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Key Trust Strategic Objectives & Critical Success Factors 2014/15 

Strategic Objectives 
 

Critical Success Factors 

 1. QUALITY - To achieve the highest 
possible quality standards for our 
patients in terms of outcomes, 
safety and positive experience of 
care 

  

CSF 1 - Improve the 
experience and 
satisfaction of our 
patients, their carers, our 
partners and staff  

CSF2 -  Improve clinical 
effectiveness, safety and 
outcomes for our 
patients 

 2. CLINICAL STRATEGY - To deliver 
the Trust’s clinical strategy, 
integrating service delivery within 
our organisation and with our 
partners, and providing services 
locally wherever clinically 
appropriate and cost effective 
 

CSF3 - Continuously 
develop and successfully 
implement our Integrated 
Business Plan 

 

CSF4 -  Develop our 
relationships with key 
stakeholders to 
continually build on our 
integration across health 
and between health, 
social care and the 
voluntary/third sector, 
collectively delivering a 
sustainable local system 

 3. RESILIENCE - Build the resilience 
of our services and organisation, 
through partnerships within the 
NHS, with social care and with the 
private and voluntary/third sectors  
 

CSF5 -  Demonstrate 
robust linkages with our 
NHS partners, the local 
authority, the third sector 
and commercial entities 
for the clear benefit of our 
patients  

 

CSF6 - Develop our 
quality governance and 
financial management 
systems and processes 
to deliver performance 
that exceeds the 
standards set down for 
Foundation Trusts  

 4. PRODUCTIVITY - To improve the 
productivity and efficiency of the 
Trust, building greater financial 
sustainability within the local 
health and social care economy  

CSF7 -  Improve value for 
money and generate our 
planned surplus whilst 
maintaining or improving 
quality 

CSF8 - Develop our 
support infrastructure to 
improve the quality and 
value of the services we 
provide 

 5. WORKFORCE - To develop our 
people, culture and workforce 
competencies to implement our 
vision and clinical strategy, 
engendering a sense of pride 
amongst staff in the work they do 
and services provided and 
positioning the Trust as an 
employer of choice  
 

CSF9 - Redesign our 
workforce so people of 
the right attitude, skills 
and capabilities are in the 
right places at the right 
time to deliver high quality 
patient care 

 

CSF10 - Develop our 
organisational culture, 
processes and 
capabilities to be an 
outstanding organisation 
and employer of choice 

 



Excellent patient 
care 

Our vision and goals guide us; our values underpin everything we do 

Quality care for everyone, every time 

Our Values 

Work with others 
to keep improving 

our services 

A positive 
experience for 

patients, service 
users and staff 

Skilled and capable 
staff 

Cost effective, 
sustainable services 

 Improve mortality 
rate 
 
Prevent avoidable 

harm 
 
 
 
 
 

Reduce Incidence 
of Patient Harm 

Create and maintain 
partnerships with 
other organisations 
so that we can 
deliver excellent 
care 
 
Make every service 

the best it can be 
 

Improve End of 
Life Care 

 Improve what 
people think of 
their care 
 
 Improve how staff 

feel about work 
 
 
 
 

Improve the 
Discharging 
Planning Process 

 

All staff  continue to 
develop 
 
All staff understand 

how their 
contribution helps 
to achieve our 
Vision 

 

Design services to 
deliver best practice 
within our 
resources 
 
Ensure value for 

money for each 
service 
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The next meeting in public of the Isle of Wight NHS Trust Board will be held on Wednesday 2nd September 2015 
commencing at 9.30am in the Conference Room – School of Health Science Building (South Hospital), St. Mary’s 
Hospital, Parkhurst Road, Newport, Isle of Wight, PO30 5TG.   Staff and members of the public are welcome to attend 
the meeting.  Staff and members of the public are asked to send their questions in advance to board@iow.nhs.uk to 
ensure that as comprehensive a reply as possible can be given.  

AGENDA 

Indicative 
Timing 

No. Item Who Purpose Enc, 
Pres or 
Verbal 

09:30 1 Apologies for Absence, Declarations of Interest and 
Confirmation that meeting is Quorate  

      

  1.1 Apologies for Absence:  Lizzie Peers, Non-Executive Financial 
Advisor; Mark Pugh Executive Medical Director; Shaun 
Stacey, Chief Operating Officer 

Chair Receive Verbal 

  1.2 Confirmation that meeting is Quorate  Chair Receive Verbal 
    No business shall be transacted at a meeting of the Board 

of Directors unless one-third of the whole number is 
present including:  

      

    The Chairman; one Executive Director; and two Non-
Executive Directors. 

      

  1.3 Declarations of Interest Chair Receive Verbal 
09:35 2 Minutes of Previous Meetings       
  2.1 To approve the minutes from the meeting of the Isle of Wight 

NHS Trust Board held on 1st July 2015 and the Schedule of 
Actions. 

Chair Approve Enc A 

  2.2 Chairman to sign minutes as true and accurate record       
  2.3 Review Schedule of Actions Chair Receive Enc B 
09:45 3 Chairman’s Update       
  3.1 The Chairman will make a statement about recent activity Chair Receive Verbal 
  3.2 Ratify changes to NED Responsibilities Chair Approve Pres 
09:55 4 Chief Executive’s Update       
  4.1 The Chief Executive will make a statement on recent local, 

regional and national activity. 
CEO Receive Enc C 

10:00 5 Patient & Staff Recognition       
  5.1 Presentation of this month's Patient Story   CEO Receive Pres 
  5.2 Employee Recognition of Achievement Awards CEO Receive Pres 
  5.3 Employee of the Month  CEO Receive Pres 
  5.4 Staff Story CEO Receive Pres 
10:30 6 Operational        
  6.1 Performance Report EDTI Receive Enc D 
  6.2 Local Update from Hospital & Ambulance  ICOO Receive Enc E 
  6.3 Local Update from Community & Mental Health  EMD Receive Enc F 
11:15 7 Quality       
  7.1 Update on the  Infection Prevention & Control Audits  EDN Approve Enc G 
  7.2 Pressure Ulcer Prevention Report EDN Receive Enc H 

  7.3 Data Quality Underpinning KPIs update EDF Receive Enc I 
  7.4 Quality Improvement Framework EDN Approve Enc J 

  7.5 Quality Improvement Plan Monthly Update EDN Receive Enc K 

  7.6 Patient Walkround Action Tracker Closure Report EDN Approve Enc L 
  7.7 Patient Story Action Tracker Annual Report EDN Receive Enc M 
  7.8 Reports from Serious Incidents Requiring Investigation (SIRIs)  EDN Receive Enc N 
  7.9 Safer Staffing 6 Monthly Update EDN Approve Enc O 
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  7.10 Safeguarding & Looked after Children Annual Report 2014/15 EDN Receive Enc P 
 12:10 8 Strategic        
  8.1 Strategy Update CEO Receive Pres 
  8.2 External Governance Review  CS Approve Enc Q 
  9 Governance        
  9.1 Board Self Certification   CS Approve Enc R 
  9.2 Board Assurance Framework (BAF) Monthly update CS Approve Enc S 
12:40   Minutes of Board Sub Committees for noting       
  9.3 Minutes of the Quality & Clinical Performance Committee held 

on 29th July  
QCPC 
Chair 

Receive Enc T 

  9.4 Minutes of the Finance, Investment, Information & Workforce 
Committee held on 28th July and 25th August 2015 

FIWC 
Chair 

Receive Enc U 

  9.5 Minutes of the Mental Health Act Scrutiny Committee held on 
14th July 2015 

MHASC 
Chair 

Receive Enc V 

 9.6 Summary of Notes from the Turnaround Board – May – 
August 2015 

CEO Receive Enc W 

  10 Any Other Business Chair     
            
  11 Questions from the Public  Chair     
    To be notified in advance        
  12 Issues to be covered in private.                         
    The meeting may need to move into private session to discuss 

issues which are considered to be ‘commercial in confidence’ 
or business relating to issues concerning individual people 
(staff or patients).   On this occasion the Chairman will ask the 
Board to resolve:  

      

    'That representatives of the press, and other members of the public, be 
excluded from the remainder of this  meeting having regard to the 
confidential nature of the business to be transacted, publicity on which 
would be prejudicial to the public interest', Section 1(2), Public Bodies 
(Admission to Meetings) Act l960. 

      

    The items which will be discussed and considered for approval 
in private due to their confidential nature are: 

      

    Safeguarding       
    Contracts & Contract Strategy       
    Wessex Academic Health Science Network Update       
    Wight life Partnership update       
    Tenders Update       
    Carbon Energy Fund Update       
    Chief Executive's Update on Hot Topics       
    Employee Relations Report       
    The Chairman or Chief Executive will indicate if there are any 

other issues which may be discussed in private without 
entering into detail about them.  Members of the public, the 
press and members of staff will then be asked to leave the 
room. 

      

13:00 13 Date of Next Meeting:       
    The next meeting of the Isle of Wight NHS Trust Board to be 

held in public is on Wednesday 7th October 2015 in the 
Conference Room - School of Health Science Building, St 
Mary's Hospital, Newport, IW PO30 5TG 
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Minutes of the meeting in Public of the Isle of Wight NHS Trust Board 
held on Wednesday 1st July 2015 

Conference Room – School of Health Sciences, St Mary’s Hospital, 
Newport, Isle of Wight 

PRESENT: Danny Fisher Chairman 
 Karen Baker Chief Executive 
 Katie Gray Executive Director of Transformation & Integration 
 Chris Palmer Executive Director of Finance  
 Mark Pugh Executive Medical Director 
 Alan Sheward Executive Director of Nursing 
 Charles Rogers Non-Executive Director (SID)  
 David King Non-Executive Director 
 Nina Moorman Non-Executive Director 
 Jane Tabor Non-Executive Director 
In Attendance: Mark Price FT Programme Director & Company Secretary  
 Shaun Stacey Interim Chief Operating Officer 
For item 15/T/132 Sue Biggs Programme Lead for Patient Flow 
For item 15/T/132 Georgie Blanchard  Senior Medical Secretary – Surgery 
For item 15/T/132 Julie Banks Secretary to Dr Sheen - Medicine 
For item 15/T/132 Louanne Freeman  Dental Decontamination Technician 
For item 15/T/132 Rachel Stapleton  Dental Nurse 
For item 15/T/132 Gretel Stanley Dentist 
For item 15/T/132 Denise Collis Dental Manager 
For item 15/T/133 Karen Webb Ward Sister 
For item 15/T/133 Emily King Staff Nurse  
For item 15/T/134 Helen Azzopardi Laboratory Manager - Microbiology 
   
Observers: Linda Fair Patient Council 
 Mike Carr Patient Council 
 John Bowker Health Watch 
 Moosa Patel Capsticks Governance Consultancy 
 Janice Smith Capsticks Governance Consultancy 
Minuted by: Lynn Cave Trust Board Administrator (TB) 
Members of the 
Public in 
attendance: 

 
There were no members of the public present 

   
Minute No.   

15/T/126 APOLOGIES FOR ABSENCE, DECLARATIONS OF INTEREST AND 
CONFIRMATION THAT THE MEETING IS QUORATE  

 Apologies for absence were received from Lizzie Peers, Non-Executive Financial 
Advisor, Jessamy Baird, Non-Executive Director, Jane Pound, Interim Director of 
Workforce. 
 
Apologies were also received from Chris Orchin, Healthwatch. 
 
The Chairman announced that the meeting was quorate. 
 
There were no declarations of interest from the Board members.   
 

15/T/127 MINUTES OF PREVIOUS MEETING 
 Minutes of the meeting of the Isle of Wight NHS Trust Board held on 3rd June 2015 

were approved with the following amendments: 
 

a) Min No. 15/T/117 – Nina Moorman stated Jessamy Baird gave the report from 
the Quality & Clinical Performance Committee. 

 
Proposed by Charles Rogers and Seconded by Nina Moorman 

 
Enc A 
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The Chairman signed the minutes as a true and accurate record. 
 

15/T/128 REVIEW OF SCHEDULE OF ACTIONS 
 The Board received the schedule of actions and noted the following updates: 

 
a) TB/144 – Cancelled Appointments:  The Executive Director of Finance 

confirmed that the data was being prepared and would appear in the 
September report. 

b) TB/145 – Sickness Benchmarking Exercise:  The Executive Director of 
Nursing advised that this was complete and he would be circulating the date to 
members after the meeting.  This action is extended to September to allow for 
any feedback from members prior to closure of action. 

c) TB1/146 – Friends & Family Test – Mental Health:  The Executive Medical 
Director confirmed that although response numbers were small in this area the 
Trust did compare favourably against other Trusts.  He confirmed that this data 
would be incorporated into future performance review reports. 

d) TB/147 – Winter Pressures:  This action was now transferred to the Chief 
Operating Officer for action. 

e) TB/148 – Provision of Care in Community:  The report is in final stages of 
development and would feature in future reports.  Final format will be 
confirmed with Jessamy Baird prior to release. 

f) TB/158 – TEC Minutes & Agendas:  Jane Tabor advised that she was still not 
receiving these papers and asked that they be emailed out to all NEDs on a 
weekly basis.  The Company Secretary agreed to arrange this.  Action 
reopened and extended to September to allow feedback from members. 

g) TB/161 – Directorate Reports to Board:  Interim Chief Operating Officer 
confirmed that these had been reviewed and aligned as requested.  This action 
is now closed. 

h) TB/162 – Paediatric Nurse Provision:  Nina Moorman confirmed that a report 
been discussed at QCPC1.  It was also confirmed that the Paediatric 
Governance Committee would looking into nursing provision.  This action is 
now closed. 

i) TB/163 – Assurance Visits:  Communications team had provided a list of the 
Patient Council members which would be circulated to Board members to 
enable them to co-ordinate their visits.  This action would be transferred to the 
Executive Director of Nursing and would be extended to September to allow 
feedback from members. 

j) TB/165 – Internal Audit Recommendations:  These are going to the TEC2 
on regular basis – currently 6 outstanding actions.   

The Isle of Wight NHS Trust Board received the Review of Schedule of Actions 
 

15/T/129 CHAIRMAN’S UPDATE 
 The Chairman confirmed that he would be stepping down with effect from 13th July 

2015, and that Charles Rogers will become Interim Chair from 14th July 2015.  He 
confirmed that following a successful recruitment process it was anticipated that an 
appointment of the new Chairman would be made at the end of July. 
 
The Chairman reflected on his time with the organisation and the predecessor PCT3 
over the past 8 years and the numerous successes he had been involved with.  He 
stated that it had been an honour and a privilege to be part of the organisation. 

1 Quality & Clinical Performance Committee 
2 Trust Executive Committee 
3 Primary Care Trust 
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The Chairman also confirmed that the Remuneration & Nomination Committee had 
recommended that Shaun Stacey be appointed to the role of Chief Operating Officer 
and asked that this be approved by the Board 
 
Proposed by Nina Moorman and Seconded by Jane Tabor 
 
The Isle of Wight NHS Trust Board received the Chairman’s Update and 
approved the appointment of the Chief Operating Officer 
 

15/T/130 CHIEF EXECUTIVE’S UPDATE 
 The Chief Executive thanked the Chairman for his support and contribution to the 

organisation over the past 8 years and stated that his would be very difficult shoes to 
fill.  She confirmed that 7 candidates had been put on a ‘long list’ of candidates and 
that interviews would be taking place towards the end of July.  She also advised that a 
celebration of the Chairman’s time with the organisation would be included within the 
AGM later in the day. 
  
The Chief Executive presented the report and highlighted the following: 
National: 

• New Models of Care – The Trust has submitted with partners its Value 
Proposition on 30th June and anticipates having a response by the end of July. 

 
Local: 

• Our organisations challenges around Quality and Performance - We have 
more C diff infections than our trajectory for 2015/16 to date, and in common 
with many other Acute Trusts, we are not hitting our Emergency Care 4 hour 
standard.  We will not meet our 18 week Referral to Treatment (RTT) target 
until October 2015.  The Interim Chief Operating Officer is making progress in 
these areas but they will continue to challenge the organisation. 

• Finance – we need to achieve Cost Improvement Plans of £8.5m this year, to 
reach our agreed planned deficit of £4.6m.  Whilst we do this, we must at least 
maintain, and where possible, improve the quality of patient care.  

• Chief Operating Officer – Shaun Stacey will remain Interim Chief Operating 
Officer looking after Hospital and Ambulance services until he takes up his 
substantive post on 31 August at which time he will add Community and 
Mental Health services to his portfolio. 

• LiA – what a result! - Second Pulse Check to measure the impact of LiA 
results show that 11 of the 15 questions asked have improved.  12 new 
sponsors are joining the programme  

• Ryde Health and Wellbeing Centre – Now open and is a fantastic centre 
which other organisations can also use. 

• Recruitment – Filipino  nurses due to arrive in August 
 
David King asked in light of the Government’s announcement on overseas workers, 
how this would affect the Filipino nurses and their families who work for the Trust and 
what the Trust was doing about it.  The Chief Executive advised that the Trust was 
lobbying via NHS England and having discussions with colleagues across the area.  
She advised that the NMC Congress would be writing to the Secretary of State on this 
matter also.   
 
Nina Moorman reflected that it was a sad reflection on the state of workforce planning 
that insufficient nurses were being trained within the UK which meant that such 
reliance was needed on those overseas workers.   
 
The Isle of Wight NHS Trust Board received the Chief Executive’s Update 
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PATIENT & STAFF RECOGNITION  
 

15/T/131 PATIENT STORY 
 The Chief Executive advised that there were two Patient Stories this month in which 

the parents recalled their experience of care on Children’s ward, and the pathway via 
Emergency Department (ED)/Beacon Centre.  
 
The Executive Director of Nursing advised that one family were holiday makers and 
that overall they had given very positive feedback – kind, caring staff and a welcoming 
environment.  He advised that two small issues were raised following review at Quality 
and Clinical Performance Committee which were that not enough facilities were 
provided in ED for children and that finding the way from Beacon to the Children’s ward 
out of hours was a little confusing. 
 
He confirmed that as a result the following actions had been taken: 
 

• ED have confirmed that there are three rooms available for paediatrics within 
the department and a separate waiting room.  This is currently thought to be 
adequate and is often under–utilised by children.  

• Staff do accompany patients from the Beacon Centre if they are clinically 
unstable or are unable to make their own way to the ward or department.  It 
has been recognised that it would be beneficial to have an up to date site map 
to provide to patients/parents to enable them to locate the relevant 
departments/wards across the Trust.  

 
The Company Secretary commented that having two short films on a specific service 
area provided more learning for the Board. 
 
The Isle of Wight NHS Trust Board received the Patient Story  
 

15/T/132 EMPLOYEE RECOGNITION OF ACHIEVEMENT AWARDS 
 The Chief Executive presented the Employee Recognition of Achievement Awards:  

This month the nominations were as follows: 
 

Category 2 - Employee Role Model: 

• Sue Biggs, Programme Lead for Patient Flow – Programme Governance 
Office 

                                                            
Category 3 –  Going the Extra Mile 

• Georgie Blanchard, Senior Medical Secretary – Surgery 
• Julie Banks, Secretary to Dr Sheen - Medicine 
• Louanne Freeman, Dental Decontamination Technician 
• Rachel Stapleton, Dental Nurse 

 
The Chief Executive congratulated all recipients on their achievements. 
 
The Isle of Wight NHS Trust Board received the Employee Recognition of 
Achievement Awards 
 

15/T/133 EMPLOYEE OF THE MONTH 
 The Chief Executive presented the Employee of the Month Award: 

 
Employee of the Month - June 2015 

• Emily King, Staff Nurse – Osborne Ward 
. 
The Chief Executive congratulated Emily King on her achievement. 
 
The Isle of Wight NHS Trust Board received the Employee of the Month Award 
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15/T/134 STAFF STORY 
 The staff story was presented by Helen Azzopardi who is a Biomedical Scientist with 

the Trust and who went to Sierra Leone on release from the Trust to work with a multi-
agency team in Makeni, Northern Sierra Leone from 19 February to 25 March 2015.  
She outlined how she was one of the team leaders responsible for a team of 15 staff, 
who had responsibility for the running of a laboratory during her deployment.  
 
She outlined the range of benefits to the Trust of allowing NHS staff to support the 
humanitarian work undertaken by a UK funded charity (DFID4 funded).  This included 
the experience of working with limited resources under challenging circumstances and 
working as part of a small multidisciplinary team across specialty and organisational 
boundaries.  She stated that the transferable skills she acquired during her deployment 
would be of great value if a possible VHF5 case was admitted to St Mary’s Hospital.   
 
The Chairman thanked Helen for attending and presenting such an inspirational story 
and he stated that her experiences would be of immense value to the Trust. 
 
Jane Tabor also thanked her and stated that learning to work with people outside of the 
organisation and develop a network of expertise is something which the Trust should 
encourage all staff to do.  The Chief Executive endorsed this and suggested that Helen 
would be an excellent ambassador for such a programme. 
 
The Executive Medical Director asked if Helen would be able to transfer her experience 
into patient care on the Island.  She confirmed that she was working with colleagues to 
develop a programme to deal with any potential VHF case.  She stated that it was vital 
that the patient is dealt with as a person and not as a threat or someone to be 
frightened of as this is how the virus was being promoted within the media.  She also 
agreed to act as a mentor/ambassador for any staff programme to encourage staff to 
work outside of their immediate teams as suggested by the Chief Executive. 
 
The Isle of Wight NHS Trust Board received the Staff Story 
 

OPERATIONAL  
 
15/T/135 PERFORMANCE REPORT 
 The Executive Medical Director presented the performance report which included  

 
Highlights: 

• Ambulance A Red 1 and Red 2 calls < 8 mins   
• Stroke Unit admission and TIA6 investigation 
• Non admitted and incomplete admissions above target 
• Mental Health CPA7 7 day and 12 month 
• Mental health admissions via crisis resolution teams 
• All cancer targets achieved 

 
Improvement Needed: 

• Clostridium Difficile (C.Diff)  Above target of 2 
• Referral to treatment for admitted below target - 67.5%  
• Staff Sickness above plan 
• Emergency care 4 hour standard below target - 92.8% 
• Mixed sex breach affecting 6 patients 

 
A discussion took place and the following points were raised: 
 

i. CIP8s:  The Chairman expressed concern that CIPs were being driven by the 

4 Department for International Development (DFID) 
5 Viral Haemorrhagic Fever (VHF). 
6 Transient Ischaemic Attack (also known as 'mini-stroke') 
7 Care Programme Approach 
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teams rather than by clear directives from the Executive team.  The Executive 
Director of Finance advised that the Turnaround Board was working on a 
variety of programmes to enable and encourage teams to look across services 
and more effective ways of working.  She confirmed that they were meeting 
weekly and would be providing minutes to the Board for assurance.  She also 
confirmed that a number of areas had been identified over the past weeks for 
development which would be closely monitored at these weekly meetings. 

 
The Chairman stated that the organisation was in danger of ‘running out of 
cash’ and there needs to be tough decisions made to ensure that this does not 
occur.  The Chief Executive advised that a summit had been arranged with 
consultants to review the matter and the Interim Chief Operating Officer was 
developing a number of proposals. 

 
ii. Sickness Levels/Costs:  Nina Moorman stated that if the Trust could improve 

sickness absence levels this would assist with the CIPs and pressure on cash.  
She asked if enough resources were made available to tackle staff sickness.  
The Executive Director of Finance confirmed that this was an area being 
reviewed by the Turnaround Board. 

 
iii. Pressure Ulcers:  Charles Rogers expressed frustration that the levels 

reported were not falling and questioned if there was also a link to increased 
levels of C.Diff and patient falls.  He said that although the reports indicate that 
the Trust is improving it did not ‘feel’ that this was the case.  The Executive 
Medical Director advised that the Trust had set itself very high targets for these 
areas and whilst numbers are improving he recognised that more work needed 
to be done.  He advised that work was being undertaking in conjunction with 
the service leads and doctors to look at these areas.   
 

iv. Staff Appraisals:  Nina Moorman stated that QCPC had been monitoring 
appraisal levels and mandatory training compliance and stated that the 
committee felt that there was a clear link between quality of patient care and 
mandatory training compliance as well as effects on sickness absence and 
staff morale.  She asked that the Trust aim for 100% compliance with both staff 
appraisals and mandatory training compliance.  The Chief Executive confirmed 
that a team was working on the appraisal process and agreed with Nina 
Moorman that if staff have clear objectives and measures to work to it is more 
beneficial to the staff.  She also agreed that targets should be 100%. 

 
v. RED indicators:  David King stated that he felt that the RED indicators used 

within the report were not an effective indicator on what is happening, if there 
were systematic issues involved or trends to be noted.  He cited examples 
used in other Trusts which showed how they were mitigating risks etc., and he 
stated that he did not feel assured by the quality of the data shown in the 
current format.  The Chairman also stated that the data shown should as RED 
should have had warning flags shown at a much earlier stage in reporting.  The 
Chief Executive advised that with the introduction of the Interim Chief 
Operating Officer post 2 months ago, a number of changes had already been 
made and that further changes will be forthcoming.  She confirmed that the 

8 Cost Improvement Programme 

IOW NHS Trust Board Meeting Pt 1  1st July 2015 6 

                                                                                                                                             



 
Executive Director of Nursing was focusing on Quality and the Interim Chief 
Operating Officer on Performance, with the Executive team reviewing reports 
on a regular basis these flags were being noticed and actions taken.  She also 
stated that the Board should note that the data shown in the report was 
retrospective and should feel assured that actions are being taken 
appropriately by the Executive team.  A discussion took place on how the 
report could be changed and it was agreed that there would be a review of the 
performance report after the conclusion of the Governance Review. 
 
Action Note:  Company Secretary to schedule the review of the performance 
report. 

Action by: CS  

 
The Isle of Wight NHS Trust Board received the Performance Report  
 

15/T/136 LOCAL UPDATE FROM HOSPITAL & AMBULANCE 
 The Interim Chief Operating Officer presented the update from the Hospital and 

Ambulance Directorate. 
 
He advised that the New Clinical Lead for General Surgery was now in post.  He also 
advised that the directorate financial performance was significantly overspent against 
budget in months 1 and 2.  This was driven primarily by the extra costs incurred by the 
winter period mitigation actions and also through the premium paid on temporary 
staffing to cover vacancies.  He confirmed that there were a number of measures in 
place, focusing on recovering the financial position.  
 
The Isle of Wight NHS Trust Board received the Local Update from Hospital & 
Ambulance Directorate 
 

15/T/137 LOCAL UPDATE FROM COMMUNITY & MENTAL HEALTH 
 The Executive Medical Director presented the update from the Community and Mental 

Health Directorate. 
 
He advised that the business case submitted to the CCG for Occupational Therapy and 
Physiotherapy had been rejected by the CCG and was being reviewed by the team. 
 
He also confirmed that stroke services medical cover for acute stroke patients is 
currently covered with agency locums.  Whilst recruitment efforts continue, we are 
exploring alternative long term solutions for the medical cover from the Stroke service.  
 
The Isle of Wight NHS Trust Board received the Local Update from Community & 
Mental Health Directorate 

 
15/T/138 NURSING REVALIDATION  
 The Executive Director of Nursing advised that from 1st April 2016 the Nursing and 

Midwifery Council (NMC) are changing the requirements that nurses and midwives 
must meet when they renew their registration every three years.  This will replace the 
current post-registration education and practice (PREP) standards.  The Trust has 
submitted an organisational readiness self-assessment to NHS England in May 2015 
to identify any risks and challenges to the process and develop an implementation plan 
to address any gaps and mitigate risk that may impact on implementation of 
revalidation and service delivery. 
 
The Executive Director of Nursing outlined the Trusts plans for all nurses to revalidate 
on an annual basis and confirmed that HR was developing a business case to support 
the process. 
 
David King asked how the overseas nurses would be affected.  The Executive Director 
of Nursing confirmed that they were subject to the same regulations as soon as they 
registered with the NMC.   
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Nina Moorman asked would the Executive Director of Nursing be the accountable 
officer for all nurses on the island, both in the wider community and within the hospital.  
The Executive Director of Nursing advised that this was being agreed but was likely 
that a devolved authorisation would be granted to the appraiser as the revalidation 
would be part of the annual appraisal process, and they would have the authority to 
sign off.   
 
The Executive Medical Director supported the revalidation process as it was in line with 
the existing process for Doctors.  He did, however, question the need for funding to 
support the process.  The Executive Director of Nursing advised that existing nurses 
should be able to provide the requisite number of hours evidence within the mandatory 
training programme and that there was not anticipated to be a huge investment needed 
in additional development.   
 
The Executive Director of Finance queried if existing systems were fully utilised.  The 
Executive Director of Nursing advised that in addition to the existing systems, there 
was a possibility of a ‘cloud’ based system which would allow nurses to access their 
data from any Trust.  He did stress that within the business case there was a need for 
support to process the large numbers of nurses based on the island and funding would 
be required for this. 
 
Jane Tabor asked if the revalidation requirements were based on the number of hours 
worked, i.e. would they be pro rata if the nurse worked part time, and if the nurses 
failed to revalidate would they still be paid.  The Executive Director of Nursing advised 
that the revalidation requirements were the same regardless of the number of hours a 
nurse worked and that if they failed to revalidate they would be non-compliant and 
unable to work - in these cases they would not be paid and in breach of their terms of 
employment. 
 
The Isle of Wight NHS Trust Board received the Nursing Revalidation Report 
 

QUALITY 
 
15/T/139  QUALITY IMPROVEMENT PLAN UPDATE  
  The Executive Director of Nursing advised the meeting that in the Executive Summary 

“All enforcement actions are complete; 8 outstanding compliance actions, 7 of which 
will be completed by 30 September 2015”, this should read 30 June 2015. 
 
He gave an overview of the progress of the outstanding actions.  Of the original 38 
compliance actions there were 8 outstanding, 7 of which will be completed by 30 June 
2015 (1 action has an element relating to safer staffing – completion by 31 March 
2016).  Of the original 10 ‘must do’ actions there remained 4 outstanding – 3 to be 
completed by 30 September 2015 and 1 by 31 March 2016.  In addition, of the 41 
‘should do’ actions there were 18 outstanding which will be completed by March 2016.  
He confirmed the progress of these compliance actions was shown as behind 
trajectory and this was due to the fact that formal sign off and more developed KPI 
assurance methods were being worked up.  The deadline of the 30th July was an 
internal stretch target agreed at a previous Board meeting. 
 
The Executive Director of Nursing advised the Board following a review meeting with 
the CQC Compliance Manager statisfactory assurance was received by them. 
 
The Executive Director of Nursing provided an update on the 2 actions outstanding 
relating to staffing (one relating to Accident & Emergency (A&E) and one relating to the 
Community in-patient wards) and provided assurance that measures were being 
implemented to address these areas of concern.  In addition he advised that 
compliance against the action relating to the Rehabilitation unit receiving non 
rehabilitation patients would be resolved by the end of July.  He stated that a firm 
commitment was needed to stop admitting non rehabilitation patients to this unit. 
 
Nina Moorman stated that the QCPC had reviewed the report and had stated that the 
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current format was working well and it would continue to monitor progress. 
 
The Chief Executive asked when the Trust would be compliant.  The Executive Director 
of Nursing advised that it was anticipated that the Trust would be compliant by the end 
of July. 
 
 Proposed by Nina Moorman and seconded by Jane Tabor 
 
The Isle of Wight NHS Trust Board approved the Quality Improvement Plan 
Update 
  

15/T/140 SELF ASSESSMENT AGAINST THE LAMPARD REVIEW 
 The Executive Director of Nursing advised that the report gives a position statement at 

IOW NHS Trust in response to the recommendations from the recently published 
“lessons learnt” report by Kate Lampard associated with Jimmy Savile.  He advised 
that these recommendations will apply throughout the NHS and also include 
recommendations for the Department of Health, NHS England, Monitor and the Trust 
Development Authority as well as individual organisations. This will ensure that 
systems are robust within organisations in terms of safeguarding patients and further 
recommend that any voluntary services or fund raising has strict governance 
processes in place.  
 
The Executive Director of Nursing explained that the Board is invited to approve the 
action plan following a previous discussion on this subject in the private part of the last 
Board meeting.  He advised that of the 14 actions recommended, the Trust was 
compliant in 12 with 1 relating to staff training being addressed by HR and 1 being 
addressed by Charitable Funds Committee.  Nina Moorman confirmed that the 
Charitable Funds Committee has reviewed their protocols and strategies and inserted 
an additional section on Procedures for Major Donors, VIPs and/or Celebrities which 
are to be made available on the Charitable Funds website page which is available via 
the Trust’s website.  She confirmed that this was approved electronically and would be 
ratified at the September meeting of the Charitable Funds Committee.   
 
Jane Tabor queried why the assurance level had been set as Amber.  The Executive 
Director of Nursing confirmed that this was due to the outstanding 2 recommendations 
and that the Trust would be fully compliant by 31st July. 
 
Proposed by Charles Rogers and seconded by Jane Tabor 
 
The Isle of Wight NHS Trust Board approved the Self-Assessment against the 
Lampard Review 
 

15/T/141 HISTOPATHOLOGY REVIEW 
 The Executive Medical Director advised that this issue had been discussed on previous 

occasions with the Board and most recently at the Private Board on 3rd June.  He 
confirmed that the outcome of the review had been released in a press statement 
which was included within the report. 
 
Press Statement 
 
18th June 2015 

 
Trust has reviewed diagnosis for some patients 
 
Isle of Wight NHS Trust has reviewed the diagnosis and treatment of a small number of patients 
with skin lesions who were treated by the Trust between 10th December 2012 and 4th June 2014. 
 
During the on-going treatment of a patient with a skin growth it became apparent that a report 
that described the growth as non-cancerous skin growth was wrong.  The patient involved has 
had further treatment and is currently under on-going review. 
 
Isle of Wight Trust was first alerted to a problem on 13/11/14.  The error occurred because the 
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original locum pathologist’s report, following a biopsy of a small sample of the growth, reported 
incorrectly that the biopsy showed no sign of cancer.  On further review this biopsy did show 
signs of cancer.  The Trust arranged for an external review to be undertaken. 
 
The external review of all 260 similar cases reported by the doctor when they worked for us 
between 10th December 2012 and 4th June 2014 was completed on 9th February 2015.  In total 
the external review identified another 3 patients in whom the original diagnosis was reported as 
benign but on review they are now reported as showing signs of early cancer.  These patients 
have been contacted and further treatment undertaken.  All four patients involved will be subject 
to further reviews to check that there are no signs of any further developments.  All four have 
received an apology from the Trust. 
 
The full report from the external review has been discussed with The Royal College of 
Pathologists who have advised that no further action is required.  Past and subsequent UK 
employers of the locum Pathologist were contacted and the Trust understands that following 
review by those organisations no other concerns have been raised.  However the pathologist 
concerned, who no longer works for Isle of Wight NHS Trust, has been provided with a package 
of training and support by their current employer to ensure that their reporting of this specific type 
of biopsy is up to the standard required by the Royal College of Pathologists.  A report on the 
review is being made to the Trust’s Board meeting on 1st July 2015. 
 
Isle of Wight NHS Trust Executive Medical Director, Dr Mark Pugh, comments: “I want to 
reassure patients and the public that we take patient safety very seriously.  We sought 
immediate advice when this issue was brought to our attention and have taken swift action to 
ensure that as soon as this small group of patients were identified we spoke to them and 
arranged for their treatment to be reviewed.  I want to apologise on behalf of the Trust to the 
patients who rightly were concerned about this change in their diagnosis and treatment.  We 
have provided them with support and fast tracked their treatment.  They will be subject to further 
review to ensure that no further signs of cancer develop.” 
 
 
The Isle of Wight NHS Trust Board received the Histopathology Review 
 

15/T/142 REPORT FROM SERIOUS INCIDENTS REQUIRING INVESTIGATION (SIRIs) 
 The Executive Director of Nursing presented the SIRI report and confirmed that this 

report was now being reported using the revised SIRI national framework. 
 
He confirmed that there were 4 new cases reported during the period and that the 30 
current cases shown in the report had, been reduced to 20 on 1st July.  He also 
confirmed that the Black Alert shown in the report had also been closed. 
 
SIRIs continue to be reviewed by QCPC on a monthly basis.  Nina Moorman confirmed 
that QCPC received this report and would review all SIRIs as they were reported 
together with greater review of the lessons learnt.  She advised that QCPC would 
review the report and that it would be developed as necessary in consultation with the 
SEE Committee.  The Executive Director of Nursing confirmed that with the Executive 
Medical Director, he reviewed every SIRI before it was submitted to the CCG and had 
weekly meetings to review their progress. 
 
Jane Tabor asked that in the event of a serious case was there scope to effect an 
outcome earlier than the required 60 days.  The Executive Director of Nursing 
confirmed that a meeting was held to review each case within the first 48 hours to 
assess requirements with recommendations for actions within 72 hours.  Nina 
Moorman confirmed the number of active cases had greatly reduced over the past 2 
years and this allowed greater scrutiny of each case. 
 
The Isle of Wight NHS Trust Board received the report from Serious Incidents 
Requiring Investigation (SIRIs) 
 
 
 
 

IOW NHS Trust Board Meeting Pt 1  1st July 2015 10 



 
15/T/143 DIRECTOR OF INFECTION PREVENTION & CONTROL 2014/15 ANNUAL REPORT 
 The Executive Director of Nursing presented the annual report in his capacity as 

Director of Infection Prevention and Control, and gave an overview of the key areas of 
success as well as areas which had not done so well.  He stressed that the results 
shown in the report were the outcomes of unannounced audits carried out during a 12 
month period and that these were not representative of monthly audits.   He confirmed 
that a monthly report on the progress of any live action plans was seen at the Infection 
Prevention & Control Committee.   
 
Nina Moorman clarified that this report was seen at SEE9 Committee as the monitoring 
committee. 
 
The Chief Executive stated that the results of the audits were poor and that the Board 
should be seeking assurance that this is being dealt with as a high priority.  She asked 
that an action plan be submitted to the Board for review and questioned how the staff 
had reacted to the results.  The Executive Director of Nursing agreed that the results 
looked bad and confirmed that through the triangulation of the ward accreditation 
programme and a review of the wards as a whole any potential areas of concern would 
be raised at an earlier point.   
 
Action Note:  The Executive Director of Nursing to provide an action plan on the 
outcome of the Infection Prevention & Control Audits to the Board. 

Action by: EDN 
 
Charles Rogers questioned that as there was clearly an issue in some areas were 
there any underlying trends and were these connected to the levels of pressure ulcers, 
patient falls and other such incidences.  David King asked why an external audit was 
not carried out for Sharps.  The Executive Director of Nursing advised that there was 
no requirement for an external audit. 
 
The Board agreed that there were a number of worrying results within the report and 
agreed that regular updates on audits and any action plans should be sent to QCPC for 
close monitoring.  The Chairman stressed the need for clarity when reporting as the 
hospitals reputation could be harmed.  
 
Action Note:  The Executive Director of Nursing to ensure that a regular report 
including updates on audits and any action plans is submitted to QCPC for monitoring.  
The frequency of these reports to be set by QCPC. 

Action by: EDN 
 
Charles Rogers stated that he was happy for a report to go to QCPC but an update 
should be given to the Board at the next meeting. 
 
Action Note:  The Executive Director of Nursing to provide an update on infection 
control audits at the next Board meeting. 

Action by: EDN 
 
The Isle of Wight NHS Trust Board received the Director of Infection Prevention 
& Control 2014/15 Annual Report 
 

GOVERNANCE 
 
15/T/144 BOARD SELF CERTIFICATION  
 The Company Secretary presented the monthly update.  He confirmed that the 

Finance, Investment, Information & Workforce Committee (FIIWC) and The Quality & 
Clinical Performance Committee (QCPC) considered and agreed the self-certification 
return. 
 
He also confirmed that the Executive team had planned a focused session on the 

9 Patient Safety, Experience & Clinical Effectiveness  
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current ’at risk’ statements. 
 
Proposed by Charles Rogers and seconded by David King 
 
The Isle of Wight NHS Trust Board approved the Board Self Certification 
 

15/T/145 BOARD ASSURANCE FRAMEWORK (BAF) MONTHLY UPDATE 
 The Company Secretary presented the BAF.  He advised that there were no new risks 

in the reporting period.  There are 4 principal risks increasing scores from Green to 
Amber.  He also advised that whereas a new BAF would normally have been in place 
at this time, it had been agreed that as Capsticks Governance Consultancy were 
currently undertaking a review it would be appropriate to delay the implementation of 
the new BAF until this had concluded. 
 
Proposed by Jane Tabor and seconded by Nina Moorman 
 
The Isle of Wight NHS Trust Board approved the Board Assurance Framework 
(BAF) Dashboard & Summary Report 
 

15/T/146 STATUTORY & FORMAL ROLES 2015-16 
 The Company Secretary presented the revised Statutory & Formal Roles for 2015/16.  

He outlined the changes made to the schedule and asked that it be approved. 
 
Proposed by David King and seconded by Jane Tabor 
 
The Isle of Wight NHS Trust Board approved the Statutory & Formal Roles 2015-
16 
 

14/T/147 TERMS OF REFERENCE FOR TURNAROUND BOARD 
 The Executive Director of Finance presented the Terms of Reference for the newly 

formed Turnaround Board which she confirmed would be a formal sub-committee of 
the Trust Board with the minutes from the Turnaround Board being submitted to the 
Board on a regular basis. 
 
She confirmed that the Turnaround Board was currently meeting weekly to ensure that 
focus was given.   
 
She confirmed that Lizzie Peers, Non-Executive Financial Advisor, had agreed to be 
the NED lead on the committee.  
 
Proposed by Jane Tabor and seconded by Charles Rogers 
 
The Isle of Wight NHS Trust Board approved the Terms of Reference for the 
Turnaround Board 
 

 Minutes of Board Sub Committees 
 

15/T/148 MINUTES OF THE QUALITY & CLINICAL PERFORMANCE COMMITTEE 
 Nina Moorman reported on the key points raised at the meeting held on 24th June 

2015: 
 

a) Min. No. 15/Q/116 – Hip Audit:  Confirmation had been received that post op 
assessments were now carried out by a Geriatrician. 

b) Min No.15/Q/117 – Mandatory Training:  Concern about low levels of 
Mandatory Training achieved in many wards as training and quality are linked. 

c) Min No. 15/Q/123 – Paediatric Action Plan:  Assurance provided by action 
taken by Paediatric unit following review by Royal College of Paediatrics and 
Child Health.  However recruitment of specialist staff remains an issue. 

d) Min No.15/Q/124 – Maternity Services: Assurance provided by action taken 
within Maternity Services following Morecombe Bay Report. 
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e) Min No. 15/Q/126 – Quality Improvement Plan:  Assured by robust process 

for monitoring progress although unchanged position from last month on 
compliance actions. 
 

David King expressed concern over the falling levels of mandatory training compliance 
and asked who had ownership of this issue.  The Chief Executive advised that this was 
being reviewed, the reporting criteria were being reset to the beginning of the financial 
year for consistency and the situation was being actively monitored by the Directorates 
at their performance review meetings. 
 
The Chief Executive stated that she did not get a sense of pace from the minutes in 
relation to the Paediatric Action Plan and Morecambe Bay Review and asked that the 
Committee continue to monitor this closely.  Nina Moorman advised that there was a 
new co-ordinator now in post to link between the various areas covered by Maternity 
both in the community and at the hospital.  She also reported that there was 
apprehension amongst some staff over the potential for working on the mainland as 
part of a shared initiative.  The Chief Executive suggested that key staff that have 
experience in working with new teams outside the organisation could be asked to 
share their experience and possibly mentor staff during this period.  The Executive 
Director of Nursing agreed and said that a similar shared working programme in the 
paediatric department was also being reviewed.  He confirmed that staff would be 
supported during any such programme.  The QCPC would continue to monitor 
progress. 
 
The Isle of Wight NHS Trust Board received the minutes of the Quality & Clinical 
Performance Committee 
 

15/T/149 MINUTES OF THE FINANCE, INVESTMENT, INFORMATION & WORKFORCE 
COMMITTEE  

 Charles Rogers reported on the key points raised at the meeting held on 23rd June 
2015: 
 

a) Min No. 15/F/158 - Long Term Financial Model/Annual Financial Plan 
2015/16: The Committee is concerned that at this point in the financial year 
there is no formal Financial Plan to turnaround the deficit forecast for 2015/16. 
The Committee has requested that, as well as a Long Term Financial Plan, a 
short term and a medium term plan be developed. In addition, financial 
planning for 2016/17 and 2017/18 be commenced in order to bring the Trust 
back into financial sustainability. 

b) Min No. 15/F/170 - CIPs Programme 2015/16: The Committee is not assured 
that the CIPs Programme is on track to deliver the target of £8.5m for 
20215/16. A CIPs Programme for 2016/17 has been requested. 

c) Min No. 15/F/171 - Financial Position:  The Trust is reporting a deficit 
position of £1.095m against a planned position of a £0.391m deficit in M2.  
This is an adverse variance of £0.704m.  The Committee is not assured at this 
state that the Trust will meet its forecast financial outturn position for 2015/16. 

d) Min No. 15//F/180 - Reference Costs Submission:  The Committee was 
satisfied with the Trust’s costing processes and systems and is assured that 
the Trust will submit the Reference Cost Return in accordance with guidance. 

e) Min No’s 15/F/186 & 187 - Sale of The Gables and 68-71 Swanmore Road, 
Ryde: The Committee has made a recommendation on the proposal to sell the 
two properties. 

f) Min No. 15/F/188 - Board Self Certification: The Committee confirmed that 
sufficient assurance has been provided to be able to recommend that the Trust 
Board approve the Self Certification return as proposed. 

The Executive Director of Transformation & Integration advised that the Business Plan 
had commenced development on 1st June.  She advised that in previous years the 
Business Plan had not been performance managed but that it would now be actively 
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managed by the Executive Team and confirmed that a plan would be ready by 
September.  Charles Rogers expressed concern that the current 5 year plan was no 
longer appropriate and with the current level of information available that the FIIWC did 
not feel assured.  The Chairman stated that it was important for the organisation to 
keep the plan concise, to be radical and to maintain a ‘commercial business style’ 
focus.  He also stressed that the NEDs experience should be utilised.  He stated that 
the plan should include all aspects of the organisation including workforce, estates, 
finance and that it should not take 6 months to prepare.  Jane Tabor agreed and 
suggested that a baseline plan could be achieved at a seminar, and also stressed that 
the planned date of September was too late for this to happen.   
 
The Board agreed that a Business Planning seminar would be appropriate and agreed 
to arrange a seminar at the earliest date. (See action in Min. No 15/T/150) 
 
The Isle of Wight NHS Trust Board received the minutes of the Finance, 
Investment, Information & Workforce Committee 
 

15/T/150 MINUTES OF THE AUDIT & CORPORATE RISK COMMITTEE 
 David King reported on the key points raised at the last meeting held on 3rd June 2015: 

 
a) Min No.15/A/069 - Audit Results Report: The Committee wishes to highlight 

a significant risk in respect of financial resilience.  The External Auditors have 
issued a qualified value for money conclusion in respect of financial resilience. 
This is due to the lack of sufficient progress in identifying the savings required 
to demonstrate the delivery of its 2015/16 plan and forecast outturn, and a lack 
of clear evidence of how and when it will return to statutory breakeven.  The 
Auditors state it cannot be concluded that proper business and financial 
planning arrangements are in place to support the Trust’s financial resilience. 

b) Min No. 15/A/072 - Annual Accounts 2014/15: The draft Annual Accounts for 
2014/15 were recommended for approval and adoption by the Trust Board 

c) Min No. 15/A/073 - Directors’ Certificates: The Certificates were 
recommended for approval by the Trust Board 

d) Min No. 15/A/074 - Annual Governance Statement: The AGS was 
recommended for approval by the Trust Board 

e) Min No. 15/A/078 - Annual Report 2014/15: The Annual Report for 2014/15 
was recommended for approval by the Trust Board 

f) Min No. 15/A/079 - Quality Account 2015: The Quality Account for 2015 was 
recommended for approval by the Trust Board 

 
David King stressed that the Committee was concerned that progress towards 
demonstrating sustainability was as yet not achieved.  The Chief Executive stated that 
the Executive team were working to ensure that assurance would be provided at the 
earliest date.  The Chairman suggested that a seminar be arranged to include the 
NEDs as well as leading Clinicians as soon as possible to review the Trust Strategy 
and seek to address the sustainability of the organisation at the earliest available date.  
This was agreed. 
 
Action Note:  The Chief Executive to arrange a seminar including the Board and Lead 
Clinicians to develop Trust Strategy and Business Plan. 

Action by:  CEO 
 
The Isle of Wight NHS Trust Board received the minutes of the Audit & Corporate 
Risk Committee 
 

15/T/151 ANY OTHER BUSINESS 
 
 

a) Medicine for Members:  John Bowker from Healthwatch, gave praise to the 
clinical speakers who presented at the last Medicine for Members evening and 
stated that they were a credit to the Trust. 

 
b) Volunteer Compliance with Lampard Review:  Linda Fair from the Patient 
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Council, referred to the minute number 15/F/179 of the FIIWC – Lampard 
Review – Lessons Learnt, and asked how this would affect the Patient Council.  
The Executive Director of Nursing advised that HR were currently assessing 
what additional training would be required for our volunteers (including the 
Patient Council) so that they are compliant.  He advised that all volunteers 
(including the Patient Council) would need to undertake the Trust’s 
Safeguarding training. 

 
c) Review of NED Roles:  The Company Secretary advised that a review of 

Charles Rogers’ existing roles would be undertaken in light of his new role as 
Interim Chairman.  He proposed that these be discussed and formally agreed 
by the Board via email by 14th July when he officially takes up the new role, 
and would be ratified at the next Board meeting on 2nd September. 

 
d) Legacy Donations:  Jane Tabor asked what arrangements were in place for 

members of the public who wished to provide a legacy donation to the 
organisation.  The Executive Director of Finance advised that the Trust does 
receive legacy donations and these are administered by the Charitable Funds 
Committee.  Nina Moorman as Chair of the Charitable Funds Committee 
confirmed that information was available on the Trust website and posters and 
leaflets were available around the organisation which provided the necessary 
information should anyone wish to donate. 

 
15/T/152 QUESTIONS FROM THE PUBLIC 
 There were no questions received from the public.  

  
15/T/153 DATE OF NEXT MEETING 
 The Chairman confirmed that the next meeting of the Isle of Wight NHS Trust to be 

held in public is on Wednesday 2nd September 2015 in the Conference Room – 
School of Health Science Building, St Mary’s Hospital, Newport, Isle of Wight.  The 
exact venue will be notified prior to the meeting. 
 
 
The meeting closed at 12.40pm 
 
 
 
 
Signed………………………………….Chair Date:……………………………………. 
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ISLE OF WIGHT TRUST BOARD Pt 1 (Public) - April 15 - March 16
ROLLING SCHEDULE OF ACTIONS TAKEN FROM THE MINUTES

Date of 
Meeting

Minute No. Action 
No.

Action Lead Update Due Date Forecast 
Date

Progress 
RAG

Date Closed Status

03-Dec-14 14/329c) TB/135 Sub Committee’s responsibilities: The Committee expressed
concern as to where within the sub-committee structure Information
Technology, Estates, Board Assurance Framework and Corporate Risk 
were reviewed. The Committee felt that it was not appropriate for
these areas only to be covered at the Audit & Corporate Risk
Committee without prior discussion at sub-committee level.

CS The Company Secretary to arrange for a Board discussion 
on where Information Technology, Estates, Board 
Assurance Framework and Corporate Risk were reviewed.
16/01/15 - To be scheduled on Board Seminar Forward 
Plan by 31st March 2015.
04/03/15 - Will be discussed as part of Governance 
Review.
31/07/15 - This will be addressed in the Governance 
Review due to be considered at the 2 September Board.
24/08/15 - The Governance review has been completed 
and will be presented to the Board on 2nd September.  
This action is now closed.

02-Sep-15 02-Sep-15 Completed 24-Aug-15 Closed

28-Jan-15 15/T/016 TB/141 Safer Staffing Funding for Option 4: The Executive Team would 
draw up plans and a timeline to identify funding for Option 4.

CEO/EDF A progress update will be given in the private part of the 
4th March Board meeting.
20/03/15  - 2015/16 cost estimate to be incorporated into 
budget proposal for 1st April Board meeting.
01/04/15 -  The Executive Director of Finance advised that 
work was underway to finalise the cost for 2015/16 but 
acuity and dependency reviews were not yet concluded.
03/06/15 -  The Executive Director of Nursing confirmed 
that work continues to progress this.  
26/08/15 - Verbal update to be presented at Board

01-Apr-15 02-Sep-15 Progressing Open

04-Mar-15 15/T/037ii) TB/144 Cancelled Appointments: The Executive Medical Director requested
that the report be expanded to include all cancellations and also
numbers for cases of multiple cancellations.

EDF
DDI

QCPC

The Executive Director of Finance to arrange for the 
operational matrix to be amended to include multiple 
cancellation data
03/06/15 - The Executive Director of Finance advised that 
a report would be seen at FIIWC and Board from July.  
01/07/15 - The Executive Director of Finance confirmed 
that the data was being prepared and would appear in the 
September report.
27/07/15 - Confirmed that these would be monitored at 
QCPC and not FIIWC as previously mentioned.  Report 
on track to be included within the Board Performance 
Report in September.
26/08/15 - Included data within Performance report.  This 
action is now closed.

03-Jun-15 02-Sep-15 Completed 26/08/2015 Closed

04-Mar-15 15/T/037iii) TB/145 Sickness Benchmarking Exercise: The Executive Director of
Nursing & Workforce advised that it was important to strive for the best
target and that changes in absence reasons will give greater clarity.
Jane Tabor asked if a benchmarking exercise against the Trusts
perceived to be ‘well led’ could be undertaken to show how the Trust
compared.

EDN
IDW

Executive Director of Nursing & Workforce to arrange for 
benchmarking exercise.
03/06/15 - The Interim Director of Workforce confirmed 
that this would be included within the Turnaround process.
01/07/15 - The Executive Director of Nursing advised that 
this was complete and he would be circulating the date to 
members after the meeting.  This action is extended to 
September to allow for any feedback from members prior 
to closure of action.
26/08/15 - Discussed at FIIWC.  This action is now closed.

03-Jun-15 02-Sep-15 Completed 26/08/2015 Closed

Non Executive Financial Advisor: Lizzie Peers (LP)

Executive Director of Nursing (EDN) Deputy Director of Nursing (DDN) Interim Director of Workforce (IDW) Interim Chief Operating Officer (ICOO)

Non Executive Directors:  Charles Rogers (CR) Nina Moorman (NM) David King (DK) Jane Tabor (JT) Jessamy Baird (JB)

Key to LEAD: Chief Executive (CE)   Executive Director of Finance (EDF) Executive Director of Transformation & Integration (EDTI) Executive Medical Director (EMD)

Foundation Trust Programme Director/Company Secretary (FTPD/CS) Trust Board Administrator (BA) Head of Communication (HOC) 

Head of Corporate Governance (HCG)Business Manager for Patient Safety, Experience & Clinical Effectiveness (BMSEE)
Action Associate Director for Community & Mental Health Directorate (AAD-C&MH)  Deputy Director of Informatics (DDI)
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04-Mar-15 15/T/037iv) TB/146 Friends & Family Test - Mental Health: Jessamy Baird stated that
Mental Health areas benchmark lower in many reporting areas and
asked whether the targets should be adjusted in line with other Mental
Health Trusts.

EMD Executive Medical Director to consider whether targets 
should be adjusted in line with other Mental Health Trusts.
25/03/15  - Head of Mental Health has discussed with 
colleagues is awaiting feedback.
03/06/15 - The Executive Medical Director reported that 
national data was similar and that the Trust is shown as a 
low percentile response but our actual numbers mean we 
are within the top areas.  He confirmed that benchmark 
data was being collated to further expand this exercise.
01/07/15 - The Executive Medical Director confirmed that 
although response numbers were small in this area the 
Trust did compare favourably against other Trusts.  He 
confirmed that this data would be incorporated into future 
performance review reports.

03-Jun-15 07-Oct-15 Progressing Open

04-Mar-15 15/T/037v) TB/147 Winter Pressures: Charles Rogers requested a robust plan be
developed (Long Term Capacity Plan covering beds and staffing) and
a full review be undertaken for Board discussion in 4-6 months

ICOO Executive Director of Nursing & Workforce and Executive 
Medical Director to develop a long term capacity plan 
covering beds and staffing.  To be presented to Board by 
September 2015.
01/07/15 - This action was now transferred to the Chief 
Operating Officer for action.

02-Sep-15 07-Oct-15 Progressing Open

04-Mar-15 15/T/037vii) TB/148 Provision of Care in Community:  Jessamy Baird asked if a matrix for 
community and mental health could be developed with clear links to
provision of services and outcomes. David King agreed that this would
provide an holistic approach.

JB/EMD Jessamy Baird and Executive Medical Director to develop 
a matrix for community and mental health.
25/03/15 - Jessamy and David understandably want to 
raise the profile for Mental Health and Community 
services by seeing more performance information on the 
services. This would be based on what are the services, 
and what are they achieving for patients in terms of 
outcome.  There was a view that we do not “see” all the 
services and what we looked at did not necessarily tell us 
whether they are any good.  Discussed issue and agreed 
timeline of 3 months for delivery.
01/07/15 - The report is in final stages of development 
and would feature in future reports.  Final format will be 
confirmed with Jessamy Baird prior to release.
26/08/15 - Verbal update to be presented at Board

01-Jul-15 02-Sep-15 Progressing Open

04-Mar-15 15/T/155 TB/155 Standard of Business Cases – Jane Tabor stated that the 
presentation and papers submitted for the Business Case – MRI 
Upgrade was an example of the standard which should be set for all 
such cases and asked that guidance be prepared to enable this.

CS Company Secretary to prepare guidance on business 
cases required to be approved at the Board.
13/05/15 - This will be part of the Governance Review.
24/08/15 - The Governance review has been completed 
and will be presented to the Board on 2nd September.  
This action is now closed.

31-Jul-15 31-Jul-15 Completed 28/04/2015 Closed

01-Apr-15 15/T/068i TB/157 Community Nurses Case Load vs Levels of Pressure Ulcers:
Jessamy Baird asked if the level of pressure ulcers in the community
was reflective of the level of caseloads undertaken by the community
nurses. She stated that this was not reflected in the data provided and
asked for an analysis of the number of district nurses/time with patient.
The Executive Medical Director confirmed that this data was available
and he was currently in discussions with the PIDs team to present it.
He also confirmed that the increase in pressure ulcers in the
community was a result of better recording of incidents. The Deputy
Director of Nursing confirmed that Safer Staffing within the Community
was not currently part of the NICE guidance but the Trust was
undertaking work which would be reported in the 6 monthly Safer
Staffing report in September.  

DDN Community Nursing to be included within the 6 monthly 
Safer Staffing Report due in September.
26/08/15 - Community Inpatient Wards are included within 
the 6 monthly report presented to the Board on 2 
September.  Further areas will be introduced in the next 
report.

02-Sep-15 09-Feb-16 Progressing Open
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03-Jun-15 15/T/100 TB/158 TEC Minutes & Agendas: Jane Tabor asked that TEC agenda and
minutes be circulated to Board members so that the NEDs would have
a full picture of what is being discussed at TEC.

CS
TEC

The Company Secretary to ensure that the Agenda and
Minutes from the TEC meetings would be circulated to all
Board members for information.
18/06/15 - Discussed with TEC Administrator and
confirmed process in place.  This action is now closed
01/07/15 - Jane Tabor advised that she was still not
receiving these papers and asked that they be emailed
out to all NEDs on a weekly basis. The Company
Secretary agreed to arrange this. Action reopened and
extended to September to allow feedback from members.
31/07/15 - This has now been actioned.  

01-Jul-15 02-Sep-15 Completed 31-Jul-15 Closed

03-Jun-15 15/T/107 TB/163 Assurance Visits:  Linda Fair mentioned that the Patients Council 
also undertook visits around the organisation.  Jane Tabor suggested 
that members could link up with the Patient Council members for some 
visits.

EDN Company Secretary to confirm which Patient Council 
members do visits to which areas.
01/07/15 - Communications team had provided a list of 
the Patient Council members which would be circulated to 
Board members to enable them to co-ordinate their visits.  
This action would be transferred to the Executive Director 
of Nursing and would be extended to September to allow 
feedback from members.
26/08/15 - The Patient Council members are carrying out 
their own visits to clinical areas which is ongoing but to 
date no members of the board have contacted or linked 
up with the members.  This action is now closed

01-Jul-15 02-Sep-15 Completed 26-Aug-15 Closed

03-Jun-15 15/T/118h TB/164 Standing Financial Instructions (SFIs) 2015/16: Jane Tabor also
reported that the Committee was concerned over compliance in the
use of the SFI’s in relation to the current financial deficit. She stated
that the Committee would refer this the ACRC for monitoring and
would bring to the attention of TEC. The Executive Director of Finance
supported this concern and highlighted that this would be reviewed in
addition by the Turnaround team, and she suggested that in the case
of non-compliance the responsible officer for the relevant budget
would be asked to come to FIIWC to discuss the case. She stressed
the need for full compliance with the SFIs.

EDF
ACRC
TEC

FIIWC

The FIIWC concern over the compliance with the SFIs 
would be monitored by ACRC and flagged to TEC as a 
major concern for action.
28/07/15 - FIIWC monitoring non compliance with SFIs 
Budget Holders.  Regular agenda item and will be 
reported up to ACRC.
25/08/15 - SFIs included in the FIIWC agenda and will be 
regular item

02-Sep-15 02-Sep-15 Completed 25-Aug-15 Closed

01-Jul-15 15/T/135 v) TB/166 Performance Report:    A discussion took place on how the report 
could be changed and it was agreed that there would be a review of 
the performance report after the conclusion of the Governance 
Review.

CS Company Secretary to schedule the review of the 
performance report.

13-Oct-15 13-Oct-15 Progressing Open

01-Jul-15 15/T/143 TB/167 Infection Control Audit Results: The Chief Executive stated that the
results of the audits looked in bad and that the Board should be
seeking assurance that this is being dealt with as a high priority. She
asked that an action plan be submitted to the Board for review and
questioned how the staff had reacted to the results. The Executive
Director of Nursing agreed that the results looked bad and confirmed
that through the triangulation of the ward accreditation programme and
a review of the wards as a whole any potential areas of concern would
be raised at an earlier point.  

EDN The Executive Director of Nursing to provide an action 
plan on the outcome of the Infection Prevention & Control 
Audits to the Board .
26/08/15 - Update report is being presented to Board on 
2nd September.  This action is now closed.

02-Sep-15 02-Sep-15 Completed 26-Aug-15 Closed

01-Jul-15 15/T/143 TB/168 Monitoring of Infection Control Audit Results: The Board agreed
that there were a number of worrying results within the report and
agreed that regular updates on audits and any action plans should be
sent to QCPC for close monitoring. The Chairman stressed the need
for clarity when reporting as the hospitals reputation could be harmed. 

EDN
QCPC

The Executive Director of Nursing to ensure that a regular 
report including updates on audits and any action plans is 
submitted to QCPC for monitoring.  The frequency of 
these reports to be set by QCPC.
24/08/15 - Item on QCPC forward planner.  This action is 
now closed

01-Aug-15 01-Aug-15 Completed 24-Aug-15 Closed

01-Jul-15 15/T/143 TB/169 Director of Infection Prevention & Control 2014/15 Annual Report:
Charles Rogers stated that he was happy for a report to go to QCPC
but a revised annual report should be resubmitted to the Board at the
next meeting.

EDN
QCPC

The Executive Director of Nursing to provide an update on 
infection control audits at the next Board meeting.
26/08/15 - Update report is being presented to Board on 
2nd September.  This action is now closed.

02-Sep-15 02-Sep-15 Completed 26-Aug-15 Closed
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01-Jul-15 15/T/149 TB/170 Business Planning Seminar: The Board agreed that a Business
Planning seminar would be appropriate and agreed to arrange a
seminar at the earliest date. (See action in Min. No 15/T/150)

CS The Company Secretary to arrange for a Seminar session 
at earliest convenience for the Board members to discuss 
Strategy.
08/07/15 - Arranged for Board Seminar session on 11th 
August. This action is now closed

11-Aug-15 11-Aug-15 Completed 11-Aug-15 Closed

01-Jul-15 15/T/150 TB/171 Organisation Business & Finanical Sustainability: David King
stressed that the Committee was concerned that progress towards
demonstrating sustainability was as yet not achieved. The Chief
Executive stated that the Executive team were working to ensure that
assurance would be provided at the earliest date. The Chairman
suggested that a seminar be arranged to include the NEDs as well as
leading Clinicians as soon as possible to review the Trust Strategy and
seek to address the sustainability of the organisation as the earliest
available date.  This was agreed.

CEO  The Chief Executive to arrange a seminar including the 
Board and Lead Clinicians to develop Trust Strategy and 
Business Plan.
11/08/15 - Strategy Seminar undertaken.  This action is 
now closed

02-Sep-15 02-Sep-15 Completed 11-Aug-15 Closed



 

 
REPORT TO THE TRUST BOARD (Part 1 - Public) ON 2nd SEPTEMBER 2015 

Title Chief Executive’s Report 
Sponsoring Executive Director Chief Executive Officer 
Author(s) Head of Communications and Engagement 
Purpose For information  
Action required by the Board: Receive  Approve  
Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny Committee  
Audit and Corporate Risk Committee  Remuneration & Nominations 

Committee  
 

Charitable Funds Committee  Quality & Clinical Performance 
Committee 

 

Finance, Investment, Information & 
Workforce Committee 

   

Foundation Trust Programme Board    
Please add any other committees below as needed 
Board Seminar    
Other (please state)  
Staff, stakeholder, patient and public engagement: 
This report is intended to provide information on activities and events that would not normally be 
covered by the other reports and agenda items.  This report covers the period 23rd June 2015 to 21st 
August 2015. 
Executive Summary: 
This report provides a summary of key successes and issues which have come to the attention of the 
Chief Executive over the last two months.  The report covers the following issues: 
National: 
• National Recycling Awards 2015 
• Queen’s Nurse 
• Summer Budget 
• Secretary of State Speech to the King’s Fund 
• NHS England’s New Care Models and the My Life a Full Life Programme 
Local: 
• New Chair for Isle of Wight NHS Trust 
• Service Challenges 
• Financial Pressures 
• Parity of Esteem 
• Consultations 
• ‘Walking in their shoes’ 
• Army Medical Reservists 
• Medical Assessment Unit 
• Membership 
• Key points arising from the Trust Executive Committee 
For following sections – please indicate as appropriate: 
Trust Goal (see key) All Trust goals 
Critical Success Factors (see key) All Trust Critical Success Factors 
Principal Risks (please enter applicable 
BAF references – eg 1.1; 1.6) 

None 

Assurance Level (shown on BAF) Red  Amber  Green  
Legal implications, regulatory and 
consultation requirements 

None 

 
Date:  24th August  2015         Completed by:  Andy Hollebon, Head of Communications                                                        
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Chief Executive’s Report  

covering the period 23rd June to 21st August 2015 
 
 
National 
 
National Recycling Awards 2015  
The efforts of Charles Joly, Brian Meszynski and 
everyone who has recycled, switched off, cycled to work 
or contributed in some other way to Greener Care on the 
Island has been rewarded with the Trust being 
recognised as Healthcare Recycler of the Year 2015. 
    
Queen’s Nurse 
Congratulations to Rebecca Hepworth, Children’s 
Community Team Lead, who has joined the ranks of our 
Queen’s Nurses. 
 
Summer Budget 
In the Summer Budget on Wednesday 8th July the Government reaffirmed its backing for the Five 
Year Forward View (5YFV) of which My Life a Full Life as a Vanguard site for the New Models of 
Care programme is a key part.   The budget is also clear that the NHS must deliver efficiency 
savings through improvements to quality of care and staff productivity and better procurement.   
They also stated their commitment to ensuring the NHS becomes a seven day service by 2020/21 
with hospitals appropriately staffed at weekends to ensure people can obtain the care they need 
every day of the week and with people having access to GP services from 8am to 8pm seven days 
a week.    We need to work through what this will mean for our services as we work in partnership 
with our partners in the My Life A Full Life programme. 
 
Secretary of State Speech to the King’s Fund 
Speaking at the King’s Fund on 16th July the Health Secretary, Jeremy Hunt, set out his vision for a 
patient-led, transparent and safer NHS, alongside setting out more detail about closer working 
between the NHS Trust Development Authority (TDA) and Monitor with a new overarching body 
called ‘NHS Improvement’.    A copy of the speech is available on the Department of Health 
website. 
 
Mr Hunt also announced: 

• the need for a proper 7-day NHS service to ensure patients are as safe at weekends as 
they are during the week, which would be achieved by removing the opt out clause for 
weekend working for newly qualified consultants.   We have known for some time that this 
is the direction of travel for the NHS and the evidence is there that this will benefit patients.  

• NHS Improvement will host a new Independent Patient Safety Investigation Service – 
modelled on the air accident investigation branch used by the airline industry.  

• for the first time, GPs will be asked to inform patients of the Care Quality Commission 
(CQC) rating and waiting time data at hospitals, enabling patients’ to choose with a more 
accurate picture of their local hospitals performance and quality.   This will make the option 
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of treatment at Portsmouth and Southampton Hospitals a more transparent and visible 
option for patients when they are making their choice.  

• meaningful choice and control for patients over services offered in maternity, end of life 
care and long term conditions.   As you will be aware we and partner agencies are currently 
consulting on End of Life Care arrangements.  We are also in the process of consulting on 
Specialised Inpatient Dementia Care.  

• work to be led by Martha Lane Fox to increase take-up of new digital innovations in health.   
• the government’s response to the Freedom to Speak Up, Morecambe Bay investigation and 

Public Administration Select Committee reports from the previous parliament.   We have 
already done a lot of work in this area as part of our Quality Improvement Plan.  

• Lord Rose’s report into leadership in the NHS.  We will need to review the report to see 
how we can learn from the findings.  

 
NHS England’s New Care Models and the My Life a Full Life Programme 
NHS England and its Five Year Forward View partners have announced that the Island’s ‘My Life a 
Full Life’ (MLAFL) initiative is to receive a share of £41m new funding this year which will be 
shared between five Vanguard sites including the Isle of Wight.  This is to implement the 
programme at a scale and pace that would not otherwise be possible with current resources.    
 
This is great news. We’ll be able to use the extra funding to push ahead with the development and 
implementation of our plans to integrate and improve the Island’s health and social care services 
and make them sustainable.   Although this is good news you should be aware that this does not 
resolve our short to medium term financial issues. 
 
On 5th August we were visited by NHS England Non-Executive Director Dame Moira Gibb and the 
New Models of Care Communications Lead, Antony Tiernan.  They visited Ryde Health and 
Wellbeing Centre, Sandown Health Centre, Isle Help in Newport and the Integrated Care Hub as 
well as taking part in a round table discussion with My Life a Fill Life partners.   
 
On 14th August the NHS England’s National Lead Director for New Models of Care Sam Jones 
visited us for a round table discussion with us and our My Life a Full Life partners.   We also took 
her to see the Integrated Care Hub and like everyone else she was impressed by what we have 
achieved. Accompanying Sam were representatives from Optum, a huge global healthcare 
company who provide health care via Accountable Care Organisations (ACOs) in America and 
other places across the world.  Their lead representative said that he had never seen anything like 
the integration we can demonstrate here on the Island, anywhere in the world! 
 
Others who have come to the Island to see us and the My Life a Full Life partnership include:  
• NHS England’s Director of Commissioning Operations; 
• The CEO from Birmingham Community Trust 
• The CEO, Finance Director and Transformation Director from Hull and East Yorkshire; 

  
  
Local 
 
New Chair for Isle of Wight NHS Trust 
Danny Fisher stepped down as Chairman of Isle of Wight NHS Trust on 13th July 2015.    Danny 
played an important role in the development of the Trust and was a huge supporter of the islands 
bid for Vanguard status as he strongly believed that integration would ensure safe and sustainable 

Page 3 of 7 

 

http://www.isleofwightccg.nhs.uk/default.aspx.locid-02hnew020.Lang-EN.htm
http://www.isleofwightccg.nhs.uk/default.aspx.locid-02hnew01z.Lang-EN.htm
http://www.isleofwightccg.nhs.uk/default.aspx.locid-02hnew01z.Lang-EN.htm
https://en.wikipedia.org/wiki/Martha_Lane_Fox,_Baroness_Lane-Fox_of_Soho
https://www.gov.uk/government/publications/better-leadership-for-tomorrow-nhs-leadership-review
http://www.england.nhs.uk/
http://www.england.nhs.uk/ourwork/futurenhs/
http://www.mylifeafulllife.com/
http://www.mylifeafulllife.com/
http://www.optum.co.uk/
http://www.kingsfund.org.uk/publications/accountable-care-organisations-united-states-and-england


 

services for the future.   He formally took on chairmanship of the Island’s NHS organisation – then 
known as a Primary Care Trust – in October 2006.   He was with us as we brought together 
services, introduced the Integrated Care Hub, built the Helipad, East Cowes Health Centre and 
Ryde Health and Wellbeing Centre and saw the introduction of the delivery of high dose antibiotics 
to people with suspected sepsis.  In addition to his various roles around the Island – Deputy 
Lieutenant, involvement with agriculture and green energy firm Pure Green – he has been a 
staunch supporter of the NHS and we have much to be grateful to him for.    
 
Like me I am sure that you will welcome the appointment of Eve Richardson as the new Chair of 
Isle of Wight NHS Trust.  She has extensive experience of working with health and social care 
organisations both as a Chief Executive and as a Non- Executive in partnership NHS Trusts. She 
is an Island resident having recently moved to the Island after completing 15 years as Chief 
Executive of the National Palliative Care Council.  Eve also has past experience of working on the 
Island when she was involved in the project to build St. Mary’s and more recently to help the Trust, 
Hospice and commissioners improve end of life care services. Until recently she was an active 
member of the Prime Minister’s Dementia Challenge Health and Care Champion Group developing 
and learning from best practice. She has been feeding findings from the national group into the 
work of the Island’s Dementia Steering Group.   She returns to us with a breadth of experience 
which I know she will use to help us in our endeavours to reshape health and social care on the 
Island. 
 
Service Challenges 
Like much of the health service across England we continue to face some serious challenges with 
the admission of older people who stay longer with more complex problems which stem from 
multiple long term conditions such as diabetes and respiratory conditions.  Here on the Island our 
problems are exacerbated by the reduction in the number of places we can discharge individuals 
to.  Our estimate is that 130 beds have closed in the community over the last 12 to 18 months due 
to a range of factors which I outlined in my letter published in the Isle of Wight County Press on 
21st August and also available on our website. 
 
As this report is being written we are currently on ‘Red’ alert which has effectively become the 
‘norm’.   Whilst we have been on ‘black’ alert and had to declare a significant internal incident 
these measures are principally part of the well rehearsed process we follow to enable staff to 
activate additional resources when needed. 
 
During these challenging times Islanders can help the NHS in a variety of ways:  
• Keep appointments – or telephone to say you cannot attend so that we / the GP surgery can 

reallocate the appointment 
• Ask your GP what the alternative is to an Island appointment – Southampton and Portsmouth 

Hospitals are easy to get to and may provide a quicker service / going across the Solent 
releases appointments for those who are unable to travel.   Patients and a person 
accompanying can get discounts on cross Solent travel with all three operators. 

• Do not visit a health care or residential care facility or go to work, school, etc if you have been 
suffering from Diarrhoea and/or Vomiting and stay away until you are 48 hours clear of 
symptoms 

• Wash and cleanse your hands regularly 
• Do not smoke, take moderate exercise and eat a healthy diet 
• Stay on track by monitoring your blood pressure, cholesterol and alcohol intake 
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Financial Pressures 
Alongside the pressures on services we also face a difficult financial position.   We have a savings 
plan of £8.5m which is a substantial undertaking and we are doing everything we can to achieve 
the planned end of year £4.6m deficit position without affecting the quality of the services we 
provide.  After four months, we have identified potential savings of £3.8m. This, however, leaves us 
with another £4.7m to still find.   In line with other service providers across England and in the face 
of a deteriorating national picture for NHS finances, we are being asked by the Trust Development 
Authority whether we are able to make additional savings over and above the £8.5m we are 
already signed up to.     
 
Parity of Esteem 
On 6th July I spoke at the Island’s ‘Parity of Esteem’ event attended by around 100 individuals from 
across the Island including staff representatives from across the Trust.    Parity of esteem can be 
summed up as follows: 
• “My family and I all have access to services which enable us to maintain both our mental and 

physical wellbeing.” 
• “If I become unwell I use services which assess and treat mental health disorders or 

conditions on a par with physical health illnesses.” 
 
Listening to those who attended the conference it struck me just how important parity of esteem is 
to those that use our services but why is it important?    Put simply: 
• Mental illnesses are very common 
• Among people under 65, nearly half of all ill health is mental illness 
• Mental illness is generally more debilitating than most chronic physical conditions. 
• Mental health problems impose a total economic and social cost of over £105bn a year 
• Yet, only a quarter of all those with mental illness such as depression are in treatment 
• We tend to view physical and mental health treatment in separate silos in health services 
• People with poor physical health are at higher risk of experiencing mental health problems… 
• …and people with poor mental health are more likely to have poor physical health condition 

 
Consultations 
During the last two months there has been ongoing discussions on:  
• End of Life Care Strategy – which ran until 7th August 
• Specialised In-patient Dementia Services consultation – which ran until 27th August 
 
And within the Trust we have been discussing a restructuring of our two Clinical Directorates into 
Business Units.   This process is nearing completion with closure of the consultation process at the 
Staff Partnership Forum on 25th August.    The process for matching individuals to posts in the new 
structure will begin shortly and every effort will be made to retain the skills and expertise of staff 
who cannot be accommodated in the new roles within the new structure so they are not lost to the 
wider organisation.   This is the biggest change we have made in relation to putting clinicians in 
senior leadership roles to ensure that everything we do is clinically led and focussed on improving 
care for our patients and service users. 

 
‘Walking in their shoes’ 
It has been recognised that the Trust’s Executive Team needs to spend more time with staff.   As 
part of our new ‘walk in their shoes’ programme which Executive Directors will visit and work 
alongside staff and I have already spent an afternoon on Colwell Ward and time with the 
Community Team in Freshwater.  On Colwell Ward all of the staff knew the problems and were 
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trying hard to resolve issues around the prevention and control of infection.  The team were also 
very focussed on getting it right for their patients. The patients told me what great care they were 
experiencing.   With the community nursing team in Freshwater I discussed the future with a very 
good discussion on My Life a Full Life and the New care Models. I visited patients in their homes - 
patients that some years ago would have been cared for in hospital or other institutions.  I am 
looking forward to ‘walking in the shoes’ of other teams soon. 
 
Army Medical Reservists 
On 18th August I met with Army Medical Reservists on their visit to the St. Mary’s site.  You can 
read more about their visit on our website.   I was impressed by their commitment and the offer of 
team building help for us.  They have offered to work with our organisational development team to 
see how they can help. 
 
Medical Assessment Unit 
The new unit opened on 20th August.   I was very sorry for the Medical Assessment Unit team last 
week when we had to cancel the staff and public open sessions in the new Unit.  Everyone had 
worked so hard to get ready for the events.  It’s great news however that we have now opened the 
Unit to patients who are now getting the benefit of a vastly improved care environment. 
 
Membership 
A further 100 members were recruited at the Chale Show by a team of volunteers that included 
Medical Director Dr Mark Pugh.   Membership now stands at 5,200. 
   
Key Points Arising from the Trust Executive Committee 
 
The Trust Executive Committee (TEC) – comprising Executive Directors, Clinical Directors, and 
Associate Directors – meets every Monday.  The following key issues have been discussed at 
recent meetings: 
 
29th June 2015 
• Medicines optimisation – Supported by TEC (To go to Board) 
• Locum Consultant Haematologist– Approved by TEC 
 
6th July 2015 
• Advance Decisions Policy – Approved by TEC 
• Disabled Facilities Grants Occupational Therapy Provision – Approved by TEC 
• Musculoskeletal Physiotherapy Service – Approved by TEC 
 
13th July 2015 
• De- registration of Solent Grange beds – Approved by TEC 
• Capital Programme Schemes – Approved by TEC 
• Lithium Guidance – Approved by TEC 
 
20th July 2015 
• Medical Assessment Unit  Locum Consultant – Approved by TEC 
• 10 minute meetings:  a new approach to team briefings – Approved by TEC 
• Innovations Funding: The Dragons Den – Approved by TEC 
 
27th July 2015 
• Annual Fire Report – Approved by TEC 
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• Speech and Language Therapy Organisational Change – Approved by TEC 
• Wight Life Partnership (WLP): Space Utilisation – Approved by TEC 
 
3rd August 2015 
• Telecare Bid - Approved by TEC 
• Recruitment to FY1 and FY2 Doctors- Approved by TEC 
• EMH – Memorandum of Understanding - Approved by TEC 
• Bioquell Scheme - Approved by TEC 

10th August 2015 
• Maternity Cover for HR – Approved by TEC 
• Psychiatry Recruitment – Option 3 – Approved by TEC 
• General Medicine Recruitment – Approved by TEC with caveat 
 
• 17th August 2015 
• Ambulance Procurement – Spend to Save – Approved by TEC 
• Strategic Partnership Agreement – Approved by TEC 
• Current Financial position – request from TDA to reduce the current deficit 
 
 
 
Karen Baker  
Chief Executive Officer 
25th August 2015 
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Balanced Scorecard - Aligned to 'Key Line of Enquiry' (KLOEs)

GR
R 

re
f Safe Area Annual 

Target YTD Month 
Trend

Sparkline 
/ Forecast Effective Area Annual 

Target YTD Month 
Trend Caring Area Annual 

Target YTD Month 
Trend

Sparkline / 
Forecast

Patients that develop a grade 4 pressure ulcer TW 32 1 Jul-15 3  Summary Hospital-level Mortality Indicator (SHMI)
Jan-14 - Dec-14

TW 1 1.0127 Published Jul 
2015 N/A  Patient Satisfaction (Friends & Family test - Total response 

rate)
AC 4% Jul-15 6% 

Reduction across all grades of pressure ulcers
(25% on 2014/15 Acute baseline, 50% Community)

TW 245 60 Jul-15 175  Stroke patients (90% of stay on Stroke Unit) CM 80% 86% Jul-15 96%  Patient Satisfaction (Friends & Family test -  A&E response 
rate)

AC 14% Jul-15 13% 

VTE (Assessment for risk of) AC >95% 99.2% Jul-15 99.2%  High risk TIA fully investigated & treated within 24 hours 
(National 60%)

CM 60% 60% Jul-15 66%  Mixed Sex Accommodation Breaches TW 0 32 Jul-15 47 

MRSA (confirmed MRSA bacteraemia) AC 0 0 Jul-15 0  Cancelled Operations on/after day of admission AC 21 Jul-15 57  Formal Complaints TW <175 26 Jul-15 84 

14 C.Diff
(confirmed Clostridium Difficile infection - stretched target)

AC 7 4 Jul-15 11  Cancelled operations on/after day of admission 
(not rebooked within 28 days)

AC 0 8 Jul-15 12  Compliments received TW N/A 351 Jul-15 1,267 

Clinical Incidents (Major) resulting in harm
(all reported, actual & potential, includes falls & PU G4)

TW 48 2 Jul-15 5  Delayed Transfer of Care (lost bed days) TW N/A 112 Jul-15 678 

Clinical Incidents (Catastrophic) resulting in harm
(actual only - as confirmed by investigation)

TW 9 0 Jul-15 1  Number of Ambulance Handover Delays between 1-2 hours AM N/A 10 Jul-15 26 

Falls - resulting in significant injury TW 7 0 Jul-15 1  Theatre utilisation AC 83% 76% Jul-15 77% 

New Cases of Psychosis by Early Intervention Team CM 18 3 Jul-15 9 

Number of patients with 3 or more outpatient appointments 
cancelled by the hospital within one episode of care since 1st 
of April 2015

TW Up to 
31/07/15 185

Responsive Area Annual 
Target YTD Month 

Trend
Sparkline 
/ Forecast Well-Led Area In Month 

Target
YTD 

Target
Month 
Trend Notes

1 RTT:% of admitted patients who waited 18 weeks or less - 
IoW CCG

AC 90% 57% Jul-15 62%  Total Workforce (inc flexible working) (FTE's) TW 2609.03 2,770.9 Jul-15 N/A 

2 RTT: % of non-admitted patients who waited 18 weeks or less - 
IoW CCG

AC 95% 94% Jul-15 95%  Total pay costs (inc flexible working) (£000) TW £9,571 £9,846 Jul-15 £38,556 

3 RTT % of incomplete pathways within 18 weeks - IoW CCG AC 92% 93% Jul-15 94%  Total workforce SIP (FTEs) TW 2493.33 2,603.2 Jul-15 N/A 

RTT:% of admitted patients who waited 18 weeks or less - 
NHS England

AC 90% 57% Jul-15 72%  Staff in Post (£000) TW £9,103 £9,138 Jul-15 36476.3

RTT: % of non-admitted patients who waited 18 weeks or less - 
NHS England

AC 95% 84% Jul-15 84%  Variable Hours (FTE) TW 115.7 167.8 Jul-15 132.0

RTT % of incomplete pathways within 18 weeks - NHS 
England

AC 92% 91% Jul-15 91%  Variable Hours (£000) TW £468 £708 Jul-15 £1,612

8b Symptomatic Breast Referrals Seen <2 weeks* AC 93% 97.9% Jul-15 98.7%  Staff sickness absences TW 3% 4.26% Jul-15 3%

6b Cancer patients seen <14 days after urgent GP referral* AC 93% 98.6% Jul-15 97.0%  Staff Turnover TW 5% 0.76% Jul-15 5% Key to Area Code

6a Cancer Patients receiving subsequent Chemo/Drug <31 days* AC 98% 100% Jul-15 100%  Achievement of financial plan TW (£0.2m) (£0.4m) Jul-15 (£1.5m)  TW = Trust Wide

5a Cancer Patients receiving subsequent surgery <31 days* AC 94% 99% Jul-15 99%  Underlying performance TW N/A N/A Jul-15 (£8.3m)  AC = Acute

Cancer diagnosis to treatment <31 days* AC 96% 100.0% Jul-15 100.0%  Liquidity ratio days TW N/A N/A Jul-15 3  AM = Ambulance

7 Cancer Patients treated after screening referral <62 days* AC 90% 100% Jul-15 98.2%  Capital Servicing Capacity (times) TW N/A N/A Jul-15 3  CM = Community Healthcare

5b Cancer Patients treated after consultant upgrade <62 days* AC
No measured 
operational 
standard

No 
patients

Jul-15 0%  Overall Continuity of Services Risk Rating TW N/A N/A Jul-15 2  MH = Mental Health

8a Cancer urgent referral to treatment <62 days* AC 85% 85.7% Jul-15 84.5%  Capital Expenditure as a % of YTD plan TW N/A N/A Jul-15 =>75% 

No. Patients waiting > 6 weeks for diagnostics AC <100 8 Jul-15 26  Quarter end cash balance (days of operating expenses) TW N/A N/A Jul-15 =>10 

%. Patients waiting > 6 weeks for diagnostics AC <1% 0.8% Jul-15 0.6%  Debtors over 90 days as a % of total debtor balance TW N/A N/A Jul-15 =<5% 

4 Emergency Care 4 hour Standards AC 95% 89% Jul-15 91%  Creditors over 90 days as a % of total creditor balance TW N/A N/A Jul-15 =<5% 

12 Ambulance Category A Calls % < 8 minutes AM 75% 75% Jul-15 75%  Recurring CIP savings achieved TW N/A N/A Jul-15 100% 

13 Ambulance Category A Calls % < 19 minutes AM 95% 95% Jul-15 94%  Total CIP savings achieved TW N/A N/A Jul-15 100% 

9a % of CPA patients receiving FU contact within 7 days of 
discharge

MH 95% 98% Jul-15 95% 

9b % of CPA patients having formal review within last 12 months MH 95% 95.1% Jul-15 N/A 

10 % of MH admissions that had access to Crisis Resolution / 
Home Treatment Teams (HTTs)

MH 95% 97% Jul-15 97% 

*Cancer figures for July are provisional.

Sparkline graphs are included to present the trends over time for Key 
Performance Indicators

Delivering or exceeding Target

Underachieving Target

Failing Target

Improvement on previous 
month

No change to previous month

Deterioration on previous 
month

Actual 
Performance

Sparkline / 
Forecast

N/A

£40,414

161

36588.71

Actual 
Performance

Actual 
Performance

Actual Performance

Actual Performance YTD Actual

20.9%

N/A

37.7%

3.1%

33%

8

2.4%

(£3.6m)

(£8.4m)

2

1

2

£3,825

4.03%

2.86%
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Executive Summary

Caring:

The number of complaints increased in July.

