 2 Elected Staff Governors, 3 Elected Public Governors 
(including the lead Governor) 1 Appointed Governor, the Chair and Vice Chair. 


3. The N&RC will consist of, Chair, Vice Chair, Lead Governor, 2 Elected Staff Governors, 
4 Elected Public Governors, 1 Appointed Governor.  


 
 
The Trust Board are asked to note these amendments to the DCHFT Constitution and 
approve them. The approved amendments will then be taken to the Council of Governors 
on the 8 September 2010 for ratification before applying them to the DCHFT Constitution 
for final approval by Monitor. 
 
Author 
John Yeoman 
Trust Corporate Business Manager 
August 2010 








ITEM 9 
 


Report to Board of Directors 
8th September 2010 


 
Subject Performance Report 
Purpose Report to Board on key performance indicators for July 2010 
Responsible 
Executive  Director of Nursing and Operations 


Author of 
attached Report 


Debi Carpanini -Associate Director of Performance & Information  
Alison Tong - Director of Nursing and Operations 


 


During July 2010 all performance standards have been 
achieved with the following exceptions: 


• Cancelled Operations – There were 44 reported 
cancellations for non-clinical reasons for the month of 
July 10.  


• Delayed Discharges – The performance for July 2010 
was 4.7% against a target of 3.5%. 


• % of stroke patients spending 90% of their time on 
a stroke ward – Performance for July 2010 was 55.6% 
of patients spending 90% of their time on a stroke ward.   


• MRSA Screening – Performance for July 2010 was 
84% against a requirement of 100%.  


• Cancer Target - 62 day wait (screening service RTT) 
– The final validated position for June 2010 was 60%.  


•  Smoking during Pregnancy – Performance for July 
2010 was adverse with 20.4% of women smoking at 
term..   


• Ambulance Handovers - For the period April – July 
2010 the trust has reported 542 cases >15mins and   
42 cases > 30mins, 1 case >1 hr and 2 cases > 2hrs 


• Venous Thromboembolism (VTE) Risk Assessment 
– The threshold for this indicator is 95% Trust 
performance fell significantly below the target 


Paper Seen By Executive Directors 
 


Strategic Impact The failure to meet core performance targets will place the 
organisation at risk in terms of its governance rating with monitor.   


Risk Evaluation 
The performance of the organisation against key targets is failing in 
a number of areas.   It is likely that the trust will receive an 
adequate rating against the annual health check requirements. 


Legal 
Implications 


Compliance with Monitor Terms of Authorisation is at risk. 


Financial 
Implications 


Failure to meet performance targets could incur penalties as 
detailed in the contract. 


Recommendation For the Board of Directors to note the content of the report 
 


Action Required by 
Board of Directors 


To note position and risks within current operational performance 
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Board of Directors Meeting 
 


31st August 2010 
 


Date: 24th August 2010 


Title: Performance Report 


Prepared by: Debi Carpanini, Associate Director of Performance 
and Information 


Alison Tong, Director of Nursing and Operations 
 


Presented by: Alison Tong, Director of Nursing and Operations 
 


Action required: The Board is asked to receive the Performance 
Report which sets out the Trust’s performance 
against: 
 


 Monitor Compliance Indicators 


 Contract Standards 


 Quality Standards 


 CQUIN Standards 


 


For the period to the end of July 2010. 
 
Monitoring Information 


Please specify HC standard numbers and 


tick other boxes as appropriate 


Care Quality Commission Indicators      


Monitor  Finance  


Service Development Strategy  Performance Management  


Local Delivery Plan  Business Planning  


Assurance Framework  Complaints  


Equality, diversity, human rights implications assessed  


Other (please specify) 
 


 


 







 


  


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 July 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 (FPC Only). 
 


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 July 2010 the following performance standards are under performing against  
tolerance levels agreed for 2010/11: 


 Cancelled Operations – There were 44 reported cancellations for non-clinical 
reasons for the month of July 10. Whilst there was a significant reduction in those 
operations cancelled due to lack of beds, 17 were due to staff unavailability owing 
to consultant sickness and a middle grade requiring emergency leave. 


The number of reported cancellations for non clinical reasons for the period of April 
– July 2010 is 183, 50% increase for the same time period in 2009/10. This 
equates to 1.9% of elective activity,1.1% above the required national tolerance 
level of 0.8%. 


 Delayed Discharges – This indicator continues to be a challenge with 
performance for July 2010 of 4.7% with the overall YTD position of 4.1%, 0.6% 
adversely above the national tolerance level of 3.5%. 


 % of stroke patients spending 90% of their time on a stroke ward – 
Performance is below the required tolerance levels for July 2010 with 55.6% of 
patients spending 90% of their time on a stroke ward.  These levels are 
significantly below the 90% national and contractual tolerance levels agreed for 
2010/11 and show a slight deterioration over the previous three months. 


 MRSA Screening – Performance for July 2010 was 84% against a requirement of 
100%.  


 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 Q1, against a national tolerance level of 90%.  







 


 


 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%.   


 Ambulance Handovers - For the period April – July 2010 the trust has reported 
542 cases >15mins and   42 cases > 30mins, 1 case >1 hr and 2 cases > 2hrs 


 Venous Thromboembolism (VTE) Risk Assessment – The threshold for this 
indicator is 95% and is monitored through the CQUIN element of the contract.  
Performance figures for July highlights the following:- 


- 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. 


  


4. ACTIONS 


4.1 
 
 
 
 
 
 
 
 
 
 
 
 


5. 


 


5.1 


 
 
 
 
 
 


6. 


6.1 


Exception reports for the following are attached in Appendix E  and performance against 
plan will continue to be monitored:-  


 Cancelled operations – see exception report (I) 


 Delayed discharges  - see exception report (II) 


 % stroke patients spending 90% of time on stroke ward – see exception report (III) 


 MRSA screening  - see exception report (IV) 


 Cancer targets - see exception report (V)  


 Smoking during pregnancy – see exception report (VI) 


 Ambulance Handover Delays – see exception report (VII) 


 VTE Risk Assessment – see exception report (VIII) 


 


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. A 
positive Annual Health Check declaration from the Care Quality Commission provides 
external validation of the Trust’s performance. 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.  


 







Dorset County Hospital Foundation NHS Trust
Performance and Information


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


1 Patient Focus Monitor Indicators


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


g C-difficile infections -Hosp Acq Post 72 Hrs Quality Schedule / Monitor 58 45 5 4 5 2 16 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% 85.4% 0.5


9 Access Monitor Indicators


a % < 4 hours in A& E (Inc MIU's) Monitor / Contract 99.4% 98.0% 98.8% 99.1% 98.3% 99.0% 98.8% 0.5


c All Cancers: Max 2wk OP wait Monitor / Contract 94.2% 93.0% 99.3% 95.9% 97.6%


d All Cancers: Max 2wk wait for breast symptoms Monitor / Contract 97.7% 93.0% 94.6% 94.4% 94.5%


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


f
All Cancers: Max 31 Day DTT for other subsequent 
treatment: Surgery


Monitor / Contract 97.1% 94.0% 90.9% 100.0% 95.5%


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%


i All Cancers: Max 62 Day RTT Monitor / Contract 90.6% 85.0% 82.4% 89.2% 85.8%


j All Cancers: Max 62 Day wait - Screening Service RTT Monitor / Contract 90.2% 90.0% 66.7% 40.0% 53.3%


z Thrombolysis 'call to needle' < 60 mins Quality Schedule / Monitor 52.4% 68.0% 100.0% 100.0% 100.0% 25.0% 81.3% 0.5


Amber ‐ Red 2


1


1


Appendix A                                                                                Monitor Compliance Indicators.


Actual Monthly Performance
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1 Patient Focus Contract


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 Contract


t Medication Errors (actual) Contract 9 8 4 3 5 1 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 Contract


a
Emergency readmissions within 28 days of discharge (following elective 
admission)


Contract 3.1% tbc 3.2% 3.0% 3.7% 3.3%


b
Emergency readmissions within 14 days of discharge (following elective 
admission)


Contract 2.3% tbc 2.6% 2.2% 2.7% 2.5%


c
Emergency readmissions within 28 days of discharge (following 
emergency admission)


Contract 8.8% tbc 9.8% 8.9% 7.8% 8.8%


d
Emergency readmissions within 14 days of discharge (following 
emergency admission)


Contract 6.3% tbc 6.9% 5.6% 5.4% 6.0%


4 People management Contract


n
Workforce - evidence adherence to workforce related activities (clause 11 
contract)


Contract tbc


5 Clinical Effectiveness Contract


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


tbc


tbc


tbc


tbc


Appendix B                                                                        Contract Standards


Actual Monthly Performance


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc
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Appendix B                                                                        Contract Standards


Actual Monthly Performance


7 Activity Contract


a A&E Attendances (PbR) Contract 36,638 36,638 3,174 3,269 3,340 3,527 13,310


b Elective IP (PbR Care Spell Level)) Contract 6,143 6,029 495 539 526 588 2,148


c Day Case (PbR Care Spell Level) Contract 20,397 20,271 1,686 1,711 1,837 1,771 7,005


n sub total Elective (PbR Care Spell Level) Contract 26,540 26,300 2,181 2,250 2,363 2,359 9,153


d Other Non-Elective (PbR Care Spell Level) Contract 3,211 373 463 434 465 1,735


Non-Elective Long Stay (PbR Care Spell Level) Contract 11,666 969 958 896 944 3,767


Non-Elective Short Stay (PbR Care Spell Level) Contract 5,415 446 472 423 425 1,766


sub total Non-Elective (PbR Care Spell Level) Contract 20,285 17,081 1,788 1,893 1,753 1,834 7,268


e Outpatient Attendances (consultant led) - New (PbR Single Professional) Contract 48,203 3,957 4,039 4,254 4,396 16,646


Outpatient Attendances (consultant led) - New (PbR Multiple Professional) Contract 2,432 262 201 225 245 933


sub total Outpatient Attendances (consultant led) - New (PbR) Contract 54,679 50,635 4,219 4,240 4,479 4,641 17,579


f
Outpatient Attendances (consultant led) - Follow Up (PbR Single 
Professional)


Contract 107,758 8,540 8,258 8,828 8,910 34,536


Outpatient Attendances (consultant led) - Follow Up (PbR Multiple 
Professional)


Contract 4,664 450 456 423 376 1,705


sub total Outpatient Attendances (consultant led) - Follow Up (PbR) Contract 133,689 112,422 8,990 8,714 9,251 9,286 36,241


Outpatient Procedures (PbR) Contract 8,261 704 690 832 807 3,033


g Elective IP (non-PbR Care Spell Level Inc RDA's ) Contract 62 36,487 2,971 3,001 3,007 3,085 12,064 


