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1. Statement on quality from the chief executive 

We are in a fascinating period of change in the NHS and it feels like DHC is in exactly 

the right place to take advantage of every opportunity so we can further enhance 

the services we provide for our patients and also work with partners to make great 

strides with managing population health through co-ordination of services and 

approaches. 

For DHC, 2018/19 has been another exciting year where we have achieved many 

important developments and laid the ground work for future years. 

We have continued our work to develop the Board (appointing our first Director of 

Primary Care) and our management team (appointing our first Marketing and 

Communication Manager, a new HR Manager and deciding to create a role of 

Performance and Contracts Manager).   For me personally, I reluctantly called time 

on my management role with the local GP practices so I could devote myself to 

being the full-time CEO of DHC to meet the ever increasing demands.   We now 

have a Board and management team that has the capacity and capability to, not 

only, deliver with the current opportunities and challenges but also to lead us 

through the new opportunities and challenges as the NHS changes through the 

reform process. 

Our IAPT service has grown substantially throughout 2018/19 with referrals increasing 

by 52%.  In 2018/19 we have recruited 14 additional therapists, been awarded new 

training placements and further enhanced our IAPT management and 

administration teams to lead the larger service.   We are delighted to have 

managed to maintain our quality throughout this period of growth with waiting times 

remaining low and our recovery/improvement outcome measures remaining high in 

all parts of Surrey.   We have rolled out new services including Silvercloud 

(computerised CBT) and further support for patients with long term conditions.     

Referrals to our elective care services (outpatients) actually fell in 2018/19 by 315 

(2.6%) compared to the year before which is mainly due to a recent fall in referrals 

from East Surrey CCG.   We have worked hard to improve our elective care 

processes and have an infrastructure capable of handling increased work so this fall 

in referrals, combined with continuing downward pressure on prices, is challenging 

and a situation we will need to address. 

We thought 2018/19 was going to give us the opportunity to start leading on 

transforming community services but the delay of the award of the contract to 

IDEEA (now Surrey Downs Health and Care) means that will happen in 2019/20. 

The greatest area of change, development and opportunity is probably in primary 

care.   In 2018/19, the NHS launched its 10 year Long Term Plan and a five year 

framework for GP contract reform.   These documents spell out the planned 

development of Primary Care Networks, investment in primary care and radical 



 

Page 4 of 63 

 

ideas for transforming how services are delivered. These plans almost entirely mirror 

our own thinking on how best to organize and transform local provision of care.  

They also fit beautifully with both the geography/population of Dorking and the 

direction we have been taking DHC since its inception in 2004. 

In 2018/19, we created a Primary Care Committee with a GP lead and practice 

manager representation from each of the four Dorking GP practices and chaired by 

our Director of Primary Care.   This committee has the vision to recognize the benefit 

of practices working together and has started work on a range of initiatives to 

enhance and change services.   Three new services have been started and all are 

working very well – these are the Extended Access Service, clinical pharmacists 

working in primary care and first contact practitioners seeing musculoskeletal 

problems. 

The quality of our care is driven by the quality of our clinicians, staff, IT, relationships 

with other partners and a rigorous approach to delivery plus dedication to 

continuous improvement.   We must thank our clinicians and staff for their 

professionalism and standards which are at the centre of everything we have 

achieved. 

We are proud of our progress in 2018/19, whilst recognising there is always more to 

be done and improvements to be made.   We are very excited by the opportunities 

we will have in 2019/20 and expect to be able to deliver substantial improvements 

for the patients of all our services. 

I declare that to the best of my knowledge the information in the document is 

accurate. 

Michael Arnaud, CEO 

May 2019 
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1.1. About us 

DHC Ltd is an organisation formed in 2005 by four local GP practices to provide high 

quality, local and timely outpatient services for 42,000 patients in the Dorking locality. 

DHC has grown significantly during 2018/19 and now employs 112 staff. DHC offers 

an expansive range of diagnostic and outpatient services at Dorking Hospital, 

Holmhurst Medical Centre in Redhill and Medwyn Centre in Dorking. In addition, our 

Talking Therapies (IAPT) service, which provides services across the 5 Surrey CCG’s, 

has doubled its referrals over the last two years with substantial growth forecast for 

2019/20. This expansion will be geographically aligned with the newly formed PCN’s 

(Primary Care Networks) with the intention of delivering quality care close to 

patient’s homes.      

We are an accredited AQP (Any Qualified Provider) for elective care and IAPT 

services and a Care Quality Commission (CQC) registered organisation. DHC does 

not provide services for patients referred for suspected cancer or provide cancer 

screening services. 

All our activity is provided under standard NHS contracts with the local 

commissioning organisations. 

Our values are to: 

 Foster a culture of patient trust in our service 

 Put the patient at the centre of their care 

 Encourage continuous improvements in the quality of care 

Our aims are to: 

 Increase the range of outpatient services provided at Dorking Hospital, 

Holmhurst Medical Centre in Redhill and Medwyn Centre in Dorking 

 Make sure that outpatients are seen locally rather than at East Surrey or 

Epsom Hospitals 

 Make sure our IAPT clients are seen locally 

 Reduce waiting times for appointments in all services 

 Ensure all our services are high quality 

 Attract talented, experienced and dynamic clinicians to work with us 

 Develop a close working arrangement between local GPs and our clinicians 
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1.2 Accountability 

DHC is a federation of four GP practices in Dorking whose partners make up the 

shareholders of the company.   DHC has a Board of Directors who are responsible for 

specific areas of delivery within DHC, as well as setting the strategic direction of the 

organisation.  

The Executive Board meets bimonthly to make key strategic decisions and to hold 

the management team to account. The majority of Board members are GPs from 

the local practices and so have first-hand experience of the challenges that 

patients face. In conjunction with the commercial expertise provided by the other 

Board members, they seek to maintain the highest of clinical governance and 

corporate standards. 

     

Dr Jonathan Richards    Michael Arnaud   Dr Robin Gupta  

Chairman   CEO    Primary Care 

     

Dr Stewart Tomlinson Dr Andre Beattie   Dr Vishal Sagar  

Medical Director  Community Services  Marketing Director  

 

Gary Collins  

Non-Executive Director 
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2. Priorities for improvement and statements of assurance 

from the board  
 

2.1. Priorities for improvement 2019/20 

As part of our ongoing development we have implemented a business planning 

process in 2018/19 which has guided us in agreeing priorities for 2019/20.   The Board 

spent several formative sessions agreeing the business plan including the priorities for 

2019/20.  This process included input at intervals from key members of the 

management team.  

DHC also works closely with Friends of Dorking Hospital to seek their views on service 

redesign and development. DHC will continue to expand its consultation of end 

users in 2019/20.    

The following are our priorities for 2019/20: 

Outpatients/Elective Care 

In 2019-20 we aim to increase referrals to DHC outpatient services from the East 

Surrey area by providing high quality care in an outpatient setting, local to patients. 

We will establish good working relationships with the newly created Referral Support 

Service for East Surrey, Crawley and Horsham & Mid Sussex CCGs to further develop 

services offered to patients.  

We will expand the range of services DHC delivers including the introduction of an 

outpatient Hysteroscopy service at Dorking Hospital; offering patients a more local 

service with short waiting times.   

A redesigned Musculoskeletal (MSK) pathway for the Dorking locality will be 

launched together with a new MSK Clinical Navigation tool introduced to all GP 

practices. The service will support national objectives of delivering high quality care 

for MSK conditions.   

IAPT 

We plan to continue the growth and development of our IAPT services, adapting 

delivery to the changing primary care landscape in line with the NHS 10 Year Plan.  

This will include the integration of IAPT into Primary Care Networks, starting with the 

CCG Banstead Pilot and Dorking. In order to develop our LTC (Long Term Condition) 

workforce, we aim to train an additional 8 therapists in the delivery of LTC IAPT.  

The delivery of the core IAPT service is also important to us and the creation of 

therapy hubs in 2018 has been of great benefit to both patients and staff. As the 

team develops, we will continue to grow our ‘Hub and Spoke’ model to ensure 
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therapists are supported and that patients are offered a range of treatment options, 

in a comfortable environment, local to their community area. 

Community Services including Community Medical Team (CMT) 

We will be active partners in the delivery of community services by Surrey Downs 

Health and Care.   Within the partnership we will lead on the delivery of services for 

the Dorking PCN. 

In 2019/20, we will lead the transformation of community services to make them 

more responsive, focused and efficient.   We will deliver new ways of working which 

will break down the historical silos between primary and community services.  All 

local community services will share the same clinical records to increase co-

ordination of care, transparency and efficiency. 

We will work with our partners to change the use of Ranmore Ward to increase the 

acuity of cases, increase the number of step up beds and provision to reduce 

admissions to acute hospitals. 

The priorities for CMT are similar to those of 2018-19 with the expectation that the 

CMT service will be able to expand: 

1. Develop CMT to a 7 day a week service by October 2019, once funding is 

approved by Surrey Downs CCG. The two other localities within Surrey Downs 

(Epsom and East Elmbridge) have now been funded for a 7 day CMT service. 

The realisation of the Surrey Downs Health and Care project provides a new 

opportunity to address this discrepancy. 

 

2. Reduction of (non-elective) admissions into hospital in 2019 (benchmarked 

against the CCG October 2018 dashboard figure. We hope to achieve this 

through an increase in referrals to the team, as well as by expanding the 

range and acuity of conditions that the team are able to safely manage in 

the community. An important aspect of this is the extension of the service 

over the weekends when we know that our frail elderly patients are at higher 

risk of acute admission. 

 

3. Development of a hospital in-reach service consisting of a team of GP’s and 

nurses. This service will integrate with the current CMT team to visit inpatients 

at local acute hospital Trusts to facilitate early discharge once their medical 

condition had been stabilised. 

 

4. Formalised medication reviews for patients with dementia to ensure best 

prescribing practice. This service will be established by October 2019 and is 

based on current NICE guidance for the optimal clinical management of 

dementia. 

 

5. Expand the delivery of clinical care to involve GPs from all practices across 

the Dorking locality. CMT currently has GP representation from 3 of the 4 

practices in Dorking. We intend to recruit and retain at least one additional 

GP from the remaining practice. 
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Research 

DHC will provide support to all practices within the PCN in enrolling and participating 

in clinical trials and research with executive leadership provided by Dr Andre Beattie 

in his role as a Director and operational delivery by Dr Tamsin Sevenoaks.  

Primary Care 

With the publication of the GP contract and 10-year NHS long term plan DHC is well 

placed to deliver the functions of the emerging Primary Care Networks (PCN). We 

have set timelines for the coming year. By July 2019 our PCN will formally take over 

the delivery of the extended access DES. By September 2019 we will have a PCN 

intranet. By April 2020 the PCN will be ready to take over the delivery of all locally 

commissioned services should the CCG be ready to do so.  

Over the next year the PCN will work with practices to share staff, reduce 

duplication of work, improve the efficiency, quality and delivery of services and look 

at new models of working to improve the working lives of primary care staff and the 

quality of care to patients. 

In 2019/20 DHC will develop a primary care plan with the consensus of all Dorking 

Practices in the PCN.  

Quality 

DHC will focus on quality and governance in 2019/20 to identify and address areas 

for improvement to ensure, as a minimum, a ‘good’ rating with the CQC. 

In 2018/19 we have developed and improved our governance framework 

incorporating changes to service delivery and management structure as part of the 

Governance Strategy.    

 

We have implemented a new governance structure that allows us to have clear 

lines of responsibility and accountability, outputs that provide meaningful 

information, provide effective escalation and two way flows of information to 

ensure, safe, effective systems are in place. The governance structure allows us to 

make DHC a well-led organisation with a visible Quality Management System 

supporting clinical governance.  

 

Throughout 2019/20 we will make it a priority to ensure that the Quality Management 

System is fully embedded and fit for purpose.  We will ensure the new structure allows 

us to be transparent and enable patient experience and quality improvement to be 

optimised. 

 

We will finalise a governance schedule of work which will include conducting 

Periodic Service Reviews for all our services.  We aim to increase the score achieved 

in the review in 2018/19 for outpatients. 
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In 2019/20we will ensure that we meet our minimum threshold of 90% of our staff 

completing each appropriate mandatory training course and greater than 95% 

completing safeguarding training.  