Compliments, in the form of letters and cards of thanks, were higher during July than in June. 

Mixed Sex Accommodation - During July there were 32 mixed sex accommodation breaches across 5 events, 
including an extended period of Black Alert.  These were planned events with prior consent being obtained 
from all patients affected, to facilitate emergency admissions during periods of increased bed pressures to 
avoid patients being held in the Emergency department. Isolation requirements were prioritised over mixed sex 
accommodations due to risk of harm.

Effective:

The percentage utilisation of Main Theatre facilities has increased since last month slightly from 79.6% to 79.7% and 
remains below the 83% target. Day Surgery Unit utilisation has decreased during July 2015 (75.5%). Overall we have 
achieved 76.2%. Bed pressures have continued in the month impacting on routine cases being cancelled reducing 
utilisation.

July 15

Safe:

Pressure ulcers: The report now separates out Ungradable pressure ulcers as a distinct reporting line so that it is clear that these ulcers (which were previously counted as grade 4s) have not yet been assigned a grade and do not 
automatically mean that this is an incident that has resulted in patient harm.
 
C.diff: We had a further 4 cases during July and have exceeded our year to date target, we have now had 11 cases year to date. Our annual target is 7 cases.

Responsive:

Performance against the admitted target to decreases to 57.20% (combined CCG and NHS England) as we 
continue to treat in turn. This figure is also indicative of the increase in the waiting list, particularly patients 
waiting for longer periods, and the previously cancelled operations due to our recent Serious Incident and 
Black Alerts. The non-admitted performance once again just missed target this month, achieving 93.39%. The 
incomplete target is continuing to pass and achieved 93.18% this month. 

The Ambulance Service failed all targets except the Red 2 target. There is an action plan in place which has 
been agreed with the CCG and TDA. The impact of see and treat has increased the cycle time but protected 
the Emergency Department during a period of limited capacity. The Service is moving to a front loaded model 
to recover the targets for August, a front loaded model focuses on response rather than ability to convey.

Emergency care 4 hour standard - The 95% target was not achieved in July due to ongoing increased 
pressure on bed availability. An action plan is in place for the department which has been shared with the CCG 
and TDA. There are co-dependencies with elective ringfencing and the bed plan project.

Well Led:
Excluding reserve movements, the trust as a whole has overspent its pay budget in month by £439k and £2.5m year 
to date. Including reserve entres, the trust is overspent by £274k in month and  £1.9m year to date.
Under achievement of CIP equates to £507k in month and £2.3m year to date.
Spending on temporary staffing equated to £644k in month and represents a total cost in year of £3.5m.

The Trust planned for a surplus of £0.203m in July, after adjustments made for normalising items (these include the 
net costs associated with donated assets).
The reported position is a deficit of £0.396m in the month, an adverse variance of £0.599m against plan.

The cumulative Trust plan was a deficit of £1.477m, after normalising items. The actual position is a cumulative deficit 
of £3.593m, an adverse variance of £2.116m.

The deficit in month of £0.396m continues the reducing trend in monthly deficit (Apr £1.484m, May £1.095m, June 
£0.619m).

Of the £2.116m variance to date, £0.414m relates to a phasing issue on the CCG SLA Acute Contract. If the revised 
activity phasing had been implemented for the 2015/16 finance plan, then the position to date would have been 
reported as £1.702m adverse variance against plan. 

The Trusts planned forecast out-turn deficit remains at £4.6m but the current directorate performances increases the 
risk of this delivery. This position is actively being managed through performance reviews, monthly finance deep dive 
meetings for all directorates, Executive Panel scrutiny review of all recruitment requests, and weekly challenge 
meetings in Hospital & Ambulance Directorate on CIP and budget delivery involving all business managers.
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Performance Summary - Hospital

Target Actual Target Actual Target Actual Target Actual 

No. of Grade 1&2 Pressure Ulcers developing in hospital Jul-15 28 64 Delayed Transfers of Care (lost bed days) Jul-15 N/A 112 N/A 678
No. of Grade 3&4 Pressure Ulcers developing in hospital Jul-15 3 4
Ungradable Pressure Ulcers - not yet assigned Jul-15 6 8
VTE Jul-15 95% 99.2% 95% 99.2%
MRSA Jul-15 0 0 0 0
C.Diff Jul-15 2 4 7
No. of Reported SIRI's Jul-15 3 10
Physical Assaults against staff Jul-15 2 6
Verbal abuse/threats against staff Jul-15 7 23

Target Actual Target Actual Target Actual Target Actual 

Emergency Care 4 hour Standards Jul-15 95% 88.7% 95% 91.4% % Sickness Absenteeism Jul-15 3% 3.49% 3% 3.70%
RTT Admitted - % within 18 Weeks (NHS England included) Jul-15 90% 57.2% 90% 63.6% Appraisals Jul-15 4.1% 16.7%
RTT Non Admitted - % within 18 Weeks (NHS England included) Jul-15 95% 92.9% 95% 94.0%
RTT Incomplete - % within 18 Weeks (NHS England included) Jul-15 92% 92.9% 92% 93.2%

Target Actual Target Actual 

Breast Symptoms 2 wk GP referral to 1st OP Jul-15 93% 97.9% 93% 98.7% FFT Hospital - % Response Rate Jul-15 39.2% 43.3%
31 day second or subsequent (surgery) Jul-15 94% 99% 94% 99% FFT Hospital - % Recommending Jul-15 90% 98.9% 90% 97.5%
31 day second or subsequent (drug) Jul-15 98% 100% 98% 100% FFT A&E - % Response Rate Jul-15 14.4% 13.3%
31 day diagnosis to treatment for all cancers Jul-15 96% 100% 96% 100% FFT A&E - % Recommending Jul-15 90% 92.6% 90% 93.1%
62 day referral to treatment from screening Jul-15 90% 100% 90% 98% Mixed Sex Accommodation Breaches Jul-15 0 32 0 47

No. of Complaints Jul-15 24 74
No. of Concerns Jul-15 72 288

Emergency 30 day Readmissions Jul-15 3.4% 4.5% No. of Compliments Jul-15 N/A 243 N/A 830

Target Actual Target Actual 

Emergency Spells Jun-15 1,018 1,043 3,108 3,151
Elective Spells Jun-15 716 665 2,113 1,719 **The Acute Service Level Agreement performance reports a month behind, therefore figures are from June 15.
Outpatients Attendances Jun-15 9,448 10,459 27,895 27,819

85.7% 85%

Emergency Care 4hr standard -  the 95% target for July was not achieved due to the ongoing increased pressure on bed availability. A robust action plan, agreed with the CCG and TDA is now in place.
RTT performance – The admitted and non admitted targets underperformed into July due to bed capacity issues; action plans and revised forecasts are in place to address this, the Trust is working with mainland hospitals to try and ensure the fastest possible treatment for patients.
Cancelled operations – The cancellations on the day were driven by bed capacity issues. Every cancelled operation for non clinical reasons is reviewed by a senior team.
Sickness absenteeism – This rate continues to improve month on month, those areas with high sickness levels continue to be actively monitored by the individual managers with HR colleagues, with specific sickness management actions being undertaken as required on an individual basis.

Contracted Activity** Latest 
data

In month YTD

84.5%62 days urgent referral to treatment of all cancers Jul-15 85%

*Cancer figures for July 2015 are provisional

Sparkline 
/ Forecast

97.0%

%. Patients waiting > 6 weeks for diagnostics Jul-15 1% 0.81% 1% 0.60%

Cancer 2 wk GP referral to 1st OP Jul-15 93% 98.6% 93%

80

No. Patients waiting > 6 weeks for diagnostics Jul-15 < 8 8 100

Sparkline 
/ Forecast

26

Well-Led Latest 
data

In month YTD
Responsive* Latest 

data
In month YTD

July 15

12

Balanced Scorecard - Hospital

Safe Latest 
data

In month YTD
Effective Latest 

data
In month YTD

Cancelled operations on/after day of admission (not rebooked within 
28 days)

Jul-15

Sparkline 
/ Forecast

0

Sparkline 
/ Forecast

Sparkline 
/ Forecast

Sparkline 
/ Forecast

In month YTD
Caring Latest 

data
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Performance Summary - Community

Target Actual Target Actual Target Actual Target Actual 

No. of Grade 1&2 Pressure Ulcers developing in the community Jul-15 25 95 Stroke patients (90% of stay on Stroke Unit) Jul-15 80% 86.4% 80% 95.9%
No. of Grade 3&4 Pressure Ulcers developing in the community Jul-15 4 12
Ungradable Pressure Ulcers - not yet assigned Jul-15 5 15
MRSA Jul-15 0 0 0 0
C.Diff Jul-15 2 2 4
No. of Reported SIRI's Jul-15 1 4
Physical Assaults against staff Jul-15 0 0
Verbal abuse/threats against staff Jul-15 5 10

Target Actual Target Actual Target Actual Target Actual 

Routine Waiting times Jul-15 97.1% 97% % Sickness Absenteeism - C Directorate Jul-15 3% 5.12% 3% 4.24%
Appraisals Jul-15 4.3% 14.9%

Target Actual Target Actual Target Actual Target Actual 

Community Contacts Services with a Plan Jun-15 17,171 17,393 51,513 52,584 FFT - % Response Rate Jul-15 2.1% 4.6%
Community Contacts Services without a Plan Jun-15  - 392  - 1,329 FFT - % Recommending Jul-15 90% 92.3% 90% 94.2%
Sexual Health Jun-15 846 981 2,498 2,876 No. of Complaints Jul-15 0 5
Other Outpatients Jun-15 546 705 1,608 2,057 No. of Concerns Jul-15 6 29

No. of Compliments Jul-15 N/A 76 N/A 310

Well Led  - Community June  sickness rate is 5.12% which is over the Trust's 3% target.  Sickness rates associated with Community Rehab and Nursing.  Reduction in short term sickness remains a key focus for the Directorate.  This is being closely managed via Occupational 
Health and HR processes.  A deep dive into sickness absence has taken place and staff with Bradford scores of 500+ have been identified.  Action Plans are being put in place. 

Caring  - The Friends and Family Test response rate is 4.6% YTD.  Community's Friends and Family recommending percentage for July is 92.3% against a target of 90%.  Complaints, concerns and compliments are monitored closely and lessons learned shared through the 
Directorate Board, Community Quality Group and with the wider Directorate. 

Sparkline / 
Forecast

In month YTD
Contracted Activity Latest 

data
In month YTD

Caring Latest 
data

Safe  -  Reduction in number of Grade 3&4 Pressure  Ulcers developing in the community.  No new MRSA cases in July 2015.   2 C.Diff cases reported in July 2015. 1 SIRI reported in July 2015

Responsive  - As the Directorate has many diverse services we have given a percentage of patients waiting less than their service maximum waiting time - 96.7% in June 2015 and 97% YTD.  Those services regularly breaching targets are monitored with our Commissioners on a 
monthly basis.
Contracted Activity  - Community Services are based on a block contract and are overperforming.  Demand and capacity is closely monitored particularly around community nursing and therapy services.
Effective  - Stroke markers continue to be maintained and performing above target. 

Well-Led Latest 
data

In month YTD
Responsive Latest 

data
In month YTD Sparkline / 

Forecast

65.8%High risk TIA fully investigated & treated within 24 hours (National 60%) Jul-15 60% 60.0% 60%

Sparkline / 
Forecast

Sparkline / 
Forecast

July 15

Balanced Scorecard - Community

Safe Latest 
data

In month YTD
Effective Latest 

data
In month YTDSparkline / 

Forecast
Sparkline / 
Forecast
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Performance Summary - Mental Health

Target Actual Target Actual Target Actual Target Actual 

No. of Reported SIRI's Jul-15 2 2
Physical Assaults against staff Jul-15 9 35
Verbal abuse/threats against staff Jul-15 13 38 New Cases of Psychosis by Early Intervention Team Jul-15 2 3 11 9

Target Actual Target Actual Target Actual Target Actual 

% of CPA patients receiving FU contact within 7 days of discharge Jul-15 95% 98% 95% 94.9% % Sickness Absenteeism Jul-15 3% 5.96% 3% 5.69%
% of CPA patients having formal review within 12 months Jul-15 95% 95% 95% 96% Appraisals Jul-15 6.6% 14.9%

No. of Concerns Jul-15 4 14

Mental Health Inpatient Activity Jul-15 N/A 43 N/A 196 FFT - % Response Rate Jul-15 0.3% 0.4%
Mental Health Outpatient Activity Jul-15 N/A 552 N/A 2,118 FFT - % Recommending Jul-15 90% 80% 90% 84%

Mental Health RTT

Caring  - Complaints, concerns and compliments are monitored closely and lessons learned shared through the Directorate Board, MH Quality Group and with the wider Directorate.  The Friends and Family recommending percentage for July is 80% against a target of 90%.  Services 
will focus on this area to ensure improvement.

Safe  -2 SIRI's reported in July 2015 and progressed appropriately.  Incidences of physical/verbal assault are monitored on a monthly basis through the Mental Health Quality Group.  Any identified trends are investigated and lessons learned shared with the service and the wider 
directorate.

Responsive  -  Mental Health and Learning Disabilities achieved all its KPI targets  in July 2015.   
Activity  - Mental Health/Learning Disabilities is currently funded on a block contract.  We are in the process of working towards payment by results (PBR) and cluster based activity.
Well Led  - The Mental Health July 2015 sickness absence rate  is 5.96% and is above the Trust's target of 3%.  Sickness absence rates are due to increased short term sickness together with long term sickness and vacancies  within the Community Mental Health Service.  Reduction 
in short term sickness remains a key focus for the Directorate.   All sickness absence is being closely managed via Occupational Health and HR processes.  A deep dive into sickness absence has taken place and staff with Bradford scores of 500+ have been identified.  Action Plans are 
being put in place.
Effective  -  IAPT - 50% Target for the proportion of people who have completed treatment and moving to recovery was not met for July 2015.  This is being closely monitored.  New Cases of Psychosis by Early Intervention Team is out performing target.

99% 95%RTT Non Admitted - % within 18 Weeks

RTT Incomplete - % within 18 Weeks

Jul-15 95%

92%Jul-15 92% 96%

95%

In month

97% 95%

Responsive Latest 
data

In month YTD Well-Led

July 15

Balanced Scorecard - Mental Health

Safe Latest 
data

In month YTD
Effective Latest 

data
In month YTD Sparkline 

/ Forecast

Sparkline 
/ Forecast

Sparkline 
/ Forecast

Sparkline 
/ Forecast

Sparkline 
/ Forecast

YTD

Target Actual 
In month YTD

Caring Latest 
data Target Actual 

Latest 
data

% of MH admissions that had access to Crisis Resolution / Home 
Treatment Teams (HTTs)

Jul-15

No. of Compliments Jul-15

Jul-15No. of Complaints 

Activity Latest 
data

In month YTD
Target

97%

98%

99%

48%
IAPT – Proportion of people who have completed treatment and moving 
to recovery

Jul-15 50% 44% 50%

Learning Disabilities  – Learning Disability Consultant Led activity – all referrals into service are screened by Multi-Disciplinary Team and if identified as appropriate will be passed to consultant for initial assessment.  18 weeks module has recently been undertaken to implement 
18 week pathways for this service and will enable seperate RTT reporting for this patient group.   
Adult Mental Health  –All referrals into service are screened by Multi-Disciplinary Team and some patients are identified as requiring initial assessment at consultant led out-patient clinic.  18 weeks pathways are  implemented for all patients identified as appropriate for 
Consultant-led Psychiatrist assessment. 
Older Persons Mental Health  – All new patients referred to Memory Service are seen in Consultant-led out-patient clinic for assessment, diagnosis and treatment if appropriate.  18 weeks pathway implemented for all new referrals..  
CAMHS  - All referrals into service are screened by MDT and patient may be identified as requiring initial assessment at consultant led out-patient clinic.  18 weeks pathway implemented for patients identified as appropriate for Consultant-led Psychiatrist assessment.

41

Actual Target Actual 
Sparkline 
/ Forecast N/A12N/A 51
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Performance Summary - Ambulance and 111

Target Actual Target Actual Target Actual Target Actual 

No. of Reported SIRI's Jul-15 0 1
Physical Assaults against staff Jul-15 0 0
Verbal abuse/threats against staff Jul-15 0 1

Category A 8 Minute Response Time (Red 1) Jul-15 75% 69.6% 75% 72.3%
Category A 8 Minute Response Time (Red 2) Jul-15 75% 75.3% 75% 75.5%

Target Actual Target Actual 

Ambulance time to answer call (in seconds) - 95th 
percentile

Jul-15 5 1 N/A N/A No. of Concerns Jul-15 0 5

Ambulance time to answer call (in seconds) - 99th 
percentile

Jul-15 14 7 N/A N/A No. of Compliments Jul-15 N/A 7 N/A 35

NHS 111 All calls to be answered within 60 seconds of the 
end of the introductory message 

Jul-15 95% 96.4% 95% 96.9%

NHS 111 Where disposition indicates need to pass call to 
Clinical Advisor this should be achieved by ‘Warm 
Transfer’ 

Jul-15 95% 97.2% 95% 97.5%

NHS 111 Where the above is not achieved callers should 
be called back within 10 mins 

Jul-15 100% 52.4% 100% 45.8%

Target Actual Target Actual 

Calls Answered Jun-15 2,512 2,260 7,099 6,770
Hear & Treat / Refer Jun-15 385 469 1,087 1,189
See & Treat / Refer Jun-15 553 472 1,562 1,468
See, Treat and Convey Jun-15 1,354 1,113 3,786 3,523
111 Service Jun-15 4,460 4,469 14,185 14,081

Contracted Activity Latest 
data

In month YTD

Caring

Ambulance time to answer call (in seconds) - median Jul-15 1 1 N/A N/A

Ambulance re-contact rate following discharge from care 
at scene 

Jul-15 2% 3.7% 2% 3.4%

1.6%NHS 111 Call abandoned rate Jul-15 5% 2.1% 5%

7.9%

Responsive Latest 
data

In month YTD

Target Actual Target Actual 

94.2%Category A 19 Minute Response Time Jul-15 95% 94.9% 95%
Ambulance re-contact rate following discharge from care 
by telephone

Jul-15 3% 7.0% 3%

July 15

Balanced Scorecard - Ambulance & 111

Safe Latest 
data

In month YTD
Effective Latest 

data
In month YTD Sparkline / 

Forecast
Sparkline / 
Forecast

Sparkline / 
Forecast

Sparkline / 
Forecast

Latest 
data

In month YTD

12.9%Appraisals Jul-15 0.0%

1 1

The Ambulance Service failed all targets except the Red 2 target. There is an action plan in place which has been agreed 
wtih the CCG and TDA. The impact of see and treat has increased the cycle time but protected the Emergency Department 
during a period of limited capacity. The Service is moving to a front loaded model to recover the targets for August, a front 
loaded model focuses on response rather than ability to convey. In practice this means increasing the proportion of cars 
relative to ambulances.

The 111 Service continues to deliver and to receive good user feedback.

No. of Complaints 

Sparkline / 
Forecast

In month YTD

Number of Ambulance Handover Delays between 1-2 
hours

Jul-15 10 26

Jul-15

Well-Led Latest 
data Target Actual Target Actual 

Sparkline / 
Forecast

3% 5.61% 3% 4.95%% Sickness Absenteeism Jul-15
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Highlights

Highlights

Ambulance Category A Red 2 calls response time <8 minutes above target

Referral To Treatment Time for Incompletes remains above target in July

Mental Health admissions access to Crisis Resolution and Home Treatment Teams

All Cancer Targets achieved in July

July 15

90% of stay on Stroke Unit and High Risk TIA fully investigated & treated within 24 
hours above target both in month and year to date

Mental Health CPA patients targets achieved
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Lowlights

Lowlights

Staff sickness remains above plan

Emergency care 4 hour standard below target

Ambulance Category A Red 1 calls response time <8  and <19 minutes below 
target

July 15

Referral ToTreatment Time for Admitted and Non-Admitted remains 
below target

Clostridium Difficile (C.Diff)  - we have now had 11 cases year to date
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July 15
Pressure Ulcers

Analysis:

• Trust wide Pressure Ulcer Prevention Group meets monthly.
• Deep dives for each directorate going ahead to look at why expected reductions were not achieved last year.
• Action plans for pressure ulcer reduction have been reviewed and are being amalgamated into a single master plan for 
coming year.
• Local monthly Tissue Viability and MUST audits are being established by Tissue Viability Service.
• Pressure Ulcer Reporting has been handed to Matrons and Locality leads to supervise to develop local ownership of 
reporting and understanding the scale of the issue.
•Work is also ongoing to identify where patients are admitted from their home address who have been receiving non NHS 
care assistance. 

Clinical directorate leads and Tissue Viability 
Nurse Specialist Aug-15 Ongoing

Commentary:

General: Numbers are reviewed for both the current and previous month and there may be changes to previous 
figures once validated.  Pressure ulcer figures also contribute to the Safety Thermometer and are included within 
the clinical incident reporting, where any change is also reflected.
 
There has been a significant spike in pressure ulcer reporting over the last month. This may in part be due to the 
completed handover of the reporting process to the directorates from the Nutrition and Tissue Viability Service. 
As further work is done by the clinical directorates in investigating the reports, it is to be expected that a number 
of those reported will later be downgraded as not attributable to NHS care. There has also been heightened 
scrutiny of all pressure ulcer reports on a weekly basis over the last five weeks as the Trust has sought to 
establish and embed the Pressure Ulcer Collaborative methodology as part of its ongoing drive to reduce 
pressure ulcers in all settings. This has raised awareness of the profile of pressure ulcers at ward and district 
nursing team level. Focussed collaborative work is ongoing in areas of high reported pressure ulcers and cluster 
reviews where necessary commenced to see whether there are key themes and lessons to be learned.
The report now separates out Ungradable pressure ulcers as a distinct reporting line so that it is clear that these 
ulcers (which were previously counted as grade 4s) have not yet been assigned a grade and do not 
automatically mean that this is an incident that has resulted in patient harm.

Level 3/4 pressure ulcers are likely to reduce on validation. Two of the three that have been reviewed have been 
identified as not developed in our care and we are awaiting validation of the level recorded.
   
                                                        Pressure Ulcers benchmark

 

Action Plan: Person Responsible: Date: Status:

The graph shows improving trend.  In July the Trust has been below the national average. 

Quality Account Priority 2 & National Safety Thermometer CQUIN schemes 
Prevention & Management of Pressure Ulcers
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Patient Safety

Commentary: Analysis: Clostridium Difficile infections against national and local targets

Isle of Wight NHS Trust

MRSA Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD
Acute Target 0 0 0 0 0 0 0 0 0 0 0 0 0

Actual 0 0 0 0 0

July 15

Status:

Continuing

ContinuingInfection control team & 
Communications team

Continuing

Date:

Aug-15

Aug-15

Aug-15Ward managers

Clostridium difficile
There have been 4 cases of Healthcare acquired Clostridium Difficile identified in the Trust 
during July. These have occurred in both Directorates and are under investigation. 
Microbiological investigation has identified that previous cases over the past few months 
show no links in the bacterial strains and are therefore unconnected. There are also appeals 
against the attribution where the infection could not be attributable to a lapse in care, but 
these will take time to be considered and figures will be adjusted retrospectively if 
appropriate.  The Trust Development Authority (TDA) is being kept informed.  

Work continues to raise awareness and highlight actions, including intranet and poster 
campaigns regarding bowel management with action plans for rapid isolation of suspected 
cases. Reconfiguration of ward to facilitate further isolation facilities is ongoing although bed 
pressures continue to present challenges.  Cleaning protocols have also been changed and 
Acticlor is now being used with steam cleaning discontinued and extra support provided to 
the cleanliness team. Fines for breaching the threshold have been reinvested by the CCG in 
further specialist cleaning systems to aid infection control and specialist cleaning will take 
place over the coming weeks. 

Methicillin-resistant Staphylococcus Aureus (MRSA)
There have been no further cases of Healthcare acquired MRSA identified in the Trust since 
November 2014. 

Action Plan:

Wards will be systematically deep cleaned once building work completed (August 15) and capacity can be 
transferred to facilitate rotational ward closure. Colwell and SNRU as priority. 

Continued increased education  regarding timely sampling of loose stool events and isolation

Change of cleaning practices, with Acticlor utilisation and steam cleaning discontinued.  

Person Responsible:

Infection Control Team 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Total cases 2 6 7 11

National Target 1 1 2 2 3 3 4 4 5 6 6 7

0
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12

Isle of Wight NHS Trust C. Difficile cases (Cumulative) 
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Formal Complaints

Analysis: Complaints only

Jun-15 Jul-15 CHANGE RAG rating

1 1 0 
0 0 0 
0 1 1 

11 11 0 
0 0 0 
2 4 2 
0 0 0 
0 0 0 
0 0 0 
0 0 0 
0 0 0 
0 0 0 
0 0 0 
0 3 3 
2 2 0 
0 0 0 
0 0 0 
0 0 0 
0 1 1 
1 3 2 
0 0 0 

Commissioning

Transport (Ambulances) 

July 15

Consent

End of Life Care

Complaints response times continue to be monitored against the locally agreed 20 
day timescale on a weekly basis at TEC.

Executive Director of Nursing & Workforce / Business 
Manager - Patient Safety; Experience & Clinical 

Effectiveness
Sep-15

Commentary:

Action Plan:

Access to treatment or drugs

Admissions and discharges

Appointments

Clinical Treatment

Integrated Care 

Facilities

Primary Subject

Values and Behaviours (Staff)

Communication

Waiting Times

There were 26 formal Trust complaints received in July 2015 (17 in the 
previous month) against approximately 55,000 patient contacts 
(Inpatient episodes, all outpatient, A&E attendances and community and 
Mental Health contacts), with 351 compliments received by letters and 
cards of thanks across the same period. 

Across all complaints and concerns in July 2015: 
Top 3 subjects complained about were:  
     - Clinical treatment (28)
     - Appointments (12)
     - Communication (25)

Top areas complained about were:  
     - OPARU (11)
     - General Surgery (8)
     - Emergency Department (11)
     - Orthopaedics (7)

In progress

Mortuary

Other (Use with Caution)

Privacy, Dignity and Wellbeing

Prescribing

Person Responsible: Date: Status:

Patient Care

Restraint

Staff numbers

Trust admin/Policies/Procedures

0

100

200

300

0

10

20

30

Hospital & AmbulanceCommunity Mental Health Others

Compliments and Complaints by 
Directorate July 15 

Complaints Compliments
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A&E Performance - Emergency Care 4 hours Standard

Commentary: Analysis:

Analysis:

Increase focus on local authority bed situation System Resilience Group / Exec on 
call Aug-15 Ongoing

Daily focus on bed states Matrons Aug-15 Ongoing

July 15

Action Plan: Person Responsible:

Emergency Care 4 hours Standard

Date: Status:

The 95% target was not achieved in July due to ongoing increased pressure on 
bed availability. An action plan is in place for the department which has been 
shared with the CCG and TDA. There are co-dependencies with elective 
ringfencing and the bed plan project.
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Ambulance Performance

Commentary: Analysis:

Analysis:

Documented Performance Review Meetings (PRM) increased from once daily to three times 
daily

Service Delivery Manager, 
Performance Support Officers 
(Operational) & Performance 

Support Officers (Hub)

Aug-15 Ongoing

Monitor resource “on-scene” times and turnaround times at St Mary's Hospital
Clinical Support Desk, 

Dispatcher & Performance 
Support Officers (Hub)

Aug-15 Ongoing

Increased availability of Clinical Support Desk (CSD) – all CSD trained staff to be logged on 
and available to take calls, support crews, and assist with clinically smart dispatch

Continuous monitoring of performance targets, amending REAP (Resourcing Escalatory Action 
Plans) level as appropriate and sharing status with fellow Senior Managers and increase 
staffing levels

Service Delivery Manager, 
Performance Support Officers, 

Clinical Support Officers
Aug-15 Ongoing

OngoingAug-15Lead Clinical Support Officer  
and Pathway Lead

Status:

July 15

Action Plan: Person Responsible: Date:

The Ambulance Service failed all targets except the Red 2 target. There is an action 
plan in place which has been agreed with the CCG and TDA. The impact of see and 
treat has increased the cycle time but protected the Emergency Department during a 
period of limited capacity. The Service is moving to a front loaded model to recover the 
targets for August, a front loaded model focuses on response rather than ability to 
convey. In practice this means increasing the proportion of cars relative to ambulances.
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Theatre Utilisation

Analysis:

 

General manager- Hospital 
and Ambulance Directorate Aug-15 Ongoing

July 15

Incident room set up for regular 4 daily bed meetings to ensure all patients in hospital are 
being managed for appropriate discharge.   Additional bed capacity plan being developed 
by exec lead.  MAAU plan to relocate mid August.  Potential to open Apply mid September 
to improve bed capacity to reduce need for cancellations

HAD Directorate Lead Aug-15 Ongoing

Commentary

The percentage utilisation of Main Theatre facilities has increased since last month 
slightly from 79.6% to 79.7% and remains below the 83% target. Day Surgery Unit 
utilisation has decreased during July 2015 (75.5%). Overall we have achieved 
76.2%. Bed pressures have continued in the month impacting on routine cases 
being cancelled reducing utilisation.

Action plan Person Responsible: Date: Status:

Forecast being reviewed with managers to determine trajectory for managing 18 weeks 
admitted target following impact of previous cancellations.  Weekly assurance meeting to 
monitor RTT.  Review of impact of further cancellation on trajectory
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Referral to Treatment Times

Analysis:

Development of robust processes and documentation to enable training and awareness of 18 
week procedures. Planned

PAAU Lead/ Clinical Leads Aug-15 In progress

Patient Access Lead Jul-15

Rebooking of cancelled operations alongside booking of waiting list backlog

July 15

Status:

Head of PIDS Aug-15 In progress

Person Responsible: Date:

Performance against the admitted target to decreases to 57.20% as we continue 
to treat in turn. This figure is also indicative of the increase in the waiting list, 
particularly patients waiting for longer periods, and the previously cancelled 
operations due to our recent Serious Incident and Black Alerts.

The non-admitted performance once again just missed target this month, 
achieving 93.39%. This continues to be due to the high levels of breaching waiting 
list cancellations from the admitted waiting list and is not indicative of our 
achievement of Outpatient activity. 

The incomplete target is continuing to pass and achieved 93.18% this month. 

Modelling of demand and capacity for this year is  complete. Weekly modelling 
and validation of the assumptions is being undertaken in order to provide GMs 
with robust activity and performance information to enable them to deliver their 
services.

Commentary:
 

Demand and capacity modelling, revised forecast and weekly plan for General Managers to 
deliver services
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Mixed Sex Accommodation

Commentary: Analysis:

Analysis:

July 15

Mixed Sex Accommodation

Action Plan: Person Responsible: Date: Status:

During July there were 32 mixed sex accommodation breaches across 5 events, including an 
extended period of Black Alert.  These were planned events with prior consent being obtained from 
all patients affected, to facilitate emergency admissions during periods of increased bed pressures 
to avoid patients being held in the Emergency department. Isolation requirements were prioritised 
over mixed sex accommodations due to risk of harm.      

The staff continued to support the principles of single sex accommodation which is to ensure 
privacy and dignity for all patients affected with use of curtains and support to use toilets in single 
sex areas. Actions were put in place to ensure privacy and dignity was maintained and the patients 
were moved as soon as possible. 

The figure for April has been amended following completion of the investigation as, although it was 
a 6 bedded unit, the incident involved a total of 9 service users for limited periods.  

Reconfiguration and upgrade to MAAU area on ground floor  is continuing as planned Director of Nursing & 
Workforce Aug-15 In progress

Root cause analysis and review has been completed Director of Nursing & 
Workforce Aug-15 Completed
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Outpatients Multiple Cancellations

Number of Cancellations (as at 31/07/2015) Number of attendances

Analysis:

*Includes cancellations we made on the system before patients were notified

Number of Patients cancelled multiple times in one episode of care. All specialties are included.

**Only includes appointments cancelled since 01/04/2015

July 15

1 
cancellation

2 
cancellations

3 
cancellations

4 
cancellations

5 
cancellations

6 
cancellations

7 
cancellations

8 
cancellations

144 - MAXILLO-FACIAL SURGERY 757 83 8 1 0 0 0 0
330 - DERMATOLOGY 673 98 12 3 2 1 2 0
101 - UROLOGY 611 126 12 0 1 1 0 0
143 - ORTHODONTICS 595 115 1 0 0 0 0 0
430 - GERIATRIC MEDICINE 615 70 0 0 0 0 0 0
300 - GENERAL MEDICINE 556 59 0 0 0 0 0 0
717 - CHILD PSYCHIATRY 470 68 0 0 0 0 0 0
560 - MIDWIFE MATERNITY EVENT 428 44 7 4 1 0 0 0
502 - GYNAECOLOGY 417 23 19 1 0 0 0 0
715 - ELDERLY MENTAL HEALTH 281 34 0 0 0 0 0 0
653 - PODIATRY 235 37 5 1 1 0 0 0
710 - ADULT MENTAL HEALTH 204 70 3 1 0 0 0 0
110 - TRAUMA & ORTHOPAEDIC SURGERY 221 20 15 3 0 0 0 0
328 - STROKE MEDICINE 223 35 0 0 0 0 0 0
370 - MEDICAL ONCOLOGY 166 26 3 0 0 0 0 0
104 - COLORECTAL SURGERY 162 11 3 1 0 0 0 0
140 - ORAL SURGERY 159 12 1 0 0 0 0 0
329 - TRANSIENT ISCHEMIC ATTACK 147 23 0 0 0 0 0 0
410 - RHEUMATOLOGY 115 15 11 6 1 0 0 0
302 - ENDOCRINOLOGY 134 9 1 0 0 0 0 0
340 - RESPIRATORY & THORACIC MED 113 8 2 0 0 0 0 0
307 - DIABETIC CLINIC 116 7 0 0 0 0 0 0
130 - OPHTHALMOLOGY 89 11 9 0 0 0 0 0
420 - PAEDIATRICS 90 10 1 0 1 0 0 0
301 - GASTROENTEROLOGY 86 2 5 0 0 0 0 0
320 - CARDIOLOGY 79 5 0 0 0 0 0 0
313 - CLINICAL IMMUNOLOGY & ALLERGY 61 20 0 0 0 0 0 0
800 - CLINICAL ONCOLOGY 57 5 10 3 0 0 0 0
400 - NEUROLOGY 62 9 0 0 0 0 0 0
303 - HAEMATOLOGY - CLINICAL 42 3 8 0 0 0 0 0
120 - ENT 42 1 5 0 0 0 0 0
822 - CHEMICAL PATHOLOGY 38 3 0 0 0 0 0 0
700 - LEARNING DISABILITIES 37 4 0 0 0 0 0 0
100 - GENERAL SURGERY 19 6 1 0 0 0 0 0
191 - PAIN MANAGEMENT 22 1 1 0 0 0 0 0
510 - MATERNITY ANTE NATAL 14 0 5 0 0 0 0 0
103 - BREAST SURGERY 17 0 2 0 0 0 0 0
190 - ANAESTHETICS 11 1 0 0 0 0 0 0
314 - REHABILITATION 3 0 0 0 0 0 0 0
119 - FRACTURE (OUTPATIENTS) 1 0 0 0 0 0 0 0

Total number of patients 8168 1074 150 24 7 2 2 0

Local Specialty Code & Name APR MAY JUN JUL Grand Tota
144 - MAXILLO-FACIAL SURGERY 392 354 335 274 1355
330 - DERMATOLOGY 791 699 872 901 3263
101 - UROLOGY 665 608 927 759 2959
143 - ORTHODONTICS 193 84 297 143 717
430 - GERIATRIC MEDICINE 44 23 31 33 131
300 - GENERAL MEDICINE 90 87 50 12 239
717 - CHILD PSYCHIATRY 38 47 47 67 199
560 - MIDWIFE MATERNITY EVENT 472 427 474 489 1862
502 - GYNAECOLOGY 450 484 451 485 1870
715 - ELDERLY MENTAL HEALTH 224 186 211 192 813
653 - PODIATRY 83 2068 2719 2666 7536
710 - ADULT MENTAL HEALTH 253 183 252 262 950
110 - TRAUMA & ORTHOPAEDIC SURGERY 686 638 787 831 2942
328 - STROKE MEDICINE 2 24 26
370 - MEDICAL ONCOLOGY 86 67 69 89 311
104 - COLORECTAL SURGERY 299 220 359 315 1193
140 - ORAL SURGERY 259 190 163 163 775
329 - TRANSIENT ISCHEMIC ATTACK 58 49 50 58 215
410 - RHEUMATOLOGY 579 542 604 675 2400
302 - ENDOCRINOLOGY 123 113 148 148 532
340 - RESPIRATORY & THORACIC MED 299 243 333 388 1263
307 - DIABETIC CLINIC 496 397 393 459 1745
130 - OPHTHALMOLOGY 1784 1724 2366 2521 8395
420 - PAEDIATRICS 451 395 488 471 1805
301 - GASTROENTEROLOGY 314 259 328 317 1218
320 - CARDIOLOGY 172 114 335 307 928
313 - CLINICAL IMMUNOLOGY & ALLERGY 127 119 148 159 553
800 - CLINICAL ONCOLOGY 336 312 360 392 1400
400 - NEUROLOGY 83 57 126 162 428
303 - HAEMATOLOGY - CLINICAL 335 359 423 328 1445
120 - ENT 553 502 660 579 2294
822 - CHEMICAL PATHOLOGY 126 119 112 79 436
700 - LEARNING DISABILITIES 31 49 59 31 170
100 - GENERAL SURGERY 553 535 532 657 2277
191 - PAIN MANAGEMENT 85 70 188 181 524
510 - MATERNITY ANTE NATAL 166 146 204 173 689
103 - BREAST SURGERY 510 441 494 640 2085
190 - ANAESTHETICS 54 15 27 22 118
314 - REHABILITATION 9 9 20 17 55
119 - FRACTURE (OUTPATIENTS) 635 591 683 736 2645
104 - BOWEL SCREENING 3 3
106 - UPPER GASTROINTESTINAL SURGERY 23 15 31 35 104
Grand Total 12927 13540 17158 17243 60868
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Benchmarking of Key National Performance Indicators: Summary Report
July 15

Best Worst Eng

Emergency Care 4 hour Standards 95% 100% 73% 93.4% 92.2% 129 / 171 Amber Red Qtr 1 15/16

RTT % of incomplete pathways within 18 weeks 92% 100% 48% 93.0% 93.9% 106 / 185 Better than national average Jun-15

%. Patients waiting > 6 weeks for diagnostic 1% 0% 14% 1.9% 1.4% 132 / 180 Amber Red Jun-15

Ambulance Category A Calls % < 8 minutes - Red 1 75% 80% 67% 74.8% 66.7% 10 / 11 Red Jun-15

Ambulance Category A Calls % < 8 minutes - Red 2 75% 78% 65% 71.4% 76.6% 2 / 11 Better than national average Jun-15

Ambulance Category A Calls % < 8 minutes - Red 1 & Red 2 75% 78% 65% 71.6% 76.1% 2 / 11 Better than national average Jun-15

Ambulance Category A Calls % < 19 minutes 95% 97% 90% 94.4% 90.2% 11 / 11 Red Jun-15

Cancer patients seen <14 days after urgent GP referral 93% 100% 72% 93.6% 96.1% 46 / 153 Better than national average Qtr 1 15/16

Cancer diagnosis to treatment <31 days 96% 100% 88% 97.5% 99.2% 56 / 159 Better than national average Qtr 1 15/16

Cancer urgent referral to treatment <62 days 85% 100% 0% 81.9% 83.1% 91 / 156 Amber Red Qtr 1 15/16

Symptomatic Breast Referrals Seen <2 weeks 93% 100% 54% 93.4% 95.6% 66 / 134 Better than national average Qtr 1 15/16

Cancer Patients receiving subsequent surgery <31 days 94% 499% 70% 95.0% 97.2% 92 / 155 Better than national average Qtr 1 15/16

Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100% 95% 99.6% 100.0% 1 / 144 Top Quartile Qtr 1 15/16

Cancer Patients treated after consultant upgrade <62 days No measured 
operational standard 100% 0% 89.5% 77.8% 120 / 148 Better than national average Qtr 1 15/16

Cancer Patients treated after screening referral <62 days 90% 598% 40% 93.0% 86.2% 111 / 146 Red Qtr 1 15/16

Key: Better than National Target = Green Top Quartile = Green
Worse than National Target = Red Median Range Better than Average = Amber Green

Median Range Worse than Average = Amber Red
Bottom Quartile Red

Data PeriodIW Rank
National 

Target
National Performance IW 

Performance
IW Status
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Benchmarking of Key National Performance Indicators: IW Performance Compared To Other 'Small Acute Trusts'
July 15

Other Small Acute Trusts

Emergency Care 4 hour Standards 95% 92.2% 21 88.8% 25 95.6% 8 95.3% 11 92.1% 22 96.6% 2 97.6% 1 N/A 96.5% 3 95.7% 7 95.0% 14 95.2% 13 92.5% 19 94.8% 16 95.5% 10 95.0% 15 96.3% 4 N/A 94.6% 17 92.2% 20 90.5% 24 95.3% 12 91.0% 23 96.1% 6 84.5% 26 96.2% 5 92.7% 18 95.6% 9 Qtr 1  15/16

RTT % of incomplete pathways within 18 weeks 92% 93.9%
19

98.0%
4

89.5%
24

91.7%
22

95.3%
14

94.7%
15

96.1%
11

N/A 96.3%
9

92.1%
21

96.2%
10

93.0%
20

98.0%
3

94.7%
16

95.9%
12

97.1%
6

94.2%
17

N/A 96.5%
7

94.1%
18

N/A 96.4%
8

90.7%
23

97.3%
5

83.2%
25

95.8%
13

98.0%
2

98.9%
1

Jun-15

%. Patients waiting > 6 weeks for diagnostic 1% 1.4%
22

0.5%
14

0.4%
13

0.2%
12

0.2%
9

2.5%
24

0.2%
10

N/A 0.0%
5

0.0%
6

0.9%
19

0.6%
17

0.0%
1

0.1%
8

0.0%
1

11.6%
26

0.5%
15

N/A 0.0%
1

0.8%
18

3.6%
25

0.2%
11

1.00%
20

0.1%
7

1.3%
21

2.4%
23

0.6%
16

0.0%
1

Jun-15

Cancer patients seen <14 days after urgent GP referral 93% 96.1%
11

96.0%
12

91.7%
25

95.5%
14

96.7%
9

91.9%
24

93.9%
20

N/A 93.7%
21

98.1%
3

97.7%
6

95.3%
15

97.0%
8

98.6%
2

94.0%
19

97.9%
4

93.0%
23

N/A 96.6%
10

98.7%
1

91.6%
26

96.0%
13

94.5%
18

93.5%
22

94.7%
16

94.5%
17

97.9%
5

97.1%
7

Qtr 1 15/16

Cancer diagnosis to treatment <31 days 96% 99.2%
10

99.7%
7

98.9%
13

99.2%
11

98.8%
16

99.5%
8

98.3%
21

N/A 100.0%
1

98.7%
18

99.0%
12

100.0%
1

97.5%
22

98.7%
17

100.0%
1

98.8%
15

99.8%
5

N/A 96.7%
24

94.8%
26

100.0%
1

96.8%
23

98.9%
14

98.5%
19

96.1%
25

98.4%
20

99.7%
6

99.4%
9

Qtr 1 15/16

Cancer urgent referral to treatment <62 days 85% 83.1%
21

81.3%
22

90.6%
9

80.8%
24

96.5%
1

83.5%
19

89.2%
11

N/A 89.0%
12

85.2%
17

80.9%
23

84.2%
18

86.9%
13

85.3%
15

93.8%
3

89.6%
10

85.4%
14

0.0%
27

90.8%
8

91.2%
6

85.3%
16

91.0%
7

94.9%
2

92.7%
4

79.3%
26

91.4%
5

80.0%
25

83.5%
20

Qtr 1 15/16

Breast Cancer Referrals Seen <2 weeks 93% 95.6% 14 96.0% 12 97.4% 3 91.4% 24 95.2% 16 96.3% 8 93.2% 22 N/A 94.7% 20 96.3% 7 96.2% 9 95.8% 13 N/A 94.9% 19 95.0% 18 96.4% 6 80.3% 25 N/A 95.6% 15 96.0% 11 95.1% 17 94.4% 21 96.0% 10 96.4% 5 92.3% 23 97.9% 2 99.0% 1 97.1% 4 Qtr 1 15/16

Cancer Patients receiving subsequent surgery <31 days 94% 97.2% 19 199.1% 1 99.1% 13 100.0% 2 98.0% 15 97.6% 16 98.1% 14 N/A 100.0% 2 100.0% 2 100.0% 2 100.0% 2 100.0% 2 83.3% 26 100.0% 2 97.3% 18 99.3% 12 N/A 94.2% 22 92.7% 25 94.0% 23 94.4% 21 100.0% 2 100.0% 2 95.6% 20 97.5% 17 100.0% 2 92.9% 24 Qtr 1 15/16

Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 N/A 100.0% 1 99.6% 22 96.4% 25 98.5% 23 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 N/A 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 100.0% 1 96.2% 26 97.9% 24 100.0% 1 100.0% 1 Qtr 1 15/16

Cancer Patients treated after consultant upgrade <62 days No measured 
operational standard 77.8% 1 71.4% 25 90.0% 8 100.0% 1 100.0% 1 89.5% 9 87.7% 14 97.0% 3 83.3% 17 93.9% 5 81.8% 18 N/A 89.3% 10 95.7% 4 88.0% 13 88.9% 12 75.9% 23 N/A 84.6% 16 89.1% 11 80.0% 20 72.7% 24 79.3% 21 93.5% 6 86.9% 15 80.1% 19 N/A 92.9% 7 Qtr 1 15/16

Cancer Patients treated after screening referral <62 days 90% 86.2% 17 397.5% 1 297.5% 2 95.5% 11 87.0% 16 92.3% 14 84.2% 19 N/A 100.0% 3 100.0% 3 84.2% 19 100.0% 3 72.5% 100.0% 3 92.5% 13 97.9% 9 91.9% 15 83.7% 79.7% 22 66.7% 24 95.9% 10 100.0% 3 N/A N/A 97.9% 8 50.0% 25 84.4% 18 94.8% 12 N/A Qtr 1 15/16

Key: Better than National Target = Green R1F ISLE OF WIGHT NHS TRUST RC3 EALING HOSPITAL NHS TRUST RFW WEST MIDDLESEX UNIVERSITY HOSPITAL NHS TRUST RLT GEORGE ELIOT HOSPITAL NHS TRUST
Worse than National Target = Red RA3 WESTON AREA HEALTH NHS TRUST RCD HARROGATE AND DISTRICT NHS FOUNDATION TRUST RGR WEST SUFFOLK NHS FOUNDATION TRUST RMP TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Target Not Applicable for Trust = N/A RA4 YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST RCF AIREDALE NHS FOUNDATION TRUST RJC SOUTH WARWICKSHIRE GENERAL HOSPITALS NHS TRUST RN7 DARTFORD AND GRAVESHAM NHS TRUST
RBD DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST RCX THE QUEEN ELIZABETH HOSPITAL KING'S LYNN NHS TRUSTRJD MID STAFFORDSHIRE NHS FOUNDATION TRUST RNQ KETTERING GENERAL HOSPITAL NHS FOUNDATION TRUST
RBT MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST RD8 MILTON KEYNES HOSPITAL NHS FOUNDATION TRUST RJF BURTON HOSPITALS NHS FOUNDATION TRUST RNZ SALISBURY NHS FOUNDATION TRUST

Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking RBZ NORTHERN DEVON HEALTHCARE NHS TRUST RE9 SOUTH TYNESIDE NHS FOUNDATION TRUST RJN EAST CHESHIRE NHS TRUST RQQ HINCHINGBROOKE HEALTH CARE NHS TRUST
 out of the 28 other small acute trusts RC1 BEDFORD HOSPITAL NHS TRUST RFF BARNSLEY HOSPITAL NHS FOUNDATION TRUST RLQ WYE VALLEY NHS TRUST RQX HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST

RQXRJNRC3 RCD RCF RCX RD8 RE9IW RBD RBT RBZ RC1RA3 RA4
National 

Target
Data PeriodRLQ RLTRJD RJFRFF RFW RGR RJC RQQRNZRNQRN7RMP
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Benchmarking of Key National Performance Indicators: IW Performance Compared To Other Trusts in the 'Wessex Area'
July 15

Emergency Care 4 hour Standards 95% 92.2% 7 100.0% 1 95.3% 5 95.5% 4 100.0% 2 93.2% 6 90.9% 9 82.2% 10 91.9% 8 98.7% 3 Qtr 1 15/16

RTT % of incomplete pathways within 18 weeks 92% 93.9%
8

99.4%
1

91.7%
10

96.2%
4

97.6%
3

94.4%
6

94.9%
5

93.4%
9

94.0%
7

99.0%
2

Jun-15

%. Patients waiting > 6 weeks for diagnostic 1% 1.4%
7

0.0%
1

0.2%
3

2.2%
9

0.7%
5

2.3%
10

0.4%
4

0.7%
6

1.8%
8

0.0%
1

Jun-15

Cancer patients seen <14 days after urgent GP referral* 93% 96.1%
6

N/A 95.5%
7

99.0%
1

N/A 96.4%
4

96.9%
2

96.4%
5

96.8%
3

N/A Qtr 1 15/16

Cancer diagnosis to treatment <31 days* 96% 99.2%
2

N/A 99.2%
3

97.7%
6

N/A 100.0%
1

97.7%
5

99.2%
4

97.0%
7

N/A Qtr 1 15/16

Cancer urgent referral to treatment <62 days* 85% 83.1%
6

N/A 80.8%
7

85.5%
4

N/A 85.7%
3

87.3%
1

85.4%
5

87.2%
2

N/A Qtr 1 15/16

Breast Cancer Referrals Seen <2 weeks* 93% 95.6%
2

N/A 91.4%
6

95.9%
1

N/A 94.4%
5

91.0%
7

95.4%
3

95.2%
4

N/A Qtr 1 15/16

Cancer Patients receiving subsequent surgery <31 days* 94% 97.2%
3

N/A 100.0%
1

92.1%
7

N/A 95.9%
4

94.9%
6

100.0%
1

95.2%
5

N/A Qtr 1 15/16

Cancer Patients receiving subsequent Chemo/Drug <31 days* 98% 100.0%
1

N/A 100.0%
1

100.0%
1

N/A 100.0%
1

100.0%
1

100.0%
1

100.0%
1

N/A Qtr 1 15/16

Cancer Patients treated after consultant upgrade <62 days* No measured 
operational standard 77.8%

1
N/A 100.0%

1
100.0%

1
N/A 100.0%

1
93.2%

5
100.0%

1
88.5%

6
N/A Qtr 1 15/16

Cancer Patients treated after screening referral <62 days* 90% 86.2%
6

N/A 95.5%
4

93.1%
5

N/A 74.2%
7

100.0%
1

100.0%
1

100.0%
1

N/A Qtr 1 15/16

Key: Better than National Target = Green R1F Isle Of Wight NHS Trust
Worse than National Target = Red R1C Solent NHS Trust

RBD Dorset County Hospital NHS Foundation Trust
Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking RD3 Poole Hospital NHS Foundation Trust
 out of the 10 other trusts in the Wessex area RDY Dorset Healthcare University NHS Foundation Trust

RDZ The Royal Bournemouth And Christchurch Hospitals NHS Foundation Trust
RHM University Hospital Southampton NHS Foundation Trust
RHU Portsmouth Hospitals NHS Trust
RN5 Hampshire Hospitals NHS Foundation Trust
RW1 Southern Health NHS Foundation Trust

Data PeriodRDZ RHM RHU RN5 RW1RDY
National 

Target
IW R1C RBD RD3



23 of 57

Isle of Wight NHS Trust Board Performance Report 2015/16

Benchmarking of Key National Performance Indicators: Ambulance Performance
July 15

Ambulance Category A Calls % < 8 minutes - Red 1 75% 66.7%
10

73.7%
6

75.5%
4

66.6%
11

76.7%
3

79.8%
1

72.7%
7

72.4%
8

75.3%
5

79.7%
2

69.4%
9

Jun-15

Ambulance Category A Calls % < 8 minutes - Red 2 75% 76.6%
2

73.0%
7

66.1%
9

65.2%
11

73.6%
6

78.2%
1

74.5%
4

74.2%
5

65.9%
10

75.3%
3

70.4%
8

Jun-15

Ambulance Category A Calls % < 8 minutes - Red 1 & Red 2 75% 76.1%
2

73.0%
7

66.5%
9

65.3%
11

73.7%
6

78.3%
1

74.4%
4

74.1%
5

66.4%
10

75.5%
3

70.4%
8

Jun-15

Ambulance Category A Calls % < 19 minutes 95% 90.2%
11

93.5%
7

92.6%
9

93.3%
8

94.2%
6

95.9%
2

94.4%
5

95.0%
4

91.1%
10

97.4%
1

95.3%
3

Jun-15

Key: Better than National Target = Green
Worse than National Target = Red RX9

RYC
R1F
RRU
RX6
RX7
RYE
RYD
RYF
RYA
RX8

Data PeriodRYARX7 RYE RYD RYF RX8RX6
National 

Target
IW 

Performance
RX9 RYC RRU

East Midlands Ambulance Service NHS Trust
East of England Ambulance Service NHS Trust
Isle of Wight NHS Trust
London Ambulance Service NHS Trust
North East Ambulance Service NHS Foundation Trust

Yorkshire Ambulance Service NHS Trust

North West Ambulance Service NHS Trust
South Central Ambulance Service NHS Foundation Trust
South East Coast Ambulance Service NHS Foundation Trust
South Western Ambulance Service NHS Foundation Trust
West Midlands Ambulance Service NHS Foundation Trust
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Data Quality

Analysis:

July 15

Identfy cause and develop corrective actions for Missing / Invalid Patient Pathway Numbers in 
the OP Dataset Sep-15 Ongoing

Identfy cause and develop corrective actions for 4 Red Fields in the A&E dataset Sep-15 Ongoing
Head of Information / Asst. Director - PIDS

Commentary:

Action Plan: Person Responsible: Date: Status:

The information centre carry out an analysis of the quality of provider data 
submitted to Secondary Uses Service (SUS). They review 3 main data sets - 
Admitted Patient Care (APC), Outpatients (OP) and Accident & Emergency 
(A&E). 

The latest information is up to June 2015. Overall we now 7 red rated indicators 2 
of which are in the Admitted Patient Care (APC) Dataset, 1 in the Outpatient 
Dataset and 4 in the A&E Attendances Dataset. The 2 red indicators in the APC 
dataset are Primary Diagnosis and the HRG4 (Healthcare Resource Grouping). 
These are linked as you need the diagnosis to generate the HRG and we believe 
the issues has been resolved and has been improving month on month within the 
data but will take time to appear as amber or green. 

In the Outpatient dataset there are a large number of records with an invalid or 
missing Patient Patway this will be investigated to see if a cause can be 
identified.

In the A&E dataset the 4 Red indicators are the First Investigation field, the First 
Treatment field, the Departure Time and the HRG 4 Field all of these will be 
investigated in order to identify the cause.

Total APC General Episodes: 6,130 Total Outpatient General Episodes: 48,947 Total A&E Attendances 17,016

Data Item
 Invalid 
Records 

 Provider % 
Valid 

National % Valid Data Item
 Invalid 
Records 

 Provider % 
Valid 

National % Valid Data Item
 Invalid 
Records 

 Provider % 
Valid 

National % Valid

NHS Number 79 98.7% 99.2% NHS Number 205 99.6% 99.4% NHS Number 243 98.6% 95.3%

Patient Pathway 87 95.2% 61.6% Patient Pathway 25,104 45.5% 52.1% Registered GP Practice 14 99.9% 99.6%

Treatment Function 0 100.0% 99.9% Treatment Function 0 100.0% 99.7% Postcode 11 99.9% 98.5%

Main Specialty 0 100.0% 99.9% Main Specialty 0 100.0% 99.4% Org of Residence 131 99.2% 96.2%

Reg GP Practice 3 100.0% 99.9% Reg GP Practice 3 100.0% 99.9% Commissioner 162 99.0% 98.8%

Postcode 36 99.4% 99.8% Postcode 7 100.0% 99.8% Attendance Disposal 236 98.6% 98.2%

Org of Residence 4 99.9% 99.4% Org of Residence 4 100.0% 98.3% Patient Group 0 100.0% 98.5%

Commissioner 8 99.9% 97.8% Commissioner 8 100.0% 97.5% First Investigation 997 94.1% 95.0%

Primary Diagnosis 1,058 82.4% 97.5% First Attendance 0 100.0% 99.6% First Treatment 1,398 91.8% 94.1%

Primary Procedure 0 100.0% 99.5% Attendance Indicator 0 100.0% 99.4% Conclusion Time 234 98.6% 98.4%

Ethnic Category 2 100.0% 97.0% Referral Source 153 99.7% 98.5% Ethnic Category 0 100.0% 94.5%

Site of Treatment 0 100.0% 95.2% Referral Rec'd Date 153 99.7% 95.8% Departure Time 170 99.0% 99.9%

HRG4 1,083 82.0% 97.5% Attendance Outcome 11 100.0% 97.8% Department Type 0 100.0% 99.6%

Priority Type 153 99.7% 96.7% HRG4 1,054 93.8% 96.4%

OP Primary Procedure 0 100.0% 98.5% Key:

Ethnic Category 28 99.9% 93.3% % valid is equal to or greater than the national rate

Site of Treatment 0 100.0% 96.7% % valid is up to 0.5% below the national rate

HRG4 0 100.0% 98.1% % valid is more than 0.5% below the national rate



25 of 57

Isle of Wight NHS Trust Board Performance Report 2015/16

Risk Register - Situation current as at 18/08/2015

Analysis:

Directorate Added Title Actions Done %
Community & MH 07/12/2009 Increased Demand On Orthotics 9 7 78%

Hospital & Amb 23/02/2011 Insufficient And Inadequate Endoscopy Facilities To Meet Service Requirements 9 8 89%

Hospital & Amb 20/10/2011 Insufficient And Inadequate Ophthalmology Facilities To Meet Service Requirements 6 4 67%

Hospital & Amb 16/08/2012 Blood Sciences Out-Of-Hours Staffing Inadequate 5 4 80%

Hospital & Amb 22/08/2012 Risk Due To Bed Capacity Problems 5 4 80%

Community & MH 22/11/2012 Low Staffing Levels Within Occupational Therapy Acute Team 11 7 64%

Hospital & Amb 05/12/2012 Vacant Consultant Physician Posts 4 1 25%

Hospital & Amb 22/01/2013 Excessive Nhs Use Of Private Patient Ward Impacting Upon Business Profitability 4 3 75%

Corporate Services Ris 26/03/2013 Pressure Ulcer Incidences Need Reducing 7 5 71%

Hospital & Amb 23/09/2013 Ophthalmic Casenotes - Poor Condition, Misfiling And Duplication Leading To Potential Clinical Error 6 2 33%

Hospital & Amb 21/01/2014 Acquisition Of Mechanical Device For Chest Compressions 5 4 80%

Hospital & Amb 28/08/2014 Computer Aided Dispatch (CAD) Server And Software Update Required Urgently 6 2 33%

Corporate Services Ris 28/08/2014 Unsupported Desktop Environment 6 0 0%

Corporate Services Ris 31/12/2014 Trust Archive Records Storage - Lack Of Capacity 7 1 14%

Hospital & Amb 19/03/2015 18 Weeks Referral To Treatment - Patient Access Performance Targets Not Achieved 6 3 50%

Community & MH 19/03/2015 Iris Staffing Issues 5 2 40%

Corporate Services Ris 16/04/2015 Risk Of Breach Of Hospital Acquired C'Diff Infection (CDI) Case Objective For 2015/16 4 3 75%

Corporate Services Ris 21/05/2015 Unsupported And Outdated Edge Infrastructure - Risk Loss Of Access To Network And Clinical Systems 5 0 0%

Data as at 18/08/2015  Risk Register Dashboard
Commentary

The risk register is reviewed monthly both at Trust Executive Committee/Directorate Boards and relevant Trust Executive sub-committee meetings. All risks on the register have 
agreed action plans with responsibilities and timescales allocated.  The 'Open Risks' dashboard runs from a live feed and is updated daily.  All Execs/Associate Directors/Senior 
Managers have access with full details of all risks, actions and progress available at all times. This report provides  a 'snapshot' overview. Some risk action plans (above) are out of 
date and the Directorates have been asked to update with immediate effect.
Since the last report No new risks have been added to the register.  No risks have been signed off the risk register. 

This extract from the Risk register dashboard shows the highest rated risks (Rating of 20) across all Directorates and includes both clinical and non-clinical entries. Entries have been sorted 
according to the length of time on the register and demonstrate the number and percentage of completed actions.

July 15
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Workforce - Summary - RAG Rating based on Out-turn position
July 15
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Workforce - Summary - RAG Rating based on Out-turn position
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Workforce - Directorate Performance
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Safer Staffing Report

Bank Fill rate for July 2015 

July 15

Achievement of planned versus actual staffing hours

• The Trust did achieve an average of above 90% fill rate on all measures for July 2015.
• Average fill rate for RN’s at night is 94.9%, slightly below the Trust target of 90% which tips it into a red rating
• RN’s in the day and non registered in the day and night achieved over 95% for the month
• In the July report we reported concerns about robust planning to ensure vacancies were filled as the Filipino cohort of staff have experienced significant delays sue to 
processing in the UK system. There is now 12 staff ready to be accepted into the UK and the planned date for arrival is September 26th.
• Individual ward areas are facing pressures and this is highlighted at Table 3. Red areas are mainly for day cover which indicates management of staffing is ensuring 
night shifts are covered which is expected. 
• Agency staff are not currently being utilised unless for scrutiny is completed and agreed with senior team.
• Sickness continues to be higher than the target of 3% in a number of areas.

• Safer Staffing Café’s have commenced; these are meetings with Matrons, Ward Managers and Deputies to robustly scrutinise staffing management. This has included 
implementation of the rostering policy and the adherence to safe staffing principles. In particular this has highlighted a need for more robust sickness management. A 
workshop is planned to support managers with this.

Risks
• The uncertainty of the process for Filipino nurses remains an issues until we can confirm arrival.
• Safer staffing establishments are not yet on line, but are planned to be on line 1st September.  

Day Night
Registered midwives/nurses Care Staff Registered midwives/nurses Care Staff Day Night

Site Code Site Name

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Average fill 
rate - 

registered 
nurses/midwi

ves  (%)

Average fill 
rate - care 

staff (%)

Average fill 
rate - 

registered 
nurses/midwi

ves  (%)

Average fill 
rate - care 

staff (%)
R1F01 ST MARY'S HOSPITAL 26656.8 25477.74 16594 18477.99 14390.05 13661.4 8723 10106.75 95.6% 111.4% 94.9% 115.9%
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Monthly actual figures by ward as uploaded on the Unify return
July 15

Specialty 1 Specialty 2

Total 
monthly 
planned 
staff 
hours

Total 
monthly 
actual 
staff 
hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 
actual 
staff 
hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 
actual 
staff 
hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 
actual 
staff 
hours

SHACKLETON
715 - OLD AGE 
PSYCHIATRY 715 - OLD AGE PSYCHIATRY 637.5 599.17 1370 1257.5 294.5 301.25 589.5 590.5 94.0% 91.8% 102.3% 100.2%

ALVERSTONE WARD
110 - TRAUMA & 
ORTHOPAEDICS

110 - TRAUMA & 
ORTHOPAEDICS 989.5 797 612 658 620 584.5 230 350 80.5% 107.5% 94.3% 152.2%

SEAGROVE
996 - PSYCHIATRIC 
INTENSIVE CARE UNIT

996 - PSYCHIATRIC 
INTENSIVE CARE UNIT 1281.5 1005.8 1062.25 1408.4 620 565.5 620 763.75 78.5% 132.6% 91.2% 123.2%

OSBORNE
710 - ADULT MENTAL 
ILLNESS

710 - ADULT MENTAL 
ILLNESS 1552.5 1655.5 1162.5 1013.5 620 741.25 589 577.25 106.6% 87.2% 119.6% 98.0%

MOTTISTONE 130 - OPHTHALMOLOGY 502 - GYNAECOLOGY 1018 1006.3 386 424.5 620 619 0 0 98.9% 110.0% 99.8% -

ST HELENS 100 - GENERAL SURGERY 100 - GENERAL SURGERY 971.5 921.5 790 831 620 624 310 320 94.9% 105.2% 100.6% 103.2%

STROKE 400 - NEUROLOGY 314 - REHABILITATION 1553.75 1430.3 1070 1610 620 598 620 880 92.1% 150.5% 96.5% 141.9%

REHAB 314 - REHABILITATION 314 - REHABILITATION 1438 1480.5 1276.5 1384.51 620 620 620 820 103.0% 108.5% 100.0% 132.3%

WHIPPINGHAM 100 - GENERAL SURGERY 100 - GENERAL SURGERY 1664.5 1734.8 1326.25 1411 620 610 620 640 104.2% 106.4% 98.4% 103.2%

COLWELL 300 - GENERAL MEDICINE 300 - GENERAL MEDICINE 1271 1485.75 1458.5 1539.75 620 600 620 620 116.9% 105.6% 96.8% 100.0%

INTENSIVE CARE UNIT
192 - CRITICAL CARE 
MEDICINE

192 - CRITICAL CARE 
MEDICINE 3233.3 2546.9 220.5 268.83 2007.3 1622.4 185 239.5 78.8% 121.9% 80.8% 129.5%

CORONARY CARE UNIT 320 - CARDIOLOGY 320 - CARDIOLOGY 2025.25 1848.75 609 855.5 1548.25 1377.25 310 454.25 91.3% 140.5% 89.0% 146.5%

NEONATAL INTENSIVE 
CARE UNIT

192 - CRITICAL CARE 
MEDICINE

192 - CRITICAL CARE 
MEDICINE 906.5 928.17 418.5 327.5 620 621.5 310 310 102.4% 78.3% 100.2% 100.0%

MEDICAL ASSESSMENT 
UNIT

326 - ACUTE INTERNAL 
MEDICINE

326 - ACUTE INTERNAL 
MEDICINE 1642.5 1995.5 944.5 1228 930 944 619.5 880 121.5% 130.0% 101.5% 142.1%

AFTON
715 - OLD AGE 
PSYCHIATRY 715 - OLD AGE PSYCHIATRY 1091 1152.5 922 842 310 310 620 605.75 105.6% 91.3% 100.0% 97.7%

PAEDIATRIC WARD
171 - PAEDIATRIC 
SURGERY 171 - PAEDIATRIC SURGERY 1566.5 1406.5 409 378 930 769.75 310 300 89.8% 92.4% 82.8% 96.8%

MATERNITY 501 - OBSTETRICS 501 - OBSTETRICS 1860 1871.8 1147 1149 1240 1243 620 620 100.6% 100.2% 100.2% 100.0%

WOODLANDS
710 - ADULT MENTAL 
ILLNESS

710 - ADULT MENTAL 
ILLNESS 638.5 726.5 469.5 328 310 310 310 310 113.8% 69.9% 100.0% 100.0%

LUCCOMBE WARD
110 - TRAUMA & 
ORTHOPAEDICS

110 - TRAUMA & 
ORTHOPAEDICS 1315.5 884.5 940 1563 620 600 620 825.75 67.2% 166.3% 96.8% 133.2%

Average 
fill rate - 
registere

d 
nurses/m
idwives  

Average 
fill rate - 

care 
staff (%)

Average 
fill rate - 
registere

d 
nurses/m
idwives  

Average 
fill rate - 

care 
staff (%)

Day Night Day Night

Ward name

Main 2 Specialties on each ward Registered Care Staff Registered Care Staff
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Previous 6 months data
July 15

Previous data indicating where wards dropped below <80% for total day or night hours for that month
The current risk rating for each area is identified which indicates the percentage gap against safer staffing requirements that areas are also currently managing whilst 
recruitment is underway.
 
Less than 80% fill rate identified for any shift or staff group over a consistent period
• Intensive Care Unit has been registering less than 80% non registered staff consistently. There is currently less than 80% for registered nurses in the day. This is due to 
vacancy. The Matron has achieved agency fill for this area for a temporary period to enable the unit to remain safe. The unit is not always full and therefore with the 
additional agency staff member this is enabling the matron this until vacancies are filled. 
• CCU continue to be below requirements and will continue with bank as much as possible and will receive the first new staff member as soon as is possible. The Acuity 
and Dependency review did not highlight the same WTE requirement as we have currently planned, however the unit has highlighted instances where only one RN has 
been available for a shift which is not acceptable. This will be reviewed at the safer staffing café for CCU to understand the management and planning for the unit. The 
unit has a 23 % vacancy rate which is currently being filled by bank where possible and by moving staff form shifts to cover when able.
• MAU have a vacancy rate of 14% and have raised concerns over ability to manage – a safe staffing café was scheduled but the team were not able to attend, 
recommendations have been put forward including keeping a staff member recently recruited to ED, and to review staffing across other areas and move an RN to MAU 
for 3 months. This is in the process of being reviewed by the operational teams.

. 
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Safer Staffing - Commentary

Mitigating actions
• Daily reporting tool in place and the Matron for staffing has oversight daily of ward requirements and is able to work with other Matrons to move staff to enable best safe 
option. 
• June Acuity and Dependency has been completed and safe staffing café’s are in progress.
• The red flag system is being embedded and information identified from this report is being reviewed.  
• The Deputy Director of Nursing and the Nurse Bank Manager are aiming to develop strategies to improve bank nurse availability and numbers but have not been able to 
progress this as this time due to other commitments.

July 15
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Safer Staffing - Full staffing fill rate by shift
July 15

Vlook Early

Sum of RN% Colum  
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Afton Ward J61794 100% 100% 100% 150% 100% 150% 100% 150% 100% 150% 100% 100% 150% 100% 100% 150% 150% 150% 100% 150% 150% 100% 150% 100% 100% 150% 150% 100% 150% 150% 50% 123%
Alverstone Ward J61111 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Colwell Ward J61254 133% 133% 133% 100% 100% 100% 167% 133% 133% 133% 100% 100% 133% 133% 133% 133% 133% 100% 100% 100% 133% 133% 133% 133% 100% 100% 133% 133% 133% 100% 133% 123%
Coronary Care J61190 100% 80% 80% 80% 80% 100% 100% 80% 80% 80% 80% 80% 100% 80% 100% 100% 100% 100% 80% 100% 80% 100% 100% 80% 100% 100% 60% 100% 100% 80% 100% 90%
General Rehab & Step Down Unit J6122 75% 100% 75% 75% 100% 100% 100% 100% 100% 100% 75% 100% 100% 100% 100% 100% 125% 100% 100% 100% 100% 100% 100% 75% 100% 100% 100% 100% 100% 125% 125% 98%
Intensive Care Unit J61120 86% 86% 86% 86% 100% 114% 114% 86% 100% 100% 86% 86% 86% 114% 100% 100% 114% 86% 86% 100% 71% 86% 71% 71% 86% 71% 86% 86% 57% 86% 71% 89%
MAAU J61231 100% 100% 100% 80% 100% 100% 120% 100% 80% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 80% 100% 100% 120% 120% 100% 100% 100%
Maternity Services J61500 100% 100% 75% 100% 100% 100% 100% 125% 100% 75% 100% 100% 100% 100% 75% 75% 100% 100% 100% 100% 100% 100% 100% 125% 100% 75% 100% 100% 100% 100% 100% 98%
Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Neonatal Intensive Care Unit J61520 100% 100% 150% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 150% 100% 100% 150% 150% 100% 100% 150% 100% 100% 150% 100% 100% 150% 150% 116%
Osborne Ward J61915 100% 100% 100% 100% 100% 150% 150% 150% 150% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 150% 100% 100% 100% 111%
Paediatric Ward J61372 100% 100% 100% 100% 100% 100% 100% 75% 75% 75% 133% 67% 100% 75% 100% 75% 75% 100% 100% 100% 100% 100% 100% 75% 100% 67% 100% 125% 100% 75% 75% 92%
Seagrove Ward J61916 100% 50% 100% 100% 100% 100% 50% 50% 150% 50% 50% 100% 50% 100% 100% 100% 50% 100% 150% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 50% 92%
Shackleton J61791 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
St Helens Ward J61102 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Stroke & Neuro Rehab Unit J61221 100% 100% 100% 100% 100% 75% 75% 75% 75% 100% 75% 75% 100% 100% 100% 125% 100% 75% 100% 100% 75% 75% 100% 100% 75% 75% 100% 100% 100% 75% 100% 91%
Whippingham Ward J61101 125% 75% 100% 100% 100% 125% 75% 100% 100% 125% 100% 100% 100% 100% 125% 100% 125% 50% 75% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 125% 99%
Woodlands J61913 100% 100% 200% 100% 200% 200% 200% 200% 100% 200% 100% 200% 200% 200% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 200% 100% 135%
Grand Total 100% 95% 98% 95% 100% 109% 105% 100% 98% 102% 93% 95% 102% 104% 102% 104% 107% 93% 96% 104% 98% 100% 102% 96% 91% 93% 102% 105% 100% 100% 98% 100%

Vlook Late
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Afton Ward J61794 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 150% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 106%
Alverstone Ward J61111 100% 50% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 50% 50% 92%
Colwell Ward J61254 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 67% 100% 100% 100% 100% 100% 100% 133% 67% 100% 100% 100% 100% 100% 100% 100% 100% 100% 99%
Coronary Care J61190 80% 80% 80% 80% 80% 80% 80% 100% 100% 80% 80% 80% 100% 100% 100% 100% 80% 80% 100% 100% 80% 80% 80% 100% 80% 80% 80% 100% 80% 80% 60% 86%
General Rehab & Step Down Unit J6122100% 100% 100% 100% 133% 100% 100% 100% 100% 67% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 100% 100% 100% 67% 100% 100% 67% 100% 100% 133% 100% 100%
Intensive Care Unit J61120 86% 100% 100% 71% 100% 100% 100% 86% 100% 100% 57% 86% 86% 86% 86% 86% 100% 86% 71% 86% 86% 57% 57% 71% 86% 71% 71% 71% 57% 71% 71% 82%
MAAU J61231 100% 100% 100% 100% 100% 100% 100% 100% 80% 100% 100% 100% 100% 100% 80% 100% 100% 100% 100% 100% 100% 100% 100% 100% 80% 100% 100% 100% 100% 100% 100% 98%
Maternity Services J61500 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 125% 125% 100% 100% 100% 100% 100% 100% 100% 102%
Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 102%
Neonatal Intensive Care Unit J61520 100% 100% 100% 150% 100% 100% 100% 150% 100% 100% 100% 100% 100% 50% 100% 150% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 150% 100% 100% 150% 105%
Osborne Ward J61915 100% 100% 100% 100% 100% 150% 150% 100% 100% 150% 150% 150% 100% 100% 100% 100% 100% 150% 100% 200% 150% 150% 100% 150% 150% 100% 200% 100% 100% 150% 100% 124%
Paediatric Ward J61372 100% 100% 100% 100% 100% 100% 100% 75% 75% 75% 100% 100% 75% 75% 100% 75% 75% 100% 100% 100% 100% 100% 100% 75% 133% 67% 100% 100% 100% 75% 100% 92%
Seagrove Ward J61916 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 50% 50% 100% 50% 50% 50% 50% 100% 100% 100% 100% 50% 100% 100% 50% 100% 100% 100% 100% 100% 85%
Shackleton J61791 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 200% 200% 100% 100% 116%
St Helens Ward J61102 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Stroke & Neuro Rehab Unit J61221 75% 75% 75% 75% 75% 50% 75% 75% 75% 75% 75% 75% 125% 75% 50% 75% 75% 75% 75% 75% 75% 100% 75% 75% 75% 75% 75% 100% 75% 75% 75% 77%
Whippingham Ward J61101 100% 75% 125% 100% 100% 100% 100% 100% 100% 75% 100% 100% 100% 100% 75% 100% 100% 50% 100% 100% 100% 75% 100% 100% 75% 75% 75% 100% 100% 75% 100% 93%
Woodlands J61913 100% 100% 200% 100% 100% 200% 100% 200% 200% 200% 100% 100% 200% 200% 200% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 129%
Grand Total 95% 93% 100% 93% 100% 98% 98% 96% 96% 95% 93% 96% 98% 95% 91% 96% 95% 93% 94% 100% 96% 93% 91% 95% 94% 85% 95% 102% 95% 91% 91% 95%
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Safer Staffing - Full staffing fill rate by shift
July 15

Vlook Night
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Afton Ward J61794 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Alverstone Ward J61111 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 50% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 94%
Colwell Ward J61254 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 97%
Coronary Care J61190 80% 80% 80% 80% 100% 100% 80% 100% 100% 100% 80% 80% 100% 80% 100% 80% 80% 100% 100% 100% 80% 100% 80% 100% 100% 100% 80% 80% 100% 80% 60% 89%
General Rehab & Step Down Unit J6122100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Intensive Care Unit J61120 86% 86% 71% 86% 57% 71% 71% 71% 86% 86% 86% 86% 86% 86% 86% 86% 71% 86% 71% 71% 71% 86% 71% 86% 86% 57% 71% 71% 71% 71% 86% 78%
MAAU J61231 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 101%
Maternity Services J61500 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Neonatal Intensive Care Unit J61520 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Osborne Ward J61915 100% 100% 100% 150% 50% 100% 100% 150% 100% 150% 150% 100% 150% 100% 150% 150% 150% 100% 50% 100% 150% 150% 150% 150% 150% 150% 100% 150% 100% 100% 150% 123%
Paediatric Ward J61372 67% 100% 100% 100% 67% 67% 67% 67% 67% 100% 100% 100% 67% 67% 67% 100% 100% 100% 100% 100% 100% 67% 67% 100% 67% 67% 133% 67% 67% 67% 100% 84%
Seagrove Ward J61916 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 50% 50% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 94%
Shackleton J61791 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
St Helens Ward J61102 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100%
Stroke & Neuro Rehab Unit J61221 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 98%
Whippingham Ward J61101 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 98%
Woodlands J61913 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Grand Total 93% 96% 93% 98% 87% 93% 91% 93% 96% 98% 98% 96% 98% 91% 98% 100% 91% 91% 87% 98% 96% 98% 91% 100% 100% 93% 96% 93% 93% 91% 93% 94%
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Afton Ward J61794 100% 100% 100% 100% 100% 50% 50% 100% 50% 100% 100% 100% 100% 100% 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 150% 92%

Alverstone Ward J61111 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 98%

Colwell Ward J61254 100% 100% 100% 100% 80% 100% 80% 80% 100% 100% 80% 100% 80% 100% 100% 80% 100% 100% 100% 120% 120% 100% 100% 80% 100% 100% 100% 100% 80% 120% 100% 97%

Coronary Care J61190 150% 150% 150% 150% 100% 100% 150% 200% 150% 150% 150% 150% 150% 200% 150% 100% 50% 100% 150% 100% 150% 100% 50% 150% 100% 100% 150% 100% 100% 100% 50% 126%

General Rehab & Step Down Unit J6122100% 75% 100% 100% 100% 100% 100% 100% 100% 125% 75% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 125% 100% 100% 100% 75% 75% 100% 100% 100% 100% 98%

Intensive Care Unit J61120 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 0% 100% 100% 100% 100% 100% 0% 0% 100% 100% 0% 100% 100% 100% 100% 0% 100% 100% 100%

MAAU J61231 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 100% 100% 133% 133% 100% 133% 100% 133% 133% 100% 133% 67% 67% 133% 133% 133% 133% 133% 111%

Maternity Services J61500 100% 100% 100% 100% 100% 100% 50% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 50% 100% 50% 100% 100% 95%

Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 200% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 110%

Neonatal Intensive Care Unit J61520 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Osborne Ward J61915 100% 100% 100% 100% 100% 50% 50% 50% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 50% 100% 100% 100% 94%

Paediatric Ward J61372 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Seagrove Ward J61916 150% 200% 150% 150% 150% 200% 200% 100% 150% 150% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 124%

Shackleton J61791 100% 100% 100% 67% 67% 100% 100% 67% 67% 67% 100% 67% 100% 67% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 94%

St Helens Ward J61102 150% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 50% 100%

Stroke & Neuro Rehab Unit J61221 75% 100% 125% 125% 100% 100% 125% 125% 125% 100% 125% 125% 125% 100% 125% 75% 125% 125% 100% 125% 150% 125% 125% 125% 150% 150% 100% 125% 125% 150% 125% 119%

Whippingham Ward J61101 100% 75% 100% 100% 100% 75% 100% 100% 100% 75% 100% 100% 100% 100% 100% 100% 75% 100% 100% 75% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 96%

Woodlands J61913 100% 100% 0% 100% 0% 0% 0% 0% 100% 0% 100% 0% 0% 0% 100% 100% 100% 100% 100% 100% 100% 100% 0% 100% 100% 100% 100% 100% 100% 0% 100% 65%

Grand Total 105% 103% 105% 110% 97% 95% 100% 98% 103% 105% 105% 103% 98% 100% 105% 98% 98% 105% 108% 100% 110% 110% 95% 103% 108% 100% 95% 100% 98% 108% 103% 102%
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Afton Ward J61794 100% 100% 50% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 50% 100% 100% 90%

Alverstone Ward J61111 100% 100% 100% 200% 100% 200% 100% 200% 200% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 200% 100% 100% 100% 200% 200% 129%

Colwell Ward J61254 100% 100% 100% 150% 150% 100% 100% 100% 100% 100% 150% 150% 100% 100% 100% 100% 100% 100% 150% 67% 67% 133% 100% 100% 150% 150% 100% 100% 100% 100% 100% 107%

Coronary Care J61190 200% 200% 100% 200% 200% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 200% 200% 100% 100% 200% 200% 200% 100% 200% 200% 200% 100% 200% 100% 200% 148%

General Rehab & Step Down Unit J6122100% 100% 100% 100% 100% 100% 133% 100% 133% 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 103%

Intensive Care Unit J61120 100% 100% 0% 100% 100% 100% 100% 100% 100% 0% 100% 100% 100% 100% 100% 0% 100% 100% 100% 100% 0% 100% 0% 0% 100% 100% 0% 0% 0% 0% 0% 70%

MAAU J61231 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 67% 100% 100% 100% 133% 67% 100% 133% 133% 133% 133% 100% 100% 100% 67% 100% 133% 133% 133% 100% 106%

Maternity Services J61500 67% 67% 100% 67% 67% 67% 67% 67% 67% 33% 67% 67% 100% 100% 67% 100% 100% 67% 100% 67% 67% 67% 67% 67% 67% 33% 67% 0% 100% 67% 33% 69%

Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 104%

Neonatal Intensive Care Unit J61520 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Osborne Ward J61915 100% 100% 100% 100% 100% 50% 50% 100% 50% 0% 100% 50% 100% 100% 100% 150% 100% 100% 100% 100% 50% 100% 100% 50% 50% 100% 50% 100% 100% 100% 100% 85%

Paediatric Ward J61372 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Seagrove Ward J61916 200% 150% 200% 200% 150% 200% 150% 150% 150% 200% 100% 100% 100% 150% 150% 100% 100% 150% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 127%

Shackleton J61791 67% 100% 67% 100% 100% 100% 67% 100% 100% 67% 100% 100% 67% 100% 100% 100% 67% 100% 100% 100% 100% 67% 100% 100% 100% 100% 100% 100% 100% 100% 100% 92%

St Helens Ward J61102 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 106%

Stroke & Neuro Rehab Unit J61221 150% 150% 150% 150% 200% 150% 200% 150% 200% 150% 150% 150% 150% 200% 250% 150% 150% 150% 200% 200% 200% 150% 200% 200% 200% 200% 200% 150% 200% 200% 200% 177%

Whippingham Ward J61101 100% 133% 100% 100% 100% 67% 67% 100% 100% 133% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 133% 100% 100% 100% 100% 100% 100% 100% 133% 100% 102%

Woodlands J61913 100% 100% 0% 100% 100% 0% 100% 0% 0% 0% 100% 100% 0% 0% 0% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 74%

Grand Total 106% 112% 97% 117% 117% 100% 103% 103% 103% 94% 107% 100% 100% 109% 106% 109% 100% 110% 113% 103% 100% 109% 106% 97% 103% 103% 100% 94% 109% 109% 103% 105%

Vlook Night
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Afton Ward J61794 100% 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 150% 98%

Alverstone Ward J61111 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 100% 100% 100% 100% 100% 200% 100% 100% 100% 200% 200% 200% 200% 200% 139%

Colwell Ward J61254 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Coronary Care J61190 200% 100% 200% 200% 100% 100% 100% 200% 200% 100% 200% 100% 200% 200% 100% 200% 100% 100% 100% 100% 200% 100% 200% 100% 100% 100% 100% 100% 100% 300% 300% 148%

General Rehab & Step Down Unit J6122100% 100% 50% 100% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 100% 150% 150% 150% 150% 100% 100% 100% 100% 150% 150% 150% 100% 132%

Intensive Care Unit J61120 100% 100% 0% 100% 100% 200% 100% 100% 0% 0% 100% 100% 100% 100% 100% 0% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 109%

MAAU J61231 150% 150% 100% 150% 200% 150% 100% 150% 150% 100% 150% 150% 100% 150% 150% 150% 150% 100% 100% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 142%

Maternity Services J61500 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 97%

Mottistone Suite J61090 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Neonatal Intensive Care Unit J61520 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Osborne Ward J61915 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 150% 100% 100% 100% 100% 100% 100%

Paediatric Ward J61372 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Seagrove Ward J61916 200% 200% 150% 150% 150% 200% 150% 150% 150% 100% 150% 150% 100% 100% 100% 100% 150% 150% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 124%

Shackleton J61791 100% 100% 100% 100% 100% 100% 100% 100% 100% 50% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 98%

St Helens Ward J61102 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 200% 0% 200% 100% 100% 100% 100% 100% 100% 100% 100% 100% 0% 100% 100% 100% 100% 100% 100% 103%

Stroke & Neuro Rehab Unit J61221 100% 150% 150% 150% 150% 150% 150% 150% 150% 100% 150% 100% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 150% 100% 150% 150% 144%

Whippingham Ward J61101 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 103%

Woodlands J61913 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Grand Total 120% 116% 96% 113% 126% 128% 112% 120% 116% 92% 117% 113% 116% 116% 112% 116% 116% 117% 113% 112% 116% 112% 120% 108% 113% 113% 112% 116% 112% 128% 124% 115%
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Continuity of Service Risk Rating
July 15

Year To Date Plan 
Rating

Actual 
Rating

Liquidity Ratio 1 2

Capital Servicing Capacity (Times) 1 1

Continuity of Services Risk Rating for Tru 1 2

For Information :

Additional Monitor Risk Ratings

Underlying Performance - I&E Margin 1 1

Variance in I&E Margin 4 1

Financial Criteria Weight % Definition Rating categories
4 3 2 1

Liquidity Ratio 1 50% Liquid Ratio (days) Working capital balance x 360 0.0 -7.0 -14.0 <-14
Annual operating expenses

Capital Servicing Capacity R 1 50% Capital servicing capacity (time) Revenue available for capital service
Annual debt service 2.5x 1.75x 1.25x <1.25x

Additional Monitor Risk Ratings

Underlying Performance 1 25% I&E Margin (%) Adjusted Financial Performance Retained Surplus/(Deficit) >1% 0% to 1% 0% to -1% <-1%
Income

Variance from Plan 1 25% Variance in I&E Margin as % of Plan Variance in I&E Margin >0% 0% to -1% -1% to -2% <-2%
Income

The planned Continuity of Service Rating (CoSR) for the first quarter of 2015/16 is '1'. To the end of July, the Trust is currently reporting an overall Continuity of Service Rating '2' and is therefore better than plan. 

Metric to be scored
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Governance Risk Rating

With effect from  the September report, the GRR has been realigned to match the Risk Assessment Framework 
as required by 'Monitor'. 