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 2,971 3,001 3,007 3,085 12,064 


j Non-Elective (non-PbR Care Spell Level) Contract 191 143 16 14 15 19 64 


k Outpatient Attendances - New (non-PbR) Contract 25,829 20,971 2,133 2,202 2,330 2,307 8,972 


l Outpatients Attendances - Follow Up (non-PbR) Contract 73,491 69,587 7,282 6,970 7,677 7,686 29,615 


m Outpatient Procedures (non-PbR) Contract 6,051 615 614 723 578 2,530 


8 Productivity Contract


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 Contract


a % < 4 hours in A& E (Inc MIU's) Monitor / Contract 99.4% 98.0% 98.8% 99.1% 98.3% 99.0% 98.8%


c All Cancers: Max 2wk OP wait Monitor / Contract 94.2% 93.0% 99.3% 95.9% 97.6%


d All Cancers: Max 2wk wait for breast symptoms Monitor / Contract 97.7% 93.0% 94.6% 94.4% 94.5%


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


f All Cancers: Max 31 Day DTT for other subsequent treatment: Surgery Monitor / Contract 97.1% 94.0% 90.9% 100.0% 95.5%


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%


i All Cancers: Max 62 Day RTT Monitor / Contract 90.6% 85.0% 82.4% 89.2% 85.8%


j All Cancers: Max 62 Day wait - Screening Service RTT Monitor / Contract 90.2% 90.0% 66.7% 40.0% 53.3%


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% 90.5%


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% 97.3%


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


tbc


tbc


tbc


tbc


tbc


tbc


tbc


tbc
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Appendix B                                                                        Contract Standards


Actual Monthly Performance


12 Transfer of and Discharge from Care Contract


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 Contract


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


tbc


Not available


Not available


Not available


Not available


Not available


Not available


Not available


tbc
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1 Patient Focus Quality Schedule


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% 96%


c %  of formal complaints handled within 20 days Quality Schedule 59% 70% 73% 83% 80% 73%


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 16


f Complaints - Medical care Quality Schedule tbc 66 45 53 66


g Complaints - Access Quality Schedule tbc 6 3 3 6


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 17


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% 67.0%


ai % PROMS Completed - Primary Unilateral Hip or Knee Replacements Quality Schedule 68% tbc 81.0% 73.4% 73.6% 68.0% 74.0%


aj
% PROMS Completed - Groin Hernia Surgery and Varicose Vein 
Procedures


Quality Schedule 31% tbc 50.0% 41.2% 33.3% 25.0% 37.4%


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


(Reporting 2009 CQC) - Annual


Six monthly local patient survey of 200 patients to be collated by audit


tbc


Non identified for 2010/11


Non identified for 2010/11


tbc


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


Under investigation


Appendix C                                                                         Quality Standards


Actual Monthly Performance


Annual Report - January


(Reporting 2009 CQC) - Annual


Not available


(Reporting 2009 CQC) - Annual


National Sentinel Stroke Clinical and Organisation Audit. 


Issuing of EDS and discharge planning audit, End of Life audit and Inpatient Discharge details audit.


Dorset Cancer Network CVC line audit
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2 Safety Quality Schedule


b MRSA infections Total(Cumulative) Quality Schedule 9 4 0 0 0 0 0


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


f C-difficile infections Total Quality Schedule 119 11 7 12 6 36


g C-difficile infections -Hosp Acq Post 72 Hrs Quality Schedule / Monitor 58 45 5 4 5 2 16


l Overall Ward Cleaning Score Quality Schedule tbc 89.6% 92.2% 88.6% 85.0% 88.9%


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% 85.4%


ag Screening  non-elective patients for MRSA (there is an exclusion criteria) Quality Schedule 100% 70.7% 80.8% 79.5% 62.3% 73.3%


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 4 2 3 11


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 83 299


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 14


y No of Root Cause Analyses being carried out Quality Schedule 66 tbc 2 4 1 4 11


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 0


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


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 65


be
Safety Alerts - Number of outstanding beyond require implementation 
date


Quality Schedule tbc 8 8 8 8 32


an
Serious Untoward Incidents (Number of SUIs declared and anonymised 
investigation)


Quality Schedule tbc 2 5 2 3 12


ao Adverse Incidents (Number of patient safety incidents) Quality Schedule tbc


ap Caesarean section rates (% of caesarean section rates) Quality Schedule Max 22.1%


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


tbc


tbc


tbc


tbc


tbc


tbc


tbc


Bi Annual Audit of 10


tbc


Bi Annual Audit of 10


tbc


tbc


Bi Annual Audit of 10


tbc


Bi Annual Audit of 10


Bi annual report reviewing outcomesBi annual report reviewing outcomes


tbc


Under development


tbc


44% 60%


95% 99%


To be developed


tbc


tbc


tbc


tbc


tbc
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3 Clinical Outcomes Quality Schedule


f
Hospital Standardised Mortality Ratio (HSMR) - Rolling 12 months 
[Relative Risk]


Quality Schedule 96.8 tbc 93.9 93.3 93.6


4 People management Quality Schedule


c Sickness % Quality Schedule 4.2% 4.0% 3.96% 3.59% 3.77% 3.77%


d Rolling Sickness % Quality Schedule 4.5% 4.0% 4.38% 4.35% 4.31% 4.35%


e Sickness Cost Quality Schedule £1,974,788 tbc £187,552 £167,650 £181,716 £536,918


f Turnover % (WTE) Quality Schedule 1.05% tbc 1.1 1.3 0.8 0.8 1.0


g Appraisals Quality Schedule 25.0% 100% 2.5% 5.0% 8.9% 15.5% 7.9%


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 Quality Schedule


a Number of Techlogical Appraisals Quality Schedule tbc


b Number of Techlogical Appraisals Compliant Quality Schedule tbc


8 Productivity Quality Schedule


f Cancelled Operation rates for non clinical reasons Quality Schedule 1.5% 0.8% 2.4% 1.2% 2.3% 1.8% 1.9%


s Delayed Transfers of Care Quality Schedule 3.7% 3.5% 4.1% 4.4% 3.0% 4.7% 4.1%


9 Access Quality Schedule


w % GUM < 48 hours Offered Quality Schedule 100% 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% 25.0% 81.3%


ad Choose & Book - Slot Unavailability Rate Quality Schedule 14.4% 10.0% 5.8% 5.6% 9.6% 7.9% 7.2%


ak Delayed Ambulance Handovers (over 15 minutes) Quality Schedule 10.6 0 11.0% 10.1% 14.2% 11.4% 11.7%


al Delayed Ambulance Handovers (over 30 minutes) Quality Schedule 0 1.3% 0.7% 0.7% 1.0% 0.9%


13 Data Quality Quality Schedule


h % of SUS data altered after 5 operational days and reconciliation point Quality Schedule tbc


p Discharge audit report Quality Schedule tbc


17 CQIIN Quality Schedule


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% 19.1%


18 Programme Specific Reports Quality Schedule


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


tbc


tbc


Under development


Bi-annual Report


tbc


tbc


Bi-annual Report


tbc


tbc


tbc


tbc


tbc
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Actual
17 CQUIN


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% 19.1%


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
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To be developed


To be developed


To be developed
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ITEM 14 
Report to Board of Directors 08 September 2010 


 
Subject 
 


Quality Report/Account 


Purpose 
To outline the dates for the production of the draft and final 
versions of the Quality Report/Account 
 


Responsible 
Executive  Alison Tong, Director of Nursing and Operations 


Author of 
attached Report Vanessa Read, Deputy Director of Nursing 


Summary  
A timetable for the production of the Quality Report/Account 
 
 
 


Paper Seen By  
Alison Tong, Director of Nursing 


Strategic Impact 


 
By following the timetable will ensure a timely production of a 
quality report that has been fully consulted upon with third party 
organisations.  
 


Risk Evaluation 
 
Low 
 


Impact on Care 
Quality 
Commission 
Registration  


 
It is currently a requirement to produce a Quality Report/Account 
on an annual basis 


Legal 
Implications 


As above 


Financial 
Implications 


None 


Recommendation None 
 


Action Required 
by Board of 
Directors 


For the Board to discuss and agree the proposed timetable, 
ensuring that where appropriate time is built into future Board 
agendas to receive the draft and then final report.  


 








 1 


Timeline for production of Annual Quality Report and Quality 
Account 2011/11 - September 2010 


1.0 Introduction 


NHS Foundation Trusts are required to include a report on the quality of care they provide within 
their Annual Report.  NHS Foundation Trusts also have to publish a separate Quality Account 
each year as required by the NHS Act 2009 and in the terms set out in the NHS (Quality 
Accounts) Regulations 2010. A full explanation of the requirements for Quality Accounts was 
presented to the Board in June 2010.  The aim of this summary report is to outline the timelines 
for the production of the Quality Report/Account for 2010/11.   


2.0 Timetable 


Date Action 
28 September 
2010 


Discussion of the Quality report for 2009/10 and development and 
agreement of priorities for inclusion in Quality Report 2010/11 at the Health 
Assurance Committee (HAC) (previously IGC).  


30 September 
2010  


Presentation of First draft quality report to contract monitoring meeting with 
NHS Dorset. 


26 October 2010 Discussion at HAC to formally consider initial feedback from meeting with 
NHS Dorset and agree Second draft of the report.  


2 November 2010 Presentation of Second draft quality report to Trust Board 
4 November 2010 Presentation of Second draft quality report to Council of Governors 
21 December 
2010 


Discussion of quality report at HAC and agreement of the Third draft.  


*January 2011 Presentation of Third draft to NHS Dorset for agreement of final report 
1 February 2011 Presentation of Third draft to Trust Board for agreement of final report.   
22 February 2011 Presentation of Final draft to HAC for approval for submission to all the 


relevant committees detailed below. 
1 March 2011/5 
April 2011 


Presentation of final Quality Report/Account to Trust Board 


*April/May Presentation of Final Quality Report/Account to NHS Dorset 
*April/May Presentation of Final Quality Report/Account to Overview and Scrutiny 


Committee 
*April/May Presentation of Final Quality Report/Account to Council of Governors 
*April/May Presentation of Final Quality Report/Account to LINks 
*May/June Inclusion of Quality report into the Trust Annual report  
*June/July Upload of Quality Account to NHS Choices 


*Actual dates are yet to be confirmed   


3.0 Action required by Trust Board 
This paper is for Trust Board and to agree the timetable proposed for the production 
of the Annual Quality Report 2010/11.   


 
 
 


Vanessa Read 
Deputy Director of Nursing 


26th August 2010  
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		Discussion of the Quality report for 2009/10 and development and agreement of priorities for inclusion in Quality Report 2010/11 at the Health Assurance Committee (HAC) (previously IGC). 

		28 September 2010

		Presentation of First draft quality report to contract monitoring meeting with NHS Dorset.

		30 September 2010 

		Discussion at HAC to formally consider initial feedback from meeting with NHS Dorset and agree Second draft of the report. 

