
Ref Report Recommedation Issue/Lesson learned/Action Lead Timescale Update RAG

Rec. 1 To ensure that Isle of Wight NHS Trust’s IAPT service is fully accessible 

to meet the diverse needs of the population the IAPT therapist must, at 

the initial assessment, assess what support and aids may be required by 

the patient.  

As part of the initial assessment process patients should be asked if 

they have any particular needs which might prevent them from 

accessing the written literature. If a patient discloses that they have 

specific needs the Improving Access to Psychological Therapies 

(IAPT) therapist should then undertake an assessment and access 

the support/adaptations they require so that they can fully 

participate in their therapy 

NHS Isle of Wight 

Trust (NHSIOWT)  

Improving Access to 

Psychological 

Therapies (IAPT) 

Service Manager 

31st May 2019 Any communication difficulties are discussed during the IAPT assessment 

process and addressed at that point. In addition, the Mental Health and 

Learning Disabilities (MHLD) services are currently working with Information 

Systems to ensure that all areas of the service are fully accessible to people 

with additional communication needs. 

Rec. 2 Isle of Wight NHS Trust IAPT service must either develop a bespoke 

IAPT service risk assessment or utilise the community mental health risk 

assessment tool. 

The IAPT risk assessment must include the identification and assessment 

of:    

• All potential risk, including the patient’s risk to self and others 

• Documentation of all historical risks

• A narrative of all risk(s) identified  

• A risk management plan should be agreed with the patient  based on 

all  current risk(s) identified:  

• The risk management plan should identify a contingency and crisis  

plan 

• Risk(s) identified must be reviewed at subsequent sessions

The trust should consider either introducing the mental health risk 

assessment that is used by the community mental health services to 

their IAPT service or develop a bespoke IAPT risk assessment 

NHS IOWT IAPT 

Service Manager 

Completed The IAPT team are now using the risk assessment template that was used 

within the single point of access service to ensure that a robust assessment of 

risks is undertaken and appropriate plans to manage identified risks put in 

place. The team has undertaken risk training. The IAPT team is engaging with 

the national IAPT team to share learning, and request changes to the national 

IAPT template.

Rec. 7 Isle of Wight NHS Trust should consider adopting an assessment tool, 

such as Potentiality for the Adult’s Mental Ill Health to Impact on the 

Child (PAMIC) , within its primary and secondary mental health services, 

including the IAPT service. 

The Isle of Wight NHS Trust should consider adopting a risk 

assessment tool, such as Potentiality for the Adult’s Mental Ill Health 

to Impact on the Child (PAMIC)[1]. Consideration is given to 

implementing an assessment tool that would prompt practitioners to 

consider the effects that a parent’s mental health may be having on 

their children and to consider what support both the parent and child 

might require. 

NHSIOWT IAPT Service 

Manager/ Mental 

Health & Learning 

Disability (MH/LD) 

Head of Nursing & 

Quality (HONQ)

Completed The team has undertaken level 3 safeguarding training. There is a specific 

question now with the IAPT template regarding an individual's ability to 

undertake caring responsibilities.  Feedback from the manager is that the 

change in the assessment documentation has resulted in an increase in 

referrals to Childrens Safeguarding and an additional increase in contacts with 

Childrens Safeguarding teams for advice prior to any referral being underaken. 

This clearly evidences a positive change in awareness and practice. The PAMIC 

assessment tool has been added to the revised IAPT standard operatng 

procedure (SOP).

Rec 8.1 Isle of Wight NHS Trust should redesign the current IAPT service’s 

assessment proformas to ensure that they are adequately identifying and 

risk(s) and potential safeguarding issues.

  

The assessment proforma used at the time of the incident did not 

adequately identify potential safeguarding issues. 

NHSIOWT IAPT Service 

Manager 

Completed The IAPT assessment was amended so that people are asked for information 

regarding children and vulnerable adults that they care for, and records the 

names and dates of birth of children identified.  The assessment also gives 

consideration/discussion around the capacity of the person to provide safe 

care to any dependents. 

Rec. 8.2 The CCG and NHS England South East should seek assurance and 

evidence from the Isle of Wight NHS Trust that the IAPT risk assessment 

adequately addresses any potential safeguarding issues. 

The assessment proforma used at the time of the incident did not 

adequately identify potential safeguarding issues. 

Clinical Commissioning 

Group (CCG) 

Safeguarding Lead/ 

NHS England (NHSE)

Completed 
The Wessex Regional NHSE team were notified of the concerns and escalated 

this to the national team.  The position of the National Team is that local 

services adapt their own proformas for assessment and those proformas 

should reflect local safeguarding procedures and risk assessment procedures, 

the responsibility for having robust assessment tools being with local services.  

This work has been progressing locally, but in the meantime, NHSE Wessex 

has identified that there is a need to identify how much of an issues this is also 

at a regional and southern level.

LSCB and partner 

agenciesRec. 3 The IAPT service’s operating procedure (SOP) need to be revised  to 

include:

• A specific section on the assessment and monitoring of risk. 