 

DHC values patient feedback.  We conduct annual patient surveys, Patient Led 

Assessment of the Care Environment; collate Friends and Family data as well as 

encouraging feedback on consultations and IAPT sessions routinely. DHC will be 

looking for further ways to involve patients in service development. 

 

We have completed the new Data Security and Protection Toolkit and have 

engaged an Information Governance expert as a consultant to steer our 

Information Governance improvement plan for 2019-20. This will be focused on a 

review of policy, audit process and technical guidance to improve data security 

and to continue to ensure patient data is safe and secure.  

In 2018-19 RADAR was reconfigured to increase patient safety, improve DHC ability 

to benchmark against other similar services and comply with NHS and CCG 

requirements. The new system went live on 1st April 2019.  We will provide training to 

all relevant staff to embed its use and encourage our staff to use it to record 

incidents.    

Staff Development 

In 2019/20, we wish to lower the staff attrition rate to below 20% across DHC.   We will 

continue to gather detailed reporting of exit reasons, review of staff survey data and 

resulting action plans as required to address any concerns and build the DHC 

employment offering to both attract and retain employees, researching strategies 

and ideas to ensure we are the “employer of choice”. 

We will develop new training opportunities for our staff to ensure continuing 

development of every member of staff. 

Finally, we will continue the process of building a diversity monitoring capability into 

the HR system, so we can compare the diversity of our workforce to that of the 

community we operate within. 
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2.2 DHC priority areas: Achievements in 2018-19 
 

2.2.1 Continue the growth and development of our IAPT Services  

The growth and expansion of the IAPT services continued in 2018/19, driven by a 

growth in referrals of 52% compared to the previous year.  

Surrey Heath  

During 2018/19 we have launched delivery of services in the Surrey Heath area. This 

is one of the smallest CCG’s in the country with a population of 95,000. Delivery of 

services began in June 2018. We now offer 10 clinics/week from our Camberley 

Office offering Cognitive Behavioural Therapy (CBT), CBT based Guided Self Help 

(Step 2), Counselling and our Employment Support. Uptake has been limited with just 

47 referrals to date. We have marketed to all 8 GP practices and worked closely with 

the local Acute Hospital, Frimley Park, having now participated in three of their 

events.  

Long Term Conditions (LTC) 

We have strongly promoted our Long Term Condition Service in 2018/19 through a 

range of activities including: 

 A marketing campaign including LTC specific leaflets and through Social 

Media 

 Delivery of training on the importance of IAPT for LTC patients to GP’s, 

Practice Nurses, Nurse Specialists and Secondary Care health professionals 

(over 200 professionals)  

 Supporting the delivery of promotion of IAPT to the Diabetes Structured 

Education attendees 

 Raising awareness of our LTC work through third sector providers such as 

Diabetes UK and Breathe Easy 

 Developed LTC specific groups 

In 2018/19 we have had 119 LTC IAPT referrals. Work to increase uptake is ongoing 

with planned activities such as integrating the PHQ 4 questionnaire into some 

practices Long Term Condition Annual review templates. 

Couples Counselling for Depression Pilot 

We completed a small pilot for Couples Counselling for depression, with 4 couples 

engaging in treatment. Whilst the therapy provided was reported to be ‘helpful’ to 

the couples, there were multiple operational issues identified around confidentiality 

and limitations in recording data on IAPTUS. Engagement was challenging with 

multiple missed appointments and it is unlikely that a full role out would be viable 
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given the investment needed in infrastructure; particularly as the accredited 

Couples Counselling for Depression training is not currently funded.  

Introduction of Online CBT (CCBT) 

We launched our online CBT package in July, using the evidence based platform- 

SilverCloud. We have a total of 15 packages (11 Core IAPT and 4 LTC). To date we 

have had 131 clients start a programme, with the anxiety and mixed anxiety and 

depression packages being most popular. The statistics show that on average, 

clients complete 8.8 sessions of CCBT with sessions lasting on average 18 minutes. This 

is a comparable duration of treatment to a Step 2 face to face intervention (4x35 

mins sessions) and highlights the benefits of being able to fit more easily into a 

person’s day. The data shows that people use the platform at all times of the day. 

The average recovery rate is currently 51%. 

 

2.2.2 Access funding streams for extended services 

In 2018/19 we have had some success in accessing funding streams for extended 

services. We were awarded a contract to run the Dorking Extended Access Service 

for primary care from October 2018. 

We received £1.50 per head of population from Surrey Downs CCG to develop new 

services and invested that in primary care based clinical pharmacists and extended 

access practitioners.   We were also approved for a further tranche of funding for 

the primary care based clinical pharmacists from the NHS England project. 

2.2.3 Lead the provision and development of a Primary Care Home (PCH) 

Model  

When the last report was written it was expected that IDEEA (now Surrey Downs 

Health and Care) would have been operational within 2018/19 and DHC would 

have been able to actively take forward the provision and development of a PCH 

model. 

There were delays in the planned implementation of the contract award and 

service commencement and that actually commenced on 1 April 2019. 
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CMT priorities for 2018-19 were developed in conjunction with the wider changes 

driven through the implementation of Surrey Downs Health and Care programme, 

with 3 main goals to; 

 Develop CMT to a 7 day a week service by October 2019.  

 Reduction of (non-elective) admissions into hospital by October 2019 

(measured against CCG October 2018 dashboard figure).  

 Development of an in-reach service consisting of a team of GP’s and nurses. 

With the imminent implementation of Surrey Downs Health and Care in April 2019 we 

feel optimistic that the CMT service may be extended to a 7 day service. This is 

essentially dependent on funding streams through the Surrey Downs Health and 

Care project, but we feel the extension of the service before October of this year 

remains a possibility. This can be done by negotiating equitable funding for CMT 

teams across the Surrey Downs CCG localities now that we have a place on the 

Surrey Downs Health and Care board that will allow our voice to be better heard. 

We have not seen further reductions with regards to non-elective admissions into 

hospital compared to 2017/18, but the figures from the CCG dashboard 

demonstrate ongoing effectiveness of the team in terms of prevention of unplanned 

admissions. There has also been a small reduction in the average length of stay in 

the acute hospital for these patients compared to 2017/18 from 9 days in 2017/18 to 

8 days in 2018/19. 

The in-reach service has not yet been set up due to lack of funding from the CCG 

and the need to wait for the implementation of Surrey Downs Health and Care to 

allow the CMT service to further expand. However, this remains an ongoing priority 

for CMT over the coming year. Once we develop the in-reach service into the 

hospital, we should see a further reduction in the length of stay for patients. 

2.2.4  Develop a three year premises strategy and rationalise staff hubs  

We have implemented a number of key improvements in premises in 2018/19 but this 

has not included the development of a three year premises strategy.   The short term 

nature of our contracts has restrained our ability to invest in long term contracts on 

premises and therefore to plan ahead for an appropriate timeframe.    

Developments in premises in 2018/19 include opening a new IAPT hub in Holmhurst in 

Redhill to add to our other hubs in Weybridge and Woking.   We have also secured a 

hub in Medwyn in Dorking to open in June 19.   We have also agreed in principle to 

rent rooms in a site in Epsom in 2019/20.    

We have created our first management offices where we can have all our non-

operational managers together in one location.   We opened our management 

offices in The Atrium in Dorking in March 2019 and immediately moved the 

managers from their diverse locations into the new suite of offices. 
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2.2.5 Elective Care – increase our range of services whilst embedding the 

rapid access chest pain clinic and stable glaucoma monitoring service 

In 2018/19, we launched the Rapid Access Chest Pain Clinic which has been 

extremely positive as it delivers improved access to an essential service, reduces 

costs for the commissioner and facilitates more appropriate treatment for patients.  

The stable glaucoma service has continued but with relatively low numbers.  It has 

been embedded and it is proving to be a popular service for the patients as well as 

delivering a high standard of care. 

We would have liked to have further increased our elective care services but it has 

been a year of falling referrals – particularly from East Surrey CCG.   This has created 

a position where there is not the scale to allow for the widespread development of 

new services.   We also needed to work with Surrey Downs CCG to understand how 

the capped contract will work with the development of new services where this may 

take costs above the capped sum.  

2.2.6 Become the local employer of choice & support and develop our staff 

Over 2018/19, DHC reviewed staff salaries to ensure that they remain competitive 

against NHS Agenda for Change scales, to ensure that we attract quality 

candidates and retain staff. This has been done in an environment of reduced 

funding. 

DHC also developed and launched a computerised HR system for the first time, 

which is a self-service system and enables staff to access their own employee 

record.  This will allow us to monitor and report on staff training, activities and 

workforce planning. 

DHC introduced alternative methods of reaching potential candidates in 2018/19, 

including developing our use of social media and advertising suitable vacancies on 

job websites such as ‘Indeed’.   In order to ensure that we were reaching the right 

candidates, a competency based interview process was developed and 

introduced and managers trained in its use so that recruitment decisions were robust 

and identified the best candidates. 

The staff survey reported that 91% of employees who responded to the survey were 

positive about their jobs and 100% commented that their time at work passes 

quickly. 

Managers attended a 5-day management development programme so their skills 

and competencies were developed and to ensure their teams could be effectively 

engaged. This is an important part of our strategy to be an ‘employer of choice’, 

whilst also meeting best practice management and ensuring adherence to 

employment law principles. 
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We continue to invest in staff, ensuring their mandatory training is kept up to date 

both on joining the organisation and as it requires updating.   We also invested in 

providing IT workshops for staff relevant to patient data systems and processes and 

supported clinical staff with their skills development. 

2.2.7 To develop our services in primary care 

In June 2018 DHC appointed Dr Robin Gupta as Director of Primary Care. This role 

fulfilled a need to have a formal relationship between DHC board and the Dorking 

practices. A Primary Care Committee (PCC) was developed which meets once a 

month. The first formal PCC was held in July 2018. Each practice is represented by a 

GP and practice manager. The aims of the PCC are to improve patient care, 

reduce variance between practices, standardise practice policies and procedures, 

support delivery of joint primary care services and act as a conduit between 

practices, DHC and local commissioners.  

Three Dorking Practices are rated ‘good’ by the Care Quality Commission (CQC) 

and one is rated as ‘outstanding’. All are training practices supporting the training of 

new nurses, doctors and GP’s. All achieved more than 99% in the clinical indicator 

requirements of the 2017-2018 Quality and Outcomes Framework (QOF). In the 

August 2018 GP patient survey all 4 practices achieved over 95% in patient 

experience of their practice, well above national average.  

We have delivered on the three planned projects for 2018. In September 2018 DHC 

was contracted to deliver the Extended Access Service. This service offers an 

additional 45 minutes per 1000 patients a week of appointments to patients. Despite 

the extreme pressure primary care is under, we have managed to staff these clinics 

using local Dorking GP’s.  These clinics run from 2 sites Monday to Friday, covering 

the rural and central areas of our practice populations and from a central site 

weekends and bank holidays.  

In the last year we employed 2 whole time equivalent Clinical Pharmacists in primary 

care. These 3 individuals have integrated into practices to reduce work pressure on 

GP’s and improve prescribing policies and practices. They offer the practices and 

patients expertise in delivering high quality medication advice.  

Starting in September 2018 we instigated a 1-year pilot offering patients with 

musculoskeletal problems an appointment with a First Contact Practitioner. These 

practitioners are qualified senior physiotherapists who have been trained to assess 

and guide patients with musculoskeletal issues.  Within 6 months this program has 

helped over 800 patients reducing demand on GP appointments. Almost half were 

given self-care advice, the others being referred for community physiotherapy. Less 

than 5% needed to return for further advice, investigation or referral to a specialist. 

This has been such a success Surrey Downs CCG is looking to extend the program 

across its population.  
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Work on standardising policies and procedures has been fruitful. There is a growing 

catalogue of PCC approved documents being shared by the practices. 

2.3 Statements of assurance from the board  

The following areas of Prescribed Information (PI) and statements of assurance from 

the board are relevant to DHC services and /or our sub-contracted health services; 

PI 1 During 2018/19 DHC provided and/or sub-contracted the following health 

services: 

 DHC provided a total of 34,575 outpatient attendances including 14,636 

first outpatient appointments 

 1,078 patients were treated by our physiotherapists 

 Our sub-contractors carried out 1,938 operations of which 1,724 were day 

case procedures 

 6,382 diagnostic investigations were carried out by DHC and our sub-

contractors 

 In our IAPT service 4,339 clients started treatment and 2,968 completed a 

course of treatment 

PI 1.1 DHC has reviewed all the data available to them on the quality of care in all 

of these relevant health services. 