See 'Notes' for further detail of each of the below indicators

Ref Indicator Sub Sections Thresh-
old

Weight-
ing

Q3 
2014/15

Q4 
2014/15

Q1 
2015/16

Jul Aug Sep Q2 
2015/16

Notes

1 90% 1.0 No No No No No

2 95% 1.0 No No No No No

3 92% 1.0 Yes Yes Yes Yes Yes

4 95% 1.0 No No No No No

Urgent GP referral for suspected cancer 85%

NHS Cancer Screening Service referral 90%

surgery 94%
anti-cancer drug treatments 98%

radiotherapy 94%

7 96% 1.0 Yes Yes Yes Yes Yes

All urgent referrals (cancer suspected) 93%
For symptomatic breast patients (cancer 

not initially suspected) 93%

Receiving follow-up contact within seven 
days of discharge 95%

Having formal review within 12 months 95%

10 95% 1.0 Yes Yes No Yes Yes

11 95% 1.0 Yes Yes Yes Yes Yes

Red 1 calls 75% 1.0 Yes Yes No No No

Red 2 calls 75% 1.0 Yes Yes No Yes Yes

13 95% 1.0 Yes Yes No No No

14
Early intervention in Psychosis (EIP): People experiencing a first episode of 
psychosis treated with a NICE approved care package within two weeks of 
referral

50% 1.0 - - - - -

People with common mental health 
conditions referred to the IAPT programme 

will be treated within 6 weeks of referral
75% 1.0 - - No No No

People with common mental health 
conditions referred to the IAPT programme 

will be treated within 18 weeks of referral
95% 1.0 - - Yes Yes Yes

Is the Trust below the de minimus 12 Yes Yes Yes Yes Yes

Is the Trust below the YTD ceiling 1 No No No No No

17 ≤7.5% 1.0 No No No No No

18 97% 1.0 Yes Yes Yes Yes Yes

19 50% 1.0 Yes No Yes Yes Yes

20 N/A 1.0 Yes Yes Yes Yes Yes

Referral to treatment information 50%
Referral information 50%

Treatment activity information 50%

TOTAL 6.0 6.0 11.0 7.0 0.0 0.0 7.0
R R R R G G R

6

Admissions to inpatients services had access to Crisis Resolution/Home Treatment teams

All cancers: 31-day wait from diagnosis to first treatment

Cancer: two week wait from referral to date first seen, comprising:

O
ut

co
m

es

16

21

A
cc

es
s

9 Care Programme Approach (CPA) patients, comprising:

8

Meeting commitment to serve new psychosis cases by early intervention teams

All cancers: 62-day wait for first treatment from:

Improving access to psychological therapies (IAPT)

12

Minimising mental health delayed transfers of care

Mental health data completeness: identifiers

Mental health data completeness: outcomes for patients on CPA

15

Category A call – emergency response within 8 minutes, comprising:

Category A call – ambulance vehicle arrives within 19 minutes

1.0 Yes YesData completeness: community services, comprising:

1.0

Certification against compliance with requirements regarding access to health care for people with a learning disability

Clostridium difficile – meeting the C. difficile objective

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes Yes

Yes

Yes No

1.0 Yes

1.0 No Yes

1.0

YesNo

Yes

Yes

July 15

Yes

Yes

GOVERNANCE RISK RATINGS Insert YES (target met in month), NO (not met in month) or N/A (as appropriate)
See separate rule for A&E

Historic Data Current Data

Maximum time of 18 weeks from point of referral to treatment in aggregate – admitted

Maximum time of 18 weeks from point of referral to treatment in aggregate – non-admitted
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Glossary of Terms

Terms and abbreviations used in this performance report

Quality & Performance and General terms QCE Quality Clinical Excellence
Ambulance category A Immediately life threatening calls requiring ambulance attendance RCA Route Cause Analysis
BAF Board Assurance Framework RTT Referral to Treatment Time
CAHMS Child & Adolescent Mental Health Services SUS Secondary Uses Service
CDS Commissioning Data Sets TIA Transient Ischaemic Attack (also known as 'mini-stroke')
CDI Clostridium Difficile Infection (Policy - part 13 of Infection Control booklet) TDA Trust Development Authority
CQC Care Quality Commission VTE Venous Thrombo-Embolism 
CQUIN Commissioning for Quality & Innovation YTD Year To Date - the cumulative total for the financial year so far
DNA Did Not Attend
DIPC Director of Infection Prevention and Control
EMH Earl Mountbatten Hospice
FNOF Fractured Neck of Femur Workforce and Finance terms
GI Gastro-Intestinal CIP Cost Improvement Programme
GOVCOM Governance Compliance CoSRR Continuity of Service Risk Rating
HCAI Health Care Acquired Infection (used with regard to MRSA etc) CYE Current Year Effect
HoNOS Health of the Nation Outcome Scales EBITDA Earnings Before Interest, Taxes, Depreciation, Amortisation
HRG4 Healthcare Resource Grouping used in SUS ESR Electronic Staff Roster
HV Health Visitor FTE Full Time Equivalent
IP In Patient (An admitted patient, overnight or daycase) HR Human Resources (department)
JAC The specialist computerised prescription system used on the wards I&E Income and Expenditure
KLOE Key Line of Enquiry NCA Non Contact Activity
KPI Key Performance Indicator RRP Rolling Replacement Programme
LOS Length of stay PDC Public Dividend Capital
MRI Magnetic Resonance Imaging PPE Property, Plant & Equipment
MRSA Methicillin-resistant Staphylococcus Aureus  (bacterium) R&D Research & Development
NG Nasogastric (tube from nose into stomach usually for feeding) SIP Staff in Post
OP Out Patient (A patient attending for a scheduled appointment) SLA Service Level Agreement
OPARU Out Patient Appointments & Records Unit
PAAU Pre-Assessment Unit
PAS Patient Administration System - the main computer recording system used
PALS Patient Advice & Liaison Service now renamed but still dealing with complaints/concerns
PATEXP Patient Experience 
PATSAF Patient Safety
PEO Patient Experience Officer - updated name for PALS officer
PPIs Proton Pump Inhibitors (Pharmacy term)
PIDS Performance Information Decision Support (team)
Provisional Raw data not yet validated to remove permitted exclusions (such as patient choice to delay)



 

REPORT TO THE TRUST BOARD (Part 1 - Public)  
ON 2 SEPTEMBER 2015 

Title Hospital and Ambulance Directorate Update 
Sponsoring Executive Director Executive Medical Director, Shaun Stacey 
Author(s) Associate Director– Donna Collins 

Sabeena Allahdin - Interim Clinical Director Hospital and 
Ambulance Directorate  

Purpose For information  
Action required by the Board: Receive X Approve  
Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny 

Committee 
 

Audit and Corporate Risk 
Committee 

 Remuneration & Nominations 
Committee  

 

Charitable Funds Committee  Quality & Clinical 
Performance Committee 

 

Finance, Investment, Information & 
Workforce Committee 

   

Foundation Trust Programme 
Board 

   

Please add any other committees below as needed 
Board Seminar    
Other (please state)  
Staff, stakeholder, patient and public engagement: 
This monthly report is provided as a regular update to the Trust Board from the Hospital and 
Ambulance Directorate. 
Executive Summary: 
This monthly report is provided as a regular update to the Trust Board on: 
 
Service Delivery Updates 
• Continued impact of ‘black alerts’ – recovery plans agreed with the CCG and TDA 
• Mainland treatment offer – being promoted for patients on the waiting list for certain specialties 
• Women and Child Health collaborative working – there are a number of new initiatives being 

developed alongside Wessex Trusts 
• Directorate meeting – New format meeting launched with good representation from the Lead 

Clinicians 
Key Issues 
• Delivery of national targets – only the incomplete 18 week target to remain nationally. Pressures 

in surgical services 
Successes 
• Delivery of most cancer targets – despite extreme operational pressures. 
• MRI project running to schedule – and due to open at the end of September. 
• MAU reopened – receiving excellent feedback from patients and staff 
Challenges 
• Financial performance – and recovery of year to date position. 
• Managing demand – all aspects of the pathway are experiencing peaks in demand 

 
In the media spotlight 
• Be clear on cancer campaign 

 
 
 

Enc E 
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For following sections – please indicate as appropriate: 
Trust Goal (see key) All Trust Goals 
Critical Success Factors (see key) All Trust Critical Success Factors 
Principal Risks (please enter 
applicable references  

Four hour ED target 
Risk due to bed capacity problems (BAF 2.22 & 6.12) 
18 week target 

Assurance Level (shown on BAF) Red  Amber  Green  
Legal implications, regulatory and 
consultation requirements 

None 

 
Date:  24 August 2015                      Completed by Victoria Lauchlan Interim Project/Business 
Manager –Hospital and Ambulance Directorate 
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Hospital: 

Service Delivery Update: 

In June and July, the Hospital Directorate has made progress on treating those patients who have been 
waiting long periods following previous periods of ‘black alert’ and subsequent cancelled operations.  
However, these gains have been reversed in August as bed pressures continue and elective surgery has 
been cancelled. To mitigate this, the Trust is now working closely with the CCG and mainland providers to 
offer clinically appropriate patients treatment at mainland hospitals in order to avoid any further delay to 
these patients. The Communications Department is assisting with a public awareness campaign to try 
and improve uptake of the offer. The booking teams area also working hard to reschedule those patients 
who still wish to have treatment on the Island so that patients continue to be treated in turn.  

Detailed action plans are now in place for the Emergency Department, Ambulance Service, Cancer 
Services and all Referral to Treatment (RTT) specialties.  Progress against these are monitored weekly.  

BBC breakfast recently provided significant coverage regarding dental health in children and the increase 
in surgical intervention. This is something that is reflected in local activity. 

The Woman and Child Health service held a second collaborative meeting with Portsmouth Hospital Trust 
and University Hospitals Southampton, as part of the regional programme to address some of the 
shortfalls highlighted in the Morecambe Bay report.  Maternity services presented an update describing 
new ways of working, a review of outcomes, and challenges for the Island . There was recognition of our 
excellent outcomes, and the rotational midwifery programme was noted as particularly merit worthy – 85 
percent of midwives have now completed the rotation to community. The third meeting is scheduled for 
September and will see the collaborative share incidents and lessons learnt. The IW maternity notes are 
being reviewed by the collaborative as to whether they can be adopted across the area. The new Wessex 
shared antenatal care guidelines have now been incorporated into triage and are supporting the 
avoidance of unnecessary admission.  

The service is also reviewing one stop fertility service opportunities with Wessex with a view to a more 
local service and potential income generation.  

The Directorate held its first new format General Manager and Lead Clinician meeting and welcomed a 
number of new Lead Clinicians to the team. The format will support the Directorate through the 
restructure transition.   

 

Key Issues: 

The Directorate is dealing with three interlinked key issues: 18 week wait performance, bed capacity and 
financial performance.  

A national announcement was made in June that both the admitted and non admitted targets would be 
removed; further announcements and implementation guidance on this is still awaited. The incomplete 
target, which measures the Trust’s management of all our patients on our waiting list, i.e. at least 92% of 
patients should be waiting less than 18 weeks for their treatment, will remain.  

There are a number of specialties, including Urology and General Surgery, facing particular challenges 
relating to the level of ongoing demand.  In addition to this, all surgical specialties are experiencing 
waiting list issues caused by the cancellation of routine surgery. A small number of supporting diagnostics 
also have a reporting backlog which is resulting in some pathway delays.  
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Within Maternity Services, activity has continued to peak unpredictably but staff are working efficiently 
and effectively and are guided daily by an operational coordinator. This new post is proving successful in 
cost avoidance with no bank being used in midwifery services. Within the building, decorating in the lower 
ground floor Antenatal / Gynae area is underway which is improving the area as part of backlog 
maintenance . 

 

Successes: 

Following the recent approval of the Trust’s RTT Training Strategy, work has begun on developing the 
programme of modules which will begin to be rolled out in the Autumn. GP briefings on the key policy 
points will be cascaded in the summer, along with a patient leaflet around the responsibilities of both the 
Trust and patients when accessing treatment at the hospital.  

Despite the impact of ‘Black Alerts’ on elective activity, the Directorate has worked hard to protect 
services for cancer patients and as a consequence achieved all cancer targets in July except the 62 days 
urgent referral to treatment all cancers target (which was missed by less than half a percent) and is 
achieving them all month to date for August. 

The Magnetic Resonance Imaging (MRI) project is running to schedule. The new scanner is due to be up 
and running by the end of September. 

The national maternity study is under way and due to complete in August. The Department has had 
responses at 40% to date, which is an average response rate compared to other trusts.  Maternity 
received no formal complaints in July and good news responses remain high. 

The new MAU Department has reopened to great feedback from both patients and staff.  
 

Challenges: 

Errors in accurately capturing patient waiting time starts and stops  continue to be evident, therefore, 
moving away from retrospective corrective validation to auditing and tracking pathways is key for the 
Trust. National guidance and shared best practice from other Trusts has been reviewed and an agreed 
way forward is being developed, including pathway tracking, audits, mandatory validation, reporting 
including key performance indicators (KPIs) and benchmarking, as well as shared guidance and advice.  

A large piece of work is currently underway to validate all open pathways and also to validate a sample of 
closed pathways. This enables us to offer the Board assurance about the robustness of our waiting list 
management and also to identify any areas where the updated Access Policy is not being correctly 
applied.  

There has been a sudden and unexpected increase in head and neck cancer referrals on the two week 
wait pathway. The Department is monitoring this but there seems to be no single, identifiable driver for 
this. 

Within Urgent Care, the Emergency Department often experiences the most immediate impact of bed 
capacity issues and, consequently, patients have experienced some unacceptably long waits during the 
‘Black Alert’ in August. A comprehensive action plan exists to address this. 

Diagnostic Imaging is experiencing a peak in demand for their services and face some challenges in 
maintaining the delivery of the service level agreement (SLA) within available resource. They are also 
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experiencing ongoing difficulties in recruiting radiographers delaying the agreed Business case for 
change from on call to shift. 

In Maternity Services there are changes in the pace of workload and expectations around induction of 
labour and client preferences. The Service is also having to manage increased referrals through 
safeguarding and the rising attendance of midwives at local authority meetings, all of which takes staff 
away from client facing roles.  

In the media spotlight: 

The ‘be clear on cancer’ campaign is focusing on breast cancer in women over 70 and will run until mid-
September. 

Congratulations to Guy Eades, CAR Gardens, our volunteers and everyone who helps to maintain the 
Chemotherapy Garden.   We’ve won 1st Prize in the ‘Best Senior Citizen Complex, Nursing Home, Care 
Home’ of Wight in Bloom 2015 Competition.  Speaking of the garden the judges said:  “Superb use of 
planting – colourful form, excellent use of materials in terms of innovative design – glass/timber etc.. A 
truly wonderful garden.”   The prizes, presented by Alan Titchmarsh, are being used  in the 
Chemotherapy Unit (sample cosmetics from Liz Earle) and new plants for Trust’s gardens, courtesy of a 
£50 voucher from Jubilee Garden Centre.   This is a great achievement and the garden is a brilliant space 
for our patients to use. 

The Children’s Ward It’s A Knockout competition was a roaring success.  There was a full page of 
coverage in the County Press.  The sun was shining, people were bouncing, slipping and sliding (on the 
inflatables) and fun was had by all!   Well done to everyone involved in the organisation including the 
external agencies that made it possible - Sandown Rugby Club, Southern Water and Island Roads.   
There’s already talk of a repeat event in 2016 and those interested in putting in a team or helping can 
email the appeal at bringmesunshineappeal@outlook.com. 

 

Ambulance: 

Service Delivery updates 

The Ambulance Service on the Island has historically performed above national average but is now 
experiencing difficulties in delivering the required key performance indicators (KPIs). As a full team, 
including our medical lead, we are examining the data and looking into the reasons why we have moved 
from a relatively comfortable position of achievement to one of severe challenge in the last two months. 
Despite being fully staffed the pressures are emerging. The emerging issues are then being followed up 
by a whole system approach with commissioners and an action plan has been shared with them and the 
Trust Development Authority (TDA). 

Key Issues 

The key issue has been whether the model of delivery is correct for the current demands on the service. 
We are currently urgently reviewing call data and job cycle times. We have noticed the requirement on 
our staff to work beyond their standard finish times is increasing and we need to address this as this 
correlates with the increase in staff sickness we have witnessed in recent weeks, as well as generating 
excess costs. The recent restructure within the Directorates has been a major discussion point amongst 
staff and many have made a contribution during the consultation period. 
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Successes 

The successes within the Service continues to be that, despite the performance issues, the Island is 
among the best performing services in the UK against its Key Performance Indicators for both 111 and 
999 delivery. 

The Hub also continues to be of great media and stakeholders interest (see Chief Executive’s Report). 

Challenges 

The challenges this year continue to be centred on the financial efficiencies needed to deliver the cost 
improvements required whilst maintaining a quality of service. A further challenge is the continued 
pressure from the whole system of ensuring the patient flow is maintained to enable the service to deliver 
the Key Performance Indicators  

 
In the Media spotlight 

The service has recently been in the media regarding delayed response times to critical incidents, 
however upon full investigation the incident was misreported.   

It was also great to hear that Geoff Butt, one of our Community First 
Responders in Cowes, who works for GKN, was recognised in the Wightfibre 
Isle of Wight Radio Local Hero Awards as the Emergency Services Person of 
the Year.  This recognises the important role Island volunteers play in the 
delivery of healthcare across the Island. 
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REPORT TO THE TRUST BOARD (Part 1 - Public)  
ON 2 SEPTEMBER 2015 

Title Community & Mental Health Directorate Update 
Sponsoring Executive Director Executive Medical Director, Dr Mark Pugh 
Author(s) Acting Associate Director– Nikki Turner 
Purpose For information  
Action required by the Board: Receive X Approve  
Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny 

Committee 
 

Audit and Corporate Risk 
Committee 

 Remuneration & 
Nominations Committee  

 

Charitable Funds Committee  Quality & Clinical 
Performance Committee 

 

Finance, Investment & 
Workforce Committee 

   

Foundation Trust Programme 
Board 

   

Please add any other committees below as needed 
Board Seminar    
Other (please state)  
Staff, stakeholder, patient and public engagement: 
This monthly report is provided as a regular update to the Trust Board from the Community & 
Mental Health Directorate. 
Executive Summary: 
This monthly report is provided as a regular update to the Trust Board on: 
 
Service Delivery Updates  

· CPA (Care Programme Approach) Training 
· HoNOS (Health of the Nation Outcome Scales) PbR1 Training 
· IRIS 2a member of the Federation of Drug and Alcohol Professionals 
· IAPT3 achievement of targets 
· Community Dementia Support Team/Admiral Nurses update 
· Therapy capacity and demand on Acute Wards challenging 
· Stroke and Rehab Merge currently being progressed 
· Stroke Services Medical Cover being addressed with robust Action  Plan 
· Working under pressure – exceptional work to facilitate discharge and prevent 

admissions from community teams and inpatient therapists. 
· Finance – maintaining an underspend position 
· SIRI’s, complaints and concerns being dealt with within appropriate timeframes 

 
Key Issues/Challenges/Risk 

· Medical Staffing – New future models of clinical service delivery being explored to 
overcome recruitment challenges with Psychiatry and Stroke. 

                                                           
1 Payment by Results 
2 Island Recovery Integrated Service 
3 Improving Access to Psychological Therapies 

Enc F 
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· Afton Ward – Not accredited to the Royal College of Psychiatrists Accreditation for 
Inpatient Mental Health Services (AIMS). 

· MH PbR (Payment by Results) – formal Project Plan being completed. 
 
Successes 

· Recruitment of two substantive Consultant Physicians 
· The Memory Service Age Simulation Suit 
· Mental Health Act Section 136’s at lowest since 2009 
· IAPT CCG letter 

 
In the media spotlight 

· The Memory Service Age Simulation Suit 
 

For following sections – please indicate as appropriate: 
Trust Goal (see key) All Trust Goals 
Critical Success Factors (see 
key) 

All Trust Critical Success Factors 

Principal Risks (please enter 
applicable BAF references – eg 
1.1; 1.6) 

Ref 550 & 554- CSF9 - OT – Corporate Risk Register 
Ref 654 - CSF2 - Stroke Consultant – Corporate Risk 
Register 
Ref 626 – CSF2 – Consultant Psychiatrist – Corporate 
Risk Register 

Assurance Level (shown on 
BAF) 

Red  Amber  Green  

Legal implications, regulatory 
and consultation requirements 

None 

 
Date:  21 August 2015                  Completed by:  Nikki Turner, Associate Director  
                                                                                  Community & Mental Health Directorate 
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Community and Mental Health Services 
 
Service Delivery Updates 
 
Training programmes 
 
CPA (Care Programme Approach) training - The Care Programme Approach (CPA) is the mechanism 
whereby services are assessed, planned, coordinated and reviewed for mental health patients.  The 
service is nearing the end of 6 month programme of training for all qualified staff.   This comprehensive 
3-day training package has been developed and delivered by the Association of Psychological 
Therapists and includes  application of CPA,  the role and responsibilities of the care co-ordinator, 
personalisation of care, care planning and management of risk.     
 
HoNOS Payment by Results (PbR) Training – HoNOS (Health of the Nation Outcome Scales) PbR is the 
mechanism used by clinicians to allocate patients to care clusters.  Care clusters will be the currency 
used for agreeing local prices with the CCG as we move away from a block contract and towards 
Payment by Results.   A number of staff attended “Train the Trainer” on the mainland and have now 
developed a training package which will be rolled-out to all staff commencing on 1st September.  This will 
support staff to allocate patients to the correct cluster, review in line with PbR requirements, and record 
appropriately.  Accurate clustering enables the identification of the intensity of treatment needed and 
therefore the level of payment.   
 
Island Recovery Integrated Service (IRIS) 
 
The organisation is becoming a member of the Federation of Drug and Alcohol Professionals which will 
provide staff with access to members only  training and competence-based qualifications i.e. Certification 
for Drug and Alcohol practitioners, based around the Drug & Alcohol National Occupational Standards 
(DANOS).  
 
Improving Access to Psychological Therapies (IAPT) Targets 
 
The service has received a letter from the CCG congratulating the team on achievement of targets.  The 
letter is contained in the Successes section of this report. 
 
Community Dementia Support Team/ Admiral Nurses 
 
The CCG has asked us to reconfigure the Dementia Intensive Treatment Service (DITS) which is 
currently attached to the Shackleton Inpatient Ward.   The Clinical Executive Seminar agreed to proceed 
with looking at locality options based on the Admiral Nurse model and steps are now in place to develop 
a Community Dementia Support Team/Admiral Nurses to be in place by January 2016 within the 
Memory Service and also have a locality base. 
 
Admiral Nurses strengthen existing primary and secondary care service for people with dementia and 
their families, and practice under the guidance and protocol of a competency framework linked to 
Dementia UK.  Admiral Nurses work with carers/supporters of dementia and people with dementia 
themselves. 
 
The Admiral Nurses team will operate from Monday to Friday from 09:00 hours to 17:00 hours linking to 
the 3 integrated locality teams and out of hours would be managed by the 111 service. 
 
Therapy capacity and demand on the acute wards at St Mary’s Hospital 

Occupational Therapy and Physiotherapy enable improved patient flow as demonstrated through pilots 
run during winter pressures and Easter. With additional resourcing, the teams were able to reduce length 
of stay, improve bed occupancy rates, and facilitate additional discharges.  

The demand on Occupational Therapy and Physiotherapy teams has not abated and has consistently 
breached capacity.  Current Occupational Therapy establishment is significantly out of kilter with demand 
that has risen by 35% over the last two years.  This risk is on the Corporate Risk Register. 
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Two business cases for increased Occupational Therapy and Physiotherapy have been discussed at the 
Community and Mental Health Directorate Board and TEC. The Executive Team have agreed to support 
the directorate when discussing these business cases with the CCG.   
 
Stroke and Rehab Merge 
 
The Community and Mental Health Directorate has been looking at a proposal to merge the Stroke Unit 
and the General Rehabilitation Unit.  To date there have been 2 ‘hot labs’ with key stakeholders to 
review the feasibility of merging the 2 units into a single combined unit.  From these ‘hot labs’ it was 
identified that the pathways of care for stroke and rehabilitation patients are very much aligned, thus a 
proposal to create a 36 bedded unit and enhance the community rehab team materialised. 
 
It is envisaged that enhancing the community rehab team will allow for better patient centred care and 
promote patient choice.  We also recognise the value of interdisciplinary working and as such want to 
ensure that there is safe staffing in all aspects of the provision of services. 
 
Stroke Services Medical Cover 
 
In the last Trust Board Report in June 2015 we highlighted the national shortage of Stroke Specialist 
Physicians and our difficulties with recruitment. 
 
The Directorate has been successful in appointing a substantive Consultant Physician in Stroke who will 
commence at the beginning of September 2015.  A further substantive Consultant Physician in 
Rehabilitation is due to commence at the beginning of November 2015. 
 
The Directorate has a robust Stroke Action Plan in place and is exploring different innovative models of 
service delivery to provide medical cover for Stroke services. 
 
Working under pressure 
 
Community teams and inpatient therapists have been under significant pressures under black alert and 
major incident but have done exceptional work to facilitate discharge and prevent admissions. 
 
Finance 
 
The Directorate continues to maintain an underspend position. 
 
Complaints and Concerns 
 
There are no identifiable themes or trends within the Directorate.  Numbers of formal complaints remain 
static whilst there are has been a slight increase in concerns.  The Directorate achieved 100% in 
responding to complainants within the 20 day target during Quarter 1 (April to June 2015).
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Serious Incidents Requiring Investigation (SIRI’s) 
 
The Directorate continues to work hard to manage its SIRI’s in line with new guidance from NHS 
England.  Weekly meetings take place within Mental Health and District Nursing where the majority of 
SIRI reportable incidents occur.  Recommendations and lessons learnt are shared with teams and 
processes are adapted to prevent reoccurrence. 
 
Key Issues and challenges 
 

· Psychiatry and Stroke Medical Staffing 
The Directorate is exploring future alternative service models to resolve medical staffing 
recruitment.  The Directorate’s current medical staffing recruitment challenges within Psychiatry 
and Stroke have been added to the Corporate Risk Register.  This remains a key focus for the 
Directorate as it works to attract suitable applicants in a timely manner to its vacancies which 
have become available due to retirement and voluntary resignation. 

· Afton Ward – Failed to meet the Royal College of Psychiatrists Accreditation for Inpatient Mental 
Health Services (AIMS).  AIMS is a standards-based accreditation programme designed to 
improve the quality of care in inpatient mental health wards.  Afton Ward failed due to patients on 
the ward having no access to Psychological Therapies.  This issue will be addressed by the 
project already underway to transform Psychological Therapy provision across all mental health 
services.  
 

· MH PbR – reference costs submission proved challenging.  Formal Project Plan now being 
developed. 
  

Successes 
 

· Recruitment of two substantive Consultant Physicians. 
 

· The Memory Service will be featured in South Today (See Media Spotlight Section). 
 

· Mental Health Act Section136’s at lowest since 2009.  The Serenity Project has had a positive 
impact as it now operates its service six days per week. 
   

· Improving Access to Psychological Therapies (IAPT) Targets 
 
Dear Shelley & team 

  
Wessex has called to congratulate the Isle of Wight on the Activity and Recovery rates achieved 
by the IAPT service in Quarter 4 confirming that we are the only CCG in Wessex to achieve the 
activity and recovery rate targets.  

 
Wessex also shared that for waiting times we are looking very promising so far as in March the 
preliminary HSCIC data is showing: 
·         82.93% within 6 weeks (target 75%) 
·         100% within 18 weeks 

  
Wessex wanted to pass on its congratulations and will be contacting the Isle of Wight shortly to 
ask about the factors of success to use the Isle of Wight as an Exemplar area. 

  
Well done Shelley to you and your team!  Also well done to Eoin, Mark and Helen for the work 
they have done around data and performance monitoring to ensure the team’s hard work is 
reflected correctly. 

  
 

Kind regards 
Sue Lightfoot 
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In the media Spotlight 
 
The Memory Service Age Simulation Suit 
                                                            
The BBC recently visited the Memory Service to prepare a future 
broadcast for South Today on its age simulation suit, funded by the 
Friends of St Mary’s and in use since March 2015.  The suit is a specially 
designed bodysuit which enables users to experience what it might be like 
to be elderly.  Bev Malone, Memory Service Liaison Nurse, uses the suit to 
raise awareness across all levels of clinical and non clinical staff in 
hospital and community settings. 
  
Bev explains, “We want all staff to have the opportunity to gain an 
understanding and to empathise with those of the older population who, as 
they get older may experience reduced flexibility, rigidity of movement and 
the potential impact this may have on daily living, for example, when your 
neck doesn’t move or you’re in a bit of a stoop, simple, everyday 

movements feel almost impossible to you.  
The suit is an excellent way to take training 
onto the hospital wards without pulling staff away from the workplace and it 
really gets staff thinking about how people 
with restricted mobility feel when they’re lying 
in bed, as a patient, and how slow and 
unbalanced their movements can be.  It is 
really interesting to watch staff experiencing 
the suit and their reaction. Everyone takes 
something away with them, all have 
experienced a sense of increased 
vulnerability and disempowerment, whether 
it’s an understanding of the difficulty of a task 
as simple as putting a spoon to their mouth 
or brushing their hair, and on finding their 
elbows have restricted movement, they 
quickly gave up due to the effort that was 
involved.  Staff may believe that a patient has 
left their meal as they are not hungry when in 

fact it might be that they are fatigued by the effort involved or anxious that 
that they may drop their food or drink. It was really good for staff to 
experience that within the ward environment.” 

 

Nikki Turner, Associate Director, Community and Mental Health Directorate 
 
Mark Pugh, Executive Medical Director 
 
21 August 2015 

Figure 1 Bryony Leyland (reporter) 
tries the Age Simulation Suit   

Figure 2 Bev Malone being 
interviewed by Bryony Leyland 

Figure 3 The Age Simulation Suit 



 
REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2nd September 2015 

Title Update to the Board:  Infection Prevention and Control (IPC) Audits 
August 2015 

Sponsoring 
Executive Director 

Executive Director of Nursing 

Author(s) Infection Prevention and Control Team 
Purpose Provide Board with assurance on the actions taken in response to poor 

Clinical Audits in 2014/15 
Action required by 
the Board: 

Receive  Approve X 

Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny 

Committee 
 

Audit and Corporate Risk 
Committee 

 Remuneration & 
Nominations Committee  

 

Charitable Funds Committee  Quality & Clinical 
Performance Committee 

 

Finance, Investment, 
Information & Workforce 
Committee 

 Foundation Trust 
Programme Board 

 

Please add any other committees below as needed 
Director of Nursing Meeting 
(DNT) 

   

Combined Professionals 
Advisory Group (CPAG) 

   

Other (please state)  
Staff, stakeholder, patient and public engagement: 
 
Executive Summary: 
This update is recommended to the Board to provide them with assurance following the Annual 
Report received by the Board in July 2015.  
 
The Infection Prevention & Control Team (IPCT) will be focusing on closer scrutiny of the 
inpatient areas during this financial year, given previous issues detected on last year’s audits 
and the higher risk to patients in these areas.  
 
Several wards have undergone both initial and review audits by the IPC nurses since April 2015 
and the majority of non-compliances had improved on the review audit. Commode cleanliness 
was initially disappointing in many areas. As a result, all wards are now required to undertake a 
daily check of commodes.  Subsequently, multiple spot checks by the IPCT and Executive 
Director of Nursing (Director of Infection Prevention & Control) have found almost every 
commode checked to be clean.  Further improvements are still needed for other equipment 
cleanliness.   
 
For ward self IPC audits, there are still significant gaps in returns but use of the dashboard over 
the last quarter appears to be improving compliance with audit returns.    
 
 
 

Enc G    
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For following sections – please indicate as appropriate: 
Trust Goal (see key) This strategy lists and covers all Trust Goals.  
Critical Success Factors (see 
key) 

CSF 4, CSF 8,9 & 10. 

Principal Risks (please enter 
applicable BAF references – eg 
1.1; 1.6) 

BAF Ability to deliver care.  

Assurance Level (shown on 
BAF) 

Red  Amber  Green  

 
Date:  25th August 2015  Completed by:   A W Sheward, Executive Director of Nursing 
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Update to the Isle of Wight NHS Trust Board 
Infection Prevention and Control (IPC) Audits  

August 2015 
 

 
1. IPCT assurance audits (undertaken by IPC nurses) 

 
1.1. The Infection Prevention & Control Team (IPCT) will be focusing on 

closer scrutiny of the inpatient areas during this financial year, given 
previous issues detected on audit results from 2014/15 and the higher 
risk to patients in some areas (Colwell, Stroke Neuro, MAAU, 
Whippingham, Luccombe, St Helens, CCU, Mottistone and 
Rehabilitation). A particular emphasis will be placed on those wards 
where we have seen a higher prevalence of C. difficile infection. 
 

1.2. The following wards have undergone both initial and review audits by 
the IPC nurses since April 2015:  MAAU, Labour ward, CCU, Rehab 
ward and St Helens.  The majority of non-compliances (i.e. scoring 
less than 90%) had improved on the review audit.  However, non-
compliances on the “Estates and facilities” categories continue to be 
an issue that cannot be easily improved, e.g. the need for 
refurbishment of certain premises, and therefore this category remains 
non-compliant in several areas.  

 
1.3. Equipment cleanliness is an area for which further improvements are 

needed; this is mostly equipment which the ward nursing staff have 
responsibility for cleaning; staff shortages are likely to be exacerbating 
this problem.  A ward sister has been tasked with reviewing equipment 
cleanliness checklists in the Trust to standardise practice across the 
organisation. The Executive Director of Nursing has requested interim 
senior Nursing support to cover the Hospital & Ambulance Directorate.  

 
1.4. Improvements in environmental tidiness are limited in some areas by 

the lack of sufficient storage spaces. 
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1.5. Results for initial and review audits (environmental and policy audit) by 
the IPC nurses in Q1 & 2 of 2015:  MAAU, Labour ward, CCU, Rehab 
ward and St Helens. There is a clear improvement in recent audits.  
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1.6 Initial IPCT (environmental and policy) audits have also been carried out in 
the following inpatient areas which are pending further review. All due 
action plans have been received as of 18th August 2015. 

 
 

Audit Areas 
Date 
audited 

Alverstone 31/07/2015 
Colwell 08/07/2015 
Luccombe 07/05/2015 
Mottistone 23/06/2015 
NICU 17/08/2015 
StrokeNeuro 19/05/2015 
Whippingham 18/06/2015 
Afton 13/07/2015 
Osborne ward 15/07/2015 
Seagrove 22/07/2015 
Shackleton 13/05/2015 

 
 
1.7 Commode cleanliness on these initial audits was disappointing in many 

areas; subsequently all wards are required to undertake a daily check of 
commodes.  The IPCT, SEE team and DIPC have carried out multiple spot 
checks (over several weeks) in most of these areas and have found 
almost every commode checked to be clean.  Many of the commodes 
have frames that have delaminated areas, making effective cleaning 
difficult; a business case for replacement commodes is in progress by the 
project business manager.   

 
 
1.8 The category “clinical item” (safety) includes the following aspects:   

• There are no out of date clinical supplies  
• Sterile/clinical items are appropriately stored (off the floor, away from 

contamination sources)  
• Toiletries, creams, lotions are stored away from communal patient 

areas  
• There is clear segregation of clinical and non-clinical items 
• Single use items are disposed of immediately after use (incl single use 

scissors) – this is the most common area of non-compliance, 
particularly scissors 
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1.9 The following show the results for these IPCT audits (environmental and 
policy) on the dates in the table in 1.6 above.  Please note, where there 
is no bar on a graph, this element has not yet been undertaken (no 
elements have scored 0% compliance).  This is because there were no 
relevant actions taking place at the time of the audit or, for some 
categories, where further work is needed on the audit tool to feed into 
the results.   
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2. Ward Self IPC Audits 
 
2.1 The ward self IPC Audits mainly focus on compliance with IPC policies 

and practices.   
 
2.2 Ward self-audit scores can now be visualised on the PIDS dashboard: 

http://intranet/Uploads/PerfInfo/Forms/IPCaudit/IPCaudits.asp 
 
2.3 Clinical areas are expected to enter their own data for each month onto 

the dashboard by the 28th of each month.  There are still some 
improvements required for the dashboard, e.g. not all of the “not 
applicable” entries are in place but it now gives a useful visual overview of 
audit returns.  Where compliance is less than 90%, actions that have 
been undertaken to address this are expected to be entered onto the 
dashboard tool (these can be visualised by clicking “edit” at the end of the 
row).  

 
2.4 There are still significant gaps in returns, but use of the dashboard over 

the last quarter appears to be improving compliance with audit returns.  
Challenges remain in getting consistent completion of actions for non-
compliances as well as ensuring optimal validity of results through peer 
auditing.  It is envisaged the interim senior nursing support to the HAD 
directorate will support this whilst organisational change process 
concludes. (see dashboard as of 20/8/15 on page 13) 

 
2.5 The dash board recognises those who submit self audits. There are a 

number of areas who are not submitting self audits. This is being 
addressed through the Directorate management route.  

 
3. ACTIONS UNDERWAY 
 

1. The Infection prevention team have been working closely with the 
Trust Performance Information Decision Support Team (PIDS) to 
develop dashboards that reflect real time audit of IPC compliance.  

2. Wards who have scored <90% on the Clinical or Environmental 
audit are being re-audited within 1 Month for the non-compliant 
sections.  

3. Focused assurance measures are being applied to wards and 
departments where there is evidence of increased rates of infection.  

4. The Hospital and Ambulance Directorate will be supported with 
additional senior nurse leadership who will be responsible for 
providing assurance on cleanliness and audit completion.  

 
4. RECOMMENDATION 
 
 

The Board is recommended to receive this update report.  
  

IPC Audits Report                                                                                                                                                         12 
 

http://intranet/Uploads/PerfInfo/Forms/IPCaudit/IPCaudits.asp


Dashboard as at 20/8/15 

IPC Audits Report                                                                                                                                                         13 
 



 

REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 03rd September 2015 

Title Pressure Ulcer (PU) Update 2012 - 2015 

Sponsoring 
Executive Director 

Executive Director of Nursing 

Author(s) Glenn Smith, Clinical Nurse Specialist Nutrition and Tissue 
Viability 

Purpose To update the Board on the developments to prevent patients 
coming to harm due to Hospital and Community Acquired 
Pressure Ulcers.   

Action required by 
the Board: 

Receive X Approve  

Please add any other committees below as needed 

Director of Nursing 
Meeting (DNT) 

July 2015   

Staff, stakeholder, patient and public engagement: 

Staff are key to the reduction in pressure ulcer related harm. They are members of 
the Pressure Ulcers Listening into Action (LiA) Learning Collaboratives. Although we 
have not involved patients directly there is a plan to do this through the South Wight 
Locality Collaborative.  

Executive Summary: 
This report outlines key trends in this area and actions being undertaken by the Trust 
to mitigate the risk of pressure ulcer development for patients under their care. 
Overall there has been an increase in the Number of Pressure ulcers across the 
Trust. However, there has been a reduction in the number of patients coming to 
harm due to the most serious pressures (Grade 3 &4) in both Hospital and 
Community settings. 
The LIA learning collaborative demonstrate that since the implementation of the LIA 
collaborative there has been a sharp reduction further in the number of patients 
coming to harm overall especially in the community setting.  

For following sections – please indicate as appropriate: 

Trust Goal (see key) Excellent Patient Care  

Critical Success Factors (see 
key) 

CSF 1 - Improve the experience and satisfaction of 
our patients, their carers, our partners and staff 
CSF2 -  Improve clinical effectiveness, safety and 
outcomes for our patients 

Enc H  
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Principal Risks (please enter 
applicable BAF references – 
eg 1.1; 1.6) 

2.8 (2.13) There are many repeated incidents by 
type/area and individual (Q34) 

Assurance Level (shown on 
BAF) 

Red  Amber  Green  

Legal implications, 
regulatory and consultation 
requirements 

 

 
Date: 25 August 2015   Completed by:   A W Sheward, Executive Director of  
                                                                   Nursing 
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1. INTRODUCTION 
1.1. Pressure ulcer development and deterioration continues to be an area of 

concern with regard to patient safety. Pressure ulcer avoidance is often seen 
as a barometer of high quality, safe, and effective patient care. The current 
review provides oversight of the key issues that Isle of Wight NHS Trust 
faces in our commitment to eradicate avoidable pressure ulcers for patients 
under our care. The report also highlights the journey that the Trust has taken 
in the last three years in understanding and addressing this issue. 

 

2. BACKGROUND 
2.1. Pressure ulcers are areas of skin breakdown usually related to pressure, or 

pressure in combination with shearing and friction. They are predominantly 
associated with vulnerable patients of all ages who are immobile or have 
restricted mobility and cannot reposition. They can also be associated with 
the application of medical devices to patients skin, e.g. splints, plaster casts, 
bandaging. Overall frailty of patients makes the risk of skin breakdown much 
higher. 

 

2.2. Pressure ulcers are graded using the European Pressure Ulcer Advisory 
Panel (EPUAP) grading system, grades go from 1 to 4. Grading ranges from 
a grade 1 which is unbroken reddened skin, to grade 4 which extends down 
to bone, tendon or organs. The Trust has also adopted the use of the term 
ungradeable to describe skin damage where the depth of tissue destruction is 
not known, e.g. the wound is covered with dead tissue or slough, or the skin 
is unbroken but discoloured suggesting deep tissue injury. 

 
2.3. Moisture lesions are often mistaken for pressure ulcers but have a different 

aetiology. Moisture lesions occur where skin breaks down in contact with 
urine and faeces. They are shallow and not related directly to the application 
of pressure to a patient’s skin, although they do predispose patients to further 
vulnerability by their presence. 

 
2.4. Experts in the field of pressure ulcer care believe that the risk of pressure 

ulcers developing can be predicted in a large proportion of cases, and that 
their development should be avoidable. The risks in this regard are much 
more manageable in hospital settings than in the community, which is why by 
far the largest burden of pressure ulcers is exterior to the hospital setting. 

 
2.5. The Isle of Wight has a higher than average demographic for people over the 

age of 65 in relation to the rest of the UK. Age is positively associated with 
the risk of developing pressure ulcers. Previous wound surveys conducted by 
the Nutrition and Tissue Viability Service have identified that wound care 

ISLE OF WIGHT NHS TRUST 
NUTRITION AND TISSUE VIABILITY SERVICE 

PRESSURE ULCER UPDATE 2012-2015 
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constitutes 63% of district nursing care, and that the wound population overall 
on the Isle of Wight is approximately 3 times that of comparative studies in 
other populations in the UK. Research in publication identifies that patients 
admitted to the Isle of Wight hospital setting with a pressure ulcer will be in 
hospital on average 2 days longer than average length of stay, and a further 
2 days longer if they go on to develop pressure ulcers in a hospital setting. 
This research concluded that there is a strong statistical association between 
length of stay and being admitted with or developing a pressure ulcer in 
hospital. 

 
3. ASSESSMENT OF CURRENT POSITION 
 

3.1. Pressure ulcers are reportable incidents in relation to patient safety. Pressure 
ulcers and, since July 2014, moisture lesions, are reportable incidents 
whether patients developed these lesions in IW NHS Trust care or patients 
were admitted to IW NHS Trust care with these wounds. 

 

 

4. Figure 1: Total pressure ulcer and moisture lesion reporting for 2012-2015 
 

4.1. In 2014 to 2015, the Nutrition and Tissue Viability Service conducted the 
Pressure Ulcer Campaign, with additional time limited resource funded 
against the CQUIN from the Commissioners. This raised the profile of 
pressure ulcers (PU’s) and moisture lesions (ML) across all settings on the 
Isle of Wight, and increased the rate of reporting pressure ulcers and 
moisture lesions approximately three fold. Figure 1 depicts the trend for total 
reporting of pressure ulcers and moisture lesions. This is an overall figure for 
all reports, not simply those attributable to IW NHS Trust care. 
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Figure 2: Total reported pressure ulcers or moisture lesions not acquired under NHS care 2012-
2015 

5.1. Figure 2 depicts the total reported pressure ulcers or moisture lesions which 
were admitted to NHS care in any setting during 2012-2015. There is a clear 
rise which coincides with the implementation of the Pressure ulcer campaign, 
which has continued to sustain itself during this current year. This indicates 
the number of patients who the Trust are identifying have pressure ulcers 
prior to accessing IW NHS Trust healthcare services.  

 

5.2. Moisture lesions are reported for monitoring purposes as they constitute skin 
damage which should be monitored. There has however been no decision 
thus far to set targets for the reduction of this type of skin damage in clinical 
teams as the reporting is really only beginning to understand the extent of 
this issue. The following sections centre on progress in achieving the Trust’s 
aspiration in reduction avoidable pressure ulcers. 

 
6. Hospital setting 
 

6.1. The hospital has had an aspiration of no grade 4 pressure ulcers in the 
hospital setting since the inception of the Quality Account 5 years ago. In 
addition it has had a target of 50% reduction of grades 1, 2, and 3 pressure 
ulcers since 2013. Overall reporting (figure 3) of pressure ulcers in hospital 
setting, shows a significant dip during April 2013 to April 2014 which 
coincided with the introduction and roll out of the Pressure Ulcer Prevention 
Competency for Registered Nurses. There was then a gradual rise again 
during 2014-2015 which coincided with the implementation of the awareness 
campaign around Pressure ulcers, which may have contributed to increased 
reporting. 
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Figure 3: Overall reported pressure ulcers in hospital setting, of all grades. 

6.2. Pressure ulcers of grade 3 and 4 constitute the most serious group of 
pressure ulcers, usually indicating deep tissue injury down to muscle or bone. 
Patients who develop these in hospital are usually the more acutely 
dependent and unwell patients in the hospital setting, with significant co-
morbidities and mobility problems. Pressure ulcers of grade 3 and 4 are 
required to be investigated and declared as SIRIs if they are found to have 
developed through suboptimal care. Figure 4 depicts the numbers of grades 
3 and 4 pressure ulcers in the hospital setting over the last 3 years. It 
indicates that there has been an overall decline in grade 3 and 4 pressure 
ulcers, despite the overall rise in reporting of pressure ulcers in the hospital 
setting, suggesting that the likelihood of patients progressing to the more 
serious types of pressure ulcer in the hospital is decreasing significantly. 

 

 

Figure 4: Grade 3 and 4 pressure ulcers reported in hospital setting 2012 to current. 

6.3. One of the changes that has recently been made which helps with the 
reporting and identification of grade 3 and 4 pressure ulcers is the adoption of 
the term Ungradeable. This term refers to intact skin or eschar which appears 
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to be a deep tissue injury, but for which the depth is not clear. Prior to July 
2014 when the term Ungradeable was adopted, ulcers which would now be 
recorded as Ungradable were treated as grade 4 pressure ulcers. This 
created an unnecessary quantity of work in some cases as the subsequent 
wounds healed with no definitive serious tissue breakdown, bringing into 
doubt whether they were truly deep pressure ulcers in the first place. 
Adopting the term Ungradeable to describe these ulcers has allowed clinical 
teams to ‘stop the clock’ in terms of having to determine the depth of skin 
damage, and has allowed patients to remain under review until the actual 
extent of skin damage is actually known. This has reduced the number of 
incorrectly attributed skin lesions as serious pressure ulcers. 

 

6.4. There is however little change in numbers of grade 1 and 2 pressure ulcers in 
the hospital setting over the last three years (see figure 5). Utilising a 
Collaborative Learning Approach we have introduced several streams of 
work focused around preventing and where indicated reducing the number of 
pressure ulcers in both the Community and Hospital settings. One such 
workstream involves a weekly review of all grades of reported pressure injury 
within the preceding week with assurance being sought through clinical leads 
that nursing teams have appropriately implemented care interventions to 
reduce the risks of grade 1 and 2 pressure injuries from deteriorating to grade 
3 and 4 pressure ulcers’. It is envisaged that sustained focus on these earlier 
stages of skin breakdown should avoid further deterioration. 

 
 

 

Figure 5: Total number of pressure ulcers of grades 1 and 2 developed in hospital setting 2012 to 
current. 
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7. Community 
7.1. The Trust’s District Nursing service provides nursing care to patients in their 

own homes and in residential homes. District Nursing conventionally 
experiences much higher rates of pressure ulcer development as a result of 
the much greater complexity of implementing preventative regimes in 
patients’ own homes or in residential care settings. District Nursing’s role is 
further complicated by having to interface with multiple non NHS providers to 
implement comprehensive packages of care in community care settings. The 
Isle of Wight currently has 20 registered home care agencies, 13 nursing 
homes, and 78 residential homes according to the CQC website (accessed 
August 2015). 

 

7.2. Whilst the hospital setting has long been used to the use of incident reporting 
to capture their incidence of pressure ulcers, the implementation of 
community pressure ulcer incident reporting has really only been in the last 
four years. This has developed and embedded itself in the community 
directorate’s quality monitoring processes. 

 
7.3. Figure 6 depicts the number of community acquired pressure ulcers per 1000 

contacts. This contextualises the pressure ulcer figures in terms of the overall 
demand for the District Nursing service. There was only a modest decline in 
pressure ulcer development with the implementation of the Pressure Ulcer 
Competency for Registered Nurses. This does however highlight the 
complexity of implementing an overall improvement methodology in a 
multiple provider environment. 

 
 

 

Figure 6: Pressure ulcers reported under District Nursing care per 1000 contacts 2012 to current. 
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7.4. However, it is significant that, despite the overall increase in pressure ulcer 
reporting that figure 6 depicts, it would appear that the overall reporting of the 
most serious types of pressure ulcer (grades 3 and 4) show a slight decline 
over the same period (see figure 7). 

 

 

Figure 7: Grade 3 and 4 pressure ulcers reported under District Nursing per 1000 contacts 2012 to 
current. 

 

7.5. Although the decline of Grade 3 and 4 pressure ulcers is slight over the last 3 
years, this is against the backdrop of an overall increase in the reporting of all 
grades of pressure ulcer in the community setting. It would appear therefore 
that District Nursing are much more sensitive to the earlier stages of skin 
breakdown and more proactive in reporting and managing pressure ulcers of 
lower severity in the community setting, which is borne out by the figures for 
grade 1 and 2 pressure ulcers per 1000 contacts in the community setting 
(Figure 8). 
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Figure 8: Grade 1 and 2 pressure ulcers per 1000 contacts reported under District Nursing care 
2012-current. 

8. Current initiatives 
8.1. Directorates now have full oversight of pressure ulcer incident monitoring. 

The Nutrition and Tissue Viability Service provide quality monitoring reports 
on a monthly basis, and advice as required to clinical teams. 

 

8.2. The Pressure ulcer Prevention Group was established in May 2015 as an 
operational group for ward sisters and team leaders to attend and review 
overall progress with pressure ulcer reduction plans across the Trust. This 
reports to the SEE Committee on a monthly basis. 

 
8.3. The District Nursing teams as part of their weekly governance meetings have 

a section in which they cluster review serious pressure ulcers, identify key 
themes, and monitor actions to their completion with the support of the 
corporate Quality Assurance Lead. 

 
8.4. The Pressure Ulcer Collaboratives have been meeting now for the last couple 

of months on a weekly basis, maintaining an overview of the reporting across 
hospital and community locality settings. The Collaborative includes 
reviewing the granular detail of pressure ulcers on a weekly basis, and 
seeking assurance from hospital and community teams on how they are 
addressing the early stages of skin breakdown. Key themes that have been 
highlighted relate to recognising overall frailty prior to the breakdown of the 
patient’s skin, partnership with the patient and their relatives or carers in the 
delivery of the overall plan of care, and escalating concerns from the nursing 
professionals where the care environment poses a risk to the reduction of the 
patient’s pressure ulcer risk. 
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8.5. In addition, a focussed piece of work is being undertaken in the South Wight 
Locality. This locality is not the highest reporter of pressure ulcers, but are 
the highest reporter of pressure ulcers of the most serious harm (grade 3 and 
4). This focus will allow a multi-professional approach to be tried out in one 
locality and then lessons learnt rolled out to the other localities on the Island. 

 

8.6. The Trust has recently submitted a business case to the CCG for additional 
funding to support the Nutrition and Tissue Viability Service in the delivery of 
this element of their service. This has been supported by the CCG with non-
recurrent funding to the end of March 2016.  

 

8.7. The role of the Community Clinical Educator has recently been recruited to. 
This post is now pivotal in the roll out of the Community SSKIN bundle in the 
localities. The SSKIN bundle was originally implemented in Nottingham 
CityCare Partnership with the aim of eliminating avoidable pressure ulcers. It 
is hoped that similar outcomes will be achieved with its implementation. In 
addition to this, a comprehensive review of the Pressure Ulcer/Tissue 
Viabillity Documentation and wound assessment documentation has been 
undertaken with a view to streamlining its use for nurses in practice. 

 

8.8. Following on from the competency work done with registered nurses, the 
Nutrition and Tissue Viability Service have developed a competency package 
for non-registered practitioners. The Medical Assessment Unit in the hospital 
setting is looking at its ward based implementation, and the Community 
Clinical Educator is looking at identifying key sites for its implementation in 
the District Nursing Service. 

 

9. IN SUMMARY 
9.1. There is evidence the number of pressure ulcers being reported is increasing 

in response to the Pressure Ulcer Campaign. However, this is also related to 
the number of patients seen in the various services the Trust operates. There 
is a reduction in the most serious of pressure ulcers. 

  

9.2. The LIA Learning Collaborative demonstrate early intervention can prevent 
patient moving onto more serious pressure ulcers (Grade 3 & 4).  Amore 
proactive style is being adopted. We will move away from being as 
responsive as previous working with our people to support them in this 
preventative approach.  

 
9.3. The Executive Director of Nursing will present to the Board the outputs of the 

LIA learning collaboratives in November 2015. 
 
ALAN SHEWARD 
EXECUTIVE DIRECTOR OF NURSING 
Author - Glenn Smith, Clinical Nurse Specialist Nutrition and Tissue Viability 
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Background 
The Trust Board requires an annual data quality report summarising the integrity 
(data quality) of the information contained in Board Performance reports.  Through 
the completion of the data quality audit the Trust is able to ensure compliance with 
the regulations underpinning the recently introduced criminal offence for supplying or 
publishing False or Misleading Information (FOMI).  
 
Assessment 
For each of the Key Performance Indicators shown in the Isle of Wight Trust Board 
Report Balanced Scorecard a data quality assessment has been conducted.  
Indicators are grouped within the Key Lines of Enquiry (KLOE’s) used by the Care 
Quality Commission during their review of Trust performance.  Overall data quality 
ratings are given as:- 

· Good – Quality of the source data underpinning the KPI is good, is complete, and 
is not subject to reporting delays; as such the degree of confidence in the 
reported KPI is high and can be relied upon as a true measure of performance. 

· Fair – Quality of the source data underpinning the KPI may have some errors, 
have moderate completeness or is reported in a reasonably timely fashion; as 
such the degree of confidence in the reported KPI is moderate. 

· Poor – Quality of the source data underpinning the KPI may have high error 
rates, is not complete, or is subject to significant delays in reporting; as such, the 
degree of confidence in the reported KPI is low. 

In order to derive the overall level of data quality for each indicator the following 
elements have been assessed.  

 
 Good Fair Poor 

Data 
Completeness 

All data known to 
be present 

High probability 
that all data is 
present 

Data known to be 
incomplete or 
unknown level of 
data completeness 

Timeliness 

 
Reporting Period 
no more than 1 
month old 
 

Reporting period 
no more than 3 
months old 

Reporting period 
greater than 3 
months old. 

Validity 
 
Data has been 
fully validated 
 

Data has been 
partially validated Data is un-validated 

 
A summary table giving a full description of each indicator and its overall data quality 
rating is given at the end of this report in Appendix A. 
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Findings 
The assessment provided the following results, with 49 measures scored as good 
(80%).  Figures from the 2014 report are also shown in brackets.  
 

 
 

Each of the 11 measures that did not attain a “Good” rating have been evaluated and a 
development plan for each has been established.   

 

Update 

There has been improvement in the quality of data which underpins the Trust Board 
Balanced scorecard.  In the 2015 review 50 metrics are now considered to be of “Good” 
standard compared to 38 last year.  Extended use of data capture systems such as Quince 
and Datix has reduced the risk of incorrect data entry and lengthy data analysis processes.   

Within the “Safe” category all metrics are now considered to be “Good”. At the last 
assessment only the VTE KPI was not good due to an error in interpretation of the national 
guidelines around data capture this has now been resolved and we believe the data is now 
being recorded correctly. 

Two measures within the “Effective“ category (SHMI & HSMR) remain in the “Fair” category 
due to the timeliness of the data.  Historically these measures have been calculated 
externally by Dr Foster and have been difficult to replicate locally.  The Trust has now 
terminated its contract with Dr Foster and are in contact with another Trust, Blackpool 
Teaching Hospital NHS Foundation Trust, who have developed an algorithm to calculate 
these metrics locally.  They have recently shared their work with us which should allow us to 
do the same for our Trust. On completion we will improve the position for these measures by 
allowing a timely update. 

Safe 8 (7) 0 (1) 0 (0) 0 (0)

Effective 4 (3) 4 (3) 0 (0) 0 (2)

Caring 4 (2) 1 (0) 0 (0) 0 (3)

Responsive 16 (13) 6 (6) 0 (0) 0 (3)

Well-Led 18 (13) 0 (4) 0 (0) 0 (1)

Total 50 (38) 11 (14) 0 (0) 0 (9)

Good Fair Poor TBC

2015 Isle of Wight Trust Board Report Balanced Scorecard 
Data Quality Assessment Results
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The other two metrics within “Effective” assessed as being “Fair” are, lost bed days due to 
delayed transfer of care, and, number of ambulance handover delays of between 1 and 2 
hours.  The data for delayed transfer of care (DTOC’s) is currently captured manually by tge 
bed management team they are currently working on a solution to ensure the correct 
distinction is made between patient medical fit for discharge and formal DTOCs in 
accordance with SITREP guidance. Therefore whilst the data is a good indicative view, it is 
not currently considered to be robust.  The Trust is working towards improving the data 
capture and analysis for this metric.  Data, and performance, for ambulance handover delays 
has been affected by system and connectivity issues within the Emergency Department.  The 
Trust is investing in improvements in this area and this should result in an improvement in 
the data quality for this metric. 

Data quality for the number of compliments received, a metric within the “Caring” category is 
considered to be “Fair”.  Data is captured manually by good news coordinators who sit within 
the Trust directorates.  This is reliant on individuals reporting when a compliment is received 
and as such is likely to only be partially complete and open to individual interpretation.  It is 
difficult to see how data quality in this area can be improved.  However, despite these data 
quality issues the use of this metric is considered to be important in giving a balanced view in 
comparison to data on complaints and concerns. 

Within the “Responsive” category six metrics are considered to have “Fair” data quality.  All 
of these metrics relate to 18 week pathway (RTT) information.  Recently the Trust has 
completed some detailed modelling of 18 week performance.  During this exercise several 
data quality issues were identified in waiting list information.  A detailed action plan has been 
developed to improve data quality including process and resource for ongoing validation of 
18 week pathway data, updating and standardising Standard Operating Procedures, roll out 
of updated RTT training to all relevant staff, improved monitoring of Data Quality through the 
development of Data Quality Indicators 

All of the metrics within the “Well-Led” category are considered to have “Good” data quality. 

 

Recommendation 

Data quality of Trust Board performance reporting has improved through scrutiny of these 
metrics. It is recommended that we continue to conduct at least an annual assessment of 
KPIs and associated development plans to provide long-term assurance.  The Board should 
continue to receive an update of the Information Assurance Directory at the beginning of 
each financial year. This will include an assessment of any new measures included in the 
Trust Board Performance Report prior to inclusion. 

 
 
Iain Hendey 
Deputy Director of Information 
17th August 2015 
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Ref Indicator Description Data item 1 Data Source 1 Data Item 2 Data Source 2
Data Collection 

Method RAG Threshold Target Calculation Methodology
Monitoring 
Frequency

Overall Indicator 
Data Quality

Safe
1 Patients that develop a grade 4 pressure ulcer Number of cofirmed hospital acquired cases Datix Electronic TBC 0 Number of cofirmed hospital acquired cases Monthly Good

2 Reduction across all grades of pressure ulcers
(25% on 2013/14 Acute baseline, 50% Community)

Number of cofirmed hospital acquired cases Datix Electronic TBC Reduction  on 
13/14 Baseline

Number of cofirmed hospital acquired cases Monthly Good

3 VTE (Assessment for risk of) Number of Admissions Screened for VTE e-prescribing Number of Admissions PAS Electronic R - Below  plan
G - Above plan or equal to plan

90% (Number of VTE Screens + Number of Daycase) / (Number of inpatient 
admissions + Number of daycases)

Monthly Good

4 MRSA (confirmed MRSA bacteraemia) Number of cofirmed hospital acquired cases Pathology Manual R - Below  plan
G - Above plan or equal to plan

1 Number of cofirmed hospital acquired cases Monthly Good

5 C.Diff
(confirmed Clostridium Diff icile infection - stretched target)

Number of cofirmed hospital acquired cases Pathology Manual R - Below  plan
G - Above plan or equal to plan

12 Number of cofirmed hospital acquired cases Monthly Good

6 Clinical Incidents (Major) resulting in harm
(all reported, actual & potential, includes falls & PU G4)

Number of Clinical Incidents (Major) resulting 
in harm

Datix Electronic TBC TBC Number of Clinical Incidents (Major) resulting in harm Monthly Good

7 Clinical Incidents (Catastrophic) resulting in harm
(actual only - as confirmed by investigation)

Number of Clinical Incidents (Catastrophic) 
resulting in harm

Datix Electronic TBC TBC Number of Clinical Incidents (Catastrophic) resulting in harm Monthly Good

8 Falls - resulting in signif icant injury Number of Falls - resulting in signif icant 
injury

Datix Electronic R - Above plan
G - Below  plan or equal to plan

24 Number of Falls - resulting in signif icant injury Monthly Good

Effective
9 Summary Hospital-level Mortality Indicator (SHMI)

Apr-13 - Mar-14
SHMI Score Health & Social Care 

Information Centre
Electronic 

R=Above Expected
A=As Expected but above plan
G=As Expected but on or below  plan

1.0856 Calculated externally using the number of observed deaths / number of 
expected deaths and then standardised

Quarterly Fair

10 Hospital Standardised Mortality Ratio (HSMR) 
Oct-12 - Sep-13

HSMR Score Dr Foster Electronic TBC TBC Calculated externally using the number of observed deaths / number of 
expected deaths and then standardised

Quarterly Fair

11 Stroke patients (90% of stay on Stroke Unit)
People w ho have had a stroke w ho spend 
at least 90% of their time in hospital on a 
stroke unit

PAS
People w ho have had 
a stroke w ho are 
admitted to hospital

PAS Electronic R - Below  plan
G - Above plan or equal to plan

80%
People w ho have had a stroke w ho spend at least 90% of their time in 
hospital on a stroke unit / Total number of people w ho have had a stroke 
w ho are admitted to hospital

Monthly Good

12 High risk TIA fully investigated & treated w ithin 24 hours 
(National 60%)

Transient Ischaemic Attack (TIA) cases 
w ith a higher risk of stroke w ho are 
assessed and treated w ithin 24 hours

PAS

Patients referred w ith 
a suspected TIA w ho 
are at high risk of 
stroke

PAS Electronic R - Below  plan
G - Above plan or equal to plan

60%
Transient Ischaemic Attack (TIA) cases w ith a higher risk of stroke w ho 
are assessed and treated w ithin 24 hours / Total number referred w ith a 
suspected TIA w ho are at high risk of stroke

Monthly Good

13 Cancelled operations on/after day of admission 
(not rebooked w ithin 28 days)

Number of operations cancelled on day of / 
after admission for non clinical reasons by 
the hospital

Theatreman
Total First Finished 
Consultant Episodes 
for G&A Specialties

PAS Electronic 
R - More than 2.29% of Genera l  & Acute FFCE's
A - Between 0.42% and 2.29% of Genera l  & 
Acute FFCE's

0
Number of operations cancelled on day of / after admission for non clinical 
reasons by the hospital / Total Number of First Finished Consultant 
Episodes for G&A Specialties

Monthly Good

14 Delayed Transfer of Care (lost bed days)
Number of patients w ho's discharge from 
hospital care is delayred due to differing 
factors

Manual Electronic TBC TBC Number of patients w ho's discharge from hospital care is delayred due to 
differing factors

Monthly Fair

15 Number of Ambulance Handover Delays betw een 1-2 hours
Number of patinets w aiting betw een 1 and 
2 hours to be handed over from the 
Ambulance service to the A&E dapartment

Symphony Electronic TBC TBC Number of patinets w aiting betw een 1 and 2 hours to be handed over from 
the Ambulance service to the A&E dapartment

Monthly Fair

16 Theatre utilisation Start of operation for f irst patient on list to 
end of operation for last patient on list

Theatreman Planned theatre list 
time

Theatreman Electronic R - Below  plan
G - Above plan or equal to plan

83% Start of operation for f irst patient on list to end of operation for last patient 
on list / Planned theatre list time

Monthly Good

Caring
17 Patient Satisfaction (Friends & Family test - Total Inpatient 

response rate)
Completed Friends & Family responses Manual Manual R - Below  plan

G - Above plan or equal to plan
30% The percentage of patients attending for treatment w ho complete a Friends 

& Family feedback from.
Monthly Good

18 Patient Satisfaction (Friends & Family test -  A&E response 
rate)

Completed Friends & Family responses Manual Manual R - Below  plan
G - Above plan or equal to plan

20% The percentage of patients attending for treatment w ho complete a Friends 
& Family feedback from.

Monthly Good

19 Mixed Sex Accommodation Breaches Number cases of Mixed Sex Accomodation Manual R - Above plan
G - Below  plan or equal to plan

0 Number cases of Mixed Sex Accomodation Monthly Good

20 Formal Complaints Number of formal complaints Datix Electronic 
R - More than last year 
A - Same as last year
G - Less than last year

<276 Number of formal complaints Monthly Good

21 Compliments received Number of compliments received Manual Manual N/A N/A Number of compliments received Monthly Fair
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What is the Quality Improvement Framework (QIF)? 

The QIF is an overarching document which draws together all initiatives that are currently 
underway within the Isle of Wight NHS Trust to improve quality of care. It provides a 
framework for delivery of these initiatives that will ultimately result in quality improvements 
for our patients and staff.  

It describes our organisation, our approach to quality, how we measure quality and how we 
will utilise different methods in future that will fundamentally alter the way in which we 
drive quality improvements going forward. 
 

The Quality Improvement Framework is about how our people (Staff, Volunteers and 

Patients) support the trust achieving “Quality Care for Everyone Every time”. It recognises 
the tremendous contribution every member of staff can make to ensure our Organisation is 
one of the safest organisations in the United Kingdom and the World. 

We will support performance against the QIF on a regular basis to ensure that by the end of 
its lifespan, we will have delivered everything we set out to. 

The QIF is about our 

ü Quality Improvement Strategy 
ü People 
ü Quality Improvement Methodology 

And ensures that we put patients at the heart of everything we do. 

The QIF now replaces the Long Term Quality Plan. 
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It is at the level of each service user experience that the true quality 
of care can be measured 

 
 

 

 

  

People 

QI 
Methodology 

QI 
Strategy 

Patients 
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Preface of terminology 

LIA – Listening into Action 

A fundamental shift in the way we work that sees us re-engaging with employees and unlocking their 
potential so they can get on and contribute to the success of our organisation, in a way that makes 
them feel proud 

QI – Quality Improvement 

Making changes that will lead to better patient outcomes, better system performance and better 
professional development.  

QA – Quality Assurance 

Ensures that we are doing the right things in the right way 

LIA LC – Listening into Action Learning Collaborative 

Using small groups working together to accomplish shared goals and maximise potential 

Safety  

The state of being safe and protected from, or unlikely to cause danger, risk or injury 

Experience 

How our services are received  

Clinical Effectiveness 

Doing the right thing in the right way for the right patient at the right time 

Clinical Microsystems 

Small, interdependent groups of people who work together regularly to provide care for specific 
groups of patients 

PDSA – Plan, Do, Study, Act  

A cycle that is used to test an idea by temporarily trialling a change and assessing the impact
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1. Foreword 

 
This framework sets out our commitment and direction to improving the quality of care 
and service provided by the Isle of Wight NHS Trust. 
 
Our organisation has a diverse portfolio of services, Island wide geographic and 
demographic coverage, and integration between acute hospital, mental health and 
learning disability service, community and ambulance that all combine to make it unique.  
We are also part of My Life a Full Life, which is a joint programme of work between the 
Trust, Local Authority, Social Care and carers aimed at coordinating healthcare across the 
Isle of Wight.  My Life a Full Life aims to create a culture for people to promote their own 
health and wellbeing, and to receive a good quality standard of care and support.  This 
means our strategy for quality is also uniquely tailored to help us achieve our aim of high 
quality care, by using a collective leadership approach.   
 
Our three Quality Priorities for 2015/16 are chosen to embrace the unique makeup of our 
Trust. They are more than just aspirations or vague aims; it is crucial that we achieve each 
of them in full. This document focuses our work to achieve these must-dos. As part of the 
implementation we will continue to engage with and involve our service users and staff at 
every stage of implementation over the next three years.  
 
From the outset, we recognise that such a framework relies, not only on structures and 
processes, but primarily on people. So we are very pleased that our wide consultation has 
resulted in such a breadth of insightful comments and feedback, enabling the collaborative 
leadership approach to developing our strategy for improving the quality of care delivery.  
 
We have endeavoured to include all comments received into this framework and the suite 
of documents that surround it. Many thanks to those who took time out to feed back to us 
– your thoughts have substantially shaped what this Framework will do to improve quality.  
 
Looking back over the past year (following our CQC inspection in June 2014 and receipt of 
the report in September 2014), we have been impressed by the dedication and enthusiasm 
that our staff have for improving quality. We look forward to the exciting journey ahead to 
deliver this strategy.  
 
Our aim is that all our patients and service users receive the highest quality of care.  
 
The quality of care is central to everything we do. 
Our staff are key to this, ensuring we provide 
personalised (evidence based) care maintaining 
dignity and respect, causing no intentional harm, 
and contributing to a positive experience.  
 
We want to be the best provider of acute, 
community, mental health and ambulance 

Staff Nurse Rachael Bell with a patient, Medical Assessment Unit 



2 
 

services – a Trust where we would expect the best service for our family and friends.  
 
This document demonstrates our absolute commitment to quality. It is important that this 
Framework sets our direction for quality over the next three years, aligning the strategies 
and work-streams we already have for quality. The framework will be driven by the Patient 
Safety, Experience and Clinical Effectiveness Committee (SEE) and Trust Executive 
Committee (TEC), with assurance gained by the Trust Board through the Quality and 
Clinical Performance Committee (QCPC).  
 
We are engaging widely within the Trust in explaining and implementing this QIF, including 
involving our service users via the Patient’s Council.  We are monitoring quality on a 
regular basis via monthly reporting through reports that include service level data to 
committees that include: Directorate Quality Risk & Patient Safety Committees; Patient 
Safety, Experience & Clinical Effectiveness (SEE) Committee; Quality & Clinical Performance 
Committee (QCPC); Trust Executive Committee; Trust Board; the Trust’s Monthly Quality 
and Board Performance Report.  
 
In our commitment to improving quality we appreciate the contribution that all our staff 
make towards delivering high quality care, and commend this document as a framework 
that will empower our staff to provide excellence.   This requires a change in approach to 
the foundation blocks of how we do our core business, by ensuring that we put quality at 
the forefront of everything we do. 
 
Welcome to the Isle of Wight NHS Trust. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Eve Richardson                       Karen Baker 
Chair Chief Executive Officer  
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2. Executive Summary  

 
Quality can be expressed in terms of safety, effectiveness, and experience, all of which are 
ultimately focussed on outcomes. The aim of the Quality Improvement Framework (QIF) is 
that all patients and service users receive the highest quality of care, by ensuring that front 
line teams are empowered by the organisation to provide this. In line with our values, we 
are putting quality first. This means that we will apply the best approaches in health care 
for quality, always being patient and service user focussed and responsive.  
 
 
 
 
 
 
 
 
 
 
 
 
The Quality Priorities are also underpinned by five quality themes: 
 
ü Clinical engagement, staff engagement and culture 
ü Governance 
ü End of life 
ü Recruitment and selection 
ü Patient caseload / flow 

 
The Executive Director of Nursing and Executive Medical Director will coordinate an annual 
implementation plan that will be shared with Directorates, which details key priority areas 
for each coming year.  
 
Implementation of this will be broadly based on structure, process and outcomes; with the 
overall governance being monitored through by Trust Executive Committee (TEC) and 
operationally through the Patient Safety, Experience and Clinical Effectiveness Committee 
(SEE). The Quality and Clinical Performance Committee (QCPC) will receive a progress 
update quarterly, which will in turn be reported to the Trust Board. 
 
 
  

2.1  Our Quality Priorities for 2015/16 

The three quality priorities for the organisation are: 

ü A reduction in incidents of patient harm 
ü Improve the discharge planning process 
ü Improve end of life care 
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Governance  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our Quality Priorities 

 
The three Quality Priorities in this Framework provide the vision and direction for all 
strategy and processes in relation to quality for the next 12 months, ensuring that we 
achieve our vision of “quality care for everyone, every time”.    
 
 
 

Trust Board 

QCPC 

SEE Committee 

TEC 

Clinical Business Units 
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Our quality journey  

2012 – Quality 
Governance 
Assurance 

Framework 

2012 – Quality 
Improvement 

Strategy 

2013-Long 
Term Quality 

Plan 2013 – Quality 
Champions 

2014 – Safety, 
Experience and 

Clinical 
Effectiveness 

2014 – 
Quality 
Impact 

Assessments 

2014 – 
Quality 

Improvement 
Plan 

2015 – 
Quality 

Improvement 
Framework 

2014 – 
Listening Into 

Action 
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3. Background  

 
The Isle of Wight NHS Trust was established in April 2012 following the separation of 
Provider and Commissioner functions within the Isle of Wight PCT.  The Trust is the only 
truly integrated provider of acute, community, mental health and ambulance services and 
serves a population of circa 140,000. 
 
Acute Services 
 
Based at the heart of the Island, and handling 22,685 admissions each year, St Mary’s 
Hospital in Newport is our main centre for delivering acute services for the Island’s 
population. Services include the Emergency Department, the Beacon Centre (providing 
walk-in access to GP services), emergency medicine and surgery, planned surgery, 
intensive care, and comprehensive maternity, NICU and paediatric services with 1,338 
births last year.  However, the Trust is more than the sum of its parts owing to dynamic 
community, mental health and ambulance services 
 
Community Services 
 
Offer a broad range of services that deliver care close to or in patient’s homes that strives 
to provide healthcare at the heart of the community. The services provided are diverse and 
cover all age ranges and multiple specialities such as Community Nursing, Health Trainers, 
Speech and Language Therapy, Podiatry, Dietetics, Occupational Therapy and Sexual 
Health. Inpatient care for rehabilitation and stroke is provided in the hospital and 
community settings via integrated multidisciplinary teams who are committed to ensure 
the best outcomes are achieved for all.  There is a Falls Prevention Co-ordinator principally 
working within the community but there has been no dedicated falls prevention lead 
within the hospital setting. 

Mental Health and Learning Disabilities 
 
Our Mental Health and Learning Disability services provide patient centred care both in an 

inpatient and community setting. 
Care is provided for inpatient 
services via the wards at Sevenacres, 
Shackleton at St Marys and in the 
community at Woodlands. Inpatient 
care includes acute mental health, 
psychiatric intensive care, dementia, 
older persons and rehabilitation and 
has around 50 beds. Outreach teams 
bridge the gap between hospital and 
community and care for people in 

Dementia garden opened June 2015 
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the community either in their homes or in a clinic setting includes services that specialise in 
Rehabilitation, drug and alcohol service (Island Recovery Integrated Services) Memory and 
Dementia services.  Our portfolio also includes amongst other things Psychological 
Therapies, Early Intervention in Psychosis’, Learning Disability, which includes ADHD and 
ASD care together with Community Child and Adolescent Mental Health Services.  Our 
IAPT/PCMHT team received the Solent Award last year for the most outstanding team. 

 
Ambulance Service 
 
The Island’s ambulance service delivers all emergency and non-emergency ambulance 
transport including the Jumbulance for the Island’s population. With 21,712 emergency 
calls and 25,292 emergency vehicles dispatched each year the service operates from a 
single base across the Island.  The service is also responsible for transporting people to 
mainland hospitals when required. 
 
One of our main objectives over the next five years is greater integration between health 
and social care, and ‘Beyond Boundaries’ is our ambition to deliver health and social care 
in a radically different way through clinical redesign, locality working, integration and 
improved resilience.  ‘Beyond Boundaries’ forms the basis of our clinical strategy, and over 
the next three years we are committed to delivering the widest possible range of safe, high 
quality care in partnership with patients, carers, the public, our Commissioners, the Local 
Authority and other health providers to drive up the quality of care and services provided.  
 
Corporate Services 
 
We are fortunate to have a variety of underpinning corporate services than provide 
support to enable the clinical services to function effectively; such as Finance, Information 
Technology, Education & Training, Human Resources; all of whom are essential if this is 
Framework is to be implemented successfully. 

 
 
Quality is the golden thread that runs through each of our five strategic goals:  
 

1. Excellent patient care 
2. Work with others to keep improving our services 
3. A positive experience for patients, services users and staff 
4. Skilled and capable staff 
5. Cost effective, sustainable services 

 
Integration will bring unique challenges in relation to defining, measuring and improving 
quality. For this reason an overarching framework for quality is needed to ensure that 
quality is integral to the organisation.  
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Our vision: 
 
 
 
 
 
 
This Quality Improvement Framework underpins our absolute commitment to quality and 
is the primary enabler for driving change across the Isle of Wight NHS Trust. This Quality 
Improvement Framework should be read alongside other organisational strategies and 
policies related to quality. 
 
 
 

”Quality care for everyone, every time” 

Staff Nurse Stuart Egan with a patient on Colwell Ward 
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Our goals and priorities:  
 
 

 
  

Quality care for everyone, every time 

QI QI QI Improve the 
discharge planning 
process 

Excellent patient 
care 

Our vision and goals guide us; our values underpin everything we do 

Our Values 

Work with others 
to keep improving 

our services 

A positive 
experience for 

patients, service 
users and staff 

Skilled and capable 
staff 

Cost effective, 
sustainable 

services 

§ Improve mortality 
rate 

§ Prevent avoidable 
harm 
 
 
 
 
 
 
Reduce Incidence 
of Patient Harm 
 
 
 
 
 

§ Create and maintain 
partnerships with 
other organisations 
so that we can 
deliver excellent care 
§ Make every service 

the best it can be 
 
 
 
Improve End of 
Life Care 

§ Improve what 
people think of 
their care 

§ Improve how staff 
feel about work 
 
 
 
 

§ All staff  continue to 
develop 

§ All staff understand 
how their 
contribution helps 
to achieve our 
Vision 

§ Design services to 
deliver best practice 
within our 
resources 

§ Ensure value for 
money for each 
service 

G
oa

ls
 

Pr
io

rit
ie

s 
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4. What is quality?  

 
Quality matters to all of our patients, staff, service users and carers and can be expressed 
in terms of safety, experience and effectiveness; and is ultimately focussed on outcomes.  
 
We subscribe to the definition put forth by Lord Darzi as follows:  
 
 

“High quality care is where service users are in control, have effective access to 
treatment or care, are safe, and where illnesses are not just treated, but 
prevented.” 

 
 
What do we believe improves quality? 

Quality is a complex notion that can mean different things to different people, but what we 
are all agreed upon is that quality matters.  We believe that the proposals put forward by 
the Health Foundation as detailed below clearly outline how quality can be improved: 

· A sustained focus on continuous improvement in the quality of health services is 
needed. 

· Emphasise the importance of internal motivators (for example, professionalism, 
skills development, organisational development and leadership), alongside external 
ones (for example, regulation, economic incentives and performance management). 

· Align quality at every level to make sure that all levels of the system relate to each 
other in supporting quality. 

· Redefine the nature of the relationship between people who use services and those 
who provide them. 

· Build knowledge, skills and new practices, including learning from other sectors that 
have improved their performance and reliability in highly complex areas. 

By following these parameters, we can achieve better performance, improved patient 
outcomes and more effective professional development for staff. 
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5. What is our approach to quality?  

 
In line with our organisational values, we will put quality first.  This means that we will 
apply the best approaches in health and social care for quality, always being patient and 
service user focussed and responsive, by using initiatives such as My Life a Full Life.   
 

 
 
There are a number of tools and strategies that we can utilise to support continuous 
quality improvement.  These include: 
 

· Listening Into Action 
· Learning Collaboratives and Quality Improvement Collaboratives 
· Clinical Microsystems 
· Clinical Senates 
· Clinical Audit 
· Listening Into Action 
· Deep dives 
· Short life working groups 
· Summits 
· Audit 
· Listening into Action 
· Table top reviews 
· Root cause analysis 
· High reliability culture 
· Deference to experts 

 

We’ve mentioned reliability culture below. I think we need to say here what that is and 
why this is so important in reducing risk and improving quality? 

To assist us in delivering this framework, we need to ensure that we develop a “high 
reliability culture”.  This means that we will have systems in place that make us 
exceptionally consistent in accomplishing our goals and avoiding potentially catastrophic 
errors.  This will enable us to minimise risk and continuously review and improve quality. 

The slide below is the key to how we will Improve Quality. I think we should make 
statements here  I,e, We will  -  

To make this happen we will: 
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ü Insist on Visible Leadership 
ü Simplify the way we collect data to evidence the effectiveness of the services we 

deliver 
ü Defer to Expertise– Our staff are our experts! 
ü Hold people to account and reward or address bad behaviours 
ü Develop our staff with widespread engagement through Listening Into Action, 

ensure they are adequately trained and share any learning 
ü Actively promote team working 
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What is a high reliability culture? 

 

   

1. Leadership visibility 2. Reluctance to simplify measurement 3. Deference to expertise 

  

 

4. Accountability (reward/address bad 
behaviours) 5. Deep staff engagement, share the learning 6. Teamwork 
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Of the tools available to us, our primary tool of choice in progressing quality improvement 
outcomes is learning collaboratives.  This builds on the work already undertaken with 
Listening into Action. When you raise something through LIA we want to make sure there 
is a methodology to make sure the LIA issue is resolved. This may involve participating in 
learning collaborative. We will use the following approach to our LIA learning 
collaboratives: 
 
1 Select topic 

 A topic is selected that represents an area where there is a gap between knowledge 
and practice 

2 Identify learning objectives 

 A group of experts convene to identify and develop the content and learning 
objectives for the learning collaborative, based on the identified topic 

3 Create a change package 

 

A change package describes the values and primary components of best practice in 
the chosen topic area.  The change package becomes the overarching framework for 
the learning collaborative, which guides all changes that are tested as part of the 
process 

4 Choose teaching faculty 

 Teaching faculty members are chosen to design and conduct learning sessions and to 
provide consultation between learning sessions 

5 Select personnel 

 Staff apply to participate in the learning collaborative and are selected 

6 Begin pre-work phase 

 
All selected personnel participate in a pre-work phase to prepare for the learning 
collaborative and ensure there is sufficient training in place.  Teams complete an 
organisational readiness assessment and review information 

7 Hold learning sessions 

 The team will come together for learning sessions to monitor and review progress 
and decide upon next steps 

8 Implement action periods 

 

The periods between learning sessions are known as action periods.  During this time, 
services supported by the faculty will study, test and implement the latest 
knowledge, skills, techniques  and evidence available, then measure the impact of 
these changes in between learning sessions 

9 Plan, Do, Study, Act 

 

Teams implement PDSA cycles, which are integral to the model of improvement that 
is a core aspect of a learning collaborative.  During PDSA cycles, ideas and techniques 
are tested quickly.  Teams then identify the successes and challenges they 
experienced whilst implementing their new model, and share them with the 
collaborative to enhance learning for the entire group 

10 Work in teams 
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 Action periods also involve interactive with other learning collaborative participants, 
using ongoing group consultation with expert faculty. 

11 Prepare final report 

 A final report is prepared by the learning collaborative organisers, outlining the work 
of the collaborative and capturing significant learning for a broader community 

12 Measure changes 

 
The overall goal is to make changes that will lead to improvement in care that are 
measured by clear indicators of improvement over a specific timeframe using data 
supplied by our Performance Information and Decision Support team (PIDS) 

 
The length of time that each collaborative will run will be dependent on the size and 
complexity of the project.  Some initiatives could be achieved within a matter of days or 
weeks, however, others may take several months.  Large scale projects i.e. anything over 
three months in length, will be managed through the Programme Governance Office (PGO) 
approach. 

 

We will use the best practice around Safety, Experience and Effectiveness when dealing 
with quality and ensure we have good engagement with staff to deliver the following:  
 

Safety: We will apply national best practice around investigation and prevention of 
incidents, using NICE guidance to change and influence best practice in all areas.  There will 
be no preventable harm to patients from the care they receive from us.  People will enjoy a 
clean, safe environment at all times. 

Experience: We will use the latest validated tools for measuring experience, and real time 
monitoring, as well as taking note of what our patients, services users and carers actually 
tell us about their experience. This will be achieved through a mutually beneficial 
partnership between patients and the people providing their care.  We will ensure that we 
are respectful of individual’s needs and demonstrate empathy and compassion at all times; 
clearly communicate with patients and their carers and share decision making. 
 

Effectiveness: We will focus on outcomes, personalisation and choice in health care, as 
well as the clinical effectiveness of treatments and interventions, using evidence-based 
practice and evidence-informed practice.  We will promote clinical audit as one of the 
valuable suite of tools that are available to improve quality and effectiveness.  We will 
ensure that people receive the most appropriate treatments and interventions whilst 
ensuring that services will be provided in the right place at the right time and by 
appropriately qualified staff. 
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Happy staff = happy patients.  Our staff are therefore key to quality improvements 

 

5.1 What quality means to our patients 

We consistently seek opinions and feedback from our patients and service users, in which 
they have identified that they want to see: 

ü A clean, safe environment 
ü Friendly, welcoming and compassionate staff 
ü Staff with the knowledge and skill set to deliver their care 
ü Effective communication between patients, their carers and clinicians 
ü Continuity of care across the whole care pathway 

 

5.2 What quality means to our staff – OUR PEOPLE 

We recognise the connection between the values and beliefs of our staff and their desire 
to deliver the highest quality care to their patients whilst providing an holistic approach to 
their carers and families.  It is widely acknowledged that organisations whose staff are 
better engaged provide better care and there is compelling evidence that suggests that 
staff well-being and experience correlate with patient experience and outcomes. 

We recognise that staff are our biggest asset, and our aim is to maximise the potential of 
our staff and encourage innovation and leadership, using their expertise to drive forward 
high quality care.  We will achieve this by continuing to provide the necessary education 

Deep 
engagement 

with staff 

LIA Learning 
collaborative 

Walk arounds 

Microteaching 
systems 

Earned 
autonomy 

Lean 
techniques 

Techniques to 
better 'listen' to 

staff 
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and training that is essential in delivery high quality services.  We will work with key 
stakeholders to ensure that education and development is robust, accredited where 
appropriate, and in line with the requirements of our Workforce Strategy.  We will 
embrace the concept of “in your shoes” which is all about listening to our patients and 
staff to improve the quality of the care we provide. It gives us the chance to hear your 
experiences and find out what is important to you, what we do well and what we need to 
improve. 

We will ensure that: 

ü All staff recognise their contribution to quality by ensuring they receive open, 
honest communication and feedback on performance against key performance 
indicators 

ü All staff receive training and development that helps improve quality that will 
enable them to lead on quality improvement projects  

ü All staff will be appraised annually, with a personal development plan that 
harnesses their potential for quality improvement 

ü Staff concerns around quality will be listened to and acted upon through Listening 
Into Action 

ü We will learn lessons to improve for the future when things do not go as planned 
ü We will share information to promote learning 
ü Themes from Listening Into Action will help to drive the focus for quality 

improvement projects and learning collaboratives 
ü Our Quality Champions will campaign for improved quality outcomes and help take 

forward new initiatives 

 

5.3 What quality means to the Trust and partner organisations 

This Quality Improvement Framework will be used as the basis to drive the organisation’s 
vision, direction and strategic objectives.  Quality will be at the centre of planning and 
performance management and there will be quality-related objectives in all business 
planning. 

We will work with our local Clinical Commissioning Group (CCG) and Local Authority (LA) 
partners to ensure that quality is spread across the whole care pathway.  We have been 
selected as a Vanguard site which offers us an excellent opportunity for greater integrated 
working and to assure that quality is consistent across care providers.  We have been 
working with our colleagues across partner organisations on the My life a Full Life powered 
by Vanguard initiative.  
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My Life a Full Life aims to change and improve 
people’s lives on the Island by encouraging patients, 
families and carers to keep healthy and well, making 
sure that when support is needed, it is delivered by a 
wide range of organisations, in a fully integrated 

way.  My Life a Full Life is about organisations working together in partnership with local 
people, led by the Isle of Wight Council, Isle of Wight NHS Trust, Isle of Wight Clinical 
Commissioning Group, the voluntary and independent sector.  My Life a Full Life is shaped 
by involving staff, volunteers, representatives from different organisations and people who 
use services, along with their carers.   

