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The next meeting in public of the Isle of Wight NHS Trust Board will be held on Wednesday 7" October 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 | No. Purpose Enc,
Timing 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 | Chair Receive | Verbal
Advisor
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 Chair Approve | Enc A
NHS Trust Board held on7th October 2015 and the Schedule
of Actions.
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
09:50 4 Chief Executive’'s Update
4.1 The Chief Executive will make a statement on recent local, CEO Receive Enc C
regional and national activity.
10:00 5 Patient Experience
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 Quality & Clinical Performance Committee Chair Report QCPC Receive Enc D
Chair
5.5 Quality Improvement Plan Monthly Update EDN Approve | Enc E
5.6 Reports from Serious Incidents Requiring Investigation (SIRIs) | EDN Receive Enc F
5.7 Mortality Report EMD Receive Pres
6 Workforce
6.1 Staff Story CEO Receive Pres
6.2 Agency Nursing Rules EDN Approve | Enc G
6.3 Quality Assurance Framework for Medical Revalidation EMD Receive Enc H
7 Strategic
7.1 Strategy Update CEO Receive Pres
8 Operational
8.1 Performance Report EDFHR | Receive Enc |
8.2 Emergency Preparedness Annual Report & Core Standards EDN Approve | EncJ
2015
9 Governance
9.1 Board Self Certification CS Approve | Enc K
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9.2 Board Assurance Framework (BAF) CS Receive EncL

9.3 Amendment to Scheme of Reservation & Delegation Cs Approve | Enc M

9.4 Top Key Issues & Risks arising from Sub Committees for CS Receive Enc N
raising at Trust Board.
Minutes Included:
Minutes of the Quality & Clinical Performance Committee
held on 28th October 2015
Minutes of the Mental Health Act Scrutiny Committee held
on 13th October 2015
Summary of Notes from the Turnaround Board (11th Aug

to date)
9.5 Board & Seminar Dates for 2016/17 CS Approve | Enc O
10 Any Other Business Chair
11 Questions from the Public Chair
1. What steps the Board has taken, or intends to take, to EDN Receive Enc P

address the culture of denial within the Ambulance Service
that was exposed as part of the HCPC Committee Hearing, in
order to ensure that similar incidents are addressed far more
quickly in the future? How will the Board, and the public, be
assured that the steps that are be taken, or have been taken,
have been effective at bringing about change?

12 Issues to be covered in private.

The meeting may need to move into private session to discuss | Chair Receive | Verbal
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 1960.

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

Carbon Energy Fund Update

Chief Executive's Update on Hot Topics

TDA Letter

Tenders Update

Employee Relations Issues

Medical Staffing Update by NED lead.

12:00 13 Date of Next Meeting:

The next meeting of the Isle of Wight NHS Trust Board to be
held in public is on Tuesday 15th December 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

Conference Room — School of Health Sciences, St Mary’s Hospital,

held on Wednesday 7" October 2015

Newport, Isle of Wight

PRESENT:

In Attendance:

For item 15/T/194
For item 15/T/194

For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/194
For item 15/T/195
For item 15/T/198

For item 15/T/202
For item 15/T/202

Observers:

Minuted by:

Members of the

Eve Richardson
Jessamy Baird
David King
Nina Moorman
Charles Rogers
Jane Tabor
Karen Baker
Chris Palmer
Alan Sheward
Shaun Stacey

Katie Gray
Mark Price

Lizzie Peers
Andy Hollebon

Stuart Elliott
Charlise Cuthbert,

Natalie Mew,

Ben Massey
Mandy Blackler
Catherine Noakes
Irena Wilks,
Carey McShane
Stacey France

S Cox

S Harper

J O'Neill

Lucy Abel

Dionne Davies
Catherine Budden

Alex Punter
Elinor Jenkins

Linda Fair
Mike Carr
Chris Orchin

Lynn Cave

Trust Chair

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director (SID)

Non-Executive Director

Chief Executive

Executive Director of Financial & Human Resources
Executive Director of Nursing

Chief Operating Officer

Executive Director of Transformation & Integration
FT Programme Director & Company Secretary

Non-Executive Financial Advisor
Head of Communications & Engagement

Deputy Charge Nurse
Assistant General Manager

Matron

Patient Experience Apprentice

Lead for Clinical Effectiveness and CQUINS
Health Care Support Worker

Health Care Support Worker

Interim Sister - Rehabilitation

Health Care Support Worker - Rehabilitation
Housekeeper - Rehabilitation

Clinical Practice Educator

Clinical Education

Community Service Lead

Play Therapist

Projects and Planning Manager — IW Clinical Commissioning

Group (CCG)
Research Manager
Clinical Lead for Research.