PI 1.2 The income generated by the relevant health services reviewed in 2018/19 

represents 100 % of the total income generated from the provision of relevant health 

services by DHC for 2018/19. 

PI 2 DHC was not involved in any national audits or national confidential enquiries. 

PI 2.7 Local Clinical Audits. The reports of five local clinical audits were reviewed by 

DHC in 2018/19. The results and recommendations are detailed later in this report. 

PI 3 Research: In 2018/19 DHC did not provide services or subcontract services for 

any patient enrolled in a clinical trial or study.  

PI 5 DHC is required to register with the Care Quality Commission and  is a registered 

service for the following regulated activates; 

 Diagnostic and screening procedures 

 Surgical procedures 

 Treatment of disease, disorder or injury 

The Care Quality Commission has not taken enforcement action against DHC during 

2018-19. 
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PI 7.1 DHC has not participated in any special reviews or investigations by the CQC 

during the reporting period. 

PI 9 DHC Data Security and Protection Report was submitted showing all areas were 

met.  This is addressed in detail in section 3.7.1. 

PI 11 DHC will be taking the following actions to improve data quality; 

 Rearrangement of Pathway referrals 

 Data cleansing  

 Increase NHS and GP code completion 

 Review of data reports cycles 

 PI 27.1   During 2018-19, DHC reported one patient death that occurred following an 

operation at a sub-contractor (Gatwick Park Hospital).  

2.4 Learning from Deaths  

Currently any death (DHC has reported only one death in last three years 

that occurred as part of a DHC patient pathway in an Acute trust) is reported 

to the CQC and StEIS. DHC complies with the NHS Serious Incident framework 

and ensures that Duty of Candour is followed if any concern with care is 

identified.  

 

As a result of the patient death reported in 2018-19 DHC will implement a 

Learning from Death Policy and reporting structure in 2019/20 to build upon 

the current Serious Incident Management System. 

 

2.5 DHC is committed to learning from Deaths and will implement the 

Structured Judgment Review methodology; developing this for 

use across our services and our subcontractors to maximise 

learning. Reporting against core indicators 

DHC is does not provide services captured by the majority of Core Indicators and 

reports against its Quality Governance in part three.  

Since 2013/14, providers of NHS healthcare have been asked to consider reporting 

on the patient element of the friends and family test. DHC Friends and Family test 

data is shown in table 1 (below) and demonstrates that DHC has met the required 

recommended bench mark figures as set nationally.  However the ‘not 

recommended’ figure is slightly higher than the national bench mark. Feedback via 

this test has been consistent over the last three years. 
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Table 1 Family and Friends Test (Outpatient) from 2016-19 

 

Dorking HealthCare Ltd 

National Benchmark for England 

(including Independent Sector 

Providers) 

Year 

Total 

Responses 

% 

Recommended 

% 

Not  Recommended % Recommended %Not  Recommended 

2016-17 59 93% 7% 93% 3% 

2017-18 41 93% 7% 94% 3% 

2018-19 31 93% 7% 94% 3% 

In 2018-19 DHC will be working on ways to get a larger, more representative sample  

by exploring SMS and technological solutions to ensure our data is robust.  DHC aim 

is to be the provider of choice for patients and we aim to ensure all patient 

feedback is considered in our services development.  
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3.   DHC Quality Performance  

Indicators in the NHS OF are grouped around five domains, which set out the high-

level national outcomes that the NHS should be aiming to improve. They focus on 

improving health and reducing health inequalities: 

Domain 1 - Preventing people from dying prematurely 

This domain captures how successful the NHS is in reducing the number of avoidable 

deaths. 

Domain 2 - Enhancing quality of life for people with long-term conditions 

This domain captures how successful the NHS is in supporting people with long-term 

conditions to live as normal a life as possible. 

Domain 3 -Helping people to recover from episodes of ill health or following injury 

This domain captures how people recover from ill health or injury and wherever 

possible how it can be prevented. 

Domain 4 - Ensuring that people have a positive experience of care 

This domain looks at the importance of providing a positive experience of care for 

patients, service users and carers. 

Domain 5 - Treating and caring for people in a safe environment and protecting 

them from avoidable harm 

This domain explores patient’s safety and its importance in terms of quality of care to 

deliver better health outcomes. 

DHC is a Federation of GPs delivering services as part of NHS contracts and has 

selected indicators that are most closely related to the work it is commissioned to 

deliver and may also be linked to specific KPIs set by the CCG. See table 2. 
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Table 2 

Indicator for disclosure DHC performance 

Maximum time of 18 weeks from point of 

referral to treatment (RTT) in aggregate – 

patients on an incomplete pathway  

95% below 18 weeks 

C. difficile: variance from plan  0 cases 

Maximum 6-week wait for diagnostic 

procedures  

99% below 6 weeks 

Venous thromboembolism (VTE) risk 

assessment  

100% assessment 

Improving access to psychological 

therapies (IAPT):  

a) proportion of people completing 

treatment who move to recovery (from 

IAPT dataset)  

b) waiting time to begin treatment (from 

IAPT minimum dataset):  

i. within 6 weeks of referral  

ii. within 18 weeks of referral  

 

 

53% 

98.9% 

99.9% 

The target for the percentage of patients on incomplete RTT pathways (yet to start 

treatment) waiting no more than 18 weeks from referral is 92%.  DHC exceeded the 

target achieving 95%. 

The IAPT client waiting time to begin treatment within 6 weeks rose from 93.8% in 

2017-18 to 98.9% as a result of increased resources to manage high demand and 

waits within 18 weeks have remained the same at almost 100%. 

In 2018-19 we have sought to minimise waiting times by closely monitoring patient 

journeys through their pathway by use of effective reporting, effective partnership 

and sub-contractor performance management.  

3.1 Indicators of Patient Safety 

.The overarching indicators in domain 5 focus on deaths and incidences of severe 

harm attributable to problems in healthcare. 

The improvement areas in domain 5 cover the reduction of avoidable harms usually 

associated with healthcare such as deaths from venous thromboembolism (VTE) and 

incidents of MRSA and C.difficile.  
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Indicator 5.1 Deaths from venous thromboembolism (VTE) related events within 90 

days post discharge from hospital  

Indicator 5.2.i Incidence of healthcare associated infection (HCAI) – MRSA  

Indicator 5.2.ii Incidence of healthcare associated infection (HCAI) – C. difficile 

These indicators are measured through the performance management and 

governance arrangements with our subcontractors and there have been no 

incidents of this type.  

Indicator 5.6 Patient safety incidents reported (formerly indicator 5a) 

Improvement area – Improving the culture of safety reporting 

DHC has a low rate of Serious Incidents, reporting only 2 Serious Incidents in 2018-19. 

One Serious Incident related to a patient who experienced a delay in being referred 

to the most appropriate care in OPD. DHC were able to identify the patient needs 

and notify the GP that the patient should be referred under a Two Week Rule 

pathway and DHC is leading on the Serious Incident investigation between the 

patient GP and DHC. 

A second Serious Incident occurred in DHC IAPT services and relates to the quality of 

assessment and Risk Assessment (RA) that was carried out. This investigation has not 

concluded at this time.  

DHC has improved the culture of safety reporting since the implementation of an 

incident reporting database, RADAR, improving the effectiveness of monitoring 

patient safety events and our ability to identify patterns and trends.  This will reduce 

risks to patient safety and inform DHC’s continuous cycle of improvement.  

The system has been reconfigured and that version went live on 1st of April 2019. We 

will in future be able to obtain greater levels of analysis and increase learning across 

the organisation.  

3.1.2 Incidents  
 

DHC had 74 reportable incidents in 2018-19 increased from the previous year of 66 in 

2017-18. This 12% increase in reported incidents has been a reflection on improved 

reporting and the growth of DHC service provision.     

 

DHC has promoted an open culture that encourages staff to report incidents to 

increase learning.  Staff are working closely with the Governance and Compliance 

Manager have significantly increased confidence in reporting and the quality of 

Incident investigations. 
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90% of all DHC incidents are no harm events with only 7 incidents that recorded 

minor harm to patients.  

 

One of these was related to a regulated activity. A punch biopsy was performed on 

the wrong lesion on a patient’s face following instruction from the patient. This 

investigation identified a number of steps that can be implemented to reduce the 

risk of this happening again;  

 

1. Using a mirror to locate lesion with the patient  

2. Ensure medical drawings or photographs are taken at the initial appointment  

 

The remaining 7 incidents that are recorded as a patient having experienced harm 

relate to isolated events; 

 

1. Patient illness on DHC OPD premises 

2. Ultrasound results showing no abnormalities that were subsequently confirmed 

by CT scan as pancreatic cancer. This is currently being reviewed by the 

Health Service Ombudsman 

3. Notification of Death (NoD) post operatively at our subcontracted provider 

SPIRE Gatwick Park Hospital 

4. Post-operative complications allegedly as a result of clinical decisions made 

during a procedure to remove kidney stones at our subcontracted provider 

Ramsey North Downs Hospital  

5. Patient fall in the car park 

6. Inadequate management of a patient's presenting risk factors in IAPT. 

 

 
  

11% 

88% 

1% 

DHC Incident by harm category 2018/19 

harm no harm near miss
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Almost 58% of all no harm incidents in DHC last year resulted from administration and 

Information Governance (IG) issues. This has increased from 50% in 2017-18.  

 

DHC has started to drill down to the details of the 23 IG incidents to identify where 

information was shared to us inappropriately and report these correctly. In 2019/20 

we will be working on obtaining much more detailed reporting of IG incidents to 

reduce the number of incidents following the reconfiguration of RADAR.  

 

A small number of appointment letters containing limited personal information were 

sent to the wrong patients, all patients were notified. DHC works in line with NHS 

guidance to protect patient privacy and has a low threshold for reporting any issues 

related to IG.  This is to ensure high level of patient confidentiality.  The majority of 

incidents are related to internal processes and safety measures that allow DHC to 

maintain standards of information management. We will be focusing on reducing 

the number of these types of incidents.  

 

There have been no breaches of confidentiality, security breaches or cyber 

incidents.  

 

 

 

The remaining low risk, no harm incidents in 2018-19 in DHC have been spread across 

a number of areas in very low numbers.   

 

Contributing factors identified through investigations completed in 2018-19 show 

that ‘task factors’ have been the largest contributor noted. Individual factors were 

also noted in a number of cases where staff reported being distracted and feeling 

that they had a number of tasks to complete simultaneously. This has been picked 
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up in a review of processes in OPD and there has been a focus on making tasks 

clear and documented. Protocols have been created on the electronic patient 

record to implement input controls to reduce the likelihood of some of these types of 

human errors occurring. 

 

Table 3: Frequency of Incidents by Quarter 

Contributory factors Frequency Q2 Frequency Q3 Frequency Q4 Total 

Patient factors 0 1 0 1 

Individual factors 3 2 1 6 

Task factors 5 4 0 9 

Resource factors 1 0 1 2 

Cultural/org factors 0 0 1 1 

Education and 

training 

0 0 1 1 

Equipment 0 0 0 0 

Team/social factors 0 0 0 0 

Environment/facilities 0 0 1 1 
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3.1.3 Complaints and compliments 
 

DHC continues to have a low number of complaints across the organisation and is 

proud to deliver patient satisfaction. 

 

In 2018-2019, DHC received and responded to 20 complaints compared to 35 in 

2017-18. This is a decrease of 42%.  

 

Throughout 2018-19 the Governance and Compliance Manager has worked closely 

with the Service Managers to support staff managing informal concerns to achieve 

patient satisfaction at the earliest opportunity. DHC recorded 24 Concerns that were 

resolved informally.  