Our objectives in delivering this Quality Improvement Framework are: 

1. To drive up quality: 
ü Through staff engagement and culture 
ü Through Listening Into Action 
ü Through the utilisation of best practice evidence and standardisation 
ü Through PDSA/Learning Collaborative/LIA 

2. To improve patient safety 
3. To improve the experience and outcomes for patients with the added value of 

improving productivity and making best use of available resources for the organisation 
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6. The aim of our Quality Improvement Framework (QIF) 

 
 

6.1 The QIF’s aim is that all patients and service users receive the highest quality of care, 
by ensuring that front line teams are empowered by the organisation to provide this.  

 
This Framework aims to provide an overarching direction and coordination on quality for 
the organisation to enable delivery of the highest quality health and social care. It will 
make use of best practice around proactive and responsive quality assurance and 
improvement, developing a culture for quality, and improving year-on-year.  We will also 
commit to taking swift action where care, treatment or services fall below a standard that 
is acceptable, or when staff raise concerns. 
 
6.2 Quality Priorities 
 
Quality improvement is an ongoing cycle and the Trust is continually updating and 
adapting plans and priorities to reflect particular needs and experiences.   

The three Quality Improvement Priorities outlined in this framework were chosen in 
response to national and local priorities have been determined by the process of reviewing 
services and consultation with stakeholders.  They provide the vision and direction for 
specific priorities in relation to quality. Each objective works in harmony with the others to 
enable the organisation to deliver the highest quality services.   

The Quality Improvement Priorities are reviewed annually as part of the development of 
the Trust’s published Quality Account. 
 
 
We will implement the changes that are required through: 
 
6.3 Service User and Staff Involvement   
 
We want service users and Quality Champions to help us deliver and monitor the quality of 
services we lead 
 
It is at the level of each service user experience that the true quality of care can be 
measured. Therefore, it is important to gain the service user perspective any time we want 
to examine or improve quality.  
 
Service user involvement improves satisfaction and is rewarding for professionals. Public 
involvement influences planning and services, and increases confidence and 
understanding. In addition, a duty to involve service users is built in to the NHS 
constitution. 
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The Friends and Family Test provides us with regular feedback from service users across 
the organisation, and we will continue to explore other avenues to gain feedback from 
service users, patient groups and the wider public by actively encouraging participation in 
questionnaires, attendance at meetings and stakeholder events. 
 
6.4  Quality at the Front Line  
 
We want to empower our front line teams to deliver quality  
 
Quality is everyone’s business, and the front line is the biggest influence on the level of 
quality we deliver. By listening to and engaging with staff, we will ensure that 
improvements in quality are delivered first and foremost by teams. Improvements are 
often conceived and developed by front line teams. Quality needs to be at the core of all 
teams – not an add-on. Leadership is a key factor in developing quality teams that lead by 
example.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Pam Armstrong, Receptionist,  Mary Anne Williams, Volunteer, Sam Stevens, Receptionist 
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6.5  Effective outcomes  
 
We will provide effective services with good outcomes for our service users  
 
Our organisation aims to have a mindset of continually focussing on the outcome – “the 
end result” – of any structures and processes, and will begin with the end in mind. To focus 
on the outcome means to focus on individual needs and preferences. To improve quality of 
front line teams we must focus on outcomes rather than outputs. This move reflects a 
whole-systems approach to health and social care, placing the service user at the centre of 
the service.  
 
6.6  Assuring Quality  
 
We will know that we provide services that meet essential quality standards, and we want 
to become an outstanding organisation 
  
We want to assure ourselves and others that the care we provide always meets essential 
quality standards of safety, effectiveness, and experience. We will act swiftly to prevent 
anything from threatening our essential quality standards of care. 
 
6.7  Delivering Excellence  
 
We will provide the highest quality services that are viewed as outstanding by all  
 
We recognise the need to continually strive for the highest quality possible, in line with our 
organisational vision “quality care for everyone, every time”.  We will work with staff to 
create a culture of working ‘for’ the hospital, not ‘at’ the hospital. 
 
6.8  Integrating quality  
 
We will provide quality services in a joined up way  
 
Quality must be the golden thread that stitches the organisation together.  
 
6.9 Risk Management 
 
We will ensure that we identify risks at the earliest opportunity 
 
This will enable us to manage and mitigate risks, promoting safety and effectiveness within 
the organisation that will ultimately result in improved patient experience.  
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6.10 Organisational Development 
 
We recognise and acknowledge the need for us to develop as an organisation and to do 
this we first need to develop our staff.  This section details how our people will become the 
quality improvement that we need to see 
 

Our development and training team will play a key role in ensuring that our people have 
the necessary skills and knowledge required to fulfil the needs of the organisation and the 
population that it serves. 

 

 

 

  

 

 

 

We will ensure that our staff have the necessary skills and attributes to work with our 
patients and carers 

 

 

 

 

 

 

 

 

 

 

 

Leadership 

Training 

Education 

Enhanced 
skills -

improved 
teamwork 

Supporting 
patients and 

carers 

Decision 
making and 

advocacy 

Goal setting 
and setting 
outcomes 

Care design 
and delivery 

Quality 
Improvement 

(QI) 

Measure & 
monitor 

safety (QA) 
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To do this, we will ensure that we develop our staff capabilities in the following areas: 

Supporting patients and carers - further enhancing the skills of staff in supporting patients 
and their families to deal with their illness 

Decision making and advocacy – inspiring confidence in decision making and when 
advocating for the patient by providing additional training and support if required 

Goal setting and outcomes – ensuring staff are trained in setting realistic achievable goals 
that provide the best quality outcomes for patients 

Care design and delivery - staff working with patients and their carers to ensure that the 
care being delivered meets the needs of the individual 

Quality Improvement – always looking for ways to improve the quality of care we offer and 
deliver quality improvements that will benefit both patients and the wider organisation 

Measure and monitor safety – through effective governance routes and ensure staff are all 
aware of their roles and responsibilities in relation to measuring and monitoring safety. 

 

 

To build our workforce capability, we will need to develop quality improvement teams.  
These will consist of: 

 

• SEE Triumvirate 

• Quality Fellowships (15)  

• Quality practitioners (10 approx) 

• IHI Improvement coaches (10) 

• Clinical Leaders Programme (Directorate Structure) 

• Nursing Leadership Programme (30) 

• IHI Expert Patient Safety Training  

• Collaborative Learning Participation (3000) 

• Quality champions (100) 
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Resources are required to facilitate the rollout of the learning collaborative approach, and 
Quality Improvement Facilitators will be key to embedding this rapid approach to 
continuous quality improvement.  
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How we will implement the changes that are required: 

We will use a responsibility matrix, known as RACI, to help us clarify roles and responsibilities when crossing various departments and areas.  
This will help us to ensure that every aspect of new projects is covered and there is no duplication. 
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7. Strategies and work-streams that support this Quality 
Framework  

 
Various strategies, frameworks and work programmes will directly support the 
implementation of the Quality Framework by detailing the processes used to address 
quality:  
 

· Quality Account 
· Quality Improvement Plan      
· Clinical Strategy 
· Estates Strategy 
· Patient Experience Strategy  
· Communication Strategy  
· Integrated Business Plan  
· Risk Management Strategy  
· Transformation Programme  
· Workforce Design and Development Strategy  
· Infection Prevention and Control Policies  
· IM & T Strategy 
· Nursing, Midwifery and Allied Health Professional Strategy 
· Recruitment and retention strategy 

  
      In Development  

· Clinical Effectiveness Strategy  
· Patient Safety Strategy 

 
 

 

We will also be utilising existing tools and methodologies to support quality surveillance 
and drive forward improvements, these will include: 

· Safety thermometer 
· Care bundles 
· LIA Learning collaboratives 

· PDSA quality improvement methodology 
· A visit programme to other hospitals, conferences, learning opportunities to ensure 

that we have the vital learning from other organisations 
· Listening Into Action 
· Quality Champions  
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8. The framework within the Trust  

 
This Quality Framework builds upon the excellent work that is already underway to drive 
forward innovation and improve quality of care for our patients.  It builds upon the bold 
and brave pathway that the organisation has already undertaken in providing more 
integrated care with our partners.  It demonstrates how we will move forward to design 
and implement twenty-first century 
models of care that are radically 
changed for the better.  It focuses on 
more integration, shifting the 
balance of care out of the acute 
hospital and into more community 
settings within a robust community 
infrastructure using initiatives like 
My Life a Full Life and Vanguard, 
which are working across the health 
and social care system and includes 
those in private and voluntary 
sectors. 
 
Quality has many facets and can be viewed in different ways. To understand how this 
framework will address quality in the Trust we have developed a simple model that 
describes what we want to achieve:  
 
 
 
 

· Customer and service user requirements drive quality  
· Front line teams are the most important determinant of quality  
· The Trust has a series of layers that influence quality: the way these layers work 

together determines the quality of care  
· Each layer supports others, so that front line teams can provide high quality care  
· Our model will take a whole-systems approach to quality. Detailed structures will 

be described in the supporting strategies and work-streams. 



28 
 

 
 
Patient / Service User: ultimately defines quality.  They are at the heart of everything we do 
Front line teams: determinant of quality for our services users 
Corporate teams: influence quality and capture and analyse information about quality 
Strategies, policies, systems: provide consistency of direction, allowing the front line to 
provide high quality care 
 
Leadership, vision and values: ties everything together and provides a platform to steer 
and improve quality, and ensure that quality is the primary driver for organisational 
change. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Patient / service user 

Front line 
teams 

Corporate 
teams 
Strategies, policies, 
systems 

Leadership, vision & values 

To our service users: 

We fully acknowledge the need to provide you with the highest quality care, 
and our Quality Improvement Framework will help us achieve that by: 

ü Helping you to be in control of the care we provide – nothing about me 
without me 

ü Give you information so that you can make informed decisions about 
your care 

ü Involve you in efforts to improve how we deliver care 
ü Tell you what we are doing to improve quality 
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To our front line staff: 

We know you want to do the best you can for your patients, and that being 
able to deliver high quality care results in a better working experience for 
staff.  We will: 

ü Ask you how we can improve quality and involve you in decision 
making 

ü Support and develop you and your teams; provide and training and 
development required to improve quality 

ü Be open and honest when things go wrong, listen to you and learn 
from experience 

ü Celebrate individual and team successes 
ü Promote a culture openness and transparency 

We face considerable challenges going forward and may fundamentally 
change the way we work in a fluctuating economic climate; so we need to 
make sure we get things right the first time.  When we get things wrong or 
when staff raise concerns we need to make sure that we listen and learn in 
order to continuously improve. 

To our partner agencies and third party providers: 

Health and social care is delivered under an umbrella of providers and we are 
fortunate on the island to have an excellent working relationship with our local 
authority colleagues, CCG, nursing and care homes, Earl Mountbatten 
Hospice, Public Health and the voluntary sector, which we will further 
enhance by: 

ü Being honest and open with partner agencies about quality 
ü Set clear expectations of quality for third party providers 
ü Strive to meet the quality standards required by Commissioners 
ü Share learning and research to improve whole system care throughout 

the local health economy 
ü Celebrate successes associated with excellent partnership working 
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9.  What the framework means for our staff 

 

We acknowledge the connection between having an open culture within the organisation, 
quality priorities of our service users and the values, aspirations and skills of our staff.  It is 
widely acknowledged that organisations whose staff are engaged and have job satisfaction 
deliver better care; and there is compelling evidence that staff well-being and experience 
correlate with service user experience and outcomes. 

 

 

We recognise the need to support our 
staff to feel engaged, valued and 
empowered in delivering quality 
improvements that are essential in 
delivering our ambition of providing better 
quality care.  Listening to staff is one of 
our key drivers (through Listening into 
Action) and is an important tool in 
delivering care that is consistent with our values. 

The framework ensures: 

Safety 

ü Staff are aware of their individual professional responsibilities and corporate 
responsibility to raise concerns and provide high quality, safe care 

ü Staff are supported and empowered to make decisions about care and safety and 
they are prepared with back up plans for when system failures occur.   

ü When things do not go as planned, staff focus on learning lessons and improving 
quality rather than assigning blame 

ü Staff feel supported to raise concerns and are listened to and responded to 
ü We will seek and learn from other organisations 
ü We will work in line with national requirements 
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Effectiveness 

ü Staff are supported to focus on the effectiveness of their teams and outcomes for 
their service users 

ü Staff are recognised for their contribution to improving quality outcomes; both in 
those that are measured and where staff go the extra mile in delivering excellence 

ü Staff appraisals and development will harness their potential for front line 
continuous quality improvement 

ü Staff make use of research and development to improve the effectiveness of their 
services, as well as evidence-based practice 

ü Staff are encouraged to take part in clinical audit to improve quality outcomes 
ü We will develop a more focussed approach to clinical effectiveness 
ü Staff will be encouraged to own their own data 

 

Experience 

ü Staff are aware, willing to change, supported to adjust and respond to the external 
and internal environment where appropriate 

ü When things go well there are opportunities to share improvements and 
information across the organisation so that others can learn how to improve equity, 
equality and diversity 

ü Staff learn lessons when things go wrong, and share that learning with others to 
prevent recurrence 
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There are a number of quality improvements that we either already know about (e.g. the 
quality priorities listed below), and others that we will need to address as they are 
identified.  Our strategy for how we monitor and manage continuous quality improvement 
will be formalised within the approaches detailed later in this document.  The Quality 
Priorities for 2015/16 are detailed across the following pages. 
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10.Quality Priority One: Reduce Incidence of Patient 
Harm (Safety) 

We want to provide effective services that minimise the risk of harm and give excellent 
outcomes for service users 

We recognise the need to respond quickly & appropriately when things go wrong and 
continually improve the safety of the services we provide to people. We acknowledge that 
healthcare is not a risk free system and weak processes can lead to errors and, tragically, 
these errors sometimes have serious consequences for our patients, staff and the 
reputation of the Trust.  
 
We all have a responsibility to continually strive to reduce the occurrence of avoidable 
harm.  
 
Over the years we have made significant progress in developing a standardised way of 
recognising, reporting and investigating when things go wrong through Root Cause Analysis 
(RCA). 
 
Serious incidents in health care are events where the potential for learning is so great, or 
the consequences to patients are so significant that they warrant attention to ensure these 
incidents are identified correctly, investigated thoroughly and, most importantly, ‘trigger 
actions’ that will prevent them from happening again. It’s not about apportioning blame. 
 
The organisation is committed to focussing on reducing incidents of harm as one of the 
new quality themes for 2015/16, in particular around reducing inpatient falls that result in 
harm, reducing pressure ulcers, reducing healthcare acquired infections, addressing the 
nutritional needs of patients and minimising medication errors. 

13.2 Where we are now 

We have already embedded the pressure ulcer prevention competency for registered 
nurses and will push forward this year with developing the competency of non-registered 
practitioners. Ward Sisters and team leaders throughout the Trust will have the 
opportunity to contribute through a joint learning collaborative which will look specifically 
at the reduction of pressure ulcers and nutritional management in all settings.  

Pressure ulcers are areas of skin which break down under the effects of pressure, or 
through dragging or rubbing of the skin. They are often painful and distressing, and in 
many instances, with the right equipment, advice and care, pressure ulcers are avoidable. 
The Trust has a continuing commitment to reducing pressure ulcers as a form of avoidable 
harm to patients in all settings in which NHS care is delivered. 
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Pressure ulcers are graded according to the European Grading system with grade 1 being 
the least severe, usually reddened unbroken skin, and grade 4 being the most severe, 
usually indicating full thickness skin damage down to bone. The Trust’s reporting also 
distinguishes between those pressure ulcers that developed wholly within NHS care, and 
those who came into NHS care which then went on to deteriorate. The Nutrition and 
Tissue Viability Service will continue to monitor pressure ulcer reporting, contribute to the 
investigation of the most serious grade 3 and 4 pressure ulcers, and audit key standards of 
documentation and practice. 

 

10.2 Where we want to be 

An overwhelming marker of the standards of care being delivered in inpatient areas is the 
number and grade of pressure ulcers.  We aim to:   

ü Eradicate grade 4 pressure ulcers 
ü Reduce the number of grade 3 pressure ulcers in all settings 
ü See a 30% reduction in grade 2 pressure ulcers in all settings 
ü See a 20% reduction in grade 1 pressure ulcers in all settings 
ü Realise a 50% reduction in the deterioration of pressure ulcers grades 2 to 4 in all 

settings 
ü Appoint a Falls Prevention Lead for the in-hospital setting 
ü Ensure that patients who have been identified as needing an in-depth assessment 

and plan of care (due to previous falls history or clinical presentation) will have 
documented evidence that this was completed and implemented. 

ü Reduce the number of Heath Care Acquired Infections 

10.3 How we will get there 

Key action area for collaboratives Linked to 
We will utilise the latest research and evidence based-practice to reduce 
pressure ulcers Experience 

We will monitor monthly and address any issues or risks as they arise Effectiveness 
We will develop communication methods with service users to take their 
needs into account Experience 

We will work closely with the multidisciplinary team to minimise the risk 
of falls Safety 

 

10.4 Links to Trust Organisational Priorities 

ü Prevent avoidable harm 
ü Improve mortality rate 
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ü Make every service the best it can be 
ü Improve what people think of their care 
ü Design services that deliver best practice within our resources 

 

10.5 Key performance indicators 

 

Pressure Ulcers 
Measure Data source Frequency Collected and reported by 
0 Grade 4 newly acquired pressure 
ulcers across all settings Datixweb Monthly Nutrition & Tissue Viability 

Nurse Specialist 
50% reduction in newly acquired grade 
3 pressure ulcers across all settings Datixweb Monthly Nutrition & Tissue Viability 

Nurse Specialist 
50% reduction in the deterioration of 
pressure ulcers to grades 3 to 4 across 
all settings 

Datixweb Monthly 
Nutrition & Tissue Viability 
Nurse Specialist 

 
Falls 
100% of patients are assessed to 
establish the need to be included in one 
of the three dedicated FallSafe bundles 
by 31st March 2016 

Clinical areas 
Datixweb Monthly Falls Coordinator 

90% of patients needing to be on one 
of the three identified FallSafe bundles 
must have the relevant assessment 
completed in full by 31st March 2016 

Datixweb Monthly Falls Coordinator 
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11. Quality Priority Two – Improve the Discharge Planning 
Process (Effectiveness) 

 

Improvements in quality are delivered first and foremost by the frontline teams, and it is 
these teams who often conceive and develop quality improvements.  Quality should be at 
the core of all teams, in order to improve outcomes for patients.  

It is often these frontline teams that have the biggest impact on people’s experience.  
Although there have been significant improvements in the discharge planning process, we 
readily acknowledge that there is still room for improvement which will further enhance 
the quality of our patient’s experience.    

Delays to discharge not only cause issues for the patients that are trying to get home, their 
families and carers, but also those in the acute stage of their illness that are in need of a 
hospital bed.  This also impacts on our Ambulance service if they are unable to offload 
when there are no beds in the hospital. 

11.1 Where we are now 

We have made considerable progress in working with our colleagues in Adult Social Care 
and the wider community to try to expedite the discharge process.  An internal hub has 
been established with additional resources being put in to help alleviate seasonal 
pressures.  We are also aware of the importance of mental health patients for whom the 
majority of care is given in the community, and appropriate discharge of mental health 
patients is currently managed through Sevenacres. 

A project has been established to work in key areas that will impact upon the discharge 
planning process.  This has been piloted and is now being rolled out across the 
organisation.  It is focussed on: 

ü Reducing length of stay 
ü Increasing the number of pre-noon discharges 
ü Implementing planned dates of discharge for all patients 
ü The use of visual management tools to track progress 

Our Ambulance service already has one of the best ‘leave at home’ rates in the country, 
and we are nationally recognised as having the best NHS 111 service, which re-directs 
people to the most appropriate setting to avoid having to come into hospital. 

11.2 Where we want to be 

We want all of our staff to have a culture of high quality care for all, and develop their own 
quality improvement agendas.  To improve the discharge planning process this will include: 



37 
 

ü Having increased numbers of people with long term conditions managing their own 
care or having fewer interventions 

ü Modelling ambulatory care to keep patients as day cases where possible 
ü Admission avoidance 
ü Greater access to nursing home and residential home beds through further rollout 

of trusted assessments 
ü Further scrutiny of patients with a prolonged length of stay and earlier intervention 

to assist with discharge planning 
ü We are working towards providing a 72 hour assessment unit within Sevenacres to 

enable people to return to the community as quickly and safely as possible.  Closer 
working relationships with the third sector will also help promote this with other 
community support services coming on stream to enable people to return home 
and receive community based support 

ü We will assess the impact of national pilots where the physical and psychological 
aspects of care are joined, and explore the potential to improve the involvement of 
a psychological approach to help with people’s ability to accept and manage their 
long term conditions. 

ü We will improve partnership working with our colleagues in Social Services to 
minimise delays to discharge 
 

11.3 How we will get there 

Key action area Linked to 
We will scrutinise our bed usage to ensure we have housed people in the 
most appropriate setting for their needs, re-aligning wards if necessary Experience 

We will continue to roll out the patient flow project  Effectiveness 
We will educate our patients with long term conditions to manage their 
illness with fewer interventions and keep them in their own homes Experience 

We will open a day case area on the newly refurbished Medical 
Assessment Unit where ambulatory care patients can be managed Effectiveness 

We will plan for discharge earlier in the patient’s stay.  This will help 
reduce length of stay and minimise the risk of hospital acquired infections Safety 

 

11.4 Links to trust Organisational Priorities 
ü Create and maintain partnerships with other organisations so that we can deliver 

excellent care 
ü Make every service the best it can be 
ü Improve what people think of their care 
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11.5 Key Performance Indicators 

Improving the discharge planning process 
Measure Data source Frequency Collected and reported by 
Reduction in average length of stay PIDS data  Weekly Programme Manager 
Increase in pre-noon discharges PIDS data Weekly Programme Manager 
Implementation of visual management 
tools Ward audit Weekly Programme Lead/ 

Manager 
Implementation of planned date of 
discharge for all patients Ward audit Weekly Programme Lead/ 

Manager 
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12. Quality Priority Three – Improve End of Life Care 

In 2008, the Department of Health released the End of Life Care Strategy: Promoting High Quality 
Health Care for all Adults at End of Life, which identified the need to improve the quality of care 
received by people nearing the end of their lives.   

Early recognition of people who are in the last year of life is vital so that the person’s choice of 
treatment and place of treatment is known and is incorporated into the care provided.  In 
establishing the person’s wishes, appropriate care can be anticipated and in some circumstances, 
avoid unnecessary admission to hospital. 

The AMBER Care Bundle (ACB) is a tool that was devised by Guys and St Thomas’ Hospital Trust in 
London, to prompt difficult conversations about escalation of care and preferred place of death for 
people whose recovery is uncertain.  This tool is being used here to support the recognition of 
patients whose recovery is uncertain.  The implementation and uptake of this tool has been 
somewhat limited, and work is underway to improve this and audit uptake and usage of the tool.  

Lack of recognition of people who are nearing end of life remains an issue for the Trust. 

 

12.1 Where we are now 

Holistic assessment is the key to individualised, personal care and this is being developed with the 
newly developed End of Life Care Plan.  The development of the care plan booklet was guided by 
the recent publication ‘One Chance to Get it Right’ (NHS 2014) and includes all aspects of end of life 
care that are considered to be best practice, and will be audited.  The patient and their family are 
central to the development of an individualised End of Life Care Plan and this has been recognised 
within the document. 

 The End of Life Care Plan is currently being piloted in three clinical areas.  The care plan has been 
shared with the Wessex End of Life and Palliative Care Network and NHSIQ so that there is good 
critical feedback of the care plan. The identification of end of life patients has been incorporated 
into the handover form when patients are moved, to reduce the number of moves. 

The End of Life Implementation Team is working closely with the Isle of Wight End of Life Strategy 
Group to ensure co-ordination of care across all environments.  The Ambulance Hub holds all 
Anticipatory Care Plans developed by the GPs 

The Implementation Team have developed clinical governance structures by developing the 
following: 

1. Writing an End of Life Policy  
2. Protocol for Just in Case Drugs  
3. Guidelines for Syringe Driver  
4. An audit process has been started to look at all areas around end of life care 
5. A questionnaire to routinely gather feedback from bereaved relatives 
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End of Life Champions have been identified in each clinical area across the acute wards, mental 
health wards and in the community. 

The Quality Implementation Plan (produced following our latest CQC visit), identified that end of 
life care education needs to be mandatory, therefore an application has been made to the 
Mandatory Training Committee to ensure all relevant staff receive the necessary training and 
education to support delivery of end of life care. 

12.2 Where we want to be 

Caring for the dying is one of the last things we can do for our patients, and we need to make this 
experience as trouble free as it can be for our patients and their carers.  We need to improve our 
recognition of the possibility that a person may die within the next few days or hours; 
communicate clearly and act quickly in accordance with the person’s needs and wishes, and ensure 
these are regularly reviewed and decisions revised accordingly.  

Caring for people who are close to death demands compassion, kindness, high quality 
communication to the person and their family, as well as a skilled application of knowledge.  We 
must ensure that staff are competent in how to recognise a person that is on the end of life journey 
so that decisions are made and there is care managed appropriately. 

We will: 

ü Reduce the number of non-clinically justified bed moves for end of life patients 
ü Increase the number of staff completing the end of life e-learning package 
ü Ensure that Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) orders are 

completed in their entirety and in a timely manner, to include clear documentation on how 
the decision was reached 

ü Develop and roll out the use of a Priorities of Care pathway for EOLC patients 
ü Ensure that we talk to people about end of life issues and identify any patient that may be 

appropriate for the AMBER care bundle within 24 hours of admission 
ü Develop an island-wide end of life care strategy 

 

12.3 How we will get there 

Key action area Linked to 
We will work with our bed management team to ensure that end of life 
patients are not moved unless clinically indicated Experience 

We will widely publicise training in end of life care and pursue this as a 
mandatory requirement Effectiveness 

We will educate our staff to ensure that DNACPR orders are accurate, 
timely and clearly documented Effectiveness 

We will utilise the latest evidence based research to continually improve 
practice Safety 

We will continue to involve patients, carers and families in decisions 
around end of life care Experience 
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12.4 Links to trust Organisational Priorities 
ü Make the service the best it can be 
ü Improve what people think of their care 
ü All staff continue to develop 
ü Design services to deliver best practice within our resources 

 

12.5 Key Performance Indicators 

Improve end of life care 
Measure Data source Frequency Collected and reported by 
Month on month increase with a target 
of 65% by 31 March 2016 for the use of 
the Priorities of Care Patient Pathway in 
cases where a patient death was 
expected 

Clinical 
coding Monthly End of Life Care Lead 

Nurse 

80% of clinical staff have completed End 
of Life Care training by 31 March 2016 Pro4 training  Monthly End of Life Care Lead 

Nurse 
A quarterly improvement in the relative 
survey results for the questions relating to 
communication 

Survey 
results Quarterly 

Patient Experience Lead 
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13. Implementation 

 

13.2 Overall approach to implementation 

Our Executive Director for Nursing will coordinate the annual implementation plan with key 
priorities for each year.  The plan will contain actions shared across other directorates.  The 
implementation of this framework will: 

ü Build on the previous year’s work plan, providing overall direction for this year’s work 
ü Use a phased approach for subsequent years, ensuring progress against each of the themes 

whilst maintaining in-year flexibility for responding to quality issues 

Each December the annual work plan for the next financial year will be produced and progress 
against the framework for quality goals will be reviewed. 

13.2 Supporting strategies for implementation 

As noted in Section7, there are numerous strategies and plans that underpin and support 
implementation of this framework. 

Key strategies that will be reviewed and/or developed by the SEE team are: 

ü Safety Strategy 
ü Effectiveness Strategy 
ü Experience Strategy 
ü Quality Assurance Programme 

The supporting strategies above will provide detail on policies, systems and processes that will be 
developed or refined to achieve the three quality themes of this framework. 

 

 

 

 

  

Planning over a five year period 

We acknowledge the importance of planning actions to implement this framework, and a flexible 
approach is needed over a five year period. 

o Actions documented now may not be viable to commence, particularly in the latter years 
of implementation as circumstances change 

o Additional actions could better achieve the desired outcomes and may arise from analysis 
and review of progress 

o Ongoing consultation with service users, carers and the public may result in beneficial 
changes to implementation 
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Phases of implementation 

The implementation of the Quality Improvement Framework will take place in three broad 
phases: 

 

 

 

 

 

 

 

 

 

 

 

 
Services will be expected to self assess against the Quality Governance and Assurance 
Framework self assessment tool and will feed back the results to the SEE team  

OUTCOME 
Embed routine measurement of outcomes, with appropriate quality information being 

analysed and challenged 

PROCESS 

Ensure clear roles and accountabilities in relation to quality governance are in place, with a 
clear process for escalating and resolving issues 

STRUCTURE 

Align strategies, policies and the capabilities and culture of support teams to fulfill the 
framework's quality themes 
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14.  Monitoring – How We Will Measure Progress 

 

We will ensure that we have an effective communication strategy with plans in place for 
dissemination of the finalised version of the QIF. 

It is essential that the strategies mentioned within this document include robust 
mechanisms for monitoring and managing quality of care.   

Clear measurable Key Performance Indicators have been identified against each quality 
improvement initiative.  These will be monitored through the local quality and performance 
meetings/boards within the local business units.   

The Board will receive quarterly updates with regards to progress against the KPIs for these quality 
improvement priorities 
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15.  Communications and Engagement 

 

This framework will enable us to achieve safer, more effective, patient-centred services.  
We aim to avoid any episodes of care falling below the highest quality standards, and 
preserving dignity and respect will be the cornerstone of how we treat out patients, 
families and staff. 

We will continually seek and act upon feedback and develop from lessons learned.  Our 
communication plan will enable us to share progress 

 

 

 

 

 

 

 

 

 

I think we need to link this to the drawing nearer the front? 

How we will communicate 

The draft QIF has been circulated widely for feedback.  Upon completion of this feedback, 
the finalised version will be signed off at Trust Board.  It will be available through our 
website, the intranet, and will be circulated through Directorate management meetings for 
onward cascading. 

 

 

 

 

 

Patient Safety 

Patient Experience 

Clinical Effectiveness 

 

QA QI 

Quality  

 

Our People 

Improvement 



46 
 

 

16. Stakeholder feedback 

Contributions from the following personnel have been included in the revised version of the QIF: 

Name Role 

Karen Baker Chief Executive Officer 

Alan Sheward Executive Director of Nursing 

Pippa Hart Trust Development Authority 

Mark Price Company Secretary 

Dr Alexis Bowers Consultant Psychiatrist 

Debbie Hanson District Nurse Team Leader 

Shelley Weir 
Interim Service Lead for Improving Access to 
Psychological Therapies/Primary Care Mental 
Health Team  

Linda Keighley Project & Service Development Manager 

Lesley Mew Clinical Team Leader 

Martin Robinson Associate Director 

Theresa Gallard Safety, Experience and Effectiveness Manager 

Dr Nina Moorman Non-Executive Director 

Dr Andrew Woolley Consultant Respiratory Physician 

Tony Adams 
Service Lead for Memory Service, Learning 
Disabilities, Child and Adolescent Mental Health 
Service and Island Drug and Alcohol Service 

Denis Ford Patient Council  

Caroline Robertson Falls Prevention Coordinator 

Jacqui Skeel Assistant Director for Organisational 
Development 

Leisa Gardiner Listening into Action Lead 
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It is my pleasure to bring this Quality Improvement Framework to the Trust. The 

components of this framework follow many engagement events and the opportunity for 
our staff, patients and service users to comment. In embraces the contemporary approach 
to Quality Improvement placing our staff and patients and the forefront of how we 
manage our organisation. It supports patients being at the centre of all we do in the Trust 
and supports our staff to bring about change through clear supporting mechanisms. I look 
forward to working with you on the implementation of this Framework and for recognising 
the many opportunities we have to improve the patients Safety, Experience and Clinical 
Effectiveness.   
 

 
 
 
 
 
 
 
Alan Sheward 
Executive Director of Nursing 
 



 
REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 02 September 2015 

Title Quality Improvement Plan Update 

Sponsoring Executive 
Director 

Alan Sheward – Executive Director of Nursing & Workforce 

Author(s) Patient Safety, Experience & Clinical Effectiveness Triumvirate 

Purpose This paper is intended to update the Trust Board on the progress of the Trusts 
Quality Improvement Plan (QIP). 

Action required by the 
Board: 

Receive X Approve  

Previously considered by (state date): 

Trust Executive Committee  Mental Health Act Scrutiny Committee  

Audit and Corporate Risk Committee  Remuneration & Nominations 
Committee  

 

Charitable Funds Committee  Quality & Clinical Performance 
Committee 

 

Finance, Investment, Information & 
Workforce Committee 

 Foundation Trust Programme Board  

Please add any other committees below as needed 
Board Seminar    

Patient Safety, Experience & Clinical 
Effectiveness Committee 

19 August 2015   

Other (please state)  

Staff, stakeholder, patient and public engagement: 

Stakeholders have provided feedback which has been taken into account within the Quality Improvement Plan.   

The Plan has been developed from information provided by staff from across the organisation. 

Executive Summary: 

This paper is to provide an update to the Quality & Clinical Performance Committee on delivery of the 
Quality Improvement Plan (QIP), including the 102 actions required to be achieved, which was 
developed following the Care Quality Commission (CQC) Chief Inspector of Hospitals (CIH) Quality 
Summit in September 2014. 

All enforcement actions are complete; 5 outstanding compliance actions, 4 of which will be completed 
by 30 September 2015 (1 action has an element relating to safer staffing – completion by 31 March 
2016).  There are also 3 outstanding ‘must do’ actions – 2 to be completed by 30 September 2015 and 1 
by 31 March 2016.  The 17 outstanding ‘should do’ actions will be completed by March 2016.  

Monitoring by the Trust, Care Quality Commission and other external stakeholders continues.  Actions 
are managed through the weekly Quality Improvement Plan (QIP) meetings, Directorate Performance 
Reviews and also through the monthly Confirm and Challenge and Integrated Delivery Meetings (TDA) 
with key stakeholders.  Reporting occurs weekly to the Trust Executive Committee (TEC) and to the Trust 
Board on a monthly basis, through the Quality & Clinical Performance Committee.   
The new reporting matrix utilised for monitoring purposes is working well and provides an accumulation 
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of performance information that is being used to make informed decision as to the status of outstanding 
actions and to evidence the sustainability of previously completed actions, through performance trends 
analysis. 
For following sections – please indicate as appropriate: 

Trust Goal (see key) Quality 

Critical Success Factors (see key) CSF1 & CSF2 

Principal Risks (please enter applicable BAF 
references – eg 1.1; 1.6) 

1.5 & 2.10 

Assurance Level (shown on BAF) Red  Amber  Green  

Legal implications, regulatory and 
consultation requirements 

 

 

Date: 21 August 2015                                          Completed by:    Theresa Gallard - Business Manager 

                       Patient Safety, Experience & Clinical Effectiveness 
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1.0 EXECUTIVE SUMMARY 
1.1 This paper is to provide an update to the Trust Board on delivery of the Quality Improvement Plan 

(QIP), including the 102 actions required to be achieved, which was developed following the Care 
Quality Commission (CQC) Chief Inspector of Hospitals (CIH) Quality Summit in September 2014. 

 
1.2 As advised previously to the Board. all enforcement actions are complete; 5 outstanding compliance 

actions, 4 of which will be completed by 30 September 2015 (1 action has an element relating to safer 
staffing – completion by 31 March 2016).  There are also 3 outstanding ‘must do’ actions – 2 to be 
completed by 30 September 2015 and 1 by 31 March 2016.  The 17 outstanding ‘should do’ actions will 
be completed by March 2016.  

 
1.3 Monitoring by the Trust, Care Quality Commission and other external stakeholders continues.  Actions 

are managed through the weekly Quality Improvement Plan (QIP) meetings, Directorate Performance 
Reviews and also through the monthly Confirm and Challenge and Integrated Delivery Meetings (TDA) 
with key stakeholders.  Reporting occurs weekly to the Trust Executive Committee (TEC) and to the 
Trust Board on a monthly basis, through the Quality & Clinical Performance Committee.   

 
1.4 The new reporting matrix utilised for monitoring purposes is working well and provides an 

accumulation of performance information that is being used to make informed decision as to the status 
of outstanding actions and to evidence the sustainability of previously completed actions, through 
performance trends analysis. 

 
2.0 BACKGROUND 
2.1 The Board has been receiving regular reports following the development of the Trust’s Quality 

Improvement Plan in order to provide a level of assurance on progress.  The aim is to move the 
organisation from the ‘requires improvement’ rating it received in September 2015 to ‘good’ and then 
on to ‘outstanding.’ 

 
2.2 102 actions were outlined in the Quality Improvement Plan covering four action types, as outlined 

below:- 
 
 
 
 
 
 
 
 
 
3.0 UPDATE ON PROGRESS  
 
3.1 General 

The Isle of Wight NHS Trust continues to make progress in responding to the actions within the Quality 
Improvement Plan, linked to the 5 identified themes. 
 

Nursing Directorate 
Patient Safety Experience & Clinical Effectiveness Team 

Quality Improvement Plan Update 
01 September 2015 

Action Type Number of Actions 
1. Enforcement 13 
2. Compliance 38 
3. Must do’s  10 
4. Should do’s 41 

Total 102 
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3.1.1 Monitoring continues through the weekly QIP meetings and attendance and the weekly Trust Executive 
Committee (TEC); along with scrutiny and challenge from the Trust Development Authority through the 
monthly Integrated Delivery Meetings. 
 

3.1.2 Members of the Patient Safety, Experience & Clinical Effectiveness Team and the Executive Director of 
Nursing continue to meet with representatives from the CQC at the quarterly governance meetings. 

 
3.2 Warning Notice 
3.2.1 There remains 1 outstanding issue, which is a compliance action, relating to staffing on the Stroke and 

Rehabilitation Wards.  The CQC are aware that this action links with the safer staffing work and are in 
agreement with the target delivery date of 31 March 2016. 

 
3.3 Delivery of Specific Actions in the QIP 
3.3.1 The table outlines current performance of actions by priority order:- 
  
 
 
 
 
 
 

*WN = Warning Notice (staffing on Community in-patient wards) 
 
3.3.2 There have been 5 completed actions since the last report; these are outlined in the table below 
 

Ref Theme Action Detail 

CA1.1 CL Risk Assessments not 
consistently 
completed 

All wards now undertaking regular audits; action 
complete in relation to the improved consistency of 
risk assessments being undertaken.  Process now in 
place for areas where performance dips supported by 
appropriate action plans. Process consistently working 
well. 

CA6.1 EoL Treatment and 
decision to resuscitate 
not accurately 
recorded 

Excellent performance sustained consistently over 
several weeks.  Great progress seen in this area over 
several weeks.   

MD30 EoL Auditing adherence to 
the DNACPR Policy 

(linked with action above) consistently being 
undertaken and results consistently showing positive 
results.  Policy currently being updated and taken 
through ratification process – monitoring will continue 
with monthly audits to maintain oversight. 

SD21 PC The reasons for 
discharge delays in 
older adults with 
complex needs should 
be identified & 
procedures improved 

Joint action with Clinical Commissioning Group (CCG) 
Protocol and flow chart managing delayed transfers 
has been completed and signed off by both Trust and 
CCG.  The CCG are continuing to work with the NHSE 
(Wessex), identifying a clinical lead to take this work 
forward beyond the CQC requirements.   

CA1.9 Gov Planning and delivery 
of care in order to 
meet individual’s 
needs (Community 
inpatient)   

Performance against KPIs has remained consistent for 
a number of weeks. 
 
90% of patients reviewed had declared MFFD or 
medically fit for transfer on admission to Rehab Unit - 

Action Type Number of Actions Completed Actions Outstanding 
Enforcement 13 13 0 
Compliance 38 33 5 (*1 outstanding from WN) 
Must do’s  10 7 3 
Should do’s 41 24 17 

Total 102 77 25 
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Achieved 100% in 7 weeks out of 9. 
 
90% of patients reviewed had documented that they 
had received information about service offered to 
individual and family at or before start of programme 
- Achieved 80% or above for 9 weeks 
 
90% of patients reviewed had evidence of one 
standardised outcome measure applied in their care - 
Achieved 100% for 5 weeks running 

 
3.3.3 The chart below highlights the number of outstanding actions, by priority and also includes the Trust’s 

timescale trajectory for full completion. 
 

 
 
3.3.4 The chart above highlights that all enforcement actions are complete.  Must do actions are on target 

for delivery by 30 September 2015 (3 outstanding), although there remains a risk associated with the 
action to ensure there is a lead nurse qualified in the care of children & sufficient registered (Children) 
nurses employed to provide 1 per shift in Accident & Emergency (A&E).  Should do actions are just 
outside of the trajectory as we are awaiting confirmation on 1 element within 2 prior to signing off.  
Once this is confirmed, the ‘should do’ action will fall back within trajectory for delivery by 31 March 
2016 (17 outstanding). 

3.3.5 The last Trust Board report highlighted that the compliance actions have fallen behind trajectory due to 
the newly implemented monitoring of specific KPIs against each action.   Progress has been made by 
the sign off of 3 further compliance actions, as outlined above.   

 
3.3.6 Of the 5 remaining Compliance actions; 1 has a completion date of 31 March 2016, as relates to safer 

staffing – agreed with CQC.  The target delivery date for the remaining 4 actions remains 30 September 
2015.   

 
3.3.7 The target delivery dates are Trust set and not driven by the CQC. 
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3.3.8 The table below outlines current performance of actions by theme and shows progress over time:- 
 

 
   *WN = Warning Notice (staffing on Community in-patient wards) 
 
3.5 Monitoring 
 
3.5.1 Monitoring and challenge around progress continues via the weekly Quality Improvement Plan (QIP) 

meetings with Directorates and the monthly Confirm and Challenge meetings with key stakeholders.   
 
3.5.2 The QIP  continues to be monitored externally through the monthly Integrated Delivery Meetings (IDM) 

with the Trust Development Authority to which stakeholders are invited - the same stakeholders who 
attended the Quality Summit in September 2014, i.e. Healthwatch,  CCG, NHS England, Health 
Education Wessex, GMC and the Local Authority.  

 
3.5.3 The new reporting matrix is working well, enabling both corporate and clinical Directorates to analyse 

performance against action specific key performance indicators (KPIs). 
 
3.6 Key Risks 

Key risks and mitigation relating to the 5 outstanding compliance actions set out below:- 
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ALAN SHEWARD 
EXECUTIVE DIRECTOR OF NURSING 
 
 
Prepared by: 
 
Dr Sandya Theminimulle    
Lead for Patient Safety, Experience & Clinical Effectiveness 
 
Deborah Matthews    
Lead for Patient Safety, Experience & Clinical Effectiveness 
 
Theresa Gallard 
Manager for Patient Safety, Experience & Clinical Effectiveness 

 

24 August 2015 
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REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2 September 2015 

Title Patient Walkround Action Tracker Closure Paper 

Sponsoring Executive 
Director 

Alan Sheward – Executive Director of Nursing  

Author(s) Vanessa Flower – Patient Experience Lead 

Purpose The Board is recommended to approve the closure of the existing 
action tracker, to align to the revised Patient Walkround Process.  

Action required by 
the Board: 

Receive  Approve X 

Previously considered by (state date and outcome): 

Sub-Committee Dates 
Discussed 

Key Issues, Concerns and 
Recommendations from Sub Committee  

Trust Executive Committee   

Other (please state)   

Staff, stakeholder, patient and public engagement: 

Staff and patients are included in the Board Walkabout visits. 

Executive Summary: 

The attached paper proposes the closure of the existing walkabout action tracker to align 
with the newly revised Trust Board Walkaround Process.  

At the time of reporting 10 actions remained outstanding, the proposal is that if actions 
were not closed, it was moved to an existing action plan for continued monitoring.  

Those actions that require either closure or on-going monitoring are:  

• MAU (AT/11/2014/003) – An action around ensuring charitable funds to be explored 
as a means for purchasing items. This has been closed as complete as the ward has 
undergone refurbishment and will re-open with all that is needed. If anything else is 
needed Matron is aware of the process to explore the use of charitable funds. Action 
Closed 

• Maxillofacial Unit  (AT/10/2014/001 & 002) – Two actions around succession 
planning of technician role and looking at options for income generation have been 
‘closed’ as being monitored going forward as part of the outpatient project. Moved 
to Outpatient Project. 

• Pathology (AT/037/2013/006) – An action around paperless reporting has been 

Enc L     



‘closed’ as this is part of the ISIS project group with Amanda Shaw continuing to be 
the link between HAD and ISIS. Pathology going paperless is dependent on order 
comms system being successfully implemented.  Moved to ISIS project 

• Osborne Ward (AT/49/2013/001/AT13/2014/001/3/4/5/6) – An action for service 
user data to be added to ward dashboard, and a further 5 actions required to resolve 
the on-going issues with the use of PARIS. It is proposed that these actions are 
monitored as part of the actions of the Mental Health Operational Governance 
Group meeting. Moved to Operational Governance Group action tracker 

Recommendation to the Trust Board: The Board is recommended to approve this 
proposal. 

Attached Appendices & Background papers  

For following sections – please indicate as appropriate: 

Goals Excellent Patient Care;  
Work with others to keep improving our services;  
A positive experience for patients, service users and staff  

Priorities Make every service the best it can be;  
Improve what people think of their care  

QI Reduce incidence of patient harm 

 

Date:          30.7.15                    Completed by:  Vanessa Flower – Patient Experience Lead 

 

 



 

1.  SITUATION:  

1.1 The Patient Safety Walkround process was implemented in February 2013; 
 the progress of actions captured following visits has been monitored by 
 monthly reporting at the Trust Executive Committee. 

 1.2 The current process has not been functioning fully since October 2014. The 
  Trust Board approved a revised process in June 2015. Board Walkrounds  
  were reinstated at this time.  

2. BACKGROUND: 

 2.1 Following a Board visit, any actions identified by the team were identified 
  and managed by the directorates, with regular reporting against progress 
  at the Trust Executive Committee and quarterly reporting to Trust Board. 

 2.2 The revised process eliminates the need for separate monitoring of actions 
  and requires any actions to be captured and managed within existing or  
  local action plans, or using current processes e.g Risk Register. 

 2.3 A central register will be maintained holding a record of the areas visited, by 
  whom and when. 

3. ASSESSMENT 

 3.1 In order to move forward with the revised process, the existing actions are to 
  be closed, to allow for formal closure of the current Patient Safety  
  Walkround Action Tracker.  

 3.2 At the time of reporting 10 actions remain outstanding, that need to be  
  either closed as complete or captured onto existing action plans to be  
  monitored through to satisfactory completion.  

4. RECOMMENDATIONS: 

 4.1 It has been agreed that the action tracker is no longer used to capture  
  feedback of  visits, and the outstanding actions have been closed or  
  realigned as stated below: 

 
 MAU (AT/11/2014/003) – An action around ensuring charitable funds 

to be explored as a means for purchasing items. This has been closed 
as complete as the ward has undergone refurbishment and will re-

Isle of Wight NHS Trust 
Executive Director of Nursing 

Patient Safety, Experience and Effectiveness Team 
Patient Safety Walkrounds – Closure of Action Tracker  

 Trust Board: 2 September 2015  



open with all that is needed. If anything else is needed Matron is 
aware of the process to explore the use of charitable funds. Action 
Closed 

 Maxillofacial Unit  (AT/10/2014/001 & 002) – Two actions around 
succession planning of technician role and looking at options for 
income generation have been ‘closed’ as being monitored going 
forward as part of the outpatient project. Moved to Outpatient 
Project. 

 Pathology (AT/037/2013/006) – An action around paperless reporting 
has been ‘closed’ as this is part of the ISIS project group with Amanda 
Shaw continuing to be the link between HAD and ISIS. Pathology going 
paperless is dependent on order comms system being successfully 
implemented.  Moved to ISIS project 

 Osborne Ward (AT/49/2013/001/AT13/2014/001/3/4/5/6) – An 
action for service user data to be added to ward dashboard, and a 
further 5 actions required to resolve the on-going issues with the use 
of PARIS. It is proposed that these actions are monitored as part of 
the actions of the Mental Health Operational Governance Group 
meeting. Moved to Operational Governance Group action tracker. 

 
4.2 All handlers / general managers are aware and have agreed the process for 
 the ongoing monitoring of actions. 

 
4.3 This proposal has already been agreed by Trust Executive Committee.  

 
4.4. The Trust Board is recommended to approve this proposal for the closure of 

patient walkround tracker. 
 
 
ALAN SHEWARD 
EXECUTIVE DIRECTOR OF NURSING 
 
 
Prepared by 
Vanessa Flower 
Patient Experience Lead 



 

REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2 September 2015 

Title Patient Story Annual Report 2014/15 

Sponsoring 
Executive Director 

Alan Sheward – Executive Director of Nursing  

Author(s) Vanessa Flower – Patient Experience Lead 

Purpose The Board is recommended  to review the  annual report on the process and 
actions taken in response to the Patient Experience Video programme for 
2014/15 

Action required by 
the Board: 

Receive X Approve  

Previously considered by (state date and outcome): 

Sub-Committee Dates 
Discussed 

Key Issues, Concerns and 
Recommendations from Sub Committee  

Audit and Corporate Risk Committee   
Charitable Funds Committee   
Finance, Investment, Information & 
Workforce Committee 

  

Mental Health Act Scrutiny Committee   
Quality & Clinical Performance 
Committee 

27 May 2015  

Remuneration & Nominations 
Committee 

  

Foundation Trust Programme Board   
Turnaround Board   

Please add any other committees below as needed 

Board Seminar   

Trust Executive Committee   

   

Other (please state)   
Staff, stakeholder, patient and public engagement: 

Staff and patients are engaged in the process of patient stories allowing us capture patients 
experience. 

Executive Summary: 
The attached annual report provides an overview of the years activity in respect of the Patient 
Experience Video programme.  

• A total of 15 videos have been captured during the year 
• 8 stories have been shown at Quality and Clinical Performance Committee 
• 9 stories have been shown at Trust Board 
• 1 Case was referred to Adult Safeguarding and upheld as substantiated 

Enc M     



• 8 Stories were all positive in respect of feedback and no actions required 
• 20 actions were identified, of these 2 remain outstanding at the time of reporting.  

 

During the year a new process has been implemented to ensure that the interviews are not too 
structured in approach allowing the patient voice to be heard.  A process is in place to ensure the 
video is shared earlier in the process to inform learning, which can be reported to board.  

Recommendation to the Trust Board: The Board is recommended to receive the annual report.  

 

Attached Appendices & Background papers 

For following sections – please indicate as appropriate: 

Goals Excellent Patient Care; Work with others to keep improving 
our services; A positive experience for patients, service users 
and staff  

Priorities Make every service the best it can be; Improve what people 
think of their care  

QI Reduce incidence of patient harm 

 

Date:     30.7.15                    Completed by:   Vanessa Flower – Patient Experience Lead 
 



 

 

 

1. SITUATION:  

This is the annual report providing a summary of the actions taken in response to the patient 
stories that are viewed at Trust Board and Quality and Clinical Performance on a monthly 
basis.  

2. BACKGROUND: 

The patient story programme commenced in March 2013.  Patient stories aim to bring the 
patients voice to the heart of transforming services through recorded interviews. They provide 
a rich insight into experiences of care – giving patients and family members the opportunity to 
directly tell their stories of an illness or condition – which in turn can be used to help improve 
services.  

Stories are shown at the Trust Board and Quality and Clinical Performance Committee 
monthly, and are available on the Trust intranet for staff, where patient consent has been 
obtained to do so. 

3. ASSESSMENT: 

During the period 1 April 2014 – 31 March 2015, the Trust recorded 15 patient experience 
videos; these have been recorded from across the Trust and include patients’ experience of 
ambulance, mental health and community services, as well as the acute Trust.   

• Ambulance 

• Community 

• Mental Health 

• Acute 

Areas for which a story was not captured this year and will be a priority for the new financial 
year are  

• Paediatrics,  

• Maternity  

• Non inpatient areas including; Endoscopy, PAAU, Day Surgery 

A total of 8 stories were shown at Quality and Clinical Performance Committee, with 9 being 
shown at Trust Board, all stories once finalised are added to the Trusts intranet page, and the 
link shared with relevant staff.  

Isle of Wight NHS Trust 
Nursing Directorate 

Patient Safety, Experience and Clinical Effectiveness Team  
Patient Experience Videos  - Annual Report 2014 / 15 

May 2015 



During the year, the process for interviewing patients was reviewed, and a new patient 
experience video toolkit to support the process, as part of this the process for interviewing has 
been reviewed, and questions are used to prompt and probe more deeply into the story being 
told, rather than leading the video.  This process allows for interviewing to be less structured 
providing a greater opportunity for patients to provide us with their valuable experience of our 
services. 

During the year the team supported by Sunshine Radio(Hospital Based Charity) , have 
provided further training to Patient Council representatives and volunteers, to provide us with 
more trained interviewers to support this programme.  

The process for sharing of videos with staff has also been reviewed as part of the toolkit, and 
the first draft of the full story is now shared with the relevant teams, to ensure that we are 
acting early on this valuable patient experience feedback.  The plan is to support the teams 
with reviewing and acting on this feedback, by running some facilitated sessions to reflect on 
the information relayed.  It is hoped this work will begin during the end of quarter 1 2015/16.  

Once the video is edited, the story is posted on the Trust intranet and available for all Trust 
staff.  

4. FINDINGS:  

Below are those areas that reported a positive patient experience via the video process, and 
therefore no actions required other then to feedback to the teams the very valuable patient 
feedback.  

• Ambulance Service (Pre hospital administration of antibiotics for sepsis) 

• Alverstone Ward 

• Learning Disability patient: experience of a medical inpatient episode. 

• Emergency Department 

• Stroke Unit 

• Tissue Viability Services 

• Winter Ward 

• Poppy Unit 

From the patient experience videos a total of 20 actions were identified and these actions 
have been monitored through the year to ensure there completion. At the time of reporting 2 
actions remain outstanding. 

5. COMPLETED ACTIONS: 

As part of the recording and monitoring of the actions, each action where possible, is aligned 
to a theme. Below are the themes that have been identified from the patient experience 
feedback during 2014/15: 

• Infection control: The effect of CDifficile and Isolation on patients.  
• Medical Care: Poor attitude / communication skills of medical staff 
• Nursing Care: Poor nursing care; lack of awareness around caring for patients with  

    a visual impairment 



• Nutrition: Restricted menu choices for patients with an eating disorder 
• Staffing: Reduced staffing not support appropriate time to access to outdoor space. 

 
6. OUTSTANDING ACTIONS: 

There are two outstanding actions where feedback has not yet been received this relates to 
two stories raised in January and March 2015. Both actions relate to hospital services, and 
feedback is awaited at the time of reporting.  

• Hospital Services: No mirrors in bathrooms 

• Hospital Services: No TV set up in Winter Ward when ward opened at short notice. 

During this year, one of the videos that were reviewed was so alarming it was referred to the 
Adult Safeguarding Team and was subsequently investigated under this procedure. This was 
a level 3 adult safeguarding case; that in line with Trust process was also reported as a SIRI 
against the Trust, and the case was found substantiated following investigation. The 
recommendations from this investigation have been monitored via the Clinical Directorate 
Quality, Risk and Safety Group. There are still some corporate actions to be finalised, that are 
being monitored via the Trusts SIRI processes, and once complete the executive summary 
will be shared with Quality and Clinical Performance Committee.  

7. ACTIONS TAKEN/LESSONS LEARNED: 

From the videos reviewed, and the 20 actions captured the Trust have taken the following 
actions: 

• Disability Awareness Sessions for staff 

• Re issued signs for patients with special requirements (e.g. partially sighted, hearing loss) 

• Implemented intentional rounding across the Trust 

• Ensure improved menus were available for patients with eating disorder 

• Use of patient story in staff training relating to C difficile, this formed part of the DISCO 
campaign.  

A number of the actions related to the video that was investigated under the Adult 
Safeguarding process, and included actions about the process of ensuring investigation, 
feedback to patient and management of staff under HR processes. 

Following the investigation all actions were monitored as part of the SIRI investigation and 
therefore closed on the Patient Experience Video Tracker.  

8. RECOMMENDATIONS: 

1. The Trust board continues to receive a monthly patient story.  

2. The next step in this process is to identify patients who would be willing to share their 
experience on our Trust website, and attend Trust Board in person to tell us about their 
experience to ensure that the patients’ voice is truly being heard.  

3. The Patient Experience Video process will continue to be reviewed and refined during the 
year, and it is anticipated that a quicker review of the unedited video will enable teams to 
truly reflect and learn what it is like to be a patient in our Trust.  



4. During 2015 /16 the programme of videos will continue with patients across all of our 
settings, including those from their own homes.  

5. Actions will continue to be captured and monitored to ensure that this feedback is acted 
on to ensure we are truly learning from the patient experience.  

 

 

Prepared by -  

Vanessa Flower 

Patient Experience Lead 

18 May 2015 



 

REPORT TO THE TRUST BOARD (Part 1 - Public) 

On 2nd September 2015 

Title Serious Incidents Requiring Investigation (SIRI) Report 

Sponsoring 
Executive Director 

Alan Sheward, Executive Director of Nursing & Workforce 

Author(s) Deborah Matthews, Interim Lead for Patient Safety, 
Experience & Clinical effectiveness (SEE) 

Purpose To provide assurance to the Board in relation to the process 
for reporting, investigating and learning from SIRIs 

Action required by 
the Board: 

Receive  Approve  

Previously considered by (state date): 

Trust Executive Committee Weekly 

Quality & Clinical Performance Committee Due at 
Septembers 
Meeting 

Patient Safety, Experience & Clinical Effectiveness Committee (SEE) 19 August 
2015 

Staff, stakeholder, patient and public engagement: 

Lessons learned are shared with teams after analysis is completed 

Executive Summary: 
This report provides an overview of the Serious Incident Requiring Investigation 
(SIRI) activity July 2015.  
 
6 Serious Incidents reported to the Isle of Wight Clinical Commissioning Group 
(CCG) during July 2015 
 

• A serious allegation against a member of staff 
• The declaration of a Black Alert/Significant Internal Incident  
• An Oncology - Delay in treatment 
• Two unexpected deaths in Mental Health Services 
• A patient fall resulting in a fracture 

 
The report explains our arrangements under the new SIRI Framework (March 2015), 
for “cluster” reviewing the pressure ulcers that occur within District Nursing Teams 
and details some of the contributing care and service delivery problems that have 
been identified. 
 

Enc N      



At the time of writing this report there were:  
• 18 open SIRI’s 
• 8 of which were overdue  

The individual case details by Directorate are summarised within the report. 
 
During July 2015, and at the time of reporting, the IW CCG had closed 6 SIRI cases.   

• 3 Pressure Ulcers 
• 1 Confidential Information Breach 
• 1 unexpected death 
• 1 Patient Fall 

The lessons learned from those closed SIRI cases are detailed within the report 
For following sections – please indicate as appropriate: 

Trust Goal (see key) 1 – Excellent Patient Care 

Critical Success Factors (see 
key) 

CSF2 

Principal Risks (please enter 
applicable BAF references – 
e.g. 1.1; 1.6) 

2.6 

Assurance Level (shown on 
BAF) 

Red  Amber  Green  

Legal implications, 
regulatory and consultation 
requirements 

 

 
 
Date: 13 August 2015   Completed by:   Deborah Matthews, Interim Lead for SEE 
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Serious Incident Requiring Investigation (SIRI) Activity Report  

For The Patient Safety, Experience and Clinical Effectiveness Committee 
(July 2015 data) 

 
1. What is a Serious Incident?  
 

1.1. In broad terms, serious incidents are events in health care where the potential for 
learning is so great, or the consequences to patients, families and carers, staff 
or organisations are so significant, that they warrant using additional resources 
to mount a comprehensive response. Serious incidents can extend beyond 
incidents which affect patients directly and include incidents which may indirectly 
impact patient safety or an organisation’s ability to deliver ongoing healthcare.  

 
1.2. The occurrence of a serious incident demonstrates weaknesses in a system or 

process that need to be addressed to prevent future incidents leading to 
avoidable death or serious harm to patients or staff, future incidents of abuse to 
patients or staff, or future significant reputational damage to the organisations 
involved. (ref: Serious incident Framework April 2015) 

2. Serious Incident Framework 
 

2.1. A revised Serious Incident Framework has recently been published by NHS 
England, to be implemented from 01 April 2015.  NHS England has also 
published a revised Never Events Policy; both these documents can be found 
using the following link: http://intranet.iow.nhs.uk/SIRI  

2.2. This revised framework explains the responsibilities and actions for dealing with 
Serious Incidents and the tools available. It outlines the process and procedures 
to ensure that Serious Incidents are identified correctly, investigated thoroughly 
and, most importantly, learned from to prevent the likelihood of similar incidents 
happening again.  

 
2.3. Two key operational changes have been made:  

2.4. Removal of grading – it was found that incidents were often graded without clear 
rationale. This causes debate and disagreement and can ultimately lead to 
incidents being managed and reviewed in an inconsistent and disproportionate 
manner. Under the new framework serious incidents are not defined by grade - 
all incidents meeting the threshold of a serious incident must be investigated 
and reviewed according to principles set out in the Framework.  

2.5. Timescale –a single timeframe (60 working days) has been agreed for the 
completion of investigation reports. This will allow providers and commissioners 
to monitor progress in a more consistent way. This also provides clarity for 
patients and families in relation to completion dates for investigations.  
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3. NEW INCIDENTS REPORTED AS SIRIs: During July 2015 the Trust reported 6 
Serious Incidents to the Isle of Wight Clinical Commissioning Group (CCG).  Below 
is a summary of these incidents: 

• SAFEGUARDING/ALLEGATION AGAINST HEALTHCARE PROFESSIONAL 

Under whose 
care 

Summary Incident 
Date 

Date 
reported as 
SIRI: 

Date report to 
be sent to 
Commissioners: 

Hospital & 
Ambulance 

Serious allegation against 
member of staff (A serious 
allegation was made 
about the conduct of a 
member of Unit staff to a 
patient) 

02.07.15 07.07.15 30.09.15 

 
• BLACK ALERT STATUS 

Under whose care Summary Incident 
Date 

Date 
reported as 
SIRI: 

Date report to 
be sent to 
Commissioners: 

Bed Management Black alert and internal 
incident declared 
(Patients requiring 
admission in Emergency 
Department greater than 
beds available, with 
inadequate  pending 
discharges) 

05.07.15 09.07.15 02.10.15 

 
• DELAYED DIAGNOSIS 

Under whose 
care 

Summary Incident 
Date 

Date 
reported as 
SIRI: 

Date report to 
be sent to 
Commissioners: 

Oncology  Delay in treatment 
affecting 2 patients - 
(pathway/process 
concern for two patients) 

05.06.15/ 
30.06.15 

15.07.15 08.10.15 

 
• UNEXPECTED DEATH x 2 

Under whose care Summary Incident 
Date 

Date 
reported as 
SIRI: 

Date report to 
be sent to 
Commissioners: 

Mental Health: 
Crisis Resolution 
and Home 
Treatment Team 

Unexpected community 
death  
 

14.07.15 21.07.15 14.10.15 
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Mental Health: 
Afton Ward 

Unexpected death of in-
patient  

21.07.15 22.07.15 15.10.15 

 
• SLIP, TRIP, FALL 

Under whose care Summary Incident 
Date 

Date 
reported as 
SIRI: 

Date report to 
be sent to 
Commissioners: 

Community Rehab Patient fall (sustained a 
right fractured neck of 
femur, requiring surgery) 

14.07.15 21.07.15 14.10.15 

 
 
4. PRESSURE ULCERS – in line with arrangements under the new SIRI Framework 

(March 2015), the following pressure ulcers were identified and reviewed at a table 
top review as a “cluster”; care service delivery problems and contributory factors 
were identified in each case, together with recommendations and actions to help 
reduce the risk of a similar situation from happening again.   

PRESSURE ULCER CASES 
Under whose care: Date of cluster review meeting: 
DISTRICT NURSING: 
Sandown Team 
Newport Team 
 

07 July 
2015 

(*3 cases) 

DISTRICT NURSING: 
South Wight Team 
Sandown Team 
Newport Team 
Freshwater Team 
 

14 July 
2015 

(*4 cases) 

DISTRICT NURSING: 
Newport Team 
 

21 July 
2015 

(*3 cases) 

DISTRICT NURSING: 
South Wight Team 
Freshwater Team 

28 July 
2015 

(*2 cases) 

 
*All of the above pressure ulcers were reported as Grade 3 or 4 without full investigation and Cluster 
outcome establishing the true cause.  
 

4.1. The issues identified through the cluster reviews are formally captured and are 
monitored weekly through to conclusion with the District Nursing Team Leads and 
Locality Leads.  This gives staff the opportunity to see all the cases through to the 
end, share learning and support their peers in any decision making. Since the 12th 
July 2015, the community nursing teams have reported 2 Grade 3 Pressure Ulcers.  

 
4.2. Key issues identified and managed through to conclusion have included;  
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• The frequency of patient assessments – The District Nursing Assessment 
Document has been revised and new guidance and timeframes developed 
and communicated throughout teams  

• Photographic Evidence – The roll-out of training to enable all staff to 
attached photographs to Datix has almost been concluded. 

• The management of Ungradeable – Clear guidance has been issues around 
the time-frames within which this terminology can be used and the actions 
required a 6 and then 12 weeks post first classification as ungradeable 
clarified. 

4.3 Further issues that are being addressed; 
• Establishing one point of referral to the District Nursing Service 
• Implementation of the Pressure Ulcer Collaboratives. 
• Improving two-way communication between Residential Homes/Care 

Agencies and the District Nursing Service 
• The roll-out of focused urinary catheter care training to reduce the risk of 

equipment related pressure injuries 
 
5. CURRENT POSITION: This table provides the current status of open SIRIs as of 

13 August 2015  
 

SIRIs COMMUNITY & 
MENTAL HEALTH

OTHER CORPORATE 
AREAS

•  With Coroner 0 0 0

•  With Directorate 0 2 0
•  With Quality team 0 0 0
•  With Execs 0 1 1
•  With Commissioner 0 1 0
•  Returned from  
Commissioner - further work

3 0 0

TOTAL OVERDUE 3 4 1

•  With Coroner 0 0 0
•  With Directorate 3 7 0
•  With Quality team 0 0 0
•  With Execs 0 0 0
•  With Commissioner 0 0 0
•  Returned from  
Commissioner - further work

0 0 0

TOTAL CURRENT 3 7 0
TOTAL NUMBER OF OPEN 
CASES  6 11 1 18

how many ongoing SIRIs (auto) 17

HOSPITAL & 
AMBULANCE

OVERDUE CASES

CURRENT CASES
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6. CLOSED SIRI CASES  
  
During July 2015, and at the time of reporting, the IW Clinical Commissioning Group 
had closed 6 SIRI cases.  Listed below are the lessons learned from those closed SIRI 
cases:  
 

Subject/Learning: 
 
PRESSURE ULCERS (x 3) 
LESSONS LEARNED 
(1) Equipment not provided even though discussed; although would not have 

changed the outcome. If equipment is offered and declined, this should be 
thoroughly documented. Ensure when equipment is discussed all alternatives 
are explored. 

(2) To ensure the need for vascular intervention is considered and explored, 
although it is not felt this would have made a difference in this instance. To 
ensure Waterlow completed on admission for all patients. TV care plan to be 
updated daily. 

(3) Residential Care Homes to report any accidents/incidents involving patients 
under care of the District Nurses to the District Nurse Team.  

CONFIDENTIAL INFORMATION BREACH 
SUMMARY 
Patient discovered a handover sheet left on bed by doctor relating to 27 separate 
data subjects 
 
LESSONS LEARNED 
To identify previous training around IG (information governance) prior to locums 
starting on the wards. Each clinical area to ensure that doctors are given a copy of 
their local induction and standard operating instructions on commencement on the 
ward. 
UNEXPECTED DEATH 
SUMMARY 
Unexpected death within 24 hours of hospital admission. 
 
LESSONS LEARNED 
The need for effective timely communication between surgical and medical teams 
The need for comprehensive clinical documentation 
The need for a formal out of hours system of consultant to consultant referral 
The need for the provision of full diagnostic investigations out of hours 
The need for NHS 111 service to have a Plan B to get information to GPs when 
phone lines are not working (plan B in place)  
The need for guidelines on what constitutes timely senior review 
The need for all staff to follow Trust policies 
The need for reliable IT systems  
(ACTION PLAN IN PLACE) 
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SLIP, TRIP, FALL 
SUMMARY 
Un-witnessed patient fall 
 
LESSONS LEARNED 
Temporary staff did not have a full understanding of hospital policies leading to 
patient not having correct equipment to reduce the risks of falls such as sensor 
alarm or correct footwear.  
 
Although confusion caused by infection is known to increase risk of falls, if sensor 
alarm had been put in place, risk could have been mitigated. 

 

6.1 Further to the Investigative Training received by some of our staff in May 2015, 
facilitated by an external company experienced in NHS clinical investigations 
(medico-legal consultancy), the Trust has arranged for further training to be held in 
September and November 2015; at the time of reporting (13 August 2015) the list 
for September is fully subscribed and includes representation from Trust Execs, as 
well as IW Clinical Commissioning Group.  The investigative tools recommended by 
the external company have been added to the Trust’s SIRI website page for staff to 
access.  

Alan Sheward 
Executive Director of Nursing 

 

Prepared by: 
Deborah Matthews    Karen Kitcher 
Interim Lead for Patient Safety,   Quality Assurance Lead 
Experience & Clinical Effectiveness  
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REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2nd SEPTEMBER 2015 
Title Six Monthly Safer Staffing Report 
Sponsoring 
Executive Director 

Executive Director of Nursing 

Author(s) Sarah Johnston, Deputy Director of Nursing 
Purpose To provide the Board with the six monthly safer staffing report as identified 

by the NHS England, in line with the National Quality Board (NQB) 
publication ‘How to ensure the right people with the right skills are in the 
right place at the right time’ 

Action required by 
the Board: 

Receive  Approve X 
Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny 

Committee 
 

Audit and Corporate Risk Committee  Remuneration & Nominations 
Committee  

 

Director of Nursing Team 01.09.2015  Quality & Clinical Performance 
Committee 

Due for Sept 
(Aug not 
occurring) 

Staff, stakeholder, patient and public engagement: 
Matrons, Ward Managers and their Deputies are involved in the Safer Staffing café’s to be able to 
discuss and understand requirements. 
Ward Managers review monthly data in relation to staffing, provide the Acuity and dependency work 
for their area and will review this report as part of the safe staffing discussions. 
 
Report to be sent to Trust Development Authority 
Executive Summary: 
A six monthly report is required to be provided to the Board following an establishment 
review using evidence based tools. We have utilised the Shelford Tool for review of acuity 
and dependency for inpatient acute areas. 
 
We are currently working through quarterly safe staffing café’s to ensure all areas are 
incorporated into regular review, and to ensure scrutiny of staffing establishments and 
management. 
 
The National Quality Board issued requirements of the Board in relation to safe staffing and 
this report provides information for the Board to enable them to achieve those requirements.  
Monthly reports are also provided in the monthly performance report; this report is the 
overarching 6 monthly report which includes the inpatient staffing review and 
recommendations for nurse staffing.  
 
The Board is required to approve the staffing levels for the organisation going forward. 
In order to do that Appendix A provides information on the current establishment, the 
recommendations put forward in the business case to the Board – which resulted in an 
agreement of 29 additional staff being added to the establishment for 2015-2016 - and the 
current acuity and dependency score for our Inpatient areas. 
 
The Executive Director of Nursing (EDoN) recommends the safe staffing levels as identified 
in the original review. After reviewing Acuity and Dependency from June 2015 and 
considering the scores over the 4 review periods (at 3.1.2) the EDoN recommends 
continuing with the plan to recruit 29 additional staff to the high risk areas (as identified in 
Appendix A) and to continue the recently established quarterly safe staffing café’s to ensure 

Enc O      
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robust scrutiny for staffing management.  In addition these reviews will incorporate review of 
rota’s, and professional judgement. This will support safe staffing implementation as we 
conclude the building work, and consider movement of ward areas and changes in bed 
allocations as we go forward. 
 
For following sections – please indicate as appropriate: 

Trust Goal (see key) Quality, Workforce 
Critical Success Factors (see key) CSF 1, CSF 2, CSF 9, CSF 10 
Principal Risks (please enter applicable 
BAF references – eg 1.1; 1.6) 

 

Assurance Level (shown on BAF) Red  Amber  Green  
Legal implications, regulatory and 
consultation requirements 

None 

 

 
Date:  18th August 2015                Completed by:   Sarah Johnston, Deputy Director of Nursing 
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Isle of Wight NHS Trust Board 

Six Monthly Safer Nurse Staffing Report 
September 2015 

 
 
1. INTRODUCTION 

 
1.1. The National Quality Board (NQB) issued guidance to optimise nursing, midwifery 

and care staffing capacity and capability. The document ‘How to ensure the right 
staff with the right skills are in the right place at the right time’ identified ten 
expectations for organizations’ to deliver. 

 
1.2. Expectation 1 identifies the requirement for the Trust Board to take full responsibility 

for the quality of care provided to patients, and as a key determinant of quality, take 
full and collective responsibility for nursing, midwifery and care staffing capacity and 
capability. 

 
1.3. In order to achieve this NHS England have set out requirements for reporting to the 

Trust Board. The Board receive a monthly report indicating planned and actual 
hours for nurse staffing; this is received in the performance report. In addition a 6 
monthly report which evaluates staffing capacity and capability over the previous 6 
months, and forecasts the likely requirements for the next six months is required; the 
Board received the first 6 monthly report in June 2014. The 6 monthly reviews 
should be based on evidenced based tools and discussion with ward or service 
leads. Boards are required to sign off the establishment for all clinical areas, 
articulate the rationale and evidence for agreed staffing establishments, and 
understand the links to key quality and outcome measures. (p 11 NQB guidance). 

 
1.4. The Board have been fully engaged with the process for setting new establishments 

following the initial work undertaken to review requirements utilise the Shelford 
Acuity and Dependency Tool, and the subsequent discussions in relation to funding 
and recruitment.  

 
1.5. The National Institute for Clinical Excellence (NICE) guidelines for nurse staffing in 

acute areas were launched by NICE in June 2014. The organisation is working to 
achieve compliance with these recommendations  

 
1.6. The National Quality Board is now overseeing work in relation to the wider 

programme of work identifying models for Mental Health, Learning Disability, and 
Community Care, taking into account the 5 year forward View and Vanguard sites. 

 
 

2. DELIVERY ON REQUIREMENTS  
 

2.2 NATIONAL QUALITY BOARD (NQB) REQUIREMENTS  
 
2.2.1 The NQB sets out what is expected in a six monthly staffing paper to the Board in 

relation to the establishment review. 
 

2.2.2 For ease of understanding those expectations are set out in summary below. A RAG 
rating is provided to indicate how far we are with being able to provide adequate data 
in a meaningful way for analysis.  
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Table 1 List of expected information provided in the six monthly report. 

The difference between current establishment 
and recommendations following the use of 
evidence based tools 

G Appendix A, Column L-O 

What allowance has been made in 
establishments for planned and unplanned 
leave 

G 22% uplift has been accounted 
is accounted for in 
establishments  

Demonstration of the use of evidenced based 
tools 

G Appendix C  
The Shelford Tool for acute 
Inpatient areas has been 
completed during June 2015 
and information is provided at 
Appendix A Column H and in 
the report at 3.1.2 

Details of any element of supervisory 
allowance that is included in establishments for 
the Sister/Charge Nurse 

G Appendix A, Column J 
 

Evidence of triangulation between the use of 
tools and professional judgment and scrutiny 

G The Safer Staffing Café’s are 
currently ongoing using the 
information at Appendix C, and 
professional judgment to 
review staffing management. 

The skill mix ratio before the review and 
recommendations after the review 

G Appendix A, Column K 
We are working to achieve  
65/35 registered to non 
registered split with a minimum 
of 60/40, in reviews so far, this 
has been achieved, or a lower 
percentage is appropriate for 
the A&D requirement and 
nature of care. Amber ratings 
are provided where review is 
still be undertaken 

Details of any plans to finance any additional 
staff required  

G Appendix A, Column F 

The difference between the current staff in post 
and current establishment and details of how 
this gap is being covered and resourced 

G Appendix A, Column L - O. 
Appendix C – workforce 
metrics 
 

Details of workforce metrics – e.g. data on 
vacancies (short and long term) 
sickness/absence, staff turnover, use of 
temporary staffing solutions, (split by 
bank/agency/extra hours and overtime)  

G Appendix B 
 

Information against key Quality and outcome 
measures e.g. data on safety thermometer or 
equivalent for non acute settings, serious 
incidents, healthcare associated infections 
(HCAI’s) complaints, patient 
experience/satisfaction and staff 
experience/satisfaction 

G Appendix B 
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2.2 NICE GUIDANCE 
 
2.2.1 We are working towards full compliance with NICE guidance. We have implemented 

daily reporting electronically which has been a significant issue previously.  Following 
implementation of Version 10 of our MAPS system the Rostering team have been 
able to set up a report which indicates where we are below our anticipated staffing. 
This can be accessed by the Matrons and reviewed daily and enables us to move 
staff around as necessary. 

 
 
2.2.2 Red flag system 
 We have now put in place a ‘red flag’ system. These are safety indicators and are 

either related to number of staff available for a shift, or an incident or issue e.g. delay 
in giving pain relief, or unplanned omission of medication. Information is provided at 
Appendix B for each ward where ‘red flags’ have been utilised. We are working to 
embed this across the organisation.  

 
2.2.3 Maternity  

The National Institute for Clinical Excellence (NICE) guidelines for Maternity was 
launched in February 2015. The maternity Unit are in the process of reviewing 
staffing in line with regional work groups and networks. The Unit currently works to 
Birth Rate Plus guidance and meets requirements for nurse to patient ratio’s for 
labour with 98 – 100% achieved.  

 

  
2.3 CONTACT HOURS 
2.3.1  In addition to utilising the Shelford Model for Acuity and Dependency other tools can 

be utilised to support better understanding of staffing and greater assurance of ability 
to deliver the right care. 

 Safer Staffing: a guide to Care Contact Time indicates the need to have regular 
robust information about direct contact time and emphasises the importance of 
additional ward staff i.e. housekeepers and ward clerks. 

 In discussion with the Exec Director of Nursing and DNT we are currently piloting the 
Care Contact Time approach on the general rehab ward rather than across the whole 
organisation. We will be reviewing the findings to consider our next steps. 

 
3 ESTABLISHMENT REVIEW 

 
3.1 ACUITY AND DEPENDANCY 
 
3.1.1 The organisation is utilising the Shelford Model to review Acuity and Dependency. 

This tool enables staff to measure the intensiveness of care (e.g. intravenous anti-
biotics, high level of monitoring, ventilation or respiratory support) and the level of 
dependency of a patient ( two people to mobile, needs help with eating and drinking). 
We are then able to calculate a WTE nursing requirement for the number of patients 
in that ward.  

 
3.1.2  Below is the information from the June 2015 review. 
 The review applies to acute wards only therefore Mental Health is not included. 
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Ward   

average 
wte 
requireme
nts form 
A&D tool

recommendation 
to the Board as 
per business case - 
NB established 
prio to  
movement of 
wards for building 
work

COLWELL 28 41.98 28 41.46 28 43.183 28 43.00 42 42
APPLEY 28 34.29
STROKE 26 38.96 26 39.36 26 36.14 26 31.48 36 43
REHABILITATION 30 42.65 26 35.32 30 46.38 26 35.92 40 43
WHIPPINGHAM 21 33.85 27 47.75 27 41.75 27 38.80 41 29
ALVERSTONE 16 14 16 18.73 19 25.81 16 12.18 18 22
LUCCOMBE 21 29.78 21 30.39 21 30.17 21 30.61 30 30
ST HELENS 15 15.68 27 38.61 15 23.58 15 15.47 23 22
MOTTISTONE 10 7.87 10 11.02 10 10.28 10 9.34 10 16
CCU/CCU STEPDOWN 18 25.35 18 21.42 18 24.3 18 22.38 23 37
MAAU 23 23 28 41.4 28 29.90 36 40

TOTAL 213 284.41 199 284.06 194 281.593 187 269.08 299 324
Staff to bed ratio 0.75:1 0.7:1 0.69:1 0.70:1
*not all data collected in June

Jan-14 Jun-14 Feb-15

01/06/2016 * not 
all data points 
collected in 3 

areas

 
3.1.3 The total figures at the bottom of the table show the number of beds in the acute 

Inpatient area (excluding ITU and ED) which have moved up and down as the 
building work has been achieved. Acuity and Dependency has dropped in line 
with the reduced number of patients or remained the same.  Using a rolling 
average the WTE requirements is 299 for these areas which is lower than the 
original review which created the business case. This will be used alongside 
professional judgment and scrutiny for setting establishments for 2016/2017. 
 

3.1.4 Stroke Unit’s overall score has reduced with a daily variance score of between 29 
at its lowest and 36 and it’s highest. This unit will be reviewed as part of the wider 
plan to merge stoke and rehab units. 

 
3.1.5 CCU/Step down WTE is low for this area and produces a large discrepancy 

between the tool and planned staffing. This may be down to the difficult layout of 
the unit and will be reviewed in detail at the Safer Staffing Café.  

 
3.1.6 The overall requirements for nursing remain the same but staff may be required 

in different places to accommodate flexible needs. We will continue to work on 
the centralization of rotas to ensure staff are deployed on the needs of patients.  

 
3.2 Recommendations for staffing levels. 

 
3.2.1 The recommendations for improving establishments remain the same.  This is to    

increase establishments as per the original review which was agreed as a 3 year 
plan with the Trust Board, with includes additional 29 staff for 2015-2016. This 
will appear in establishments from 1st September. 
 

3.2.2 Details of current establishment, recommended establishment, and WTE as 
identified from Acuity and Dependency review can be seen at Appendix A. For 
some in patient areas there are differences both positive and negative, in the 
June Acuity and dependency scoring and our recommendations. This is due to 
the scrutiny and professional judgment incorporated. 

 
3.2.3 It is important to note that as the wards reopen in new templates, as the new 

ways of managing care are being considered, the recommendations may change. 
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3.3 BAND 6 REVIEW 
 

3.3.1 The Band 6 consultation has taken place and wards have reduced their Band 6 
staff to the relevant numbers with the exception of the Stroke Unit. A risk was 
identified in this area as the Consultant is leaving shortly, and there was not 
clarity on how the stroke expertise would be distributed across acute and 
community, or whether there were options for utilising a different model of care. 
This will be picked up with the proposed merger of stroke and rehab units. 

 
4 MANAGING CURRENT SHORTFALLS  

   
4.1 RECRUITMENT 
 
4.1.1 The main issue affecting the organisation currently is the ability to recruit and the 

current vacancy situation. The international recruitment whilst successful in the first 
instance has suffered from external blocks in the process for allowing the staff to be 
quickly employed. Anticipated start dates have been delayed.  
 

4.1.2 We are now anticipating 12 staff from the Philippines to be able to reach us around 
the 21st September and they will be operating initially as Band 4 Health Care 
Assistants, until they have completed their exam requirements to enable them to be 
issued with a registration. It is anticipated this will be no more than 10 weeks so we 
will have 12 additional Registered Nurses in the system by end of the year. 

 
4.1.2 We have proactively recruited newly registered nurses this year and we expect 

approx 10 – 12 to be starting with us in September. 
 

4.1.3 An additional 8 “Back to Nursing” students will have completed their back to nursing 
course in March of 2016 
 

4.1.4 We have recruited staff using a centralised recruitment process in order to be as 
effective as possible with our resources, however for some areas, particularly 
Emergency Department (ED) and Medical Assessment (MAU) this has not been 
effective and we are substituting this with targeted adverts. 

 
4.2 TEMPORARY STAFFING 
 
4.2.1 The organisation has not routinely used agency staffing previously. Whilst the 
organisation has been under major incident and black alert agency has had to be used in 
order to provide additional support to ED or to contingency beds. This has been managed 
through the scrutiny process and the operational teams. 
 
 
4.2.2 For some areas vacancies have become high and in these cases areas have had to 

book agency if bank is not available.  
 
 

4.2.3 The EDoN and DDoN are in the process of establishing a protocol for use of agency 
staff to support staffing assessment for patient safety in line with the Trust 
Development Agency consultation on the use of Agency nursing.  
 

4.2.4 The use of bank staff is identified at Appendix C. The organisation achieves approx 
80% bank fill overall. However, in a number of a cases an RN vacancy is filled with a 
HCA bank due to unavailability of registered staff. We are working to be able to 
capture the detail of this for the March report. 
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4.3 MANAGING RISK 
  

4.3.1 The monthly Unify report which identifies Planned v Actual staffing hours for 
Registered Nurses and Health Care Assistants, by day and night continues to be 
monitored monthly. The data provision has improved as we have gone through the 
year; teams have worked to get the electronic system right and teams are validating 
data each month to ensure any corrections are made. 

 
4.3.2 Quarterly safe staffing café’s have been introduced to robustly review staffing 

management including sickness management, confirming rota patterns, and ensuring 
implementation of the roster policy. This is ensuring staff understand expectations 
and are supported in triangulating management of staffing with quality of care and 
appropriate numbers. 
 

4.3.3 The following criteria are being used to scrutinise staffing management. This is based 
on principles for ward staffing and the rostering policy. 
 

4.3.3.1 Review of current rota and adherence to Safe Staffing principles 
4.3.3.2 Provision of a rota fully approved 8 weeks in advance with week 9 – 12 in progress 
4.3.3.3 Management of Annual Leave  
4.3.3.4 Management of sickness 
4.3.3.5 Fixed patterns of working 
4.3.3.6 Rotation form days to nights 
4.3.3.7 Use of temporary staffing 

 
4.3.4 Daily monitoring is available in the Operational Hub to enable Matrons to see where 

on the day shortfalls have occurred, which enable them to manage staffing across 
the Trust as effectively as possible. 

 
 

5 WORKFORCE DATA 
 

5.1 The Workforce data report is supplied Appendix C 
 

5.2 Data is supplied to demonstrate the average Sickness, Turnover and Bank Fill rates 
for the six months from Jan 2015 to June 2015 for each Inpatient Acute and Mental 
Health area.  

 
5.3 Data is supplied separately for each ward, for each month, on Full Time Equivalents 

(FTE’s) used as part of the budget, agency, bank, overtime etc.  This is provided to 
enable the Board to see where gaps are and how they are covered. 

 
5.4 Sickness is a significant issue for nurse staffing. Back to work interviews and 

sickness management is expected. However, current reviews are indicating limited 
assurance in these areas and ward mangers are being required to address this. A 
practical session is being set up with HR and nursing to engage ward managers in 
the different approaches and to ensure they are fully conversant with the policies and 
their practical implementation. Additional Nurse oversight is being introduced to the 
Hospital & Ambulance Directorate to oversee the management intervention required.  