		26 October 2010

		Presentation of Second draft quality report to Trust Board

		2 November 2010

		Presentation of Second draft quality report to Council of Governors

		4 November 2010

		Discussion of quality report at HAC and agreement of the Third draft. 

		21 December 2010

		Presentation of Third draft to NHS Dorset for agreement of final report

		*January 2011

		Presentation of Third draft to Trust Board for agreement of final report.  

		1 February 2011

		Presentation of Final draft to HAC for approval for submission to all the relevant committees detailed below.

		22 February 2011

		Presentation of final Quality Report/Account to Trust Board

		1 March 2011/5 April 2011

		Presentation of Final Quality Report/Account to NHS Dorset

		*April/May

		Presentation of Final Quality Report/Account to Overview and Scrutiny Committee

		*April/May

		Presentation of Final Quality Report/Account to Council of Governors

		*April/May

		Presentation of Final Quality Report/Account to LINks

		*April/May

		Inclusion of Quality report into the Trust Annual report 

		*May/June

		Upload of Quality Account to NHS Choices

		*June/July

		*Actual dates are yet to be confirmed

		3.0 Action required by Trust Board
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                                                                                                       ITEM 7
 


Report to the Board of Directors 
8th


 
 September 2010 


 
Subject 
 


Risk Management Report 


Purpose  
To provide an overview of the risk profile for the Trust. 


Responsible 
Executive  Director of Nursing and Operations 


Author of 
attached Report Suzanne Slight, Head of Risk Management 


Summary  


 
This report includes details of risk events (incidents) occurring 
during the six months from January to June 2010.  It provides 
details of serious untoward incidents, the investigation findings 
and action plans.  A legal claims report shows the activity for 
the last financial year.  The safety alert report draws to the 
Board’s attention those that have not been completed within 
the national time-scale and the plan to address this.  Also 
attached is the current risk register, which was reviewed by 
the Executive team earlier in August 2010. 
 


Paper Seen By  
Director of Nursing and Operations 


Strategic Impact 


 
An organisation that manages risks proactively provides 
assurance to the public and commissioners that services 
provided are safe and robustly managed. 
 


Risk Evaluation 


 
Inability to meet national timescales on safety alerts heightens 
public anxiety around the services provided and can impact on 
governance rating with monitor. 
 


Impact on Care 
Quality 
Commission 
Registration  


None specifically relating to the report. 


Legal 
Implications 


Failure to meet required standards will not meet our 
contractual obligations and could invoke penalties. 


Financial 
Implications 


None specifically relating to the report. 


Recommendation The Board are asked agree the report. 
 


Action Required 
by Board of 
Directors 


The Board are requested to scrutinise the risk report for 
quarter 4 2009/10 and Quarter 1 2010/11 
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Risk Management Quarterly Report to the Board of Directors 
 
QTR 4 2009/10 and QTR 1 2010/11  
 
The following graphs shows the top 5 Categories of risk events reported during the six 
months from January to June 2010, with a comparison of Patient and employees’ 
incidents. 
 
Person Accident 
 


 Person Accidents Reported Since QTR 1 2009/10 
Split by Patient and Employees'
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There has been an improvement in the reporting of slips, trips and fall, particularly from 
the Medicine for Older People Wards.  The Matron has been raising awareness with staff 
the importance of reporting, as a reduction was identified immediately following the 
implementation of Datix on-line reporting. 
 
Infrastructure (including staffing, facilities, security, theft, environment, lack of 
beds, use of mixed sex wards)  
 


Infrastructure Risk Events Reported Since QTR 1 2009/10 
Split by Patient and Employee
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A number of reports have been made concerning ward staffing levels.  The ward 
establishments have been under review, which has delayed the recruitment to vacancies 
in some areas.  The vacancies have been backfilled with bank staff, but the reliance on 
temporary staff has understandably led to concerns being reported. 
 
The rise in patient incidents beginning in Quarter 4 relates specifically to winter pressures 
and the negative impact on bed availability to meet emergency activity levels.   
 
Documentation  
 


Documentation Risk Events Reported Since QTR 1 2009/10
Split by Patient and Employee
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These incidents will include missing records, access to records, misfiling, mislabelling and 
quality of the written record.  Significant improvements have been made through the 
strengthening of information governance arrangements including appointment of an 
Information Governance Officer. 
 
Access, admission, transfer and discharge arrangements 
 


Access, Admission, Transfer and Discharge Risk Events Reported 
Since QTR 1 2009/10 Split by Patient and Employee
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The Electronic Discharge Summary implementation is complete and we expect to see a 
reduction in incidents where GPs have not been adequately informed about their patients’ 
hospital stay.  Twice daily bed management meetings have been revitalised and support 
the utilisation of bed capacity.  
 
Consent, communication and confidentiality  
 


Consent, Communication and Confidentiality Risk Events Reported Since 
QTR 1 2009/10 Split by Patient and Employee
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Improvements in information governance arrangements and associated policies have 
been achieved.  Consent arrangements are included in each Directorates local induction 
discussions.  The decision has been made that only the operator (surgeon) may take a 
patient through the consent process, unless documentary evidence is available to prove 
that another member of the team has been appropriately trained to do so.  
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Serious Untoward Incident (SUI) Report (excludes HCAI, which are reported separately), as at 13.8.10 


Serious Untoward Incidents Comparison 2009 V 2010
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Annex A sets out the detail of the incidents, findings and action plan. 
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Never Events 
 
The following table shows that there have been no never events reported in the time period June 2009 to June 2010 
 


Description 
Jun-
09 


Jul-
09 


Aug-
09 


Sep-
09 


Oct-
09 


Nov-
09 


Dec-
09 


Jan-
10 


Feb-
10 


Mar-
10 


Apr-
10 


May-
10 


Jun-
10  


Wrong site surgery 0 0 0 0 0 0 0 0 0 0 0 0 0  
Retained instrument post-operation 0 0 0 0 0 0 0 0 0 0 0 0 0   
Wrong route administration of chemotherapy 0 0 0 0 0 0 0 0 0 0 0 0 0   
Misplaced naso or orogastric tube not 
detected prior to use 0 0 0 0 0 0 0 0 0 0 0 


 
0 0 


  


Inpatient suicide using non-collapsible rails 0 0 0 0 0 0 0 0 0 0 0 
 


0 0 
Mental 
Health 
setting 


In-hospital maternal death from post-partum 
haemorrhage after elective caesarean 
section 


0 0 0 0 0 0 0 0 0 0 0 
 


0 0 
  


Intravenous administration of mis-selected 
concentrated potassium chloride 0 0 0 0 0 0 0 0 0 0 0 


 
0 0 


Mental 
Health 
setting 


Escape from within the secure perimeter of 
medium or high secure mental health 
services by patients who are transferred 
prisoners 


0 0 0 0 0 0 0 0 0 0 0 


 
 


0 0 
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Outstanding Safety Alerts Report    
 
Originating Entities: Download from CAS 12.7.10 
 


Reference Alert Title Issue Date Response Deadline 
NPSA/2009/RRR006 Oxygen safety in hospitals 29-Sep-09 Action Required: Ongoing 29-Mar-10 
NPSA/2009/PSA002/U1 WHO Surgical Safety Checklist - Update 26-Jan-09 Action Required: Ongoing 01-Feb-10 


NPSA/2008/RRR003 Risks of Chest Drain Insertion 15-May-08 Action Required: Ongoing 17-Nov-08 
NPSA/2008/SPN14 Safer Practice Notice (SPN) 14: Â ‘Right Patient, 


Right Blood’ update 
03-Apr-08 Action Required: Ongoing 01-May-09 


NICE/NPSA/2007/PSG001 Technical Patient Safety Solutions for medicines 
reconciliation on admission of adults to hospital 


12-Dec-07 Action Required: Ongoing 12-Dec-08 


NPSA/2007/18 Actions that can make anticoagulant therapy 
safer 


28-Mar-07 Action Required: Ongoing 31-Mar-08 


NPSA/2007/20 Promoting safer use of injectable medicines 28-Mar-07 Action Required: Ongoing 31-Mar-08 


NPSA/2007/16 Early identification of failure to act on 
radiological imaging reports 


05-Feb-07 Action Required: Ongoing 28-Feb-08 


NPSA/2009/RRR001 - 
Update 


Mitigating surgical risk in patients undergoing 
hip arthroplasty for fracture 


11-Mar-09 Complete but DoH system 
does not recognise it is 
complete. NPSA informed of 
the fault in the system. 


14-Sep-09 


NPSA/2008/SPN001 Risk to patient safety of not using the NHS 
Number as the national identifier for all patients.  


18-Sep-08 As above 18-Sep-09 


 
 


    


The report above has been downloaded from the DoH Central Alerting System (CAS) and shows the outstanding safety alerts.  Two of the alerts, 
NPSA/2009/RRR001 and NPSA/2008/SPN001, were closed on CAS on or close to the expected completion date, as all actions were completed.  
The CAS does not accept this and it is aligned to a technical problem which has been reported to the National Patient Safety Agency (NPSA).   
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NPSA/2009/RRR006 Oxygen safety in hospitals 
This alert had six actions and the one outstanding action is the development of a written 
policy on the prescribing and administration of oxygen.  This is being undertaken by the 
Pharmacy team.  The new Adult Prescription and Administration Record now include a 
pre-printed oxygen prescription which requires verification by prescribers.  This policy is 
planned for completion by mid-September then we will sign this off as compliant. 
 
NPSA/2009/PSA002/U1  WHO Surgical Safety Checklist 
The Matron for Theatres has developed a detailed plan to address the outstanding 
actions which are planned to be complete by the end of December 2010.  Ophthalmology 
and Maternity have specific care plans and are currently achieving 90% compliance.  
 
NPSA/2008/RRR003 Risks of Chest Drain Insertion  
The Respiratory Consultants have chosen to adopt the British Thoracic Society (BTS) 
Pleural Guidelines, which includes a model consent form and the patient information 
leaflet, the publication of these guidelines is imminent.  Once the guidelines have been 
received we will be able to complete the actions and sign this off as complaint.   


 
We have purchased 20 CDs for trainees to use from the BTS which are an online e-
learning module with an assessment of training.  The BTS then inform the Education 
centre when the trainee has completed the training.   A consultant is arranging two 
afternoons of training per year in the skills laboratory starting from August 2010, using 
SIM MAN. 
 
NPSA/2008/SPN14 Safer Practice Notice (SPN) 14: ‘Right Patient, Right Blood’ 
(UPDATE) 
The completion date for all staff involved in the transfusion process to be competency 
assessed is November 2010.  50% of staff should have been assessed by May 2009.  
The evidence to support this target is not currently centrally held, although the Electronic 
Staff Record will support this reporting in future.  At this stage, the Blood Transfusion 
Specialist Nurse is undertaking a risk assessment, as achievement of this compliance is 
in question.   
 