 

Table 4: Type of Complaint by Service  

Type of Concern IAPT OPD Dorking 

Hospital 

Total 

Change of therapist 1  1 

Clinical care  1 1 

Clinicians manner  3 3 

Clinicians manner  2 2 

Delay in letters  1 1 

Delays in appointments  1 1 

Incorrect paperwork  1 1 

Information  1 1 

Information sharing 1  1 

Not a concern is an IG incident 1  1 

Not a concern is operational 1  1 

OPD Telephone system  3 3 

Patient transport  1 1 

Poor communication  3 3 

Staff manner/competence 1 1 2 

Unfavourable comments about 

GP practice 

 1 1 

Grand Total 5 19 24 

 

The highest number of concerns that were resolved relate to clinicians manner, poor 

communication and the OPD telephone system. 

 

 

 

  



 

Page 26 of 63 

 

 

DHC complaints 2018-19 

 

 
 

 

30% (n=6) of complaints were related to delays in treatment or appointments largely 

due to administration processes. As with learning from admin related incidents DHC 

is working to improve systems with greater automation to increase efficiency and 

accuracy.  

 

15% (n=3) of complaints relate to Clinical treatment; 

 

 Two complaints related to diagnosis that was given and that symptoms and 

issues remained after medical treatment. DHC has investigated thoroughly 

and treatment was correct and supported by evidence based practice. 

Learning from these two complaints has highlighted the need to provide as 

much information as possible to ensure patients have all the relevant 

information, understand the decision making processes about their treatment 

package and possible outcomes can improve patient positive experience. 

 Once complaint has been raised with the Healthcare Ombudsman in relation 

to an Ultrasound Scan that was unable to detect abnormalities that were 

subsequently identified during a CT scan.  This is currently being investigated 

at the time of this report. 

 

Clinical 

Treatment, 3 

Clinician 

manner, 2 

Clinical care, 1 

Delay in 

treatment/app

ointments, 6 Inaccuracy in 

records, 1 

Lack of 

communcation, 

1 

NA, 1 

OPD telephone 

system, 1 

SAR 

delay, 1 

Staff 

competence, 1 

Staff 

manner/compe

tency, 2 
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10% (n=2) relate to clinicians manner, after full investigation learning from these 

complaints identified that managing patient expectations before, during and after 

appointments can greatly improve a patient’s positive experiences. 

 

100% of all complaints were acknowledged within 3 days and 93% of all complaints 

were resolved within 25 working days with 100% of those not resolved within 25 days 

being resolved within agreed extended time frames. 

 

All recommendations have been actioned and lessons learned fed back to staff. 

 

The DHC Directors reply personally to every complaint after a detailed investigation 

by Service Managers. 

 

3.1.4 Infection Control  

 
Cleaning and checking of the environment and equipment is integral to our working 

day in all locations. Cleaning of equipment, equipment trolleys and clinical rooms is 

undertaken on a daily basis and audited monthly in the Outpatients Department, 

with similar processes in place for our satellite and hub locations. 

 

We continue to conduct hand hygiene audits quarterly with yearly theory update by 

the IP Lead Nurse. The team have achieved 100% on all hand hygiene audits 

through 2018 -2019.  We make hand hygiene requirements visible to our patients and 

alcohol hand rub is available throughout the department. 

 

PIT audit (Process Improvement Tool) is carried out twice yearly. The scores Infection 

prevention and control, Sharps, PPE, Environment and hand hygiene are shown 

below. 

 

Audit Outcomes 2018/2019:  

The following table shows average compliance scores across all Outpatient 

Department Audits. DHC began recording audits in this way from February 2018 

therefore we do not have a full set of data to compare with previous years.  

 

The data shows excellent compliance across Hand Hygiene, Infection Prevention & 

Control and Personal Protective Equipment (PPE) Audits. The need for improvement 

was identified for Sharps and Environment Audits to move compliance from good to 

excellent.  

 

Table 5: Infection Control Audit Outcomes 

Audit Average Score 2018-19 

Hand Hygiene 100% 

Infection Prevention & Control 100% 

Sharps 96% 

PPE  100% 

Environment 97% 
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Priorities for 2019-20 

1. We will continue to monitor and maintain standards through audit, training, 

education and engagement 

2. Working in partnership with NHS Property Services we will continue to improve 

the fabric of the building to ensure patient safety and a clean safe working 

environment 

3. Through a phased programme in 2019-20, we will ensure that equipment 

within the department which has been identified through audit as below 

required standard is replaced 

 

Surgical Site Infection Audit outcome: 

In 2018-19 we developed our surveillance system in line with NICE guidance (Quality 

Improvement Statement 3: HCAI Surveillance1) in order to monitor wound infection 

rates by identifying the most efficient and effective way to gather information on 

post procedure infection and reduce the risk to patients.  

 

A surgical site infection audit was undertaken to identify SSI (Surgical Site Infection) 

rates for all dermatology minor procedures  (skin lesion excision) undertaken at DHC 

over a four month period between September – December 2018. 

 

The aim of the audit is to determine the incidence of SSI following skin lesion excision 

at DHC compared against those figures published by the British Association of 

Dermatologists (BAD).  

 

In 2013 NICE published a Quality standard for SSI. This was commented on by the 

BAD which stated that, “surgical site infection rates in dermatological surgery 

worldwide are low compared with most studies quoting “a rate of 2 – 5%”.  For the 

purpose of this audit we will adopt a rate of below 5%. 

 

This retrospective audit covering all skin excisions undertaken between September 

2018 and December 2018 was undertaken in January 2019 with the results showing a 

positive result of 3% against a bench mark figure of 2 – 5%1. 

Our standard to achieve below 5% was met.     

 

On analysis of Mr Michael Monteiro’s cohort, it was found that these patients were 

complex excisions +/- flap procedure with an associated higher risk of bleeding. Of 

the 16 procedures undertaken one (1) developed a SSI (65 year old male, non-

diabetic, lesion above left eye, flap procedure) resulting in an incidence of 6%.   

 

Action Plan: 

1. The outcome of this audit will be shared with the Consultants / GP’s involved.  

2. The Infection Prevention Nurse will continue to work with all staff involved in 

skin lesion excision to ensure standards continue to be met e.g. hand 

hygiene, ANTT (Aseptic Non Touch Technique). 
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3. Nurses involved in the care of these patients will also have the opportunity to 

view and discuss the result. 

 

3.1 Indicators of Clinical Effectiveness 

The DHC Board is committed to the delivery of clinical excellence and in 2019/20 will 

approve a clinical audit cycle that reflects the range of services delivered by DHC 

covering but not limited to: 

 

 Dermatology  

 Pain management 

 Cardiology 

 Glaucoma (carried over from last year) 

 Hysteroscopy 

 

Based on each speciality we will identify key areas of audit, allocate an executive 

lead and reporting schedule. 

 

As part of governance arrangements with DHC sub-contractors we have expanded 

quality reports beyond DHC pathways; seeking assurances against clinical and 

quality audits. 

 

We now collect the same information from our subcontractors as is required in the 

head agreement with Surrey Downs CCG. This is through quarterly Contract Review 

and Quality and Governance meetings and quarterly Quality Data Reports. This 

includes: 

 

 Complaints reports 

 SI reports 

 Clinical Audit reports 

 Patient Experience Surveys 

 Staff Survey 

 PLACE 

 Cancelled Operations report 

 Infections Prevention audits reports 

 Areas of training compliance  

 

Local Clinical Audits    

In addition to routine quality assurance audits DHC conducted 5 local audits in 2018-

19. Each of these audits are summarised below.  

 

1. Audit of depression and its management in patients with chronic pain 

DHC conducted an audit of its pain clinic to assess: 
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1. The measurement of depression in patients referred to the pain clinic for a 

multidisciplinary assessment. 

2. Establish how many chronic pain patients receiving a multidisciplinary 

assessment are offered an antidepressant as a treatment option after 

moderate to severe depression is diagnosed by an accredited pain PHQ-9 

score. 

3. The changes in depression score after a treatment that includes rehabilitation 

(CBT/mindfulness/ mixed psychotherapy/physiotherapy exercises). 

 

Background 

A standard of 75% was set for non-cancerous chronic pain patients referred to the 

pain clinic having an accredited assessment of depression.  

 

A standard of 90% was agreed for patients with moderate/ severe depression being 

offered antidepressants and access to the pain management programme.  

 

A standard of 60% was agreed for patients with moderate/ severe depression taking 

up a place on the pain management course.  

 

Methodology 

An audit of all patients with chronic pain who had been coded for multidisciplinary 

assessment between April 2018 and October 2018 was analysed for recorded and 

completed psychosocial questionnaires – PHQ-9 for depression, SF-36 for pain & MYP 

for coping.  

 

Recognition and treatment of any depression by antidepressant and or onward 

referral to the pain management programme was noted. The depression score used 

was PHQ9 at assessment prior to treatment, and also 6 weeks after a completed 

course of rehabilitation. 
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Table 6: Summary of outcomes for management of depression in patients with 

chronic pain.  

Metric Number of patients 

(Percentage) 

Patients seen for MDT assessment 22 

Patient with completed questionnaires 19 (86%) 

Patients with moderate/severe depression 10 (53%) 

Patients with moderate/severe depression offered 

antidepressants and offered a place on the pain 

management programme and or psychological 

interventions 

10 (100%) 

Patients with moderate/severe depression who took up a 

place on the pain management programme 

7 (70%) 

Number of patients moderate/severe depression who 

dropped out after one session 

1 (10%) 

Average change in PHQ9 pain management group 

(moderate/ severe depression) with antidepressant 

2.3 

Average change in PHQ9 pain management group 

moderate/ severe depression) declining antidepressant 

5.0 

Average change in PHQ9 pain management group 

(moderate/ severe depression) 

3.4 

Change in in PHQ9 patients without any moderate/ severe 

depression 

No change 

 

Conclusion 

This audit confirms a high standard of practice within the DHC pain clinic using a 

biopsychosocial multidisciplinary model of assessment of chronic pain patients. An 

objective measurement of mood was achieved in 86% of referrals vs. the standard 

75% set.  

 

Antidepressant medication was considered for 100% of moderate/severe depression 

patients vs. the 90% standard set.  

 

Furthermore 70% moderate/severe depression chronic pain agreed to engage in a 

pain management rehabilitation programme, also better than the standard set at 

60%.   Depression scores in the moderate/severe depression patients in the pain 

rehabilitation group had an average improvement score of approximately 3.4 by 

PHQ-9.  Although an improvement of 3.4 is not a clinically significant change, two 

patients (declining antidepressants) managed a PHQ-9 score reduction of 5 which is 

significant.  
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2. Audit to establish whether the majority of patients seen in the Rapid Access Chest 

Pain Clinic (RACPC) at DHC with recent onset chest pain are investigated first line by 

a CT Coronary Angiogram (CTCA) 

DHC conducted a clinical audit to review the outcome of patients referred to the 

RACPC at DHC and to establish the proportion of patients referred for CTCA after 

initial assessment by a clinician. 

 

Standard 

The CCG defined standard is 20% of patients are discharged after 1st appointment; 

and that 75% of all newly referred patients investigated first line by CTCA. 

 

Methodology 

A search was performed of all referrals received from 1st May 2018 to 30th 

November 2018. The patient notes were reviewed to determine the outcome after 

first contact with the clinician.  

 

A total of 76 RACPC referrals were received in the 7-month period from May to 

November 2018. There were an additional 2 RACPC referrals but one of these 

patients was admitted to hospital prior to being seen in clinic and the other was 

referred to another provider due to patient preference. These 2 patients have been 

excluded from the audit. 

 

Table 7 and 8 - Outcomes for patients seen at RACPC 

  May June  July Aug Sept Oct Nov Total 

No. of RACPC Referrals 10 8 7 14 10 16 11 76 

No. of patients discharged after 

1stAppointment 2 1 1 3 1 4 2 14 

No. of CTCAs 6 5 5 8 8 5 8 45 
No. of Myocardial Perfusion Scans 

(Thallium) 0 0 1 1 0 0 0 2 

No. of CMRs performed 0 0 0 0 1 0 0 1 

No. of Stress Echos performed 0 0 0 0 0 0 0 0 
No. of pts referred direct for 

invasive coronary angiograms 

before CTCA  1 2 0 1 0 6 1 11 

No. of other first line investigations 

e.g. MRI spine, echo 1   1  1  3 
 

Proportion of patients discharged after 1st 

appointment 18.4% 

Proportion of patients referred for CTCA 59.2% 

Proportion of patients referred direct for invasive 

angiography 14.4% 

Proportion of patient referred direct for functional 

imaging 3.9% 
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Conclusion 

The proportion of patients referred for CTCA after 1st appointment was 59.2%. 