Patient Council
Patient Council
Health Watch

Board Governance Officer

Public in There was 1 member of the public present
attendance:
Minute No.
15/T/187 APOLOGIES FOR ABSENCE, DECLARATIONS OF INTEREST AND

CONFIRMATION THAT THE MEETING IS QUORATE

The Chair welcomed the representatives from Healthwatch and the Patient Council.
She also welcomed Shaun Stacey in his first Board meeting as substantive Chief
Operating Officer. She advised that he would be a voting member of the Board with
the Executive Director of Transformation & Integration becoming a non-voting
member. In addition, she advised that the Executive Director of Finance would now
be known as the Executive Director of Financial & Human Resources reflecting an

IOW NHS Trust Board Meeting Pt 1 1 7" October 2015
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15/T/189

15/T/190

15/T/191

15/T/192

Isle of Wight NHS'|

NHS Trust
extension to her portfilio.

Apologies for absence were received from Mark Pugh - Executive Medical Director.
The Chairman announced that the meeting was quorate.

Jessamy Baird declared an interest in the Research and Development item due to the
nature of her professional role which had involvement in commercial research.

MINUTES OF PREVIOUS MEETING
Minutes of the meeting of the Isle of Wight NHS Trust Board held on 2" September
2015 were approved.

REVIEW OF SCHEDULE OF ACTIONS
The Board received the schedule of actions and noted that all actions had been
updated or closed.

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

CHAIR'S UPDATE

The Chair advised the meeting that as part of her induction process she had attended
a range of meetings both on the Island and nationally and had visited a range of
services. She also stated that the Trust was currently facing challenges in the
coming months and that actions to address this would be discussed later in the
meeting.

She chaired a successful Medicine for Members event on a better understanding of
strokes and a further event was planned in November which includes a focus on the
My Life a Full Life/Vanguard programme.

The Isle of Wight NHS Trust Board received the Chair's Update

RATIFY CHANGES TO NED RESPONSIBILITIES FROM 4'" SEPTEMBER 2015
The Chair advised that meeting that formal ratification of the NED Responsibilities
from 4" September 2015 was required but that these would be reviewed as part of
the Governance Review implementation and may change in the coming months.

The Isle of Wight NHS Trust Board approved the Changes to NED
Responsibilities with effect from 4" September 2015

CHIEF EXECUTIVE'S UPDATE
The Chief Executive presented the report and highlighted the following:

National:

e« My Life a Full Life programme — An update on the national New Models of
Care/Vanguard programme.

e Cancer Review - A comprehensive review of our Cancer services has
started. The review will cover what we receive from both University Hospital
Southampton FT and Portsmouth Hospitals Trust and will report in
December.

e Shortlisted for Health Service Journal Awards - The Trust, in partnership
with Island based Pinnacle Health Partnership LLP, has been shortlisted for
the prestigious Health Service Journal (HSJ) Awards 2015 in the Primary
Care Innovation category.

e Health and Care Professions Council (HCPC) — A former Isle of Wight
paramedic has been struck off the professional register. There is no evidence
to suggest that despite the inappropriate actions, that patients were harmed
or received treatment which led to harm.

Local:
« Financial Position - In line with other service providers across England and
in the face of a deteriorating national picture for NHS finances, we have been

IOW NHS Trust Board Meeting Pt 1 2 7" October 2015
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asked by the Trust Development Authority whether we are able to make
additional savings over and above the £8.5m we are already sighed up to.

« Directorate Restructure — Nikki Turner has been appointed as Deputy Chief
Operating Officer and Oliver Cramer as Deputy Medical Director. The Chief
Operating Officer is now working with the team to appoint the remaining
posts over the coming weeks and the new Business Units will commence on
1% November.

e Health and Care System Pressures — Summer pressures and plans for the
winter have been discussed with the CCG.

e Healthwatch IW report on Complaints Management — Thanks to

Healthwatch for their report and discussions will continue with Healthwatch
and the Patient Council. The Quality & Clinical Performance Committee have
received and will monitor this work.

e Quality Improvement Framework — now published.

The Isle of Wight NHS Trust Board received the Chief Executive’'s Update

CUTURE & WORKFORCE

15/T/193

15/T/194

15/T/195

PATIENT STORY
The Chief Executive introduced the patient story which this month was an audio only
item and featured a patient on the Mottistone Suite.

The Executive Director of Nursing confirmed that the story was shared with staff
immediately on receipt and also with the Quality and Clinical Performance Committee
in September 2015. There was overall positive feedback about staff and a number of
issues were raised and the actions taken were outlined.

The Isle of Wight NHS Trust Board received the Patient Story

EMPLOYEE RECOGNITION OF ACHIEVEMENT AWARDS

The Chief Executive presented the Employee Recognition of Achievement Awards:
This month the nominations were as follows:

Category 1 — Quality Care & Innovation
e Stuart Elliott, Acting Charge Nurse/Deputy Charge Nurse, Poppy Unit
Management Team
e Charlise Cuthbert, Assistant General Manager — Poppy Unit Management
Team

Category 2 - Employee Role Model:
¢ Natalie Mew, Acting Matron — Poppy Unit Management Team

Category 3 — Going the Extra Mile
e Ben Massey, Apprentice, Patient Safety, Experience & Clinical Effectiveness
Team
NHS England Care Certificate for NHS Healthcare Support Workers

e Catherine Noakes & Irena Wilks, Health Care Support Workers -
Rehabilitation Unit
The Chief Executive congratulated all recipients on their achievements.