NICE/NPSA/2007/PSG001 Technical Patient Safety Solutions for Medicines 
Reconciliation on Admission of Adults to Hospital 
The Trust has implemented the recommendations for this alert and carries out medicines 
reconciliation Monday to Friday, there is currently insufficient staff to extend this cover to 
the weekend. A workable solution to extend to weekend c-over is being developed by the 
pharmacy team.  The Policy for Medicines Reconciliation and Drug History Taking has 
been written and approved by the Drugs and Therapeutics Committee.    E-prescribing is 
being implemented and once fully implemented it will enhance the secondary to primary 
care interface. 
 
NPSA/2007/18 Actions that can make Anticoagulant Therapy Safer 
This forms part of the action plan developed by the Pharmacy team on a number of 
outstanding medicine alerts and demands a comprehensive audit programme and a 
competency framework for pharmacy and medical staff.  Target date for completion of all 
actions is 31st


NPSA/2007/20 Promoting Safer Use of Injectable Medicines  
 December 2010.   


This forms part of the action plan developed by the Pharmacy team on a number of 
outstanding medicine alerts which demands policy review, an audit programme and a 
competency framework for medical staff. Target date for completion of all actions is 31st 
December 2010. 
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The NPSA circulated a questionnaire in July to all Trusts who have not been able to fully 
implement NPSA/2007/18 and 2007/20 alerts and has offered to work closely with them 
to work towards closure of the actions. 
 
 
NPSA/2007/16 Early Identification of Failure to Act on Radiological Imaging Reports 
We have manual systems in place to alert referring clinicians to abnormal findings; this is 
not believed to be sufficiently robust.  The Medical Director is leading a project which will 
fully implement ICE and this will then satisfy the actions in this alert.  Target: June 2011. 
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New Claims Received During 1 April 2009 to 31 March 2010 
Sorted by Sub-category and Claim Type


1
2


1


4


1


9


1 1 1 1


3


1


6


2
1


2
3


2


0


1


2


3


4


5


6


7


8


9


10


Ac
ce


ss
/a


dm
is


si
on


-
un


pl
an


ne
d


ad
m


is
si


on
/tr


an
sf


er
 to


As
se


ss
m


en
t -


 la
ck


 o
f c


lin
ic


al
or


 ri
sk


 a
ss


es
sm


en
t


C
ol


lis
io


n/
co


nt
ac


t w
ith


 a
n


ob
je


ct


D
el


ay
 o


r f
ai


lu
re


 to
 m


on
ito


r


D
el


ay
/fa


ilu
re


 in
 re


co
gn


is
in


g
co


m
pl


ic
at


io
n 


of
 tr


ea
tm


en
t


D
ia


gn
os


is
 - 


de
la


y/
fa


ilu
re


 to


D
ia


gn
os


is
 - 


w
ro


ng


Fa
ilu


re
 o


f s
te


ril
is


at
io


n 
or


co
nt


am
in


at
io


n 
of


 e
qu


ip
m


en
t


In
ap


pr
op


ria
te


 n
on


 o
r p


at
ie


nt
m


ov
in


g/
ha


nd
lin


g/
po


si
tio


ni
ng


Pr
es


cr
ib


in
g 


er
ro


r


Sc
an


s/
x-


ra
ys


/s
pe


ci
m


en
s-


w
ro


ng


Sl
ip


s,
 tr


ip
s,


 fa
lls


Su
rg


ic
al


 p
ro


ce
du


re
un


su
cc


es
sf


ul
/d


am
ag


e 
to


bo
dy


 p
ar


t
Te


st
 re


su
lts


/re
po


rts
-


fa
ilu


re
/d


el
ay


 to
 in


te
rp


re
t o


r
ac


t o
n


Tr
ea


tm
en


t/p
ro


ce
du


re
 -


in
ap


pr
op


ria
te


/w
ro


ng


Tr
ea


tm
en


t/p
ro


ce
du


re
-


de
la


y/
fa


ilu
re


U
np


la
nn


ed
 E


m
er


ge
nc


y
LS


C
S


Sub-category


D
ire


ct
or


at
e


Staff
Patient







 11 


 
 
 
Legal Claims 
 
During the above financial year 42 new legal claims were received.  The Risk 
Management Department is currently managing a total of 112 open legal claims, 12 of 
which are staff claims.  
 
Trend analysis aligned to timing of events is challenging as some cases may involve 
“incidents” which happened as long as three years ago and with maternity cases, as long 
as 21 years ago (individuals have the right to claim within three years of point of 
knowledge and in the case of babies/children, up to the age of 21).  What we can see 
from the table above is that the highest areas for legal claims relate to diagnosis delays 
and inappropriate treatment and this has remained consistent. 
 
The policy for the management of legal claims has been reviewed and updated to meet 
the NHS Litigation Authority’s standards. 
 
Corporate Risk Register 
 
The current risk register is attached as Annex B.  The register is reviewed each month by 
the Executive Team, Integrated Governance Committee and the Risk Management 
Committee. Any amendments to the Risk Register are identified by the Directorate Risk 
Leads and forwarded to the Risk Management Department for updating on the Risk 
Register on the DATIX system. The risk classification matrix has been reviewed and will 
remain unchanged for 2010/11. It is a widely used matrix across all areas and familiar to 
staff in the Trust. 
 
The Risk Register now incorporates the risks identified through the development of the 
annual plan. 
 
 
 
 
 
Suzanne Slight 
Head of Risk Management 
19.8.2010
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		QTR 4 2009/10 and QTR 1 2010/11






1 


 
South West Strategic Health Authority 


 
Clinical Review of Stroke Services Visit 15 July 2010 


 
Dorset County Hospital NHS Foundation Trust  


and  
NHS Dorset 


 
1. Introduction 


1.1 The publication of the National Stroke Strategy in December 2007 set out a 
framework of quality markers for raising quality of stroke prevention, 
treatment, care and support over a ten year period.  Across the South West 
Strategic Health Authority it is agreed that this strategy has a high priority for 
improving patient care and will be delivered by 31 March 2011.   


1.2 A clinical review for the South West Strategic Health Authority was 
undertaken between May and August 2008 where all acute and community 
providers of stroke services were visited.  These visits were followed up with 
action plans for the health communities to implement allowing the South West 
to deliver the National Stroke Strategy by 31 March 2011.  There have been 
many advances in stroke care across the region since the clinical review in 
2008 but there are still areas within the National Stroke Strategy which require 
more focussed attention. 


1.3 As a result of reviewing the January 2010 stroke action plans, the clinical 
Review Team recognised the need to re visit a selection of health 
communities.  The visits are an opportunity for the providers and 
commissioners of stroke services to update the clinical Review Team on 
progress made since 2008 and the direction of travel to ensure delivery of the 
National Stroke Strategy by 31 March 2011.   


1.4 Provided in this paper is the feedback from the visit undertaken within       
NHS Dorset.  It is anticipated that progress against the recommended actions 
will be provided alongside the quarterly returns of the stroke action plans by 
NHS Dorset.  In addition there are several actions which need addressing 
urgently and will require returns at regular intervals between the beginning of 
August and September 2010. 


Feedback and areas of concern 


1.5 The Review Team recognises and appreciates the effort and input provided 
from all of those involved to host the visit of stroke services across the 
pathway.  While visiting with the clinicians in the service is it worth noting the 
amount of dedication and continued effort in delivering as good a level of care 
as possible in the context of the ongoing financial difficulties both within 
Dorset County Hospital NHS Foundation Trust and NHS Dorset. 
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1.6 As part of the visit, the Review Team is able to benchmark the current level of 
service against the report from the visit in 2008 as well as noting any 
difference in the service on the most recent organisational Sentinel Audit 
2010.  The drivers of the National Stroke Strategy and Accelerated Stroke 
Improvement programme have significantly raised the bar in the delivery of 
stroke services nationally. 


1.7 The Review Team would like to commend the Dorset County Hospital NHS 
Foundation Trust for moving to delivery of a 24/7 thrombolysis service based 
on telemedicine.  This is a large step forward from the previous visit in 2008 
and the team noted that the involvement from radiographers, including the 
investment in the Computed Tomography Training Phantom, has continued 
positively.  The pre-alerting by South Western Ambulance Service NHS Trust 
is good and the Emergency Department medics are making a crucial 
contribution to the expanded service, and should continue to be supported in 
doing this through appropriate clinical support, feedback and education - see 
section 3 below. 


1.8 A significant change was noted in the increased public and patient 
involvement – the Patient Carer Public Involvement


1.9 There was also evidence presented of timely access to Computed 
Tomography scanning with a large majority of patients receiving their scans 
within the first 24 hours.  In addition the access to carotid surgery was 
described as very rapid with most patients receiving surgery within the 
timescales in current national guidance. 


 process engaged in by 
the Primary Care Trust is commendable.  In addition the patient-level 
feedback has been introduced and is well utilised. 


1.10 Community services show some good joined-up working between stroke     
co-ordinators working in the community, the Local Authority social care and 
voluntary sector.  In addition, the communication pathway represents close 
working between Speech and Language Therapy and the voluntary sector to 
develop care for patients with communication disability, including developing a 
peer-led service. 


1.11 The proposal presented for timely discharge streamlining the pathway and to 
ensure that stroke specialist care is provided across the area represents good 
progress.  It is clear that this is not Early Supported Discharge in its fullest 
form, but will provide an improved level of care for patients once they have left 
the acute and inpatient rehabilitation services provided at Dorset County 
Hospital NHS Foundation Trust. 
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Areas of concern 


1.12 There are two very prominent areas of concern that were apparent on the 
review visit that will need addressing urgently if Dorset County Hospital NHS 
Foundation Trust is to continue providing acute stroke services: 


• first, the Review Team were very concerned by the lack of interest from 
the NHS Trust senior management in the strategic approach to stroke.  
It became evident during the visit that the Clinical Lead for Stroke at 
Dorset County Hospital NHS Foundation Trust had not been requested 
by the Board or Executive group of the NHS Trust to report to them in 
person either on the outcome and action plan following the original 
2008 Strategic Health Authority review, or on the results of the National 
Sentinel Audit in any previous round.  This obliged the Review Team to 
conclude that the complete disengagement above directorate level with 
the Stroke Service indicated that the Dorset County Hospital NHS 
Foundation Trust does not see stroke as a priority; 


• second, the Review Team were very disappointed by the lack of a 
coherent plan of implementation in response to the Strategic Health 
Authority review in 2008 other than the work put in with the network to 
effect 24/7 thrombolysis.  In some respects the service had 
deteriorated in the interim, such as in the matter of direct access to the 
Stroke Response Unit on Hardy Ward.  This deterioration in the service 
provided to people with stroke was reflected in the performance of the 
NHS Trust in the organisational component of the National Sentinel 
Stroke Audit, falling from the top quartile in 2006 into the middle half in 
2008 and now in 2010 just 1% above the bottom 10% of stroke 
services in the country. 