 
6 RECOMMENDATIONS 
 
6.1 The Trust Board are asked to receive the 6 monthly report and assure themselves that 

appropriate actions are being taken 
 

6.2 The Trust Board is required to agree the nursing establishments going forward for the 
rest of 2015/2016 
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6.3 The Trust Board are requested to approve the report 

 
Alan Sheward 
Executive Director of Nursing  
Aug 2015 
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Appendix A 
 
A B C D E F G H I J K L M N O

Appendix A

Details of 
any plans to 
finance any 
additional 
staff 
required 

What 
allowance 
has been 
made in 
establishmen
ts for 
planned and 
unplanned 
leave

Details of any 
element of 
supervisory 
allowance 
that is 
included in 
establishment
s for the Ward 
Manager

The skill mix 
ratio before 
the review and 
recommendati
ons after the 
review - 
aiming for 
65/35 with 
minimumm of 
60/40 

Ward beds 
current 

establishment

recommen
dations 

following 
intial 

review

difference 
between 

current and 
recommended

addition to 
establihsme
nts from 1st 

sept 2015

2015-2016 Sept - 
Mar 

establihsments

June 2015 
dependancy 

review

Supervisory 
percentage 

planned for in 
rota

Skill mix 
achieved

curent 
establishment in post

vacancy 
gap % gap

Alverstone 16 19.05 22 2.95 1 20.05 18 22% 50% 61/39 19.05 17.25 1.8 9.45
Luccombe 21 27.44 28.9 1.46 0 27.44 30 22% 0% 53/47 27.44 25.67 1.77 6.45
Colwell 28 32.1 41.66 9.56 6 38.1 22% 100% 50/50 32.1 30.1 2 6.23
Appley* 28 7.9 39.63 31.73 3 10.9 N/A 7.9
Whippingham* 27 40.63 28.9 -11.73 2 42.63 41 22% 100% 58/42 40.63 36.08 4.55 11.20
St Helens 15 26.86 22 -4.86 1 27.86 23 22% 100% 66/34 26.86 18.52 8.34 11.00
ITU 7 43.32 47.53 4.21 1 44.32 22% 100% 90/10 43.32 40.36 2.96 6.83
CCU/Step down 18 37.98 37.2 -0.78 0 37.98 23 22% 100% 82/18 37.98 29.17 8.81 23.20
Mottistone 10 15.02 16.44 1.42 0 15.02 10 22% 100% 86/14 15.02 13.96 1.06 7.06
Rehab 26 32.95 43.2 10.25 4 36.95 40 22% 100% 50/50 32.95 18.2 14.75 44.76
Stroke** 26 33.46 42.6 9.14 4 37.46 36 22% 100% 61/39 33.46 12.07 21.39 63.93
Childrens 19 26.04 29.18 3.14 3 29.04 22% 100% 76/24 26.04 26.74 -0.7 -2.69
NICU 9 19.03 19.24 0.21 0 19.03 22% 60% 69/31 19.03 17.41 1.62 8.51
Maternity under review by midwifery team 0 61.29 61.03 0.26 0.42
MAU 28 37.49 40.38 2.89 2 39.49 36 22% 100% 67/33 37.49 32.36 5.13 13.68
ED 39.77 42.5 2.73 2 41.77 22% 100% 75/25 39.77 34.68 5.09 12.80
Afton 12 23.29 27.2 3.91 0 23.29 22% 100% 54/46 23.29 22.66 0.63 2.71
Osborn 19 28.06 34.3 6.24 0 28.06 22% 100% 62/38 28.06 27.93 0.13 0.46
Seagrove 8 28.4 32.27 3.87 0 28.4 22% 100% 50/50 28.4 24.86 3.54 12.46
Shackleton 7 27.76 0 27.76 22% 100% 42/58 27.76 23.39 4.37 15.74
Woodlands 11 14.39 0 14.39 22% 100% 60/40 14.39 13.06 1.33 9.24

TOTALS 307 560.94 595.13 76.34 29 589.94 257 622.23 525.5 88.83

*Appley and Whippingham are currently joined and plans to reinstate Appley are underway and new estalihsments under review

The difference between current 
establishment and recommendations 
following the use of evidence based tools, 
triangulation of data ,professional judgement 
and scrutiny Recommendations include the 
additional 29 Regsitered staff to be 
implemented in September 2015

The difference between the current staff in post 
and current establishment and details of how this 
gap is being covered and resourced
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Appendix B  Staffing Metrics 
 
7.1 Bank Fill rates by Ward  
 
 Bank fill rates for ward areas by number of requests 
   Jan 2015 – June 2015 
 

 
 
 
7.2  Planned v actual percentages over past 6 months  
 

 Average fill rate 
Day – Registered 

Nurses and 
Midwives 

Average fill rate 
Day – non 

registered Staff 

Average fill rate 
Day – Registered 

Nurses and 
Midwives 

Average fill 
rate Night – 

non 
registered 

Staff  
Jan 2015 89.2 99.8 94.4 115.6 
Feb 2015 89.8 99.9 98.2 120.2 
Mar 2015 92.8 97.9 100.4 105.9 
Apr 2015 91.3 103.5 99.3 118 
May 2015 91.4 96.2 101.9 103.1 
Jun 2015 87.7 97.5 96.7 103.7 
 
We achieve good rates of actual fill against planned staffing overall and monthly 
detail is provided in the monthly performance report. 
 
 
7.3 Safer Staffing Workforce Data and Clinical Indicators  
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APPENDIX C 

Staffing Metrics 
 
Medical Wards  
Coronary Care  
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Colwell  
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Intensive Care Unit  
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Maternity Services  
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Paediatric Ward  
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Surgical  
Orthopaedic Unit  
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St Helens Ward  
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Whippingham  
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Community Inpatient Wards  
Stroke  
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General Rehab  
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Mental Health Wards 
Afton Ward 
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Osborne Ward  
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Seagrove Ward  
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Shackleton  
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APPENDIX C 
 
Safer Nursing Care Tool Data by Ward 
The Acuity and Dependency Tool provides a score of 0-3 which relates to the level of 
care the patient requires. A multiplier is used to provide an overall score of WTE. 
This is then used to benchmark alongside current establishment, professional 
opinion and quality indicators. 
 
On the left had side the Pie chart shows the distribution of acuity and dependency for 
each ward following the June 2015 review.   
 
On the right hand side the graph shows the WTE calculated by the acuity and 
dependency for the day.  This information can indicate variation in the weekly pattern 
and any weekly trends which assists the Ward managers in planning rota’s 
accordingly – i.e. more staff on a day that is usually high acuity and dependency.  
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Colwell 
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Surgical  
Alverstone 
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Whippingham  

   

Community  
For areas where there is high dependency and low acuity, as can be seen here, it is 
important to achieve the right sill mix and ensure we are not complacent about 
registered nurse input. The Keogh reviews in particular indicated that high 
dependency areas should still be aiming to achieve a higher then 50/50 skill mix. 
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Currently we do have a 50/50 in rehab, and this has been agreed with the Ward 
Sister and matron as a safe holding position. We are also piloting care contact time 
tools in this area. This will be continually reviewed at the safe staffing café’s. 
 
Rehab  
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REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2nd September 2015 
Title SAFEGUARDING CHILDREN & LOOKED AFTER 

CHILDREN  
ANNUAL REPORT  

Sponsoring 
Executive Director 

Alan Sheward – Executive Director of Nursing 

Author(s) Ann Stuart - Named Nurse/Midwife for Safeguarding Children 

Purpose The Isle of Wight NHS Trust has a statutory responsibility to 
Safeguard Children. This annual report is being presented to 
the Board to assure them of the systems and processes in 
place to meet this statutory responsibility. Its purpose is to 
assure the Board that it can meet its statutory responsibility.  

Action required by 
the Board: 

Receive  Approve  

Previously considered by (state date): 
Audit and Corporate Risk 
Committee 

 Remuneration & 
Nominations Committee  

 

Charitable Funds 
Committee 

 Quality & Clinical 
Performance Committee 

July 2015 

Staff, stakeholder, patient and public engagement: 
The Local Safeguarding Children’s Board produces minutes that can be accessed by 
the public. Internally staff and patients / service users are included in all case reviews.  
Executive Summary: 
The Trust Board is responsible for delivering services that protect people it serves. 
The Board is required to protect people who use its services from abuse or improper 
treatment whilst receiving treatment. This includes; neglect, degrading treatment.  

The annual report covering the period 1st April 2014 – 31st March 2015 describes 
how this has the Trust has met its statutory responsibility. The annual report aims to 
achieve the following in providing the Board with assurance.  

1. To set the local context for safeguarding children in respect of the IW NHS 

Trust  

2. To set out the key safeguarding children achievements for 2014 – 2015 

3. To fulfil the statutory requirements to report on safeguarding performance to 

the Board on an annual basis.  

4. To provide Board assurance that the IW Trust is compliant with its statutory 

responsibilities. 

5. To outline the key actions for 2015-2016. 

The Trust Board are asked to receive this report recognising  the work carried out by 
this key function.  

Enc P 
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For following sections – please indicate as appropriate: 
Trust Goal (see key) 2. Work with others to keep improving our services 

3. A positive experience for patients, service users 
and staff 
4. Skilled and capable staff.   

Critical Success Factors (see 
key) 

CSF – 1, 2, 5, 6, 8, 10. 

Principal Risks (please enter 
applicable BAF references – 
eg 1.1; 1.6) 

None known 

Assurance Level (shown on 
BAF) 

Red  Amber  Green  

Legal implications, 
regulatory and consultation 
requirements 

Statutory Responsibility to protect and safeguard 
service users.  

 
Date:    Completed by:   A W Sheward 

Page 2 of 15 
 



IW NHS Trust Safeguarding Children & Young People Annual Report : 2014-2015 

 

 

 

 

 

 

 

Isle of Wight NHS TRUST  

SAFEGUARDING CHILDREN & LOOKED AFTER CHILDREN  

ANNUAL REPORT  

1st April 2014 – 31st March 2015 

 

 

 

 

 

 

 

 

 

Author: Ann Stuart 

Named Nurse/Midwife for Safeguarding Children  

 

 

 
Page 3 of 15 

 



IW NHS Trust Safeguarding Children & Young People Annual Report : 2014-2015 

 
 

 

PURPOSE OF REPORT: 

 

1. To set the local context for safeguarding children in respect of the IW NHS Trust  

2. To set out the key safeguarding children achievements for 2014 – 2015 

3. To fulfil the statutory requirements to report on safeguarding performance to the 

Board on an annual basis.  

4. To provide Board assurance that the IW Trust is compliant with its statutory 

responsibilities. 

5. To outline the key actions for 2015-2016. 
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1. SAFEGUARDING CHILDREN AND YOUNG PEOPLE STATEMENT 
 
1.1. Safeguarding Children – Everyone’s Responsibility 

 
1.1.1. The Isle of Wight NHS Trust is committed to safeguarding and promoting the 

welfare of children and young people (aged 0-18 yrs of age) on the Isle of Wight. 
 

1.1.2. All organisations that work with children and their families share a commitment 
to safeguard & promote children’s welfare and this is underpinned by a statutory 
duty under Section 11. 

 
2. SAFEGUARDING CHILDREN WORKFORCE 

 
2.1. Working Together to Safeguard Children 2013 requires Provider Trusts to have a 

number of statutory posts including:- 
2.1.1. Named Nurse for Safeguarding Children  
2.1.2. Named Midwife if the Trust delivers Maternity services. 
2.1.3. Named Doctor 
 

2.2. The work-load for the team increased dramatically in February 2014 when the Multi-
agency Safeguarding Hub (MASH) was established and requests for health 
information for all Children’s Social Care referrals became the responsibility of the 
team. 

2.3. The Safeguarding Children Team remained under-staffed from January 2014 until 
November 2014 when a Specialist Nurse for Safeguarding Children was appointed 
as well as an administrative apprentice to assist with in-putting data onto the PARIS 
system. 

2.4. The Head of Safeguarding/Named Nurse for Safeguarding retired in January 2015 
placing the team under pressure again until the recruitment of a Safeguarding Nurse 
in April 2015.  

2.5. A senior Community Midwife has also been seconded to work with the team from 
April 2015. 

2.6. The overall responsibility for Safeguarding Children now sits with the Executive 
Director of Nursing with operational reporting via the Deputy Director of Nursing. 

2.7. The team is now fully staffed and is able to make progress with training and 
supervision: 

 
2.7.1. Ann Stuart: Named Nurse/Midwife for Safeguarding Children 
2.7.2. Vicky Kalaker: Specialist Nurse for Safeguarding Children 
2.7.3. Mel Squibb: Safeguarding Nurse 
2.7.4. Karen Whitewood: Children in Care Nurse 
2.7.5. Jane Andrew: Safeguarding Midwife. 

 
2.8. The Safeguarding Team:  

 
2.8.1. Provide professional advice on safeguarding and child protection matters for 

frontline staff.  
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2.8.2. Promote good professional practice which safeguards and promotes the 

welfare of children backed up by sound policies and procedures.  
 
2.8.3. Develop, deliver and monitor safeguarding children training.  

 
2.8.4. Provide formal supervision for all Health Visitors, Community Midwives, School 

Nurses and the Children in Care Nurse as well as ad hoc supervision for other 
Trust staff. 
 

2.8.5. Hold monthly meetings with the Health visiting and School Nurse leads to 
discuss Safeguarding issues. 
 

2.8.6. Represent the Trust at multi agency operational meetings including MARAC ( 
Multi Agency Risk Assessment Conference  for high risk domestic abuse) and 
METRAC (Missing , Exploited and Trafficked Conference). 
 

2.8.7. Work with the Isle of Wight Local Safeguarding Children’s Board (LSCB). 
Including representing the Trust on LSCB subgroups. 
 

2.8.8. Work with partnership agencies including Children’s Social Care, this includes 
challenging and escalating concerns as appropriate. 
 

2.8.9. Provide health information to the Hampshire and IW MASH (Multi-Agency 
Safeguarding Hub) within required timescales. During 2014/15 there were 1,720 
requests received involving 2,949 children. 
 

2.8.10. Provide a Paediatric Liaison Service which includes reviewing all A&E 
attendances, Children’s Ward and NICU admissions and following up cases 
where children are not brought for health appointments or for whom there are 
safeguarding concerns.  

 
2.9. The Safeguarding Team ensure that professionals are notified via PARIS of  A&E or 

Ward attendances.  They are also notified if the child or young person is discussed at 
MARAC or METRAC or if a request for health information is received from MASH. 
 

2.10. The Lead Nurse for Mental Health & Learning Difficulties has a specific 
safeguarding children responsibility within those services. 
 

2.11. The Named Nurse / Doctor team are professionally suported by the Designated 
Nurse & Designated Doctor employed by the IOW CCG.  
 

3. GOVERNANCE & ASSURANCE FOR SAFEGUARDING CHILDREN 
 
3.1. Working Together to Safeguard Children 2013 requires all Provider Trusts to identify 

a board executive lead for safeguarding children to take responsibility for governance 
systems and provide an organisational focus on safeguarding children & young 
people.  
 

3.2. The IW NHS Trust Executive Lead is Alan Sheward (Executive Director of Nursing). 
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3.3. During 2013 the Joint Safeguarding Steering Group was established to improve 

internal accountability within the Trust on all aspects of safeguarding (both children & 
adults). The Steering Group meets bi-monthly and approves the joint safeguarding 
report which is presented to the Trust Board by the Executive Lead. 

 
 

 
4. IOW SAFEGUARDING CHILDREN BOARD (IOWSCB) 

 
4.1. The LSCB is the key statutory mechanism for agreeing how relevant organisations 

across the Island co-operate to safeguard and promote the welfare of children and to 
ensure the effectiveness of their services. The IW NHS Trust comes under this 
scrutiny and challenge.  
 

4.2. The IW NHS Trust is a proactive partner of the IW LSCB. The Executive Lead 
attends LSCB Sub Groups as the Trust representative and the Named Nurse/Midwife 
attends the following sub-groups and strategic meetings: 

 
4.2.1. Quality & Assurance Sub Group 
4.2.2. METRAC Sub Group 
4.2.3. MARAC Sub Group 
4.2.4. LAC Strategy Group 
4.2.5. Corporate Parenting Board 
4.2.6. Children’s Trust 
4.2.7. Domestic Abuse Forum 

 
4.3. The IOWSCB produces its own annual report which can be found on the LSCB 

website http://www.iowscb.org.uk/ 
 
 

 
5. IW LSCB SERIOUS CASE REVIEW (SCR) PROCESS 

 
5.1. During 2014-2015: 

5.1.1. Two Serious Case Reviews were completed and published. 
5.1.2. One Multi-agency partnership review.   
5.1.3. Two further Serious Case Reviews are currently underway. 
5.1.4. One Case currently under review. 

 
5.2. The Safeguarding Team carry out the initial scoping and complete chronologies for 

all cases. 
 

5.3. The team also ensure that the key findings are included in training and discussed at 
supervision. 

 
5.4. These include:- 

 
5.4.1. A greater emphasis on identifying male partners and their role within the family. 
5.4.2. The implementation of a universal health needs assessment that includes both 

parent’s social and health history.  
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5.4.3. Increased universal ante natal contacts by the health visiting team working 

alongside community midwives to identify risks and vulnerability. 
5.4.4. Greater emphasis on adult mental health issues and the impact on parenting.   
5.4.5. The importance of ensuring that staff are aware of the escalation policy and 

provide support where required.  
5.4.6. The importance of formalised information sharing, including regular practice 

based safeguarding meetings with GPs, Health Visitors and Community 
Midwives.  

5.4.7. The need for improved effective supervision that challenges professionals and 
allows time for reflection in complex cases. 
 

5.5. The implementation of the action plans is the responsibility of the individual agencies, 
but they are also overseen by the LSCB Serious Case Review Working Party. Health 
Services are represented by the Designated Nurse for Safeguarding Children.  
 

5.6. Reports and action plan progress are also reviewed at the Trust Joint Safeguarding 
Steering Group and Learning Lessons events for staff are organised by the LSCB.  

 
6. EXTERNAL INSPECTIONS  

 
6.1. The outcome of the late 2012 Ofsted was discussed fully in the previous report. 

 
6.2. The Children’s Improvement Board, chaired by Professor Ray Jones, was set up to 

ensure that services for children on the Isle of Wight were fit for purpose. This was a 
multi- agency meeting which included the IW NHS Trust as a key member, 
represented by the Chief Executive. 

 
6.3. Monthly reports were submitted to the Improvement Board throughout 2014 to 

evidence progress & sustainability of improvement.  
 
6.4. In the progress report to the Dept of Education Minister in Jan 2014, Prof Jones 

reported that he was “impressed by the contribution of the IOW NHS Trust Named 
Nurses for the safeguarding of children on the IOW”. 

 
6.5. The role of scrutiny and monitoring now sits with the Performance, Quality Assurance 

Sub-group. 
 
6.6. Regular meetings with Police and Children’s Social Care continue to be held to 

ensure that any issues or concerns are discussed and resolved promptly.   
 
6.7. The significant criticism for the IW NHS Trust was our failure to fully escalate 

concerns identified to the Executive Lead. 
6.8. Individual cases were escalated and challenged to children social care managers but 

systematic concerns were not adequately raised within the Trust when local authority 
responses were unsatisfactory.  

 
6.9. This has been fully addressed with revised guidance from the IW LSCB and included 

in all internal training and supervision.  It is also reflected in the revised safeguarding 
children policy. 
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7. CARE QUALITY COMMISSION (CQC) CORE STANDARD DECLARATION 

(OUTCOME 7) 
 
7.1. IW NHS Trust has declared compliance against the Core CQC Outcome 7 

(Safeguarding people who use services from abuse) and evidence of compliance is 
included within the organisation’s statutory declaration. 
 

7.2. There were no issues raised regarding the Safeguarding of Children in the CQC 
inspection report published in September 2014.  

 
 

8. SECTION 11 AUDIT 
 
8.1. Section 11 of the Children Act 2004 places a duty on a range of organisations, 

including health, to make arrangements to ensure that in discharging their function, 
the organisation has regard to the need to safeguard and promote the welfare of 
children and young people.  
 

8.2. The IW LSCB requires partners to submit annual Section 11 audits to evidence the 
organisations compliance against these standards.  

 
8.3. During 2013-14 IW NHS Trust submited the required audit to the IW LSCB declaring 

compliance. An updated action plan will be submitted in May 2015. 
 

8.4. Some additional work is required around audit of the CAF (Common Assessment 
Framework) process and ensuring that job descriptions and personal specifications 
reflect the responsibilities of the individual with regard to safeguarding and the Lead 
Professional role. 

 
9. CHILD DEATH OVERVIEW PROCESS (CDOP) 

 
9.1. Working Together to Safeguard Children 2013 clearly sets out the process to be 

followed in relation to any child death (expected or unexpected) within a given area 
including ensuring bereavement support to the family.  
 

9.2. As a sub group of the LSCB, the Child Death Overview Panel (CDOP) reviews all 
notified deaths, identifying and examining both local and national trends and sharing 
any lessons learnt.  

 
9.3. The IW NHS Trust has a Consultant Paediatrician as the Designated CDOP lead.  

The Safeguarding Team and Consultant Paediatrician fully engage with the CDOP 
Rapid Response process in conjunction with Police & Social Care colleagues.  

 
9.4. During 2014-15 the Trust reported 6 child deaths: 

 
9.4.1. 13 year old male with multi-organ failure secondary to mediastinal large B cell 

lymphoma.  Died at home following palliative care. (Expected death) 
 
9.4.2. 8 day old male re-admitted to NICU – developed a bradycardia and cardiac 

arrest. Managed under Rapid Response Procedures.  (No suspicious 
circumstances) 
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9.4.3. 5 day old female – premature and in poor condition at birth.  Resuscitated and 

transferred to Portsmouth but returned for withdrawal of treatment. (Expected 
death) 

 
9.4.4. 8 year old male diagnosed with acute myeloid leukaemia.  Died at home 

following palliative care.(Expected death) 
 
9.4.5. 10 year old male found entwined in duvet that was being used as a window 

covering – probable asphyxiation. Managed under Rapid Response Procedures. 
The child was an open case to the Disabled Children’s Team and subject to a 
Child Protection Plan.  A Serious Case Review is underway. 

 
9.4.6. 8 year old male diagnosed with inoperable bithalamic astrocytoma. Died at 

home following palliative care.  (Expected death).  
 

9.5. The 4LSCB CDOP Annual Report is available on http://www.4lscb.org.uk/cdop/  and 
includes all the IOW child death data. 

 
9.6. A Rapid Response Training session was held in March with two further sessions 

being held in June and October 2015.  These sessions are led by The Designated 
CDOP Lead Paediatrician and the Police and are open to all professionals across the 
Trust and the Local Authority. 

 
 
 
10. POLICY & PROCEDURES 

 
10.1. The IW NHS Trust child protection policy has been updated and ratified. The 

Policy applies to all Board members, managers, staff and volunteers working in both 
commissioning and provision of healthcare services. 
 

10.2. The Safeguarding Supervision Policy is currently being written. 
 

10.3. The Rapid Response Procedures are currently under review – interim guidance 
is available on the LSCB web site which can be accessed via the intranet. 

 
11. SAFEGUARDING CHILDREN TRAINING  
 
 

 31.03.14 31.03.15 
Safeguarding Children 
Level 1 

85% 89% 

Safeguarding Children 
Level 2 

53% 67% 

Safeguarding Children 
Level 3 

50% 63% 

 
11.1 Safeguarding children training requirements for IW NHS are set out in the current 

training policy which sets out the training requirements for every member of staff 
according to their role and level of contact with children and their parents. 
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11.2 There are 5 levels as outlined within the Royal College of Paediatrics & Child Health 

(RCPCH)  Intercollegiate Document -   ‘Safeguarding Children and Young People: Roles 
and Responsibilities for Health Care Staff’ [2010] , recently revised in line with Working 
Together to Safeguard Children 2013. 
 

11.3 Safeguarding training attendance is recorded and monitored via the Training Manager 
Pro 4 programme and reviewed by line managers at yearly appraisal.  

 
11.3.1 Level 1 safeguarding children training (via e -learning) has now reached and 

exceeded the target of 80% of all staff employed by the organisation.  
 

11.3.2 Level 2 training is delivered by the safeguarding children team with a rolling 
programme of dates as well as service specific training as required. This includes a 
twice yearly session provided by the Named Doctor for the new junior medics. 
 

11.4 The level 2 safeguarding training attendance figure has not previously met the 
required compliance and was added to the Corporate Risk Register in Jan 2014 as an 
organisational risk. 
 

11.5 Recent actions have been taken in liaison with Training and Development to increase 
Level 2 compliances: 

 
11.5.1 Planning of additional basic level 2 training sessions by the safeguarding team. 

 
11.5.2 Level 2 up-date sessions to be incorporated into the regular Clinical Training Days. 

 
11.5.3 Working with Training & Development to ensure staff competences are correctly 

recorded on their training record. 
 

11.5.4 Action from the Joint Safeguarding Steering Group - Managers to be reminded of their 
responsibility for ensuring that staff complete the required level of safeguarding 
training.  
 

 
11.6 Level 3 training is delivered via the Trust Continuing Vocational Educational (CVE) 

Contract with Southampton University and the LSCB.  
 

11.7 There is a full calendar of training available via the LSCB web site and there has been 
a good up-take of training by Trust staff during the last year. 

 
11.8 It is important that frontline practitioners in regular contact with children & young 

people take part in multi- agency training to encourage effective,  joined up safeguarding 
practice.  

 
11.9 Named Safeguarding Children professionals are required to access training at level 4 

appropriate to their role.  
 

11.10 Safeguarding children training compliance will continue to be regularly monitored and 
reported to the Joint Safeguarding Steering Group and Performance, Quality and 
Assurance sub group of the LSCB. 
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12 SAFEGUARDING SUPERVISION 
 

12.1 Effective child protection supervision is vital to ensuring good standards of practice 
and supporting individuals and groups of staff in their work with complex, vulnerable 
families. The absence of sound supervision arrangements are frequently highlighted in 
national & local Serious Case Reviews.   

 
12.2 The Safeguarding Team provide formal bi- monthly supervision for health visitors, 

community midwives, school nurses and the children in care nurse.  The supervision 
process has been reviewed and new arrangements will come into effect in June 2015. 

 
12.3 Supervision training was provided by a serious case review author in March 2015 and 

was attended by all members of the Safeguarding Team. 
 

12.4 The team also provide ad hoc safeguarding advice and supervision to any other 
member of staff within the Trust in office hours (08.00 – 17.00). 

 
12.5 The Safeguarding Team also provide support for child protection conferences and 

quality assure all reports before submission.  
 

13 SAFER RECRUITMENT  
 

13.1 The Trust has robust recruitment procedures in place which are in line with the 
statutory requirements of the Section 11 Audit.  
 

13.2 The Trust has a compliance statement confirming the procedures for dealing with any 
allegation against a professional working with children and the Trust Human Resource 
Department and Service Managers work closely with the Local Authority Designated 
Officer (LADO) who oversees any such allegation.  

 
 

 
14  INTRANET FOLDER  

 
 

14.1 The Safeguarding Children & Young People Intranet folder has been completed and 
updated to include all the relevant contacts, key documents/ policies & links as well as 
training opportunity details for easy access by all staff.  
 

14.2 Regular safeguarding children information and updates are added to the E Bulletin 
that is sent to all Trust staff.  

 
14.3 The Safeguarding Children Web site is currently being up-dated. 

 
 

 
15 LOOKED AFTER CHILDREN (LAC) 

 
15.1 Children in Care are looked after by the Local Authority.  
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15.2 As of 31.03.15 there are 270 Looked After Children on the Isle of Wight with a further 

33 placed on the mainland, this is statistically higher than expected for the Island 
population. 
 

15.3 There is also a high proportion of complex adolescent cases.  
 

15.4 There is statutory guidance on the health needs of Looked after Children ‘Promoting 
the health and well-being of looked after children’ 2015. 

 
15.5 In order to meet the statutory requirement IW NHS Trust has a full time Children in 

Care Nurse to meet the health care needs of this vulnerable group. The Child in Care 
Nurse also supports Care Leavers during what can be a difficult transition period.  

 
15.6 The Children in Care Nurse is accountable to the Named Nurse for Safeguarding 

Children who is also the Designated Nurse for Looked after Children. 
 

15.7 The Children in Care Nurse is currently holding a caseload that is more than twice the 
national average  - ‘The RCN survey of nurses working with looked after children’ states 
that; the majority of nurses hold a case load of 100 -110. 

 
15.8 The Children in Care Nurse coordinates the required statutory health reviews as well 

as providing ongoing support to the young people.  
 

15.9 Initial Health Reviews must be undertaken by a medical practitioner within 28 days of 
the child being placed in care. In other areas this would be carried out by the Community 
Paediatric Team however on the Island this is undertaken by a member of the Paediatric 
Medical Team. 

 
15.10 Review Health Assessments are required 6 monthly for children under the age of 5 

years and are completed by the Health Visitor.  For children and young people over 5 
the review assessments are completed yearly by the Children in Care Nurse. 

 
15.11 The process of instigation and completion of health assessments is currently being 

reviewed as only 38% of initial reviews are being completed within timescales. 
 

15.12 A plan to streamline the process has been agreed with the Local Authority. 
 

15.13 An audit of 10 cases was recently carried out by the Designated Nurse for 
Safeguarding Children and the Named Nurse/Midwife. Overall 50% of the cases (both 
initial and review) were not completed within time scales.  The quality was found to be 
satisfactory or good. 

 
15.14 An action plan is being formulated to address the recommendations from the audit 

and other related issues. 
 

15.15 A business case will be written to request additional clinical hours to support the 
Children in Care Nurse. 
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16 NATIONAL ISSUES 

 
16.1 Emerging areas of Safeguarding concern are included in current training, these 

include: 
 

16.1.1 Sexual abuse including grooming and on-line abuse. 
 

16.1.2 Child Sexual Exploitation and trafficking – the METRAC group is now well 
established.  Children and Young people at risk are identified and a multi-agency 
action plan agreed for each individual. 
 

16.1.3 Female Genital Mutilation  
 
 
 

17 ACTIONS FOR 2015 – 2016 
 

17.1 Ensuring that any recommendations from local or national serious case reviews are 
included in training and policies and become embedded in practice. 
 

17.2 Ensure that level 2 training compliance continues to improve.  Continued monitoring 
and reporting of training compliance at all levels.  

 
17.3 Supervision policy to be completed and ratified.  New programme of supervision to be 

launched.   
 

17.4 Liaise closely with the lead Nurse in Beacon and provide supervision as required – it 
has been identified that some of the most vulnerable families are regularly accessing the 
service. 

 
17.5 Continued close working with Police, Children’s Social Care to ensure that any issues 

are discussed and resolved promptly. 
 

17.6 Continue to provide data and analysis for quality assurance within the trust and for the 
Local Authority and LSCB.  Specifically improve recording and analysis of Children and 
Young People attending A&E following assaults or self-harm. 

 
17.7 Action plan to be formulated to improve the Looked after Children Health Assessment 

process.  
 

17.8 Business plan to be written to provide increased clinical support to the Children in 
Care Nurse.  

 
ANN STUART 
NAMED NURSE/MIDWIFE FOR SAFEGUARDING CHILDREN 
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Paper to be considered by the Trust Board at the meeting  

on the 2nd September 2015 

Title External Review of Trust Governance Arrangements report and 
recommendations 

Sponsoring Executive 
Director 

Mark Price, Company Secretary 

Author(s) Janice Smith, Moosa Patel, Sarah Boulton, Mark Newbold, Nick Kosky, Jo 
Newton. 
Capsticks Solicitors LLP - Governance Consultancy Service  

Purpose The attached report has been prepared by Capsticks Governance 
Consultancy following an extensive and comprehensive review of the Trust 
governance arrangements.  The report is based on a ‘well led review’.  The 
purpose of the report is to summarise the findings of this review and make 
recommendations to the Trust on how it could improve its governance 
arrangements moving forwards. 

Action required by the 
Board: 

Receive  Approve X 

Previously considered by (state date): 
Sub-Committee Dates Discussed Key Issues, Concerns and Recommendations from 

Sub Committee 

Not applicable    
Consultation with Staff, stakeholder, patient and public engagement: 
In order to ensure that the report was an accurate reflection of the Trusts governance arrangements 
including how they work in practice, extensive consultation was undertake by the External governance 
consultancy with a wide range of stakeholders, including, staff, patients, Board members and key 
partner organisations. 
 
The views of these stakeholders have helped to shape the findings and recommendations made 
within this report. 
Executive Summary & Analysis: 
The report sets out the methodology used to undertake the review, and summarises the findings and 
recommendations for improvement. 
 
The reviewers in the report acknowledge that they have found many areas of good governance 
practice during the period of their review, conducted between the 11th May 2015 and the 28th July 
2015, however, they have also identified areas for improvement. 
 
The report concludes with a comprehensive list of recommendations (48 in total) which the Trust has 
converted into a draft action plan for approval by the Trust Board (see appendix B) 
 
The review focuses on the requirements of the ‘Well Led Review’, however, the Trust also identified a 
number of key issues for the reviewers to consider as part of the review all of which have been 
considered as part of the review. 
 
The executive summary section of the report highlights areas where the reviewers believe the Trust 
should take ‘urgent action’ as set out below. These areas for improvement have then been mapped 
across to the recommendations section of the report from which the Trust has created the draft action 
plan for approval:- 
 
Strategy - in that the Trust does not have a clear strategy at the moment as it has not been refreshed 
since the CQC report changed the FT trajectory in September 2014. 
Clinical Leadership - There is a sense of detachment amongst doctors particularly in the Hospital 
service. Recent operational pressures and challenges and financial constraints together with 
leadership changes were given as possible reasons.  

Enc Q 
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Board Development - It will be important to devote time to developing how the Board works together 
under the new Chair and to strengthen how it leads the Trust forward.  
 
Quality Governance - Across the Trust, Quality Governance is seen as important but the systems 
that have grown up have become unduly complex and misaligned. There was much confusion about 
the route for escalating issues and the process was not clear. Some quality issues can be discussed 
four times before they get to the Board without being refined at all. 
 
Corporate Governance - We observed a healthy culture in the Trust of not only reporting incidents 
using Datix but also of a strong feedback loop which encouraged learning from incidents.  There are 
areas of risk management that need reviewing and strengthening such as the role of the Risk 
Management Committee, identifying and managing risks on the Risk Register and the content of the 
Board Assurance Framework.  
 
Engagement - Patient engagement is good with the Patient’s Council meeting regularly and being 
involved in many aspects of the Trust’s activities. They feel consulted and engaged. In addition there 
are Members meetings where information about the Trust is given and they are consulted about 
specific issues. There is also a Patient Experience Lead in the SEE Team and a “patient story” at the 
Board as well as active involvement and feedback from Healthwatch.  Staff engagement has many 
good aspects including the “Listening into Action Programme” that has been running for the past year. 
There are also many types of communication with staff that go out regularly from electronic and paper 
bulletins to face to face meetings. However, the perception of many staff that we spoke to is that the 
Trust is good at consulting them but not at acting on what they said. This is something that needs to 
be rectified. It is also true that the Ambulance, Community and Mental Health staff said that they felt 
marginalised and not as important as those in the Hospital based service.  

Level of Assurance provided to the Board by the report: 
Given the report has identified a number of weaknesses in the Trusts current governance 
arrangements, ths report provides limited assurance.  This should move to positive assurance once 
actions are completed. 
 
Positive Assurance    Limited Assurance  X Negative Assurance  

Recommendation to the Board: 

1. The Board is asked to receive and review the report noting the identified strengths and 
weaknesses of the current governance arrangements. 

2. The Board is recommended to accept its findings and recommendations. 
3. The Board is recommended to review and approve the associated action plan, and with 

progress monitored at the Trust Executive Committee and, for assurance purposes, the Audit 
& Corporate Risk Committee. 

Attached Appendices & Background papers 
Draft Well-Led Governance Review 
Draft Governance Review Action Plan 
For following sections – please indicate as appropriate: 

Key Trust Strategic Context  
 

This review has far reaching implications relating to all 
Strategic Priorities  

Principal Risks (please enter 
applicable BAF references – eg 
1.1; 1.6) 

This review makes recommendation relation to the Trusts 
Risk Management Systems and Processes, including the 
BAF 

Legal implications, regulatory and 
consultation requirements 

Governance includes adherence to regulatory and legal 
requirements and as such this report has implications for the 
CQC and other requirements. 

 
Date:  26th August 2015 Completed by: Lucie Johnson, Head of Corporate Governance and Mark 
Price, Company Secretary 
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1. Executive Summary 

 

1.1. We have found many areas of good governance practice during the period of our review 

between 11th May 2015 and 28th July 2015 and other areas that need improvement.  

 

1.2. In this Executive Summary we have highlighted the areas which in our view require urgent 

action and need to be prioritised over and above the wider set of recommendations we have 

made as part of this review. 

 

1.3. We have also provided a summary of the Key Themes that we were asked to specifically 

consider, collecting all the main points together in one place, though they also feature 

throughout the Well-Led section of our report depending on the question being answered.  

 

1.4. All our recommendations are attached to the relevant Well-Led Review questions to avoid 

confusion and duplication.  

 

1.5. The main priorities for immediate attention by the Trust are set out below.  

 

1.6. Strategy   

 

1.7. The Trust does not have a clear strategy at the moment as it has not been refreshed since the 

CQC Report changed the FT trajectory in September 2014 and Vanguard has become an 

opportunity in 2015. This means that it is difficult to cascade messages throughout the Trust 

as the strategic direction is not clear. There are different perceptions of this from the Board 

right through to the Ward and other frontline settings. However, the vision and values are 

clear and well known across the organisation and have recently been designed in to the 

“House diagram” which has been well received across the Trust.   

 

1.8. The Board should complete a strategy development programme and agree the strategic 

direction of the Trust. They should produce a 5 year clinical strategy which clarifies, aligns, 

updates and refreshes Beyond Boundaries, My Life a Full Life Vanguard and the Quality 

Improvement Framework. All of these initiatives / projects should be explicitly linked to form 

a seamless and coherent set of strategic planning documents. 

 

1.9. This should be a priority for Board development and the Board needs to create time for 

reflection and the agendas for the Board and its sub-committees need to be more strategic and 

less operational.   
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1.10. Time should also be taken to engage the staff and other stakeholders in the development of 

the strategy, taking in to account the diverse service areas so that staff throughout the 

organisation can influence the strategy and understand their role in implementing it. 

Extensive consultation was carried out on the previous incarnation of the vision, values and 

strategy which was good practice and appreciated by those we spoke to but it will be necessary 

to do this again.  

 

1.11. There also needs to be a link between the Clinical Strategy and individual service strategies to 

ensure alignment between service and Trust wide objectives 

 

1.12. Clinical Leadership 

 

1.13. There is a sense of detachment amongst doctors particularly in the Hospital service. Recent 

operational pressures and challenges and financial constraints together with leadership 

changes were given as possible reasons. A number of clinical leaders have stepped down or 

indicated a wish to do so because they found the roles onerous, with morale a particular issue. 

There is a common perception that the Directorate management team can block both 

developments and access to the Executive Team. This has created a view that clinical leaders 

do not have an opportunity to influence the shape and direction of the Trust.  

 

1.14. There is an opportunity with the new structure to address some of these concerns and to 

encourage more clinical leaders to come forward. It will be essential to genuinely enable and 

empower the new business units which will be a cultural change but is important to bring the 

doctors on board. We understand that an in-house leadership development programme is 

being devised with medical involvement, to support the newly appointed clinical leaders when 

the structure changes which will be essential.  

 

1.15. In addition to the Clinical Director posts for each business unit, there is also an opportunity to 

make a few senior appointments to Associate Medical Director level. This could be used as an 

opportunity to involve clinical directors more directly in quality, informatics and clinical 

strategic planning.  

 

1.16. The implementation of the new structure should signal a new way of operating in the Trust, 

with authority delegated to clinical leaders, along with accountability. To be successful, the 

new leaders of the business units will need time, development and support both from local 

managers and from the Executive Team.  

 

1.17. The medical workforce needs to be placed centre stage in the running of the Trust, alongside 

the Executive Team and Board, to overcome the “us and them “view that exists in some parts. 

The Chief Executive is respected and viewed positively and a move in this direction would be a 

powerful signal of a new approach. 
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1.18. As far as other clinical staff were concerned, we found that the nurses contribution to 

governance was good at all levels and that they understand its importance in improving the 

quality of care. They provided enthusiastic leadership to staff in their teams and we were 

particularly impressed by the Matrons and Ward Sisters that we spoke to. Other Allied Health 

Professionals also had a good knowledge of governance but were less sure of their role in the 

overall structures and did not always feel that their voice was heard which we deal with in a 

later section. 

 

1.19. Board Development 

 

1.20. There is a good skill mix on the Board and the Non- Executive Directors (NEDs) are strong 

individuals. However there is a need to appoint a NED with recent and relevant financial 

experience even in a designate role at present as the current arrangement of having an 

Associate Financial Advisor to provide this skill set on the Board is not sustainable in the long 

term.  

 

1.21. The Trust is in the process of appointing a new Chair and it will be vital for future 

development that someone with the ability to think strategically is selected. There has been a 

vacuum in leadership over the past few months and the new Chair will need to provide 

appropriate direction for the Board. We were impressed by the commitment, knowledge and 

ability of the NEDs and believe that they make a strong team. Some of the Executive Directors 

are relatively new into their roles and need to operate more strategically as Board Directors.  

The NEDs have offered to provide support and this offer should be taken up more regularly.  

 

1.22. It will be important to devote time to developing how the Board works together under the new 

Chair and to strengthen how it leads the Trust forward. 

 

1.23. Quality Governance 

 

1.24. Across the Trust, Quality Governance is seen as important but the systems that have grown up 

have become unduly complex and misaligned. Each Directorate has a Quality Committee that 

reports into the Directorate Board and from there to the Patient Safety, Experience & Clinical 

Effectiveness (SEE) Committee who report to TEC .The board assurance committee is the 

Quality & Clinical Performance Committee (QCPC).  However, there was much confusion 

about the route for escalating issues and the process was not clear. Some quality issues can be 

discussed four times before they get to the Board without being refined at all. Within the 

Directorates the role of the SEE Committee was not seen to add value over and above existing 

governance mechanisms but the Board did not think that they would have assurance about 

operational quality governance without it 
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1.25. QCPC is too operational at present although we did see evidence that this is changing. It needs 

to have time to review matters more strategically and to carry out deep dives when necessary. 

To do this the SEE Committee and Team will need to carry out the monitoring role and hold 

Directorates to account. This will be particularly important in the new structure with five 

business units to manage. Other meetings such as monthly directorate reviews should cease 

duplicating this role.  

 

1.26. The SEE Committee should be formally established as the senior executive forum for 

monitoring of quality and holding directorates to account. Directorates, or business units in 

the new structure, should report in a formal manner to the SEE Committee, utilising a 

standardised reporting template. 

  

1.27. The SEE Committee should report to Trust Executive Committee (TEC) in a standardised 

way, following which a report should be delivered to QCPC by the Executive Director 

responsible (currently the Director of Nursing). Each report should highlight trends, 

exceptions and urgent issues clearly, pointing to the discussions that need to be held at each 

level. If required, the full dataset can be made available, but it should not obscure the key 

messages going to TEC, and then QCPC 

 

1.28. Corporate Governance 

 

1.29. We observed a healthy culture in the Trust of not only reporting incidents using Datix but also 

of a strong feedback loop which encouraged learning from incidents. We particularly feel that 

the use of a regular newsletter that is widely circulated across the Trust on incident reporting 

is good practice and is to be commended. With additional resourcing even more could be 

achieved in this area. 

 

1.30. We note that the Trust has a Risk Management Committee whose main purpose is to assess 

and monitor the potential impact of identified risks throughout the organisation and reports 

to TEC on a monthly basis. We also note that minutes of the Risk Management Committee 

meetings are shared with the Audit and Corporate Risk Committee (ACRC). We also note that 

the Risk Register features in discussions at QCPC and the FIIWC and that the Board 

Assurance Framework and Risk Register also feature on the Trust Board agenda. 

 

1.31. However despite this level of coverage, we observed that often, given the size and scale of the 

agenda that TEC is seeking to address, the Risk Register does not always get considered. We 

also observed that the focus on risk at QCPC and FIIWC and at the Board lacked any real 

scrutiny. 
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1.32. There are areas of risk management that need reviewing and strengthening such as the role of 

the Risk Management Committee, identifying and managing risks on the Risk Register and 

the content of the Board Assurance Framework.  

 

1.33. Our review of the Risk Register and underpinning processes confirms that there is evidence to 

suggest that risks are not being sufficiently managed as they should be.  Risks remain on the 

Risk Register for too long and there is not sufficient evidence to suggest there is a robust, 

consistent process for escalating, reviewing, tolerating or closing risks. Indeed, at July 2015 a 

total of 79 risks, of which 52 or 66 per cent have been on the risk register for 12 months or 

more, with some risks entered on to the Risk Register as far back as 2009. The issue is not so 

much how long the risks have been on the Risk Register but the lack of active management.  

 

1.34. Our review also notes that the Board Assurance Framework is based on providing assurance 

around whether the Trust is compliant with the Board Governance Assurance Framework.  

We can see the logic for why the Board Assurance Framework was developed in this way and 

that it served a useful purpose for a period of time but it now has grown in size (it contains 

301 individual risks) and complexity to the point where we feel its value is questionable and 

provides no assurance to the Board around the risk to meeting its strategic objectives, controls 

and assurances around them.  Indeed we have not seen a Board Assurance Framework of such 

complexity in any other NHS organisation that we have worked with. We think that the Board 

Assurance Framework needs reviewing from scratch. 

 

1.35. The current review by the Trust of its Risk Management Strategy provides an ideal 

opportunity to review the current Risk Register, Board Assurance Framework and 

effectiveness of the risk management processes in the Trust. This needs to include as a 

minimum greater resourcing to support this work, clear processes in the Trust for risk to be 

escalated upwards, clarity of roles and responsibilities within the new directorate structure 

and then at Board, committee and sub committee level, where appropriate time needs to be 

set aside to ensure these issues are properly debated and this includes more deep dive 

sessions to understand the detail around risk in a particular area or by theme.   

 

1.36. Engagement 

 

1.37. Patient engagement is good with the Patient’s Council meeting regularly and being 

involved in many aspects of the Trust’s activities. They feel consulted and engaged. In 

addition there are Members meetings where information about the Trust is given and they are 

consulted about specific issues. There is also a Patient Experience Lead in the SEE Team and 

a “patient story” at the Board as well as active involvement and feedback from Healthwatch.  
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1.38. Staff engagement has many good aspects including the “Listening into Action Programme” 

that has been running for the past year. There are also many types of communication with 

staff that go out regularly from electronic and paper bulletins to face to face meetings. 

However, the perception of many staff that we spoke to is that the Trust is good at consulting 

them but not at acting on what they said. This is something that needs to be rectified. 

 

1.39. It is also true that the Ambulance, Community and Mental Health staff said that they felt 

marginalised and not as important as those in the Hospital based service. They pointed out 

that most of the experience on the Board was acute based and felt that meant the Board did 

not really understand their services. They felt that they didn’t have a representative on the 

Board although this may well not be the answer to their concerns. If there was a concerted 

programme of visits by the Board to these areas and opportunities for staff to give their views 

followed by proof of actions taken that may well help to change their view. They appreciate 

that the Hospital based services are the largest part of the Trust but want to feel more part of 

an integrated whole. Vanguard may also help this as services will shift from acute to 

community settings and work jointly will need to be done to facilitate this.   

 

1.40. For further information please refer to Section 4 Well-Led Review Questions and the Key 

Themes summary in the Appendix. 
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2. Methodology 

 

2.1. Our review was commissioned in early May after a tender process and we commenced the 

work on 11th May 2015 with an initial meeting at the Trust with the Chief Executive, Company 

Secretary and Head of Governance to agree the scope of the review and the key themes to be 

included. We then agreed terms of reference with the Trust and the Trust Development 

Authority which are in Appendix 1. 

 

2.2.        Our approach to delivering the project consisted of the following: 

 

 Observation of the following Committees: 

- Audit and Corporate Risk Committee on 12th May 2015; 

- Finance, Investment, Information and Workforce Committee on 26th May 2015; 

- Quality and Clinical Performance Committee on 27th May 2015. 

 

 Observation of the Trust Board meetings on 3rd June 2015 and 1st July 2015; 

 

 Attended the Trust AGM on 1st July 2015; 

 

 Held Board seminars on 3rd June 2015, 9th June 2015 and 1st July 2015; 

 

 Attended the Patient’s Council on 6th July 2015 and the Mental Health Service User 

Involvement Forum on 10th July 2015; 

 

 Held focus groups for Patients and Staff throughout June and early July 2015; 

 

 Held meetings with the leadership  teams in the Hospital and Ambulance Directorate 

and the Community and Mental Health Directorate; 

 

 Visited various areas in the Ambulance, Community and Mental Health services; 

 

 Held informal discussions with clinicians in the Hospital Service; 

 

 Observed the following key meetings: 

- Patient Safety, Experience and Clinical Effectiveness (SEE) Committee on 17th June 

2015; 

- Risk Management Committee on 17th June 2015; 

- Trust Executive Committee  (TEC) on 29th June 2015; 

 

 Held discussions with  the Risk Team and the SEE Team; 
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 Held weekly meetings with the Company Secretary and Head of  Corporate 

Governance and met regularly with the Chief Executive; 

 

 A desktop review of key documentation which included papers from Board and 

Committee meetings over the past year, Directorate meetings, Board forward 

planners, Committee terms of reference , strategies, policies , annual reports and 

business plans and proposed new board front sheet report and guidance; 

 

 Each Board member completed a questionnaire so that we could better understand 

their views on Board and Committee focus and effectiveness and governance; 

 

 We supplemented the above with a series of structured non-attributable discussions 

with each member of the Board to better understand their views on Board working 

and Committee effectiveness and governance. We conducted 14  interviews in total; 

 

 We also considered what we observed within the Trust against national good practice 

documentation, other NHS Trusts that we have worked with , as well as national 

guidance from the Department of Health and the Trust Development Authority and 

regulatory bodies such as the Care Quality Commission and Monitor; 

 

 We did not as part of this review look at the work of the Charitable Funds Committee, 

the Remuneration and Nominations Committee or the Mental Health Act Scrutiny 

Committee. 

 

2.3. Our report is divided in to an Executive Summary describing the key priorities for the Trust, a 

Section with our findings and observations on the four areas of the Well-Led Governance 

Framework and our Recommendations. We have also collated together all the points on the 

Key Themes for ease of reference in Appendix 2 as they are distributed around the report 

otherwise.  
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3. Well-Led Review Questions 

 

3.1. Strategy and Planning 

 

3.1.1. (Q1) Does the Board have a credible strategy to provide quality, sustainable 

services to patients and is there a robust plan to deliver? 

 

3.1.2. There is a clear statement of vision and values, driven by quality and safety. It 

has been translated into a credible strategy and well-defined objectives that 

are regularly reviewed to ensure that they remain achievable and relevant 

 

3.1.3. The Trust completed consultation on ‘Our Vision and Future Plans’ in January 2013. This 

was intended to inform the Board’s plans to develop a 5 year sustainable strategy to support 

the Foundation Trust application. Over the course of 2013 and 2014 a 5 year Clinical 

Strategy, ‘Beyond Boundaries’ (BB) was developed, the most recent draft version of which is 

dated June 2014. The guiding principle of BB is ‘quality care for everyone, every time’ and its 

mission is ‘To develop an NHS leading model of highly integrated health care delivering 

quality patient focussed care’. In essence, the aim of the strategy is three fold: 

 

1. To keep as many clinical services on the island as possible; 

2. To break down the boundaries within the Trust by integrating services; 

3. To break down the boundaries between the Trust and partner organisations by 

integrating health and social care through service developments with the local authority, 

primary care and the voluntary sector. 

 

3.1.4. The changes to Trust estate occurring through implementation of the BB vision of integrated 

services is underpinned by the Wight Life Partnership. 

 

3.1.5. There are five clear strategic objectives articulated in BB but no explicit statement on values. 

Strategic objective 1 is to improve quality and the strategy document references the ‘Long 

Term Quality Plan’ (August 2013) which clearly articulates four quality improvement goals 

for patient safety, clinical effectiveness and patient experience. 
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3.1.6. Following the CQC inspection in the summer of 2014, BB was not revisited by the Board or 

its Committees and there appears to have been no further discussion or development of it as 

the Trust Board turned their collective focus to remedying the issues raised by the CQC 

through a Quality Improvement Plan. In the autumn of 2014 in a separate strategic 

initiative, The Trust developed the ‘My Life a Full Life Programme’ (MLAFL) in collaboration 

with the Isle of Wight Clinical Commissioning Group and the Isle of Wight Council. This 

described a partnership with local people, voluntary organisations and the private sector to 

deliver a more co-ordinated approach to the delivery of health and social care services for 

older people and people with long term conditions on the island. 

 

3.1.7. There is no strategic planning document underpinning MLAFL. Examples to illustrate the 

success of the initiative include the Emergency Clinical Hub operated through the Trust’s 

ambulance service, an Alzheimer’s cafe on the island and the Independent Living Centre 

providing therapy services. In responding to NHS England’s Five Year Forward View vision, 

the Trust successfully submitted the MLAFL programme for Vanguard funding in March 

2015. The purpose of this is to further develop and implement integrated services across GP, 

hospital, community and mental health services. 

 

3.1.8. There is evidence of an increasing focus on quality as a driver for the Trust’s strategy with 

the 1st June 2015 Board approval of the Quality Improvement Framework for consultation 

and the associated Quality Improvement Plan. There was little staff recognition of this 

development so it is not clear what the level of engagement has been. 

 

3.1.9. There is no explicit statement of the Trust’s values in the clinical strategy. Vision and values 

were consulted on at the same time as the clinical strategy but have developed separately. It 

has been through several changes and iterations and is now contained within the ‘House’ 

with three values underpinning the Vision, Goals and Priorities. The latest version of the 

House went to the Board meeting of 1 June 2015 for sign off. In the House, the vision of 

‘Quality care for everyone, every time’ is expressed through five goals, each with two clear 

priorities. There are three high level quality improvement goals. While the House has 

broadly similar goals and priorities to BB they are not the same. And there is no clear and 

explicit link between them. 
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3.1.10. The strong message when talking to staff, managers and Board members is that the Trust 

strategy is not clear. Some thought it was about FT, some thought it was MLAFL and/or 

Vanguard, and a small number thought it was BB.  In particular, MLAFL plus Vanguard 

seems to have a life of its own. There is no clear detailed picture in the Trust of what future 

services will look like. It was clear that the clinical strategy (BB) had not been fully 

developed. The Trust has been working on it since 2013 but progress has stalled. The feeling 

was that ‘it is always going to come to the next QCPC or the next Board meeting but that 

never happens.’ The view of many is that there is no clear plan underpinning the clinical 

strategy. ‘We’ve got a nicely written clinical strategy but nothing underneath it to put it into 

practice’. 

 

3.1.11. The perception of some is that the clinical strategy is far too acute focussed. There is very 

little on Community and Mental Health aspects. It would make sense to have an 

underpinning clinical strategy for each service area, but it is really important that it is still 

unified and led by the Board. 

 

3.1.12. The Trust was on the FT track and quite far along. BB was developed in 2013 before most of 

the current NEDs were appointed. The CQC visit and subsequent improvement plan diverted 

the Board away from any consideration of the strategy or a refresh. NEDs have been told that 

there is a full strategy but they are unaware of it and have not engaged with it. The Board as 

a whole needs a much better understanding of the strategy and its strategic options. 

Concerns were raised by all NEDs that they simply did not know what the strategy is except 

in a very generic sense and a strong feeling that the Board has not done enough on where it 

wants to get to and how to get there.  

 

3.1.13. There is universal agreement by Board Members (BMs) that the Board does not spend 

enough time on strategic discussion. BMs all recognise that the Board spends a lot of time on 

process and operational performance and not enough on strategy. The Board is primarily in 

a monitoring role, focussing mainly on finance and performance. There is a sense in which 

the Board is being driven by operational and financial considerations without taking a more 

holistic and strategic view of all services. This could be addressed in part by linking the 

vision, values and strategy to everything considered at the Board. For example, by using the 

strong visual image of the ‘House’ and its goals and priorities on the front sheet of all Board 

papers and showing how the Board paper links back to this clear vision.  
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3.1.14. While there is lack of clarity on the strategy, there is general agreement that, in the ‘House’, 

the Trust has a compelling vision and values. A small number of people suggested how this 

agreement could be strengthened. The ‘House’ is a good visual which staff can understand. 

Some staff commented on how strongly the vision and values resonate with them as they are 

simple, clear and relevant. They recognise that they are not always easy to define for staff 

particularly in a Trust with such a diversity of services, so the ‘House’ needs to be quite 

broad. At the top level, vision and values are generically appropriate.  

 

Recommendations 

 

1 The Board should complete, as a top priority, a strategy development 

programme and agree the strategic direction. They should produce a 5 

year clinical strategy which clarifies, aligns, updates and refreshes, 

Beyond Boundaries, MLAFL, Vanguard and the Quality Improvement 

Framework. All of these initiatives/projects should be explicitly linked 

so they form a seamless and coherent set of strategic planning 

documents. 

2 The Board meeting agenda balance should be addressed by a much 

stronger focus on strategy and quality and a more proportionate 

attention on process and operational performance.  

 

 

3.1.15. The vision, values and strategy have been developed through a structured 

planning process with regular engagement from internal and external 

stakeholders, including people who use the service, staff, commissioners and 

others.  

 

3.1.16. Staff in all areas know and understand the vision, values and strategic goals 

 

3.1.17. The Trust developed its vision, values and strategy through its Foundation Trust Programme 

Board commencing in April 2012. This co-ordinated the planning activity and 

documentation required to produce a 5 year strategy. The IBP Steering Group also featured 

as part of this structured planning process and regular updates were provided at monthly 

Board meetings throughout 2012 and 2013.  
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3.1.18. The Trust consulted on its ‘Vision and Future Plans’ in a twelve week public consultation 

which concluded on 11th January 2013. About 40 engagement meetings and events were 

undertaken with service users, the voluntary sector, County, town and parish councils, other 

key partners and staff. There was broad support for the continuation of an integrated 

healthcare service provider for the Island. Most Trust staff show a genuine desire and 

appetite for integrated services across the whole island. For example, physios working in 

primary, community and acute settings. As part of the Foundation Trust Programme there 

were also a number of briefing sessions with key internal stakeholders. The Chief Executive 

led the ‘Big Conversation’ initiative to support engagement with staff and other stakeholders. 

 

3.1.19. Not all staff felt they had been involved in the vision and values development and some felt 

the consultation period had been too short and more consultation should have been done. In 

general, staff appreciated the Town Hall style ‘Big Conversation’ meetings; though there was 

brief mention of feeling talked down to and talked over. But staff really wanted to hear more 

about the vision, values and strategy. In particular staff wanted to know which parts of the 

vision were directly relevant to their service area. And there was the sense that there was a 

potential lack of reality since it cannot all be done at once.  

 

3.1.20. There was a call to renew the vision so that it could be converted into what actually goes on. 

The ‘House’, and its latest incarnation, were strongly supported and welcomed for the clarity 

that they brought to the Trust vision and values. A number of staff commented that the 

strength of the message around the vision and values had been undermined by the fact that 

it had been tweaked so many times and had gone through several iterations, strap lines and 

visual forms. The suggestion being a need to strongly ‘launch’ the House and not review or 

amend to allow a period of familiarity and stability for the message to get through. 

 

3.1.21. Staff are generally aware of a strategy as it was visible around the Trust in the form of 

posters, logos, strap lines, lanyards, badges and other visual reminders. Also, appraisals and 

PDPs are linked to values. However, there is no clarity around the strategy overall. Staff 

comments reflected what we heard from Board members and senior managers. Namely that 

they do not really know what the strategy is, whether MLAFL is the way forward and where 

Vanguard fits in with that. There was general acceptance by both BMs and staff that BB had 

not been communicated effectively and now needed refreshing anyway.  
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Recommendation 

 

3 Once the Board has implemented recommendation 1, an engagement 

and stakeholder plan should be initiated to ensure staff have the same 

clarity of understanding on the vision, values and the strategy as the 

Board. Staff should also be engaged in designing the implementation 

of the strategic plan so that each service area has relevant actions. 

 

 

3.1.22. The challenges to achieving the strategy, including relevant local health 

economy factors, are understood and an action plan is in place.  Strategic 

objectives are supported by quantifiable and measureable outcomes which 

are cascaded throughout the organisation. 

 

3.1.23. There is no concrete plan for implementation and delivery of the strategy. The Annual Plan, 

which ostensibly focuses on year two of the clinical strategy (BB) is largely focussed on 

achieving national performance standards. This is a contrast to other partners who have 

clear plans in place for strategy implementation, for example the local authority for 

Vanguard. 

 

3.1.24. ‘Beyond Boundaries’ articulates five strategic objectives and the House provide five goals and 

the priorities that sit underneath each one. There are also three Quality Improvement aims. 

There is then a clear disconnect to individual service strategies and plans. There is no clear 

link to smart outcomes. We were told that ‘There are no plans on real service redesign. No 

fundamental shift. We should have strategy and then corporate objectives and all schemes 

should link into that and be measured but that does not happen and ‘There is no proper 

mechanism for implementing the strategy. The Board has a vision but there are no clear 

action plans in place to realise it “. Staff perception is that the vision, values and strategy are 

simply headlines as there is no infrastructure to make it happen and there are no meaningful 

systematic and regular updates on strategic progress. 

 

3.1.25. The lack of a clear and effective action planning structure focussed on strategy delivery 

means that cascading decisions and messages in relation to strategy is very difficult. 
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3.1.26. Strategic objectives are not supported by relevant outcomes in all parts of the Trust. Quality 

metrics have not been developed for all services. Mental Health and Community staff are 

passionate about the fact that they do not have measures that relate to their services and say 

that it is very much focussed on acute care. For example pressure sores and length of stay. 

There are some Trust objectives they can relate to, for example the move into the 

community, but they did not see how pressure ulcers translate down to their work. 

Delivering safe quality care is interpreted as measuring pressure ulcers and that doesn’t 

relate to say paediatric speech therapy. It was felt that each area should have developed its 

own measures for this. 

 

3.1.27. Acute staff in particular recognised that there were annual quality goals, but didn’t think that 

these were cascaded down to ward level. Most nursing staff have a good idea of what they are 

measured against as the performance dashboard is circulated weekly and there is a quality 

dashboard by ward though they said that it is not always accurate. But it is not clear how 

these dashboards relate to the strategy. 

 

3.1.28. There is recognition that on the shop floor there may well be clear quality goals but when the 

Trust is under extended operational pressure, for example over lack of bed capacity and 

length of stay, there is a clear loss of sight on quality and strategic goals. 

 

3.1.29. A revised BAF would be helpful to show the key risks to achieving the Trust’s strategic goals 

and linking with the clinical strategy when that is refreshed.  

 

3.1.30. Some BMs spoke about the failure to prioritise actions and issues in relation to the 

implementation of the strategy. This also related to the allure of new initiatives, which some 

Non-Executive Directors felt took the Trust away from its key priorities and actions around 

the strategy to whatever is the latest fad. 

 

Recommendations 

 

4 The approval of the Quality Improvement Framework for 

consultation provides an opportunity to engage with staff on the 

quality agenda and where that sits in relation to vision, values and 

strategy. A Quality Summit should be convened for all divisional 

staff and clinicians from all service areas to attend.   
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5 The link between individual service strategies and the overarching 

clinical strategy should be strengthened including: 

 

 Clarification of  how individual service strategies are to be 

developed in conjunction with the clinical strategy to ensure 

alignment between service and Trust wide objectives 

 Each of the service strategies should have a detailed action plan 

with smart outcomes, clearly linked back to the strategic 

objectives 

 Each of the service areas should develop their own metrics to 

measure how effectively the strategy is achieved. 

 

3.1.31. (Q2) Is the Board sufficiently aware of potential risks to quality, sustainability 

and delivery of current and future services? 

 

3.1.32. There is an effective and comprehensive process in place to identify, 

understand, monitor and address current and future risks. 

 

3.1.33. The main risks facing the Trust are those relating either to the five goals shown in the 

‘House’, or to the five strategic objectives of Beyond Boundaries. These are broadly similar 

but with some distinct differences, and so there is no clarity on the key strategic risks. In 

addition, neither of these features on the Trust’s Board Assurance Framework (BAF). The 

BAF should be completely aligned to the key risks to strategic objectives as outlined in the 

strategy document. On review it is clear that the BAF is based on providing assurance around 

whether the Trust is compliant with the Board Governance Assurance Framework.  We can 

see the logic for why the BAF was developed in this way and that it served a useful purpose 

for a period of time but it now has grown in size and complexity to the point where we feel its 

value is questionable and provides no assurance to the Board around the risk to meeting its 

strategic objectives, controls and assurances around them.  The BAF consequently needs 

reviewing from scratch. 
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3.1.34. During interviews, board members seemed clear on the key risks to delivery of the strategy. 

However, there was not a strong correlation between their understanding and the risks on 

the BAF. This suggests clear limitations to the effectiveness of the BAF and the use of it to 

shape the Board agenda and to focus strategic debate and populate Board reports. 

Observation of Committees and the Board showed little real scrutiny and challenge of either 

the Risk Register or the BAF. Discussions on these areas tended to focus on the risk system 

and processes rather than the risk itself, suggesting that Board members are struggling to 

understand how these key risk documents can support strategic decision making and choice. 

It was also clear from observation and minutes of Board meetings and Committees that there 

is a lack of specific reporting on the implementation and achievement of strategic objectives. 

Some aspects are clearly covered in the monthly performance reports but there are few 

explicit links back to the strategic objectives and the annual plan. The tendency is to focus on 

mandatory reporting requirements rather than strategic progress. 

 

3.1.35. The BAF should also include the Principal (high scoring) risks arising from the operational 

and corporate organisation and recorded on the individual Risk Registers. Our review of the 

Corporate Risk Register and underpinning processes confirms that there is evidence to 

suggest that risks are not being sufficiently managed as they should be.  Risks remain on the 

Risk Register for too long and there is not sufficient evidence to suggest there is a robust, 

consistent process for escalating, reviewing, tolerating or closing risks. Indeed, at July 2015 

there were a total of 79 risks on the Corporate Risk Register, of which 52 or 66 per cent have 

been on there for 12 months or more, with some risks entered as far back as 2009. 

 

3.1.36. At a local level within the Trust there is a healthy and dynamic process for recording 

incidents on Datix with a strong feedback loop for learning from incidents. There is 

widespread staff awareness and knowledge of the incident reporting system and use of root 

cause analysis to underpin learning. These incidents and quality issues are fed into the 

relevant risk register, so there is effective capture of these risks at a local level. What is not 

working so effectively is the systematic escalation of these risks through the Risk Committee 

when appropriate and the scrutiny and challenge of the BAF and Risk Register. 

 

3.1.37. Governance systems and processes are seen as complex, confusing, repetitive and not 

synchronised by some so it is difficult for the Board to be aware of what are the key risks to 

quality and delivery of the strategy. Examples of this are the quality governance structure 

and the BAF which are both discussed later in the report. 
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3.1.38. A number of people commented that movement and progress on strategy is very difficult. 

Many BMs and managers spoke about the failure to hold individuals to account for delivery. 

Objectives and plans do not get delivered to the level required but there are no consequences 

to non delivery. CIP non delivery was the most frequently cited example here. It was also 

recognised that this lack of accountability relates to unclear structure and governance. Some 

made the suggestion that it could also be related to the culture of the Island. It is perhaps 

difficult to hold to account someone you might see on the school run or in Sainsbury! 

 

3.1.39. Both staff and BMs commented on the lack of follow through on actions at nearly every level. 

NEDs in particular are frustrated that they are not seeing more progress. They told us that 

they ask for actions to be taken but do not see this happening quickly. One interviewee 

commented memorably ‘If this Trust was a person you would say he definitely is not a 

completer/finisher’ 

 

Recommendations for this area are included at Question 7. 

 

3.1.40. Service development and efficiency changes are developed and assessed with 

input from clinicians to understand their impact on the quality of care. Their 

impact on quality and financial sustainability is monitored effectively. 

Financially pressures are managed so that they do not compromise the 

quality of care. 

 

3.1.41. At a local service and directorate level there is evidence of clinician input and assessment to 

service developments, as evidenced by business cases that went to some of the committee 

meetings observed. What is not clear though is how these local service developments link 

and support the strategic direction of travel. There was little evidence of clinician input to 

the strategic discussion on the shape of future services and how these will be implemented 

through the strategic plan. 

 

3.1.42. The EMD has an oversight role in relation to assessing the quality impact of CIPs and service 

developments. His understanding is that what is in effect his right of veto helps to assure the 

quality of any changes. What is not clear is where others are involved in quality impact 

assessments, particularly at a local service/directorate level. This does not appear to be a 

robust and systematic process. 

 

Recommendations  

 

6 A comprehensive and systematic quality impact assessment process 

should be implemented. This should include clinicians in lead roles at 

directorate/business unit, and relevant specialty level. 
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3.2. Capability and Culture 

 

3.2.1. (Q3) Does the board have the skills and capability to lead the organisation? 

 

3.2.2. The board has the experience, capacity and capability to ensure that the 

strategy can be delivered. 

 

Board Composition 

 

3.2.3. The Board is normally comprised of six Non-Executive Directors including the Chair and five 

Executive Directors and is also attended by a non-executive financial advisor,  interim Chief 

Operating Officer and FT Programme Director/ Company Secretary. 

 

3.2.4. The Chair’s term of office ended in March 2015 but he agreed to stay on for a while and 

formally left in July 2015. The Vice Chair is currently undertaking the role of Interim Chair 

and the process of appointing a new Chair is in train. There has been a vacuum in the 

leadership since the resignation of the Chair and this was noticeable with the Chief Executive 

having to take more of a lead than is usual. Now the Vice Chair has been made Interim Chair 

this should help but there will be a need for the new Chair to provide strong leadership to the 

Board as this has been missing for a while.  

 

3.2.5. There have been some recent changes to the Non- Executive Directors (NEDs) which have 

strengthened the Board. The Trust utilised an innovative role of Designate NED and were 

then able to recruit them to substantive posts when they became vacant and they were already 

familiar with the Trust. They also appointed a Financial Advisor who is in effect an Associate 

NED as they do not currently have a NED with financial qualifications. This has worked well 

but as she is already a NED at an FT, she does not feel able to take on another substantive 

NED post at the Trust and this is a gap in the skill mix of the NEDs on the Board.  

 

3.2.6. The NEDs are individually strong and competent with a good mixture of skills from clinical, 

commercial, HR, marketing, mental health and community sectors. They impressed us with 

their knowledge, insight and commitment. However, they are still honing their skills 

collectively on the Board and need to challenge the Executive team to operate more 

strategically. 
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3.2.7. Half of the Executive Directors (EDs) have been appointed in the past 2 years and this is also 

the first NHS Board post for some of them. It is also the first time that the Chief Executive has 

held that post. They are enthusiastic and have personally taken up the challenge to improve 

the quality and finance at the Trust but are not very strategic and have a tendency to get very 

involved in operational matters. They like new initiatives and admit that too many of them 

have been started in the past couple of years and they are now more discerning about what to 

try and when to wait for some to become effective. This is part of the learning curve in 

leadership and is a good sign. 

 

3.2.8. Until recently the Executive Medical Director (EMD) and the Executive Director of Nursing 

(EDN) shared the role of the Chief Operating Officer (COO) but this made their roles very 

difficult and an Interim COO is now in place and has been appointed to the substantive post 

from August 2015. This will provide both of them with more capacity to deal with the quality 

challenges faced by the Trust and seek to embed improvements. The EDN also had workforce 

within his portfolio until recently but there is currently an Interim Director of Workforce and 

there will soon be a proposal about where Workforce should be situated in the long term.  

 

3.2.9. Following the disappointing CQC report last year a full Quality Improvement Plan was 

formulated and a lot of it has now been completed. However, many areas of performance are 

still challenged and it seems likely that until the recent changes were made the Executive 

Team did not have enough capacity to find effective solutions to the problems. The recent 

appointment of a COO will add to both the capacity and capability of the Executive Team. 

 

3.2.10. Despite some inexperience on the Executive Team, they do appear to have the capability to 

rise to the challenge with the support and strategic direction provided by the NEDs. Indeed 

the NEDs would welcome more use of their expertise and insight in an advisory capacity.    

 

3.2.11. There is also a perception amongst some staff that most of the Executive Team have primarily 

hospital experience and that other aspects of the Trust’s services are not given sufficient 

attention by the Board. This has been helped by the appointment of the most recent NED who 

does have mental health experience. In reality we think the reason why the hospital services 

receive most attention is because they are the largest part of the services and have the most 

challenges. However, as the only fully integrated NHS Trust in England, it is important that 

the Board find a way to include those with specialist expertise across all parts of its business in 

their discussions. We do not think that every service should have a member on the Board as 

this would become unwieldy but it may be helpful if Clinical Directors attended for specific 

items and had more exposure to Board members.    
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Board Challenge and Dynamics 

 

3.2.12. Our observations of the Board and other key meetings is that there is intelligent and 

constructive challenge but that NEDs sometimes settle for reassurance from EDs and do not 

always pursue questions further. We were told that this is improving and they are keen to 

provide high quality challenge, so with this as a goal they are likely to achieve it.  

 

3.2.13. There is also some ED to ED challenge which is good to see and this is an area to further 

develop. We appreciate that a lot of the challenge will go on at the TEC meetings but it is 

important to still have some discussion at the Board which shows their perspectives to the 

wider Board and public who will not have seen it in other forums. 

 

3.2.14. The relationship between NEDs and EDs appears to be good and honest but more work needs 

to be done to develop a truly unitary Board. The current stage is to be expected as some Board 

members are new and each person changes the dynamic but they need to go on this journey 

together. Board development needs to be a priority to take the leadership to the next level.  

 

3.2.15. There is good gender diversity on the Board but there is a lack of BME representation. This 

probably reflects the local population but not the staff profile of the Trust and it would be 

good to address this in the future. There is also no-one with a disability which again is 

something to be addressed. Research shows that more diverse boards make better decisions 

as they have a wider perspective. 

 

Board Visibility 

 

3.2.16. During interviews and focus groups many praised the leadership of the Chief Executive and 

said that she was particularly visible and dealt with issues and concerns that were raised with 

her. Most staff knew who the Executive Directors were but were less certain about the NEDs. 

 

3.2.17. There used to be formal Board walkabouts and staff told us that they appreciated these. There 

have only been informal visits for a few months now but a new programme is being organised. 

Staff said that they would welcome this and would also like to have links with specific NEDs 

who could get to know their service better although they understand that this would have 

limitations. There was a real desire on the part of the staff we spoke to get to know NEDs 

better.  

 

3.2.18. The Patients’ Council particularly thought that the Trust was well led and praised the Board 

for this. They understood that the Trust had many challenges but felt that action was being 

taken to improve services where it was needed and provided examples of good care. 

Healthwatch also told us that the Board was visible and that they had good access to those 

they needed to consult and that they were approachable.   
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Board Insight and Reviews 

 

3.2.19. All Board members understood the current position of the Trust and particularly the 

challenges over finance and performance. Those who were on the Board when the CQC 

inspected the Trust last year were surprised by the findings in the report at the time but felt 

they had learned lessons from it. They spoke about it galvanising action and that 

improvements have been made in many areas although there is still work to be done. There is 

frustration at how long it has taken to make some changes but they believe this reflects the 

pace of life on the Island where nothing happens quickly and it takes time for change to 

happen. We believe that the pace of change will quicken once the strategic direction is clear as 

it will be easier to align changes to that.  

 

3.2.20. Following the CQC Report, the Board devised and promoted a Quality Improvement Plan and 

developed a new team to improve quality in the organisation. They have completed much of 

the Plan and are now working on a Quality Improvement Framework to take forward this 

work and keep up momentum. Staff told us that the Board did prioritise quality care in the 

organisation so this message is getting through.  

 

3.2.21. The Board has had several reviews in the past year into various areas from governance to 

culture and have used these to make improvements. However, some staff were not convinced 

that the reviews had led to real change and they were particularly unhappy that a recent 

external cultural review by Signal Business Consulting had not been shared more widely 

although we understand that this is about to happen.  

 

3.2.22. The appropriate experience and skills to lead are maintained through effective 

selection, development and succession processes. 

 

3.2.23. Last year the Board commissioned a report from NHS Thames Valley and Wessex Leadership 

Academy to make recommendations for Board development during 2014 /15 in preparation 

for Foundation Trust status.  The findings were presented at a Board Seminar on 13th May 

2014 and the report was received in June 2014.  The recommendations were used to devise a 

Board Development Programme but it was knocked off course by the CQC Report in 

September 2014.  
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3.2.24. The Board Development Programme for 2014/15 offered a number of information updates 

and presentations on a variety of topics, both strategic and more operationally focussed. 

These included presentations on the Workforce Strategy and the Organisational Development 

Strategy as well as more transactional topics like Winter Resilience Planning, Discharge 

Planning and CIP updates. On occasion the allocated development time was used to provide 

formal approval for Business Case funding. There is a commitment by the Board to focus in 

future seminars on more strategic items and on team building interventions like the Myers 

Briggs assessment seminar. These should be less passive and offer genuine opportunities for 

engagement and shaping by NEDs. 

 

3.2.25. The Board has been so focused on improving the quality of care and addressing financial and 

performance challenges that there has not been sufficient time given to developing the 

strategy for the Trust. This needs some urgent attention particularly because of the 

opportunities offered by Vanguard to truly integrate health and social care on the Island. (See 

previous section on Strategy and Planning). A Board workshop is planned in August to discuss 

strategy but it may need more than one session to formulate and there will also be a need to 

consult with staff, patients and other stakeholders before it is finalised.  

 

3.2.26. All new Board members reported that they had a good induction and were able to visit 

relevant parts of the organisation to understand better how it works. The Trust has an 

induction checklist but it may be helpful to develop an Induction Handbook in due course as 

other NHS trusts do this and find it useful.  

 

3.2.27. However, there is no succession planning in place currently. There was good succession 

planning for NEDs over a year ago and a system of Designate NEDs was used very 

successfully. It can be difficult to attract good candidates due to the IOW location but this 

system produced excellent people. Although no NEDs are due to step down imminently, it 

would be advisable to start the planning process now and see if any suitable people are willing 

to be Associate or Designate NEDs. It is important to find a NED with financial qualifications 

as the Board would be lacking this if the current Financial Advisor had to leave for any reason.  

 

3.2.28. The process is in train to appoint a new Chair. Head hunters were appointed to help widen the 

field and there have been a good number of applications and a shortlist has been drawn up. 

The shortlisted candidates were seen by various stakeholders on 7th July 2015 and the 

interviews are at the end of July 2015 and with the new Chair starting as soon as possible. 

This is a crucial appointment for the Trust as there has been a vacuum in leadership for a few 

months and there is a need to move the Trust forward at a pace.  
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3.2.29. There have been good leadership development programmes for clinical leaders and non-

clinical management in the past but we were told these needed revisiting. There is a new 

leadership development programme being devised to support the new structure and this will 

have medical involvement.  We got the impression that because of the current emphasis on 

finance and performance, leadership development had not been a priority recently.  

 

3.2.30. The leadership is knowledgeable about quality issues and priorities, 

understands what the challenges are and takes action to address them. 

 

3.2.31. The Board is generally knowledgeable about quality issues and priorities and has had a lot of 

exposure to the Quality Improvement Plan devised to address the issues raised in the CQC 

Report. This has been led by the EDN with input from the EMD and other Executives. The 

Safety, Experience and Clinical Effectiveness  ( SEE ) Committee was set up in September 

2014 to help prioritise quality throughout the organisation and in line with other areas of the 

Trust there is a Triumvirate of clinical lead, nursing lead  and manager who deal with the day 

to day work. There is some confusion about the role of SEE but essentially they should be 

holding the Directorates to account for the quality aspects of their work.  

 

3.2.32. There is a strong quality culture within the organisation but there is also a lack of clarity about 

the reporting lines through to the Board. Each Directorate has its own Quality Committee and 

in Community and Mental Health, they have two i.e. one for each specialism. These report 

into the Directorate Board and are part of the Directorate Performance Review. They also 

report into the SEE Committee where the HOCs and / or ADs attend and to QCPC where the 

Clinical Directors attend. Then matters proceed from there to the Board when necessary. 

Consequently some matters may get discussed at four different committees before they get to 

the Board. This is dispiriting for staff and can cause confusion. It also means that there can be 

blockages between the Directorates and the Board and messages can get diluted or lost on 

their way through the system. It is essential to simplify this system to benefit from the culture 

of providing quality care that exists in the Trust.  

 

3.2.33. There is good challenge at both SEE Committee and QCPC on quality matters. QCPC is 

chaired by a NED with a clinical background and an excellent understanding of quality issues. 

There is also another NED with mental health experience and a good clinical knowledge and 

together with the third NED on QCPC they provide good challenge to the EDs and other staff 

who attend. QCPC has tended towards the operational partly because of those who attend it 

but the Chair is changing this to make it more strategic and made good progress at the last 

meeting. It could make better use of the SEE Team and Committee to hold the Directorates to 

account on quality matters and have more time to deal with strategic overview and deep dives 

as necessary.   We deal with Board Committees in more detail in section 3.3. 
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3.2.34. The idea of the SEE team was a simple one but it has become complicated by layers of 

committees both above and below it and needs to be simplified. 

 

Recommendations 

 

7 Review the Board Development Programme once the new Chair has 

started and include team building sessions and time to discuss strategy 

and culture. 

8 Restart the Board formal walkabout programme and consider 

twinning NEDs with areas of the Trust’s services. 

9 Make sure that there is succession planning for the Board and 

particularly start the search for a NED with financial qualifications. 

10 Develop a clinical leadership programme to support the new 

directorate structure and train future clinical leaders. This should be 

based on ‘in role’ support and development that is on-going. 

11 The Board should carry out an annual evaluation of its effectiveness 

which includes obtaining views from a range of internal and external 

stakeholders. 

 

 

3.2.35. (Q4) Does the Board shape an open, transparent and quality-focused culture? 

 

3.2.36. Leaders at every level prioritise safe, high quality, compassionate care and 

promote equality and diversity 

 

3.2.37. Everyone we spoke to saw safe, high quality compassionate care as the priority and most said 

that the Board prioritised this. The Board agenda does have a separate section for Quality 

although it is after Performance which is understandable at present with the challenges being 

faced. Since the CQC Report, the Board has undertaken a lot of work with the Quality 

Improvement Plan and now the Quality Improvement Framework. They have had many 

discussions about how to improve the quality of care throughout the organisation and every 

action in the plan has an owner and is tracked by the SEE Team. However, some staff told us 

that they saw quality governance as an industry where you need to tick certain boxes rather 

than as a dynamic culture. 
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3.2.38. Both leaders in the current Directorates and front line staff spoke eloquently about high 

quality care and saw it as a very high priority for them. They felt that there were blockages in 

the system but these were generally reported as a level above them wherever they sat in the 

organisation. However, staff in the Ambulance, Community and Mental Health services felt 

that the quality priorities were not always suitable for their areas and this contributed to them 

feeling marginalised.  We got the impression that leaders in all areas of the Trust do see high 

quality care as a top priority but that they feel the system is over complicated and impedes 

their ability to deliver as they have to spend so much time in meetings and completing quality 

governance documentation.  All the staff we spoke to were familiar with the vision and values 

of the Trust and many had the poster of it on the wall of their office. It is currently being 

renewed so they had not yet seen the new version but were impressed with the outline we 

showed them. They are keen to be consulted on it. They could articulate how their work 

aligned with the vision and values.  

 

3.2.39. Equality and diversity is taken seriously by the leadership in the Trust. Good progress has 

been made against each of the Equality Delivery System goals and grade all but inclusive 

leadership as green and that is amber. In January the Trust launched its Staff Black and 

Minority Ethnic Network and this will be central to the implementation of the Workplace 

Equality Standard which came in on 1st April 2015. 

 

3.2.40. Candour, openness, honesty and transparency and challenges to poor practice 

are the norm. Behaviour and performance inconsistent with the values is 

identified and dealt with swiftly and effectively, regardless of seniority. 

 

3.2.41. The Board is open, honest and transparent in the way it handles its business and most items 

are discussed in the public part of the meeting even when they are negative for the Trust. 

Healthwatch (who attend the Board meetings) said that they were sometimes surprised by the 

level of honesty but found it refreshing. Where there were areas of poor practice these were 

picked up and actions agreed for follow up. At both Board meetings that we observed the 

behaviours were consistent with the Trust’s values.  

 

3.2.42. However, although the vision and values are promoted across the Trust, we were told that 

poor practice was not always dealt with and there was reluctance to performance manage 

staff, particularly doctors. There were also a few people who felt that when action had been 

taken that it was more like bullying than performance management although we have not 

been able to verify this. This is clearly an area where further work is needed to ensure that an 

open, honest and transparent culture is developed across all areas of the Trust. 
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3.2.43. The leadership actively shapes the culture through effective engagement with 

staff, people who use the services, their representatives and stakeholders. 

Leaders model and encourage co-operative, supportive relationships among 

staff so that they feel respected, valued and supported.  

 

3.2.44. This is very much a work in progress. The Board actively wants to encourage a more positive 

culture in the Trust and knows that there are some areas where staff feel disengaged. They 

have started a number of initiatives to improve this including Listening into Action (LIA) 

which recently had encouraging survey results where a number of areas had improved from 

the baseline. Many of the staff that we spoke to were positive about LIA but some felt it had 

started strongly and petered out which can be a problem for any programme. 

 

3.2.45. Staff would like the Board to be more visible and we have dealt with this in the previous 

section. However, they did feel that the Chief Executive was very visible and that they could 

raise issues with her directly if they wanted to and that she would deal with them.  They would 

welcome interaction with other Board members too although they appreciate that NEDs have 

limited time.  

 

3.2.46. The leaders that we spoke to do want to encourage co-operative, supportive relationships 

among staff but the current circumstances where financial savings need to be made and 

performance improved mean that this isn’t always getting across to staff. They feel very 

pressurised by the need to deliver immediately and they sometimes have conflicting priorities 

such as the need to employ staff, difficulty in filling vacancies but restrictions on the use of 

agency which make life very difficult. Consequently there is a lot more work to be done to 

make staff across the Trust feel respected, valued and supported. There are monthly staff 

awards at the Board to highlight good work across the Trust and this is appreciated. However, 

although this is good practice, it inevitably only reaches a small number of people. 

 

3.2.47. The Board demonstrably listens to patients through a variety of channels. There is a Patient’s 

Council who are consulted and a member attends the Board and a member of Healthwatch 

also attends the Board. Both groups spoke highly of the engagement with the Board and how 

they are able to influence the Trust. The Board and QCPC also regularly review complaints 

and concerns and seek to learn from these.  

 

3.2.48. The Trust has a constructive relationship with its primary commissioner IOW CCG and it 

helps that they are co-terminus. It also helps that the Accountable Officer has worked on IOW 

for many years and understands the service. She has a good relationship with the Chief 

Executive and speaks to her or meets her most weeks. The Trust does discuss strategy and 

performance issues with the CCG but the CCG remain concerned about the slow pace of 

change and whether the Trust has the capacity to sustain the current level of service. 
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3.2.49. Mechanisms are in place to support staff and promote their positive wellbeing but the Board 

is aware that staff morale could be better. The CQC highlighted this in some areas and Staff 

Surveys have shown areas which need to be improved. An action plan has been developed 

based on these to prioritise this area of work.  Listening into Action (LIA) was introduced a 

year ago and there have been some positive results from this and many staff told us that they 

had appreciated this. However, there is still a problem with staff in the Ambulance, 

Community and Mental Health services feeling that they are satellites and that they do not 

receive the level of support that they want. This is one of the downsides to a fully integrated 

Trust but interestingly most staff did not want the Trust to split into its component parts but 

do want to be more integrated into the whole.    

 

3.2.50. Many staff did feel supported by their direct teams and managers but were not so sure about 

the part played by the Trust senior management and some felt that everything was about 

improving finances and performance and that their well-being didn’t matter. This is not 

unusual when an organisation has these sort of challenges but it is still necessary to try and 

find a way to help staff feel supported in their jobs. We were also told that there had been a 

big increase in staff being referred to Occupational Health for stress related illness which 

could be for support but sickness levels for stress are high which indicates that there is a 

problem.  

 

3.2.51. There is a culture of collective responsibility between teams and services 

 

3.2.52. There is a culture of collective responsibility between teams and services in the same 

Directorates although this was not as obvious between the different services such as Hospital 

and Community.  As this is an integrated Trust there are opportunities to improve this and to 

take forward the desire to provide more treatment in the Community. This will be an essential 

part of developing sustainable services for the future.  

 

3.2.53. However, teams within the same Directorates were very supportive of each other and helped 

to resolve problems together where appropriate. Staff were very aware of how the 

organisation is performing and their part in it and the need to improve. This is currently a 

very real pressure and many felt a personal responsibility to find solutions.  

 

3.2.54. The Trust also recognises staff achievements through monthly awards that are presented at 

the Board with information about the service. This gives the Board an insight into different 

aspects of the Trust’s work in a positive manner. There is also an Annual Staff Awards 

evening, sponsored by local business and it is well attended. 

 

3.2.55. The leadership actively promotes staff empowerment to drive improvement 

and a culture where the benefit of raising concerns is valued.   
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3.2.56. The Trust is committed to improvement but does not find it easy to devolve decision making. 

Since the CQC Report there has been a tendency to micro manage at every level of the 

organisation.  Consequently we were told by senior staff that they felt disempowered and that 

they were also probably working down a level. Interestingly this seems to stop at Ward level as 

the Ward Sisters did not feel impeded from doing their jobs. We believe that the Board do 

want to empower the staff but the necessity to drive improvements quickly is hindering this. 

There needs to be discussion on how this can be dealt with more positively and free staff to 

directly improve the services that they are providing.  