The Isle of Wight NHS Trust Board received the Employee Recognition of
Achievement Awards

EMPLOYEE OF THE MONTH
The Chief Executive presented the Employee of the Month Award:

Employee of the Month - September 2015

IOW NHS Trust Board Meeting Pt 1 3 7" October 2015
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« Dionne Davies, Play Therapist — Children’s Ward

The Chief Executive congratulated Dionne Davies on her achievement.

The Isle of Wight NHS Trust Board received the Employee of the Month Award
STRATEGIC

15/T/196 STRATEGY UPDATE

The Executive Director of Transformation & Integration presented an overview of the
current position showing a ‘roadmap’ on the way forward. She advised that the
process had commenced and was working to ensure alignment across the Island.
She confirmed that the Board would have dedicated focus sessions at Board
Seminars and that a full draft strategic plan would be available at the end of
November. She confirmed that representatives from the Isle of Wight Council were
attending the strategy session at the Seminar on 13" October.

The Isle of Wight NHS Trust Board received the Strategy Update

15/T/197 RISK MANAGEMENT STRATEGY
The Company Secretary presented the report and outlined the governance process
which had been followed. He confirmed that the Audit & Corporate Risk Committee
(ACRC) had discussed the strategy in detail and their suggested amendments had
been made.

Jane Tabor complimented the strategy but asked whether there had been
engagement in its development with risk leads in the directorates. The Company
Secretary confirmed that this was the case and the strategy had been approved by
the Risk Management Committee. Jane Tabor proposed an additional objective for
the strategy to seek full engagement with staff from Ward to Board in the risk
process. The Company Secretary agreed to add this to the strategy.

Action Note: The Company Secretary to add the additional objective to the strategy
requested by Jane Tabor
Action by: CS

The Company Secretary requested that the Risk Management Strategy be approved
with the agreed amendment.

The Isle of Wight NHS Trust Board approved the Risk Management Strategy

15/T/198 ISLE OF WIGHT END OF LIFE CARE STRATEGY 2015-2020
The Chief Executive welcomed Catherine Budden, Projects and Planning Manager —
IW CCG who was the lead for the strategy. She commended the strategy and
stressed the need to ensure implementation was carried forward.

Catherine Budden outlined the process which would now take place and confirmed
that a stakeholder group meeting had been arranged to set out the KPIs’ which will be
built into all areas of the strategy. She confirmed that delivery would be monitored by
the stakeholder group and quarterly reports would be submitted to the Trust via the
QCPC" with reports going to other organisations also.

The Chief Executive asked what more the Trust could do to help. Catherine Budden
advised that it was important that any actions required were actioned and that high
level engagement continued.

Nina Moorman commended the strategy and stated that all the key pieces were in
place but it was important to listen to patients and their families to ensure that it is
working.

! Quality & Clinical Performance Committee
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The Chair stressed that patients come with a wide range of conditions and needs and
that it was important to get ‘joined up’ care across all organisations on the Island to
ensure truly integrated care and support, and to also focus on helping people to make
their plans and wishes known.

The Isle of Wight NHS Trust Board received the Isle of Wight End of Life Care
Strategy 2015-2020

OPERATIONAL

15/T/199 PERFORMANCE REPORT
The Executive Director of Financial & Human Resources presented the performance
report giving an overview of the key points.

Highlights:

e High Risk TIAZ fully investigated & treated within 24 hours above target both
in month and year to date

e Referral To Treatment Time for Non-Admitted and Incompletes above target
in August

e Mental Health Care Programme Approach (CPA) patient 7 day target
achieved

e All Cancer Targets achieved in August

Lowlights - Improvement Needed:

e Clostridium Difficile (C.Diff) - we have now had 14 cases year to date

e Referral To Treatment Time for Admitted remains below target for CCG® &
NHSE*

e Staff sickness remains above plan

e Emergency care 4 hour standard below target

e Mental Health Admissions access to Crisis Resolution Home Treatment
Team (CRHTT) below target

A discussion took place and the following points were raised:

i. Finance & Cost Improvement Programme (CIPs): Lizzie Peers queried
why the financial position was not included within the Lowlights which the
Executive Director of Financial & Human Resources acknowledged was an
oversight. Lizzie Peers requested that she would like to see demonstrated
the CIP percentile achieved in month/year to date for each area to give clear
sense of progress. The Executive Director of Financial & Human Resources
advised that this data was being prepared by the Programme Governance
Office and would be available shortly.

ii. C.Diff Targets: Charles Rogers acknowledged that the deep clean process
was being undertaken on the wards but felt that the Board should understand
what efforts were being made to get the situation under control. Nina
Moorman confirmed that QCPC will be undertaking a deep dive into the CiDiff
performance at their October meeting and would report back to the Board.

ii.  Ambulance Response Times: Charles Rogers was concerned that to date
the Trust had always achieved these targets and asked what measures were
in place to bring this back to target. The Chief Operating Officer advised that

2 Transient Ischaemic Attack (also known as 'mini-stroke’)
3 Clinical Commissioning Group
4 NHS England
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the national research was underway to benchmark Trusts response data. He
also confirmed that locally the team were working on improvements to the
See-Treat-Move process to ensure that the response times will improve. He
confirmed that these were being monitored closely.

iv. Cancelled Operations: Jessamy Baird queried the data provided for these
and asked which were as a result of bed pressures and which were caused
by other reasons. The Executive Director of Financial & Human Resources
advised that the PIDS® team were reviewing the data and would be revising
the report.