1.13 In light of these findings it was important to record at the feedback meeting 
the stated intention of the Medical Director, on behalf of the Trust Executive, 
to renew the commitment of Dorset County Hospital NHS Foundation Trust to 
the stroke service as core business.  This statement obviated for the time 
being the need for NHS Dorset to investigate the option to commission 
services for people in Dorset with acute stroke from another provider.  


1.14 Overall, there must be much greater strategic engagement and collaboration 
between Dorset County Hospital NHS Foundation Trust and NHS Dorset on 
stroke, and there must be a mechanism for the Board – including the new 
Finance Director and Chief Executive – to monitor and direct an urgent 
improvement in the performance of the stroke service.  For a service with so 
much that needs to be achieved, there must be a joint planning group 
between the Dorset County Hospital NHS Foundation Trust and NHS Dorset 
with senior executive representation, and better engagement with the 
network. 
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1.15 Actions that need to be taken are: 


• interest and engagement at Dorset County Hospital NHS Foundation 
Trust board level required which includes a regular and meaningful flow 
of information and communication between senior management, 
clinicians and the NHS Trust board; 


• a report and action plan for improvement against the 2010 National 
Sentinel Stroke Audit results to be presented at the September Board 
meeting with the new chief executive in place; 


• joint planning group developed with senior executive chairmanship, 
accountable to both organisations and responsible for developing and 
agreeing a joint strategy for implementation of the National Stroke 
Strategy within an agreed timescale, and restoration to the top quartile 
of the National Sentinel Stroke Audit. 


1.16 The Review Team feedback and recommendations are outlined below and 
follow along the patient pathway. 


2. Pre Hospital Care 


2.1 The service for high-risk Transient Ischaemic Attacks, who may represent up 
to 50% of all Transient Ischaemic Attack referrals, is precarious and ad hoc 
and is not sustainable in its current form.  There is no dedicated space for 
providing the assessment of high risk patients and currently a room or space 
has to be found from anywhere in the hospital at short notice.  This is not a 
clinically appropriate way to manage this high risk group, who require a 
systematic approach which ensures reliable access to specialist clinicians and 
diagnostics.  Nationally, some providers have resorted to a policy of 
emergency admission for high-risk Transient Ischaemic Attacks if that is the 
only method that ensures sufficiently rapid access to appropriate expertise 
and diagnostics.  Dorset County Hospital NHS Foundation Trust need to 
consider with their commissioners and the network if a rotating arrangement 
of clinics in Dorset is a more appropriate model that guarantees sufficiently 
rapid access to a complete assessment.  If the decision is made to continue to 
provide the neurovascular service locally then management plans for high risk 
Transient Ischaemic Attacks


2.2 Co-ordinated action between the Primary Care Trust and Dorset County 
Hospital NHS Foundation Trust is required to minimise delays in referral of 
suspected stroke and T


 need to be put on an operationally robust footing. 


ransient Ischaemic Attacks


 


 from primary care.  It is 
clear that there needs to be better engagement and training within primary 
care and with general practitioners, for example utilising a standard referral 
and assessment form such as that used in the Avon Gloucestershire Wiltshire 
and Somerset Network area.  This form should also be used with ambulance 
referrals into the neurovascular service. 
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2.3 Recommended actions: 


• consider with commissioners and the Dorset Cardiac and Stroke 
Network the most clinically appropriate management process for high 
risk Transient Ischaemic Attacks


• where clinics are to be provided at Dorset County Hospital NHS 
Foundation Trust ensure that are allocated to a designated area, with 
appropriate, timely diagnostic support in line with national guidance 
(NICE Clinical Guideline CG68); 


 across the Dorset area, which 
prioritises speed of clinical assessment and diagnostic access over 
convenience; 


• recommend use of a standard Transient Ischaemic Attack referral form 
for general practitioner and ambulance as can be accessed through the 
cardiac and stroke network; 


• improved engagement and training with primary care colleagues. 


3. Thrombolysis 


3.1 It was a positive improvement that patients are able to be thrombolysed 24/7 
at Dorset County Hospital NHS Foundation Trust as of 1 July 2010.  The NHS 
Trust is to be commended on implementing this service for their patients. 


3.2 It was of concern that currently the thrombolysed patients are cared for on the 
High Dependency Unit without clarity on the competency and skill level of 
those with clinical responsibility for these patients.  This should preferably be 
with a physician who themselves has ongoing clinical experience of hyper-
acute stroke care and thrombolysis.  Failing that, it should be a medic who 
has received recent continuing professional development training in hyper-
acute stroke care and thrombolysis.  .   


3.3 Numbers of thrombolysed patients remain small and this creates the 
obligation for long-term governance oversight of the thrombolysis service.  
Due note should be taken of the effect of small numbers; it would be some 
time before any deviations from expected outcomes became evident, thus 
creating the need for long-term monitoring via Stroke Improvement National 
Audit Programme or Safe Implementation of Thrombolysis in Stroke


3.4 Recommended actions: 


 –
Monitoring Study (SITS-MOST). 


• hyper-acute competencies on the High Dependency Unit need to be 
addressed.  This should be in co-ordination between the Clinical Nurse 
Specialist for Stroke and the senior nursing leadership on High 
Dependency Unit; 


• medical responsibility for stroke patients on the High Dependency Unit 
needs to be clear.  This responsibility of care should be taken by 
someone with recent experience of thrombolysis; 
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• all clinicians involved with the thrombolysis rota and including radiology 
and the ambulance service should meet regularly to review the 
operation of the pathway, particularly unfamiliar aspects such as the 
use of telemedicine, and process and outcome measures. 


4. Direct Admission and Emergency Medical Unit 


4.1 Nationally the care of stroke patients has progressed considerably and 
providers are moving away from using the Emergency Medical Unit as a first 
admission point as this is no longer an appropriate environment for the care of 
hyper-acute stroke patients.  The Review Team note that the relevant stroke 
specialist skills are not present on the Emergency Medical Unit at Dorset 
County Hospital NHS Foundation Trust. 


4.2 There are examples of models of care which are outdated especially where 
there is no process or training in place for nursing staff to undertake swallow 
screening.  This can lead to a nasogastric tube being used unnecessarily if a 
patient is admitted outside office hours, e.g. just before a Bank Holiday 
weekend.  It is strongly recommended that Dorset County Hospital NHS 
Foundation Trust move to a model of direct admission to a hyper-acute unit 
on Hardy Ward in order that appropriate care can be provided 24/7 for all 
admissions, and in order to achieve the 2010 NICE Quality Standard for 
Stroke. 


4.3 In supporting this change in practice the best practice tariff will deliver a 
financial reward of over £110,000 based on the number of 322 patients with 
stroke admitted to Dorset County Hospital NHS Foundation Trust.  Put simply, 
the optimal treatment for acute stroke is admission to an acute stroke unit with 
appropriately trained and skilled staff.  


4.4 General practitioner referrals to the medical take with suspected stroke should 
be triaged with a Recognition Of Stroke In the Emergency Room scale and 
those that are positive should be admitted immediately to the Acute Stroke 
Unit.  Examples of on line training can be found via NHS Bristol as they have 
commissioned this from the University of Western England, Bristol. 


4.5 Processes for requesting and performing plain Computed Tomography for 
acute stroke outside office hours are a hindrance to effective working and 
represented an outmoded model of practice. The hurdle of consultant-to-
consultant referral for cases of Recognition of Stroke in the Emergency Room 
scale -positive suspected stroke should be removed. 


4.6 Recommended actions: 


• direct admissions from Emergency Department to the Acute Stroke 
Unit should be implemented urgently;  


• methods for the assessment of safe swallowing in suspected stroke 
should be implemented in line with the NICE Quality Standard; 
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• further training with general practitioners on triage of suspected stroke 
utilising the nationally recognised tool Recognition of Stroke in the 
Emergency Room scale; 


• agree and implement a streamlined process for requesting plain 
Computed Tomography head scans for cases of suspected stroke. Use 
of the Recognition of Stroke in the Emergency Room scale as a trigger 
to an expedited request is recommended. 


5. Bed Management 


5.1 The Review Team found that although the bed management process was 
working hard on managing the large volume of patients coming into the 
hospital on the day of our visit there were nine non-stroke patients on the 
acute stroke ward and three stroke patients elsewhere in the hospital.  The 
priority of stroke patients being admitted directly to the stroke ward to receive 
the best quality care and clinical outcomes is in clear need of addressing 
within the acute NHS Trust.   


5.2 A discussion on mixed sex accommodation took place and clarity is provided 
here to Primary Care Trust stroke leads and the network managerial and 
clinical leads: 


• following the Department of Health guidance issued May 2009 and the 
NHS South West breaching of standards guidance issued in March 
2010 there is clear guidance available for 100% compliance with 
Delivering Same Sex Accommodation to protect the privacy and dignity 
of all patients;   


• the executive management team in the hospital should support 
operational and admission polices for the Acute Stroke Unit.  This will 
allow them to: 


∗ meet the markers of a quality stroke service by the direct 
admission of all patients with stroke to the Acute Stroke Unit as 
outlined in the National Stroke Strategy;   


∗ comply with Delivering Same Sex Accommodation guidance. 


5.3 Recommended actions: 


• bed management policy for admitting stroke patients directly to the 
Acute Stroke Unit is raised to executive level and reconciled with the 
current approach of the NHS Trust to mixed sex accommodation in 
other clinical priority areas, and driven forward; 


• policies for management of stroke patients to include provision during 
winter pressures to ensure that the stroke ward continues to be able to 
admit directly. 
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6. Acute Stroke Unit 


6.1 The Review Team was impressed with the continued drive for improvement 
and delivery of appropriate care from clinical teams on the Acute Stroke Unit 
and the calm environment which will be beneficial for staff and patients alike. 


6.2 While the number of beds has been increased to 24 since the 2008 review 
visit this appeared to be a nominal rather than operational change and the unit 
was still having difficulty in ensuring all patients with stroke were on the unit - 
see Section 5.  The service may find that once community discharge teams 
are in place the number of beds specific to stroke can again be reduced.  This 
would represent a positive impact of a collaborative, whole system approach 
to the stroke pathway. 


6.3 Although all hospitals have difficulties with storage of equipment, it was noted 
that the corridor on Hardy Ward was lined with hoists.  While these need to be 
close at hand for ease of use it is recommended that regular checks are 
undertaken to ensure that adequate cleaning is completed in this area. 


6.4 The Review Team found that a hospital-wide review of the registered to 
unregistered skill mix of nursing had reduced the number of unregistered 
nurses on the morning and evening shift.  The skill mix and numbers of staff 
need to be carefully considered on a stroke unit to ensure there are enough 
support staff available to provide for the high dependency for basic care 
required for this group of patients. 