 

3.2.57. It will be important in the new structure to devolve power and enable the business units and 

specialties to take as many decisions as possible and then hold them to account. There needs 

to be an agreed escalation process if a business unit does not deliver, so that levels of 

monitoring and scrutiny increase and lead finally to intervention. When a business unit is 

achieving well then the rule is a “light touch “from above.   This may feel risky at first but 

needs to be done for the governance structure to flourish and for staff to feel that they have 

more influence over their own areas.  

 

3.2.58. However, the reporting of harm and raising concerns is well embedded in the Trust. Everyone 

we spoke to knew how to report incidents, reported them when needed and received both 

personal feedback and generic lessons learned.  Some said that completing Datix forms was 

time consuming but there is a good culture of reporting and staff understand how this can 

improve services. 

 

3.2.59. Staff also said that they would raise concerns if they needed to usually to their line manager 

but above that if necessary. They would also go and speak to the Chief Executive if the matter 

was very serious and believed they would be listened to and their concern would be fairly dealt 

with. We were given an example of a member of staff in A&E who had raised a concern that 

some statistics may not be being accurately reported. This was investigated and found not to 

be the case but the person who raised the concern was praised for reporting it. This shows 

staff that raising concerns is valued.  

 

3.2.60. The Trust also has a Whistleblowing Policy and all the staff that we spoke to are aware of this 

and most said that they would use it if necessary. There were a few staff that were sceptical 

about how welcome this would be. The majority of staff said that they were more likely to 

speak to their line manager if they had concerns.  
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Recommendations 

 

12 Ensure that behaviour and performance that is inconsistent with the 

Trust’s values is dealt with promptly, appropriately and fairly, and that 

managers and clinical leaders at all levels are supported in doing so. 

13 Continue to develop the LIA programme and involve as many staff as 

possible. Increase the number of listening events across all areas and 

develop a programme of activities to respond to comments raised and 

feedback to staff. 

14 Devolve specific governance responsibilities to the new business units 

and hold them to account for those.   

15 Develop new mechanisms to support staff and promote their well-

being. 

 

 

3.2.61. (Q5 )  Does the Board support continuous learning and development across the 

organisation? 

 

3.2.62. Information and analysis are used proactively to identify opportunities to 

drive improvement in care.   

 

3.2.63. Following the CQC Report last year there has been a real emphasis on improving quality 

across the Trust. A Quality Improvement Plan was developed following a Quality Summit in 

September 2014 and agreed by the Board on 29th October 2014 after a detailed discussion 

seminar.  

 

3.2.64. The SEE Team was introduced to help monitor the QIP and to improve quality governance in 

the Trust more generally. QIP had 102 actions of which 30 remain to be completed and some 

of these are longer term actions. There are no enforcement actions outstanding. Progress has 

been monitored through weekly QIP meetings, Directorate Performance Reviews and monthly 

meetings with TDA. It is also reported to the Trust Executive Committee (TEC) and the 

monthly Board meetings through QCPC. 

 

3.2.65. A Quality Improvement Framework is in the process of consultation to continue this work and 

embed it for the future. However, some staff that we spoke to, whilst understanding QIP and 

their own actions , were confused about the role of the SEE Team  and clarification of this is 

necessary if this structure is to work effectively (see Quality Governance section). 
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3.2.66. The Trust has a good incident reporting culture and we were impressed by how well staff 

understood the value of this. There is also good feedback of lessons learned both individually 

and more generally. SIRIs used to be signed off by QCPC so they saw all of these. However, it 

meant that they became too involved in the detail and SEE will now sign them off providing 

QCPC with a higher level report about trends and themes so that effective action  can be taken 

on this. We agree that this is the way forward.  

 

3.2.67. There are regular monthly performance reviews in each Directorate which include quality 

targets. The results of these go to QCPC, FIIWC and thereafter to the Board. There is a lot of 

data generated for these reviews and they contain a lot of information but are often light on 

analysis. We deal with this in more detail in Section 4.4 on Measurement.   

 

3.2.68. A Quality Report is provided to QCPC at every meeting which includes Directorate 

Summaries, successes and challenges and information about incidents, SIRIs complaints and 

concerns. This is reviewed and areas for further improvement are identified. The same 

information in a shorter form goes to the Board in the Integrated Performance Report and is 

reviewed in a similar way. At the meetings we observed the discussion was rather operational 

and would have benefitted from being more strategic to provide a higher level review of the 

problems.  

 

3.2.69. The Board has also sought to further improve its services by looking at best practice 

elsewhere. An example of this is the partnership developed with Hertfordshire Partnership 

University NHS FT to improve mental health services. This could also be done beneficially in 

other areas and the Trust may want to consider visiting Wrightington, Wigan & Leigh NHS FT 

where they have successfully promoted and established clinical leadership in the organisation. 

 

3.2.70. Many staff said that continuous learning and development was encouraged but that it was 

often difficult to persuade people to take opportunities of courses elsewhere. An example of 

this is that ambulance staff are encouraged to train as paramedics but as the training is 

lengthy and on the mainland only one person has taken up this opportunity recently. This is 

an area that would benefit from further promotion.  

 

3.2.71. Learning is disseminated across the Trust to individuals and team meetings and staff we 

spoke to gave many examples of this. There are also many different staff communications 

ranging from electronic bulletins and newsletters to face to face briefings. 

 

3.2.72. There is a strong focus on continuous learning and improvement at all levels of the 

organisation. Safe innovation is supported and staff have objectives focused on improvement 

and learning. Staff are encouraged to use information and regularly take time out to review 

performance and make improvements. There is also an annual staff award for Innovation in 

Healthcare.  
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3.3  Structures and Processes 

 

3.3.1 (Q6) Are there clear roles and accountabilities in relation to board governance 

(including quality governance)?  

 

3.3.2 The board and other levels of governance within the organisation function 

effectively and interact with each other appropriately.  

 

3.3.3 The Board takes its governance responsibilities very seriously and includes a section on its 

agendas for governance matters as well as the theme permeating other papers as appropriate. 

The papers are sent out in time by an efficient support team and put on to the NEDs intranet 

area. All Board papers have cover sheets which is good practice but better use could be made 

of the Executive Summary to highlight the main points that the Board should be considering. 

It is essential that Executive Directors take responsibility for their own papers even if they 

have been written by others and that includes the cover sheets. For recent meetings most of 

the Board papers were of reasonable length but that is an improvement and we were told by a 

number of BMs that the papers were too long. However, one NED did refreshingly say at a 

recent Board that they had asked for extra information to be included in the Board papers and 

she now saw that was due to their own inexperience. Board Members need to be careful when 

asking for more detail on papers that it is truly required and that the information could not be 

accessed in another way. 

 

3.3.4 At the Board we observed in July the agenda was well structured against a number of key 

themes and was easy to follow. The minutes were rather detailed but didn’t show enough 

evidence of scrutiny and challenge which was definitely evident at the meeting we observed. 

The Chair kept the meeting flowing well and allowed time for discussion. Governance aspects 

of various papers were identified as the meeting progressed. However, there was not much 

discussion about the BAF and it was clear that it was not helpful to most of the Board. It is an 

unusual format and we have dealt with this elsewhere but consider that it should be reviewed 

and rewritten. Each Committee Chair drew out the key issues from their Committee meetings 

and this provided good assurance across a range of areas.    
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3.3.5 The Board has a total of seven Committees to which it has delegated a range of functions. Core 

elements of this are consistent with what we have seen in other trusts and also with good 

governance practice. Aside of the Charitable Funds Committee and the Remuneration 

and Nominations Committee, these cover the three core areas of audit (Audit and 

Corporate Risk Committee), quality (Quality and Clinical Performance 

Committee) and finance (Finance, Investment, Information and Workforce 

Committee). There is in addition a Committee focused on scrutiny of the Mental Health Act 

(Mental Health Act Scrutiny Committee) and another towards steering the foundation 

trust process (Foundation Trust Programme Board). 

 

 

Leicestershire 

Partnership 

NHS Trust 

 

Northampton 
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Healthcare 

NHS Trust 

 

Coventry and 
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NHS Trust 
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Services 

NHS 
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Trust 
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Healthcare 

NHS Trust 
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Services 

NHS Trust 

 

Audit and 
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Audit Audit Audit and 

Assurance 

Audit Audit 

  Integrated 

Performance 

   

Finance and 

Performance  

Finance and 

Performance 

Financial 

Planning and 

Investment 

Quality 

Business 

Finance and 

Performance 

Finance, 

Performance 

and 

Investment 

Quality 

Assurance 

Governance Safety and 

Quality 

Quality 

Service 

Quality and 

Risk/Risk 

Management 

Quality and 

Risk 

Workforce and 

Organisational 

Development 

  Quality People   

 

3.3.6 From the above chart it is clear that the Trust has a couple more Board Committees than the 

Trusts shown in it. However as one of those is the Mental Health Act Scrutiny Committee and 

the other is the Foundation Trust Programme Board, we consider that the Board Committee 

structure is reasonable. 

 

3.3.7 We observed the three key Board Committees – the Audit and Corporate Risk Committee, the 

Quality and Clinical Performance Committee and the Finance, Investment, Information and 

Workforce Committee and confirm that they each have an extensive workload. There is a 

tendency for each to become too operational and not retain a strategic focus at all times.  
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3.3.8 Forward planners need to be revisited for all Committees to ensure agendas retain a greater 

strategic focus and determine what activity needs to be undertaken at a sub-committee level.  

 

3.3.9 All three Committees need to undertake more “deep dive” sessions alongside the transaction 

of formal business in order to gain greater assurance and create the opportunity for more 

substantive scrutiny.  These should be agreed at the start of the financial year and each of the 

Committees should set out in advance what its expectations of these deep dive sessions are. 

Where we have seen this work well in other NHS trusts, deep dive sessions have given the 

Committee an opportunity to gain assurance, really challenge and delve in to the key issues, 

which simply does not happen when the committee is presented with a series of papers. 

 

3.3.10 We have also seen in other NHS trusts we have worked with that chairs of some Board 

Committees in conjunction with the lead director for that Committee will observe annually the 

key sub-committees that feed into their Committee to see how well they are functioning and 

what more could be delegated downwards from the Committee to the sub-committee level. 

There would seem to us to be merit in the Chair and lead director for the Quality and Clinical 

Performance Committee and Finance, Investment, Information & Workforce Committee 

doing this. 

 

3.3.11 The linkage between these three Committees is not as strong as we would expect to have seen.  

This needs to happen at two levels.   

 

3.3.12 Firstly, on a practical level and one way of ensuring linkages is to be explicit at the end of each 

meeting which matters need to be referred to other Board Committees, and for that matter to 

the Board.  

 

3.3.13 Secondly, on a paper level, the linkages also need to be reflected in the terms of reference of 

all the three Committees - Audit and Corporate Risk Committee, Quality and Clinical 

Performance Committee and the Finance, Investment, Information and Workforce 

Committee.  We reviewed the terms of reference as part of this review and found that there is 

no explicit reference to the interaction and escalation between Committees.  This is 

particularly noticeable regarding the interactions between the Quality and Clinical 

Performance Committee and the Audit and Corporate Risk Committee and between the 

Finance, Investment, Information and Workforce Committee. 
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3.3.14 In our experience, there should be close links between the Audit and Corporate Risk 

Committee and the Quality and Clinical Performance Committee, with explicit joint 

membership and by reference to close working and regular meetings between the Chair of the 

Audit and Corporate Risk Committee and the Quality and Clinical Performance Committee to 

ensure that there are no assurance gaps. This is not set out within the terms of reference of the 

Audit and Corporate Risk Committee and the Quality and Clinical Performance Committee 

although both the Chairs of QCPC and FIIWC do attend. It is also important because of the 

remit of the Finance, Investment, Information and Workforce Committee to consider 

proposals for new business that are likely to directly impact on the quality of services, to see 

demonstrable close links between the Finance, Investment, Information and Workforce 

Committee and the other two key Committees. .   

 

3.3.15 We also noted that since all the terms of reference were produced, there have been changes in 

the composition particularly of the Executive Directors within the Trust and consequently, the 

terms of reference need revising in the light of those changes.  This is particularly the case for 

the Finance, Investment, Information and Workforce Committee and the Quality and Clinical 

Performance Committee.  

 

3.3.16 As part of our review, we have also noted that papers for the Finance, Investment, 

Information and Workforce Committee and the Quality and Clinical Performance Committee 

are data rich but analysis light. More exception based reporting and better use of executive 

summaries will enable that detailed scrutiny to take place. This would also be helpful at Audit 

and Corporate Risk Committee. More focused agendas will further help to create a better 

balance between operational and strategic issues. 

 

3.3.17 There also needs to be a review of membership of both Committees, as there are currently too 

many attendees making it difficult to ensure everyone is able to contribute effectively but also 

with too many operational attendees, whilst it gives them exposure to the governance of the 

Trust, it does mean inevitably that the discussions can become operational in focus.  

 

Audit and Corporate Risk Committee 

 

3.3.18 The Audit and Corporate Risk Committee ( ACRC ) is the senior mandatory Committee of the 

Board. It comprises at least three NEDs, one of which is appointed Chair by the Board. The 

EDF, the Company Secretary and appropriate internal and external audit representatives 

normally attend its meetings. The counter fraud specialist attends at least two meetings a year 

and other EDs are invited to attend as appropriate. The quorum is two of the NEDs. ACRC 

currently meets four times a year. 
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3.3.19 ACRC provides the Board with an independent assurance and objective review of the risks 

relating to its financial systems, financial information and compliance with laws, guidance 

and regulations covering the NHS. ACRC ensures that there is an effective internal audit 

function and a cost-efficient external audit service. 

 

3.3.20 The broader remit of ACRC means the focus of the meeting goes beyond that of a “traditional” 

NHS Audit Committee, to encompass predominantly oversight of all risk and control related 

disclosures.  This is consistent with many other NHS organisations we have observed, but it 

does then mean that ACRC needs to ensure all aspects of its remit are fully covered in its work 

programme, as there can be a danger in this arrangement that the “traditional” role of the 

Audit Committee is given prominence and the wider governance remit neglected.   

 

3.3.21 There also needs to be a closer formal link between the Risk Management Committee (RMC) 

and ACRC than is the case currently. We were asked to form a view on where RMC should 

report to and in the current structure there is no reason why it should not continue reporting 

to TEC and providing reports to ACRC providing sufficient time is given to discussing specific 

risk issues including the Corporate Risk Register. If it is considered that this makes the work 

of ACRC too heavy then the only other home for RMC would be the Finance, Investment, 

Information and Workforce Committee (FIIWC) which already has a very full workload.  

 

3.3.22 At least one member of the Audit Committee should have recent and relevant experience in 

finance, accounting or auditing. In addition, members must be able to understand the 

principles underpinning the preparation of the financial statements and the auditor’s 

judgements.  We note that the NED Financial Adviser to the Trust Board attends the 

Committee and she does bring that recent and relevant experience in audit. We do not believe 

that this is a viable long term arrangement and the Board needs to ensure that when future 

NED vacancies arise that the Trust appoints a NED with the requisite financial skills and 

background.  

 

3.3.23 Our review of ACRC also suggests that the Committee needs to be more systematic in its 

approach otherwise there is a danger of it not meeting its core requirements and the Chair of 

the Committee has a key role to play in this regard. 

 

3.3.24 The papers for the ACRC are quite extensive and voluminous although the Committee we 

observed did have a number of Annual Reports to review. Better use could be made of the 

cover sheets even though the executive summaries are fuller than for other Committees but 

could still be further improved to direct Committee members to the key points.  There was 

good discussion and challenge particularly from the Non-Executive Financial Advisor and the 

Chair kept the meeting moving well.  

 

Quality and Clinical Performance Committee 
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3.3.25 The ultimate accountability for quality lies with the Board.  However, recent good practice 

recommends the establishment of a quality-focused Board Committee as a means of 

enhancing Board oversight of quality performance and risk by ensuring input from 

people with particular quality expertise and responsibility for frontline clinical 

leadership. Indeed, the Healthy NHS Board 2013: Principles of Good Governance document 

(NHS Leadership Academy, 2013) makes clear the importance of a Board Committee focused 

on this agenda and it is certainly recognised good practice, particularly in the wake of recent 

high profile failings elsewhere in the NHS.   

 

3.3.26 QCPC comprises three Non-Executive Directors, including the Chair of the Committee, who 

has a clinical background, which is consistent with good governance practice. The other 

members are EMD, EDN, three Clinical Directors and a representative from Healthwatch and 

a patient representative. Other staff attend when requested. Quorum is four members 

including one clinical representative and one NED. The Committee meets monthly, which 

reflects best practice as outlined in the Monitor Quality Governance Framework. 

 

3.3.27 A review of the papers for the Committee over the past year show that it is very operational 

and considers a vast array of subjects. Many papers that come to it have already been 

considered at the Directorate level and at the SEE Committee so arguably should primarily 

come to QCPC for assurance rather than another detailed discussion. As this Committee is a 

Board Committee it should discuss more strategic themes and have capacity to carry out deep 

dives in to tricky areas when necessary but it will need to clear its agendas to be able to do 

this. We know that the current Chair of the Committee (who only took over recently) agrees 

with this and at the last meeting started to address this. We recommend that this journey 

continues as it will increase the effectiveness of quality governance within the Trust.  

 

3.3.28 We have also recommended in the Quality Governance section that the SEE committee should 

be where the Directorates are held to account for quality matters and they can then report to 

QCPC by exception and thematically and recommend where deep dives would be helpful. It 

would also help staff to understand the quality governance process and the role of each 

committee. 

 

Finance, Investment, Information and Workforce Committee 

 

3.3.29 FIIWC comprises three NEDs, one of which will be Chair, the EDF, EDT and Interim Director 

of Workforce. Other staff attend as requested. Quorum is three including one NED. The 

Committee meets monthly. The main aim of FIIWC is to undertake objective scrutiny of the 

Trust’s longer term financial strategy, financial performance and major investment and 

workforce decisions.  
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3.3.30 This Committee has a large remit but there is a rationale behind it in that it deals essentially 

with finance and most resource issues including workforce for the Trust.  Consequently with 

this rationale we suggest that Estates issues should also be brought to FIIWC to complete the 

picture. We will deal with IM&T later in this paragraph.  

 

3.3.31 A lot of work has been done to shorten the papers and in the main good use is made of 

executive summaries to direct members to key points. It is necessary to be disciplined in 

getting through the agenda but the Committee we observed did this very well. There was a 

tendency to be operational which is understandable with the current challenges but it is 

important to also make time for strategic discussion.  

 

3.3.32 The Trust has significant financial challenges but have set up a Turnaround Board to look at 

the detail of this and that should inform the financial discussion at FIIWC.  

 

3.3.33 During the course of our review, there were several discussions around whether the Board 

should establish a separate committee focused on IT, given the scale of the challenges the 

Trust has to address in this area. 

 

3.3.34 When establishing a new Board Committee or deciding whether to retain one, the Board may 

wish to apply the following tests: 

 

o Are the proposed functions of the Committee really Board functions or are they executive 

functions? 

 

o Is a standing Committee required – or can the task be undertaken by a short life working 

group? 

 

o Are there good reasons why the proposed functions cannot be carried out by the whole 

Board? 

 

o Is the Committee being established because of one major incident or issue – is it a 

proportionate response? 

 

o Does the creation of the Committee reduce clarity of role or create a lack of alignment 

between other Committees of the Board and the Board itself? 

 

3.3.35 Based on the above, we see no harm in establishing IT as the focus of a short life working 

group reporting into FIIWC. 
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3.3.36 We also think that Estates should provide reports to FIIWC as that would enhance the remit 

of this Board Committee and ensure that all resource matters are dealt with in the same place 

to take an appropriate overview. 

 

3.3.37 We do not think that there is a need to establish a separate Workforce Committee as that 

agenda is well covered already within the work of the FIIWC.  This also has the advantage of 

looking at the wider picture where workforce are concerned and provided priority is given to 

this area it should enable  strategic discussions to take place. If it is decided following 

consideration of the Workforce Review  Report that there is more to do immediately than 

FIIWC can manage , we suggest that a task and finish group is set up to start the process but 

that it is absorbed back in to FIIWC as soon as it can be.  

 

3.3.38 We did not have time to carry out a full review of the sub-committees below the Board 

Committee level. However, we did see organograms and there are a lot of sub-committees 

supposedly reporting to TEC although some reports seem to go directly to the Board 

Committees. We recommend that it would be beneficial to review these sub-committees and 

decide what their role is and whether they should be reporting to a Board Committee or to 

TEC or indeed in some cases whether they need to exist at all. A simplified structure would 

help enormously. 

 

  Recommendations  

 

16 Forward planners need to be revisited for all Committees to ensure 

agendas retain greater strategic focus and determine what activity 

needs to be undertaken at sub-committee level. 

17 There should be more exception based reporting and make better use 

of executive summaries to highlight areas for detailed scrutiny.  

18 All Board Committees need to undertake more “deep dive” sessions 

alongside the transaction of formal business in order to gain greater 

assurance and create the opportunity for more substantive scrutiny. 

19 Linkages between the Board Committees need to be strengthened by 

explicit reference to that within the terms of reference of each Board 

Committee and to be explicit at the end of each meeting which matters 

need to be referred to other Board Committees, and for that matter to 

the Board. 

20 Terms of reference for all Committees need to be reviewed and 

appropriate membership considered. They also need to reflect recent 

changes particularly in the light of the appointment of the Chief 

Operating Officer. 
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21 IM&T should become part of the FIIWC but it may also be necessary to 

form a task and finish group focused on IT (which would report to 

FIIWC). Estates should also report in to FIIWC to complete the 

picture. 

22 The sub-committee structure below the Board Committee level  needs 

to be reviewed and simplified so that it is clear what the role of each 

sub-committee is and whether they need to report to TEC and a Board 

Committee or not.  

23 Executive Directors should take responsibility for their Board papers 

including information on the cover sheets. 

 

3.3.39 Structures, processes and systems of accountability, including the governance 

and management of partnerships, joint working arrangements and shared 

services, are clearly set out, understood and effective.   

 

3.3.40 The Trust has a number of partnerships and joint working arrangements including Vanguard 

which have systems and processes around them. However, some staff were not clear about the 

workings of these and those involved need to understand the governance processes better.  

 

3.3.41 The Clinical Hub is a good example of integrated working and staff gave many examples of 

benefits to patients from this.  

 

3.3.42 The Local Authority said that the Trust worked well with them and that they had been 

working together informally for years. They have a joint vision for health and social care on 

the Island and are working on a strategic partnership agreement. They hope that Vanguard 

may help with this and project governance is being developed. We recommend that this is 

completed as a priority so that all Trust staff know what is expected of them.  

 

3.3.43 It would also be a good idea to review the governance processes for all partnerships and joint 

working arrangements to ensure that they are clear and then communicate them to the 

relevant staff.  

 

   Recommendation 

 

24 Review governance processes for all partnerships and joint working 

arrangements to ensure that they are clear and then communicate 

them to resident staff. This includes Vanguard. 
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3.3.44 Quality receives sufficient coverage in board meetings and in other relevant 

meetings below board level.  

 

3.3.45 Our review suggests that quality receives good coverage at Board meetings and at relevant 

meetings below the Board particularly at QCPC and at the Patient Safety, Experience and 

Clinical Effectiveness (SEE) Committee. However, from our observations and discussions 

with Board members, there is a sense that the remit of QCPC and the SEE Committee is too 

broad and that there is duplication between the two. 

 

3.3.46 We also felt that this coverage was not necessarily always focused and the groups that sit 

below the QCPC in our view lacked sufficient clarity and alignment.  

 

3.3.47 For instance, each Directorate has a Quality Committee.  The agendas for these are in our view 

too substantial and the Directorate level Quality Committees then feed in to the Directorate 

Boards, the SEE Committee and TEC.  This three way reporting in our view creates 

unnecessary duplication and lack of ownership.   

 

3.3.48 Partly in response to this, the Trust is in the process of making changes to its directorate 

structure with the aim of developing and embedding clinical leadership in the organisation. 

Under the new structure the issues we have highlighted above are less likely to occur and we 

do not recommend that in that new structure, the 5 new clinical groups all have a separate 

Quality Group.   Assurance around quality in the clinical groups should take place through the 

SEE Committee and it will have the right people in attendance to be able to do that, and would 

then report to TEC.  Issues to be considered by QCPC will come through the relevant EDs and 

the attendance of Clinical Directors for each of the new clinical groups at QCPC will ensure 

that discussions are relevant and QCPC will be able to ensure better accountability. 

 

3.3.49 There is a sense that on quality, the Trust has unintentionally created complexity out of a 

simple idea. There are a myriad of other groups/committees according the Trust structure 

chart dated 7 January 2015 that have a focus in part or wholly on quality.  We cannot say 

within the context of the tight timescales of this review which are relevant or not but 

recommend that there is an internal review to decide which of these groups should remain in 

the governance structure. 

 

3.3.50 However, we can  set out some high level principles to help guide the Trust to undertake a 

short review of these groups which include: 

 

 Having as few groups as possible 

 Combining groups where appropriate 

 Not including team meetings as governance groups 
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 Call anything below the Board Committee a group or sub-committee  (as a number are called 

a Board which is very confusing) 

 

Recommendations for this area are in Measurement section 4.4 under Question 9. 

 

3.3.51  (Q.7) Are there clearly defined, well-understood processes for escalating and 

resolving issues and managing performance?  

 

3.3.52 The organisation has the processes and information to manage current and 

future performance.   

 

3.3.53 There is a strong performance management culture in the Trust, although the Board needs to 

ensure that actions are progressed and intended outcomes achieved. The processes include 

performance reviews in the Directorates and then escalation to the relevant EDs and Board 

Committees. However it was reported to us through focus groups that there is a reluctance to 

hold people to account for poor performance across the Trust which is an issue that may 

partly be addressed by the new clinical structure. We recommend that this area is highlighted 

to the new clinical leaders to ensure that it is corrected. 

 

Risk Management 

 

3.3.54 The role of the Board in risk management is twofold. Firstly, within the Board itself an 

informed consideration of risk and risk tolerance should underpin organisational strategy, 

decision-making and the allocation of resources. Secondly, the Board is responsible for 

ensuring that the organisation has appropriate risk identification and risk management 

processes in place to deliver the annual business plan and comply with the registration and 

licensing requirements of key regulators. This includes systematically assessing and managing 

its risks. These include clinical, financial and corporate risks.  

 

3.3.55 We observed a healthy culture in the Trust of not only reporting incidents using Datix but also 

of a strong feedback loop which encouraged learning from incidents. We were impressed by 

the knowledge and commitment of the staff that we spoke to about incident reporting and 

learning lessons from it. There is also a widely circulated newsletter on risk reporting which is 

good practice. However, there are other areas of risk management that need reviewing and 

strengthening within the Trust set out below.  

3.3.56 We note that the Trust has a Risk Management Committee (RMC) whose main purpose is to 

assess and monitor the potential impact of identified risks throughout the organisation and 

reports to TEC on a monthly basis. We also note that minutes of the RMC meetings are shared 

with the ACRC. We also note that the Risk Register features in discussions at QCPC and the 

FIIWC and that the BAF and Risk Register also feature on the Trust Board agenda. 
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3.3.57 However despite this level of coverage, we observed that often, given the size and scale of the 

agenda that TEC is seeking to address, the Risk Register does not always get considered. We 

also observed that the focus on risk at QCPC and FIIWC and at the Board lacked any real 

scrutiny. 

 

3.3.58 There are areas of risk management that we believe need reviewing and strengthening such as 

the role of the Risk Management Committee, identifying and managing risks on the Risk 

Register and the content of the BAF.  

 

3.3.59 Our review of the Risk Register and underpinning processes confirms that there is evidence to 

suggest that risks are not being sufficiently managed as they should be.  Risks remain on the 

Risk Register for too long and there is not sufficient evidence to suggest there is a robust, 

consistent process for escalating, reviewing, tolerating or closing risks. Indeed, at July 2015 a 

total of 79 risks, of which 52 or 66 per cent have been on the risk register for 12 months or 

more, with some risks entered to the Risk Register as far back as 2009. The issue is not so 

much how long the risks have been on the Risk Register but the lack of active management.  

 

3.3.60 It would be helpful if at each level that risks were discussed i.e. Board, Committee and 

directorates /business units  that they agreed what to do with their risks ( i.e. treat, tolerate, 

terminate, transfer ) and to identify new risks which are recorded and responsibility allocated. 

There will need to be guidance on how frequently risks need to be reviewed by risk owners 

depending on the severity of the risk so that it is proportionate but at the moment risks are 

not properly reviewed often enough. 

 

3.3.61 Our review also notes that the BAF is based on providing assurance around whether the Trust 

is compliant with the Board Governance Assurance Framework.  We can see the logic for why 

the BAF was developed in this way and that it served a useful purpose for a period of time but 

it now has grown in size (it contains 301 individual risks) and complexity to the point where 

we feel its value is questionable and provides no assurance to the Board around the risks to 

meeting its strategic objectives, and the controls and assurances around them.  Indeed we 

have not seen a BAF of such complexity in any other NHS organisation that we have worked 

with. We think that the BAF needs reviewing from scratch. 

 

3.3.62 The current review by the Trust of its Risk Management Strategy provides an ideal 

opportunity to review the current Risk Register, BAF and effectiveness of the risk 

management processes in the Trust. This needs to include as a minimum greater resourcing to 

support this work, clear processes in the Trust for risk to be escalated upwards, clarity of roles 

and responsibilities within the new directorate structure. At Board, Committee and sub 

committee level appropriate time needs to be set aside to ensure these issues are properly 

debated which includes more deep dive sessions to understand the detail around risk in a 

particular area or by theme.   
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Recommendations 

 

25 The risk management strategy needs to be reviewed and refreshed in 

the light of the various changes taking place with the new business 

units   

26 The risk management process should be reviewed to ensure that risks 

are identified and managed and escalated and de-escalated on the risk 

registers as appropriate. When reviewing the risk registers decide 

which risks it is appropriate to include and provide guidance on this. 

27 Undertake a risk reconciliation exercise to review all risks and 

ensure they are appropriate, accurately defined and scored 

appropriately  

 

28 The Trust should ensure the implementation and development of Datix 

Web ensures there is greater ownership and involvement of staff 

responsible for updating and reporting the risks that they are 

responsible for. 

29 The Trust should consider whether the focus for the Risk Management 

Committee should become more akin to a Task and Finish group that 

has a clearer remit to monitor, manage and support the operational 

delivery of risk management. 

30 The review of the risk management process should explicitly describe 

the link between the BAF and the risk registers to ensure visibility and 

recording of principal risks is considered at Board meetings when 

reviewing the BAF. 

31 The BAF should be comprehensively reviewed and rewritten to ensure 

it captures the key risks for the 5 year strategy. 

32 Develop a training programme for all of the new business units to 

enable them to better identify risks and promote a positive culture 

around this skill. 

 

3.3.63 Performance issues are escalated to the relevant committees and the board 

through clear structures and processes.  

 

 

 

 

 



50 | P a g e    
 

3.3.64 We observed a tendency to report too much upwards and not to draw out the key issues 

expecting others to find solutions. Consequently escalation upwards is not by exception and 

does not identify priorities which is unhelpful to the Board Committees and overloads their 

agendas. There is also some confusion about the role of SEE Committee (which we have dealt 

with earlier) which means that the escalation process is not always as clear as it could be. We 

recommend that this is clarified and simplified.  

 

3.3.65 Clinical and internal audit processes function well and have a positive impact in relation to 

quality governance, with clear evidence of action to resolve concerns.  

 

3.3.66 Clinical audit is overseen by QCPC who review the plan at the start of each year, receive 

periodic reports and review the effectiveness of clinical audit amongst other things. This is in 

line with good governance practice.  

 

3.3.67 Internal audit is overseen by the ACRC and the internal auditors have recently changed. There 

is a section for internal audit reports on each agenda and minutes show that there is 

discussion and follow up of audit opinions. This appears to function satisfactorily.   

 

Recommendations 

 

33 Within the new directorate structure there needs to be clarity of roles 

and responsibilities particularly with regard to escalation of 

performance issues. 

 

 

 

3.3.68 (Q8) Does the board actively engage patients, staff, governors and other key 

stakeholders on quality, operational and financial performance?  

 

3.3.69 A full and diverse range of people’s views and concerns are encouraged, heard 

and acted upon. Information on people’s experience is reported and reviewed 

alongside other performance data.  

 

3.3.70 One of the Trust’s recently developed goals is for there to be a positive experience for 

patients, service users and staff. This is supported by various priorities and will be monitored 

regularly through processes described elsewhere in this report. 

 

 

 

3.3.71 There is an active programme of patient engagement with a Patient Experience Lead in the 

SEE Team. There is an active Patient’s Council who have just celebrated 10 years and this was 
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highlighted with a presentation at the recent Trust AGM. They get involved in various 

activities which relate to performance but are not formally involved in reviewing metrics.  

 

3.3.72 The Trust also have 5,000 members and hold events for them which include seeking their 

opinions on various aspects of the Trust’s services. The focus group we held with them 

confirmed that they appreciate this but felt they would like to be more involved.  

 

3.3.73 There is good emerging user engagement in the Mental Health service and users valued the 

direct contact with managers to feedback their experience. We attended the Mental Health 

Service Users Involvement Forum on 10th July 2015 and observed a group of people keen to be 

involved with improving the Trust’s services in this area.  

 

3.3.74 The Board has reports about Patient Experience and an agenda item devoted to this. They also 

receive ‘Patient’s Stories’ often in the form of a short film and seek to learn lessons from them.  

 

3.3.75 Staff views are sought through their team meetings and various groups in the Directorates but 

some did not see this as making a difference to performance overall.  There is also a Staff 

Story at the Board with a time to reflect on lessons from it.  

 

3.3.76 Healthwatch are very involved with reviewing aspects of the Trust’s activities and reported 

that they had good access to everything they needed to carry out their work and that the staff 

and the Board were very helpful. They also felt that their recommendations were acted upon 

to improve services. 

 

3.3.77 Other stakeholders, particularly the CCG, felt that they were engaged with the Trust on 

performance issues but were frustrated that change was not quicker. However, the Local 

Authority who are engaged at a more strategic level spoke well of the progress being made.  

 

3.3.78 We are not aware of a stakeholder engagement plan which determines the frequency or 

Executive lead for communications with key stakeholders. Whilst engagement with key 

stakeholders is good a formal stakeholder map including influence and interest, frequency of 

communication and nominated leads would make sure that nothing was missed. 

 

 

 

 

 

 

 

Recommendation 
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34 Develop a stakeholder map including interest and influence, frequency 

of communication and nominated leads 

 

 

3.3.79 The service proactively engages and involves all staff and assures that the 

voices of all staff are heard and acted on.  

 

3.3.80 The Trust uses a variety of ways to communicate with staff and get feedback from them. Key 

internal mechanisms include electronic and paper bulletins, face to face meetings and 

Executive briefings. 

 

3.3.81 There has also been a Listening into Action programme during the past year and staff have 

been encouraged to share their views and concerns and many of these have been acted upon. 

The LIA update does list some of these but some staff that spoke to us were not aware of this. 

It would be helpful if action could be promoted more widely to encourage staff to use the 

groups already in existence. This is particularly important for staff in Ambulance, Community 

and Mental Health services who often feel that their ideas are not heard.  

 

3.3.82 The Trust has “Quality Champions” to support the organisation to achieve its quality goals 

and improvements to the quality of care for patients. They meet monthly with the Chief 

Executive, EDN and EMD on quality related issues. However, we heard differing views about 

their effectiveness and also an inconsistent level of understanding about their role.  The Trust 

needs to clarify their role going forward and promote the work that they do. 

 

3.3.83 The staff who participated in the focus groups felt that their views were often sought but that 

it didn’t seem to make much difference to what actually happened. We think this is partly 

because of the number of reviews the Trust has had with external consultants in the past year  

and the feeling that staff have that the reviews haven’t led to significant changes. This is 

probably not entirely accurate particularly if QIP is taken in to account but they did ask to see 

what changes are made as a result of the governance review.  In essence the staff were telling 

us that they were consulted but they didn’t feel that led to positive change. 

 

 

 

 

 

 

 

 

Recommendations  
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35 Develop and promote the role of the Quality Champions and ensure 

that they cover all areas of the Trust’s services. 

36 Ensure that staff know that their views are listened to by circulating 

information about the changes that have been made as a result of 

their comments. A format such as “You said – we did” is often 

helpful. 

37 Hold a series of listening events in Ambulance, Community and 

Mental Health Directorates to ensure that staff do not feel 

marginalised and also have more Board visits to those areas. 

 

 

3.3.84 Staff actively raise concerns and those who do (including external whistle-

blowers) are supported. Concerns are investigated in a sensitive and 

confidential manner, and lessons are shared and acted upon.  

 

3.3.85 Staff   said that they would raise concerns if they needed to usually to their line manager but 

above that if necessary. They would also go and speak to the Chief Executive if the matter was 

very serious and believed they would be listened to and their concern would be fairly dealt 

with. We were given an example of a member of staff in A&E who had raised a concern that 

some statistics may not be being accurately reported. This was investigated and found not to 

be the case but the person who raised the concern was praised for reporting it which shows 

staff that raising concerns is valued.  

 

3.3.86 The Trust also has a Whistleblowing Policy and all the staff that we spoke to were aware of 

this and most said that they would use it if necessary. There were a few staff that were 

sceptical about how welcome this would be. The majority of staff said that they were more 

likely to speak to their line manager if they had concerns.  

 

3.3.87 Although there was a positive staff culture around reporting concerns from most people we 

did hear the opposite from a small number of staff. .  This suggests that there is further work 

for the Trust to do to ensure there is a positive culture of raising concerns across the whole 

Trust.  In addition there was a feeling that concerns sometimes got stuck at Directorate level 

and didn’t escalate to the Executive team and the Board.  We were not able to verify this but it 

is important to take in to account when designing the governance processes for the new 

structure.  

 

 

 

 

Recommendation 
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38 Review the Trust Whistleblowing Policy and ensure that it is updated in 

line with national guidance. 

 

 

3.3.88 The service is transparent, collaborative and open with all relevant 

stakeholders about performance.  

 

3.3.89 The Trust seeks to be open, transparent and collaborative with all relevant stakeholders about 

performance. Most of the targets are in the public domain so the information is available 

retrospectively anyway. Healthwatch felt that the Board was often brave about which topics it 

discussed in public and praised them for this.  The only stakeholders who did not feel as 

involved as they could be were the voluntary sector and this may well be remedied by the 

Vanguard / My Life a Full Life proposals.  

 

3.4. Measurement 

 

3.4.1. (Q9) Is appropriate information on organisational and operational performance 

being analysed and challenged? 

 

3.4.2. Integrated reporting supports effective decision-making 

 

3.4.3. The Board receives a comprehensive set of data, which is in the main organised as separate 

measures, linked closely to the requirements of mandatory reporting.  Each is RAG rated, and 

attention is drawn to ‘red’ rated measures. This tends to generate discussion about measures 

that are off trajectory, rather than draw the Boards attention to areas that have improved, or 

that may be trending towards a breach rather than actually breaching.  

 

3.4.4. The information at Board does not allow monitoring of progress on implementing Trust 

strategy. There are no clear and measureable ‘milestones’ by which Board members can 

monitor strategic progress, or understand why agreed milestones have not been achieved. 

Without such measures, it is difficult for the Board to have an informed debate about this 

critically important topic. This may reflect a lack of clarity over the Trust strategy, or in 

particular, a lack of clarity about the incremental steps in implementing the strategy. 

 

 

 

 

 

3.4.5. There is little triangulation of information, so it is difficult for Board members to see trends 

and linkages between individual measures, or to ask questions or gain insight on broader 
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themes of importance to patients. For example, to assess nursing standards on wards, or 

overall patient satisfaction, it would be necessary to pull from multiple different areas of the 

data provided. The volume makes this difficult to do, and therefore inhibits the Board from 

having informed discussions and exercising its scrutiny role on these and other key, 

overarching, topics. 

 

3.4.6. It is the role of the performance and quality Committees to scrutinise the information in more 

detail, but this does not result in the Board receiving a distilled and triangulated information 

pack that would support high level decision making. There is no evidence that Committees 

present a distilled analysis to Board, identifying key issues, highlights or important trends. As 

a result, discussion will be similar at each Committee level, and will tend to be around 

individual measures, rather than broader themes and areas. 

 

3.4.7. QCPC is frequently repeating the work carried out at executive level (SEE and Directorate 

meetings), resulting in a repetition of work at detailed (operational) level rather than 

providing analysis that supports Board level discussion and decision-making.  

 

3.4.8. Executive Director Involvement appears to occur mainly at QCPC, in which they sometimes 

perform a role similar to the NEDs. QCPC should be holding the Executive Team to account, 

with the EDs reporting to QCPC on issues of wider concern, particularly if they impact, or may 

impact, on strategic progress and development. Information packs to each committee should 

be appropriate to support this process. 

 

Recommendations 

 

39 Improve the information that goes to the Board through 

 

 Reports identifying  key trends and themes 

 Providing information on progress with implementing strategy 

 Giving more prominence to patient experience information 

 Ensuring that locality measures not part of the mandatory 

reporting dataset are included to help local responsiveness 

 

 

 

 

 

 

 

3.4.9. Performance information is used to hold management and staff to account 
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3.4.10. Staff are held to account at Directorate, Executive and Board levels, but there is considerable 

duplication of effort. Quality and performance information is discussed at both monthly 

Directorate review and at Directorate Quality meetings. Much of this is then repeated at the 

SEE Committee. Essentially the same information pack is utilised at each level. 

 

3.4.11. Discussion of performance and quality information at TEC was limited, which means that 

Executive oversight tends to occur at QCPC. This by-passes the Executive Team to some 

extent, and draws QCPC into the operational sphere. EDs attending QCPC were observed to 

behave similarly to NEDs, partly because of attendance at QCPC by SEE Committee officers 

and others. At this level, the dataset should be distilled and ‘themed’, in order to direct 

discussion to key issues and broader themes of importance at Board level. 

 

3.4.12. The SEE Committee is concerned that they lack the authority to hold Directorates to account, 

although they partly do this in practice. Whilst this authority is there in the Terms of 

Reference, it does not appear to be recognised widely. This may be, in part at least, why it was 

frequently reported to us that the role of the SEE Committee is ‘unclear’. 

 

3.4.13. There is not an agreed escalation process to follow when Directorates are off trajectory for a 

prolonged period. Discussion tends to occur in consecutive meetings about areas that are 

consistently missing agreed standards, but without an agreed and formal escalation process to 

implement. This was observed at both Directorate and SEE Committee levels. 

 

3.4.14. The degree of repetition in reporting and being held to account results in individuals feeling 

overwhelmed by the need to report, and prepare to report. A reduction in this would allow 

time to take a broader overview and identify important trends and linkages. We heard that 

these processes can be onerous, and can distract from time needed to address the areas of 

underlying concern. The process of reporting could on occasions be seen as addressing the 

problem - some expressed to us a feeling that, once an issue had been reported upwards, it 

was ‘job done’ and ‘for others to solve’. 

 

3.4.15. At each tier there is a tendency to ‘act down’ with the result that the Board is less able to take 

the high level overview that is needed. Clarifying the function of each forum, at each level, 

would allow the system to be ‘re-set’ and would ensure that senior individuals and 

Committees were able to discuss broader overarching and interconnected themes, rather than 

getting drawn down into detailed single issue debates that are more appropriately dealt with 

by the Executive Team. 

 

 

 

 

Recommendations 
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40 The role of SEE Committee should be clarified as the forum in which 

Directorates are held to account for quality performance, on behalf of 

the Executive team.  SEE should report formally to TEC, where EDs can 

take oversight and identify trends, linkages and actions that need to be 

taken at this level. Directorates, or the business units that replace 

them, should hold specialties and services to account. 

41 QCPC should take a formalised report from SEE Committee, which has 

been approved at TEC. The role of QCPC should be to take broad 

oversight of quality performance across the Trust, identifying trends 

and key themes that may require high level action. 

42 QCPC should present a quality report to Trust Board, through the 

Committee Chair, that facilitates Board discussion on overall trends, 

areas that are consistently off trajectory and which threaten the 

strategic progress of the Trust, or which are of major importance and 

have regulatory, reputational, or significant safety implications. 

 

 

3.4.16.   ( Q10) ) Is the board assured of the robustness of information? 

 

3.4.17. The information used in reporting, performance management and delivering 

quality care is accurate, valid, timely and relevant 

 

3.4.18. Overall there were no significant concerns about data accuracy or quality within the Trust 

reported to us. However unexpected waiting time breaches (52 weeks) indicated that some 

data issues exist and capacity constraints over RTT validation were expressed to us. 

 

3.4.19. Data quality review meetings are held regularly and there is a review at the performance 

review meetings chaired by the Chief Operating Officer. 

 

3.4.20. Clinical coding is audited twice each year, and accuracy is generally good although more 

involvement from doctors would help improve this. Coding from case notes has been 

implemented, and this has resulted in improved mortality coding and tariff recovery. There is 

no specific medical time allocated to supporting clinical coding. 

 

3.4.21. Most data is produced electronically, but some manual collection and collation remains. 

 

 

 

3.4.22. The PAS is shared with Portsmouth Trust currently, but there is a need for renewal and an 

opportunity to ‘go it alone’. There is a need for investment in technology upgrade, in 
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particular in data warehousing. There is also a need to produce a clear strategy for the 

development of an Electronic Patient Record to pull together the many strands of “ digital 

development “ that will facilitate the delivery of high quality care. For instance some Trusts 

have systems that flag laboratory reports to clinicians when immediate action is required for 

clinical safety reasons. 

 

3.4.23. There is no clinical informatics strategy in the Trust, and doctors cannot access ‘live’ 

performance and quality information. Most information production relates to mandatory 

reporting of performance standards. There is little additional information to support, for 

example, analysis and improvement of clinical effectiveness, in the Trust. There is no 

identified medical time linked to clinical informatics or indeed to clinical information more 

generally. The provision of live, or regularly updates , performance and quality data and 

outcome measures that can be monitored and acted upon is critical to the steady 

improvement of quality. 

 

3.4.24. The internal Audit programme should include assessment of data quality in areas of particular 

importance to the Trust. Medical input to audit programme planning will help ensure that 

clinically relevant areas are included. 

 

3.4.25. Capacity in the information team is limited and it may be stretched if there is a requirement to 

support 5 or more Directorates in the proposed new structure, if they require different 

datasets and types of information. It would be desirable for an information team member to 

join each Directorate team, but this would be difficult in the context of current staffing levels. 

 

3.4.26. Staff raised considerable frustrations with us about the lack of efficiency with the IT systems 

across the Trust and said that they were not fit for purpose any more. This was raised across 

all services. An example was how small the memory size was and the need to constantly 

remove useful documents as there simply was not the space to keep them. We recommend 

that a review is carried out into the IT needs across the Trust which can be prioritised within 

the available resource by the IT task and finish group.  
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Recommendations  

 

43 Identify medical time to lead on clinical information, to work with 

the data team to ensure that the output is tailored to patient and 

clinical need. 

44 Create a clinical informatics strategy with a clinical lead, to ensure 

that the Trust develops this critical area.  

45 The Internal Audit programme should include assessment of data 

quality in areas of particular importance to the Trust.  

46 Produce a clear strategy for the development of an Electronic Patient 

Record to pull together the many strands of ‘digital development’ 

that will facilitate the delivery of high quality care.  

47 Review the current IT needs across the Trust and prioritise action 

within available resources 

48 Work towards record sharing between primary and secondary care 

on the island, particularly given the strategic aims of integration 

embodied in the Vanguard plan.  
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4. 

Recommendations  
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Strategy and Planning 

Does the Board have a credible strategy to provide quality, sustainable services 

to patients and is there a robust plan to deliver? 

There is a clear statement of vision and values, driven by quality and safety. 

It has been translated into a credible strategy and well-defined objectives 

that are regularly reviewed to ensure that they remain achievable and 

relevant. 

1 The Board should complete, as a top priority, a strategy development 

programme and agree the strategic direction. They should produce a 5 year 

clinical strategy which clarifies, aligns, updates and refreshes, Beyond 

Boundaries, MLAFL, Vanguard and the Quality Improvement Framework. 

All of these initiatives/projects should be explicitly linked so they form a 

seamless and coherent set of strategic planning documents. 

 

2 The Board meeting agenda balance should be addressed by a much 

stronger focus on strategy and quality and a more proportionate attention 

on process and operational performance.  

 

The vision, values and strategy have been developed through a structured 

planning process with regular engagement from internal and external 

stakeholders, including people who use the service, staff, commissioners and 

others. 

Staff in all areas know and understand the vision, values and strategic goals. 

3 Once the Board has implemented recommendation 1 an engagement and 

stakeholder plan should be initiated to ensure staff have the same clarity of 

understanding on the vision, values and the strategy as the Board. Staff 

should also be engaged in designing the implementation of the strategic 

plan so that each service area has relevant actions. 
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The challenges to achieving the strategy, including relevant local health 

economy factors, are understood and an action plan is in place.  Strategic 

objectives are supported by quantifiable and measureable outcomes which 

are cascaded throughout the organisation. 

4 The approval of the Quality Improvement Framework provides an 

opportunity to engage with staff on the quality agenda and where that sits 

in relation to vision, values and strategy. A Quality Summit should be 

convened for all divisional staff and clinicians from all service areas to 

attend.  

 

5 
The link between individual service strategies and the overarching clinical 

strategy should be strengthened including: 

 Clarification of  how individual service strategies are to be developed in 

conjunction with the clinical strategy to ensure alignment between service 

and Trust wide objectives 

 Each of the service strategies should have a detailed action plan with smart 

outcomes, clearly linked back to the strategic objectives 

 Each of the service areas should develop their own metrics to measure how 

effectively the strategy is achieved. 

 

Service development and efficiency changes are developed and assessed with 

input from clinicians to understand their impact on the quality of care. Their 

impact on quality and financial sustainability is monitored effectively. 

Financially pressures are managed so that they do not compromise the 

quality of care. 

6 A comprehensive and systematic quality impact assessment process should 

be implemented. This should include clinicians in lead roles at 

directorate/business unit, and relevant specialty level. 

 

 

Capability and Culture 

Does the board have the skills and capability to lead the organisation? 

The board has the experience, and capacity to ensure that the strategy can be 

delivered. 

7 Review the Board Development Programme once the new Chair has 

started and include team building sessions and time to discuss strategy and 
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culture. 

8 Restart the Board walkabout programme and consider twinning NEDs 

with areas of the Trust’s services. 

 

9 Make sure that there is succession planning for the Board and particularly 

start the search for a NED with financial qualifications. 

 

10 Develop a clinical leadership programme to support the new directorate 

structure and train future clinical leaders. This should be based on ‘in role’ 

support and development that is on-going. 

 

11 The Board should carry out an annual evaluation of its effectiveness which 

includes obtaining views from a range of internal and external 

stakeholders. 

 

Does the Board shape an open, transparent and quality-focused culture? 

Leaders at every level prioritise safe, high quality, compassionate care and 

promote equality and diversity. 

12 Ensure that behaviour and performance that is inconsistent with the 

Trust’s values is dealt with promptly, appropriately and fairly, and that 

managers and clinical leaders at all levels are supported in doing so. 

 

13 Continue to develop the LIA programme and involve as many staff as 

possible. Increase the number of listening events across all areas and 

develop a programme of activities to respond to comments raised and 

feedback to staff. 

 

14 Devolve specific governance responsibilities to the new business units and hold 

them to account for those.   

 

15 Develop mechanisms to support staff and promote their well-being  
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Structures and Processes 

Are there clear roles and accountabilities in relation to board governance 

(including quality governance)? 

The Board and other levels of governance within the organisation function 

effectively and interact with each other appropriately. 

16 Forward planners need to be revisited for all Committees to ensure 

agendas retain greater strategic focus and determine what activity needs to 

be undertaken at sub-committee level.  

 

17 There should be more exception based reporting and make better use of executive 

summaries to highlight areas for detailed scrutiny. 

 

18 All Board Committees need to undertake more “deep dive” sessions 

alongside the transaction of formal business in order to gain greater 

assurance and create the opportunity for more substantive scrutiny. 

 

19 Linkages between the Board Committees need to be strengthened by 

explicit reference to that within the terms of reference of each Board 

Committee and to be explicit at the end of each meeting which matters 

need to be referred to other Board Committees, and for that matter to the 

Board. 

 

20 Terms of reference for all Committees need to be reviewed to reflect in 

particular changes that have taken place in membership, particularly in the 

light of the appointment of the Chief Operating Officer. 

 

21 IM&T should become part of the FIIWC but it may also be necessary to 

form a task and finish group focused on IT (which would report to FIIWC)  

 

22 
The sub-committee structure below all Board Committees needs to be reviewed 

and simplified so that it is clear what the role of each sub-committee is and 

whether they need to report to that Board Committee or to TEC. 

 

23 
Executive Directors should take responsibility for their Board papers including 

information on the cover sheets. 
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Structures, processes and systems of accountability, including the 

governance and management of partnerships, joint working arrangements 

and shared services, are clearly set out, understood and effective.   

24 Review governance processes for all partnerships and joint working 

arrangements to ensure that they are clear and then communicate them to 

staff. This includes Vanguard. 

 

Are there clearly defined, well-understood processes for escalating and 

resolving issues and managing performance? 

The organisation has the processes and information to manage current and 

future performance.   

25 The risk management strategy needs to be reviewed and refreshed in the 

light of the various changes taking place with the new business units   

 

26 The risk management process should be reviewed to ensure that risks are 

identified and managed and escalated and de-escalated on the risk 

registers as appropriate. When reviewing the risk registers decide which 

risks it is appropriate to include and provide guidance on this. 

 

27 The Trust should ensure the implementation and development of Datix 

Web ensures there is greater ownership and involvement of staff 

responsible for updating and reporting the risks that they are responsible 

for. 

 

28 Undertake a risk reconciliation exercise to review all risks and ensure they 

are appropriate, accurately defined and scored appropriately 

 

29 The Trust should consider whether the focus for the Risk Management 

Committee should become more akin to a task and finish group that has a 

clearer remit to monitor, manage and support the operational delivery of 

risk management. 

 

30 The review of the risk management process should explicitly describe the 

link between the BAF and the risk registers to ensure visibility and 

recording of Principal Risks is considered at Board meetings when 

reviewing the BAF. 

 

31 The BAF should be comprehensively reviewed and rewritten to ensure it 

captures the key risks for the 5 year strategy. 
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32 Develop a training programme for all of the new business units to enable 

them to better identify risks and promote a positive culture around this 

skill. 

 

Performance issues are escalated to the relevant committees and the board 

through clear structures and processes. 

33 
 

Within the new directorate structure there needs to be clarity of roles and 

responsibilities particularly with regard to escalation of performance issues. 

 

Does the board actively engage patients, staff, governors and other key 

stakeholders on quality, operational and financial performance? 

A full and diverse range of people’s views and concerns are encouraged, 

heard and acted upon. Information on people’s experience is reported and 

reviewed alongside other performance data. 

34 
 

Develop a stakeholder map including interest and influence, frequency of 

communication and nominated leads 

 

 

The service proactively engages and involves all staff and assures that the 

voices of all staff are heard and acted on. 

35 Develop and promote the role of the Quality Champions and ensure that 

they cover all areas of the Trust’s services. 

 

36 Ensure that staff know that their views are listened to by circulating 

information about the changes that have been made as a result of their 

comments. A format such as “You said – we did” is often helpful. 

 

37 Hold a series of listening events in Ambulance, Community and Mental 

Health Directorates to ensure that staff don’t feel marginalised and also 

have more Board visits to those areas. 

 

Staff actively raise concerns and those who do (including external whistle-

blowers) are supported. Concerns are investigated in a sensitive and 

confidential manner, and lessons are shared and acted upon. 

38 Review the Trust Whistleblowing Policy and ensure that it is updated in 

line with national guidance. 
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Measurement 

Is appropriate information on organisational and operational performance 

being analysed and challenged? 

Integrated reporting supports effective decision-making. 

39 Improve the information that goes to the Board through  

 Reports identifying key trends and themes 

 Providing information on progress with implementing strategy 

 Giving more prominence  to patient experience information 

 Ensuring that locality measures not part of the mandatory 
reporting dataset are included to ensure local responsiveness. 

 

Performance information is used to hold management and staff to account 

40 The role of SEE Committee should be clarified as the forum in which 

Directorates are held to account for quality performance, on behalf of the 

Executives. SEE should report formally to TEC, where Executive Directors 

can take oversight and identify trends, linkages and actions that need to be 

taken at this level. Directorates, or the business units that replace them, 

should hold specialties and services to account. 

 

41 QCPC should take a formalised report from SEE Committee, which has 

been approved at TEC. The role of QCPC should be to take broad oversight 

of quality performance across the Trust, identifying trends and key themes 

that may require high level action. 

 

42 QCPC should present a quality report to Trust Board, through the 

Committee Chair, that facilitates Board discussion on overall trends, areas 

that are consistently off trajectory and which threaten the strategic 

progress of the Trust, or which are of major importance and have 

regulatory, reputational, or significant safety implications. 

 

Is the board assured of the robustness of information? 

The information used in reporting, performance management and delivering 

quality care is accurate, valid, timely and relevant. 

43 Identify medical time to lead on clinical information, to work with the data 

team to ensure that the output is tailored to patient and clinical need. 
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44 Create a clinical informatics strategy with a clinical lead, to ensure that the 

Trust develops this critical area.  

 

45 The Internal Audit programme should include assessment of data quality, 

in areas of particular importance to the Trust.  

 

46 Produce a clear strategy for the development of an Electronic Patient 

Record to pull together the many strands of ‘digital development’ that will 

facilitate the delivery of high quality care. 

 

47 Review the current IT needs across the Trust and prioritise action within available 

resources 

 

48 Work towards record sharing between primary and secondary care on the 

island, particularly given the strategic aims of integration embodied in the 

Vanguard plan.  

 

   

Action immediately  

Action within a reasonable timeframe  
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5. 

Conclusion 
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5. Conclusion  

 

5.1. The key theme from this review is the need to develop simple governance systems from complex 

ones and to create a culture where staff are empowered to find solutions but know when to 

escalate issues. A clear vision and strategy will be central to this with high profile leadership 

from the Board and senior clinicians to ensure that it is understood and lived out in all areas of 

the Trust. It will be important to lead by example. 

 

5.2. We believe that the Board is increasingly aware that high quality , safe, sustainable healthcare 

depends on the Trust building and maintaining mature partnerships across the multi-faceted 

local health and social care economy. It will be a priority for future development to maximise the 

benefits of being a truly integrated Trust and to develop innovative governance arrangements to 

deliver services in a different way, particularly with the opportunities that Vanguard brings. 

 

5.3. Many of the essential building blocks of good governance are in place or already being developed 

but the amount of work necessary to truly embed a quality culture should not be 

underestimated. However, we believe that the Board are committed to providing effective, safe 

compassionate care  and with good governance and hard work they can succeed.   
 

5.4.  We commend this report to the Board and at the same time wish to record our formal thanks to 

everyone who works at the Trust for all their help, support and contributions during the process 

of this review. 
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6. 

Appendix 
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Isle of Wight NHS Trust  

Terms of Reference for External Governance Review  

 

 

Introduction 

 

Capsticks Governance Consultancy have been commissioned to provide a review of the governance 
arrangements at Isle of Wight NHS Trust based on the Well-Led Framework for governance reviews 
published by Monitor and endorsed by the Trust Development Authority and the Care Quality 
Commission.  
 
The Review will commence with an initial meeting on 11 May 2015 and will provide a Board Workshop 
at the end of July to discuss the reviewers’ findings and agree an action plan in order to present the 
final report to the Board for approval in September 2015. 
 

 

Structure of the Review 

 

The Review will be structured around the following four domains:  
 

Strategy and planning - how well is the board setting direction for the organisation? 
 

Capability and culture - is the board taking steps to ensure it has appropriate experience and ability, 
now and in the future, and can it positively shape the organisation’s culture to deliver care in a safe 
and sustainable way? 
 

Process and structures - do reporting lines and accountabilities support the effective oversight of 
the organisation? 
 

Measurement - does the board receive appropriate, robust and timely information and does this 
support the leadership of the Trust? 
 

 

Content of the Review 

 
The Review will consider governance in each of the services provided by the Trust i.e. hospital, 
community, mental health and ambulance and what is appropriate in each area as well as for the 
Trust as a whole. 
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The review will consider the current governance structures and processes including use of Board 
Committees, Scheme of Reservation and Delegation, Terms of Reference, incident reporting and 
escalation, handling of complaints and claims, intelligent information to help decision making, whether 
sufficient resource is devoted to governance and how embedded governance practices are with front 
line staff.  
 
The following recent relevant reports were considered as part of the initial assessment by the 
Reviewers; 
 

 CQC Inspection Report published September 2014 
 Six Week Review – October 2014 
 Culture Review undertaken by Signal Business Consulting – February 2015 
 TDA Board observation – January 2015 
 Thames Valley & Wessex Leadership Academy Board development report  - June 2014 
 Draft Integrated Business Plan Governance chapter 
 Quality Governance Assurance Framework self-assessment and action plan 

 
The following areas will be specifically reviewed and findings included in the Report;  
 

Quality Governance - across the Trust and particularly how the Safety, Experience and 
Effectiveness Committee and structure is working; 
 

Ward to Board and Board to Ward - the practical application of governance including escalation of 
risks and information flows; 
 

Risk management - including risk strategy, reporting and escalation and risk registers; 
 

Quality of information - as provided to the board and sub-committees and board assurance; 
 
Board Assurance Framework – to be reviewed against best practice and consider how to 
strengthen; 
 
Integrated Performance reporting – to review this and how it contributes to effective performance 
management; 
 

Staff engagement - particularly with Ambulance, Mental Health and Community staff; 
 

Culture - how this impacts on governance; 
 

Clinical strategy - how this was developed and whether it is known across the Trust; 
 

Leadership - consider both the visibility of the Board and effectiveness of clinical leadership. 
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Methodology 

 
The Review will use a variety of techniques to obtain the information needed to assess the 
governance arrangements at the Trust. These will include: 
 
 A review of relevant documentation to be specified by the reviewer and provided by the Trust; 
 1:1 interviews with all Board members including a skills audit and with other key staff; 
 Telephone interviews with key stakeholders; 
 Focus groups with staff and patients; 
 Board effectiveness survey and a staff governance  survey; 
 Facilitated Board workshop to identify current views on governance.  
 

 

Final Report and Outcomes 

 
Capsticks Governance Consultancy will provide a draft report including all the elements agreed in the 
review. This will identify good practice and provide recommendations for areas of improvement. It will 
also identify training and development needs and make recommendations. This will be discussed with 
the Board at the end of July 2015 and an action plan will be agreed. The report will then be finalised 
and presented to the Board in September 2015.  
 

18 May 2015 
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Key Themes 

 

1. Leadership 

 

1.1. Board Leadership 

 

Findings 

 

1.1.1. There is a vacuum of Board leadership due to the Chairs resignation and he left in July.  A new 

Chair is being appointed and there will be ground to make up over the next few months for the 

Board to provide clear direction to the Trust. 

 

1.1.2. There is a key relationship between the Chair and CEO, primarily to offer support and 

challenge. Support is particularly important for Karen Baker as a first time CEO in a Trust 

experiencing a pronounced dip in operational and financial performance and under pressure 

and scrutiny from the TDA.  

 

1.1.3. Observation of sub-committees and the Board meetings suggests an open, inclusive and 

trusting relationship between Board members. The NEDs appear confident in their role and 

are individually strong and competent. Each of them makes a significant contribution during 

meetings and they have a diversity of approach and style which is good to see. NEDs seem to 

operate at the strategic level in general and on the whole don’t get bogged down in the detail. 

In meetings, EDs generally contribute well in their functional area. We observed particularly 

good insights from the Chief Executive, the Executive Medical Director and the Executive 

Director of Finance .The Executive Director of Transformation also provides a refreshingly 

different perspective having come from outside the NHS. 

 

1.1.4. The non-executive cadre brings important skills and experience to the Board. The 5 NEDs and 

1 Associate NED bring commercial, clinical, HR, marketing, financial, community and mental 

health experience to the Board. This seems to represent a good balance for this Board and its 

Executive team. Most of the NEDs are relatively inexperienced in an NHS Board role which 

means that although they have good knowledge, insight and commitment they are still 

learning the job, without a Chair to offer feedback and reflection to support their 

development. 
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1.1.5. There is a sense in which the NEDs feel underutilised on the Board. They feel they have a lot 

to offer and have made approaches to EDs both collectively and individually to provide 

assistance on specific issues, but this has not been taken up as much as they would like it to 

be. There is an increasing frustration that the requested actions are not being taken and 

progress is not evident. 

 

1.1.6. The Executive Team is largely substantive and comprises the Chief Executive, Executive 

Director of Finance, Executive Medical Director, Executive Director of Nursing, Executive 

Director of Transformation, Foundation Trust Director/Company Secretary, Interim Chief 

Operating Officer and an interim Director of Human Resources. Half of the EDs have been 

appointed in the past 2 years and this is also the first NHS Board post for some of them. Most 

of them have acute only experience, though the newly appointed Chief Operating Officer has a 

much broader experience of different health sectors which has been welcomed by staff and 

brings some balance to the Board. They appear to be individually committed and competent. 

They seem less comfortable in the strategic arena and are more likely to focus on operational 

detail. They like new initiatives and admit that too many of them have been started in the past 

couple of years. 

 

1.1.7. Board visibility was not good in the Community and Mental Health Directorate. This was seen 

as a lack of support by some staff.  The Chief Executive was acknowledged to respond to 

invitations and had some visibility although on one occasion when she visited on the “battle 

bus “few staff went to meet her. We were also told that surprisingly, a newly refurbished and 

innovative health and well-being hub which aligned with the Trust’s stated strategic objectives 

on integration and partnership had only been visited by Chief Executive and not other 

members of the Board despite high profile launch events.  This was also interpreted as a lack 

of support. 

 

Commentary 

 

1.1.8. The role of Chair is critical to Board leadership. The Chair sets the tone and ethos for the 

organisation and has a heavy influence on the culture of the Board and through that on the 

culture of the Trust. The Chair also has a key role to play in providing direction and clarifying 

priorities and objectives for the Board. This is particularly important for this Trust, given its 

challenges and issues identified in the Well Led review.  

 

1.1.9. The technical role of a Chair is also influential. An understanding of good governance, the 

ability to chair a Board meeting effectively, to ensure a concise and high quality set of papers 

for Board/Committee, to recruit, manage, support and develop NEDs and to engage with 

stakeholders are also key parts of the Chair’s role. Again, these are all pertinent requirements 

for this Trust, as evidenced in other parts of the review. 
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1.1.10. The Board appears at the moment to be not much more than the sum of its parts. This is 

mainly because so many are relatively newly appointed and still learning about their Board 

role. It is probably also because there has been very little development focus on Board 

dynamics, behaviours and roles. It is vital that the Board development programme for the 

next 18 months provides opportunities for the Board to understand how to operate together as 

a high performing team. 

 

1.1.11. Another vital element of Board leadership for the Trust is the priority to develop a clear five 

year strategy with all the necessary underpinning strategies and implementation plans. The 

NEDs in particular have a lot to offer in the way of shaping the future plan.   

 

1.1.12. Board members should consider a specific piece of work to build understanding and 

engagement with Community and Mental Health services. 

 

1.2. Clinical Leadership 

 

Findings 

 

1.2.1. There is a sense of detachment amongst doctors, which was described by one as ‘anger’. 

Recent operational pressures and challenges, and financial constraints, together with 

leadership changes were given as possible reasons. 

 

1.2.2. A number of clinical leaders have stepped down or indicated that they wish to step down 

because they found the roles onerous, with the morale a particular issue. We were told that it 

was difficult to tackle colleagues because there was insufficient ‘support from above’ to do so. 

 

1.2.3. There is a common perception that the Directorate management team can ‘block’ both 

developments, and access to the Executive Team. This has created a view that medical leaders 

do not have authority, but it primarily affects the hospital as it is mainly within the Hospital & 

Ambulance Directorate. 

 

1.2.4. There is an expectation that the forthcoming structure change will address some of these 

concerns, although the details are yet to be confirmed. 

 

1.2.5. It was reported that doctors ‘do not feel listened to’ or that ‘their views are respected’. They 

felt that ‘outside views carry more weight’ and they would like to have greater access to the 

Chief Executive and her team (the Chief Executive is viewed as visible and approachable). 

 

1.2.6. There was a view that more clinical data is needed, particularly clinical outcome data. 
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1.2.7. Concern was expressed over governance being weak, with a ‘culture of informality’ which led 

to process not being consistently followed. 

 

1.2.8. An in-house leadership development programme is being developed, with medical 

involvement, to support the newly appointed leaders when the structure changes. 

 

1.2.9. Recruitment to some specialties, particularly to ED, acute medicine and care of the elderly is 

very difficult, meaning continual use of locums. Clinical leaders reported that it was difficult 

to find time for ‘other things’ because they were often filling in for gaps in rotas. 

 

1.2.10. Concern was expressed that a more detailed clinical strategy was needed, so that the future 

was clearer – ‘what is the clinical vision?’ Sustainability of clinical services was a concern 

raised several times. 

 

1.2.11. The title ‘Head of Clinical Service’ for the Directorate nurses is felt by some to be ambiguous. 

 

1.2.12. As far as other clinical staff were concerned, we found that the nurses contribution to 

governance was good at all levels and that they understand its importance in improving the 

quality of care. They provided enthusiastic leadership to staff in their teams and we were 

particularly impressed by the Matrons and Ward Sisters that we spoke to. 

 

1.2.13.  Other Allied Health Professionals also had a good knowledge of governance but were less 

sure of their role in the overall structures and did not always feel that their voice was heard  

 

 

Commentary 

 

1.2.14. The clinical culture is rather old fashioned, with some describing an ‘old boys’ culture. This is 

very difficult for clinical leaders, who feel it is unrewarding to try and tackle problems with 

colleagues as there is no consistent or robust support for them if they do. Leaders have been 

developed, but they tend to stand down after a 2/3 year period in post. The middle tier 

appears to be disrespected by many; hence the proposed new structure is viewed positively. It 

will be really important to get this right, but to do so will need a shift in style and approach so 

that the new business units are genuinely enabled and empowered. This will be a major 

cultural change, but should bring the doctors on board over time. 

 

1.2.15. In Trusts that have changed an old fashioned culture, it has been necessary to take a robust 

stance with the few who are blockers of change. For instance Wrightington, Wigan, and Leigh 

NHS FT have been very clear about this, and how central it was to achieving change. 
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1.2.16. It would be sensible to review the portfolio of the EMD to include more responsibility for 

clinical quality. Whilst he certainly feels ownership of elements of the quality agenda, the 

responsibilities as stated place accountability for quality with the EDN.  If doctors are to step 

up and take a greater role in creating a clinically managed Trust, then it may be beneficial to 

review this. For example, in most Trusts it is usual for the MD to be accountable for clinical 

effectiveness, and to have shared responsibility for clinical safety. 

 

1.2.17. The proposed restructure is generally welcomed, in part because there is a feeling it has come 

about as a result of listening to doctors and other staff. This is a real opportunity for the Trust 

to make a step change forward if it is handled correctly.  

 

1.2.18. There is also an opportunity to make a small number of senior appointments at Associate 

Medical Director level. This could be an opportunity to involve the doctors more directly in 

quality, informatics and clinical strategic planning. 

 

1.2.19. The implementation of the new structure should signal a new way of operating in the Trust, 

with authority delegated to clinical leaders, along with accountability. To be successful, the 

new leaders of business units will need time, development, and support from both local 

managers, and from the Executive Team. 

 

1.2.20. The clinical workforce needs to be placed centre stage in the running of the Trust, to overcome 

the ‘us and them’ view that exists in some parts. The Chief Executive is respected and viewed 

positively, and a move in this direction would be a powerful signal of a new approach. 

 

1.2.21. It is also important to maintain the nursing involvement in the governance structures and 

processes and the new business units have this as a central plank. We have not commented 

further on this as it seems to be working well but it is important that nurses don’t become 

side-lined in the new structures.  A way also needs to be found to involve AHPs more fully so 

that their valuable experience is also included. 

 

2. Clinical Strategy 

 

Findings 

 

2.1. The Clinical Strategy is acknowledged to be outdated and in need of review. 

 

2.2. There is a general understanding in the Trust that linkages with other Trusts, on the 

mainland, are essential and that the provision of some services (such as maternity) will 

require a tariff plus approach to sustain them. 
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2.3. Doctors expressed a view that there needs to be greater clarity over clinical service strategies, 

particularly the acute services. There is a need to meet ever rising standards set by expert 

bodies and this presents particular challenges when numbers are smaller because of the island 

location. 

 

2.4. The Trust strategy is unclear, now that the Vanguard project has received approval. Some feel 

that this has replaced the Trust strategy, and many are unclear as to where, if at all, 

Foundation Trust status fits. 

 

2.5. The Vanguard plan is generally supported by all as an appropriate plan for the location. It 

would be an opportune time to review the Trust strategy therefore, in light of Vanguard, and 

at the same time update the clinical strategy so it is directly linked. Such a ‘unitary’ approach 

would allow the Trust Board to clearly articulate the future vision, and to put in place an 

implementation plan that can be monitored. 

 

Commentary 

 

2.6. The revised clinical strategy needs to have detail down to individual specialty level, and it 

should address explicitly how key services will be sustained. If linkages with other 

organisations are required, it should start to detail these. If developed by the doctors in that 

specialty it will be clear to all, and ‘owned’ too. Alongside this, the Trust strategy should be 

updated to incorporate the Vanguard plan and the Foundation Trust (or alternative) 

trajectory. The clinical strategy can then link to this, resulting in a single overarching Trust 

strategy. 

 

2.7. The Trust strategy should be updated to include the Vanguard plan, creating a single strategy 

for the future. The clinical strategy should be a supporting document to this, and it should 

include greater detail of specialties and services. Clinical staff through the new structure 

should be involved in the creation of this to create ownership. 

 

3. Quality Governance 

 

Findings 

 

3.1. Quality Governance across the Trust was seen as important but over complicated. 

 

3.2. The systems that have grown up around Quality Governance have become unduly complex 

and misaligned. 
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3.3. Each Directorate has a Quality Committee that reports into the Directorate Board and from 

there to SEE Committee and QCPC.  However, there was much confusion about the route for 

escalating issues and the process was not clear. 

 

3.4. Clinical Directors attend QCPC but not SEE Committee so bypass a level of scrutiny. 

 

3.5. Some quality issues can be discussed four times before they get to the Board without being 

refined at all. 

 

3.6. Within the Directorates the role of the SEE Committee was not seen to add value over and 

above existing governance mechanisms but the Board did not think that they would have 

assurance about quality governance without it. 

 

3.7. The SEE Committee we observed was well run and dealt efficiently with the matters on the 

agenda. All ‘red’ areas on the Quality Report were picked up and discussed. There was 

evidence of triangulation of issues, for example the rise in complaints was linked to the 

emergency pathway congestion currently being experienced. More detailed discussion was 

held on areas that were off trajectory, for example C diff. They did a good job of reviewing 

quality governance in the Directorates and showed an excellent understanding of the area. 

 

3.8. There were no processes or structures in place that support joint governance across 

Directorate boundaries although this may change in the new structure. 

 

3.9. Quality Governance goals have been set for 2015/16 but were not that well known by those we 

spoke to. 

 

Commentary 

 

3.10. Subsequent discussion with one of the Committee organisers suggested that the SEE 

Committee did not feel fully authorized to challenge Directorates and hold them to account 

(although this is clearly the case on review of the Terms of Reference). 

 

3.11. Some people had reservations about the SEE Committee. It is not yet seen as the group 

holding Directorates to account over quality, on behalf of TEC. This may be, at least in part, 

due to it only recently being formed.   

 

3.12. According to the ToR SEE reports to TEC, although there was no evidence of formal reporting 

at the meeting we attended. SEE triumvirate members also attend QCPC, which is likely to 

lead to duplication, and an ‘overly operational’ discussion at QCPC. This could hamper the 

oversight role that QCPC is required to take, and then subsequently report to Trust Board. 
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3.13. It is difficult to see why monthly Directorate review (by EDs) needs to include quality 

performance when it is handled by SEE Committee. This is an area of duplication that could 

be eliminated without detriment. The lack of attendance by Clinical Leads suggests it is not 

regarded as an important forum by doctors, despite its senior position in the hierarchy. 

 

3.14. SEE Committee should be formally established as the senior executive forum for monitoring 

quality and holding directorates to account. Other fora, such as monthly directorate reviews, 

and directorate Q&R Group, should cease duplicating this role. 

 

3.15. Directorates, or business units in the new structure, should report in a formal manner to SEE, 

utilising a standardised reporting template. 

 

3.16. SEE should report to TEC in a standardised way, following which a report should be delivered 

to QCPC by the Executive Director responsible (currently the Director of Nursing). Each 

report should highlight trends, exceptions and urgent issues clearly, pointing to the 

discussions that need to be held at each level. If required, the full dataset can be made 

available, but it should not obscure the key messages going to TEC, and then QCPC. 

 

 

4. Corporate Governance 

 

Risk Management and Board Assurance Framework 

 

Findings 

 

4.1. We observed a healthy culture in the Trust of not only reporting incidents using Datix but also of 

a strong feedback loop which encouraged learning from incidents. There is a widely circulated 

newsletter on risk reporting which is good practice but there are other areas of risk management 

that need reviewing and strengthening within the Trust set out below.  

 

4.2. We note that the Trust has a Risk Management Committee whose main purpose is to assess and 

monitor the potential impact of identified risks throughout the organisation and it reports to TEC 

on a monthly basis. We also note that minutes of the Risk Management Committee meetings are 

shared with the Audit and Corporate Risk Committee (ACRC). We also note that the Risk 

Register features in discussions at QCPC and the FIIWC and that the Board Assurance 

Framework and Risk Register also feature on the Trust Board agenda. 
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4.3. Despite this coverage we observed limited discussion of the Risk Register at  TEC and the 

Board, nor did we see any significant scrutiny of the risks relevant to the work of the Quality & 

Clinical Performance Committee and the Finance, Investment, Information & Workforce 

Committee at these two key Board committees. 

 

4.4. The Risk Register needs a major review.  Currently, risks remain on the Risk Register for too 

long and there is not sufficient evidence to suggest there is a robust, consistent process for 

escalating, reviewing, tolerating or closing risks down within the Trust. Indeed, at July 2015 

two thirds of the risk register contained risks which have been on it for twelve months or 

more, with some risks entered onto the Risk Register as far back as 2009. 

 

4.5. The number of staff managing risk processes in the Trust needs to be strengthened. 

 

4.6. We detected a misplaced perception in some quarters that identifying risks for inclusion on 

the Risk Register was in some way perceived negatively and an admission of failure. 

 

4.7. We noted that given the overall pressures on capital budgets in the Trust, the capital planning 

process prioritises for investment those capital planning cases which address a major risk 

issue.  Consequently, risks are being placed on the Risk Register in order to simply secure 

success within the capital planning process and that there is then no attempt to then manage 

those risks. This needs addressing. 

 

4.8. The Board Assurance Framework has over time grown in size and complexity to the point 

where we feel its value is questionable and provides no assurance to the Board around the risk 

to meeting its strategic objectives, controls and assurances around them.  A new Board 

Assurance Framework consequently needs to be developed for the Trust. 

 

Commentary 

 

4.9. The current review by the Trust of its Risk Management Strategy provides an ideal 

opportunity to review the current Risk Register, Board Assurance Framework and 

effectiveness of the risk management processes in the Trust.  

 

4.10. This needs to include as a minimum greater resourcing to support this work, clear processes 

in the Trust for risk to be escalated upwards, clarity of roles and responsibilities within the 

new directorate structure and then at Board, Committee and sub committee level, where 

appropriate time needs to be set aside to ensure these issues are properly debated and this 

includes more deep dive sessions to understand the detail around risk in particular area or 

theme. There may be merit in developing the new Risk Register in two parts, part one which 

captures the Corporate Risk and part two which captures those in the Business Units. 
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4.11. The Trust should ensure the implementation and development of Datix Web ensures there is 

greater ownership and involvement of staff responsible for updating and reporting the risks 

that they are responsible for. This should allow the risk management staff to focus on their 

role as specialist advisors rather than taking ownership for maintaining risks that are 

inherently other people’s responsibility.  

 

4.12. The Trust should consider whether the Risk Management Committee should become more 

tasks focussed and have a clearer remit to monitor, manage and support the operational 

delivery of risk management. This shouldn't duplicate existing performance management 

arrangements but allow the risk management staff to form an objective view of those areas in 

the Trust where risk is not being well managed. 

 

4.13. Following on from the above point, the Trust should consider how it wishes to report upon its 

performance to manage risk within it Divisional Teams and Operational Units. I would 

suggest the TEC should set clear performance criteria that will enable the Trust to RAG rate 

its performance in relation to the closure of risks. 

 

 

5. Quality of Information (including integrated performance 

reporting) 

 

Findings 

 

5.1. The Board receives a comprehensive set of data, which is in the main organised as separate 

measures, linked closely to the requirements of mandatory reporting.  Each is RAG rated, and 

attention is drawn to ‘red’ rated measures. This tends to generate discussion about measures 

that are off trajectory, rather than draw the Boards attention to areas that have improved, or 

that may be trending towards a breach rather than actually breaching.  

 

5.2. The information at Board does not allow monitoring of progress on implementing Trust 

strategy. There are no clear and measureable ‘milestones’ by which Board members can 

monitor strategic progress, or understand why agreed milestones have not been achieved.  

 

5.3. There is little triangulation of information, so it is difficult for Board members to see trends 

and linkages between individual measures, or to ask questions or gain insight on broader 

themes of importance to patients. For example, to assess nursing standards on wards, or 

overall patient satisfaction, it would be necessary to pull from multiple different areas of the 

data provided.  
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5.4. The papers overall can be lengthy but have improved over the past few months. They are data 

rich and analysis poor so don’t always help the Board with good decision making. 

 

5.5. The agendas are clear and timed but overloaded with operational detail and not linked to 

strategic objectives.  

 

5.6. Cover sheets are used but the Executive Summary section is not clear enough about the main 

points in the paper and do not always direct Board Members to the key areas.   We have seen 

new guidance from the Trust for the production of Board papers and completion of the cover 

sheets which will be helpful.  

 

5.7. Some papers go in the same format to a number of Committees and then to the Board. This 

may be necessary but the content of the cover sheet should be changed by the author to reflect 

what the Board or Committee should be considering. 

 

Commentary 

 

5.8. The Board should spend more time on strategic matters and space needs to be made on the 

agenda to do this. 

 

5.9. Better use could be made of the cover sheets for Board papers and this would help direct 

Board members to the key points. 

 

5.10. Executive Directors need to keep to the timescales for production of papers as far as possible 

and need to be responsible for the paper even if someone else has written it.  

 

5.11. Guidelines for the production and content of papers and completion of cover sheets will help 

everyone to know what is expected to help the Board make decisions. 

 

5.12. Board papers could have less data but more analysis to help identify the key points for 

discussion. 

 

6. Staff engagement 

 

Findings 

 

6.1. The Trust does actively seek to engage with its staff and has a variety of communication 

methods including electronic and paper bulletins, face to face briefings and Directorate 

meetings. 
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6.2. The Listening into Action programme has engaged with a lot of staff and provided an arena 

for them to voice their opinions for the Board to hear. 

 

6.3. Most staff thought that the Chief Executive was very visible and sought to engage with them 

but were less sure about the rest of the Board. 

 

6.4. Most staff would raise concerns with their managers but there is a perception that this gets 

stuck at Directorate level and that EDs don’t hear about it. 

 

6.5. Community and Mental Health staff felt invisible to the Board and Ambulance staff felt that 

they were a satellite area rather than integral to the Trust. 

 

6.6. Many staff said that the Board needed to stop consulting and reviewing and start to 

implement findings and recommendations. 

 

 

Commentary 

 

6.7. LIA is clearly making good progress in some areas and needs to be expanded. Publishing a 

record of changes made from listening to staff concerns and ideas would emphasise that their 

views have been heard. 

 

6.8. Some staff still do not feel engaged despite the variety of communications and    other 

methods need to be employed to increase staff engagement. 

 

6.9. There needs to be a concentrated effort to engage with Ambulance, Community and Mental 

Health staff and integrate them more fully in to the Trust. This should be a priority for Board 

visits in the next few months. 

 

6.10. It would help the Board if they were seen by the staff to actively implement recommendations 

from reviews once they had been accepted. 

 

 

7.  Ward to Board and Board to Ward 

 

Findings 

 

7.1. At a local level within each service staff are clear on their responsibilities for quality. They are 

generally familiar with all of the requirements around incident reporting, raising concerns, 
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dealing with complaints and whistle blowing. They show strong adherence to relevant quality 

policies and practises and are knowledgeable when discussing quality matters.  

 

7.2. Staff within each service were able to confidently articulate the process for incident reporting 

and gave assurance that there were appropriate root cause analyses, investigations, feedback 

to relevant individuals and systematic opportunities for embedding learning. 

 

7.3. At a local level within each service, staff are clear on their responsibilities for reporting on 

quality matters to their own quality committee and to their directorate quality committee and 

those meetings have multi-disciplinary attendance. 

 

7.4. Staff find it impossible to articulate the Trust wide quality governance framework. They are 

unclear on the links and alignment between their local quality meetings and the Trust wide 

committees like SEE, QCPC, Board, TEC and the QIP group. The Trust wide quality 

governance system is seen as complex, confusing and multi-layered. 

 

7.5. The Trust Board has very recently, June 2015, approved a Quality Improvement Framework 

for consultation which sets the Trust’s direction for quality over the next 3 years and aims to 

align the strategies and work streams already in existence for quality. The Framework 

proposes widespread engagement within the Trust to develop, explain and implement the 

framework and also promises monitoring of quality on a regular basis via monthly reporting 

through reports and committees. 

 

7.6. The three Quality priorities identified in the framework are aligned to those articulated under 

the goals and priorities in the House. The same priorities track across to the Quality Account 

for 2015/16. 

 

7.7. A Quality Improvement Plan for 2015/16 has been developed which aims to address the 

outstanding quality actions required to respond to the CQC report. These actions are 

expressed as measurable goals and outcomes so their progress can be measured. The Quality 

Improvement Plan is linked to the goals in the House by means of five overarching themes. 

 

7.8. Service specific quality measures and objectives have not been devised – the existing 

measures are very acute focussed and generally focus on mandatory reporting requirements 

rather than strategic progress. Staff in each service area have a real appetite to devise specific 

quality metrics in their own area that are aligned to the overall strategy and quality priorities. 

Staff do not routinely receive updates on strategic progress. 

 

7.9. Staff have been consulted on vision, values and the strategy and have received briefings and 

updates during the course of its development. But they don’t have clarity on what the strategy 

is – is it FT, Beyond Boundaries, MLAFL or Vanguard or all of them? 
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Commentary  

 

7.10. At a local level within each service staff are keenly attuned to safety matters and passionate 

about their role and responsibility in relation to safety. They are very keen to ensure that the 

quality of their service is measured by relevant, service specific metrics rather than overall 

Trust wide goals, which tend to be too generic and very acute focussed.  

 

7.11. Staff understanding of the clinical strategy is unclear. Some see it as to achieve FT status, 

others are working towards Beyond Boundaries, MLAFL or Vanguard or all of them. This 

mirrors the Board’s lack of focus on a clear strategy so it is a priority to commit to a clear 

strategy and ensure there is the right level of engagement and communication with staff. 

 

7.12. Universally staff have little confidence in the systems for governing quality Trust wide. They 

are seen as complex, confusing, multi-layered, providing many opportunities for duplication 

of discussion, reporting and assurance. Front line staff do not perceive that what they report 

on quality at their local committee will be reported in the same way at the Board once it has 

passed through all the different layers of governance and assurance. Staff talk about being 

strangled by the need to provide ever increasing levels of assurance as they ‘feed the beast’ of 

the quality governance system. This issue is exacerbated by the fact that staff do not feel 

empowered to make decisions on quality at a local level, passing everything up to the next 

level to provide assurance. NEDs also do not feel confident that what they see being reported 

through QCPC and the Board is a genuine reflection on front line quality. 

 

7.13. Within the Trust wide quality governance framework it is not always clear where directorates 

are held to account for quality through the executive route, and where the governance and 

assurance required for Board oversight of quality sits. Clarity on the roles and responsibilities 

of each quality committee within the framework, and how each committee links together and 

is aligned on priorities will be important to achieve. 