The Executive Director of Financial & Human Resources advised that the
Performance Report review would take place at the Board Seminar on 13" October
where any amendments or changes could be fully discussed and agreed.

The Isle of Wight NHS Trust Board received the Performance Report

WINTER RESILIENCE OPTIONS APPRAISAL

The Chief Operating Officer presented the report. He advised that the report
focusses on the functioning of our acute services for winter, and seeks approval to
proceed with the proposed preferred option to ensure that we can deliver our
performance standards, accommodate the existing demands placed upon the
service, which has resulted in our current poor performance against the emergency
and elective care standards.

The Preferred Option comprises;

e Open Appley ward as 21 Acute Medical beds
e Return Whippingham to a 16 bed non-elective surgical ward
¢ Ring fence Alverstone and St Helens 31 beds in order to manage our
inpatient elective activity, removing them from the emergency capacity
available
e Open Poppy Ward providing 30 step down medical beds with 6 ‘safe haven’
beds
e Provide additional flexible capacity within the above and existing footprint to
enable unexpected events to be managed with no impact of the elective plan
described
The Chief Operating Officer confirmed that the preferred option, if supported, will
deliver the best access to our services, improve our emergency care standard
performance by November 2015, improve our elective performance on the non-
admitted pathway by November 2015 and deliver the admitted performance by March
2016. It is recognised that this option has a significant impact on the Trust outturn
financial position, potentially increasing this to £6.1m. The Executive Director of
Financial & Human Resources added that the deficit will increase to £6.4m due to the
impact of fines expected to be imposed by the commissioners. It is recognised that
this is a difficult challenge for the Trust Board but not to act will result in continued
poor patient experience.

A full and detailed discussion took place surrounding the preferred option and the
various risks and actions which would be necessary to achieve the plan. It was noted
that co-operation and commitment to work together between the Trust, CCG, Local
Authority and other stakeholders was key to success, and that the My Life a Full
Life/Vanguard programme would play an integral part in the future.

The Board agreed that further detailed work was required on the risks to the plan but
this should not delay its approval.

® Performance Information & Decision Support
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Action Note: The Company Secretary to include a summary risk analysis on the
Winter Resilience Options Appraisal on the agenda for 13" October Board Seminar.
Action by: CS

The Isle of Wight NHS Trust Board approved the Winter Resilience Options
Appraisal

INTERIM REVOLVING WORKING CAPITAL FACILITY APPLICATION

The Executive Director of Financial & Human Resources presented the background
to the application, explaining the reasons and risks involved. She assured the Board
that the value stated in the application was not fixed and did allow the Trust to go
back for more cash should the need arise. She advised that the application had been
fully discussed and agreed at FIIWC® on 29" September 2015.

Jane Tabor asked how the interest payments would be applied. The Executive
Director of Financial & Human Resources advised that it was on a daily basis only
payable on the days the facility was used.

The Board agreed to approve the application.

The Isle of Wight NHS Trust Board approved the Interim Revolving Working
Capital Facility Application

RESEARCH & DEVELOPMENT ANNUAL REPORT 2014-15

The Chief Executive welcomed Alex Punter, Research Manager and Elinor Jenkins,
Clinical Lead for Research. She outlined the key elements of the report including the
approval of 34 new studies. She confirmed that 1,010 patients had been recruited to
31 portfolio studies (501 from the David Hide Asthma & Allergy Research Centre) and
that recruitment had increased by 31.8% compared to last year, in spite of 8%
reduction in core funding from CRN Wessex’. In addition 32 clinical staff were
funded to participate in research; 2 dementia studies opened during the year with 25
patients recruited across both studies and 2 new specialties (ENT & Anaesthetics)
became research active.

A discussion took place surrounding the risk to research projects in the event of the
retirement/departure of the lead doctor. The Research Manager advised that in this
event recruitment is suspended and the research nurse is moved to another project.
In some cases the study is taken over by another doctor but if this is not possible then
the study would be closed. Jessamy Baird acknowledged that the Trust was linking
with outside networks but questioned why income had fallen. The Research Manager
advised that the finance model was a national one and certain research attracts
higher funding. She advised that more funding had been achieved this year and this
would be reported in the half year report.

Charles Rogers asked if there was anything the team required from the Board. The
Research Manager asked for an opportunity to discuss this with the team and return
to a Seminar later in the year. This was agreed.