6.5 Although the therapy staff the Review Team met were committed to providing 
a high level of care, the numbers of staff are low, particularly physiotherapy 
and unfilled vacancies are resulting in low levels of Speech and Language 
Therapy.  Currently the therapy access is at most 30 minutes per day for 
Physiotherapy and Occupational therapy and three times a week maximum 
per patient for speech and language therapy.   


6.6 The Review Team were pleased to find that a social worker specific to the 
stroke unit is employed by the hospital as this staff member can influence and 
support the earlier discharge of patients and ensure that appropriate care is 
set up for patients in their homes.  There was a concern raised about the 
continuance of this post when the current post holder leaves, when to allow 
the post to lapse would be financially counterproductive. It is recommended 
that this role is maintained in order to continue with the positive impact on 
discharge and patient care. 


6.7 In reviewing the medical cover for the stroke service the current 5 PAs of 
stroke physician input is unchanged from the 2008 Review and is not 
adequate for the number of patients served or the needs of a hyper-acute 
stroke service.  The Trust are again advised to consult specialty-specific 
guidelines on senior medical staffing for a modern stroke service (available 
from the British Association of Stroke Physicians website and provide an 
action plan to redress the shortfall. 



http://www.basp.ac.uk/LinkClick.aspx?fileticket=Vac5c2KQDMg%3d&tabid=653&mid=1053�
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6.8 The continued difficulties in access to Continuing Health Care and residential 
care for younger patients is one that will need to be worked through by 
commissioners and local authorities in conjunction with the acute providers. 


6.9 Recommended actions: 


• review the numbers of therapy staff, nurses and skill mix in order to 
meet the 2010 NICE Quality Standard for Stroke with regard to access 
to skilled nursing and therapy staff; 


• ensure funding is secured to maintain the Social Worker post on the 
unit; 


• ensure adequate cleaning is undertaken around and  under the corridor 
space where hoists are stored; 


• review consultant sessional time for acute stroke in line with the British 
Association of Stroke Physicians recommendations for consultant 
staffing and provide an action plan to redress the shortfall; 


• commissioners to work alongside the local authority and acute 
providers to ensure timely access for Continuing Health Care and 
residential care is addressed. 


7. Community and Early Supported Discharge 


7.1 Currently there is a proposal from NHS Dorset to amalgamate stroke skilled 
and specialist personnel into teams based around a small number of 
community hospitals.  This development will improve the process of discharge 
of patients from Dorset County Hospital NHS Foundation Trust and improve 
the clinical support for patients in their homes. 


7.2 NHS Dorset presented the Review Team with an incremental approach, 
based on what is achievable in the current financial climate. This was 
accepted, but the result of this approach would be that the provision fell short 
of Early Supported Discharge teams with the potential to have a significant 
impact on inpatient lengths of stay. Whilst the proposed configuration of 
services would improve access to stroke-skilled therapy outside the acute 
stroke unit beyond what is currently available, the overall impact on patient 
flow along the pathway would appear to be limited. 


7.3 Recommended action: 


• NHS Dorset needs to be clear about the milestones in their incremental 
approach, and avoid overestimating the early impact of the proposed 
changes. 
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8. Across the Stroke Pathway 


8.1 Across the Stroke Pathway within the acute hospital and in provider services, 
the in-house training needs to be more firmly linked to stroke-specific 
competencies, which themselves need to be developed, delivered and 
assessed.  It is recommended that the competencies are developed at a 
network level and that sharing between networks takes place. 


8.2 The Stroke Care Co-ordinators funded by the Local Authority stroke-specific 
funding were regarded as a positive development in long-term support for 
stroke survivors. 


8.3 Data quality along the pathway is poor, but particularly so in the community, 
and this may be affecting the planning of the community rehabilitation 
provision.  This needs to be linked to the Acute Stroke Unit to better predict 
demand for and capacity of the early supported discharge teams.  The 
regional data set has been developed by the Peninsula Heart and Stroke 
Network and is available for use locally in an Access database format.  It is 
recommended that this is reviewed and completed on an ongoing basis as the 
information will support commissioners and service redesign across the full 
pathway. 


8.4 The Review Team observed that much of the practice along the Stroke 
Pathway represented models of practice that have now been superseded. 
There was much to gain from both managers and clinicians visiting other sites 
in England who had been able to achieve more in modernising stroke services 
in line with national guidance.  This would allow all concerned with delivering 
the pathway to adjust their expectations in line with what is possible in a 
modern stroke service. 


8.5 Recommended actions: 


• in-house training needs to be more firmly linked to stroke-specific 
competencies, which themselves need to be developed, delivered and 
assessed; 


• NHS Dorset to review the data used to plan the inpatient provision for 
stroke-specific rehabilitation, taking particular account of demographics 
and dependency, as this may oblige a different configuration of 
inpatient and community rehabilitation services; 


• NHS Dorset and Dorset County Council to review the means by which 
the Stroke Care Co-ordinator service can be continued at the end of 
the funding period without any loss of continuity of the service; 


• managers and clinicians responsible for delivering the service along 
the whole pathway to arrange at least one visit to a top-10% stroke 
service in England, and to discuss with Dorset Cardiac and Stroke 
Network the means to support such a visit. 
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Recommended actions for NHS Dorset 
 


Recommended actions Progress/time frame 
Strategic Level 


Interest and engagement at Dorset 
County Hospital NHS Foundation Trust 
board level required which includes a 
regular and meaningful flow of 
information and communication between 
senior management, clinicians and the 
Trust board. 


Reply by 26 July 2010 to letter from the 
Strategic Health Authority to Paul Sly 
Chief Executive NHS Dorset.  


A report and action plan for improvement 
against the 2010 National Sentinel 
Stroke Audit results to be presented at 
the September Board meeting with the 
new chief executive in place. 


Confirmation by 13 August 2010 that this 
will be presented at the September 
board. 


Joint planning group developed with 
senior executive chairmanship, 
accountable to both organisations and 
responsible for developing and agreeing 
a joint strategy for implementation of the 
National Stroke Strategy within an 
agreed timescale, and restoration to the 
top quartile of the National Sentinel 
Stroke Audit. 


Confirmation by 31 August 2010 that this 
is being put in place with regular meeting 
dates set. 


Pre-hospital care 
Consider with commissioners and the 
Dorset Cardiac and Stroke Network the 
most clinically appropriate management 
process for high risk Transient Ischaemic 
Attacks


Confirm by 17 September 2010 on 
timings for development and 
implementation across the network. 


 across the Dorset area, which 
prioritises speed of clinical assessment 
and diagnostic access over convenience. 


Where clinics are to be provided at 
Dorset County Hospital NHS Foundation 
Trust ensure that are allocated to a 
designated area, with appropriate, timely 
diagnostic support in line with national 
guidance (NICE Clinical Guideline 
CG68). 


 


Recommend use of a standard Transient 
Ischaemic Attack referral form for general 
practitioner and ambulance as can be 
accessed through the cardiac and stroke 
network. 
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Recommended actions Progress/time frame 
Improved engagement and training with 
primary care colleagues. 


 


Thrombolysis 
Hyper-acute competencies on the High 
Dependency Unit need to be addressed.  
This should be in co-ordination between 
the Clinical Nurse Specialist for Stroke 
and the senior nursing leadership on 
High Dependency Unit. 


Confirmation of competency levels with 
relevant action plans in place by 13 
August 2010. 


Medical responsibility for stroke patients 
on the High Dependency Unit needs to 
be clear.  This responsibility of care 
should be taken by someone with recent 
experience of thrombolysis. 


 


All clinicians involved with the 
thrombolysis rota and including radiology 
and the ambulance service should meet 
regularly to review the operation of the 
pathway, particularly unfamiliar aspects 
such as the use of telemedicine, and 
process and outcome measures. 


 


Direct Admissions and Emergency Admissions Unit 
Direct admissions from Emergency 
Department to the Acute Stroke Unit 
should be implemented urgently.  


Primary Care Trust to review data on 
admissions and patient flows regularly to 
be assured of direct admissions to Acute 
Stroke Unit. 


Methods for the assessment of safe 
swallowing in suspected stroke should be 
implemented in line with the NICE 
Quality Standard. 


 


Further training with general practitioners 
on triage of suspected stroke utilising the 
nationally recognised tool Recognition of 
Stroke in the Emergency Room scale. 


 


Agree and implement a streamlined 
process for requesting plain Computed 
Tomography head scans for cases of 
suspected stroke. Use of the Recognition 
of Stroke in the Emergency Room scale 
as a trigger to an expedited request is 
recommended. 
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Recommended actions Progress/time frame 
Bed Management 


Bed management policy for admitting 
stroke patients directly to the acute 
stroke unit is raised to executive level 
and reconciled with the current approach 
of the NHS Trust to mixed sex 
accommodation in other clinical priority 
areas, and driven forward. 


 


Policies for management of stroke 
patients to include provision during winter 
pressures to ensure that the stroke ward 
continues to be able to admit directly. 


 


Acute Stroke Unit 
Review the numbers of therapy staff, 
nurses and skill mix in order to meet the 
2010 NICE Quality Standard for Stroke 
with regard to access to skilled nursing 
and therapy staff. 


 


Ensure funding is secured to maintain 
the Social Worker post on the unit. 


 


Ensure adequate cleaning is undertaken 
around and under the corridor space 
where hoists are stored. 


 


Review consultant sessional time for 
acute stroke in line with the British 
Association of Stroke Physicians 
recommendations for consultant staffing 
and provide an action plan to redress the 
shortfall. 


 


Commissioners to work alongside the 
local authority and acute providers to 
ensure timely access for Continuing 
Health Care and residential care is 
addressed. 


 


Community and Early Supported Discharge 
NHS Dorset needs to be clear about the 
milestones in their incremental approach, 
and avoid overestimating the early 
impact of the proposed changes. 
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Recommended actions Progress/time frame 
Across the pathway 


In-house training needs to be more firmly 
linked to stroke-specific competencies, 
which themselves need to be developed, 
delivered and assessed. 


 


NHS Dorset to review the data used to 
plan the inpatient provision for stroke-
specific rehabilitation, taking particular 
account of demographics and 
dependency, as this may oblige a 
different configuration of inpatient and 
community rehabilitation services. 


 


NHS Dorset and Dorset County Council 
to review the means by which the Stroke 
Care Co-ordinator service can be 
continued at the end of the funding 
period without any loss of continuity of 
the service. 


 


Managers and clinicians responsible for 
delivering the service along the whole 
pathway to arrange at least one visit to a 
top-10% stroke service in England, and 
to discuss with Dorset Cardiac and 
Stroke Network the means to support 
such a visit. 


 


 





		Introduction

		The publication of the National Stroke Strategy in December 2007 set out a framework of quality markers for raising quality of stroke prevention, treatment, care and support over a ten year period.  Across the South West Strategic Health Authority it ...

		A clinical review for the South West Strategic Health Authority was undertaken between May and August 2008 where all acute and community providers of stroke services were visited.  These visits were followed up with action plans for the health communi...