However, this target did not consider that there may be more appropriate non-

invasive first line investigations other than CTCA: 

 

 patients did not have cardiac chest pain, but they did have other symptoms 

requiring investigation 

 3 patients had non-invasive functional imaging (CMR, MPS) as first line 

investigation, as this was deemed more appropriate on clinical grounds  

 

If we include these 6 patients with the 45 patients that did have a CTCA as first line 

investigation, then the proportion of patients referred for CTCA plus other non-

invasive investigations is 67.1%. This is close in line with CCG standard, avoiding costly 

invasive coronary angiograms as first line investigation.   

 

The proportion of patients referred direct for an invasive coronary angiogram was 

14.4%, as opposed to the CCG expectation of 5%. The higher than anticipated 

incidence of invasive coronary angiogram may be due to 5% of patients having a 

pre-existing history of heart disease; together with 36.8% of the audit cohort being 

aged 65 years and over - in elderly patients it is often more appropriate to refer 

direct for an invasive coronary angiogram to avoid the double dose of radiation 

from both a CTCA and invasive coronary angiogram.  
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3. Audit of Medication Reviews for patients with Dementia under the care of 

Community Medical team (CMT) 

NICE recognises that there are multiple contributing factors to the way in which a 

patient with dementia can be affected on a day to day basis. Furthermore, it is well 

recognised that medicines in this group of patients may significantly contribute to 

the extent of a patient’s cognitive impairment. NICE highlights the need to be aware 

that some commonly prescribed medicines are associated with increased 

anticholinergic burden, and therefore cognitive impairment. Issues with 

polypharmacy and changes of medication regimens over time also indicate that 

this is a relevant area to audit. 

 

Dorking CMT has a high proportion of patients with dementia under their care. As a 

result, identifying a standard to be achieved and auditing the clinical work of CMT 

with regards to dementia care is highly relevant. 

 

Methodology and Results 

30 patients with dementia were reviewed by CMT in January and February 2018. Of 

these, 14 patients had a formalised and documented review of their medication. 

The remaining 16 patients had no formalised review. Discussing within the CMT it was 

felt that the majority of patients that had been seen did have their medication 

reviewed by one or more members of the team. It was felt that a polypharmacy 

review was an inherent part of what CMT team did for these patients. However, it 

was recognised that these reviews were not being adequately documented or 

formalised.  

 

28 patients with dementia were reviewed in January and February 2019. All 28 

(100%) had a documented medication review in their notes done by the clinical 

pharmacist. 

 

Conclusions 

It was decided that the team should continue to review these patients 

systematically but that the clinical pharmacist within the CMT would take the 

responsibility for routinely using a standardised template and read code to formalise 

the review had taken place. 

 

The use of a template and Read code to clearly document that a formalised 

medication review has taken place is an important part of assessing patients who 

are at risk of problems relating to polypharmacy. This approach has made it easier 

to demonstrate that this work is being done in a systematic way. 
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4. Excision margins for Complex and Non-Complex Skin Surgery 

DHC conducted a local clinical audit looking at the margins for Complex and Non-

Complex Skin Surgery.  It covers the period April 1st 2018 to March 31st 2019.  

 

Standard 

The standard set is that 100% of skin lesions should be completely excised with a 

margin >1mm. 

 

Table 9 and 10 – Outcomes for patients undergoing Complex and Non-Complex Skin 

Surgery 

PROCEDURE TOTAL NUMBER NO. COMPLETELY 

EXCISED 

PERCENTAGE 

COMPLETE 

EXCISION 

COMPLEX SKIN 

SURGERY 

24 22 92% 

NON-COMPLEX 

SKIN SURGERY 

97 94 97% 

TOTAL 121 116 96% 

 

HISTOLOGICAL 

SUBTYPE 

TOTAL NUMBER NO. COMPLETELY 

EXCISED 

PERCENTAGE 

COMPLETE 

EXCISION 

Basal Cell 

Carcinoma 

(BCC) 

103 101 98% 

Squamous Cell 

Carcinoma  

(SCC) 

17 14 82% 

Melanoma 1 1 100% 

TOTAL 121 116 96% 

 

Conclusion 

The 2014 British Association of Dermatologists national audit on non-melanoma skin 

cancer excisions achieved a BCC excision rate of 94.2% and SCC excision rate of 

94.8%. 

 

DHC performance is above national performance in BCC excision but slightly below 

national performance on SCC benchmarks. It must be noted that the numbers of 

SCC in the audit is low i.e. 17 in total. All incomplete excisions were treated either by 

further excision (2) and neither had residual tumour present (1 SCC and 1BCC); 

Imiquimod (1) or Radiotherapy (2). 
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5. Use of Roaccutane (isotretinoin) for the treatment of severe acne 

Isotretinoin is an oral medication that is used to treat severe acne. It is sometimes 

used to treat milder acne that is stubborn and not clearing up with other acne 

medications. Isotretinoin is linked to an increased risk of depression and suicidal 

thoughts.  

 

Standard 

The required standard is that 100% of patients prescribed Roaccutane should have 

their mental health assessed using a validated depression questionnaire before 

commencing therapy. 

 

Methodology and Results 

Data Collection 1 

All patients prescribed Roaccutane for the treatment of acne vulgaris in January 

and February 2018 were reviewed for evidence of a PHQ-9 depression score. In 

total, 56 patients had been prescribed therapy but 16 (29%) did not have a PHQ-9 

score documented in their clinical record.  

 

Data Collection 2 

The subsequent data collection between January and February 2019 established 

that of 48 patients prescribed Roaccutane, all (100%) were identified as having a 

PHQ-9 score coded on their patient record before commencing therapy. 

 

Conclusion 

PHQ-9 scores were being collected by the clinical team using a paper 

questionnaire, but the results of these were not being systematically transferred onto 

the electronic patient clinical record. A process for this was established in 2018 to 

ensure the administrative team correctly Read coded the PHQ-9 score into the 

patient record at the time therapy commenced.  

 

Best practice in recording a score for depression prior to starting patients on 

Roaccutane therapy was being carried out for many of our patients but the data 

was not being recorded in an accurate or systematic way. By identifying members 

of the team who would be responsible for doing this we were able to more 

accurately record this data and achieve the standard that we had set out in the 

audit.  

  



 

Page 37 of 63 

 

 

6. Dermoscopy quality improvement project 

The purpose of this project was to assess the accuracy of skin lesion dermoscopic 

assessments performed by Dr Jane Hammond (Dermatology Specialist Practitioner) 

in the cohort of patients that required skin biopsy because of diagnostic uncertainty. 

 

Method 

Patients were clinically assessed by naked eye and with a dermatoscope. If the 

diagnosis was uncertain after dermoscopy the patients were referred for skin biopsy. 

The “working diagnosis” using the dermatoscope was then compared with the 

“actual diagnosis” once histopathology results were available. 

 

Table 11 – Outcomes for patients undergoing dermoscopy for skin lesion assessment 

Number of skin biopsies requested 26 

Number of skin lesions diagnosed 

accurately with Dermatoscope (when 

compared with the histopathology 

results) 

16 

Percentage accuracy of diagnosis using 

the dermatoscope 

16/26 = 62% 

 

 

Conclusion 

Dermoscopy has been reported as decreasing the requirement for skin surgery but 

not necessarily improving the level of accuracy in the diagnosis of melanoma when 

compared with evaluation of skin lesions with the naked eye.  

 

This pilot project looked to assess the value of dermoscopy in increasing diagnostic 

accuracy. Although diagnosis was correct in 62% of patients, it was incorrect 38% of 

the time.  

 

This audit confirmed the need for clinical, dermoscopic and histological 

methodologies being applied concurrently and the importance of their correlation 

in making an accurate diagnosis. A further audit to evaluate the benefits of 

dermoscopy will be explored. 
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3.2 Patient experience 

3.3.2.1 Indicator 4.1 Patient experience of outpatient services  

 NHS Outcomes Framework – Domain 4: Ensuring that people have a positive 

experience of care  

 Outcome sought - Improve people’s experiences of outpatient care. 

The data set released in 2012 is the last available data set for benchmarking and 

does not include Dorking Outpatient Department. Dorking Outpatients Department 

has carried out an internal Patient Satisfaction Survey annually.  

In 2018-19 the sample size collected over a three week period was approximately 60 

surveys. The data provided therefore is not meaningful enough to get a good 

picture of patient feedback in the outpatient service. DHC is re-running the survey to 

obtain a larger more representative sample size ensuring a greater level of focus on 

encouraging completion of the survey.   The survey collection will be completed in 

May 2019 and the results analysed as quickly as possible.  

3.3.2.2 Patient Led Assessment of Care (PLACE) audit 

 

A Patient Led Assessment of the Care Environment audit was conducted in March 

2019 with the help of the Friends of Dorking Hospital. They conducted a thorough 

evaluation of the communal patient areas (both internal and external) within the 

Outpatients Department at Dorking hospital, examining areas such as waiting areas, 

corridors, toilets and car park.  

 

The criteria used included building and facilities, cleanliness, condition & 

appearance, signage, access as well as privacy, dignity & wellbeing. 

 

Findings 

 Outpatient department cleanliness- Pass/Qualified pass 

 Hand hygiene-Pass 

 Condition and Appearance - reported bluetac on walls and light covers 

require replacing in the children’s communal areas.  

 Access - one fail relates to the department not having hand rails 

 Dementia assessment-FAIL 

o The department does not have toilet doors painted in a colour 

distinctive from other doors. However the Friends of Dorking Hospital 

would not recommend this due to additional costs and the effect on 

the consistent look throughout the department.  

o Toilet flushes, rails and seats are not in a different colour 

o Hot and cold taps require clearer marking 

o There is not a large face clock clearly visible in patient seating area 

o Exit sign for the main door are clearly marked and staff doors are 

disguised i.e. doors and handles same colour 
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 Changing and waiting areas-Pass 

 

The outpatient department is based in Dorking Hospital which is managed by NHS 

Estates. As such, DHC has limited control over facilities. We will be working closely 

with Estates and the Friends of Dorking Hospital to look at improvements that can be 

made in relation to the finding of the assessment.   We will consider the appropriate 

response to the dementia assessment in the PLACE audit 2018-19.  

 

3.3.2.3 Interpersonal Skills Questionnaire 

 

We regularly collect patient feedback on our consultant’s interpersonal skills through 

a survey run by CFEP (Client-Focused Evaluation Programme) which is used 

throughout the NHS. In 2018/19 information from patients was collected in relation to 

37% (n=22) of our consultants.  

 

The survey collects data on the following areas: 

 

1. Overall satisfaction with visit 

2. Warmth of greeting  

3. Ability to listen 

4. Explanations 

5. Extent of reassurance 

6. Confidence in ability 

7. Opportunity to express concerns/fears  

8. Respect shown  

9. Time for visit 

10. Consideration for personal situation  

11. Concern for patient  

12. Extent of help with self-care 

13. Recommendation to others.  

  

The combined scores of all DHC clinicians ranged from 72% to 97% average 

satisfaction.  Less than 1% of patient comments relating to their consultation were 

negative. Of the remaining 150 comments, 90% of these were complimentary of the 

consultant or suggested that no improvement could be made, 6% related to 

negative comments regarding the service, particularly with regards to waiting times 

for the appointment or the waiting areas. The remaining comments related to 

neutral suggestions such as longer appointments lengths. 

 

DHC is dedicated to ensuring the best possible patient experience and a structure 

has been designed by the Medical Director and Governance Manager to ensure 

that any patient consultation concerns are addressed effectively. The consultants 

are now divided into four categories dependent on their interpersonal skill 

questionnaire scores – with reassessments every 1-5 years. 
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3.3 Outpatient services 

3.3.1Outpatient services overview 

The Outpatient Department is overseen by the Outpatient Service Manager and 

supported by the Deputy Outpatient Service Manager, Clinic Manager and 

Outpatients Pathway, CMT and Primary Care Manager. 

One of our primary objectives is to be more accessible to our patients. At DHC we 

offer a range of services situated within the Outpatients Department at Dorking 

Hospital, at Medwyn Centre in Dorking and within Holmhurst Medical Centre near 

Redhill.  