Action Note: The Company Secretary to arrange for a discussion at a future
Seminar on Research and Development.
Action by: CS

The Isle of Wight NHS Trust Board received the Research & Development
Annual report 2014-15

6 Finance, Investment, Information & Workforce Committee
! Clinical Research Network: Wessex
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QUALITY IMPROVEMENT PLAN UPDATE

The Executive Director of Nursing presented the report and gave an overview of the
current position. He advised that all enforcement actions are now complete; there are
6 outstanding compliance actions, 5 of which the Trust is proposing compliance at
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 — the Trust is
proposing compliance at 30" September 2015. The 14 outstanding ‘should do’
actions have a deadline for completion of 31* March 2016.

There have been 3 should do actions signed off since the last update and one
previously completed action has been re-opened due to a decline in performance and
lack of sustainability. This relates to consistent completion of patient risk
assessments in the in-patient wards.

The Chief Executive asked for assurance that the Trust was now compliant with the
exception of the Paediatric Nurse action. The Executive Director of Nursing
confirmed that this was the case, and outlined the assumptions to underpin the
compliance and the reasons why the Trust was not likely to be able to comply with
the Paediatric action. He advised that he discussed this with the CQC outlining the
position and asked for this action to be reworded. He confirmed that data and
evidence was being submitted to the CQC to support the Trust’'s case.

Jane Tabor asked how the Trust was dealing with the lack of consistent nursing
leadership. The Executive Director of Nursing advised that senior nurse leadership
was being incorporated into the directorate restructure and that appropriate training
would be provided and assured the Board that interim measures were already in
place.

The Chief Executive advised that the Trust needs to be ready for another CQC
inspection at any time.

The Isle of Wight NHS Trust Board approved the Quality Improvement Plan
Update

CQC INSPECTION FINAL REPORT ON BEACON HEALTH CARE & ISLE OF
WIGHT AMBULANCE SERVICE 111 SERVICE

The Executive Director of Nursing advised that the Care Quality Commission (CQC)
carried out 2 announced inspections on 17" & 18" March 2015. The inspections
covered the NHS 111 service and the Beacon Out of Hours Service. Two separate
reports were received following the inspections which describe the CQC'’s judgement
of the quality of care of both of these services. Their view is based on a combination
of what they found when they inspected, information from their ongoing monitoring of
data about our services and information given to them from the Trust, patients, the
public and other organisations. The inspection into NHS 111 was undertaken as part
of a pilot and, therefore, no formal rating is provided for the Trust. The Beacon Out of
Hours Service received an overall rating of ‘GOOD.” There were no enforcement or
compliance actions highlighted in either of the reports.

David King queried how the Trust manages outsourced services. The Executive
Director of Nursing emphasied that clear guidance needs to be in place with partners.
The Company Secretary stated that one of the recommendations of the External
Governance Review was for the Trust to review such arrangements and this is being
actioned.

Jane Tabor asked if the outcome of these reports had been publicised. The
Executive Director of Nursing confirmed that they had been publicised in the local
media.

The Isle of Wight NHS Trust Board received the CQC Inspection final report on
Beacon Health Care and Isle of Wight Ambulance Service 111 Service
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REPORT FROM SERIOUS INCIDENTS REQUIRING INVESTIGATION (SIRIS)

The Executive Director of Nursing presented the SIRI report and confirmed that three
SIRIs were reported to the Isle of Wight Clinical Commissioning Group during August
2015 but that following discussion with the CCG it was anticipated that two would be
downgraded. He also advised that there were 18 open SIRIs - 3 of which were
overdue and still to be concluded by our Directorates (this number continues to
decrease), and the IW CCG had closed 3 SIRI cases with a further 5 awaiting their
decision regarding closure.

He stressed that it was important that the lessons learnt from these cases are acted
upon, and confirmed that a deep dive into the mental health cases was planned. He
confirmed that Jessamy Baird would be chairing the quality summit into the mental
health SIRIs.

The Isle of Wight NHS Trust Board received the report from Serious Incidents
Requiring Investigation (SIRIS)

GOVERNANCE

15/T/206

15/T/207

15/T/208

15/T/209

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) had considered and agreed the self-
certification return. He confirmed that Board Statement 13 was now compliant.

The Isle of Wight NHS Trust Board approved the Board Self Certification

BOARD ASSURANCE FRAMEWORK (PRINCIPAL RISK REGISTER)

The Company Secretary presented the proposed BAF. He outlined that this had
been developed following the Governance Review taking into account the steer from
Capsticks and now comprised of 6 principal risks. These were all linked to the Trusts
Strategic Goals, and acknowledged that there was still work to be done on the
controls, assurances and actions required.

Nina Moorman advised that QCPC would be discussing strategic risks at their
meetings and the Chair confirmed that she supported approval of the revised BAF as
work in progress and requested that there was further discussion on the Principal
Risks at the Seminar on 13" October.

Action Note: The Company Secretary to arrange for Principal Risks to be discussed
at the Seminar on 13" October.