		As a result of reviewing the January 2010 stroke action plans, the clinical Review Team recognised the need to re visit a selection of health communities.  The visits are an opportunity for the providers and commissioners of stroke services to update ...

		Provided in this paper is the feedback from the visit undertaken within       NHS Dorset.  It is anticipated that progress against the recommended actions will be provided alongside the quarterly returns of the stroke action plans by NHS Dorset.  In a...

		The Review Team recognises and appreciates the effort and input provided from all of those involved to host the visit of stroke services across the pathway.  While visiting with the clinicians in the service is it worth noting the amount of dedication...

		As part of the visit, the Review Team is able to benchmark the current level of service against the report from the visit in 2008 as well as noting any difference in the service on the most recent organisational Sentinel Audit 2010.  The drivers of th...

		The Review Team would like to commend the Dorset County Hospital NHS Foundation Trust for moving to delivery of a 24/7 thrombolysis service based on telemedicine.  This is a large step forward from the previous visit in 2008 and the team noted that th...

		A significant change was noted in the increased public and patient involvement – the 0TPatient Carer Public Involvement0T process engaged in by the Primary Care Trust is commendable.  In addition the patient-level feedback has been introduced and is w...

		There was also evidence presented of timely access to Computed Tomography scanning with a large majority of patients receiving their scans within the first 24 hours.  In addition the access to carotid surgery was described as very rapid with most pati...

		Community services show some good joined-up working between stroke     co-ordinators working in the community, the Local Authority social care and voluntary sector.  In addition, the communication pathway represents close working between Speech and La...

		The proposal presented for timely discharge streamlining the pathway and to ensure that stroke specialist care is provided across the area represents good progress.  It is clear that this is not Early Supported Discharge in its fullest form, but will ...

		There are two very prominent areas of concern that were apparent on the review visit that will need addressing urgently if Dorset County Hospital NHS Foundation Trust is to continue providing acute stroke services:

		first, the Review Team were very concerned by the lack of interest from the NHS Trust senior management in the strategic approach to stroke.  It became evident during the visit that the Clinical Lead for Stroke at Dorset County Hospital NHS Foundation...

		second, the Review Team were very disappointed by the lack of a coherent plan of implementation in response to the Strategic Health Authority review in 2008 other than the work put in with the network to effect 24/7 thrombolysis.  In some respects the...



		In light of these findings it was important to record at the feedback meeting the stated intention of the Medical Director, on behalf of the Trust Executive, to renew the commitment of Dorset County Hospital NHS Foundation Trust to the stroke service ...

		Overall, there must be much greater strategic engagement and collaboration between Dorset County Hospital NHS Foundation Trust and NHS Dorset on stroke, and there must be a mechanism for the Board – including the new Finance Director and Chief Executi...

		Actions that need to be taken are:

		interest and engagement at Dorset County Hospital NHS Foundation Trust board level required which includes a regular and meaningful flow of information and communication between senior management, clinicians and the NHS Trust board;

		a report and action plan for improvement against the 2010 National Sentinel Stroke Audit results to be presented at the September Board meeting with the new chief executive in place;

		joint planning group developed with senior executive chairmanship, accountable to both organisations and responsible for developing and agreeing a joint strategy for implementation of the National Stroke Strategy within an agreed timescale, and restor...



		The Review Team feedback and recommendations are outlined below and follow along the patient pathway.



		Pre Hospital Care

		The service for high-risk T0Transient Ischaemic Attacks0T, who may represent up to 50% of all T0Transient Ischaemic Attack0T referrals, is precarious and ad hoc and is not sustainable in its current form.  There is no dedicated space for providing the...

		Co-ordinated action between the Primary Care Trust and Dorset County Hospital NHS Foundation Trust is required to minimise delays in referral of suspected stroke and T0Transient Ischaemic Attacks0T from primary care.  It is clear that there needs to b...

		Recommended actions:

		consider with commissioners and the Dorset Cardiac and Stroke Network the most clinically appropriate management process for high risk T0Transient Ischaemic Attacks0T across the Dorset area, which prioritises speed of clinical assessment and diagnosti...

		where clinics are to be provided at Dorset County Hospital NHS Foundation Trust ensure that are allocated to a designated area, with appropriate, timely diagnostic support in line with national guidance (NICE Clinical Guideline CG68);

		recommend use of a standard Transient Ischaemic Attack referral form for general practitioner and ambulance as can be accessed through the cardiac and stroke network;

		improved engagement and training with primary care colleagues.





		Thrombolysis

		It was a positive improvement that patients are able to be thrombolysed 24/7 at Dorset County Hospital NHS Foundation Trust as of 1 July 2010.  The NHS Trust is to be commended on implementing this service for their patients.

		It was of concern that currently the thrombolysed patients are cared for on the High Dependency Unit without clarity on the competency and skill level of those with clinical responsibility for these patients.  This should preferably be with a physicia...

		Numbers of thrombolysed patients remain small and this creates the obligation for long-term governance oversight of the thrombolysis service.  Due note should be taken of the effect of small numbers; it would be some time before any deviations from ex...

		Recommended actions:

		hyper-acute competencies on the High Dependency Unit need to be addressed.  This should be in co-ordination between the Clinical Nurse Specialist for Stroke and the senior nursing leadership on High Dependency Unit;

		medical responsibility for stroke patients on the High Dependency Unit needs to be clear.  This responsibility of care should be taken by someone with recent experience of thrombolysis;

		all clinicians involved with the thrombolysis rota and including radiology and the ambulance service should meet regularly to review the operation of the pathway, particularly unfamiliar aspects such as the use of telemedicine, and process and outcome...





		Direct Admission and Emergency Medical Unit

		Nationally the care of stroke patients has progressed considerably and providers are moving away from using the Emergency Medical Unit as a first admission point as this is no longer an appropriate environment for the care of hyper-acute stroke patien...

		There are examples of models of care which are outdated especially where there is no process or training in place for nursing staff to undertake swallow screening.  This can lead to a nasogastric tube being used unnecessarily if a patient is admitted ...

		In supporting this change in practice the best practice tariff will deliver a financial reward of over £110,000 based on the number of 322 patients with stroke admitted to Dorset County Hospital NHS Foundation Trust.  Put simply, the optimal treatment...

		General practitioner referrals to the medical take with suspected stroke should be triaged with a Recognition Of Stroke In the Emergency Room scale and those that are positive should be admitted immediately to the Acute Stroke Unit.  Examples of on li...

		Processes for requesting and performing plain Computed Tomography for acute stroke outside office hours are a hindrance to effective working and represented an outmoded model of practice. The hurdle of consultant-to-consultant referral for cases of Re...

		Recommended actions:

		direct admissions from Emergency Department to the Acute Stroke Unit should be implemented urgently;

		methods for the assessment of safe swallowing in suspected stroke should be implemented in line with the NICE Quality Standard;

		further training with general practitioners on triage of suspected stroke utilising the nationally recognised tool Recognition of Stroke in the Emergency Room scale;

		agree and implement a streamlined process for requesting plain Computed Tomography head scans for cases of suspected stroke. Use of the Recognition of Stroke in the Emergency Room scale as a trigger to an expedited request is recommended.





		Bed Management

		The Review Team found that although the bed management process was working hard on managing the large volume of patients coming into the hospital on the day of our visit there were nine non-stroke patients on the acute stroke ward and three stroke pat...

		A discussion on mixed sex accommodation took place and clarity is provided here to Primary Care Trust stroke leads and the network managerial and clinical leads:

		following the Department of Health guidance issued May 2009 and the NHS South West breaching of standards guidance issued in March 2010 there is clear guidance available for 100% compliance with Delivering Same Sex Accommodation to protect the privacy...

		the executive management team in the hospital should support operational and admission polices for the Acute Stroke Unit.  This will allow them to:

		meet the markers of a quality stroke service by the direct admission of all patients with stroke to the Acute Stroke Unit as outlined in the National Stroke Strategy;

		comply with Delivering Same Sex Accommodation guidance.





		Recommended actions:

		bed management policy for admitting stroke patients directly to the Acute Stroke Unit is raised to executive level and reconciled with the current approach of the NHS Trust to mixed sex accommodation in other clinical priority areas, and driven forward;

		policies for management of stroke patients to include provision during winter pressures to ensure that the stroke ward continues to be able to admit directly.





		Acute Stroke Unit

		The Review Team was impressed with the continued drive for improvement and delivery of appropriate care from clinical teams on the Acute Stroke Unit and the calm environment which will be beneficial for staff and patients alike.

		While the number of beds has been increased to 24 since the 2008 review visit this appeared to be a nominal rather than operational change and the unit was still having difficulty in ensuring all patients with stroke were on the unit - see Section 5. ...

		Although all hospitals have difficulties with storage of equipment, it was noted that the corridor on Hardy Ward was lined with hoists.  While these need to be close at hand for ease of use it is recommended that regular checks are undertaken to ensur...

		The Review Team found that a hospital-wide review of the registered to unregistered skill mix of nursing had reduced the number of unregistered nurses on the morning and evening shift.  The skill mix and numbers of staff need to be carefully considere...

		Although the therapy staff the Review Team met were committed to providing a high level of care, the numbers of staff are low, particularly physiotherapy and unfilled vacancies are resulting in low levels of Speech and Language Therapy.  Currently the...

		The Review Team were pleased to find that a social worker specific to the stroke unit is employed by the hospital as this staff member can influence and support the earlier discharge of patients and ensure that appropriate care is set up for patients ...

		In reviewing the medical cover for the stroke service the current 5 PAs of stroke physician input is unchanged from the 2008 Review and is not adequate for the number of patients served or the needs of a hyper-acute stroke service.  The Trust are agai...

		The continued difficulties in access to Continuing Health Care and residential care for younger patients is one that will need to be worked through by commissioners and local authorities in conjunction with the acute providers.

		Recommended actions:

		review the numbers of therapy staff, nurses and skill mix in order to meet the 2010 NICE Quality Standard for Stroke with regard to access to skilled nursing and therapy staff;

		ensure funding is secured to maintain the Social Worker post on the unit;

		ensure adequate cleaning is undertaken around and  under the corridor space where hoists are stored;

		review consultant sessional time for acute stroke in line with the British Association of Stroke Physicians recommendations for consultant staffing and provide an action plan to redress the shortfall;

		commissioners to work alongside the local authority and acute providers to ensure timely access for Continuing Health Care and residential care is addressed.





		Community and Early Supported Discharge

		Currently there is a proposal from NHS Dorset to amalgamate stroke skilled and specialist personnel into teams based around a small number of community hospitals.  This development will improve the process of discharge of patients from Dorset County H...

		NHS Dorset presented the Review Team with an incremental approach, based on what is achievable in the current financial climate. This was accepted, but the result of this approach would be that the provision fell short of Early Supported Discharge tea...