• A hyperlink to Isle of Wight NHS Trust’s clinical risk and Care 

Programme Approach (CPA) policies.

• A section that clearly outlines the IAPT therapist’s responsibilities with 

regard to safeguarding adults and children and the trust’s Think Family 

Agenda. This section should have hyperlinks to the relevant safeguarding 

policies and the Think Family Joint Working Protocol

IAPT Standing Operating Procedure (SOP) does have hyperlinks to 

various national IAPT guidances and cites that “The Isle of Wight 

Primary Care Mental Health Team/IAPT team adhere to the Isle of 

Wight NHS Trust policies, guidelines and protocols.''  However, it 

does not make any reference to any specific Isle of Wight NHS 

Trust’s policies, such as safeguarding adults and children. 

IAPT Service Manager 30th September 

2019

The IAPT SOP has been reviewed to include the required changes, and a more 

comprehensive revision is planned to ensure the SOP aligns with other changes 

in the Single Point of Access and Community Mental Health Service.

Rec. 9 Isle of Wight NHS Trust should develop a Carer’s Support Policy. The investigation team were concerned that the mother was not 

directed to a carer’s assessment and support services, as she was 

clearly under significant pressure supporting her ex-partner.

Isle of Wight NHS 

Trust 

3oth June 2019 Work around engaging with families and carers has been developed within the 

Trust. Provision of the Carers Lounge within St  Marys has been facilitated by 

the team from Carers IW.  Within MHLD services the development  and 

recruitment to  three Service User and Family Engagement Co-ordinator Posts 

has occured, as has the  Development of a Carer support group within 

inpatient MH Services. Policy development remains outstanding and will be 

taken forward in the Trust

Action Plan Family G. All actions last reviewed and updated March 2019

1, LESSONS WHICH RELATE TO RISK ASSESSMENT 

2. LESSONS WHICH RELATE TO STANDARD OPERATING PROCEDURES/GUIDANCE/POLICIES

Recommedations from the SANCUS Solutions Independent Report 

A number of other reports had been undertaken prior to and in conjunction with this Independent Report that note lessons learned relating to the theme of  Risk Assessment.                                                                                                                                                      

These reports include: the Serious Incident (SI) report from the Isle of Wight NHS Trust, the SI report from the Isle of Wight Clinical Commissioning Group (CCG) and the local Safeguarding Children's Board (LSCB) published Serious Case Review (SCR). These lessons learned and 

actions required have been addressed through specific plans which are monitored through each organisation and Board. Completed actions include: multi-agency lessons learned training across health services to explore the concept of protective factors within safeguarding, clinical 

risk training and added communication, the review and embedding of the Joint Working Protocol by the LSCB, easier access to information for GP consultations to ensure child and adult risks are in one place and practice based safeguarding training for primary care services.



Rec. 10 A joint protocol should be developed between Isle of Wight NHS Trust 

and the local Safeguarding Adult and Children Boards that identifies how 

and in what circumstances joint investigations will be undertaken

Upon the final report being confirmed and publically available, this 

will be shared with the Local Safeguarding Children Board.  It will 

then be possible to consider this recommendation in combination 

with the recommendations of the Wood report (2016), Working 

Together 2018 and future changes which are imminent to national, 

regional and local serious case review processes.

Local Childrens and 

Adults Safeguarding 

Boards 

TBC Upon the final report being confirmed and publically available, this will be 

shared with the Local Safeguarding Children Board.  It will then be possible to 

consider this recommendation in combination with the recommendations of the 

Wood report (2016), Working Together 2018 and future changes which are 

imminent to national, regional and local serious case review processes.

Rec.12 The IAPT referral information requires further amendments in order to 

clarify the criteria of referrals, including any prohibitive risk histories

People are still being refered to the service who have considerable 

risk factors and therefore are unsuitable to be managed by the IAPT 

service

IAPT Service 

Manager/CCG

Completed The IAPT referral criteria have been reviewed and amended in the revised 

SOP.

Rec. 5 The involved IAPT and SPA practitioners and managers must receive 

additional bespoke safeguarding and domestic violence training. 

Safeguarding and domestic violence should be a standing agenda item 

within both IAPT and SPAs' supervision and team meetings.   

It is not solely the role of the individual practitioners to make the 

assessment of whether a child or adult may be at potential risk, 

because such a decision requires considerable skill and sensitivity. 

However it is all practitioners’ responsibility to seek the advice and/or 

to inform the appropriate safeguarding team of any possible 

concerns regarding the welfare and safety of children and/or 

domestic abuse. 

Isle of Wight NHS 

Trust IAPT and SPA 

Service Managers 

30th June 2019 There is agreement for the Safeguarding lead to attend an IAPT team meeting 

to provide a bespoke session. An additional session will be arranged with the 

Team Leader for the SPA team.  THe MHLD Head of Nursing is currently 

liaising with the newly appointed Trust Adult Safeguarding Practitioner for the 

service regarding the format and roll out of safeguarding supervision. 