Action by: CS

The Isle of Wight NHS Trust Board approved the Board Assurance Framework
(BAF) (Principal Risk Register)

EXTERNAL AUDITORS ANNUAL AUDIT LETTER

The Executive Director of Financial & Human Resources presented the External
Auditors Annual Audit letter and advised that this had been presented by the Director
of Ernst & Young, to the ACRC® on 4" September 2015, and we being brought to
Board for information.

The Isle of Wight NHS Trust Board received the External Auditors Annual Audit
Letter

CORPORATE GOVERNANCE FRAMEWORK:
Standards of Business Conduct Policy including Registering Interests, Gifts
and Hospitality in compliance with the Bribery Act 2010

8 Audit & Corporate Risk Committee
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The Company Secretary presented the revised Standards of Business Conduct
Policy which includes the Registering of Interests, Gifts and Hospitality in compliance
with the Bribery Act 2010. He asked that this be approved for immediate
implementation.

The Isle of Wight NHS Trust Board approved the Standards of Business
Conduct Policy

STANDING FINANCIAL INSTRUCTIONS - AMENDMENTS

The Executive Director of Financial & Human Resources advised that two
amendments were required to the Standing Financial Instructions. These related to
the threshold at which formal competitive tenders are required (item 7.5.4 in current
Standing Financial Instructions), and the second to Appendix 1 Section 3,3 and the
revised limits of approval for TEC® and TDA' in relation to Capital Investments.

She confirmed that both amendments had been agreed by the FIIWC.

The Isle of Wight NHS Trust Board approved the amendments to the Standing
Financial Instructions

TOP KEY ISSUES AND RISKS ARISING FROM SUB COMMITTEES FOR
RAISING AT TRUST BOARD

The Company Secretary advised the Board this this was a new format for reporting
the minutes of the Sub Committees. A discussion on the format took place and it was
suggested that this item should be moved to earlier in the agenda for future meetings.
Jessamy Baird also requested that there was greater differentiation between the top
items, risks and documents approved.

Action Note: The Company Secretary to continue to develop this report and to
consider with the Chair moving the agenda item to earlier in the next agenda.
Action by: CS

Charles Rogers highlighted that the FIIWC was concerned that the cash position
would remain at risk until such time as the Trust reaches a breakeven point and that
any borrowing incurred costs. He also advised that the Committee was concerned
that the CIP position for future years had not yet been seen by the Committee. The
Executive Director of Financial & Human Resources advised that work was ongoing
in this area and agreed that a clear pathway for CIPs for the future was needed.

The Chair advised that it was important that the Trust work with the Patient Council
and Healthwatch in areas such as complaints and complements, and to share the
learning across the Trust. Chris Orchin, Healthwatch, advised that a meeting was
arranged by the Executive Director of Nursing to promote these discussions.

The Isle of Wight NHS Trust Board received the Top Key Issues and Risks
arising from Sub-Committees

AUDIT & CORPORATE RISK COMMITTEE (ACRC) ANNUAL REPORT 2014-15
David King presented the report and advised that it had been delayed due to the
timings of the ACRC meetings. The Chair complemented the report.

The Isle of Wight NHS Trust Board received the Audit & Corporate Risk
Committee Annual Report 2014-15

ANY OTHER BUSINESS
There was none.

° Trust Executive Committee
% Trust Development Authority
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15/T/185 QUESTIONS FROM THE PUBLIC
There were no questions received from the public.

15/T/186 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 4™ November 2015 in the Conference Room —
School of Health Science Building, St Mary’s Hospital, Newport, Isle of Wight.

Following the conclusion of the agenda items in Part 1 of the Trust Board, the

Board convened as Corporate Trustee.

15/CT/011 MINUTES OF THE CHARITABLE FUNDS COMMITTEE
Nina Moorman reported that the Committee were pressing the Fund Managers to work
on ideas to spend the available monies. She also advised that approval had been
granted for the Further Education Awards to the value of £49,275. She confirmed that
discussions were taking place with the Education team to support apprentices and
possible bursaries.

Nina Moorman also advised the approval for funding of a Staff Activity Co-ordinator
had been confirmed and the post was now out to advert.

Jessamy Baird queried why the Wave project had not been approved. Nina Moorman
advised that there had been issues with the detail of the bid and the Committee had
requested further information and that it be resubmitted.

The Corporate Trustees received the Minutes of the Charitable Fund Committee

The meeting closed at 12.55pm
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Enc B

ISLE OF WIGHT TRUST BOARD Pt 1 (Public) - April 15 - March 16
ROLLING SCHEDULE OF ACTIONS TAKEN FROM THE MINUTES

Key to LEAD: Chief Executive (CE) Executive Director of Financial & Human Resources (EDFHR) Executive Director of Transformation & Integration (EDTI) Executive Medical Director (EMD)

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

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

Non Executive Financial Advisor: Lizzie Peers (LP)

Date of Minute No. Action Action Update Report Further Action| Due Date Forecast Progress Date Closed
Meeting No. Author L/ @it Date RAG

Committee

28-Jan-15  |15/T/016 TB/141 Safer Staffing Funding for Option 4: The Executive Team would draw A progress update will be given in the private part of the 4th March Board 01-Apr-15 02-Dec-15 Progressing
up plans and a timeline to identify funding for Option 4. EDN 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

02/09/15 - It was confirmed that this would be discussed later in the agenda.
29/09/15 - This was discussed in Private Board session as part of the wider
financial discussions and the Board agreed to mitigated costs for this year.
The action remains open for EDN and DDN to review nursing staffing to look
at how we can achieve safer staffing alongside skill mix etc. and how we
mitigate the additional cost going forward.