 

7.14. The Quality Improvement Framework, which is a key development for the Trust, is at the very 

early stages of implementation. At the moment, implementation activity is aimed at aligning 

strategies, policies and the capabilities and culture of support teams to fulfil the framework’s 

quality themes. The next step will be to ensure clear roles and accountabilities in relation to 

quality governance are in place, with a clear process for escalating and resolving issues. This 

should eventually ensure that the routine measurement of outcomes is embedded, with 

appropriate quality information being analysed and challenged. 
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7.15. The Quality Improvement Plan tracks all of the actions required to respond in full to the CQC 

findings to achieve full compliance by year end. 

 

7.16.  EDs and NEDs do visit clinical areas as part of their walkabouts. The formal programme has 

not been running for the past few months but informal visits have been made. The purpose 

and use of these walkabouts has been questioned but it is clear they should be used to meet 

staff and patients and assess the implementation of the strategy. These walkabouts should 

also be used to enable staff to showcase quality improvement and highlight quality 

deficiencies in their area.  

 

8. Culture 

 

Findings and Commentary 

 

8.1. Time and time again staff spoke positively about the Trust and gave many examples of 

excellent practise and a supportive environment. But there were a small number of examples 

given by staff to illustrate the areas that the Trust might want to look more closely at, to 

produce a healthier culture. Given the Terms of Reference for our review we have necessarily 

focussed on this small number of examples and accept we may have given them 

disproportionate space here. 

 

8.2. Engagement with front line staff and managers through focus groups and interviews revealed 

people who were proud of their own service, knowledgeable about their area of operation and 

passionate about patients and the quality of care delivered. The culture in individual services 

seemed positive and healthy and examples of good leadership were often quoted. 

 

8.3. Staff talk about a lack of care and understanding at times from the centre. There is a sense in 

which individual services feel detached from the Trust and there does appear to be a 

disconnect between the front line and the Board.  

 

8.4. Individual departments and services described how they seem to work in silos and there is 

little evidence of real joint processes and structures drawing the different services together 

under the umbrella of one Trust.  

 

8.5. Some staff talk about co-location rather than integration of services and while all could cite 

the Clinical Hub as an exemplar of integration there were few other specific examples. 

 

8.6. Mental Health, Community and Ambulance staff feel overwhelmingly that the Trust is 

focussed on the acute service. For example the progress of their service is tracked by acute 
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metrics, which they see as inappropriate. They feel like a ‘satellite’ service as they are all 

viewed through the prism of the acute experience.  

 

 

8.7. There is the perception that in parts, the Trust is over-governed but not to good effect. In 

terms of making progress, staff talk about the layers of bureaucracy which are stifling their 

ability to take action. And the ever increasing need to ‘feed the beast’ of quality governance to 

provide assurance to the level above. Allied to this is the feeling of being disempowered to 

take decisions within their own sphere of responsibility. 

 

8.8. There is lack of visibility of the Board in many parts of the Trust and staff would like to see 

more of all Board members, though the Chief Executive is seen as the most visible and 

accessible. Staff do feel listened to but they are not confident that the Board hears. Where 

there have been opportunities for engagement, these have been positive but in almost all cases 

the feedback loop is missing.  

 

8.9. Staff believe that the Board would genuinely like to prioritise high quality patient care but the 

reality is that strategy and all decisions are driven by finance and the budgets. Their 

perception is driven by the emails, messages and priorities that they see coming from the 

centre. 

 

8.10. Executives are seen as overly preoccupied with the minutiae of operational delivery and do 

not appear to live by their oft quoted mantra of ‘You can’t be on the balcony and the dance 

floor at the same time’. The consequences of this are that the team are not able to offer strong 

strategic guidance and direction and the Executive Team manage down a level, as does every 

other tier resulting in disempowered staff. 

 

8.11. Executives are also seen to discuss issues time and time again, deferring decisions repeatedly. 

They are seen to be very enthusiastic for new initiatives and the next ‘bright new shiny thing’. 

This appetite for new initiatives has produced benefits in terms of staff buy-in, for example 

Quality Champions and Listening into Action are spoken of in positive terms. But universally 

staff talk about the lack of follow through on delivery, which means that the full benefits are 

not realised. Many spoke about a desire to focus on the basics for a while and do these really 

well. 

 

8.12. Many spoke about the ‘Just Do It’ culture that is espoused. Staff felt encouraged by this, but 

some pointed out the paradox of this when governance is so complex and multi layered and 

disempowering. They also said that occasionally this complexity led EDs to circumvent 

normal processes and policy to achieve results.  
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8.13. The ‘Island mentality’ was often referred to, and usually used to explain a lack of pace to 

delivery at times, and a reluctance to hold people to account. To illustrate, ‘it can be 

challenging to have a difficult conversation over professional performance on a ward when 

you know you are going to see that person on the school run next week or in Sainsbury’s at the 

weekend’. 

  



94 | P a g e    
 

 

 

 

 
Appendix 3. 

Focus Group Questions 
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External Governance Review 

Patient Council Focus Group 

Monday 6th July 2015 

Isle of Wight NHS Trust 
 

 

Facilitated by Janice Smith, Governance Consultant, Capsticks 

Purpose: 

To find out patient's views on various aspects of the governance of the 
Trust to include in the final report. 

Questions: 

 Strategy 

- Do you know what the vision, values and strategy for the Trust are? 

- Have you been involved in developing these? 

-  Do you think that they are the right vision and values?  

- Is there anything you would add? 
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 Capability and culture 

- What do you know about the Trust Board? 

- Do you think that the Trust is well led? 

- Is the Board visible enough to patients? 

- Does the Board listen to patients? 

- Can you make your views known? 

- Does the Board prioritise safe, high quality, compassionate care? 

- Does the Board promote equality and diversity?  

 

 Process and structure 

- Have you ever attended a board meeting? If so, what did you think of 
it? If not, why not? 

- Have your views ever been sought on quality, operational or financial 
performance?  

- Do you know how to raise concerns or complaints? Have you ever 
done so? If so, what was the response? 

 

 Measurement 

- Do you know how the Trust is performing and how this is measured? 

 

 Are there any other governance matters that you would like to raise? 

 Thank you 
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Agenda  

External Governance Review-Staff Focus Group 

Monday 6th July  

Isle of Wight NHS Trust 
 

 

Facilitated by Janice Smith, Governance Consultant, Capsticks 

Purpose: 

To find out staff views on various aspects of the governance of the Trust to include in 
the final report. 

 

Questions: 

 Strategy 

- Do you know what the vision, values and strategy for the Trust are? 

- Have you been involved in developing these? 

- Do you think that they are the right vision and values?  

- Were you involved in developing the Clinical Quality Strategy and does the 
strategy for your service include specific quality measures and objectives? 
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- Do you receive regular updates on progress to deliver the strategy and its 
objectives? 

 

 Capability and culture 

- What do you know about the Trust Board? 

- Do you think that the Trust is well led? 

- Is the Board visible enough to staff? 

- Does the Board listen to staff? 

- Can you make your views known? 

- Does the Board prioritise safe, high quality, compassionate care? 

- Does the Board promote equality and diversity?  

 

 Process and structure 

- Have you ever attended a board meeting? If so, what did you think of it? If not, 
why not? 

- Have your views ever been sought on quality, operational or financial 
performance?  

- Do you know how to raise concerns or complaints? Have you ever done so? If 
so, what was the response? 

- Are your personal objectives based on the Trust's clinical quality objectives and 
priorities? 

- Do you know how to report incidents? What happens when you do? 

- Do you get feedback from incident reporting? Are lessons learned? 

- Do you have access to senior leaders to showcase any quality improvements and 
to highlight any deficiencies in your services? 

 Measurement 

- Do you know how the Trust is performing and what your part is in this? How is 
this measured? 
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- Are you made aware of both the Trust’s performance and quality indicators and 
also for your own area? 

 Are there any other governance matters that you would like to raise? 

 Thank you 
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Appendix 4. 

Board Development Plan 
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Draft Board Development Programme 

Isle of Wight NHS Trust 

 

This programme has been designed to respond to priorities highlighted in the Well Led Review, the appointment of a new 

Chair, and our understanding of the leadership needs of the Board. It proposes a series of bi-monthly Board sessions, each one 

revolving around a key theme. In order to maximise the benefit of the development opportunity, it is suggested that no formal 

Board business is transacted on these days. 

 

 

Session Topic Purpose 

 

1 

 

Roles, Responsibilities, 

Expectations 

Culture and Value 

Board Dynamics 

Support, Challenge and Assurance 

 

 
On appointment of new Chair to gain an 
understanding of how Board members are 
going to work together as a high performing 
team. 

 

2 

 

Strategy review and refresh 

 

 
Clarify the strategy, align underpinning 
strategies and gain Board ownership 
 

 

3 

 

Key themes of Board Reviews 

undertaken 

 

 
Collective consideration of the key issues 
highlighted in all the reviews undertaken over 
the last 18 months to gain a better 
understanding of priorities for Board action. 
 

 

4 

 

Risk and governance 

 

 
Gain a clear understanding of the reviewed 
risk management systems and streamlined 
governance systems including the new BAF 
and how it links strategy and operational Risk 
Registers. 
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5 

 

Clinical Leadership and Quality 

 
Gain a clear understanding on the Clinical 
strategy through invitation, input and 
involvement of current and future clinical 
leaders. 
 

 

6 

 

Ambulance Service 

 
Gain a better understanding of critical issues 
of Ambulance staff and the service 
requirements including Board walkabouts 
during the session. Focus on quality and staff 
engagement. 
 

 

7 

 

Community and Mental Health 

Service 

 
Gain a better understanding of critical issues 
of Community and Mental Health staff and the 
service requirements including Board 
walkabouts during the session. Focus on 
quality and staff engagement. 
 

 

8 

 

Hospital Service 

 
Gain a better understanding of critical issues 
of Hospital staff and the service requirements 
including Board walkabouts during the 
session. Focus on quality and staff 
engagement. 
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This document has been prepared 
by the Capsticks Governance 
Consultancy Service on behalf of 
Isle of Wight NHS Trust. 
 
The issues in this report are 
restricted to those that came to our 
attention during this review and are 
not necessarily a comprehensive 
statement of all the opportunities 
or weaknesses that may exist, nor 
of all the improvements that may 
be required.  
 
The Capsticks Governance 
Consultancy Service has taken 
every care to ensure that the 
information provided in this report 
is as accurate as possible, based on 
the information we have been 
provided and documentation 
reviewed. However, no complete 
guarantee or warranty can be given 
with regard to the advice and 
information contained herein. This 
work does not provide absolute 
assurance that material errors, loss 
or fraud do not exist.  
 
This report is prepared solely for 
the use by the Board of Isle of 
Wight NHS Trust. Details may be 
made available to specified external 
agencies, including the Care Quality 
Commission and the NHS Trust 
Development Authority, but 
otherwise the report should not be 
quoted or referred to in whole or in 
part without prior consent. No 
responsibility to any third party is 
accepted as the report has not been 
prepared and is not intended for 
any other purpose. 
 

© Capsticks Governance 

Consultancy Service 

Capsticks Solicitors LLP 

1 St George’s Road, Wimbledon, 

London SW19 4DR 

21st August 2015 
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Trust Action Plan following the Capsticks Governance Review Commenced - 10th August  2015

Recommendation 14 links intrinsically with recommendation 22 
and must not be actioned without due regard being paid to 
recommendation 22 and the associated action.
In addition this recommendation also links with recommendation 

NB recommendations 25 to 32 are intrinsically linked and centre 
around the action to produce a revised Risk Management 
Strategy and Policy, which adequately addresses all the other 
recommendations.

Recommendation 17 links intrinsically with recommendation 39 
and should not be actioned in isolation.

Recommendations 40 to 42 are intrinsically linked and as such 
should be actioned as one including.    

Recommendations 18, 19, 20, and 21 all require a review of the 
Committee TOR’s 

Recommendation 44 links intrinsically with recommendations 
46, 47, and 48 and must not be actioned in isolation.

No Recommendation made Trust 
Response

Action No QGAF
Ref

Action(s) identified Accountability/
Lead Director

Responsible/
Operational 
Delivery team

Start Date Due Date Slipped 
Forecast 
Date

Current Status Closed Date Commentary

1.1 Devise an annual strategy development programme for 
the Trust and ensure it is implemented

Katie Gray Andy Shorkey 10-Aug-15 09-Nov-15 Amber Initial Strategy Session planned for the 11th August 

1.2 TDA-QR-10
(action 36)

Produce a 5 year clinical strategy Mark Pugh tbc 10-Aug-15 31-Mar-16 Amber

1.3 Produce the following strategies:
IT 
Estates
Workforce
Contracting (including NHS and Commercial)
Finance

Katie Gray
Chris Palmer
Jane Pound

10-Aug-15 09-Nov-15 Amber

2 The Board meeting agenda balance should be addressed by 
a much stronger focus on strategy and quality and a more 
proportionate attention on process and operational 
performance. 

Agreed 2.1 Review Board agenda to ensure focus on strategy and 
quality. 

Trust Chair Mark Price 24-Aug-15 09-Nov-15 Amber New Chair appointed due to start 17th August.
This action must align with production of Annual Strategic Development 
Programme Action 1.1

3.1 Devise an engagement and stakeholder plan to 
communicate the vision and values

Katie Gray Andy Hollebon 10-Aug-15 13-Aug-15 Green 13-Aug-15

3.2 Implement the engagement and stakeholder plan to 
communicate the vision and values

Katie Gray Andy Hollebon 13-Aug-15 01-Nov-15 Amber Testing to take place mid October

3.3 Devise an engagement and stakeholder plan to 
communicate the strategy

Katie Gray Andy Hollebon 13-Aug-15 01-Nov-15 Amber

3.4 Implement the engagement and stakeholder plan to 
communicate the strategy

Katie Gray Andy Hollebon 13-Aug-15 01-Nov-15 Amber

4.1 2b
(action 31)

Approve Quality Improvement Framework Alan Sheward Deborah Matthews 10-Aug-15 02-Sep-15 Amber Due at Board meeting on 2nd September 15

4.2 2b
(action 31)

On completion of the Directorate restructure devise a 
Quality Summit around the 5 business units

Alan Sheward Deborah Matthews 10-Aug-15 01-Dec-15 Amber

5.1 TDA-QR-10
(action 36)

Revise process for developing individual service strategies 
to ensure they align effectively with the overarching 
clinical strategy/Trust Strategy etc.

Shaun Stacey Clinical Directors for 
HAD & CMHD

10-Aug-15 09-Nov-15 Amber

5.2 2)      Revise service strategy template to ensure that each 
service strategy contains an action plan, and train staff on 
how to devise SMART actions.

Shaun Stacey Clinical Directors for 
HAD & CMHD

10-Aug-15 09-Nov-15 Amber

5.3 4a
(action 31)

Service leads to determine appropriate service metrics (NB 
staff may need support is this is something they have not 
undertaken previously)

Shaun Stacey Clinical Directors for 
HAD & CMHD

10-Aug-15 09-Nov-15 Amber

4

1

Agreed

The Board should complete, as a top priority, a strategy 
development programme and agree the strategic direction. 
They should produce a 5 year clinical strategy which 
clarifies, aligns, updates and refreshes, Beyond Boundaries, 
MLAFL, Vanguard and the Quality Improvement Framework. 
All of these initiatives/projects should be explicitly linked so 
they form a seamless and coherent set of strategic planning 
documents.

Agreed 

5 The link between individual service strategies and the 
overarching clinical strategy should be strengthened 
including: 
-  Clarification of how individual service strategies are to be 
developed in conjunction with the clinical strategy to ensure 
alignment between service and Trust wide objectives 
-  Each of the service strategies should have a detailed 
action plan with smart outcomes, clearly linked back to the 
strategic objectives 
-  Each of the service areas should develop their own 
metrics to measure how effective the strategy is achieved.

Agreed

The approval of the Quality Improvement Framework 
provides an opportunity to engage with staff on the quality 
agenda and where that sits in relation to vision, values and 
strategy. A Quality Summit should be convened for all 
divisional staff and clinicians from all service areas to 

Once the Board has implemented recommendation 1 an 
engagement and stakeholder plan should be initiated to 
ensure staff have the same clarity of understanding on the 
vision, values and the strategy as the Board. Staff should 
also be engaged in designing the implementation of the 
strategic plan so that each service area has relevant actions. 

3

Agreed 
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 6 A comprehensive and systematic quality impact assessment 
process should be implemented. This should include 
clinicians in lead roles at directorate/business unit, and 
relevant specialty level. 

Agreed 6.1 1b
(action 12)

QIA to be reviewed and implemented. Alan Sheward / 
Katie Gray

PGO
Operational Business 
Units

10-Aug-15 01-Nov-15 Amber

7 Review the Board Development Programme once the new 
Chair has started and include team building sessions and 
time to discuss strategy and culture. 

Agreed 7.1 2a
(action 18)

Review of Board Development Programme to be 
undertaken with the new Chair

Trust Chair Mark Price 24-Aug-15 01-Oct-15 Amber

8 Restart the Board walkabout programme and consider 
twinning NEDs with areas of the Trust’s services. 

Agreed 8.1 2b
(action 21)

Restart Board walkabout programme
Roll out programme of 'in your shoes' for managers band 
8a and above

Alan Sheward Vanessa Flower 10-Aug-15 13-Aug-15 Green 13-Aug-15 Programme in place

9 Make sure that there is succession planning for the Board 
and particularly start the search for a NED with financial 
qualifications. 

Agreed 9.1 Devise a workforce Strategy, which includes succession 
planning for the Board

Trust Chair Mark Price 24-Aug-15 09-Nov-15 Amber

10 Develop a clinical leadership programme to support the new 
directorate structure and train future clinical leaders. This 
should be based on ‘in role’ support and development that 
is on-going

Agreed 10.1 2a/b
(action 44)

Develop a clinical leadership programme Shaun Stacey
Katie Gray

Oliver Cramer 10-Aug-15 01-Sep-15 Amber This programme will follow the roll out of the new Directorate structure

11 The Board should carry out an annual evaluation of its 
effectiveness which includes obtaining views from a range 
of internal and external stakeholders. 

Agreed 11.1 Devise an Annual Board Effectiveness evaluation tool to 
include an assessment of the Terms of Reference, 
assessment of Board objectives and stakeholder 
evaluation and build reviews into forward planning cycle. 

Mark Price Lynn Cave 24-Aug-15 01-Dec-15 Amber To be facilitated at the end of each financial year to tie in with the Annual 
Accounts

12.1 Review the HR performance management processes and ensure 
that they align with the Workforce Strategy

Jane Pound Jackie Skeel 10-Aug-15 01-Oct-15 Amber Needs to align with Workforce Strategy (Action 1.3)

12.2 Implement a training programme for managers and 
leaders in how to deal effectively with poor performance 
or inappropriate behaviour and audit compliance.

Jane Pound
Katie Gray

Jackie Skeel 10-Aug-15 09-Nov-15 Amber Needs to align with Workforce Strategy (Action 1.3)
Talent works commissioned to undertake piece of work around values and 
behaviours

Partial 
Agreed

13.1 3c
(action 41)

Design a robust mechanism to respond to staff comments 
aligned with the QIF

Karen Baker Leisa Gardiner 10-Aug-15 31-Dec-15 Green 13-May-15 Partial Agreed - extensive programme of LiA events scheduled, however, 
increased communication required

Agreed 13.2 3c
(action 41)

Increase the number of LiA sponsors and increase 
awareness and engagement across the Trust

Karen Baker Leisa Gardiner 10-Aug-15 31-Dec-15 Amber

14.1 2a
(actions 2 & 45)

Revise governance schematic to ensure responsibilities are 
more effectively distributed and being undertaken at the 
commensurate level across the Trust.

Shaun Stacey Clinical Directors for 
HAD & CMHD

10-Aug-15 01-Mar-16 Amber

14.2 2a
(actions 2 & 45)

Devise a programme of training and competence checking 
to ensure staff are adequately able to undertake their 
duties

Shaun Stacey Clinical Directors for 
HAD & CMHD

10-Aug-15 01-Mar-16 Amber

15.1 Review existing staff well being mechanisms and 
strengthen where appropriate.

Karen Baker Mark Elmore
Di Eccleston

10-Aug-15 18-Sep-15 Amber

15.2 Executive Director lead for Health & Wellbeing to be 
identified and publicised

Karen Baker Karen Baker 10-Aug-15 18-Sep-15 Amber

16 Forward planners need to be revisited for all Committees to 
ensure agendas retain greater strategic focus and determine 
what activity needs to be undertaken at sub-committee 
level. 

Agreed 16.1 Introduce revised forward planners for Board/Committee 
meetings

Mark Price Lynn Cave
Committee 
Administrators

24-Aug-15 09-Nov-15 Amber Needs to align with revised strategy (Action 1.1)

12 Ensure that behaviour and performance that is inconsistent 
with the Trust’s values is dealt with promptly, appropriately 
and fairly, and that managers and clinical leaders at all levels 
are supported in doing so. 

Agreed

13 Continue to develop the LIA programme and involve as 
many staff as possible. Increase the number of listening 
events across all areas and develop a programme of 
activities to respond to comments raised and feedback to 
staff. 

14 Devolve specific governance responsibilities to the new 
business units and hold them to account for those. 

Agreed

15 Develop mechanisms to support staff and promote their 
well-being 

Agreed 
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 17 There should be more exception based reporting and make 
better use of executive summaries to highlight areas for 
detailed scrutiny. 

Agreed 17.1 4c Undertake a systematic review of reports being presented 
and consider the appropriateness of the content in terms 
of:- 
a.      Is the detail commensurate with the hierarchy of the 
meeting?
b.      What is the purpose of the report and is it being 
fulfilled

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

18.1 Revise TOR for committees and include the requirement 
to undertake deep dives.

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

18.2 Devise a programme of deep dives to be undertake on a 
rolling 3 monthly basis (due to the changing nature of the 
issues requiring review)

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

19 Linkages between the Board committees need to be 
strengthened by explicit reference to that within the terms 
of reference of each Board committee and to be explicit at 
the end of each meeting which matters need to be referred 
to other Board committees, and for that matter to the 
Board. 

Agreed 19.1 1b
(action 13)

Revise TOR for each Committee to strengthen links 
between them and ensure appropriate demarcation.  Also 
include which issues are to be referred to other meetings.

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

20 Terms of reference for all Committees need to be reviewed 
to reflect in particular changes that have taken place in 
membership, particularly in the light of the appointment of 
the Chief Operating Officer. 

Agreed 20.1 1b
(action 13)

Revise TOR for each Committee to ensure changes in 
staffing profile have been incorporated.

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

21.1 Review FIIWC TOR to include IT Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

21.2 Set up a IT task and finish group to review current IT issues 
to report to FIIWC

Mark Price Committee Chairs 24-Aug-15 01-Oct-15 Amber

22 The sub-committee structure below all Board Committees 
needs to be reviewed and simplified so that it is clear what 
the role of each sub-committee is and whether they need to 
report to that Board Committee or to TEC. 

Agreed 22.1 2a Undertake comprehensive review of meeting structure 
across the Trust to ensure that the schematic  of meetings 
adequately supports the new Business Unit structure 
whilst also ensuring that responsibilities relating to 
governance are more firmly embedded at Business Unit 
level

Mark Price Lucie Johnson 24-Aug-15 01-Oct-15 Amber TEC session on 21st September dedicated to a review of the meeting 
structure

23 Executive Directors should take responsibility for their 
Board papers including information on the cover sheets. 

Agreed 23.1 Executive Directors to present their papers to Board and 
Committees, and ensure that the front sheets are 
appropriate.

Karen Baker Mark Price 24-Aug-15 07-Oct-15 Amber Approval structure for approval in the event of absence to be agreed

24.1 Identify all partnership and joint ventures where governance is 
required

Mark Price Abolfazl Abdi 24-Aug-15 30-Sep-15 Amber

24.2 Undertake a review of all governance arrangements for 
partnerships and joint working arrangements to ensure 
they are robust.

Mark Price Lucie Johnson 24-Aug-15 30-Nov-15 Amber

24.3 Communicate governance arrangements effectively with 
staff concerned and ensure these documents are readily 
available on the intranet.

Mark Price Lucie Johnson 24-Aug-15 30-Nov-15 Amber

25 The risk management strategy needs to be reviewed and 
refreshed in the light of the various changes taking place 
with the new business units 

Agreed 25.1 Review the Trust Risk Management Strategy Mark Price Lucie Johnson 24-Aug-15 07-Oct-15 Amber Presenting at ACRC on 4th September, for Board approval 7th October 15

26.1 Undertake a comprehensive review of the Trust's risk 
management process and determine weaknesses.  Revised 
strategy and policy to be produced to set out the way forward

Mark Price Lucie Johnson 10-Aug-15 07-Oct-15 Amber commenced

26.2 Suite of Risk training to be written and delivered to ensure 
it is appropriate to meet the needs of the Trust in line with 
the Risk Management Strategy

Mark Price Lucie Johnson 10-Aug-15 01-Mar-16 Amber

Review governance processes for all partnerships and joint 
working arrangements to ensure that they are clear and 
then communicate them to staff. This includes Vanguard. 

24 Agreed 

IM&T should become part of the FIIWC but it may also be 
necessary to form a task and finish group focused on IT 
(which would report to FIIWC) 

Agreed 21

Agreed All Board committees need to undertake more “deep dive” 
sessions alongside the transaction of formal business in 
order to gain greater 

18

AgreedThe risk management process should be reviewed to ensure 
that risks are identified and managed and escalated and de-
escalated on the risk registers as appropriate. When 
reviewing the risk registers decide which risks it is 
appropriate to include and provide guidance on this. 

26
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 27 The Trust should ensure the implementation and 
development of Datix 

Agreed 27.1 DATIX Web risks to be rolled out across the Trust Mark Price Lucie Johnson 10-Aug-15 01-Nov-15 Amber Datix web risks purchased.  Meeting with Datix on the 17th August to 
commence building the risk templates.  Once built there will need to be a 
comprehensive suite of training to all staff in how to utilise the system in 
line with the revised Risk Management Strategy.

28 Undertake a risk reconciliation exercise to review all risks 
and ensure they are appropriate, accurately defined and 
scored appropriately 

Agreed 28.1 Review all risks recorded, including:-
a.      301 BAF risks 
b.      84 Corporate risks
c.       Directorate Risks as below:-    
           i.      CMH 111       
           ii.      HAD -183   
           iii.      Corporate 52
Equating to 731 risks, some of which are replicated across 
the three risk register types.

Mark Price Lucie Johnson 10-Aug-15 01-Mar-16 Amber Commenced.  Review of BAF risks currently underway.

29 The Trust should consider whether the focus for the Risk 
Management Committee should become more akin to a 
Task and Finish group that has a clearer remit to monitor, 
manage and support the operational delivery of risk 
management. 

Agreed 29.1 Review the Terms of Reference for the Risk Management 
Group in light of the revised Risk Management Strategy. 

Mark Price Lucie Johnson 10-Aug-15 01-Oct-15 Amber Revised Risk Management Strategy and Policy drafted which makes clear 
the requirements of this meeting.

30 The review of the risk management process should explicitly 
describe the link between the BAF and the risk registers to 
ensure visibility and recording of Principal Risks is 
considered at Board meetings when reviewing the BAF. 

Agreed 30.1 In line with recommendation 25 the new Risk 
Management Strategy will be explicit about the links 
between the 3 different level of risk register 
a.      Principle
b.      Corporate
c.       Business Unit

Mark Price Lucie Johnson 10-Aug-15 07-Oct-15 Amber Revised Risk Management Strategy and Policy, drafted and will go to ACRC 
on 4th September 2015, and the Board on 7th October 15

31 The BAF should be comprehensively reviewed and rewritten 
to ensure it captures the key risks for the 5 year strategy. 

Agreed 31.1 Devise new BAF, whilst ensuring that any appropriate risks 
are retained within the risk management structure at the 
commensurate level  i.e. Principle, Corporate, Business 
Unit

Mark Price Lucie Johnson 10-Aug-15 07-Oct-15 Amber Will be presented to Board on 7th October 15

32 Develop a training programme for all of the new business 
units to enable them to better identify risks and promote a 
positive culture around this skill. 

Agreed 32.2 Suite of Risk training to be written to ensure it is 
appropriate to meet the needs of the Trust.  This suite of 
training needs to be bespoke to the staff group 
undertaking the training.  Once designed the training will 
need to be rolled out across the Trust.

Mark Price Lucie Johnson 10-Aug-15 01-Mar-16 Amber

33 Within the new directorate structure there needs to be 
clarity of roles and responsibilities particularly with regard 
to escalation of performance issues. 

Agreed 33.1 2a Review of existing performance reporting mechanisms and 
ensure they are fit for purpose.  Ensure revised 
mechanism is communicated effectively and embedded.

Shaun Stacey Clinical Directors 10-Aug-15 13-Aug-15 Green 13-Aug-15 Standard Operating Procedure in place and Job Descriptions produced

34 Develop a stakeholder map including interest and influence, 
frequency of communication and nominated leads 

Agreed 34.1 Produce a stakeholder interest, influence matrix and 
ensure strategies align appropriately with this.

Katie Gray Andy Hollebon 10-Aug-15 01-Sep-15 Amber

35.1 2b
(actions 23 & 50)

Develop and promote the role of the Quality Champions Katie Gray Deborah Matthews 10-Aug-15 30-Sep-15 Amber

35.2 2b
(actions 23 & 50)

Train the Quality Champions Katie Gray Jackie Skeel 10-Aug-15 30-Sep-15 Amber

36 Ensure that staff know that their views are listened to by 
circulating information about the changes that have been 
made as a result of their comments. A format such as “You 
said – we did” is often helpful. 

Agreed 36.1 3c
(action 41)

Introduce ‘you said, we did’ programme to complement 
LiA.

Katie Gray Andy Hollebon 10-Aug-15 01-Sep-15 Amber

37.1 3c
(action 41)

Devise a programme of listening and engagement events Karen Baker Leisa Gardiner 10-Aug-15 30-Nov-15 Amber

37.2 3c
(action 41)

Undertake a survey of Ambulance, Community & Mental 
Health staff

Karen Baker Leisa Gardiner 10-Aug-15 30-Nov-15 Amber

38 Review the Trust Whistleblowing Policy and ensure that it is 
updated in line with national guidance. 

Agreed 38.1 Review whistleblowing policy to ensure it aligns with 
national guidance

Jane Pound Mark Elmore 10-Aug-15 01-Sep-15 Amber

37 Hold a series of listening events in Ambulance, Community 
and Mental Health Directorates to ensure that staff don’t 
feel marginalised and also have more Board visits to those 
areas. 

Agreed

35 Develop and promote the role of the Quality Champions and 
ensure that they cover all areas of the Trust’s services. 

Agreed
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 39 Improve the information that goes to the Board through 
Reports:- 
-  Identifying key trends and themes 
- Providing information on progress with implementing 
strategy 
- Giving more prominence to patient experience information 
- Ensuring that locality measures not part of the mandatory 
reporting dataset are included to ensure local responsivenes

Agreed 39.1 4b/c Undertake a systematic review of reports being presented 
and consider the appropriateness of the content in terms 
of:- 
a.      Is the detail commensurate with the hierarchy of the 
meeting?
b.      What is the purpose of the report and is it being 
fulfilled

Mark Price Committee Chairs
Executive Directors

24-Aug-15 01-Oct-15 Amber

40.1 1b
(action 13)

2a

Undertaking a review of the Quality Governance 
structures and clarify the role of SEE committee, in 
providing assurance QCPC, who in turn report to Board.

Alan Sheward Deborah Matthews 10-Aug-15 01-Oct-15 Amber

40.2 1b
(action 13)

2a

Ensure reporting schedule is defined to ensure the right 
information is presented to the right meeting at the right 
time, using exception reporting where appropriate.

Alan Sheward Deborah Matthews 10-Aug-15 01-Oct-15 Amber

41.1 2a Undertaking a review of the Quality Governance 
structures and clarify the role of SEE committee, in 
providing assurance QCPC, who in turn report to Board.

Alan Sheward
Nina Moorman

Deborah Matthews 10-Aug-15 01-Oct-15 Amber

41.2 2a Ensure reporting schedule is defined to ensure the right 
information is presented to the right meeting at the right 
time, using exception reporting where appropriate.

Alan Sheward
Nina Moorman

Deborah Matthews 10-Aug-15 01-Oct-15 Amber

42.1 2a Undertaking a review of the Quality Governance 
structures and clarify the role of SEE committee, in 
providing assurance QCPC, who in turn report to Board.

Alan Sheward
Nina Moorman

Deborah Matthews 10-Aug-15 01-Oct-15 Amber

42.2 2a Ensure reporting schedule is defined to ensure the right 
information is presented to the right meeting at the right 
time, using exception reporting where appropriate.

Alan Sheward
Nina Moorman

Deborah Matthews 10-Aug-15 01-Oct-15 Amber

43 Identify medical time to lead on clinical information, to work 
with the data team to ensure that the output is tailored to 
patient and clinical need. 

Agreed 43.1 4a
(actions 30 & 31)

Develop service level clinical data metrics Mark Pugh
Shaun Stacey
Alan Sheward

Clinical Directors 
Business Unit Leads

10-Aug-15 04-Jan-16 Amber

44 Create a clinical informatics strategy with a clinical lead, to 
ensure that the Trust develops this critical area. 

Agreed 44.1 4a
(actions 30 & 31)

Produce a clinical information strategy Mark Pugh
Shaun Stacey
Alan Sheward

Clinical Directors 
Business Unit Leads

10-Aug-15 04-Jan-16 Amber

45 The Internal Audit programme should include assessment of 
data quality, in areas of particular importance to the Trust. 

Agreed 45.1 Ensure the cycle of Internal Audit includes the assessment 
of data quality.

Alan Sheward
Chris Palmer

Deborah Matthews
Kevin Curnow

10-Aug-15 01-Sep-15 Amber

46 Produce a clear strategy for the development of an 
Electronic Patient Record to pull together the many strands 
of ‘digital development’ that will facilitate the delivery of 
high quality care. 

Agreed 46.1 Produce a clear system wide strategy for the development 
of  Electronic  Records (links with recommendation 44)

Katie Gray Paul Dubery 10-Aug-15 01-Oct-15 Amber This a My Life a Full Life enabling workstream

47 Review the current IT needs across the Trust and prioritise 
action within available resources 

Agreed 47.1 Undertake a review of the current IT needs across the 
Trust to inform decision making 

Katie Gray Paul Dubery 24-Aug-15 23-Nov-15 Amber

48 Work towards record sharing between primary and 
secondary care on the island, particularly given the strategic 
aims of integration embodied in the Vanguard plan. 

Agreed 48.1 Review to be undertaken with regards to how best to 
achieved seamless information sharing between 
healthcare providers, due consideration should be given to 
systems, processes including NHS.net/NHS Numbers etc

Katie Gray Paul Dubery 10-Aug-15 01-Oct-15 Amber

42

Agreed

AgreedQCPC should present a quality report to Trust Board, 
through the Committee Chair, that facilitates Board 
discussion on overall trends, areas that are consistently off 
trajectory and which threaten the strategic progress of the 
Trust, or which are of major importance and have 
regulatory, reputational, or significant safety implications. 

The role of SEE Committee should be clarified as the forum 
in which Directorates are held to account for quality 
performance, on behalf of the Executives. SEE should report 
formally to TEC, where Executive Directors can take 
oversight and identify trends, linkages and actions that need 
to be taken at this level. Directorates, or the business units 
that replace them, should hold specialties and services to 
account

QCPC should take a formalised report from SEE Committee, 
which has been approved at TEC. The role of QCPC should 
be to take broad oversight of quality performance across 
the Trust, identifying trends and key themes that may 
require high level action.

40

41

Agreed 
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REPORT TO THE TRUST BOARD  

2nd September 2015 
Title Board Self-certification and Licence Conditions 
Sponsoring Executive Director FT Programme Director / Company Secretary 
Author(s) Head of Corporate Governance  
Purpose To Approve 
Action required by the Board: Receive  Approve X 
Previously considered by (state date): 

Sub-Committee Dates 
Discussed 

Key Issues, Concerns and 
Recommendations from Sub Committee 

Finance, Investment, 
Information and Workforce 
Committee 

25.8.15 Agreed 

Quality and Clinical 
Performance Committee 

August Meeting 
cancelled 

 

Consultation with Staff, stakeholder, patient and public engagement: 
Not applicable 
Executive Summary & Analysis: 
 
This suite of documents includes:- 
 

1. The Board Self Certification Report 
2. The Trust Self Certification against the Board Statements 
3. The Trust Self Certification against the Licence Conditions 

 
These documents represent the Trust Development Authority (TDA) self-certification return covering 
the July 2015 performance period for approval by the Trust Board. 
 
The key points covered include: 

· Background to the requirement 
· Assurance  
· Performance summary and key issues 
· Recommendations 

 
The Finance, Investment, Information & Workforce Committee considered and agreed the self-
certification return and have not recommended any amendments. 
The August Quality & Clinical Performance Committee was cancelled and therefore unable to provide 
a recommendation 
 
The following Board Statements remain at risk, 1, 2, 5, 6, 7, 8, 10, 13, 14, from a total of 14 
statements, equating to 64% of the statements being at risk. 
 

Level of Assurance provided to the Board by the report: 

There are a number of Board Statements that remain at Risk and as such this report provides limited 
assurance 

 
Positive Assurance £ Limited Assurance  X Negative Assurance £ 
 
 
 

Enc R 
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Recommendation to the Board: 

The Trust Board is required to self-certify against selected Board Statements and Monitor Licence 
Conditions as part of the Trust Development Authority’s oversight arrangements specified in the 
Accountability Framework for NHS Trust Boards 2014/15. 

Therefore Board members are asked to approve the attached Board Statements and Licence 
Conditions. 

 

Attached Appendices & Background papers 

1. Board Report 
2. Board Statements Table 
3. Licence Conditions Table 

For following sections – please indicate as appropriate: 

Key Trust Strategic Context  
 

This suite of documents relates to all Trust Goals 

Principal Risks (please enter 
applicable BAF references – eg 
1.1; 1.6) 

 

Legal implications, regulatory and 
consultation requirements 

TDA requirement, although also relates to CQC/IG  

 
Date:  26th August 2015   Completed by:  Lucie Johnson Head of Corporate Governance &  
                                                                    Pauline Woodford, Risk Administrator 
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ISLE OF WIGHT NHS TRUST 
SELF-CERTIFICATION 

 
1. Purpose 
 
To seek approval of the proposed self-certification return for the July 2015 reporting period, 
prior to submission to the Trust Development Authority (TDA).  
 
2. Background 
 
From August 2012, as part of the Foundation Trust application process the Trust was 
required to self-certify on a monthly basis against the requirements of the SHA’s Single 
Operating Model (SOM).  The Trust Development Authority (TDA) assumed responsibility for 
oversight of NHS Trusts and FT applications in April 2013 and the oversight arrangements 
are outlined within its Accountability Framework for NHS Trust Boards.   
 
In March 2014 the TDA published a revised Accountability Framework for 2014/15.  There 
are no fundamental changes with respect to the self-certification requirements.   
 
The Trust must continue to make monthly self-certified declarations against prescribed 
Board Statements and Monitor Licence Conditions. 
 
Where non-compliance is identified, an explanation is required together with a forecast date 
when compliance will be achieved.   
 
3. Assurance 
 
Lead professionals across the Trust have been engaged to ensure the provision of 
supporting information and the identification of gaps, issues and actions required to provide 
a sufficient degree of assurance to the Trust Board to enable approval of the self-certification 
return as an accurate representation of the Trust’s current status. 
 
Draft self-certification returns have been considered by the Finance, Investment, Information 
and Workforce Committee and relevant senior officers and Executive Directors.  Board 
Statements and Monitor Licence Conditions are considered with respect to the evidence to 
support a positive response, contra indicators and threats to current status together with 
action plans and activity to maintain or improve the current assessed position.  The Trust 
Board may wish to amend the responses to Board Statements based on a holistic view of 
the complete self-certification return and feedback from Board sub-committee Chairs.   
 
 
4. Performance Summary and Key Issues 
 
Board Statements 
 
Board Statements 1, 2, 6, 13 and 14 remain ‘at risk’ as a consequence of the CQC 
inspection undertaken in June 2014.   Progress continues against the Quality Improvement 
Plan (QIP) and the Trust remains on trajectory towards declaring full CQC compliance. 
Board statements 5 (further assurance needed and challenge by Commissioners) and 8 
(Performance against plan this year and the risk to underlying assumptions for 2015/16) 
have been declared “at risk” following discussion at FIIWC and QCPC and agreed at Board 
on 1.4.15 
Following FIIWC meeting on 26.5.15 Board Statement 7 was proposed “at risk” as it was 
identified that the Board have not fully considered all potential future risks associated with 
national drivers and resultant changes in healthcare delivery. At 3rd June Board meeting this 
was approved. 
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As a positive trajectory towards improvement had still not been demonstrated with respect to 
the governance risk rating (GRR), it was previously recommended that Board Statement 10 
remains ‘at risk’, and that the target compliance date be slipped to 31st March 2015.  
However, this date was still not achieved, was originally moved to 31st May 2015 and 
following consideration has now been moved forward to 30th September 2015, giving a more 
realistic date for achievement.  This position is reflected within the draft return document 
(Appendix 1a).    
 
Licence Conditions 
 
All Licence Conditions remain marked as compliant.  A watching brief should be maintained 
with respect to condition G7 (Registration with the Care Quality Commission) as it could be 
put at risk if the QIP is not delivered sufficiently to the satisfaction of the CQC.  This position 
is reflected within the draft return document (Appendix 1b) 

5. Recommendations 

It is recommended that the Trust Board: 
(i) Consider feedback from Board sub-committee and determine whether any changes 

to the declarations at 1a and 1b are required; 
(ii) Approve the submission of the TDA self-certification return; 
(iii) Identify if any Board action is required 

 
Lucie Johnson 
Head of Corporate Governance & Risk Management 

6. Appendices 
 
1a – Board Statements 
1b – Licence Conditions 

7. Supporting Information 
 

· Delivering for Patients: the 2014/15 Accountability Framework for NHS trust boards, 31 
March 2014  

· Risk Assessment Framework, Monitor, 27 August 2013   



BB - TDA Accountability Framework - Board Statements Appendix - 1(a)

For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that: Response Comment where non-compliant or at risk of 

non-compliance
Timescale for 
Compliance Executive Lead

1 At risk

The CQC Chief Inspector of Hospitals report 
identified gaps in assurance.  An action plan has 
been developed and work to clarify gaps in 
assurance and test systems and processes is 
underway.   

30-Sep-15 Alan Sheward QCPC

2 At risk

The CQC Chief Inspector of Hospitals report 
identified gaps in assurance.  An action plan has 
been developed and work to clarify gaps in 
assurance and test systems and processes is 
underway.   

30-Sep-15 Alan Sheward QCPC

3 Yes Mark Pugh FIIWC

For FINANCE, that: Response

4 Yes Chris Palmer FIIWC

For GOVERNANCE, that: Response

5 At risk
Further assurance needed and challenge by 
commissioners

31-Oct-15 Mark Price FIIWC
QCPC

6 At risk

The CQC Chief Inspector of Hospitals report 
identified gaps in assurance.  An action plan has 
been developed and work to clarify gaps in 
assurance and test systems and processes is 
underway.   

30-Sep-15 Mark Price FIIWC
QCPC

7 At risk

The Finance, Investment, Information &
Workforce Committee considered the self-
certification return and requested Board
Statement 7 be amended to “at risk” as it was
identified that the Board have not fully
considered all potential future risks associated
with national drivers and resultant changes in
healthcare delivery.

30-Sep-15 Mark Price FIIWC
QCPC

8 At risk
Performance against plan this year and the risk 
to underlying assumptions for 2015/16

30-Sep-15 Katie Gray FIIWC
QCPC

9 Yes Mark Price FIIWC

10 At risk

The Trust's Governance Risk Rating (Monitor 
access and outcome measures) score declined 
significantly across quarters 1 & 2 2014/15.   
Indicator recovery plans are being 
implemented.

30-Sep-15 Shaun Stacey FIIWC
QCPC

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on 
behalf of the trust have met the relevant registration and revalidation requirements.

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the TDA's 
Oversight (supported by Care Quality Commission information, its own information on serious incidents, patterns of 
complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, effective 
arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its patients.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality Commission’s 
registration requirements.

The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting standards 
in force from time to time.

The board will ensure that the trust remains at all times compliant with has regard to the NHS Constitution.

All current key risks have been identified (raised either internally or by external audit and assessment bodies) and 
addressed – or there are appropriate action plans in place to address the issues – in a timely manner

The board has considered all likely future risks and has reviewed appropriate evidence regarding the level of severity, 
likelihood of occurrence and the plans for mitigation of these risks.

The necessary planning, performance management and corporate and clinical risk management processes and 
mitigation plans are in place to deliver the annual operating plan, including that all audit committee recommendations 
accepted by the board are implemented satisfactorily.

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 
(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the 
application of thresholds) as set out in the relevant GRR [Governance Risk Rating]; and a commitment to comply with all 
commissioned targets going forward.



BB - TDA Accountability Framework - Board Statements Appendix - 1(a)

For each statement, the Board is asked to confirm the following:

11 Yes Mark Price FIIWC

12 Yes Mark Price ACRC

13 At risk

The CQC Chief Inspector of Hospitals report 
identified gaps in assurance.  An action plan has 
been developed and work to clarify gaps in 
assurance and test systems and processes is 
underway.   

31-Aug-15 Karen Baker FIIWC

14 At risk

The CQC Chief Inspector of Hospitals report 
identified gaps in assurance.  An action plan has 
been developed and work to clarify gaps in 
assurance and test systems and processes is 
underway.   

31-Aug-15
Karen Baker FIIWC

The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the 
annual operating plan; and the management structure in place is adequate to deliver the annual operating plan.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance 
Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests, 
ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or 
plans are in place to fill any vacancies

The board is satisfied all executive and non-executive directors have the appropriate qualifications, experience and skills 
to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks, and 
ensuring management capacity and capability.



BB - TDA Accountability Framework - Licence Conditions Appendix - 1(b)

Licence condition Compliance
Compliance
(Yes / No)

Comment where non-compliant or at risk of non-compliance
Timescale for 
compliance

Accountable

1
Condition G4 – Fit and proper persons as Governors and Directors (also 
applicable to those performing equivalent or similar functions)

Yes Mark Price RemCom

2 Condition G7 – Registration with the Care Quality Commission Yes
This indicator could be but at risk if the CQC action plan is not implemented as 
required by the CQC.

Alan Sheward QCPC

3 Condition G8 – Patient eligibility and selection criteria Yes Alan Sheward QCPC

4 Condition P1 – Recording of information Yes Chris Palmer FIIWC
5 Condition P2 – Provision of information Yes Chris Palmer FIIWC
6 Condition P3 – Assurance report on submissions to Monitor Yes Chris Palmer FIIWC
7 Condition P4 – Compliance with the National Tariff Yes Chris Palmer FIIWC

8
Condition P5 – Constructive engagement concerning local tariff 
modifications

Yes Chris Palmer FIIWC

9 Condition C1 – The right of patients to make choices Yes Alan Sheward QCPC

10 Condition C2 – Competition oversight Yes Karen Baker FIIWC

11 Condition IC1 – Provision of integrated care Yes
Alan Sheward
Mark Pugh

QCPC
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REPORT TO THE TRUST BOARD (Part 1 - Public) 

ON 2 SEPTEMBER 2015 
Title Board Assurance Framework  

Sponsoring 
Executive Director Company Secretary 

Author Risk & Litigation Officer 

Purpose To note the Summary Report, the risks and assurances rated as Red, and 
approve the July and August 2015 recommended changes to Assurance 
RAG ratings. 

Action required by 
the Board: 

Receive  Approve X 
Previously considered by (state date): 
Trust Executive Committee  Mental Health Act Scrutiny 

Committee 
 

Audit and Corporate Risk Committee  Remuneration & Nominations 
Committee  

 

Charitable Funds Committee  Quality & Clinical Performance 
Committee 

 

Finance, Investment, Information & 
Workforce Committee 

 Foundation Trust Programme Board  

Please add any other committees below as needed 
Board Seminar    
Other (please state)  
Staff, stakeholder, patient and public engagement: 
None  
 
Executive Summary: 
The full 2014/15 BAF document was approved by Board in June 2014, including the high scoring local 
risks from the Corporate Risk Register, together with associated controls and action plans. 
It was agreed that the Board would receive dashboard summaries and exception reports only until the 
2015/16 BAF is approved. 
The dashboard summary includes summary details of the key changes in ratings, with 8 Principal 
Risks now rated Red in Assurance Level and 7 in Risk Scores. 
The exception report details 9 recommended changes to the Board Assurance RAG ratings of 
Principal Risks: 6 changes from Green to Amber (3.9, 3.21, 3.22, 6.2, 6.33 & 6.48); and three changes 
from Amber to Green (7.25, 9.1 & 10.26)  
For following sections – please indicate as appropriate: 

Trust Goal (see key) All five goals 

Critical Success Factors (see key) All Critical Success Factors 

Principal Risks (please enter applicable 
BAF references – eg 1.1; 1.6) All Principal Risks 

Assurance Level (shown on BAF) Red X Amber X Green X 

Legal implications, regulatory and 
consultation requirements 

 

 

Date:  20 August 2015                       Completed by:   Fiona Brothers, Risk & Litigation Officer 
 

Enc S 



BAF Status Report

Recommended changes to BAF assurance ratings, NEW BAF entries, Risk Scores and identification of NEW risks
Ref. Exec Lead Title/Description

Current Change to
CHANGES TO PRINCIPAL RISKS since last report

CSF3.9 EDTI; EMD; 
EDoN

3.9 (9.41) There are no indications of where the Trust will be planning to invest or 
disinvest (O33)
Chief Executive

Green Amber

CSF3.21 EDTI; EMD; 
EDoN

3.21 (9.15) There is no reference to national priorities, commissioning intentions or local 
priorities (O13)
Chief Executive

Green Amber

CSF3.22 EDTI; EMD; 
EDoN

3.22 (9.16) There is no explanation of how/ why these may impact upon or are 
important to the Trust and the services that it provides and intends to provide in the 
future (O13)
Chief Executive

Green Amber

Commentary

Principal Risks:
6 Principal Risks are recommended for changes to Amber from Green (3.9, 3.21, 3.22, 6.2, 6.33 & 6.48)
3 Principal Risks are recommended for changes to Green from Amber (7.25, 9.1 & 10.26)

4 New Risks have been added to the Risk Register since 22.06.2015
Ref. Directorate    Title
655  Nursing – Inability to discharge all adult safeguarding duties    
656  Community – Windows at Sevenacres not fit for purpose and present a ligature risk    
657  Corporate  - IG Risk associated with GP emails following GP migration of emails to NHS net
658  HAD – potential loss of NHS111 Service due to ageing Adastra Software and Hardware

4 Changes to previously notified Risk scores since the last report: 
620  Corporate - Lack of capacity to carry out Mandatory Resus Training.  Score decreased as Senior
         Resuscitation Officer role has been made a substantive and has now been recruited to.          
642  Community - Integrated Community Equipment Service inability to meet demand. Score decreased as Bank 
         staff located and put in place to mitigate some of the pressures, with LA funding agreed.  
651  Corporate – Risk of breach of Hospital Acquired CDiff.  Score increased due to current number of identified
         cases
654  Community – No Stroke Consultant Specialist.  Score decreased due to appointments being made who 
         commence in September

Assurance Rating

Strategic Objective & Critical Success Factor Status Overview 

Reduced Scores 

Increased Scores 

Assurance Status  RED
AMBER
GREEN

Principal Risk Status  RED
AMBER
GREEN

0

20

40

60

CX EDoF EDTI EDoN EMD CS&FT

CSF Status by Executive Lead GREEN AMBER RED

0 5 10 15

Controls Assurance by CSF  
0 5 10 15 20 25

Risk Register Status by CSF  
0 5 10 15

CSF1
CSF2
CSF3
CSF4
CSF5
CSF6
CSF7
CSF8
CSF9

CSF10

Principal Risks Status by CSF  

6 

SO 1 

SO 2 

SO 3 

SO 4 

SO 5 

Principal Risks: 61 Aligned Risk Register 
Risks: 81 

BAF 

3 



CSF6.2 CS&FT

6.2 (9.63) The Trust does not have governance arrangements in place to monitor and 
control the delivery process (O52)
Chief Executive/Company Secretary

Green Amber

CSF6.33 CS&FT

6.33 (10.64) The Board does not formally review progress towards delivering its strategy 
(B30)
Chief Executive

Green Amber

CSF6.48 CS&FT
6.48 (10.20 (10.53)) Significant unplanned variances in performance have occurred (B28) 
Chief Executive Green Amber

CSF7.25 EDoF; EDoN
7.25 (6.7) Inadequate plans for the timing and funding of significant capital investment 
to meet the Trust’s development strategies (F16)
Executive Director of Finance/ Exec Director of Transformation and Integration

Amber Green

CSF9.1 EDoN; EMD
9.1 (4.2) There is a weak recruitment process and the HR function is overstretched (Q47)
Interim Director of Workforce Amber Green

CSF10.26 EDoN

10.26 (10.32) There has been a high turnover in Board membership in the previous two 
years (i.e. 50% or more of the Board are new compared to two years ago) (B17) 
Chief Executive/Company Secretary

Amber Green

NEW RISKS added since 22.06.2015

CSF2 655 - 1 EDoN INABILITY TO DISCHARGE ALL ADULT SAFEGUARDING DUTIES 12 12

CSF8 656 - 1 EDoN WINDOWS AT SEVENACRES NOT FIT FOR PURPOSE 12 12

CSF6 657 - 1 CSFT IG RISK ASSOCIATED WITH GP MIGRATION OF EMAILS TO NHS NET 9 9

CSF8 658 - 1 EDoN
POTENTIAL LOSS OF NHS111 SERVICE DUE TO AGEING ADASTRA SOLUTION SERVER 
HARDWARE AND OPERATING SOFTWARE

16 16

CHANGES TO RISK SCORES since last report

CSF2 620 - 1 EDoN MANDATORY RESUSCITATION TRAINING - LACK OF CAPACITY 20 15

CSF1 642 - 1 EMD INTEGRATED COMMUNITY EQUIPMENT SERVICE ABILITY TO MEET DEMAND 16 12

CSF1 651 - 1 EDoN
RISK OF BREACH OF HOSPITAL ACQUIRED C'DIFF INFECTION (CDI) CASE OBJECTIVE FOR 
2015/16

12 20

CSF2 654 - 1 EDoN NO STROKE CONSULTANT SPECIALIST 20 12



BOARD ASSURANCE FRAMEWORK: For consideration at Trust Board 2.09.2015 IOW NHS TRUST: RED/AMBER RATED RISKS - CHANGED ASSURANCE RATING Last updated:  19.08.2015
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Action Plan to Address Gaps in Controls/Assurances

Performance management and monitoring committees:
 Objective 1 - QUALITY - Quality & Clinical Performance Committee
 Objective 2 - CLINICAL STRATEGY - Quality & Clinical Performance Committee
 Objective 3 - RESILIENCE - Trust Executive Committee
 Objective 4 - PRODUCTIVITY - Finance, Investment & Workforce Committee
 Objective 5 - WORKFORCE - Finance, Investment & Workforce Committee

3.9 (9.41) There are no indications of 
where the Trust will be planning to invest 
or disinvest (O33)
Chief Executive

5

The IBP clearly states the services that the Trust is going to 
invest in and disinvest in, when and how:
The Trust has generated a robust evidence base from 
undertaking a comprehensive Market Analysis and Competitor 
Assessment, based upon a recognised technique.

Included in clincial strategy and partnership working 
sessions. 
Detailed 2 year plans in place to be aligned to IBP. Capital 
and CIP plans in place for 2014/15.  Five year IBP in place 
with LTFM underpinned by transformation programme with 
appropriate allocations of CIPS and capital investment.
Matrix developed to provide high level information.

FT Programme Board Clinical strategy approved by Trust Board August 
2013 Amber Plans for invest or disinvest 

require review

Ensure this is covered in the IBP. Matrix work underway across clinical directorates.
Mark Pugh/Katie Gray
Update March 2014: Detailed 2 year plans in place to be aligned to IBP. Capital and CIP 
plans in place for 2014/15.  Five year IBP in place with LTFM underpinned by transformation 
programme with appropriate allocations of CIPS and capital investment. Action Complete 
Change of assurance rating to Green approved March 2014
Update July 2015: We are commencing a Strategy Planning session on the 11th August and 
this will be completed by November, therefore this risk will need to be reviewed in November. 
Recommend change of assurance rating from Green to Amber
Review date: November 2015

3.21 (9.15) There is no reference to 
national priorities, commissioning 
intentions or local priorities (O13)
Chief Executive

5

The IBP comprehensively details the context and environment in 
which the Trust is providing services from focussing on national 
priorities, commissioning intentions and local priorities

CCG commissioning priorities  referenced in IBP as are 
aims and objectives of local health economy

FT Programme Board, Board revcieved final draft of IBP Amber Commissioner plans require 
review

Obtain commissioners and other partners strategic plans and review in the development of the IBP
Andy Heyes/Karen Baker
Update November 2012: CG commissioning priorities  referenced in IBP as are aims and objectives of local 
health economy. Review once commissioning intentions and 13/14 outcomes framework released, March. 
Change of assurance rating to Amber approved January 2013
Update April 2013: Annual plans now reflect local and national priorities. Action complete.
Change of assurance rating to Green approved April 2013
Update July 2015: This is currently being refreshed and due to be concluded by November.  Therefore review in 
November.
Recommend change of assurance rating from Green to Amber
Review date: November 2015

3.22 (9.16) There is no explanation of 
how/ why these may impact upon or are 
important to the Trust and the services 
that it provides and intends to provide in 
the future (O13)
Chief Executive

5

The IBP  provides a concise explanation of why national and 
local priorities and commissioning intentions are important and 
how the Trust will respond to them.
Capture of commissioning intentions and priorities has been 
undertaken in consultation and engagement with key external 
stakeholders.

CCG commissioning priorities  referenced in IBP as are 
aims and objectives of local health economy

FT Programme Board, Board revcieved final draft of IBP Amber Commissioner plans require 
review

Work currently underway to determine impact of service developments. Workshop planned to align workforce, 
demand, finance and capacity plans
Andy Heyes/Karen Baker
Update November 2012: CG commissioning priorities  referenced in IBP as are aims and objectives of local 
health economy. Review once commissioing intentions and 13/14 outcomes framwork released, March. 
Change of assurance rating to Amber approved January 2013
Update April 2013: Annual plans now reflect local and national priorities. Action complete 
Change of assurance rating to Green approved April 2013
Update July 2015: This is currently being refreshed and due to be concluded by November.  Therefore review in 
November.
Recommend change of assurance rating from Green to Amber
Review date: November 2015

6.2 (9.63)  The Trust does not have 
governance arrangements in place to 
monitor and control the delivery process 
(O52)
Chief Executive/Company Secretary

5

The Trust has appropriate governance arrangements in place to 
monitor and control the delivery of care:
Direction and monitoring is provided by the sub-committees to 
the Trust Board.
The Trust has effective governance arrangements in place to 
monitor and control the deliver process which demonstrate 
integrated governance and management. Arrangements have 
been shown to work and are embedded with clear division of 
roles and responsibilities.

Trust Executive Committee
Quality and Clinical Performance Committee

Board Performance reports
Trust Executive Committee minutes
QCPC minutes

Amber Weaknesses in strategic 
governance identified

Karen Baker
Change of assurance rating to Green approved March 2013
Update July 2015: The Trust has recently been through an external review of its 
Governance arrangements which has identified a number of weaknesses.  The review report 
and subsequent action plan will go to the September 2015 Board and work will commence in 
earnest to ensure improvements are made.
Recommend change of assurance rating to Amber
Review date: September 2015

Priority 6
Lead: FT Programme Director
Develop our Foundation Trust application in line with the timetable set out in our agreement with the TDA 
Links to CQC Regulations: 10, 15, 16

MEASURES: 
FT Milestones
CQC Inspection outcomes
CIPs/savings plans
LTFM
Board Governance

TARGETS: 
Integrated Business Plan and LTFM refresh to be submitted by end June 2014
CQC inspection outcome of either outstanding or good rating 
Satisfactory 'Board to Board'

Principal Objective 2: CLINICAL STRATEGY - To deliver the Trust’s clinical strategy, integrating service delivery within our organisation and with our partners, and providing services locally wherever clinically appropriate and cost effective
Exec Sponsor: Executive Medical Director                         

Priority 3
Lead: Executive Director of Transformation and Integration/ Executive Medical Director/ Executive Director of 
Nursing
Continuously develop and successfully implement our Business Plan 
Links to CQC Regulations:     10, 22

MEASURES: 
Integrated Trust Business plan 
Directorate business plans 
National key performance targets

TARGETS: 
Integrated Business Plan approved by June 2014
Directorate Business Plans agreed by 
Meeting NHS outcomes framework plans by the year end
Achievement of CIP schemes

Principal Objective 3: RESILIENCE - To build the resilience of our services and organisation, through partnerships within the NHS, with social care and with the private sector 
Exec Sponsor:  Chief Executive         
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BOARD ASSURANCE FRAMEWORK: For consideration at Trust Board 2.09.2015 IOW NHS TRUST: RED/AMBER RATED RISKS - CHANGED ASSURANCE RATING Last updated:  19.08.2015
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Action Plan to Address Gaps in Controls/Assurances

Performance management and monitoring committees:
 Objective 1 - QUALITY - Quality & Clinical Performance Committee
 Objective 2 - CLINICAL STRATEGY - Quality & Clinical Performance Committee
 Objective 3 - RESILIENCE - Trust Executive Committee
 Objective 4 - PRODUCTIVITY - Finance, Investment & Workforce Committee
 Objective 5 - WORKFORCE - Finance, Investment & Workforce Committee

6.33 (10.64) The Board does not formally 
review progress towards delivering its 
strategy (B30)
Chief Executive

5

The Board has agreed a set of corporate objectives and 
associated milestones that enable the Board to monitor progress 
against implementing its vision and strategy. Performance 
against these corporate objectives and KPIs/ milestones are 
reported to the Board on a quarterly basis.
Strategic risks to the Trust are actively monitored through the 
Board Assurance Framework (BAF)

Executive Board / Trust Board
Executive Board minutes 
BAF
Board minutes

Amber
No success factors 

available for review of 
Strategic Planning 

Cycle

Karen Baker
Update July 2015: A Strategy Planning Cycle is due to commence on the 11th August, but 
to date the Trust does not have any success factors determined and as such progress 
against strategy is not being monitored effectively.
Recommend change of assurance rating from Green to Amber
Review date: September 2015

6.48 (10.20 (10.53)) Significant 
unplanned variances in performance 
have occurred (B28) 
Chief Executive

8

The Board has debated and agreed a set of quality and financial 
metrics outside the national and regionally agreed metrics that 
are relevant to the Board
The Board receives a performance report which includes a fully 
integrated dashboard which enables the Board to consider the 
performance of the Trust against a range of metrics including 
quality, performance, activity and finance.
Any variances to plan are clearly highlighted and explained
Key trends and findings are outlined and commented on
Supporting performance detail is broken down by service line
Future performance is currently projected with risks and 
mitigations provided where appropriate
Quality information is  fully triangulated (e.g. complaints, claims, 
incidents, rule 43 issues. Key HR metrics etc)
Benchmarking of performance of comparable organisations is 
included in current performance reports

Board Performance Reports

Trust Executive Committee
Monthly Board reports Amber Performance Measures 

not being met

Karen Baker
Change of assurance rating to Green approved March 2013
Update July 2015: A number of performace measures remain off trajectory
Recommend change of assurance rating from Green to Amber
Review date: September 2015

7.25 (6.7)  Inadequate plans for the timing 
and funding of significant capital 
investment to meet the Trust’s 
development strategies (F16)
Executive Director of Finance/ Exec 
Director of Transformation and Integration

6

There is a clearly articulated process for approving the capital 
plan, with clear links of delegation and consideration of 
Monitor’s Risk Evaluation for Investment Decisions (REID) 
guidance:
The Trust undertakes a risk assessment on the capital plan and 
models the impact of undertaking the scheme on key financial 
metrics (e.g. FRR rating/ cashflow) to demonstrate affordability.

Risk assessment undertaken on the capital plan and model 
the impact of undertaking the scheme on key financial 
metrics (e.g. FRR rating/cash flow) to demonstrate 
affordability.
Strengthened consultation in order to improve engagement 
with stakeholders.
Public consultation now part of Estates project 
prioritisation

Trust Board Papers and Sub Committee Papers.  
Trust’s Financial plan (revenue and capital).  Capital 
schemes / plan risk assessment.  Trust Business Plan

There is a clear process for the review and approval 
of capital schemes, including alignment to 
overarching strategy.

Wight Life Strategic Estates Partnership

Green

Alan Sheward/ Mark Pugh/ Katie Gray
Update December 2014: MP - 01/15 Clinical Senate commences to ensure earlier 
engagement in planning. EDT&I added as Lead Exec; KG - We have requested Wight Life 
Partnership to review our Clinical Strategy and Business Plans from an Estates perspective. 
We will utilise their expertise to help us develop funding and deliver clear plans for capital 
projects.
Update February 2015: Review of Clinical Strategy to be undertaken 02/15 to include 
consideration of market assessment of demographics.
Update March 2015: MP Planning in association with SEP, due to commence 04/15, will 
improve strategic planning around investment. Gaps remain in rolling replacement 
programme.
Update July 2015: (KG) The Wight Life Strategic Estates partnership has helped us 
undertake a review of our clinical strategy/estates review which will inform our partnership 
plan to facilitate risk mitigations.  (CP) The gaps in controls no longer exist and as such this 
risk should turn Green. Action complete
Recommend change of assurance rating from Amber to Green

Priority 7
Leads: Executive Director of Finance, Executive Director of Nursing
Improve value for money and generate our planned surplus whilst maintaining or improving quality
Links to CQC Regulations:     24

MEASURES: 
Achievement of revenue financial plan
Achievement of capital financial plan
Achievement of cash plan
Achievement of surplus position
Achievement of recurrent CIP plan
Satisfactory Internal & External Audit Reports

TARGETS: 
£170m income 31/03/15
£7.460m capital Resource Limit
£5.407m 31/03/15
Surplus of £1.7m 31/03//15
Target of £8.998m 31/03/15
Positive annual reports from Internal & External audit
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Action Plan to Address Gaps in Controls/Assurances

Performance management and monitoring committees:
 Objective 1 - QUALITY - Quality & Clinical Performance Committee
 Objective 2 - CLINICAL STRATEGY - Quality & Clinical Performance Committee
 Objective 3 - RESILIENCE - Trust Executive Committee
 Objective 4 - PRODUCTIVITY - Finance, Investment & Workforce Committee
 Objective 5 - WORKFORCE - Finance, Investment & Workforce Committee

9.1 (4.2) There is a weak recruitment 
process and the HR function is 
overstretched (Q47)
Interim Director of Workforce

6 9

The Board ensures that all staff are positively recruited, trained 
and developed: 
Staff are recruited not only for competency but also for values. 
There is a robust induction process with a focus on visions and 
values.

Clear process supported by legal best practice and Policy.  
Clear timescales set and monitored as part of the 
recruitment process.
Recruitment & Selection procedure, Workforce Strategy, 
using National Tool NHS Jobs.

Regular review of policy Board Performance Report Green

Jane Pound/Mark Elmore
Recruitment strategy to confirm recruitment processes meet demand
Update February 2015: HR Recruitment remains under pressure. Additional resource 
required via bid to CCG as part of CQC Action Plan. 
Change of assurance rating from Green to Amber approved March 2015
Update March 2015: Additional resource has been given to HR on a non recurrent basis. HR 
review required and due to be undertaken in April and May 2015.
Update May 2015: (JP) Reorganisation of recruitment team has refocussed team allocations 
on to temporary and permanent appointments to better service demands.
Update June 2015: (JP) Improvements in cross agency use/spend, some increase in 
permanent recruitment and deployment to Bank staff.
Update August 2015: (JP) Good strategy and processes now in place. National issues are 
amplified on IW but Recruitment process is robust. 
Recommend change of assurance rating from Amber to Green

10.26 (10.32)  There has been a high 
turnover in Board membership in the 
previous two years (i.e. 50% or more of 
the Board are new compared to two years 
ago) (B17) 
Chief Executive/Company Secretary

12

The appointment term of NEDs is staggered so they are not all 
due for re-appointment or leave the Board within a short space 
of time.
Traditionally we have had a low turnover of board membership
Appointment of designate NEDS

New Chair and Vice Chair in appointed in 2015

Board structure
Records of low turnover of Board members

Board membership now complete.  
EDTI post appointed.  
David King/ Jane Tabor now recruited as 
substantial NEDs and Lizzie Peers commencing as 
non-executive financial advisor to the Board on 
23/6/14.

Board minutes Green

Review Board turnover in 2014/15 to ensure we remain compliant
Karen Baker/Mark Price
Update June 2014: Board membership now complete.  EDTI post appointed.  David King/ 
Jane Tabor now recruited as substantive NEDs and Lizzie Peers commencing as non-
executive financial advisor to the Board on 23/6/14. Action complete 
Change of assurance rating to Green approved June 2014
Update March 2015: Following Chair and Vice Chair departures leads to a change in 
assurance.
Change of assurance rating from Green to Amber approved April 2015
Update June 2015: Recruiting for Chair. Vice Chair Charles Rogers appointed 1.04.15
Update August 2015: KB A new Trust chair has been recruited and will commence on the 
17th August.  The Trust also now has in place a COO, and Director of Transformation and 
Integrattion, both of whome are recently recruited, however, other Board mambers are well 
established and therefore the balance is good.  Action complete.
Recommend change of assurance rating from Amber to Green.

Board Assurance Framework column headings: Guidance for completion and ongoing review (N.B. Refer to DoH publication 'Building an Assurance Framework' for further details)

Principal Risks: All risks which have the potential to threaten the achievement of the organisations principal objectives. Boards need to manage these principal risks rather than reacting to the consequences of risk exposure.
RISK LEVEL = S (Severity where 1 = insignificant; 2 = minor; 3=moderate; 4=major; 5=catastrophic) X L (Likelihood where 1=rare; =unlikely; 3=possible; 4=likely; 5=certain)= RS(Risk Score).  Code score: 1-9  GREEN; 10-15 AMBER; 16+ RED

Controls in Place: To include all controls/systems in place to assist in the management of the principal risks and to secure the delivery of the objectives.

Assurances on Controls: Details of where the Board can find evidence that our controls/systems on which we are placing reliance, are effective.  Assurances can be derived from independent sources/review e.g. CQC, NHSLA, internal and external audit; or non-independent sources e.g. clinical audit, internal management reports, performance reports, self assessment reports etc.
NB 1: All assurances to the board must be annotated to show whether they are POSITIVE (where the assurance evidences that we are reasonably managing our principal risks and the objectives are being delivered) or NEGATIVE (where the assurance suggests there are  gaps in our controls and/or our assurances about our ability to achieve our principal objectives)
NB 2: Care should be taken about references to committee minutes as sources of assurance available to the board. In most cases it is the reports provided to those committees that should be cited as sources of assurance, together with the dates the reports were  produced/ reviewed, rather than the minutes of the committee itself.

Assurance Level RAG ratings:
Effective controls in place and Board satisfied that appropriate positive assurances are available OR Effective controls in place with  positive assurance available to Board and action plans in place which the Executive Lead is confident will be delivered on time = GREEN (+ add review date)
Effective controls mostly in place and some positive assurance available to the board . Action plans are in place to address any remaining controls/assurance gaps = AMBER
Effective controls may not be in place or may not be sufficient. Appropriate assurances are either not available to Board or the Exec Lead has ongoing concerns about the organisations ability to address the principal risks and/or achieve the objective =  RED
(NB - Board will need to periodically review the GREEN controls/assurances to check that these remain current/satisfactory)

Gaps in Control: details of where we are failing to put controls/systems in place to manage the principal risks or where one or more of the key controls is proving to be ineffective.

Gaps in Assurance: details of where there is a lack of board assurance, either positive or negative, about the effectiveness of one or more of the controls in place.  This may be as a result of lack of relevant reviews, concerns about the scope or depth of any reviews that have taken place or lack of appropriate information available to the board.

Action Plans: To include details of all plans in place, or being put in place, to manage/control the principal risks and/or to provide suitable assurances to the board.  NB: All action plans to include review dates (to enable ongoing monitoring by the board or designated sub-committee) and expected completion dates (to ensure controls/assurances will be put in place and made available in a timely manner)

Assurance Framework 2013/14 working document - August 2013.  Guidance last updated December 2009.

Principal Objective 5: WORKFORCE - To develop our people, culture and workforce competencies to implement our vision and clinical strategy
Executive Sponsors: Executive Director of Nursing, Executive Medical Director

Priority 9
Leads: Executive Director of Nursing, Executive Medical Director
Redesign our workforce so people of the right attitude, skills and capabilities are in the right places at the right 
time to deliver high quality patient care
Links to CQC Regulations:      15, 22, 24

MEASURES: 
Workforce productivity measures including:
Staff Turnover 
Safe staffing levels
Bank and agency usage
Mandatory Training compliance

TARGETS:
 Meet workforce strategy KPIs
- Long term sickness rates under 1.2% by 31/3/15
- Short term sickness rates under 1.6% by 31/3/15
- 98% staff appraisals undertaken period 1/4/14 - 31/3/15
- reduction in bank/agency costs to <£250K by 31/3/14
-100% staff fully compliant with mandatory training at some point within the year 1/4/14  -31/3/15
- staff turnover under 4.5% by 31/3/15
- achieve 80% actual against plan for safe staffing levels by March 2015

Priority 10
Lead: Executive Director of Nursing
Develop our organisational culture, processes and capabilities to be a thriving FT
Links to CQC Regulations:   9, 10 , 17

MEASURES:  
Monitor ratings for governance, including quality and finance
Board Development
Stakeholder engagement
Organisational Thermometer
Staff survey results
Staff raising concerns
Staff friends and family test

TARGETS: 
Achieve top Monitor ratings for governance by March 2015
Achieve 25% response rate in staff friends and family test results by March 2015
Percentage of vacancies to be under 11.7% by 31/3/15
Staff survey results for 14/15 show better outcomes than results for 13/14:
- survey response rate over 60% in 2014/15
- Over 60% of staff would recommend the Trust as a place to work
- Over 93% of staff feel satisfied with the quality of patient care they deliver
- Over 60% of staff would be happy for us to provide care to a relative or friend

Page 5 of 8 Enc S2 - BAF 2015 16 TRUST BOARD 150902 Part I Data/ Assurance Rating Changes



BOARD ASSURANCE REPORT RISKS ADDED SINCE 22.06.2015 Last updated: 20.08.2015

ID DIR Risk 
Subtype Opened

Anticipated 
Target/ 

Completion 
date

Title Resp Description Rating 
(initial)

Rating 
(current

)
RAG Status of Controls in Place Adequacy 

of controls Action summary Description (Action 
Plan)

Exec 
Director

655 CORPRI QCE 24/06/15 31/08/15 INABILITY TO 
DISCHARGE ALL 
ADULT 
SAFEGUARDING 
DUTIES

ASW *  No adult safeguarding role in place
*  No financial resource for adult safeguarding role

12 12 MOD Case management function supported by Head of Patient 
Experience until new role in place
Agreed with TEC to appoint to role despite no funding available

I 24.06.15 Approved at 
RMC on 17.06.15.  
31.07.15 requested an 
update

Recruit to 
Safeguarding Role 
due for completion 
31.07.2015

EDON

656 COMMH PATSAF 24/06/15 30/11/15 WINDOWS AT 
SEVENACRES NOT 
FIT FOR PURPOSE

JDO *  Windows at Sevenacres present a ligature risk
*  Windows are inadequate to ensure safety and security in patient 
areas (bedrooms)

12 12 MOD *  Each patient is risk assessed to develop current risk profile.  
Patients deemed high risk are put on increased levels of observation 
by the nursing team.  These risk assessments are updated daily.
(NB risk assessment is only relevant for the time it was made.  If 
risks increase between assessments then it is a concern i.e. patient 
at night in room becoming more agitated)

A 24.06.15 Approved at 
RMC on 17.06.15. 
28.07.15  Schedule of 
replacement agreed.  
Window replacement 
works to be completed 
by November 2015 to 
allow time for 
manufacture.  JDO.

5 items listed to 
date, with latest 
completion date of 
30.11.2015

EDON

657 CORPRI GOVCOM 23/07/15 30/09/15 IG RISK 
ASSOCIATED WITH 
GP MIGRATION OF 
EMAILS TO NHS NET

LJ *  Current IOW NHS secure outlook email link to migrated GP 
practices now unsecure resulting in non-secure transmission of 
Person Identifiable Data (PID)/Personal and Confidential Data 
(PCD)/ Business/Commercial sensitive information.
*  No consultation by CSU and Trust prior to migration project roll 
out
*  Suspension of roll out outweighed by the risk of information 
relating to patient care not being sent.
*  Unable to provide holistic instruction to staff on how to mitigate 
this, as the mitigation action will differ depending on actual 
individual migration to NHS Net.  
*  Risk is exacerbated by the fact that a number of GP practices 
have set up auto-forward emails from outlook to their new NHS Net 
account. 

9 9 LOW IT had set up a secure mechanism for sharing data via emails with 
GP practices, but the migration of these practices to NHS Net breaks 
this security link, therefore there is nothing currently in place to 
mitigate this risk, other than a number of Trust NHS net email 
account holders being able to send data securely to those GP 
Practices who have already migrated.

23.07.15 Approved at 
RMC on 15.07.15.

3 items listed to 
date, with latest 
completion date of 
30.09.2015

CSFT

658 HOSAMB QCE 30/07/15 30/11/15 POTENTIAL LOSS 
OF NHS111 
SERVICE DUE TO 
AGEING ADASTRA 
SOLUTION SERVER 
HARDWARE AND 
OPERATING 
SOFTWARE

CS *  Server Hardware out of warranty.
*  Server Hardware has exceeded recommended replacement 
date
*  Failure of Back Up solution
*  Starting to experience increasing failures of system

16 16 HIGH Maintenance plan in place with Advanced Health & Care Software 
provider, however, any hardware failures that require replacement 
equipment will require funding by the Trust. Paper based solution 
available in case of system failure; however this does not provide the 
level of information held within the Adastra Solution.
Manual Processes can be implemented in the event of a failure of 
the system, however this has the potential to significantly increase 
the duration of each call to the NHS 111 service, and the potential to 
impact on achieving the national performance targets for NHS111.  
Additional EMCS would be required to alleviate delays arising from 
increased call handling time. There is also the risk in relation to 
failing to identify a repeat adult / child at risk attendee at a medical 
facility.

U 22.07.14 Approved by 
RMC members via 
voting buttons.

6 items listed to 
date, with latest 
completion date of 
31.10.2015

EDON

Key for Assurance Level for Risk Register Entries: GREEN -  A adequate controls; AMBER - I inadequate controls; RED - U uncontrolled risks
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BOARD ASSURANCE REPORT CHANGE IN RISK RATINGS SINCE 22.06.2015 Last updated: 20.08.2015

ID DIR Risk 
Subtype Opened

Anticipated 
Target/ 

Completion 
date

Title Resp Description Rating 
(initial)

Rating 
(current) RAG Status of Controls in Place

Adequa
cy of 

controls
Action summary Description 

(Action Plan)

Exec 
Director

620 CORPRI PATSAF 24/07/14 30/06/15 MANDATORY 
RESUSCITATION 
TRAINING - LACK 
OF CAPACITY

ASW *  Current mandatory resuscitation  training 
compliance is 54% for Adult Resuscitation 
training & 59% for Paediatric Resuscitation 
training
*  There is inadequate capacity to deliver 
enough mandatory resuscitation training to 
enable 100% compliance
*  The Resuscitation Policy states that ALL 
clinical staff must be trained yearly in 
mandatory resuscitation training
*  Mortality  from cardiac arrest will increase if 
staff have not been trained in practical 
resuscitation techniques
*  Verbal feedback during a recent CQC 
inspection identified resuscitation training 
capacity & its consequent compliance as a 
significant concern

20 15 MOD In an attempt to increase capacity the Resuscitation Service are 
currently employing a resuscitation training on the bank. However 
owing to organisational change, early termination of secondment & 
staff sickness within the Resuscitation Service this 'control' is 
INADEQUATE.
Update 03/08/15
*  Training provision now available - issue is getting staff to attend, to 
increase compliance towards Trust target of 80%

A 03/08/15 update from DT.  Following the review of the 
Service the Senior Resuscitation Officer role has been 
made a substantive at 37.5hrs per week and has now 
been recruited to.  The service is on track to offer 
enough spaces on training to enable all clinical staff to 
complete their mandatory training, however, uptake of 
these spaces has not enabled significant increase in 
current mandatory compliance.   Agreed to reduce score 
to 5x3.

7 items listed 
to date, with 
only one 
remaining to 
be completed 
on 
30.11..2015

EDON

642 COMMH PATSAF 19/02/15 30/09/15 INTEGRATED 
COMMUNITY 
EQUIPMENT 
SERVICE ABILITY 
TO MEET 
DEMAND

NT *  Failure to meet organisational commitments
*  Failure to meet Government initiative targets
*  Increased admissions
*  Delayed discharges, bed blocking
*  Staffing (numbers, stress, absence)
*  Bed blocking in nursing homes due to 
inability to collect equipment (beds)
*  Essential equipment safety maintenance
*  Decontamination
*  Not supporting patients on Telehealth in the 
community

20 12 MOD Current staff adapting working practice i.e. loan workers where the task 
requires 2 persons (risk). Service managers undertaking operational 
duties (essential strategic work delayed). Postponed collections in 
favour of deliveries, (available equipment shortage, distress to 
bereaved relatives) 
Recruited bank staff to augment the workforce and reduce the risks 
pending LA review.

A 19.02.15 Approved at RMC on 18.02.15.  12.03.15  
Bank staff located and put in place to mitigate some of 
the pressures identified within the Integrated Equipment 
Service.  Funding from the LA to support this cost 
pressure agreed.  Further investigation into appropriate 
buildings to reduce health and safety risks within the 
unit.  BM.  
15.05.15  Paper to be presented to June's Health and 
Well Being Board regarding the future provision of the 
service.  NT.  
13.07.15  Increased staff by using bank staff to reduce 
risks.  Still awaiting ICES Review by LA.  BM.

12 items listed 
to date, with 
only one 
remaining to 
be completed 
on 
30.09..2015

EMD

651 CORPRI PATSAF 16/04/15 31/03/16 RISK OF BREACH 
OF HOSPITAL 
ACQUIRED 
C'DIFF 
INFECTION (CDI) 
CASE OBJECTIVE 
FOR 2015/16

EMAC *  CDI case objective is 7
*  Previous year was 6 but breached at 12 
cases
*  Sanction of £10000 for each additional case 

12 20 HIGH Education and training (diarrhoea management & c diff included on all 
mandatory training)
Current policy relating to managing patients with diarrhoea, isolation, 
hand hygiene and antibiotic guidelines/stewardship
Environmental cleaning schedules and barrier cleaning protocols
Monitoring of commode cleanliness
RCA undertaken for hospital acquired cases
Already in place:
*  Continue with monthly inpatient hand hygiene and commode audit 
programme.  Devise and implementation plan if falls below compliance.
*  Continue to undertake RCA for cases of hospital acquired CDI.
*  Continue to promote the DISCO campaign.
*  Implementation of Bioquell hydrogen peroxide vapour system in 
progress
*  Further development of IPC audit dashboard required

A 04.08.15 Update received from MO.  Link practitioners 
have undertaken assurance commode audit.  Option for 
initial intensive Bioquell usage on Stroke and Colwell 
wards has been completed and will be going to TEC.  
Nine cleanliness staff have been trained on Bioquell. 

4 items listed 
to date, with 
only one 
remaining to 
be completed 
on 31.03.2016

EDON
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BOARD ASSURANCE REPORT CHANGE IN RISK RATINGS SINCE 22.06.2015 Last updated: 20.08.2015

ID DIR Risk 
Subtype Opened

Anticipated 
Target/ 

Completion 
date

Title Resp Description Rating 
(initial)

Rating 
(current) RAG Status of Controls in Place

Adequa
cy of 

controls
Action summary Description 

(Action Plan)

Exec 
Director

654 COMMH PATSAF 21/05/15 31/03/16 NO STROKE 
CONSULTANT 
SPECIALIST

NT *  Failure to recruit to substantive consultant 
post.
*  Failure to recruit to locum consultant post.
*  Risk to patient safety.
*  Risk of inaccurate diagnosis.
*  Risk to quality of patient care.
*  No consultant level specialty input into the 
service.
*  Non-compliance with NICE Guidelines.

20 12 MOD *  Discussions held with Consultant from both SGH and QAH.  
Currently no resource available to provide Isle of Wight NHS Trust with 
Consultant cover.
*  Locum Consultants contract ends in September and is unlikely to 
extend this due to personal reasons.
*  Two Locum SHO's recruited until September 2015
*  Substantive recruitment finalised with two Job Offers to two 
substantive consultants
*  Locum Registrar to cover Locum Consultant annual leave
*  Rheumatology MTI Registrar, to move to the Stroke Unit when 
Specialist Doctor, leaves at the end of May.
*  Locum Stroke Consultant interested in working on the island.
*  Internal review of Stroke Services to be completed by 29 May 2015.
*  Inform the CCG of substantive and locum consultant recruitment 
difficulties.  As the Deanery has taken away the juniors from the ward, 
it is being fully staffed with trust middle grades and locums.
*  Continue to work hard on longer term solutions.
*  Continue to forge links with mainland hospitals and NHS England to 
explore alternative cover arrangements.  Wessex Clinical Stroke Forum 
has offered to set up working party to look at ways to mitigate risk.

A 21.05.15 Approved at RMC on 20.05.15.  28.05.16  
Locum Consultant in place until September 2015.  Two 
locum SHO's recruited to support.  Substantive 
consultant recruitment finalised with two job offers 
made.  Appointees to commence September and  
November.   Links with mainland hospital developed.  
JJO.

7 items listed 
to date, with 3 
remaining to 
be completed 
on 31.03.2016

EDON

Key for Assurance Level for Risk Register Entries: GREEN -  A adequate controls; AMBER - I inadequate controls; RED - U uncontrolled risks

Page 8 of 8 Enc S2 - BAF 2015 16 TRUST BOARD 150902 Part I Data/Change in Risk Rating



 

Quality & Clinical Performance Committee  29th July 2015 1 

 
FOR PRESENTATION TO PUBLIC BOARD ON: 2nd SEPTEMBER 2015 

 
 

QUALITY & CLINICAL PERFORMANCE COMMITTEE 
Wednesday 29th July 2015 

 
Present: Nina Moorman Non-Executive Director - Chair 
 David King Non-Executive Director 
 Alan Sheward Executive Director of Nursing (EDN) 
 Mark Pugh Executive Medical Director (EMD) 
 Kay Marriott Clinical Director, Community Directorate (CD-C) 
 Sabeena Allahdin Clinical Director, Hospital & Ambulance Directorate (CD-HA) 
 Deborah Matthews Lead for Patient Safety, Experience & Clinical Effectiveness & 

Deputy DIPC (LSEE) 
 Chris Orchin Chair, Healthwatch IW (HIW)  
 Bobby Mason Joint Patient Council Representative 
 Kenneth Woodhams Joint Patient Council Representative 
In Attendance: Theresa Gallard Safety, Experience & Effectiveness Business Manager 

(SEEBM) 
 Lucie Johnson Head of Corporate Governance (HOCG) 
 Laura Bail  Quality Manager, Community Directorate (QM-C)  
 Cath Love Quality and Clinical Performance Manager, HAD (QMHAD) 
For Items 15/Q/148 Diane Adams Diagnostics Manager & Lead Cancer Manager (DM-LCM) 
For Items 15/Q/154 Glenn Smith Clinical Nurse Specialist for Nutrition and Tissue Viability (CNS-

NTV) 
For Items 15/Q/155 Gillian Honeywell Chief Pharmacist (CP) 
For Items 15/Q/156 Chris Jackson HR Project Manager (HRPM) 
For Items 15/Q/157 Shane Moody Consultant Nurse/ACCP1 (CN/ACCP) 
For Items 15/Q/158 Vanessa Flower Patient Experience Lead (PEL)  
For Items 15/Q/162 Mandy Blacker Lead for Clinical Effectiveness and CQUINS (LCE) 
For Items 15/Q/162 Lisa House Quality Advisor 
For Items 15/Q/163 Claire Willis Clinical Risk & Claims Manager (CRCM) 
Observer Dr Ian Reckless Secondary Care Consultant – IW CCG Governing Body 
   
Minuted by: Lynn Cave Board Governance Officer 
   
 
Key Points from Minutes to be reported to the Trust Board 
15/Q/151 The Committee received substantial assurance from the CQC review of the Ambulance 

Service and 111. 
15/Q/154 The Committee heard about the pressure ulcer collaborative which was being undertaken in 

the South Wight locality and will receive updates on a monthly basis 
15/Q/155 The Committee heard about the innovative work of the Pharmacy department which was 

saving the time equivalent to 3 trained nurses in the Hospital every day. 
15/Q/157 The Committee was assured by the work on sepsis being undertaken in the Trust which 

should address the concerns raised by the CQC review. 
15/Q/164 The Committee received substantial assurance from the Research and Development 

Annual Report which demonstrated significant activity throughout the Trust. 
15/Q/166 Board Self Certification:  The Committee approved the recommendations as presented and 

recommended that the Board approve them. 
 