(See our website for full details of services offered: www.dhcclinical.co.uk) 

Table 12 Showing specialties offered across DHC sites for the financial year 

2018-2019 

Dorking Hospital 
Holmhurst Medical 

Centre 
Medwyn Centre 

Adult Mental Illness Colorectal Surgery Pain Management 

Audiological Medicine Dermatology Trauma & Orthopaedics 

Cardiology Diagnostic imaging  

Colorectal Surgery Gastroenterology   

Dermatology General surgery   

Diagnostic Imaging Gynaecology   

ENT Neurology   

Gastroenterology Neurosurgery   

General Medicine Paediatrics   

General Surgery Pain management   

Geriatric Medicine Respiratory medicine   

Gynaecology Rheumatology   

Neurology Trauma & orthopaedics   

Neurosurgery Urology   

Ophthalmology 
 

  

Paediatrics 
 

  

Pain management 
 

  

Physiotherapy 
 

  

Plastic surgery 
 

  

Respiratory Medicine 
 

  

Rheumatology 
 

  

Trauma & Orthopaedics 
 

  

Urology     
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In 2018/19 we employed 89 consultants, a Sister/Nurse Manager, 3 nurses and 4 

Health Care Assistants. The management team is supported by a dedicated team of 

administrators and medical secretaries, providing reception, processing in and 

outward referrals, preparing clinics and all diagnostics. 

Our team of medical secretaries act as a first point of contact for our patients, 

supporting our clinical team delivering care and investigations.  

3.3.2 Outpatient Service Quality 

Our primary objective is to increase referrals to DHC Outpatient services by providing 

outstanding care in an outpatient setting.  

The introduction of a Referral Support Service (RSS) for East Surrey, Horsham & Mid 

Sussex and Crawley CCGs has shown a decrease in the number of referrals DHC has 

received from East Surrey GPs. We continue to build good working relationships with 

East Surrey GPs; developing DHC services delivered from Holmhurst Medical Centre 

to meet the needs of the local population.  

DHC launched a Stable Glaucoma Monitoring Service in line with pathway redesign 

directed by Surrey Downs CCG. This service is now fully embedded with 95% of 

patients reporting their experience from DHC as ‘Good’ or ‘Very Good’. 

Surrey Downs CCG commissioned DHC to provide a Rapid Access Chest Pain 

Service which is now a fully embedded pathway. Since the service was 

implemented in May 2018 DHC has seen 117 patients.  

In 2018-19 a key goal continued to be to ensure all clinical appointments are filled 

and we avoid unnecessary wait times.  We report on core information to monitor 

and improve this which includes; 

3.3.3 Referral to Treatment (RTT) and Waits 

We report on RTT and waiting times for diagnostics monthly and DHC is consistently 

performing above the National Benchmark for England.  

Table 13: Percentage of Service Users waiting less than 18 weeks from Referral to 

Treatment for all incomplete pathways between 2016-2019 

Year % within 18 weeks 
National Benchmark for 

England 

     2016-17 94.5% 92% 

     

2017-18 94.9% 92% 

 

 

 

   2018-19 95.2% 92%      
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Table 14 Percentage of Service Users waiting less than 6 weeks from Referral for a 

diagnostic test from 2016-2019. 

Year % within 6 weeks 
National Benchmark for 

England 

   2016-17 100% 99% 

   2017-18 100% 99% 

   2018-19 100% 99%    

3.3.4 Did Not Attend (DNA) rates 

DHC monitors DNA rates to ensure that all available clinic appointments are utilised. 

DNA rates for outpatient services are consistently below the national average. We 

have implemented a new DNA process whereby patients receive correspondence 

after each DNA advising them of the impact DNAs have on appointment 

availability. We have seen a 0.5% decrease in DNAs compared to 2017-18.   See 

tables 13 and 14 below 

Table 15: DNA rate as a percentage of total appointments booked between 2016-17, 

2017-18 and 2018-19. 

Year DNA Rate 
National Average for 

England 

  2016-17 6.6% 9% 

  2017-18 6.4% 9% 

  2018-19 5.9% 9%   

 

Table 16: Appointments used  

Year Used Slot Rate 

 
2016-17 95.8% 

 
2017-18 96.2% 

 
2018-19 96.9% 

 

Our target continues to be 98% of all slots to be booked and clinic capacity is 

closely reviewed to ensure services meet referral demands. Whilst we did not reach 

our target of 98% for 2018-19 we have seen a steady increase in the utilisation of slots 

since 2016-17. We continue to strive to reach our 98% target and are expecting a 

further increase in utilisation for 2019/20.  
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3.3.5 Clinic Preparation 

Waiting times can be affected by blocks in patient pathways. These are caused if 

not all relevant information is ready at the time the patient sees a consultant; 

increasing the need for further appointments. 

We implemented a target of one week forward clinic preparing in 2017/18. The 

Outpatient Department continues to meet this target during 2018/19, ensuring a 

streamlined patient experience is maintained and appointments and clinical 

effectiveness are maximised. 

3.4 Community Medical Team (CMT) 

Dorking was the last of the 3 Surrey Downs localities to be given funding to develop 

a community medical team after lengthy negotiations with the CCG. The funding 

provided was based on a 5 day service rather than the 7 day service provided in 

Epsom and East Elmbridge. The CMT was formed and went live in August 2017 

expanding on the role of the Dorking community matrons. The team has completed 

over 3,208 visits between April 2018 and March 2019 to patients within their own 

homes across the Dorking area.  

The team consists of 1 Lead Community Matron, 1 Community Matron and 2 Care 

Coordinators, all of whom are full time. There are 4 GPs engaged by DHC, who work 

alongside the nursing team on a rotational basis across a 5-day week. The 

implementation of Surrey Downs Health and Care, formerly known as IDEEA, meant 

that from April the majority of the staff working within the CMT are seconded to DHC.  

The CMT is fully staffed and is overseen by the Director of Community Services and 

the CMT Manager. 

3.4.1 CMT Activity 

The activity reports document the type and number of visits generated by each 

referral from primary care for patients in Dorking. There have been a total of 716 

referrals between April 2018 and March 2019, with a peak in referrals over the Winter 

months which reflects the pressure on wider healthcare services over the same time 

period. This is in line with the activity levels reported by the CCG dashboard for the 

same population of elderly frail patients we are targeting to prevent unplanned 

admissions.   

 



 

Page 44 of 63 

 

 

3.4.2 CMT Outcomes 

For each urgent referral completed, the CMT GP evaluates whether the patient 

reviewed was at risk of admission into the acute sector for treatment. If the patient is 

considered to be at high risk of admission (due to an acute or chronic condition) the 

outcome is coded as an avoidance of admission. Alternatively, if the risk of 

admission is low the outcome may be evaluated as having saved a GP 

appointment. From a total of 3,208 visits, 15.6% were evaluated as having led to an 

avoidance of acute admission and 7.9% were evaluated as having saved a GP 

appointment (April 2018 – March 2019). Patients referred into the team remain under 

CMT care until they are sufficiently stable to be discharged back to routine GP care.  

At the time of writing outcomes and activity are reported both on Rio and SystmOne 

but the team expect to be able to use SystmOne exclusively to report activity from 

July 2019. 
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3.5 IAPT 

 

In 2018-19 IAPT delivered services across five CCGs; 

 Surrey Downs 

 East Surrey 

 Guildford and Waverly  

 North West Surrey  

 Surrey Heath 

 

IAPT monitors activity around 4 key areas; 

 Numbers referred 

 Numbers starting treatment 

 Waiting times 

 Recovery rate 
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Activity for 2018/19 compared to 2017/18 

 

 

 

2018/19 showed a significant increase in referrals (53% increase). There was also a 

decrease in attrition with 87% of referrals starting treatment compared to 79% in the 

previous year. This is thought to be the result of a change in referral processes, to 

enhance the patient’s journey into treatment.  Of the clients starting treatment in 

2018/19 67% completed, compared to 61% in 2017/18. 

 

DHC completed 33,012 appointments with an outcome of attended: 

 Assessment and treatment- 7,190 

 Treatment only- 25,435  

 

Through 2018-19, we have developed our range of therapy modalities including the 

introduction of the online CCBT Package SilverCloud, in July 2018. 341 appointments 

were delivered through CCBT review sessions. 
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Treatment appointments attended by modality in 2018-19 

 

 
Key:  

 EMDR - Eye Movement Desensitisation and Reprocessing 

 GSH – Guided self help 

 CCBT – Computerised Cognitive Behavioral Therapy 

 

Number of referrals, appointments for DHC IAPT Service for the financial year 2018-

2019 

 

 

 

As stated the total number of referrals has increased 53% since 2017-18.  This was due 

to the expansion of the service, increasing awareness, developing of our reputation 

and developments with marketing.   

 

Our DNA rate for the year is 6.4% compared to the national average of 11% (most 

recent national figure available 2017) 

 

IAPT waiting time target is for clients to be assessed and to have started treatment 

within 28 days. In 2018-19 IAPT services across DHC achieved this target with 99.9% of 

clients receiving an initial assessment and first treatment session within 28 days.  This 

figure has marginally increased since 2017-18 and we have introduced a more 

robust monitoring timetable to help improve client movement through the system 

and increase appointment slots where required. 

 

We have maintained IAPT recovery rates above the national target of 50%. Our own 

audit aligns with national data that patients with increased risk and also Long Term 

Condition specific treatments, generally achieve a lower recovery rate. Despite our 

growth of LTC provision and the increased complexity of clients presenting to the 

service, our 2018-19 recovery rate was 53.5%. 
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Audits 

 

We completed an audit for our 2018 (Jan-Dec) recovery data. This audit aimed to 

gain a better understanding of patient recovery by looking at differences in 

recovery for the following: 

 

• Ethnicity 

• Gender- (as defined by client) 

• Problem descriptor 

• Number of sessions 

• Risk status 

• Long Term Condition (LTC) status. 

 

Recovery is measured by patients moving from caseness (as assessed by depression 

and anxiety rating scales PHQ-9 and GAD-7) to below caseness at the completion 

of two or more treatment sessions.  

 

Our contract key performance indicator for recovery mirrors the national target of a 

recovery rate of 50% or above. Data was collected using the patient electronic 

record system, IAPTus. The overall recovery rate for the service in 2018/19 was 52% 

when excluding patients who were below caseness at initial assessment. However, 

significant variability was observed between different demographic groups. From 

this we made the following recommendations: 

 

• Introduction of Black and Minority Ethnic (BME) Champions 

• Continuous Professional Development (CPD) for 2019 to prioritise 

treatment of Obsessive Compulsive Disorder and Post Traumatic Stress 

Disorder 

• Optimum number of treatment sessions is 4-12  

• Collect Long Term Condition specific outcome measures in addition to 

PHQ-9 and GAD-7 

• Service to report Core and LTC data separately, in order to accurately 

monitor recovery across both services 

• Service to raise issues of increased complexity/risk and commissioning 

gaps with CCG with a particular emphasis on the impact on recovery 

rates 

 

We completed a detailed analysis of the differences in recovery between clients 

with and those without a Long Term Condition. Clients with an LTC were separated 

into one of four cohorts; Pain, Chronic Obstructive Pulmonary Disease (COPD), type 

1 and type 2 diabetes and clients presenting as ‘mixed’ (presenting with more than 

one long term health condition or medically unexplained symptom ).  It also then 

considered if there were any statistical differences in recovery between group 

based treatment and one to one therapy. Client outcomes by LTC type are 

summarised in the bar chart below.   
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These results found that between 44% to 69% of  LTC clients experience Reliable 

Improvement despite Recovery, as defined by PHQ-9 and GAD-7 scores, being low 

(13-50%). No significant difference was observed between group based treatment 

and one to one therapy. 

 

 

 

The key recommendations arising from this audit were: 

• To improve access to therapy for this client group and increase numbers 

of LTC clients entering treatment 

• To use condition specific outcome measures, as outlined by the National 

Integrated IAPT data handbook, collect the most meaningful outcomes 

for each cohort. 