04-Mar-15  |15/T/037iv) TB/146 Friends & Family Test - Mental Health: Jessamy Baird stated that] EMD/JB |Executive Medical Director to consider whether targets should be adjusted in 03-Jun-15 04-Nov-15 Progressing
Mental Health areas benchmark lower in many reporting areas and line with other Mental Health Trusts.
asked whether the targets should be adjusted in line with other Mental 25/03/15 - Head of Mental Health has discussed with colleagues is awaiting
Health Trusts. 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.

02/09/15 - It was confirmed that this data was not shown in this month’s
performance report. Jessamy Baird suggested that the target level for
mental health should be adjusted to reflect the nature of the service and
advised that whilst data was being collected, she would be meeting with the
Executive Medical Director to discuss more specific targets.

29/10/2015
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Minute No.

Action
No.

Action

Update

Report
Author

Further Action | Due Date

by Other
Committee

Forecast
Date

Progress
RAG

Date Closed

04-Mar-15 | 15/T/037vii) TB/148 Provision of Care in Community: Jessamy Baird asked if a matrix for EMD Jessamy Baird and Executive Medical Director to develop a matrix for 01-Jul-15 04-Nov-15 Progressing
community and mental health could be developed with clear links to community and mental health.
provision of services and outcomes. David King agreed that this would 25/03/15 - Jessamy and David understandably want to raise the profile for
provide an holistic approach. 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
02/09/15 - The Chief Executive reported that safer staffing would be
introduced and discussions between Jessamy Baird, Chief Operating Officer
and Executive Medical Director were taking place to ensure that appropriate
levels were set. This would be included within the wider Trust review but
that it was a much bigger project than first anticipated.
01-Jul-15 15/T/135 v) TB/166 Performance Report: A discussion took place on how the report could CS Company Secretary to schedule the review of the performance report. Seminar 13-Oct-15 10-Nov-15 Progressing
be changed and it was agreed that there would be a review of the 29/09/15 - This is scheduled for 13/10/15 Board Seminar
performance report after the conclusion of the Governance Review. 26/10/15 - Only part completed on 13/10.15, so further discussion planned
for 10/11/15 Seminar
01-Jul-15 15/T/150 TB/171 |Organisation Business & Finanical Sustainability: David King CEO The Chief Executive to arrange a seminar including the Board and Lead FIIWC 02-Sep-15 02-Dec-15 | Progressing
stressed that the Committee was concerned that progress towards Clinicians to develop Trust Strategy and Business Plan.
demonstrating sustainability was as yet not achieved. The Chief 11/08/15 - Strategy Seminar undertaken. This action is now closed
Executive stated that the Executive team were working to ensure that 02/09/15 - Jane Tabor advised that the FIIWC had yet to receive an
assurance would be provided at the earliest date. The Chairman outcome on this and asked that it remain open. It was agreed to leave open
suggested that a seminar be arranged to include the NEDs as well as until 4th November.
leading Clinicians as soon as possible to review the Trust Strategy and 28/10/15 - Further Seminar sessions on our strategy development planned
seek to address the sustainability of the organisation as the earliest for 10th November and 2nd December
available date. This was agreed.
02-Sep-15  |15/T/162 TB/172  |Future Workforce: It was stressed that there was a need to broaden Ccs The Company Secretary to schedule a discussion on future workforce at a FllwC 31-Jan-16 31-Jan-16 | Progressing
the interest for students and improve links to careers advisors regarding Seminar. Seminar
healthcare opportunities in schools. A discussion took place on how this
could be achieved as well as how to increase nursing and other!
healthcare students. It was agreed that this should be part of a future
workforce topic for discussion at a future seminar.
02-Sep-15 | 15/T/163ii TB/173  |Friends and Family Test in the Community & Mental Health: Jane EDN The Executive Director of Nursing to consider options to achieve greater 04-Nov-15 04-Nov-15 | Progressing
Tabor questioned the validity of the rates shown within the report. She return on the Friends & Family test across the Trust.
cited the fact that only 4% of patients responded to one of the
questionnaires and challenged why this was so low. She stated that!
data should be relevant and linked to the Quality Improvement
Framework and the process should be supported by staff who believe in
the process. The Executive Director of Nursing agreed that where
services ‘own’ quality data, a better response is received. He stressed
the need for any tool to be tailored to the organisation and that the My
life a Full Life/Vanguard programme would be looking at suitable tools to
roll the programme out across the Island.
02-Sep-15  |15/T/163iii TB/174 Stroke Targets: David King stated that he felt the criteria for these EMD The Executive Medical Director to undertake a deep dive into TIA incidents QCPC 04-Nov-15 15-Dec-15 Progressing
targets should be clearer as current target is “Stroke patients (90% of| and present an in depth report to the Board.
stay on Stroke Unit)". He felt that they should be measuring level of 22/10/15 -A deep dive in to TIAs has been scheduled with QCPC at their
activity of daily living. Jane Tabor also queried why the High Risk TIA November meeting.
target was 30% lower than this time last year and the report should be
clear why this is. The Chief Executive advised that the national target
was set at 60% and also that a number of incidents did not classify as a
TIA. She agreed that the Trust should be aiming higher and advised that;
a deep dive into the TIA area would be requested.