 
 

 

                                            
1 Advanced Critical Care Practitioner 

 

   
   Enc T 
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Minute No. 
 

 

15/Q/138 APOLOGIES FOR ABSENCE  
 
 

Apologies were received from: 
Jessamy Baird, Non-Executive Director (Vice Chair) 
Dr Alexis Bowers, Clinical Director, Mental Health Directorate (CD-MH) 
 
The Chairman welcomed the new members of the committee – Bobby Mason and Kenneth 
Woodhams from the Patients Council, who will share the patient representative role on the 
Committee  
She also welcomed Dr Ian Reckless from the IW Clinical Commissioning Group (CCG) who 
was observing the meeting. 
 

15/Q/139 CONFIRMATION OF QUORACY 
 The Chair confirmed the meeting was quorate. 

 
15/Q/140 DECLARATIONS OF INTEREST 
 There were no declarations of interest. 

 
15/Q/141 MINUTES OF THE PREVIOUS MEETING  
 The minutes of the meeting held on 24TH June 2015 were agreed  

 
15/Q/142 REVIEW OF ACTION TRACKER 
 The Committee reviewed the Action Tracker: 

 
a) QCPC/0291 – Mortality SHMI Update - Included on agenda for 29/7/15 meeting.  

Action now closed 
b) QCPC/0316 – 7 Day Services Review Report – EMD confirmed that the report 

had been received and he would present it at the September meeting.   
c) QCPC/0351 - Reporting of Clinical Governance – The External Governance 

Review report had been presented to the Board and the Terms of Reference for 
SEE and QCPC would be reviewed to reflect the recommendations made within this 
report – this review would take the place of the QCPC meeting in August.  The 
Chair confirmed that the report would be made available.  Action now closed. 

d) QCPC/0373 - Nutrition Lead Business Case – Update to be presented later in 
meeting 

e) QCPC/0426 - Local Asthma Audit and implementation of NICE guidance by 
Directorates – LSEE confirmed that the Asthma Audit had been re-audited against 
the original criteria and results were as expected.  This audit would be seen at SEE.  
It was agreed that the audit would be included in the next quarterly clinical audit 
report Action closed 

f) QCPC/0430 – Hip Audit – Included on agenda for 29/7/15 meeting.  Action now 
closed 

g) QCPC/0432 – Complaints Report – This would now be seen at the September 
meeting 

h) QCPC/0433 – Catheter Use – LSEE confirmed that IPC were monitoring against 
new guidance and the outcome of the audit would be included in the next clinical 
audit report. 

i) QCPC/0434 - Catheter Audit – Audit results would be included with Action 
QCPC0433. 

j) QCPC/0448 – OPARU – Chair has discussed matter with COO who is taking 
forward.  Action now closed. 

k) QCPC/0449 - OPARU – Chair has discussed matter with Steve Elsmore who 
agreed there had been an improvement in OPARU 

l) QCPC/0459 – Falls Group – The Chair asked for update on progress of the Falls 
Group.  LSEE advised that an update would be presented at the September 
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meeting. 
m) QCPC/0460 – Pressure Ulcer Risk Summit – Report presented 29/7/15 so can be 

closed. 
n) QCPC/0461 - Mandatory training compliance – This had been raised at Board.  

Action closed 
o) QCPC/0462 - Risks raised by FIIWC – these were included on the agenda.  Action 

now closed 
p) QCPC/0463 - Revised SIRI report to include Trend analysis – Not completed as 

yet but data available and would be included in the next report.  Action closed 
q) QCPC/0465 - Patient Transfer from Beacon – The story had been shared with 

staff and the issue discussed with the managers on 29/7/15.  Action closed   
r) QCPC/0466 – Clinical Audit quarterly report – Included on agenda for 29/7/15 

meeting.  Action now closed 
s) QCPC/0467 - Shared Services with Portsmouth – EMD confirmed that this was 

still pending discussion with the Exec Team.  Defer to next meeting. 
t) QCPC/0468 - Medical Recruitment Update - Included on agenda for 29/7/15 

meeting.  Action now closed 
u) QCPC/0469 - Service Lead to attend future meetings - Included on agenda for 

29/7/15 meeting – Shane Moody covering Sepsis this month.  Action closed. 

End of Life Guidance:  David King commented that new draft NICE guidance on end of life 
care had been issued and asked for assurance that the current end of life pathway used 
within the Trust was compliant.  The EMD agreed to present a report at the September 
meeting.  The Chair confirmed that the consultation paper for the End of Life Strategy was 
being presented later in the agenda. 
 
Action Note:  EMD to present a review of the Trusts implementation of the new NICE End 
of Life Guidance 

Action by: EMD 
 

QUALITY 
15/Q/143 REPORT FROM SEE COMMITTEE & QUALITY REPORT EXCEPTIONS 
 The Committee reviewed the Quality Report for June 2015 in conjunction with the SEE 

Committee report.  The LSEE gave an overview of the key issues and confirmed that 
actions which were being taken to address areas of concern.  The Committee raised the 
following concerns: 
 

a) Rising Clostridium Difficile (C.Diff) Cases:  The Chair asked if the infection 
control audits had been completed.  The LSEE advised that there were still some 
outstanding areas to be re-audited and these were being actioned by the matrons.  
She advised that some of the outstanding issues related to estate issues rather 
than clinical concerns and that the CCG were funding the cleaning of ward areas 
with a new system which should help.  The LSEE advised that reviews had been 
undertaken and it had been determined that nothing could have been done to 
prevent these cases and that a number had been relapses.  The EDN said that of 6 
cases which had been taken to appeal, 4 had been deemed to be not due to a 
lapse of care.  He advised that some cases originated in the community but a 
relapse in the hospital meant that the case was added to the hospital numbers.  The 
CD-HA stated that some Trusts in the UK have zero C.Diff cases and the LSEE 
confirmed that representatives would be visiting these areas to share learning 
practices. 

 
b) Bank/Temporary Staff Compliance with Infection Control Protocols:  The CD-

HA queried if the level of understanding of hospital procedures and compliance 
requirements in relation to infection control protocols was adequate.  The LSEE 
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advised that the induction process for this area of staffing was being reviewed. 
 

c) Antibiotic use in cases of C.Diff:  The Chair asked if appropriate antibiotics were 
being administered in these cases as the dashboard indicated a reduction in 
doctors prescribing to protocol  The LSEE assured her that the microbiologists were 
undertaking ward rounds with the doctors to ensure that this was the case.  She 
also confirmed that further meetings would be held with the microbiologists to 
monitor this process. 
 

d) Deprivation of Liberty Safeguards (DoLS) cases in the community:  The HIW 
stated that he had viewed a report relating to care homes and the use of DoLS in 
which the CQC had been advised that this was the responsibility of the District 
Nursing Teams.  The CD-C advised that the District Nurses only look after specific 
patients and had no influence over any other patients in care homes, but that if they 
had concerns they would raise these with the appropriate persons.  David King 
asked if data on this area could be provided to a future meeting.  This was agreed. 
 
Action Note:  The CD-C to collate data on the use of DoLS within the community 

and any involvement of the District Nursing team and provide a report to the 

Committee. 

Action by: CD-C 

 

e) Ward Dashboard Summary:  The Chair asked for an update on the 2 wards which 
were showing areas of concern at the next meeting.  This was agreed. 
 
Action Note:  A specific report on the Ward Dashboard Summary report to be 

provided to the September meeting covering specific wards. 

Action by:  LSEE/QMHAD  
f) Mandatory Training:  David King expressed concern over the levels of 

compliance.  The QMHAD advised that the specific areas where levels were below 
the target were being addressed and monitored. 
 

g) Sickness:  David King asked if appropriate measures were being used to manage 
the level of sickness.  The CD-HA and CD-C both assured him that the teams were 
working with HR and Occupational Health and that the right programmes were in 
place but that the situation would continue to be closely monitored.  The EDN 
advised that processes were in place to target people with particular levels of 
sickness to support them back to work.  It was also noted that sickness was not just 
about the staff who were off sick, but that managers also needed to be supported to 
enable them to challenge behaviours both with themselves and their staff. 
 

h) Diagnostic Waits:  Bobby Mason from the Patient Council asked why these were 
underachieved.  The Chair explained that these were due to cancellations and 
challenges being experienced in radiology with the mobile MRI scanner.  She 
advised that this was a single month in which the target had not been achieved.  
The CD-HA advised that if this continued a report would be given at the next 
meeting. 

 
15/Q/144 CQUINS 2015/16 & LEADS 
 The Chair gave an overview of the CQUINS and explained how they work to the new 

members. 
 
It was confirmed that all CQUINS were on target.  The EDN further outlined how the funding 



 

Quality & Clinical Performance Committee  29th July 2015 5 

was received for the CQUINS and stressed the need to review the priorities for the next 
financial year.  He confirmed that these would need to be submitted in November/December 
2015 and that the resources to operate the planned CQUINS needed to be in place at the 
beginning of the programme otherwise funding could be delayed and the amount received 
reduced.  He stressed the need to extend the CQUINS from the current annual programme 
to one which covered a period of 2-3 years.  It was agreed that these would be discussed at 
the October meeting. 
 
Action Note:  CQUIN priorities for 2016 onwards to be discussed at the October meeting. 

Action by:  LSEE 
 
David King asked why all the levels were shown as Green and asked that more detail be 
provided for future reports.  It was confirmed that there were a number of milestones behind 
each CQUIN with values attached.  It was agreed that the report would be revised to 
incorporate more detail on funding values and milestones. 
 
Action Note:  LSEE to arrange for the CQUIN report to be expanded to include funding 
values and milestones so that the Committee had greater assurance. 

Action by: LSEE 
 

15/Q/145 COMMUNITY DIRECTORATE 
 The CD-C gave an overview of the current top issues.  She confirmed that 2 consultant 

posts in Rehab and Stroke had been appointed with a start date towards the end of this 
year.  She also confirmed that locum cover was in place in the interim period. 
 
The EMD commented that recruitment to medical staffing was not just an issue within the 
Community Directorate.  He advised that a number of junior doctors had raised concerns 
over lack of supervision and these had been raised with the appropriate bodies.  He 
assured the Committee that measures were in place to ensure that appropriate supervision 
was provided to all junior doctors and that a formal report was being prepared to go to TEC.  
The EDN also confirmed that the FIIWC was monitoring the situation closely. 
 
Action Note:  A report on the vacant posts across the organisation to be provided at the 
next meeting. 

Action by: EMD/HR team 
 
David King asked for an update on the business case for an additional Occupational 
Therapist.  The CD-C advised that the business case had been rejected by the CCG and 
that it was being revised and would be presented to TEC for their consideration and to 
identify an appropriate funding source.  She confirmed that at the present time they were 
not able to recruit. 
 

15/Q/146 MENTAL HEALTH DIRECTORATE 
 Item discussed under 15/Q/145 

 
15/Q/147 HOSPITAL DIRECTORATE 
 The CD-HA gave an overview of the current top issues and successes. 

 
There were no questions. 
 

15/Q/148 ACUTE ONCOLOGY SERVICE UPDATE 
 The Chair advised the Committee that the level of oncology consultant cover had been 

raised at both ACRC and Board, and therefore it had been requested that an update be 
provided to the Committee. 
 
The DM-LCM gave a verbal update on the current level of oncology provision by both 
University Hospital Southampton FT and Portsmouth Hospital NHS Trust.  She confirmed 
that at present the Island did not have Monday to Friday cover and that some of this was 
provided by a medical oncologist who could not provide the full level of service that a clinical 
oncologist would and this was an issue which had been reported to NHS England.  She 
advised that a formal discussion had taken place but no feedback had yet been received.  A 
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review of the services commissioned for the island was to take place in September with the 
report due in December. 
 
David King asked what was being done in the interim period.  It was advised that locum 
staff from Portsmouth were being provided but that annual leave and sickness were not 
covered. 
 
The DM-LCM also highlighted the problem that oncology did not have a dedicated area or 
beds and that all cases came through the main ‘front door’ and that this was an issue. 
 
The Committee agreed that representation should be made to the NHS England and CCG 
for action to resolve this issue. 
 
Action Note:  An update on the outcome of the Oncology Service Review to be present to 
the January meeting following publication of the report. 

Action by:  EMD 
 

15/Q/149 HIP FRACTURE AUDIT 
 The Chair advised that this had been discussed previously and presented the audit report 

which outlined the reasons why some patients had experienced delays in their treatment.  
These included post op assessments and the need to stabilise frail patient pre-op.  The CD-
HA confirmed that all patients were receiving appropriate and safe medical care and 
advised that at present there was no resident consultant ortho-geriatrican.  The EMD 
confirmed that the physician covering these cases was an excellent practitioner.  He also 
confirmed that any SHMI cases were reviewed with feedback going to the Mortality Review 
Group. 
 

15/Q/150 AMBULANCE DIRECTORATE 
 Item discussed under 15/Q/147   

 
15/Q/151 NHS 111 CQC REPORT 
 The BMSEE advised that this was a very good report and that the required elements had 

been added to the QIP monitoring.  She confirmed that the feedback from the assessors 
had been that if the assessment had been rated the services would have received a “Good” 
rating.  The Committee commended the team on the excellent report. 
.  

15/Q/152 QUALITY IMPROVEMENT PLAN (QIP) 
 The LSEE gave an update on the progress of the QIP highlighting that all enforcement 

actions were now complete and the ‘must do’ actions are on track for completion by end of 
September.   
 
The LSEE updated on the action relating to the Lead Qualified Paediatric Nurse for the 
Emergency Department.  She confirmed that cover was being provided by the Children’s 
ward and that an audit of the number of children seen in the ED between 10pm and 8am for 
the period April to June was an average of 2.4 children, and it was being challenged if this 
would require a full time member of staff.  The EDN advised that 2 posts were being offered 
for adult trained nurses to undertake paediatric training so that they had dual qualifications 
and this training would be undertaken over 2 years. 
 
David King queried if consent was being obtained consistently for patient names to be 
included on the electronic patient boards.  The LSEE advised that this KPI had been tested 
for consistency and it had been identified that some amendments to the documentation to 
include the consent prompt was needed.  The EDN advised that not all Trusts have the 
electronic boards and this had been noted by the CQC. 
 
It was also confirmed that a trend line was being added to the KPI report. 
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PATIENT SAFETY 
15/Q/153 SERIOUS INCIDENTS REQUIRING INVESTIGATION (SIRIs) REPORT & LESSONS 

LEARNT  
 
 

The LSEE presented the SIRIs report and advised that the new guidance on managing 
SIRIS  had made a difference and that a revised reporting process had been agreed with 
the CCG . This is particularly relevant to pressure ulcers where the plan is to align with the 
island Localities  She confirmed that the District Nurses were providing greater input and 
the initial outcomes were positive. 
 
A discussion took place in which the Committee welcomed the reduction in the number of 
SIRIs. 
 

15/Q/154 TISSUE VIABILITY ACTION PLAN UPDATE & REPORT 
 The CNS–NTV gave an overview of the current initiatives and clinical challenges facing the 

team in relation to pressure ulcers.  He outlined how the registered nurses were being 
advised on what the next steps were to preventing further break down of the pressure ulcer 
areas but noted the need to increase the level of reviews which were currently weekly.  He 
advised that the team physically spoke to all wards with affected patients on a weekly basis 
to challenge what was being undertaken in their care.  The CNS–NTV advised that the 
intentional rounding which occurs within the hospital was not possible in the community.  
The EDN explained the process for the benefit of the new members. 
 
 
He advised that within the community the level of influence of the District Nurses was 
dependent on the care provided.  He outlined that a review of the South Wight area had 
shown that of the 10 cases identified 5 were in one care home.  It was difficult for the clinical 
team to access the patients in the homes and therefore how much the District Nurses could 
do to influence, however, the situation was improving with other care providers influencing 
the development of the pressure ulcers.   
 
The Chair asked if a postcode identifier was used to identify specific care homes..  She also 
noted that the workload of the District Nurses had increased and questioned if this would be 
an adverse factor.  The CNS–NTV confirmed that this would be factored in and the Locality 
Leads were working with the carers.   
 
David King suggested a letter from the CEO offering training to those care homes which are 
not compliant be sent.  The EDN stated that it was important to ensure that other measures 
were in place to support before labelling a provider as non-compliant.  He confirmed that 
more data was being recorded on the DATIX system. 
 
Action Note:  A more detailed paper on Pressure Ulcer Prevention was going to the Board 
in September and this would also be presented to QCPC. 

Action by EDN 
 

15/Q/155 SAFER STAFFING INCLUDING PHARMACY INITIATIVES 
 The CP gave an overview of how the pharmacy team were working with nursing staff on the 

wards to provide support in relation to medication and drug rounds.  She outlined that a trial 
had taken place in MAU and had a positive response.  She confirmed that the team would 
continue to develop this programme to further integrate with the teams and allow more 
nurse and doctor time to be released back to patient care.  The Chief Pharmacist outlined 
the plans to work with local GPs. 
 
The Committee recognised that this was very innovative and commended the team. 
 

15/Q/156 MEDICAL RECRUITMENT UPDATE 
 The HRPM outlined the current status of the medical recruitment.  He confirmed that 

appointments to the vacant posts in Rehabilitation and Stroke had now been successfully 
appointed and advised the planned start dates.  He gave an overview of the other key 
vacant consultant posts and advised the Committee that there was a national shortage of 
candidates in some areas.  A discussion took place surrounding the GP training scheme 
and the related issues in attractive suitable candidates to the Island and it was advised that 
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a business case to encourage doctors to work on the Island was in progress.  It was agreed 
that measures should be reviewed on making the island an attractive option. 
 

15/Q/157 SERVICE LEAD REPORT - SEPSIS UPDATE 
 The Consultant Nurse/ACCP presented an overview of the Sepsis process and how it was 

being delivered within the organisation, together with how the programme would be 
developing over the coming months.  A discussion took place surrounding the various 
points made and it was agreed that an update be provided at the December QCPC 
meeting. 
 
Action Note:  The Consultant Nurse/ACCP to present an update on the Sepsis Programme 
at the December QCPC meeting.  Add to forward planner. 

Action by:  CNACCP/Admin 

 
PATIENT EXPERIENCE 
15/Q/158 PATIENT STORY  
 The PEL presented the story which featured a member of the Patient Council.  The patient 

recounted her experiences and highlighted a number of areas which the PEL addressed: 
 

 Change to regular medication whilst in hospital can be confusing – Patients can 
self-administer regular medication.  Pharmacists could be used to help patients with 
this.   

 No bell in Emergency Department – Matron has highlighted to staff that bells should 
be provided to patients. 

 Sisters Ward round – Ward Sisters aspire to undertaking a daily ward round.  
 PALS office not clear that this is where you go to complain. 

 
She confirmed that the story had been shared with relevant staff. 
 
Bobby Mason supported the comments on the PALs office and queried the title of the 
department.  It was confirmed that this is a national title that must be used but  the Patients 
Council were asked to discuss and come up with additional wording that would make more 
sense 
 
Action Note:  PEL to attend the Patients Council to lead a discussion on an alternative title 

for the PALs team. 

Action by:  PEL 

15/Q/159 END OF LIFE CARE STRATEGY – CONSULTATION PAPER 
 The Chair presented the End of Life Care Strategy and advised that this paper was out for 

public consultation.  She asked that members review and submit any feedback. 
 

CLINICAL EFFECTIVENESS 
15/Q/160 MORTALITY UPDATE INCLUDING SHMI DATA 
 The EMD presented the SHMI2 data and advised that the current rate was 1.02 which was 

the lowest it had been.  1.00 is the national average.  He gave an overview of the top 
causes of death and explained the observed and actual levels, and that a review of any 
unexpected deviation would be investigated. 
 
David King asked if the media item on the numbers of consultants available at weekends 
had been a factor.  The EMD advised that the 7 day Medical Cover report would be coming 
to the Committee in line with national guidance.   

                                            
2 Summary Hospital-level Mortality Indicator 
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In addition the Bereavement Survey will also come to the Committee. 
 
Action Note:  7 day Medical Cover report and Bereavement Survey to be added to the 
agenda for the September meeting. 

Action by: EMD 
 

15/Q/161 WARD ACCREDITATION PROGRAMME PROPOSAL 
 The LSEE confirmed that this programme was progressing well and the assessors were 

being trained in the coming week.  CCU would be reviewed first in the last 2 weeks of 
August as a pilot and then the programme would be rolled out. Accreditation would be 
based on the assessment and the dashboard and 
would be included within the monthly report. 
 
It was confirmed that the review would be undertaken annually for wards that performed 
well but more frequently for those not up to standard. 
 

15/Q/162 CLINICAL AUDIT QUARTERLY REPORT 
 The LCE presented the report and advised that a Clinical Audit Awareness Day was 

planned for August which would raise the profile.  She outlined the status of the various 
audits and advised that work was being undertaken to ensure that the outstanding audits 
were completed. 
 
The Chairman stressed the need for the findings from  the audits to be reported together 
with relevant  benchmarking for National audits and then  action plans’ would be developed 
and monitored by SEE.  She asked that the process shown within the report be expanded.  
It was also requested that Mental Health audits be included in the report This was agreed. 
 
Action Note:  A revised process to be included with the next report, together with any 
relevant Mental Health audits.. 

Action by:  LCE 
 

15/Q/163 CLINICAL NEGLIGENCE CLAIMS 
 The CRCM presented the report for the first quarter and gave an overview of the open 

claims together with an update on the outstanding PCT claims. 
 
The Chairman asked how incidents of practitioner errors were followed up and was advised 
by the EMD that these were reviewed during the annual appraisals; by the Education 
Centre who notified the Deanery of any relevant cases and by the EMD himself. 
 

15/Q/164 RESEARCH & DEVELOPMENT ANNUAL REPORT 2014/15 
 The Chair advised that the report showed an impressive range and level of research and 

development opportunities and commended the team. 
 
The EMD advised that the team struggled to get patients onto the studies due to the size of 
studies but confirmed that progress continued to be made. 
 
He confirmed that a new 5 year strategy was being prepared and would come to the 
Committee in due course. 
 

CORPORATE PERFORMANCE AND RISK 
15/Q/165 HIGHLIGHTED RISKS 
 The HOCG presented the report and confirmed that the risks on IT had been discussed at 

FIIWC.  
 
The Chair advised that following the External Governance Review there would be a full 
review of the risk register.so no further discussion took place. 
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15/Q/166 BOARD SELF CERTIFICATION 
 The HOCG presented the Board Self Certification and the Committee agreed that no 

changes are required, and it was confirmed there were no proposed changes from the 
Finance, Investment, Information and Workforce Committee.   
 
The Committee approved the Board Self Certification as presented.   
 
 

15/Q/167 CQC REGISTRATION 
 The BMSEE confirmed that the team were working with the CCG to review this 

 
15/Q/168 ANY OTHER BUSINESS 
 There was no other business 

 
15/Q/169 DATE OF NEXT MEETING 
  

Wednesday 26th August 2015 - This meeting will be to revise the Terms of Reference of the 
SEE Committee and QCPC following the External Governance Review and will not require 
all members to attend.  The Chair confirmed that the EDN, EMD, LSEE and BMSEE would 
attend this meeting. 
 
The next full QCPC meeting will be held on Wednesday 30th September 2015 
Time:     9 am to 12 Noon  
Venue:   Large Meeting Room – 1st Floor South Block, St Mary’s Hospital 
 

 
 
 

 
 
Signed: ______________________________ Chair 
 
Date: ________________________________ 
 
 



 
 

 
 

FINANCE, INVESTMENT, INFORMATION & WORKFORCE COMMITTEE 
 

Minutes of the meeting of the Finance, Investment, Information & Workforce Committee held on 
Tuesday, 28thJuly 2015 at 1.00 p.m. in the Large Meeting Room, St. Mary’s Hospital, Newport. 
 
PRESENT Jane Tabor Non-Executive Director (Chairman) 
 Charles Rogers Non-Executive Director (CR) 
 Lizzie Peers Non-Executive Financial Advisor 
 Chris Palmer Executive Director of Finance (EDF) 
 Katie Gray Executive Director of Transformation & 

Integration (EDTI)   
 Jane Pound Interim Director of Workforce (IDW) 
In Attendance Kevin Curnow Deputy Director of Finance (DDF)  
(Item 15/F/292 ) Shaun Stacey Chief Operating Officer (COO) 
(Items 15/F/180/184/185/) Iain Hendey Deputy Director of Informatics (DDI) 
(Items 15/F/181/182/183) Lucie Johnson Head of Corporate Governance (HCG) 
Minuted by Linda Mowle Corporate Governance Officer 
 
Min. No. Top Key Issues & Risks for Raising at TEC & Trust Board 
15/F/200 Long Term Financial Model/Annual Financial Plan 2015/16:  The Committee 

considered that the business planning process needs to be accelerated particularly 
around the financial plans for 2016/17 and 2017/18 in order to achieve break even.   
The Committee agreed that monthly assurance against milestones on the 
achievement of the financial 2015/16 plan be submitted monthly from August meeting, 
together with details of the Financial Plan for 2016/17.  The completed plans for 
2016/17 Financial Plan to be  presented to the November FIIWC meeting  

15/F/201 Contracts Status Report – C.Diff: Breaches referred to QCPC to take forward and 
monitor. 

15/F/206 Directorate Restructure:  The Committee considered the financial implications of the 
Directorate Restructure and were advised that additional funding would not be 
forthcoming from the CCG.  However, the Committee was assured that measures to 
reduce the potential for any possible redundancy payments were being reviewed.  The 
Committee will continue to monitor closely. 

15/F/208 Staff Survey Learning Collaborative’s Report:  The Committee considered the 
focus and objectives of each group which have been approved by TEC and noted that 
TEC would be monitoring the group plan to ensure they are progressed.  The 
Committee would continue to monitor progress. 

15/F/209 Overpayments: The Committee considered that budgetary control needs to ensure 
that business processes within the organisation are maintained, thereby eradicating 
late forms being received causing overpayments and that this should be ensured 
through the Turnaround Board. The Committee will continue to monitor overpayments 
through Workforce report and will require TEC to provide operating oversight.. 

15/F/211 CIPs Programme 2015/16: The Committee is not assured that the CIPs Programme 
is on track to deliver the target of £8.5m for 2015/16. Fortnightly reports to TEC and 
monthly reports to FIIWC will be provided from 24th August 2015. A CIPs Programme 
for 2016/17 is being taken forward and will be presented to the November FIIWC 
meeting.  

15/F/213 Financial Position:  The Trust is reporting a deficit position of £0.619m against a 
planned position of a £0.544m deficit in M3.  This is an adverse variance of £0.075m.  
The Committee is not assured at this stage that the Trust will meet its forecast 
financial outturn position for 2015/16. 
The Committee is concerned regarding the cash position which is significantly worse 
than planned due predominately to the adverse financial position at month 3. The 
impact of the financial position has been referred to QCPC for any impact on quality, 
as well as being shared with the TDA. 

FOR PRESENTATION TO TRUST BOARD ON 2nd SEPTEMBER 2015 

Enc U1 
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15//F/214 SFIs – Amendment to Waiver Limit: The Committee agreed the amendment from 
£5,000 to £10,000 for presentation to the Audit & Corporate Risk Committee for 
agreement and approval by the Trust Board. 

15/F/220 Quarterly Information Governance Report: The Committee is concerned at the 
continued pressure being placed on resources within the organisation as a whole to 
respond to the ever increasing number of FOIs, SARs and media requests, which 
deviates from patient quality and is a waste of resources particularly given the Trust’s 
financial position. The issue and options available  is to be investigated with the 
Information Commissioners Office and highlighted to the Trust Board with a sample of 
cases. 

15/F/225 Board Certification: The Committee confirmed that sufficient assurance has been 
provided to be able to recommend that the Trust Board approve the Self Certification 
return as proposed  

 
15/F/193 APOLOGIES 
 There were no apologies. 

 
15/F/194 QUORACY 
 
 

The Chair confirmed that the meeting was quorate. 
 

15/F/195 TERMS OF REFERENCE – MEMBERSHIP 
 The Chair reported that as a result of Charles Rogers being appointed Interim 

Chairman of the Trust Board, Jane Tabor has been appointed Chair of FIIWC with 
Lizzie Peers Vice Chair. The appointments were effective from the 14th July 2015. 
 

15/F/196 DECLARATIONS OF INTEREST 
 The IDW declared an interest in the Culture Review. 

 
15/F/197 MINUTES OF PREVIOUS MEETING 
 The minutes of the meeting held on the 23rd June 2015 were agreed and signed by 

the Chair as a true record, subject to the following amendment: 
 
Min. No. 15/F/158 Long Term Financial Model/Annual Financial Plan 2015/16: 
The EDF advised that there is a Financial Plan to achieve the deficit for 2015/16 which 
has been agreed by the Trust Board. A Longer Term Financial Plan to breakeven is 
being progressed. 
 
Lizzie Peers stated that behind the Financial Plan, a granular Business Plan is 
required.  
 

15/F/198 SCHEDULE OF ACTIONS 
 The schedule of progress on actions arising from previous minutes was noted with the 

following comments: 
 
a) F/006 Audit Outstanding Actions: Noted that there is substantial oversight of the 
outstanding actions by TEC and sub-committees for their respective areas, with 
overarching scrutiny by ACRC. Status – Closed.                   
b) F/075 Sickness Monitoring within the HR Review: The IDW advised that 
sickness management and rostering is being monitored and included in the monthly 
report to the Committee.  Status – Closed. 
c) F/076 – Exit Interview Pilot: Agenda item for July meeting. Status – Closed. 
d) F/083 – Risk Pathway:  Update to be presented to the Committee in August.                                                                                           
Action: HCG 
e) F/087 – Earning Value of Beds in SLA Report: The DDI to liaise with the COO in 
order that the data can be included within the Finance Report for the August 
Committee meeting.                                                         Action: DDI/COO 
f) F/088 – Governance Review: Update on FIIWC areas to be provided to the August 
meeting. Overall monitoring of the Governance Review Action Plan will be undertaken 
by the Audit & Corporate Risk Committee.               Action: HCG 
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g) F/102 – Mottistone Update: The Committee agreed that as this was part of the 
overall strategic planning, the Committee should review the Mottistone Trading 
Account . Status – Closed 
 

LONG TERM STRATEGY AND PLANNING 
15/F/199 ANNUAL OPERATING PLAN 2015/16 
 The EDTI advised the meeting that the Annual Operating Plan 2015/16 had been 

submitted to the TDA on 14th May 2015 and confirmed that a high level feedback letter 
providing an overall assessment of the Plan had been received which had RAG rated 
the Plan in 3 areas as ‘Red’, namely Finance, Performance and Quality. The update 
report prepared by the Business Planning Manager, identifies that action is being 
taken to address areas of weakness identified by the TDA. However, it does not detail 
the extent to which planned action is impacting on the areas of weakness identified. 
The Committee noted that: 

• The Executive Team is working with the TDA through monthly integrated 
delivery meetings to agree improvement activity and timeframes for 
implementation 

• With respect to Finance, the Trust has established turnaround arrangements 
to focus on achieving financial balance and longer-term sustainability. Weekly 
CIP progress reporting systems and processes have been implemented with 
status updates and action required being reported to TEC on a weekly basis. 

• In regard to Quality, work is ongoing to deliver against the remaining 30 of 
102 actions required by the CQC; a Trust-wide mortality review process has 
been put in place and a Mortality Review Committee meets monthly; 
additional resource and systems have been put in place to address 
compliance with NICE guidance with progress being monitored by the SEE 
Committee; the Capsticks governance review has been undertaken and the 
report and findings are expected in September 2015. 

• With respect to Performance, recovery plans have been put in place to 
address RTT, ED, Ambulance and Cancer performance issues,. Including 
risk and mitigation against actions. An RTT programme plan has also been 
established to oversee the4 delivery of 5 projects initiated to address factors 
affecting RTT delivery. Regular challenge and scrutiny sessions are held by 
the TDA to review progress in the delivery of recovery plans. 

 
15/F/200 FINANCIAL FORWARD PLANNING 
 The DDF advised that the update report, together with the Financial Planning 

presentation, have been produced to inform the FIIWC of the possible  financial 
position of the Trust over the next five years, using current planning assumptions and 
the impact on achievement of financial duties. 
 
The DDF reported that earlier in 2015 the Trust was required to submit a one year 
financial plan for 2015/16. This was submitted with a forecast deficit of £4.6m 
assuming achievement of an £8.5m Cost Improvement Programme (CIP). Future year 
forecasts have been produced using the Monitor prescribed Long Term Financial 
Model. The outcome, using various sensitivities around the Surplus/Deficit Positions 
and CIP achievement are described below. 
 
Long/Medium Term Financial Plan 2015/20 – Sensitivity 1 

• Planned £4.6m deficit achieved in 2015/16 
• 4% CIP target is achieved in all years of model 
• Cumulative deficit removed by 2019/20 
• 3 year rolling break even duty realised in 2018/19 
• Assumed continued support from CCG regarding ‘Island Premium’ 

 
Long/Medium Term Financial Plan 2015/20 – Sensitivity 2 

• Deficit of £12.6m is achieved in 2015/16 based on Quarter 1 trajectory 
• 5% CIP target is achieved in all years of model 

Minutes of the Finance, Investment, Information & Workforce Committee – 28 July 2015 Page 3 of 17 



• Cumulative deficit remains throughout model 
• 3 year rolling break even duty realised in 2019/20 
• Assumed continued support from CCG regarding ‘Island Premium’ 

 
Short Term/Annual Financial Plan 2015/16 

• Deficit planned for 2015/16 of £4.6m 
• Assumes achievement of £8.5m Cost Improvement Programme 
• TDA ‘red’ rated assessment of 2015/16 Plan 

 
Financial Planning for 2016/17 & 2017/18 

• No plans as yet submitted due to TDA requirement of one year plan 
 

Lizzie Peers reiterated that the business planning process now needs to be 
accelerated particularly around the financial plans for 2016/17 and 2017/18 and that 
details of the Financial Plan for 2016/17 be presented to the November meeting of the 
Committee in order that the gap is articulated in time to manage the finances. 
 
The EDF advised that activity needs to be refreshed in order to draw out the costs, 
together with what is included within the business plan over the next 5 years. 
 
Lizzie Peers commented that a timeline for the business plan needs to be available for 
the November meeting.  Charles Rogers considered that this was fundamental in 
order to provide confidence and assurance that the Trust has plans to achieve break 
even.  
 
The EDTI confirmed that the Business Plan is to be presented to the September Trust 
Board as the Trust Chairman and Chief Executive are meeting with the TDA in 
September. 
 
The EDF advised that robust downside scenarios need to be part of the planning 
process, the development of which will engage the Trust Board. 
 
In reply to Charles Rogers’ query on the work of Vanguard, the EDF commented that 
Vanguard is building scope and direction of travel but that for Providers it is still status 
quo as it is Commissioner focused.  However, Vanguard will influence planning in the 
longer term. 
 
The Committee agreed that monthly assurance against milestones on the 
achievement of the financial 2015/16 plan be submitted monthly from the August 
meeting, together with details of the Financial Plan for 2016/17.  The completed 
2016/17 Financial Plan to be presented to the November meeting.                                                                          
Action: DDF 
 

CONTRACTS AND ACTIVITY 
15/F/201 CONTRACT STATUS REPORT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Committee received the self-explanatory status report prepared by the Assistant 
Director of Contracting, noting the following: 
 
• The Trust has received approximately £98k worth of penalties year to date as at 

end of May 2015 as a result of breaches to A&E 4 hours, ambulance handover, 
waits over 52 weeks, C-Diff and Mixed Sex Accommodation breaches. The Trust 
is working with the CCG through the System Resilience Group to re-invest these 
penalties into the Health Economy in line with the national guidelines. 

• The Trust has incurred 9 C-Diff breaches year to date against 2015/16 annual 
target of 7 - £10k per breach and will have an impact on the financial position 
Charles Rogers stated that the breaches are significant and asked how best these 
might be tackled. The Committee agreed that this item should be referred to 
QCPC to take forward and monitor.               Action: Admin 
(Post meeting note: Chair of QCPC emailed on 03/08/15to include on QCPC 
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agenda. 
Response email from Nina Moorman, QCPC Chair, dated 04/08/15 advising: ‘ I 
would like to assure FIIWC that C.Diff is discussed at every QCPC meeting at the 
moment – perhaps the minutes do not reflect this so I will ensure the current ones, 
now in draft, does. Two specific points from last week’s meeting for interest: 

• The CCG has agreed that rather than fine us for the recent breaches, they 
are funding a new method of cleaning which will be used on the 2 wards 
identified as possible sources 

• Appeals against some of the cases not being attributable to the Trust 
have been upheld. 

There are also some planned new pieces of work to tackle the problem which will be 
in the C.Diff report in the minutes. 
I agree with the more general point that our understanding of quality and finance 
should be better aligned – there is a significant cost to poor quality, not just fines.) 
• The CCG contract has yet to be formally signed but it is hoped that signing will 

take place by the early part of August 
• The CCG contract has under-performed by approximately £180k year to date as 

at end of May 2015. 
• Allowing for High Cost Drugs and changes since the month end, the NHS England 

contract shows an over-performance by £48k as at end of month 2 (flex position) 
relating to Chemotherapy Delivery and Neonatal Critical Care. 

• Sexual Health contract with the Local Authority has over-performed by 
approximately £100k as at end of month 2. 

• Contracts for School Nursing and Baby Friendly Initiative have been received and 
circulated for signatures 

• Contract for maternity smoking cessation has been received. However the Trust 
has raised a few queries regarding its finance and awaiting a response. 

• IOW CCG has identified three services to move into the Locality Contract in 
2015/16 as part of the development of My Life A Full Life alliance contracting 
model. 
 

The Committee agreed that the financial impact of breaches be included in the 
monthly reports to the Committee.                                                 Action: DDF 
 

15/F/202 BUDGETARY COMPLIANCE WITH SFIs 
 The Chief Operating Officer (COO) attended to present the Month 3 Hospital & 

Ambulance Directorate Finance update report which details the key drivers of the 
month 3 finance position and the actions the Directorate is taking to bring itself into 
break even position. While the actions are robust, the report offers limited assurance 
as these actions alone are unlikely to result in the delivery of the entire CIP and the 
recovery of the current overspend. 
 
The Committee was informed that the Hospital & Ambulance Directorate is £2m 
overspent at month 3.  The size of the overspend has been reducing monthly as a 
result of robust actions, however the Directorate is still not forecasting break even for 
year end. 
 
The Directorate has only identified plans for a little over a quarter of its total CIP target 
(including historic CIP under delivery and an additional £1m allocated in year).  Work 
continues to identify deliverable schemes to bridge the gap but ongoing clinical 
demand and capacity within the senior management team present significant risks to 
the delivery of these. 
 
The Directorate is requesting additional assistance to generate high value ideas and 
deliver on the requirement for 2015/16. 
 
COO highlighted the following key points: 

• The Directorate is now very clear on the process and governance for SFIs for 
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the authorisation for the employment of locums and there has now been a 
significant change and this will continue to be monitored 
 
The EDF advised that the Directorate has responded to the additional controls 
put in place particularly around scrutiny of recruitment and seeking formal 
TEC approval to overspend. Every budget holder has been issued with the 
Budget Manual, SFIs and a letter to adhere to the controls. 
 

• The impact of bed capacity within the organisation has been significant 
against income – in mitigation, still dealing with winter in July which is 
unusual. In addition, a number of beds were closed to deliver the estate 
refurbishment and this has had an impact, as had the 100 bed closures in the 
wider community. Once the Hospital beds open in September, work 
throughput will increase. There clearly needs to be much more closer 
planning around the remaining demand to deliver the income forecast as well 
as the RTT position. 
 
Charles Rogers expressed concern regarding the further bed closures by 
nursing homes within the community which will impact even further on bed 
capacity.  
 
COO advised that strategic planning has been instigated with the Local 
Authority, CCG and the Trust which should be commissioned in  September 
which will review what the bed capacity is for the Island including the Trust’s 
contribution. This will not take account of the fact that 7 out of 10 nursing 
homes are under ‘improvement notice’ which potentially will have significant 
impact on elective plans. 
 

• A lot of focus on CIPs in the early months on the quick wins. Focus should 
have been on the larger schemes which is now the centre for the Directorate 
focus. Organisational change is having a significant impact on the CIP 
schemes for the Directorate. There is clearly inter-dependencies of the 
smaller schemes with other schemes particularly around workforce. 
 
In reply to Lizzie Peers’ suggestion as to whether PMO could provide some 
support in order to help deliver the projects, the EDTI confirmed that PMO is 
providing support and has spent a lot of time with the Hospital & Ambulance 
Directorate bringing clarity of perspective to the high risk and high value 
schemes. 
 
The COO advised that there is to be a ‘hot lab’ approach to the Theatre 
Project which is not a risk to patient care or the current elective delivery plan. 
 
The Chair asked that the tracking for the delivery of schemes through the 
Turnaround Board  be added to the CIP schedule and then presented to 
FIIWC and Trust Board. 
 
Lizzie Peers commented that the Turnaround Board should be capturing all 
projects and that the Turnaround Board should provide the FIIWC with a 
summary of the log, detailing the risk and gap as at a given time. A monthly 
report would provide the CIPs bigger picture for culture, finance, SLA and 
2015/16 planning. 
 

The Committee requested, and the COO agreed, to present and share the root 
causes and learnings of his work with TEC.                           Action: COO 
 
The Chair, on behalf of the Committee, thanked the COO for attending and providing 
in depth information which allowed the Committee to understand the root causes for 
HAD’s overspend. 
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WORKFORCE PERFORMANCE 
15/F/203 WORKFORCE PERFORMANCE REPORT 
 The IDW presented the report and highlighted the following: 

 
• Overall paybill exceeds funding (excluding Trust reserves) by £404k  in month 

and £2.1m year to date. The overspend is primarily attributable to overspends 
with the Hospital & Ambulance Directorate but Corporate areas are overspent 
also 
 
In reply to the query from Charles Rogers on the overspend in Corporate 
areas, the EDF explained that this ‘Corporate’ includes areas such as 
catering, occupational health, governance.  
 
The Committee requested that the monthly report to cover ‘Corporate’ 
separately.                                                                           Action: IDW 
                  

• Sickness has remained at around 3.9%. Anxiety, stress and depression 
absences continue to be most common 

• Use of temporary staffing reduced marginally in month to 73% from 76% in 
May equating to 163 WTE 

• Under-establishment increased marginally to around 8% but is in line with 
staff turnover expectations 

• Recruitment activity has increased  significantly  in month to 91.12 wte in May 
but is less than the 155 in process in April 
 
In reply to Lizzie Peers query on the impact of the controls now in place on 
recruitment, the IDW confirmed that although there had been a dip in 
recruitment last month, she was far more confident now that the controls were 
having an effect with business cases going to TEC weekly. 
 

• Overpayments have remained static in month. Monthly data provided to 
directorates. The HAD Directorate has seen a 12% reduction in overpayments 
but this is offset by an almost 50% increase in overpayments in Community & 
Mental Health. 

• 16 Units were removed from the batch list for payment of enhancements and 
variable hours due to rosters not being finalised by the deadline 

• Rostering in safe staffing areas has worsened significantly in June, with 
compliance to policy down to 10% from 36%. The IDW advised that the 
deadlines should be enforced and that this could be done through the 
Turnaround Board. 
 
The Committee supported the IDW in this approach and recommended to the 
Turnaround Board that the deadlines for Rostering be enforced in order to 
reduce costs to the organisation.               Action: IDW/EDF 

 
15/F/204 WORKFORCE KPIs 2015/16 
 The IDW introduced the updated KPIs for 2015/16 advising that several key 

performance indicators have met initial targets set for the first quarter, though several 
areas for improvement have been highlighted.  A review of current volunteer numbers 
and the development of rostering for volunteers is being undertaken. 
 
The Committee considered that further work was required on the KPIs, following 
discussion with NEDs, and that the KPIs be submitted to the August meeting for 
agreement before submission to the Trust Board in September 2015.  In addition, the 
report needs to be more legible.                  Action: IDW 
                                                                    

15/F/205 REPORT ON AGENCY USAGE AND RECRUITMENT 
 The Committee received the report on temporary staffing and recruitment as at the 

30th June 2015 prepared by the Workforce Planning & Information Manager.  The 
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purpose of the report is to provide an overview of both the on-going recruitment 
activity for all posts and how vacancies are being covered. 
 
The Committee noted that as at the 30th June 2015: 

• the Trust is under established by 223 wte. (284 excluding Earl Mountbatten 
Hospice (EMH) – EMH figures show in post but no funded wte).  

• 163 wte of variable staffing used during June 2015, up from 159 in May 
• 91 wte of posts are currently at various stages of recruitment, up from 42 in 

May but less than the 155 at the end of April 2015  
 
Lizzie Peers asked for clarity around Allergy and Phlebotomy as these would appear 
to have high sickness rates; was there a trend and if so, how was this being managed.  
 
IDW explained that these were quite small services which had had a spate of illness, 
resulting in a high percentage. Any trends would be picked up and followed up 
through the normal joint working processes. 
 
Following review and recognising that the Trust Board in March had agreed the 
budget as the affordable budget without CIP, the Committee requested for 
presentation to the August meeting that: 

• The baseline be re-established  
• The report to be split: 5% Clinical, 10% non clinical CIPs 
• Make clear what the vacancy issue is as opposed to the CIP issue – staff in 

post and staff related CIP  
Action: IDW 

 
The Committee requested that monitoring of agency usage and recruitment continue 
with a monthly update report to the Committee.                         Action: IDW 
 

15/F/206 DIRECTORATE RESTRUCTURE UPDATE 
 The IDW provided the Committee with a verbal update on the Directorate Restructure 

advising that the consultation closed on Tuesday, 21st July 2015.   The clinical 
services will be organised into 5 business units with a small management team for 
each unit thereby giving more responsibility and accountability to the units, but with 
overall accountability to the COO.  
 
A Closure Report, Business Case and financials are due to be presented to the 
Executive on either the 30th or 31st July with a view to meeting with Staff Side early in 
August in order to begin implementation.  The first stage of organisational change is 
planned to commence with effect from 1st October 2015. 
 
Charles Rogers asked whether funding had been found for any staff that may leave. 
The EDF advised that no funding had been forthcoming from the CCG but that the 
Restructure was being undertaken in a way that the Trust was looking at all options on 
this .  The Trust needs to ensure the support of the CCG with the Board being 
updated on the impact of the Restructure. 
 

15/F/207 CULTURE REVIEW REPORT 
 The Committee received the Cultural Review Audit prepared by Signal Business 

Consulting dated 27th February 2015 which was commissioned at the end of 
December 2014 in response to initial raw data feedback from the national Staff Survey 
and from various informal feedback mechanisms that pointed to the possibility of a 
culture being present in the organisation that was inconsistent with ‘Our Values – We 
care; We are a team and We innovate and improve’. 
 
The EDTI confirmed that an executive summary of the report was shared with the 
organisation, along with an outline of the various actions that were planned to be 
undertaken as a result of the review’s findings and of the feedback from the national 
staff survey. This was supported by various communication events, e.g. a letter to 
staff, town hall meeting and live online chats.   
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The Executive Team has now agreed to requests to publish the report in full. A typed 
communication has been devised that consists of a letter to all staff from the Chief 
Executive and an annotated version of the report outlining the Trust’s response to 
various findings, which will be available online and in digital formal.  There will be a 
Q&A session in various Trust locations and Focus Groups, if required, to explore any 
lingering concerns from staff. 
 

15/F/208 STAFF SURVEY LEARNING COLLABORATIVES REPORT 
 The EDTI presented the update report on the Staff Survey Collaborative Groups 

prepared by the Assistant Director for Organisational Development, together with the 
Project Charters and Delivery Schedules of the groups. 
 
The Committee noted that the work of the five work groups continues with four of the 
five tracking to milestones, The exception, the group dealing with the topic of ‘Getting 
the most from the appraisal process’ is managing delays in project delivery by re-
scoping the second phase of the project. 
 
The focus and objectives of each group have been agreed by TEC and in each work 
group, as milestones for TEC decision-making arise, individual papers are considered 
by TEC, with TEC monitoring the group plan to ensure they are progressed. 
 
Lizzie Peers asked, in relation to the Project Charters, whether KPIs had been 
established which would enable monitoring of implementation.   The EDTI commented 
that these groups are under the auspices of HR and have joined into a self-
explanatory group to work on specific items.  
 

15/F/209 OVERPAYMENTS 
 The Committee received the Overpayments status update as at July 2015. The 

Committee noted that incidences of overpayments have increased to 34 in the quarter 
from 33 in the period January to March 2015, from only 4 in December. Whilst the 
balance of overpayments has reduced in the quarter to £94k from £99k in March due 
to repayments and the management of overpayments, the value of overpayments 
made in the quarter has increased from £51k in the period January to December, to 
£80k in this period. 
 
The EDF considered that this was negative assurance as there should not be any 
overspend.   She advised that as there is no formal meeting with SBS, errors from a 
SBS perspective need to be escalated.  Budgetary control needs to ensure that 
business processes within the organisation are maintained, thereby eradicating late 
forms being received causing overpayments. 
 
Lizzie Peers asked how overpayments are reviewed and in response, EDF advised 
that the Trust has a duty to recover all overpayments and that all overpayments 
should be paid back immediately. 
 
The Committee agreed that: 

• Budgetary control should be ensured by the Turnaround Board 
• Errors attributable to SBS should be raised directly with SBS 
• The graph included in the Workforce Report needs to be clearer in relation to 

overpayments 
• An  update report to be presented to the September FIIWC meeting 

Action: IDW 
 

15/F/210 QUARTER 2  EXIT INTERVIEW REPORT 
 The IDW presented the quarter 2  (April – June 2015)Exit Interviews Report prepared 

by Amy Rolf, Senior HR Manager. The report provides a full breakdown of responses 
and a summary of comments made by individuals. 
 
Based on the 11 responses received, the organisation scored well in relation to staff 

Minutes of the Finance, Investment, Information & Workforce Committee – 28 July 2015 Page 9 of 17 



feeling able to influence change and being able to speak their mind. For the second 
quarter in a row the indicators scoring lowest were departmental morale and 
communication. 
 
Directorate level reporting will be cascaded to Directorate Management Teams with 
the organisational level reporting being shared with the Assistant Director of 
Organisational Development. 
 
Following review, the Committee considered that: 

• As there is insufficient data to give trends or themes, the questionnaire be 
reviewed to incorporate such questions as ‘Why are you leaving?’ 

• Exit Interview report to be linked into the staff survey and culture review 
• The report to be provided to FIIWC 6 monthly in order to show any trends and 

actions being taken 
Action: IDW 

 
PROGRAMME MANAGEMENT 
15/F/211 CIPs PROGRAMME 2015/16 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Committee received the Cost Improvement Programme 2015/16 Dashboard 
prepared by the Programme Governance Office.  The EDTI highlighted the following: 

• Trust CIP Plan £8.5m 
• Scheme Plans £5,424,120 
• Forecast Delivery £3,499,710 
• Variance to Scheme Plans £1,715,180 
• Trust CIP Plan Variance £4,647,110 

 
The Committee noted the following key issues: 

• A lack of engagement in the reporting process by project managers leading to 
incomplete reporting. Addressed via group and individual sessions with 
project managers reiterating the reporting process and the importance of 
adherence to it. 

• Large variance (£1.75m) in Plan v Forecast against individual schemes under 
investigation at a scheme level 

• Scrutiny and challenge meetings at Directorate level continue to schedule 
• New weekly action to support Directorate scrutiny and challenge: announce 

weekly to TEC each Monday the c.10 individual projects that will be further 
examined by PGO Team with specific emphasis on providing support to 
overcome particular roadblocks to success 

• Additional QIA sessions being undertaken to address the large number of 
unsigned QIAs 

• Transfer of ownership of ‘Turnaround’ new ideas from Turnaround Team to 
PGO. This brings the Turnaround ‘New Ideas’ process in line with the existing 
New Ideas process that was introduced last year. 

 
Top 5 CIPs by Value: 

• Top 5 schemes by value are all ‘Green’ or ‘Amber’ status in the latest 
weekly report (Amber = Off Target: risk to delivery of project against plan 
can be managed by project team.) Important to note that it is not possible 
to report more than two consecutive ‘amber’ statuses. Any more than two 
consecutive amber statuses is an automatic ‘red’ status. 

 
Lizzie Peers requested that a graph showing achievement of the CIPs be included in 
the report.  The EDTI confirmed that the next report will include recurring, non 
recurring and actual CIPs and the Committee agreed that the normal report be 
included within the agenda, but that a latest position statement be tabled.                                                                      
Action: EDTI 
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F/15/212 CIP PLANNING – 2016 AND BEYOND 
 The Committee noted that the business planning cycle for 2016/20 started on the 1st 

June 2015 is on track with the delivery schedule approved by TEC. As part of this 
cycle, CIP Plans for 2016/17 are scheduled to be completed by February 2016. 
 
The schedule has now been accelerated and the accelerated plan sees CIP plans for 
2016 being complete by end of November 2015. 
 
Training and background reading has been distributed, as well as planning guidance 
and timetables. Group and one-to-one sessions are planned with key resources in the 
Directorates. 
 
August 11th is an important staging post in the planning cycle when Trust Board and 
senior stakeholders hold a Strategic Long Term Planning day where the output of the 
day will be the signpost to the particular CIP schemes to be carried forward in 2016 
and beyond. There will be a twin focus: a) effective and realistic schemes that can be 
delivered in the 2016/17 timeframe to support a break even position, and b) longer 
term transformational schemes that support the long term vision. Capacity and 
capability to deliver on both fronts will be essential to successful execution of the 
resulting plans. 
 
A key feature of the planning cycle will be fortnightly meetings of key players chaired 
by the Executive Director of Transformation & Integration. ‘Planning in the round’ and 
real time check and challenge will provide a dynamic planning environment where 
challenges can surface and be overcome quickly and where pace of delivery can be 
maintained.  
 
Fortnightly reports to TEC and monthly reports to FIIWC will be provided from August 
24th 2015.    
 
The EDTI confirmed that the 2016/17 CIP Plan will be completed by November 2015. 
 

FINANCIAL PERFORMANCE 
15/F/213 FINANCIAL PERFORMANCE REPORT  
 The DDF presented the financial position of the Trust as at month 3, highlighting: 

• The Trust is reporting a deficit position for the month of £0.619m against a 
planned position of a £0.544m deficit. This is an adverse variance of £0.075m. 
The year to date position is now a deficit of £3.197m against a planned deficit 
of £1.680m, an adverse variance of £1.517m. In month 3 the income position 
is £0.50m ahead of plan and £0.436m behind plan year to date. Of this 
balance, £180k is related to underperformance against the Isle of Wight CCG 
contract. 

• As with previous months, the main concern, along with income performance, 
is the variance in the Hospital & Ambulance Directorate. This Directorate has 
overspend in month by £0.343m, a cumulative overspend of £2.029m. This 
overspend is broadly split into two categories: one being the failure in delivery 
of the Directorate’s CIP targets, £1.127m, and the balance relating to 
operational pressures. 

• The Trust’s forecast out-turn position remains at £4.6m. The turnaround 
approach continues to be pushed across the organisation and impacts fare 
being monitored. The current monthly performance could be interpreted that 
the position is improving but caution must be taken until a sustained 
improvement is observed. 

• The Trust’s CIPs has an adverse variance in the period to month 3 of 
£1.247m. The total CIP target for the Trust this year is £8.5m. 

 
Cash Position: 
The forecast cash position of the Trust continues to worsen as a direct result of the 
deficit position. The cash forecast currently indicates that the Trust will require cash 
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support to maintain its working capital balances before the end of quarter 2 unless 
performance improves dramatically. The deterioration of the cash position is 
significantly worse than planned predominately due to the adverse financial position at 
month 3. 
 
The cash forecast starts with a positive cash balance of c.£2m, however, at the end of 
September, based on current projections the cash reserves will deplete. 
 
There are essentially 3 solutions to the cash issue: 
1. the planned CIPs start to deliver at pace during July, August & September meaning 
the predicted cash problem does not materialise 
2. an approach is made to the CCG to commit funds to the Trust in excess of what we 
are due to earn. At the earliest support from this source could start in September due 
to the draw-down procedures for CCGs. This could only be a short-term fix as these 
funds would need to be repaid in full before the end of March. 
3. approach the TDA to formalise a Revolving Working Capital Facility (RWCF) 
application. This is a form of loan that needs to be repaid to the TDA. It should be 
noted this is not a formal loan application but is suitable for a short-term cash flow 
problem. 
 
Capital Planning: 
The total capital spend planned for the financial year is £8.180m. As at month 3 the 
actual spend is £0.817m compared to a plan of £1.963m. The main slippage relates to 
the rolling replacement programme which was prioritised at the last Capital Investment 
Group meeting.  
 
Cost Base Review: 
Phase 3 of the Cost Base Review Project is gaining momentum and reviews are 
progressing for the services prioritised by the Steering Group. In line with the project 
plan, these reviews will be complete by September and actions are being taken to 
mitigate risks relating to the capacity and availability of staff during the summer period.  
Charles Rogers queried whether the target of £4.6m deficit was still viable given the 
current financial position. The EDF advised that, at this point, going forward with 
Turnaround the £4.6m is still the target but, clearly, there is a level of risk around 
identified schemes’ ability to deliver. However, should there be any deviation, then the 
financial position at year end will have to be reconsidered which will be a turning point 
for the Trust and have very serious consequences for future recovery. 
 
Lizzie Peers stated that in terms of reporting, £4.6m is still the target and noted the 
underlying risks to achievement. She advised that the Trust Board should be very 
clear on what the risks are to achievement of the planned deficit. 
 
In response to Charles Rogers query on the availability of another plan to mitigate the 
adverse projections, the EDF confirmed that downside scenario planning is already 
being considered and implemented. 
 
The Committee was cognisant that it was a whole organisational approach to the 
financial position, which was multi-factorial with some services under performing and 
others over performing.  
 
The Committee considered the impact of the financial position should be referred to 
QCPC for any impact on quality, as well as being shared with the TDA.                                                                                    
Action: EDF/Admin  
(Post meeting note: Chair of QCPC emailed on 04/08/15 requesting QCPC to monitor 
quality in relation to the financial position.) 
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15/F/214 SFIs – AMENDMENT TO WAIVER LIMIT 
 The Committee agreed the amendment to the limit for the formal tendering procedure 

from £5,000 to £10,000 for presentation to the Audit & Corporate Risk Committee for 
agreement and formal approval by Trust Board. 
 

15/F/215 TURNAROUND BOARD REPORT 
 The EDF presented the update on the Turnaround Board the purpose of which is to 

inform the Committee of the current achievement against the Turnaround Board Roles 
and Responsibilities.  
 
The Committee noted that the Turnaround team was established on 15th May 2015, 
with the first Turnaround Board meeting on Friday, 29th May. The Turnaround Board 
has direct responsibility, delegated by the Trust Board, for overseeing financial 
turnaround. The Turnaround Board will ensure robust workforce and financial controls 
are embedded and an accelerated approach to the design and implementation of safe 
cost savings and new ways of working to achieve productivity improvements.  The 
Board is required to ensure a sustainable financial basis for our long term future, while 
continuing to improve services for our patients and the wider Island community.  

 
15/F/216 PROCUREMENT STATUS REPORT 
 The DDF gave an overview of the procurement report for July  2015 prepared by NHS 

South of England Procurement Services. 
 
Charles Rogers stated that the report needed to be specific to the period in question. 
 
The Chair requested that it would be helpful to the Committee to have signposted 
anything in particular within the Executive Summary that the Committee should be 
aware of and what actions are required to mitigate the risks. 
 
The Committee requested that the DDF take forward these requests with Procurement 
in order that the status report can be updated for the next meeting.                                                                                          
Action: DDF 
 

AUDIT & CORPORATE GOVERNANCE  
15/F/217 AUDIT OUTSTANDING RECOMMENDATIONS 
 The DDF reported that as at 15 July 2015 there were 12 audit recommendations 

exceeding the proposed implementation date. A summary of these outstanding 
recommendations, along with the responsible leads, has been included in the report.  
Of the overdue recommendations, two are categorised as priority 1 which are Use of 
Trust Vehicle Fleet (Estates) and Patient Records (Corporate). All recommendations 
are chased on a monthly basis and escalated through the TEC agenda on a weekly 
basis as necessary.  
 
The Committee noted that pressure is now put on leads to respond and that generally 
there is improvement in the response rate but that there is still work to be done. 
 
The Chair reiterated the request that additional commentary is provided on the actions 
at TEC to resolve the overdue recommendations.            Action: DDF               
 
Lizzie Peers commented that all the amended due dates are now passed, some by a 
long while and, as such, this gives little assurance and that the schedule required a 
data cleanse. She further commented on the need to have a policy on temporary staff 
and its usage as this is a key financial risk for the Trust. The recommendation was 
made in December 2013 with an amended due date for completion May 2015.  The 
Committee asked the IDW to follow this up as a matter of urgency.  

Action: IDW 
The Committee noted the limited assurance provided by the report and requested that 
the schedule of outstanding recommendations is updated with the results of the audit 
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report in time for the August meeting.  In addition, the schedule to incorporate the 
original due date as well as the priority rating.    

Action: DDF         
15/F/218 EXTERNAL AUDIT ANNUAL ACCOUNTS REPORT 2014/15 – ACTION PLAN       
 The DDF presented the action plan to address the recommendations on the financial 

statements contained within the External Audit Annual Accounts Report for 2014/15. 
Each of the four recommendations have been accepted and action plans are in place 
to resolve. 
 
In regard to the qualified value for money conclusion by External Audit, Lizzie Peers 
asked how confident was the Trust of achievement based on the actions required by 
Turnaround.  The DDF stated that based on the current assumptions, only limited 
assurance could be provided to the Audit & Corporate Risk Committee.   
 

15/F/219 REVIEW OF RISK REGISTER AND ACTION PLAN 
 
 
 

The HCG presented the suite of reports which are designed to highlight to the 
Committee risks currently on the Corporate Risk Register which link with the 
responsibilities of the Committee, namely: 

• Risk Register Summary sheet showing all risks, including movement 
• All risks allocated to FIIWC as a Board Assurance Committee 
• Risks scoring 16 and above (allocated to FIIWC) together with action 

summaries, as they appear on the Risk Register as per updates from risk 
owners.  
 

The Committee noted that full action plans are reviewed and monitored by 
Directorates on a regular basis. 
 
HCG confirmed that no risks have been closed since the last report and that no new 
risk has been allocated to FIIWC as the Assurance Committee. 
 
HCG also confirmed that the review of the risk monitoring process and the 
development of a pathway for the monitoring of risks through the sub committees 
forms part of the work of the External Governance Review and, as such, will form part 
of any action planning associated with the conclusion of the review. 
 
The Committee noted: 

• 638 Trust Archive Records Storage – lack of capacity: has been re-allocated 
to HCG. A proposal on how to manage should be available by October. HCG 
and EDTI to discuss outside of meeting. 

• 653 Unsupported and outdated EDGE Infrastructure – Risk loss of access: 
action plan requested from risk owner on a number of occasions.  Discussed 
at IT Delivery Group.  Assurance required on the process for senior 
management executive level sign off for risk management team. 

• 580 Medical Photography Standards – Significant IG risks: lead to be 
provided 

 
Charles Rogers and the EDF supported the continued monthly reporting, recognising 
the need for continual improvement in order to drive for achievement of risks. 
 
The Committee requested that: 

• Scoring be reviewed 
• Review period for all risks to be incorporated 
• Risk owner to be named 
• Timeline to achieve risk objectives 

Action: HCG 
15/F/220 QUARTERLY INFORMATION GOVERNANCE REPORT 
 HCG presented Quarter 1 Information Governance Report prepared by Tony Martin, 

Information Governance Manager, the purpose of which is to provide an update on: 
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• Information Governance Toolkit 2015/16 compliance and plans to achieve 
Level 2 compliance, including current performance against IG training 
requirements: 
The deadline for submitting the self assessment is the 31st March 2016. The 
revised toolkit has only recently been published and as such, plans at this 
stage are in their infancy. The Information Governance Steering Group will 
monitor progress towards Level 2 compliance from an operational 
perspective. 

• Freedom of Information requests and performance against requirements 
Current performance for Quarter 1 is 77% of requests being processed within 
the required timescales which is a slight improvement 

• Information governance incidents, reported via DATIX 
Misfiled records and confidentiality breaches continue to be the highest 
reported IG incident type and as such remain a concern for the Trust. It 
should also be noted that the majority of misfiles are identified by the IG team 
during Subject Access processing 

• Subject Access Requests (SARs) and performance against requirements 
73 SARs breached the 40 day deadline in the first quarter of this financial year 
as opposed to no breaches during the same period last year 

• Information Commissioners Office (ICO) activity. 
In the last quarter there was one IG SIRI reported to the ICO, and two letters 
received from the ICO following complaints made to them. 

 
The Committee noted that the report provides limited assurance in that performance 
against both FOI and SAR targets has deteriorated as compared with the same 
quarter last year. However, the report outlines plans in place to address this, which 
may take some time to come to fruition.  
 
HCG highlighted to the Committee that at present there is no named individual within 
the Trust as Information Security Manager who requires to possess a professional 
qualification.  
 
The Committee requested that options and recommendations for the Information 
Security Manager be presented to TEC and then to FIIWC for agreement before 
presentation to the Trust Board for approval and incorporation into the Formal Roles 
and Responsibilities Register.  

Action: EDTI 
 

The EDF highlighted the continued pressure being put on resources within the 
organisation as a whole to respond to the ever increasing number of FOIs, SARs and 
media requests, which deviates from patient quality and is a waste of resources 
particularly given the Trust’s financial position.  
 
The Chair asked what action could be taken to provide recommendations and options 
on how to manage these requests and it was agreed that: 

• HCG investigates the options available with the Information Commissioners 
Office and provide an update report to the September meeting with options on 
how to manage requests 

• The issue be highlighted to the Trust Board with a sample of cases 
 
Lizzie Peers considered that confidentiality data breaches required further 
investigation in order that lessons are learnt. The Committee agreed that an update 
report be provided to the August meeting.                         Action: HCG 
 

INFORMATICS PERFORMANCE  
15/F/221 DATA QUALITY REPORT  
 Due to a delay by the Health l& Social Care Information Centre (HSCIC) in updating 

the SUS Dashboard, we are unable to access updated data for the Data Quality 
Report. Therefore the first report for the new year will be provided at the next FIIWC 
meeting. 
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15/F/223 SLA ACTIVITY & OPERATIONAL PERFORMANCE  
 The DDI introduced the report which provides an overview of our current SLA position 

and associated operational performance, and an assessment of the Trust’s Data 
Quality.  He reported that overall, as at M2 Flex date, the Trust has underperformed 
against our SLA Plan value by £226k. The most notable underperformance is in the 
SLA with the IW CCG £372 below plan at MO2. However the position is projected to 
improve in MO3 to £126 above plan due to an increase in unscheduled care over-
performance and a reduction in the planned care under-performance.    
 
At a specialty level, Trauma and Orthopaedics (T&O) is the most significant specialty 
below plan and plans are being developed to improve the position. The plan will 
include optimising existing capacity along with outsourcing some activity in order to 
improve operational performance. 
 
Operationally, we continue to incur fines for failing the Emergency Care 4 hour 
standard, although performance at M2 is in line with our recovery trajectory. We have 
also incurred a penalty for Ambulance Handover delays and Mixed Sex 
Accommodation breaches. 
 
Lizzie Peers requested that due to the large amount of information in the report, 
analysis of what the financial impact is and what is being done to mitigate the impact 
be included in the August report.        
  
 
The Chair also requested that key actions underway to address key areas of variance, 
together with an indication of direction of travel, be included for the next report to the 
Committee in August.                                          Action: DDI   
 
The Committee agreed that for August: 

• An update be provided on the conclusion of the phasing of the CCG contract 
• The impact of actions taken  
• Discussion to be held with COO on the analysis within the report 

Action: DDI 
INVESTMENT/DISINVESTMENT 
15/F/224 PERFORMANCE REPORT 

 The EDTI presented the update report covering: 
 
NHS Creative: 

• Performance to the business plan is on plan 
• A review of overhead contribution is underway 
• There are credible plans in place to continue growth and development 
• Alternative hosting arrangements are being explored via Wight Life 

Partnership 
 
Carbon Energy Fund 

• The Trust has written to the District Network Operator urging them to commit 
to a timetable of September to inform us of fees. Once this is received, re-
engagement with TDA on approval of FBC can proceed 

• Delays in the delivery schedule are being handled inside the project team  
 

Wight Life Partnership 
• The report on the Clinical Strategy Estates Review has been received from 

Ryhurst. The response from the Trust is that it is deficient in one element. In 
particular, the Options Assessment, whereby the long list of potential projects 
were to be assessed against defined criteria was not carried out satisfactorily. 
This is being addressed via the Informed Client Group and a plan to recover 
the position in place. 
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15/F/225 BOARD SELF CERTIFICATION 
 The Committee received the report and noted the following: 

 
Board Statements 
Board Statements 1, 2, 5, 6, 7, 8, 10, 13 and 14 remain ‘at risk’ as a consequence of 
the CQC inspection undertaken in June 2014.   Statements 5 and 8 were declared ‘at 
risk’ by the Board at its meeting on 1st April 2015.  Progress continues against the 
Quality Improvement Plan (QIP) and the Trust remains on trajectory towards declaring 
full CQC compliance. 
 
Licence Conditions 
All Licence Conditions remain marked as compliant. 
 
The Committee confirmed that sufficient assurance has been provided to enable the 
Committee to recommend that the Trust Board approves the Self Certification return 
as proposed.             
 

15/F/226 COMMITTEES PROVIDING ASSURANCE 
 The notes and minutes of the following committees were received and noted by the 

Committee: 
 

• Quality & Clinical Performance Committee Minutes held on 24 June 2015 
• Carbon Energy Fund Programme Board Minutes held on 15 July 2015 
• Capital Investment Group Minutes held 3 July 2015 
• Information User Group Notes held on 24 June 2015 
• Risk Management Committee Minutes held on 17 June 2015 

(Emergency Planning – Charles Rogers to email the Company Secretary in 
order that this is raised at TEC and Trust Board) 

• Procurement Quarterly Strategic Review Notes held on 8 May 2015 
• Turnaround Board Minutes held on 24 June, 9 July and 13 July 2015. 

 
15/F/227 ANY OTHER BUSINESS 
 No items raised 

 
15/F/228 INFORMATION ITEMS 
 The following papers were received for information only and had been previously 

circulated to members: 
 

• Monitor, TDA & NHS England letter dated 24 June 2015: Changes to the 
Referral to Treatment (RTT) operational standards and reporting 
arrangements – emailed 30/06/15 

• Turnaround Board Terms of Reference – emailed 31/06/15 
• Workforce Bulletins Issues 21 & 22 – emailed 9/7/15 
• Budget Manual 2015-16 V1 11/06/15 = emailed 22/7/15 

 
15/F/229 DATE OF NEXT MEETING 
 • Tuesday, 25 August 2015  

• 1.00pm – 4.00 p.m.  
• Large Meetings Room – South Block, St Marys 

 
The meeting closed at 4.20pm 
 
 
 
Signed:  ………………………………………………….  Date: ………………………………… 
                                        CHAIR 
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FOR PRESENTATION TO PUBLIC BOARD ON:  2 SEPTEMBER 2015 

Minutes of the Isle of Wight NHS Trust Mental Health Act Scrutiny Committee held on 
Tuesday 14th July 2015 in the Seminar Room, Sevenacres 
 
PRESENT: Jessamy Baird Chair, Non Executive Director (JB) 
 John Doherty Head of Mental Health and Learning 

Disabilities (HMHLD) 
 Bev Fryer Clinical Quality & Safety Lead for Acute & 

Inpatient Mental Health Services (CQSL) 
 Stephen Ward Mental Capacity Act & Mental Health Act Lead 

(MML) 
 Simon Dixey Consultant Psychiatrist, Memory Service (CP) 
 Jan Gavin Independent Mental Health Advocate, Southern 

Advocacy Services (IMHA) 
 Felix Hetherington Associate Hospital Manager (FH) 
 Paddy Noctor Associate Hospital Manager (PN) 
 Christine Quantrell Service User (SU) 
 Tracey Hart Approved Mental Health Professional (AMHP) 
 Andrew Ross Staff Nurse, Afton Ward (SN) 
 Elisa Stanley Mental Health Act Manager (MM) 
Noted by:  Alison Hounslow Administrator 
   
Key points from Minutes to be reported to the Trust Board 
 
15/021  Revised Code of Practice 
 

Work is to be undertaken to highlight to the Board which policies are in place 
and which need to be updated.  It was highlighted that patients are to be 
subject to policies on an individual and personal basis rather than subject to a 
blanket policy approach. Many policies are to be built into care plans. 

Action by CQSL & MML 
 
15/022 Hospital Managers Appraisals and Re-appointment 
 

The Hospital Managers attending this meeting highlighted that reports and 
care plans submitted to hearings on behalf of patients are not of a consistent 
quality.  The Tribunal Office does provide templates (the same reports are 
submitted to both Hospital Managers’ hearings and Tribunals).  The 
psychiatric report has to provide evidence to support the use of the Mental 
Health Act. The authors of the reports do not always present them to the 
hearing making any challenge or query difficult. 

 
Hospital Managers invite patients to contribute a statement at hearings.  
IMHA agreed to support this initiative. 

Action by IMHA 
 

15/026  Use of the Mental Health Act 2014-15 
  

MML presented data showing the use of the Mental Health Act for the year 
2014-15.  Please see Enc H. This includes some national data on the use of 
section 136. Although there has been a big decrease in use of section 136 on 

Enc V 
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the Isle of Wight under Serenity, the relative figure still appears to be around 
double the national rate. 

     
15/018 Apologies for Absence, Declarations of Interest and Confirmation that 

Meeting is Quorate 
  

Apologies for absence were received from: 
 
Nina Moorman, Mark Pugh, Tim Higginbotham, Su Tomkins. 
 
The meeting was declared quorate. 

 
15/019 Minutes of the previous meeting – 14th April  2015 
  

The Chair had not attended the previous meeting, but those present agreed 
the minutes as a correct record of that meeting. 
 

15/020 Review Schedule of Actions 
  

a)  MH/002 – Audit of S17 leave 
 

Please see Minute 15/023. 
This action has now been closed 

 
b)  MH/022 – Scrutiny of Mental Health Act Section papers 
 
Please see Minute 15/025. 

This action has now been closed 
 
c)  MH/030 – Community Treatment Order audit recommendations 
 
It was agreed that this action should be closed as MM will be taking 
responsibility for the recommendations. 

This action has now been closed 
 
d)  MH/031 – Risk Assessment Re-audit 
 
CP related it has been agreed that the first medic (providing the first medical 
recommendation) would record a risk assessment on Paris.  CP has re-
issued the proforma.  Dr Bowers has re-issued the relevant good practice 
guidance.  CP will review records at a later date – date to be confirmed. 
 
Post meeting note:  MM confirmed that the agreed date for the completion of 
the review was by the end of September 2015. 

Action by CP 
 
e) MH/032 – Hospital Managers – reviewing written decisions 
 
It was agreed that Hospital Managers will look at best practice standards and 
recording.  MML will complete further training with Hospital Managers 
regarding hearings.  Feedback was requested via email. 

Action by MML 
 
f) MH/033 – Hospital Managers – requesting feedback from colleagues and 

patients 
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It was agreed that Hospital Managers will attend meetings such as those 
held by consultant psychiatrists/doctors and the service user forum to gain 
insight into patient and staff perspective and expectations of Hospital 
Managers hearings.  CQSL related that a pilot questionnaire has been 
introduced to patients on Osborne Ward to gain feedback. 

Action by CQSL & MM 
 

g)  MH/034 – Care Planning & Confidentiality  
 

This action has now been closed 
 
h)  MH/035 – Operation Serenity 
 
HMHLD confirmed that a business case has been informally approved to 
fund Serenity for 6 days a week with a Band 6 member of staff.  He is waiting 
for formal confirmation. 
 
Please see Minute 15/026 for analysis of the use of S136. 

Action by HMHLD 
 
i) MH/036 – Community Mental Health Service Representative 
 
A representative from Community Health Services was not present at this 
meeting.   
 
Post meeting note:  the representative, Su Tomkins, Clinical Nurse Manager, 
Rehabilitation and Recovery Services had been invited to attend this 
meeting, but could not attend due to ill health. 

This action has now been closed 
 

15/021 Revised Code of Practice 
  

Please see Enc C entitled: Annex B: List of policies and procedures. 
 
MML has delivered training to Approved Mental Health Professionals 
(AMHPs) and Consultants and training for inpatient nursing staff has been 
arranged. 
 
Of note: 
 
Paragraph of Code 3.15 Human Rights and equality policy – to be reviewed. 
Paragraphs of Code 8.12 – 8.58 - currently there are guidance in place 
rather than policies. 
Paragraphs of Code 26.5 – 26.175 - CQSL has undertaken an audit of the 
use of restraint which will be presented at the next Scrutiny Committee 
meeting. 
 
Work is to be undertaken to highlight to the Board which policies are in place 
and which need to be updated.  It was highlighted that patients are to be 
subject to policies on an individual and personal basis rather than subject to 
a blanket policy approach. Many policies are to be built into care plans. 
 
There was discussion regarding the term ‘Hospital Managers’ within the 
Code of Practice.  In this context ‘Hospital Managers’ refers to the Trust, ie 
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the Board. Staff of the Trust, who hold authority delegated by the Board are 
generally referred to as ‘Officers of the Trust’.  Associate Hospital Managers 
are people who are not Trust employees, appointed to assist the Hospital 
Managers in reviewing discharges of patients subject to the MHA. 

Action by CQSL & MML 
 

15/022 Hospital Managers Appraisals and Re-appointment 
  

The Hospital Managers attending this meeting highlighted that reports and 
care plans submitted to hearings on behalf of patients are not of a consistent 
quality.  The Tribunal Office does provide templates (the same reports are 
submitted to both Hospital Managers’ hearings and Tribunals).  The 
psychiatric report has to provide evidence to support the use of the Mental 
Health Act. The authors of the reports do not always present them to the 
hearing making any challenge or query difficult. 
 
Hospital Managers invite patients to contribute a statement at hearings.  
IMHA agreed to support this initiative. 

Action by IMHA 
 
For further feedback from Hospital Managers appraisals, please see Enc D. 
 

15/023 Section 17 leave audit 
  

CP presented the Section 17 leave audit – please see Enc E.  The Mental 
Health Quality Group has requested the recommendations resulting from this 
audit and CP will report them.  CP highlighted the problems of obtaining a list 
of patients on section with which to start the audit.  He also highlighted that 
there is no structured way of recording whether patients are on leave in 
accordance with requirements. 
 
Photographs of patients are not used as a method of identification; however 
free text boxes (on Paris) could be utilised to record patient appearance. 
 
CQSL will contact the Paris management group to relate recommendations. 

Action by CQSL & CP 
 

15/024 Section 136 audit 
  

CQSL presented the S136 audit – please see Enc F.   
 
It was highlighted that 100% of the data sample were transported to 
Sevenacres as the designated place of safety, and that none of these 
patients were detained in police cells. 
 
It was noted that considerable delays occur between detention and the 
Mental Health Act assessment thereby failing to meet nationally 
recommended target times.  Clarity is required regarding robust discharge 
plans.  For both of these issues, future audit tools are to be amended so that 
more accurate data is captured. 

Action by CQSL 
 

15/025 Medical Recommendations audit 
  

MML presented the medical recommendations audit – please see Enc G.  Dr 
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Sharif has now left the Trust.  The audit presented is in draft form with a few 
figures to be completed. 
 
The scrutiny of medical recommendations begins in the Mental Health Act 
office with MM checking the recommendations against a checklist.  They are 
then sent to a consultant psychiatrist (uninvolved with the recommendation 
itself) for further scrutiny.  Over a period of time it has become apparent that 
different doctors have differing standards with some signing off all 
recommendations without query and others consistently returning 
recommendations for further amendments. 
 
Anonymised recommendations will be included in training to highlight the 
issues along with guidance and a standardised format. 

Action by MML 
 

15/026 Use of the Mental Health Act 2014-15 
  

MML presented data showing the use of the Mental Health Act for the year 
2014-15.  Please see Enc H. This includes some national data on the use of 
section 136. Although there has been a big decrease in use of section 136 
on the Isle of Wight under Serenity, the relative figure still appears to be 
around double the national rate. 
 

15/027 Hospital Managers Hearings: numbers and outcomes 
  

MM presented a breakdown of the use of the Mental Health Act 2014-15.  
Please see Enc I. The breakdown focuses on the activity of the Hospital 
Managers and numbers of hearings.  It was agreed that a minimum of two 
hearings a year is a requirement for all Hospital Managers. 
 

15/028 Training provided: MHA and MCA 
  

This item was not discussed due to time constraints. 
 

15/029 Serenity update 
  

Concern was raised that police funding is being reduced.  Hampshire & IOW 
Police are losing 1 in 6 of their frontline officers.  This will have an impact on 
the availability of officers for Serenity. 
 

 ANY OTHER BUSINESS 
 
15/030 
 
 
 
 
 
 
 
 
15/031 

 
The role of the Independent Mental Health Advocate (IMHA) 
 
The role of the IMHA requires clarification: in tribunals a solicitor is present to 
represent their client and the IMHA may attend to provide support to the 
patient; in hearings the IMHA may have a more active role and be requested 
to speak on behalf of the patient and represent their wishes.  Patient 
information and understanding of the IMHA role to be investigated. 

Action by MML & IMHA 
 
Scrutiny Committee meetings 
 
There was brief discussion about the duration and frequency of this Scrutiny 
Committee meeting.  Currently, the meeting is for 1.5 hours on a quarterly 
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basis.  It was suggested that the meetings could either be longer or more 
frequent.  Feedback was requested by email to MM.  

Action by MM 
 

 DATES OF NEXT MEETINGS 
  

The next meeting of the Mental Health Act Scrutiny Committee is to be held 
on Tuesday 13th October 2015 in the Family Therapy Room, Sevenacres. 
  

 
Meeting closed at 1710 
 
 
Glossary: MHA – Mental Health Act 

IMHA – Independent Mental Health Advocate 
  AMHP – Approved Mental Health Professional 
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FOR PRESENTATION TO PUBLIC BOARD ON: 2nd September 2015 

Summary of Turnaround Board Notes 

29 May 15 – 10 August 2015 

 

Membership: 

The Committee will consist of 9 members: 
• Chief Executive (Chair) 
• Executive Director of Finance/Turnaround Director (Deputy Chair) 
• Executive Director of Nursing (or designated Deputy) 
• Executive Medical Director (or designated Deputy) 
• Deputy Director of Finance 
• Deputy Director of Workforce 
• Chief Operating Officer (or designated Deputy) 
• Executive Director of Integration and Transformation 
• Designate Non-Executive Director 
 
 
There were 8 meetings of the Turnaround Board during the period 29th May 2015 to 
10th August 2015.  The key issues which are to be reported to the Board are as 
follows: 

29th May 2015 

• Improvements in documentation submitted for recruitment requests 
discussed.  Agreed that for all Medical Staffing recruitment, Executive Medical 
Director approval was required.  For all Nursing recruitment, Executive 
Director of Nursing approval was required. 

• Executive Director of Finance raised the importance of adherence to Standing 
Financial Instructions and that Finance, Investment, Information & Workforce 
Committee had raised concerns that staff were in breach of SFI’s.  
Turnaround would include a reminder that adherence to SFI’s is essential. 

• Managers to take ownership of ensuring documentation (e.g. change forms) 
are completed accurately. 

5th June 2015 

• Human Resources (HR) have cascaded message of authority to challenge 
and briefed staff that any forms submitted increasing Medical Staffing to 
above 10 PA’s will be challenged. 

• Workforce Controls – Version 2 has gone out including TDA Guidance – 
Future changes to be reviewed by Turnaround Board. Document will be 
updated as required. 

Enc W 
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• Clinical Directorate Organogram update given by Deputy Director of 
Workforce – data available awaiting IT to install relevant software to be 
completed (05/06/15). 

11th June 2015 

• Turnaround Board raised concerns regarding potential submissions for larger 
schemes being discussed as it would appear these had not been entered on 
the correct Programme Governance Office (PGO) paperwork or assessed for 
feasibility.  Further clarity needed as Managers not inputting to the bigger 
issues/projects. Concern that the bottom line figure for the gap is not yet 
accurate. 

• Discussion around the redesign of service meetings and concerns regarding 
the Directorate Restructure proposals.  Agreed need for the 5 Clinical 
Business Units (CBU’s) to have a framework to ensure meetings remain 
streamlined and different ways of working are not created. A Standard 
Operating Procedure for the CBU’s had been included with the Directorate 
Restructure closure paper. 

• Turnaround Board felt there needed to be further challenge at weekly 
meetings.  Discussion held and agreement reached that members of 
Turnaround join the weekly Chief Operating Officer directorate performance 
management meetings to assist with this. 

• Scheduling, Booking and Theatre Utilisation schemes discussed and again as 
large project schemes Turnaround Board felt this needed further investigation 
for feasibility.   Hot Lab Workshops to be held within the Directorate to 
investigate the feasibility of these schemes further.  

 
24th June 2015 

• The Turnaround Board discussed potential for an updated scrutiny process at 
directorate level. 

• Board also discussed recruitment freeze of non-clinical posts 
• Clinical Directorate Organogram to be made available for the Hospital and 

Ambulance Directorate by close of play on 24th June. 
 
 
9th July 2015 

• Recommendation from Turnaround Board for recruitment scrutiny process to  
move to Directorate level with Executive attendance – Deputy Director of 
Workforce suggested that documentation and guidance relating to this should 
be updated. Deputy Director of Workforce to report progress back on 3rd 
August. 

• The group discussed holding recruitment of non-essential posts, to support 
and reinforce the message of the importance of Turnaround.  This will be 
discussed further by the Executive Director of Finance at TEC on Monday 13th 
July and at the next Turnaround Board meeting. 

• The Turnaround Board discussed and agreed need for clinical engagement.  
The Turnaround Board would link with the weekly performance meetings 
scheduled by Interim Chief Operating Officer.  The dates of all scheduled 

Summary Report – Turnaround Board May – Aug 15 Page 2 

 



meetings to be confirmed by the Turnaround team at the meeting on Monday 
13th July and agreed way forward. 

13th July 2015 

• The Turnaround Board need an overview of Service Re-engineering, Wightlife 
Partnership and LEAN programmes in addition to current programmes 
reported. 

• Communications to be drafted and sent out on recruitment hold for non-
essential posts 

• Budget holder communications to be sent to those breaching SFI’s. 
Communication also to those who are managing their budget well in relation 
to cost centre overspends.  

Key issues:  

• Lack of assurance with programme and CIP delivery – Review of PGO 
reporting currently underway  

• Pace of delivery needs to be increased. Operational Performance meetings to 
be strengthened 

• Meeting structure to be improved – reduction of administration to allow for 
strengthened delivery within meetings. 

28th July 2015 

• Workforce Programme Points of note: the organogram is due to be validated 
by 31/7, the job planning is underway, all Junior Doctors will be on MAPs 
roster system by 1/8, all Doctors are using the electronic expenses system. 

• Non Pay Programme:  Very good progress was being made in the Non PO to 
PO transition, the Trust was now operating at over 70%. 

• Cost Improvement Programme (CIP):  There is a list of items that are not yet 
on the PGO list that come to circa £1m. There are a further £2.6m of potential 
projects still to be tested for feasibility.  

• Key issues:  5%/10% proposed savings targets on workforce Turnaround 
Board agreed that there were significant implications and needed to be 
discussed further at Informal Executive Meeting held on Thursday.       

10th August 2015 

• Key issues: Turnaround Board did not receive PGO CIP report and 
requested a detailed review at Thursday 13th August Exec meeting.       

 
 
 
Chris Palmer 
Executive Director of Finance/Turnaround Director 
24th August 2015 
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