Rec. 4 A review should be undertaken to ascertain why the Named Nurse for 

Safeguarding Children does not always receive all CA/12 Child and Young 

Person at Risk forms (now referred to as Public Protection Notices). Any 

issues identified should be promptly addressed. 

The Isle of Wight NHS Trust’s safeguarding nurse for adults and 

children reported that her department does not always receive copies 

of the CA/12 forms. Sancus Solutions’ investigation team would 

suggest that it is essential that this department receives all CA/12 

forms in order for them to be able to take appropriate action(s) 

Trust Childrens 

Safeguarding Lead 

Nurse 

Completed The Named Nurse does receive PPN1 notifations now which have replaced the 

CA12 and Children and Young People (CYP) forms.  All known adult and child 

risks are included on the one notification which is far more efficeient and 

supports a family approach to risk assessment and therefore suppports 

appropriate referrals.

Rec. 6 As part of all primary and secondary mental health practitioners and 

service /operational managers’ recruitment interviews the interviewee 

should be asked to demonstrate how the Think Family Agenda underpins 

their practice.

The Think Family Agenda did not underpin any of the practitioners’ 

responses to the service users assessment, disclosures or 

treatment/therapy plan.

MHLD Head of Nursing 

and Quality

30th April 2019 Initial discussion with Human Resources lead for the MHLD Division.  This 

needs to be disseminated to all staff with responsibility for recruitment.

Rec. 11 Isle of Wight NHS Trust should consider recruiting a family liaison post 

who would be the single of point of contact and support for families 

throughout the Serious Incident investigation process

The investigation team would suggest that in order to minimise 

intrusion with families at such a complex and traumatic time the Isle 

of Wight NHS Trust considers recruiting a family liaison post. 

The Isle of Wight Trust 

Quality Governance 

Team  

30th June 2019 The MHLD Division are currently working with the Corporate Quality  Team and 

the Patient safety lead to develop more robust processes and effective 

engagement with families and carers following a serious incident. This process 

will identify an individual at an early stage in the process to work with the 

family as the liaison and support throughout the investigation process. 

4. LESSONS WHICH RELATE TO ACCESS TO INFORMATION AND THE ELECTRONIC PATIENT RECORD SYSTEMS

5. LESSONS WHICH RELATE TO STAFFING

3. LESSONS THAT RELATE TO EDUCATION, KNOWLEDGE, SKILLS AND COMPETENCY

A number of other reports had been undertaken prior to and in conjunction with this Independant Report that note lessons learned relating to the themes of Standard Operating Procedures, Guidance and Policies.                                                                                  

These reports include: the Serious Incident (SI) report from the Isle of Wight NHS Trust, the SI report from the Isle of Wight Clinical Commissioning Group (CCG) and the local Safeguarding Children's Board (LSCB) published Serious Case Review (SCR).  These lessons learned and 

actions required have been addressed through specific plans which are monitored through each organisation and Board. Actions completed include: Further collaboration to enable clearer understanding of referral protocols between the Local Authority, Police and Safeguarding Teams, 

amending Standard Operating Procedures (SOPs) for electronic recording, a written protocol  for liaison and referral between IAPT and SPA teams, having universal procedures in primary care IT systems for flags and alerts, an Early Help audit to identify referrals into Barnados 

utilised by GP's. Ongoing improvements include the Mental Health Transformation programme work.

A number of other reports had been undertaken prior to and in conjunction with this Independant Report that note lessons learned relating to the themes of Education, Knowledge, Skills and Competency.                                                                                            These 

reports include: the Serious Incident (SI) report from the Isle of Wight NHS Trust, the SI report from the Isle of Wight Clinical Commissioning Group (CCG) and the local Safeguarding Children's Board (LSCB) published Serious Case Review (SCR). These lessons learned and actions 

required have been addressed through specific plans which are monitored through each organisation and Board. Actions completed include:The IOW Local Safeguarding Childrens Board (LSCB) has contributed to and is a partner in th development of the Think Family Approach 

Protocol commissioned across the four LSCB's across Hampshire, Portsmouth , Southampton and the IOW. Transformation of services in the Single Point of Access to develop good practice and review and audit of this. Access and completion of Level three safeguarding children 

training at the IOW NHS Trust has greatly improved.

A number of other reports had been undertaken prior to and in conjunction with this Independant Report that relate to the themes of Access to Information and the Electronic Patient Systems.                                                                                                         These 

reports include: the Serious Incident (SI) report from the Isle of Wight NHS Trust, the SI report from the Isle of Wight Clinical Commissioning Group (CCG) and the local Safeguarding Children's Board (LSCB) published Serious Case Review (SCR). These lessons learned and actions 

required have been addressed through specific plans which are monitored through each organisation and Board. Actions completed include:A new Template for the Care Programme Approach (CPA) has been rolled out with guidance and risk consideration for dependants, 

improvments in the SPA to capture risks to children or dependants through developed risk assessments, access to differing IT systems to ensure join up of clinical risk assessments, improved information sharing in GP practices regarding functionality to map family members on 

practice IT systems.