• To review and optimise treatment protocols of clients within the pain and 

mixed LTC pathways as recovery is lowest in these cohorts 

 

IAPT Governance 

 

All our therapists have weekly or fortnightly supervision to support clinical practice, 

ensure client safety and discuss complex cases. This is supported by management 

supervision as part of our commitment to staff wellbeing and delivery of clinical 

excellence. Supervision is monitored routinely as part of our performance 

management and governance processes.  
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CBT and Counselling have monthly group supervision to standardise best practice 

and encourage shared learning. This also promotes consistency across the team 

which is important for quality assurance.  

 

We ensure the competency of Therapists and Psychological Wellbeing Practitioners 

by providing Continuing Professional Development and as part of that process we 

have maintained our enhanced clinical skills training. This includes a ‘teaching’ 

component (internal and external speakers) and then small group supervision 

complimenting the taught component.  

 

Duty Support 

 

During 2018/19 we have extended our duty support due to the increased complexity 

and volume of clients. We now have a Duty Manager available for all hours the 

service is open to ensure that safeguarding, risk and any clinical or operational 

difficulties are managed in a timely manner. In addition to this, the Duty Manager is 

supported by a Duty Clinician (usually an experienced Step 2 practitioner), who is 

able to support with triaging, risk referrals and risk management.  

 

Staff member quote re Duty: 

“It means we are able to act quickly when faced with risk or other concerns and not 

leave patients hanging or take worries home with us. So it supports the wellbeing of 

both patients and practitioners”.  

 

100% of the team have completed appraisals and have objectives set in 2018/19. 

 

 

Improvements made in 2018/19 

 

IAPT Key areas of improvement in 2018/19 include; 

 

 Opening of Holmhurst hub - improved the quality of the environment and 

support for staff 

 Expansion into Surrey Heath- now covering all CCG areas in Surrey  

 53% increase in referrals from previous year 

 Increased compliment of therapists from 36 to 50. This is a mix of fully trained 

and trainee CBT Therapists and Psychological Wellbeing Practitioners 

alongside Counsellors who are either accredited or working towards 

accreditation 

 Expansion to Long Term Conditions (LTC) service including; 

o Groups  

o Staff training 

o LTC specific promotional material 

o Representing IAPT on the Heartlands STP Diabetes Oversight Board 

 Introduction and roll out of SilverCloud online CCBT package 

 Perinatal group working in collaboration with Epsom midwives/health visitors 
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 Improved collaboration with education providers including co-location at 

Reigate College and joint marketing with the University of Surrey  

 Integration of 5 Employment Advisors into the IAPT Team as part of the Wave2 

pilot rollout 

 Increased Admin team from 3 to 6 WTE to improve speed and access to the 

service for patients and stakeholders 

 Working with Surrey Heartlands STP Primary Care Network pilot to integrate 

IAPT into the Banstead Primary Care Network 

 Pilot of Couples counselling for depression treatment 

 

Over the last year we have built on our evidence based therapy resources. This has 

included the production of resources based on the approved Low Intensity 

Intervention tools. 

 

Client feedback 

 

IAPT has received excellent client feedback and always strives to maintain 

excellence as well as identify how it can improve client experience. In 2018/19 we 

scored over 96% in all areas.  

 

Table 17: Percentage of clients scoring good or better, for each question on the 

mandated Patient Evaluation Questionnaire 

Did you have 

confidence in 

your therapist 

and his / her 

skills and 

techniques? 

  

  

Did staff listen 

to you and 

treat your 

concerns 

seriously? 

Do you feel 

that the 

service has 

helped you to 

better 

understand 

and address 

your 

difficulties? 

Did you feel 

involved in 

making 

choices about 

your treatment 

and care? 

On reflection, 

did you get the 

help that 

mattered to 

you? 

99.5% 99.8% 96.4% 98.2% 99.7% 
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We received a number of compliments throughout 2018/19. Examples of these are 

shown below: 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

I have been helped 

significantly with my 

anxiety and I am 

managing far better 

than I was previously. 

 Many thanks! 
 

 

My Counsellor has been incredibly 

helpful, maintaining appropriate 

boundaries at all times but also being 

friendly enough to allow me to open up 

and trust in her abilities. The sessions 

were extremely fruitful, each one in a 

different way and I feel incredibly 

helped and heard. 

The experience has genuinely been 

life changing. I have understood my 

thought patters & learnt new ways to 

break the pattern. My therapist has 

been wonderful, easy to talk to, 

shows empathy & provided me with 

wonderful support though our 

sessions. Thank you! 
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3.4 Our Sub-contractors 
 

Table 18: Subcontractors and service provision 

Name of Provider 

 

Service Description 

Surrey and Sussex Healthcare NHS Trust 

East Surrey Hospital, Canada Ave, Redhill RH1 5RH, United 

Kingdom 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

Epsom and St Helier University Hospitals NHS Trust 

Wrythe Lane, Carshalton, SM5 1AA 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE, 

CLINICIAN TIME & 

DIAGNOSTICS 

Royal Surrey County Hospital NHS Foundation Trust 

Egerton Road, Guildford, Surrey, GU2 7XX 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE, 

CLINICIAN TIME & 

DIAGNOSTICS 

Cranfold Physiotherapy Centre 

107 High Street, Cranleigh, Surrey, GU6 8AU 

Company Number: 03843651 

PHYSIOTHERAPY 

Central Surrey Health 

Ewell Court Clinic Ewell Court Avenue, Epsom KT19 0DZ 

Company number: 5700920 

THERAPIES 

Alliance Medical 

Iceni Centre, Warwick Technology Park, Warwick, CV34 6DA 

Company number: 04113112 

MRIs 

Spire Gatwick Park (Spire Healthcare) 

3 Dorset Rise, London, EC4Y 8EN 

Company number: 09084066 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

Ramsay Ashtead Hospital (Ramsay Health Care UK) 

Level 18, Tower 42, 25 Old Broad St, London EC2N 1HQ 

Company number:1532937 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

Ramsay North Downs Hospital (Ramsay Health Care UK) 

Level 18, Tower 42, 25 Old Broad St, London EC2N 1HQ 

Company number:1532937 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

 

Epsomedical Limited  

Cobham Hospital, 168 Portsmouth Road, Cobham 

Surrey, KT11 1HS 

Company number: 03286288 

 

 

OPERATIONS, PRE-

OPERATIVE ASSESSMENTS 

& POST-OPERATIVE 

CARE 
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Spire St Anthony’s (Spire Healthcare)  

3 Dorset Rise, London, EC4Y 8EN 

Company number: 09084066 

OPERATIONS, PRE-

OPERATIVE ASSESSMENTS 

& POST-OPERATIVE 

CARE 

Wimbledon Neurocare 

1 College Fields, 16 Prince Georges Road,  London, SW19 2PT 

Company number: 07487836 

NEUROLOGICAL 

INVESTIGATIONS 

Medical Imaging Partnership Ltd 

The Pavilions Unit 7, Brighton Road, Pease Pottage, Crawley, RH11 

9BJ 

Company number: 06713311 

MRI 

Alliance for Better Care Ltd 

99 Station Road, Redhill, RH1 1EB 

Company number: 09329846 

WORKING WITH GP 

FEDERATION TO DELIVER 

LOCAL SERVICES 

Global Diagnostics Ltd 

The Old Pumphouse, Colney Hall Watton Road, Norwich, Norfolk, 

NR4 7TY 

Company number: 04336164 

DIAGNOSTICS 

McIndoe Centre, East Grinstead 

Horder Healthcare 

St Johns Road, Crowborough, East Sussex, TN6 1XP 

Company number: 03052242 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

European Scanning Centre Limited  

68 Harley Street, London, W1G 7HE 

Company number: 04932642 

OPERATIONS, PRE-

OPERATIVE 

ASSESSMENTS, POST-

OPERATIVE CARE & 

DIAGNOSTICS 

Surrey Ultrasound Services 

Shadbolt Park House Surgery, Salisbury Road, Worcester Park 

Surrey, KT4 7BX 

Company number: 05440108 

 

DIAGNOSTIC 

ULTRASOUND 

Kingston Hospital 

Galsworthy Rd, Kingston upon Thames, Surrey, KT2 7QB 

Company number: 

 

AUDIOLOGY 

 

We actively manage the relationship with our sub-contractors to ensure each 

pathway of care works seamlessly and efficiently, providing high quality care to 

patients. 

 

In 2017/18, we increased the formalisation of the relationship with the independent 

hospitals implementing quarterly quality reporting and contract management 

meetings. This included re-emphasising we must be notified at the earliest possible 

time of any significant events, SIRIs or complaints that include any patient of DHC.  

We then liaise with the independent hospitals over any investigation required and 

agree sign off of any response shared with patients or commissioner.  Independent 

hospitals are also instructed to inform DHC at the earliest possible time of any issues 

involving the CQC or any other governance related issues. 

 

There are a number of areas where we regularly monitor our sub-contractors which 

include: 
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 Referral to treatment – this is a measure that spans the whole pathway 

including our sub-contractors.  In 2018/19 we exceeded the national xx% 18 

week target for incomplete pathways in every month and an average of xx% 

across the whole year.  In addition no patients waited over 52 weeks from 

referral 

 C.difficile and MRSA incidence.  In 2018/19 there were no cases 

 Mixed sex accommodation breaches.  In 2018/19 there were no breaches 

 Cancelled operations.  In 2018/19 there were 3 cancelled operations for non-

clinical reasons 

 VTE risk assessment.  Sub-contractors achieved between 96% and 100% in 

2018/19 with the exception of one outlier of 75% in February 2019.  

 Duty of candour.   In 2018/19 there were no cases 

 Pressure ulcers.   In 2018/19 there were no cases 

 WHO Surgical Checklist.   Sub-contractors all achieved 100% in 2018/19. 

 Wrist band errors.   In 2018/19 there were no cases 

 

3.5 Medicines Management 
 
DHC medicine management policy sets out the procedures that should be followed 

in conjunction with prescription security and prescribing policies.  

 

We conduct weekly stock takes and maintain controlled access to medications by 

trained staff. Room and fridge temperatures are recorded daily to ensure that 

storage of drugs is within manufacturers’ recommendations and that all medication 

is within the expiry date. 

 

There has been no medicines management incidents reported in 2018-19.  

 

As part of the medicines management governance procedures, an audit against 

policy compliance was conducted in 2018/19 as part of the Periodic Service Review 

against CQC Key Lines of Enquiry measures for a safe service. DHC was able to 

demonstrate compliance against policy and practice.  

 

The Medical Director meets regularly with the CCG Pharmaceutical Commissioning 

Team to review the use of blacklisted medication and review PCN 

recommendations. DHC monitors the use of antimicrobials. Ciprofloxacin ranges 

between 2.2-15% of all prescribed medication in DHC and Azithromycin ranges from 

2- 0% in the last 12 months. This is monitored closely by the Medicines Management 

Committee. 

 

Whilst DHC was able to demonstrate a reduction in the use of blacklisted 

medication in 2017-18 this has fluctuated in the last 12 months. However, prescribing 

of blacklisted drugs has remained consistent compared with matching quarters over 

a two year period.  
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The introduction of a consultant’s newsletter has not been regular as we had hoped 

and in 2019-20 this will be prioritised to improve internal communication with all 

consultants and independent contractors. 

 

Approval has been given by the Surrey Downs CCG to implement Optimise RX and 

in 2019-20 this will assist clinicians in making alternative choices when clinically 

appropriate.  

3.6 Workforce 
 
In 2018/19 there was a continued focus on ensuring key roles were created and filled 

within the organisation to meet patient demands and service levels as well as 

growing the organisation both geographically and across services offered.   

 

During 2018/19, managers took part in a Management Development Training 

Course in two separate cohorts.    There was a wide ability range on the courses, 

some of the delegates were new to managing teams, whilst others were 

experienced managers/leaders and delegates benefited from the mix of skills 

through shared experiences.  

 

The first Marketing and Communications Manager was recruited to extend take up 

of services.  A new HR Manager was recruited and started in late November 2018 to 

replace the previous incumbent. 

 

The self-service HR system mentioned in last year’s report has been fully 

implemented so that all HR records are now accessible within the secure HR system.  

Staff are able to access their own HR data, policies and procedures and request 

holidays and record training.  

 

In Outpatients in 2018/19, we have redefined processes and responsibilities and 

staffing levels in departments and opening hours were reviewed to meet both 

service demands and patient needs which resulted in additional recruitment and 

consulting with staff to amend contracts to meet these demands. Increasing 

opening hours (Outpatients & IAPT) and Saturday working (Outpatients) has resulted 

in greater patient appointment options to reflect the busy lifestyles of our patients. 