		Recommended action:

		NHS Dorset needs to be clear about the milestones in their incremental approach, and avoid overestimating the early impact of the proposed changes.





		Across the Stroke Pathway

		Across the Stroke Pathway within the acute hospital and in provider services, the in-house training needs to be more firmly linked to stroke-specific competencies, which themselves need to be developed, delivered and assessed.  It is recommended that ...

		The Stroke Care Co-ordinators funded by the Local Authority stroke-specific funding were regarded as a positive development in long-term support for stroke survivors.

		Data quality along the pathway is poor, but particularly so in the community, and this may be affecting the planning of the community rehabilitation provision.  This needs to be linked to the Acute Stroke Unit to better predict demand for and capacity...

		The Review Team observed that much of the practice along the Stroke Pathway represented models of practice that have now been superseded. There was much to gain from both managers and clinicians visiting other sites in England who had been able to ach...

		Recommended actions:

		in-house training needs to be more firmly linked to stroke-specific competencies, which themselves need to be developed, delivered and assessed;

		NHS Dorset to review the data used to plan the inpatient provision for stroke-specific rehabilitation, taking particular account of demographics and dependency, as this may oblige a different configuration of inpatient and community rehabilitation ser...

		NHS Dorset and Dorset County Council to review the means by which the Stroke Care Co-ordinator service can be continued at the end of the funding period without any loss of continuity of the service;

		managers and clinicians responsible for delivering the service along the whole pathway to arrange at least one visit to a top-10% stroke service in England, and to discuss with Dorset Cardiac and Stroke Network the means to support such a visit.





		Interest and engagement at Dorset County Hospital NHS Foundation Trust board level required which includes a regular and meaningful flow of information and communication between senior management, clinicians and the Trust board.

		A report and action plan for improvement against the 2010 National Sentinel Stroke Audit results to be presented at the September Board meeting with the new chief executive in place.

		Joint planning group developed with senior executive chairmanship, accountable to both organisations and responsible for developing and agreeing a joint strategy for implementation of the National Stroke Strategy within an agreed timescale, and restoration to the top quartile of the National Sentinel Stroke Audit.

		Consider with commissioners and the Dorset Cardiac and Stroke Network the most clinically appropriate management process for high risk Transient Ischaemic Attacks across the Dorset area, which prioritises speed of clinical assessment and diagnostic access over convenience.

		Where clinics are to be provided at Dorset County Hospital NHS Foundation Trust ensure that are allocated to a designated area, with appropriate, timely diagnostic support in line with national guidance (NICE Clinical Guideline CG68).

		Recommend use of a standard Transient Ischaemic Attack referral form for general practitioner and ambulance as can be accessed through the cardiac and stroke network.

		Improved engagement and training with primary care colleagues.

		Hyper-acute competencies on the High Dependency Unit need to be addressed.  This should be in co-ordination between the Clinical Nurse Specialist for Stroke and the senior nursing leadership on High Dependency Unit.

		Medical responsibility for stroke patients on the High Dependency Unit needs to be clear.  This responsibility of care should be taken by someone with recent experience of thrombolysis.

		All clinicians involved with the thrombolysis rota and including radiology and the ambulance service should meet regularly to review the operation of the pathway, particularly unfamiliar aspects such as the use of telemedicine, and process and outcome measures.

		Direct admissions from Emergency Department to the Acute Stroke Unit should be implemented urgently. 

		Methods for the assessment of safe swallowing in suspected stroke should be implemented in line with the NICE Quality Standard.

		Further training with general practitioners on triage of suspected stroke utilising the nationally recognised tool Recognition of Stroke in the Emergency Room scale.

		Agree and implement a streamlined process for requesting plain Computed Tomography head scans for cases of suspected stroke. Use of the Recognition of Stroke in the Emergency Room scale as a trigger to an expedited request is recommended.

		Bed management policy for admitting stroke patients directly to the acute stroke unit is raised to executive level and reconciled with the current approach of the NHS Trust to mixed sex accommodation in other clinical priority areas, and driven forward.

		Policies for management of stroke patients to include provision during winter pressures to ensure that the stroke ward continues to be able to admit directly.

		Review the numbers of therapy staff, nurses and skill mix in order to meet the 2010 NICE Quality Standard for Stroke with regard to access to skilled nursing and therapy staff.

		Ensure funding is secured to maintain the Social Worker post on the unit.

		Ensure adequate cleaning is undertaken around and under the corridor space where hoists are stored.

		Review consultant sessional time for acute stroke in line with the British Association of Stroke Physicians recommendations for consultant staffing and provide an action plan to redress the shortfall.

		NHS Dorset needs to be clear about the milestones in their incremental approach, and avoid overestimating the early impact of the proposed changes.

		In-house training needs to be more firmly linked to stroke-specific competencies, which themselves need to be developed, delivered and assessed.

		NHS Dorset to review the data used to plan the inpatient provision for stroke-specific rehabilitation, taking particular account of demographics and dependency, as this may oblige a different configuration of inpatient and community rehabilitation services.

		NHS Dorset and Dorset County Council to review the means by which the Stroke Care Co-ordinator service can be continued at the end of the funding period without any loss of continuity of the service.

		Managers and clinicians responsible for delivering the service along the whole pathway to arrange at least one visit to a top-10% stroke service in England, and to discuss with Dorset Cardiac and Stroke Network the means to support such a visit.






 
Turnaround Report 


Board of Directors meeting – 08th


 
 September 2010  


2010-11: £6M Cost Improvement Plan (F/cast YE Out-turn -£3.5M) 
 


• £4.9M savings projects validated and managed by PMO. Current 
overall delivery risk: Green/Amber. 


 
• Additional £1,721K of possible 2010-11 savings currently being 


assessed, to then be moved to PMO responsibility. Current overall 
delivery risk: Amber/ Red. 


 
• Stretch targets for current PMO savings schemes currently assessed 


as £455K in year effect. Current overall delivery risk: Red. 
 


• PMO systematically reviews and scrutinises departmental and Trust-
wide savings projects, working closely with the Trust Finance team, 
which provides validation of savings values. 


 
• PwC is completing the specification and validation of the four final 


savings projects for 2010-11: back office redesign, Audiology, 
Pharmacy & Pathology. Non-PBR savings are being progressed by the 
Finance Team and the Turnaround Director. 


 
2011-12: £8M Cost Improvement Plan (F/cast YE out-turn +£3M) 
 


• All clinical and non-clinical departments are involved in identifying 
savings opportunities, which they will ‘own’ as part of their 
departmental budgets for 2011-12. This is considered to be 
instrumental in the improvement in clinical and staff engagement within 
the Trust. 


 
• Current identified departmental savings moving towards the required 


£8M savings target for 2011-12, subject to further exploratory work and 
validation by PwC and the Trust Finance team. 


 
Work is progressing well in spite of holiday absence during a summer period 
of high levels of clinical activity within the Trust. A full presentation is being 
prepared by PwC on behalf of the Trust for the planned meeting with Monitor, 
the regulator of NHS Foundation Trusts, on 23rd


 


 September 2010. This report 
will include detailed confirmation of savings for 2010, planned savings for 
2011-12, plus the financial projections of the Trust in terms of cash flows and 
point of break-even. For the year 2011-12 the Trust plans to generate a 
sustainable operating surplus of £3M.  


The Trust Finance team, PwC, and the PMO are working carefully to ensure 
that savings are appropriately risk-managed, and analysed carefully to avoid 
double-counting.  
 
Patient safety remains the over-arching consideration, and considerable care 
is taken to ensure that the Trust’s high standard of patient care is never put 
under threat. 







 
Present status indicates that savings for 2010-11 and 2011-12 remain fully 
consistent with the financial forecasts of the Trust. Current risk levels are 
deemed as acceptable, and expected to improve further over the coming 
weeks as the validation process completes. 
 
2nd


 
 September 2010 


 
 








   


 
   


ITEM 11 
Report to Board of Directors 08 September 2010 


 
Subject 
 


Turnaround report 


Purpose 
Advise members on the financial recovery activities undertaken by 
the Trust 
 


Responsible 
Executive  Director of Finance and Resources  


Author of 
attached Report Keith Pringle 


Summary  


2010-11 and 2011-12 cost improvement plans (CIP) are being 
finalised, in preparation for the Trust’s financial budgeting for 2011-
12, plus presentation to Monitor, the FT regulator, on 23/9/10. To 
date, CIP financial forecasts remain consistent with the Trust’s 
financial forecast positions, and risks remain acceptable. 
 
 


Paper Seen By  
Board Members 


Strategic Impact 
 
Trust financial sustainability 
 


Risk Evaluation 
 
Acceptable 
 


Impact on Care 
Quality 
Commission 
Registration  


None 


Legal 
Implications 


None 


Financial 
Implications 


As detailed 


Recommendation Board to note the attached report 
 


Action Required 
by Board of 
Directors 


Board to note the attached report 


 








   


 
   


ITEM 12 
 


 
Subject 
 


National Sentinel Stroke Audit 2010 
Results for the organisation of stroke care 


Purpose 


To summarise the results of the audit, highlighting the fall from the 
top to the bottom quartile nationally and discuss the organisation 
wide issues which are preventing progress in improvement of care 
and score. 
 


Responsible 
Executive  Nick Hateboer, Medical Director 


Author of 
attached Report Sue Gledhill, Stroke Services Development Manager 


Summary  


The results of the National Sentinel Stroke audit have indicated 
that despite steady improvement in stroke care within the stroke 
service there has been a decline in the strategic organisation of 
stroke care within the Trust over the last 4 years.   The summary 
presented highlights the strategic issues which have been 
preventing progress. 


Paper Seen By Alison Tong and Nick Hateboer  
 


Strategic Impact 
Bed Management practices 
Stroke Team profile 
Increase in access to imaging requirements 
Provision of daily TIA clinic and follow up  


Risk Evaluation 


Financial Risk – loss of best practice tariff (approx £100,000) and 
potential loss of service contract 
High risk for those patients currently failing to reach the Stroke Unit 
– approx 25% patients, or experiencing delays in accessing the 
service (as per risk assessment submitted May 2008) 


Impact on Care 
Quality 
Commission 
Registration  


 


Legal 
Implications 


 


Financial 
Implications 


Loss of best practice tariff for stroke  
Potential for loss of contract for stroke care 
Requirement for additional consultant sessions  


Recommendation 


Section 7 lists the recommended action requirements which have 
all been incorporated into the Action plan for the SHA review of 
Stroke Care as they are the same requires actions. 


• 24/7 thrombolysis (achieved 1st


• Direct admission of all stroke patients to stroke unit  
 July 2010) 


• Appointment of additional stroke consultant and clinical 
psychologist 


• Revisit skill mix profile and provision of 7 day rehabilitation  
• Revisit resource requirements for daily TIA clinics and follow 


up service 
Action Required 
by Board of 
Directors 


 
As per SHA Review Recommended Action Plan 







   


 
   


 