 

In the IAPT service during 2018/19, we have recruited additional therapists as well as 

unqualified staff who are employed as trainees whilst they gain their qualifications.   

The IAPT team has doubled in size over the past year and continues to grow in order 

to fully meet client demand and keep waiting times low.  

 

In order to ensure that we are recruiting staff with the right skills and experience, in 

2018/19 we have implemented a competency based interview process by providing 

a recruitment pack, interview templates and training managers in interview skills to 

ensure that our selection decisions are robust and identify the best candidates.   
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We will continue to monitor work demands and staffing levels to ensure we have the 

correct number of staff in each role to meet patient/client and service demands.   

 

We retain a few bank staff within nursing and administration/reception which is cost 

effective to meet fluctuations in demand, annual leave and sickness absence.   

 

In 2018/19, we developed the recruitment section of our websites for both 

Outpatients and IAPT services and started using social media to attract potential 

candidates to apply directly to DHC.  We developed DHC’s presence on 

recruitment job sites including ‘NHS Jobs’ and ‘Indeed’ to ensure that we invest 

wisely in attracting the best candidates in the most cost effective manner.   

 

In 2018/19 with the continued introduction of our self-service HR database, we have 

developed our reporting capabilities.   

 

Our total attrition rate for the year 2018/19 was 25% across DHC. Excluding staff who 

left when their fixed term contracts expired and were not renewed, the attrition rate 

was 18%.  In total we had 26 (Headcount) leavers during the year, against 56 

(Headcount) starters, so we are attracting new staff to join the organisation. 

 

In 2019/20, we wish to lower the attrition rate and keep it below 20% across DHC.   

We will continue to gather detailed reporting of exit reasons, review of staff survey 

data and resulting action plans as required to address any concerns and build the 

DHC employment offering to both attract and retain employees, researching 

strategies and ideas to ensure we can be the “employer of choice”. 

 

Finally, we will continue the process of building diversity monitoring capability into 

the HR system, so we can compare the diversity of our workforce to that of the 

community we operate within. 

 

3.6.1 Staff Satisfaction Survey 

 

Our employee satisfaction survey for 2018/19 reported that 91% of our employees 

who responded to the survey were positive about their job with 100% commenting 

that time passes quickly, reinforcing this positive perception.  96% of the respondents 

stated that they always know what their responsibilities entail.    96% felt they were 

trusted in their roles, suggesting they feel autonomous with 94% saying they have 

frequent opportunities to use their initiative. 

 

93% of DHC staff responding to the survey reported that they feel they are 

recognised for doing good work and 93% are happy with the support they receive 

from their line manager. 
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The survey reported that 24% of the staff who responded were unhappy with their 

level of pay and 7% of employees who responded to the survey were dissatisfied 

with the opportunities for flexible working (down from 18% last year).   

 

18% of survey respondents said they had unfortunately experienced harassment, 

bullying or abuse at work from patients/service users, their relatives or other members 

of the public once or twice during the last 12 months.  1.47% said they had 

experienced it from a manager once or twice and 4.41% of respondents said they 

had experienced it from colleagues once or twice.   Unfortunately, 10.29% of 

respondents said they had not reported the issue. 

 

Over the next year, we will develop tools and techniques to support staff to report 

issues and ensure that bullying, harassment and abuse is not tolerated and that 

issues are dealt with rapidly. 

 

Within the last quarter of 2018/19 we implemented a new goal development based 

appraisal process that we believe will improve our focus and delivery of key 

objectives to meet our strategy and develop our employees to further improve our 

service.  

 

An overwhelming majority, 97% (increase from 84% last year) feel secure about 

raising concerns about practice and 96% feel confident that DHC will address any 

issues.   

 

3.6.2 Staff training 

 

DHC has a system for the implementation ofmandatory training which is 

communicated to all employees via a training course matrix, stating which training is 

applicable to which roles and when.   

 

The majority of mandatory training is delivered via E-Learning courses provided by E-

Learning for Health and the National Skills Academy.  Individuals are responsible for 

their own learning and their managers ensure everyone has completed the 

mandatory training.   The training is also undertaken on induction, ideally during the 

first two weeks.    

 

In addition, all employees undergo basic life support training whilst nursing staff also 

receive addition anaphylaxis training where training is delivered in a classroom 

environment by two trained paramedics.  All mandatory training is recorded by 

employees on the HR database. 

 

In 2018/19 we planned to implement a system of automatic reminders within the HR 

database to notify individuals when e-Learning is expiring and escalate this to their 

manager and the Governance Manager if training is not completed prior to any 

expiry date.  This system is now working and in addition we are developing the 

reports to check expiry dates and ensure that mandatory training is kept updated.    
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Managers and staff are also asked to ensure they check mandatory training is up to 

date when they undertake appraisals and quarterly reviews. 

 

Training is essential to DHC for the development of knowledge, safeguarding, health 

and safety, compliance and continuing professional development.   In addition we 

have invested 4 days in training our people in basic life support (and anaphylaxis for 

nurses). 

 

We have invested the following time in developing our nurses and healthcare 

assistants: 

 

 M&K Phlebotomy Course June 2018 

 M&K Spirometry Course January 2019 

 Infection Prevention and Control Update – In-house – June 2018 

 BLS and Anaphylaxis - All Nursing Team -  January 2018  

 IT Workshop re Appointment – In-house – October 2018 and March 2019  

 Pentax Leak Testing – May and June 2018 

 

In 2018/19 we invested 49 hours per manager in management development to 

ensure we manage our people in an effective and engaging way.  This is part of our 

overriding strategy to be an employer of choice whilst also meeting best practice 

management and ensuring adherence to employment law principles and good 

practice. 

 

Our plans for 2019/20 include running short learning sessions for staff to learn about 

the external environment within which DHC operates, funding issues including how 

funding is agreed for individual patient procedures and how other departments 

such as Pathway undertake their processes.  There will also be sessions run by Talking 

Therapies to increase knowledge and understanding of the various services 

provided.  These learning sessions will assist staff to become more efficient and build 

cross-organisation teamwork, capability and knowledge. 

 

3.6.3 Staff Appraisal 

 

A new staff Performance Review scheme was introduced in 2018/19 through our on-

line HR system.   This includes a review of performance in the past year, along with 

objective setting; these are linked to DHC’s strategic objectives and a review of 

personal development needs for the next 12 months.   The objectives will be 

reviewed on a regular basis to ensure that staff are on track to complete objectives 

within the timeframes set.  In addition, members of staff are required to review their 

mandatory training with their line manager to ensure it is up to date. 

 

91% of DHC employees (including nurses) have received an appraisal during 

2018/19.  Non-clinical employees also receive regular 1:1 meetings and team 

meetings with their line managers.  
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In addition to our employees we ensure we obtain appraisals for all clinicians who 

provide services to DHC.   

 

3.6.4 Whistle-blowing 

 

There is a DHC Whistle-Blowers Policy in place which includes a commitment that 

any staff member making legitimate disclosures which they believe is in the public 

interest, is protected from suffering any detriment or termination of employment.   

 

No members of staff appear to have felt the need to make a disclosure under the 

policy in the past 12 months. 

 

Staff who make a qualifying disclosure under the policy are also protected from 

suffering any detrimental treatment such as bullying or harassment by colleagues. 

 

3.7 Information governance and data security 
 

3.7.1 Data Security 

The NHS/N3 network is in transition phase being replaced by HSCN (Health and 

Social Care Network). We access the Transition network through local Surrey COIN 

(Community of Interest Network). Both are high speed secure networks.  

 

DHC patient data is held on SystmOne via two stage logon and Smartcard 

authentication. This is stored and backed up securely by TPP who meet all NHS Data 

Security requirements.  

 

Access to IAPTUS is actioned through a secure pin and token code system. 

 

DHC organisational data (including some patient data) is backed up on site on a 

secure server. Data is also backed up to a secure cloud based server managed by 

our third party support team. 

 

We are in the process of reviewing data security and levels of access and this will 

form part of our annual quality audit cycle.  

 

DHC Data Security and Protection Report was submitted showing all areas were 

met.  However, there are a number of areas where further improvements can be 

made. In collaboration  with our consultant, Adam Spinks, a project has 

commenced to implement these improvements. This programme will review 

information governance and (as far as practical) standardise processes and 

documents between DHC and the four Dorking practices. 

We have had no data security beaches in 2018/19. 
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3.7.2 Data Quality 

 

The ability of data to improve health and care relies on its quality. Our Data Lead 

assesses the quality of data submitted to the Board. 

 

It is critical that data is of high quality, in that it is fit for purpose for operational and 

strategic decision-making and planning.  The consequences of failing to meet this 

standard are far-reaching and can place DHC at risk of (1) financial loss, (2) 

inefficient use of resources (3) poor service delivery and (4) weakening trust across 

the board and other key stakeholders 

 

Data quality is assessed using the following metrics: 

 

 Coverage - the degree to which data have been received from all expected 

subcontractors. 

 Completeness - the degree to which data items include all expected values. 

 Validity - the degree to which data collected satisfy the set of standards that 

govern the permitted values and formats for each individual field in a 

dataset. 

 Integrity - the degree to which data satisfy the set of business rules that 

govern the relationships between fields, records and data assets. 

 Timeliness - the time between data recording and delivery of the report that 

uses the data.  

 Processes to interpret the quality of data sets are largely automated, however 

other methods that are implemented include: 

 The requirement of a sign off for data pre-submission for specified datasets, to 

ensure that data are a true and accurate reflection of the organisation’s 

position. 

 The routine audit and management of records where automated processes 

may not be possible to implement. 

 The use of local, contractual and national benchmarking to identify data 

quality issues and trends.   

 The use of internal and external data quality reports for monitoring and 

improvement, for example, the IAPT data quality report produced by NHS 

Digitals Bureau Service Portal. 

 If poor data quality is identified, the Data Lead works with Service Managers 

to encourage greater attention to data collection.   

 

When required the Data Lead meets to discuss changes to the way data quality is 

measured, and investigates ways to improve data quality throughout the system.   

 

Poor data quality is flagged to Service Managers, which often leads to 

improvement, both for front-end collection systems and reporting processes. If this is 

not successful, the concern is escalated to more senior members of the 

management team.   
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Occasionally, reports demonstrate a significantly different position to previous 

submissions for the subsequent month or the same month of the previous year.  This 

may be explained by a change in service provision or service responsibilities. In these 

circumstances, it is the Data Leads responsibility to liaise with key members of the 

management team to explain changes of trends through the use local knowledge 

and shared understanding of the service and changes to more broadly, at the 

regional or national level. 
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4. Commissioner Statement 
 

Dorking Healthcare Quality Account 2018/19 Commissioner Statement from NHS 

Surrey Heartlands CCGs on behalf of Surrey Downs Clinical Commissioning Group 

(SD CCG) 

Surrey Heartlands CCGs welcome the opportunity to comment on the Dorking 

Healthcare Quality Account 2018/19.  

Having reviewed the Quality Account for 2018/19, the CCG is satisfied that it gives 

an overall accurate account and analysis of the quality of services provided.  

 

The CCG would like to note and commend the areas of achievement in 2018/19, in 

particular the work in relation to: 

 Couples counselling and depression pilot 

 Online CBT programme 

 Promotion of the long term conditions programme. 

 

Looking towards 2019/20, we welcome and agree with the priorities for the year 

ahead and look forward to seeing how these will improve the quality and safety of 

services provided by the organisation, in particular the work relating to the: 

 Outpatient hysteroscopy service 

 Re-design of the musculoskeletal service 

 Delivery of the 7-day community medical teams 

 Staff development and workforce diversity. 

 

Surrey Heartlands CCGs on behalf of Surrey Downs CCG, is satisfied with the quality 

of the data contained in the draft Quality Report provided for review pending 

completion of final validation by auditors. We will continue to work with the Trust to 

ensure that quality data is reported in a timely manner through clear information 

schedules. 

 

Overall, Surrey Heartlands CCGs believes that Dorking Healthcare has maintained 

their focus on improving quality of care, patient experience and satisfaction, and 

look forward to continuing to work with Dorking Healthcare to deliver high quality 

services. 

 