29/10/2015
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02-Sep-15  |15/T/163v TB/175 Outpatient Multiple Cancelled Appointments: The Executive Director CS The Company Secretary to schedule a review of the Performance Report as Seminar 13-Oct-15 10-Nov-15 Progressing
of Transformation & Integration advised that this data was included for part of the Governance Review implementation.
the first time in the performance report. However, it did show that since 29/09/15 - This is scheduled for 13/10/15 Board Seminar
April more than 9000 outpatient appointments had been cancelled and of 26/10/15 - Only part completed on 13/10/15 so further discussions planned
these more than 1250 more than once. She advised that more detail for 10/11/15
data on these incidents was available such as who cancelled and why,
and the final parameters were being agreed. Lizzie Peers asked if there
were trends within certain services which identified areas for|
improvement. Jessamy Baird asked that correlation between consultants
and the data be addressed and that a dashboard be developed. The
Executive Director of Finance confirmed that the PIDs team were working
on these areas and that a full review of the Performance Report was
underway. Charles Rogers stated that this review should be part of the
Governance Review.
02-Sep-15  |15/T/163vi TB/176  |Appraisals: David King expressed concern over the number of CEO The Chief Executive agreed to ensure that TEC is monitoring and seeking TEC 04-Nov-15 15-Dec-15 | Progressing
appraisals undertaken within the Mental Health and Community teams. improvements in the level of appraisals.
The Chief Executive advised that there were a number of underlying data; 28/10/15 - This is scheduled for TEC on 9/11/15 and will be reported back to
collection problems which have an effect on the data used by PIDs for! the Board at the December meeting.
the report. She confirmed that they were being reviewed and that TEC
were monitoring this. Charles Rogers confirmed that FIIWC had advised
TEC that it expected to see the year end targets achieved.
07-Oct-15  |15/T/197 TB/178 |Risk Management Strategy: Jane Tabor complimented the strategy but Ccs The Company Secretary to add the additional objective to the strategy 04-Nov-15 04-Nov-15 26-Oct-15
asked whether there had been engagement in its development with risk! requested by Jane Tabor
leads in the directorates. The Company Secretary confirmed that this 26/10/15 - This was added to the strategy which is now on the intranet. This
was the case and the strategy had been approved by the Risk action is now closed.
Management Committee. Jane Tabor proposed an additional objective
for the strategy to seek full engagement with staff from Ward to Board in
the risk process. The Company Secretary agreed to add this to the
strateav.
07-Oct-15  |15/T/200 TB/179 |Winter Resiliance Option Appraisal: The Board agreed that further cs The Company Secretary to include a summary risk analysis on the Winter Seminar 13-Oct-15 13-Oct-15 13-Oct-15
detailed work was required on the risks to the plan but this should not Resilience Options Appraisal on the agenda for 13" October Board Seminar.
delay its approval. 13/10/15 - This item was covered at Seminar. This action is now closed.
07-Oct-15  |15/T/202 TB/180 |Research & Development: Charles Rogers asked if there was anything cs The Company Secretary to arrange for a discussion at a future Seminar on Seminar 31-Jan-16 31-Jan-16 | Progressing
the team required from the Board. The Research Manager asked for an Research and Development.
opportunity to discuss this with the team and return to a Seminar later in
the year. This was agreed.
07-Oct-15 15/T/207 TB/181 Strategic Risks: Nina Moorman advised that QCPC would be CS The Company Secretary to arrange for Principal Risks to be discussed at the Seminar 13-Oct-15 13-Oct-15 13-Oct-15
discussing strategic risks at their meetings and the Chair confirmed that; Seminar on 13" October.
she supported approval of the revised BAF as work in progress and 13/10/15 - This item was covered at Seminar. This action is now closed.
requested that there was further discussion on the Principal Risks at the
Seminar on 13" October.
07-Oct-15 15/T/2111 TB/182 Presentation of Sub Committee Minutes to Board: A discussion on CS The Company Secretary to continue to develop this report and to consider 31-Dec-15 31-Dec-15 Progressing
the format took place and it was suggested that this item should be with the Chair moving the agenda item to earlier in the next agenda.
moved to earlier in the agenda for future meetings. Jessamy Baird also 26/10/15 - Work in progress. Relationship between Board and Sub
requested that there was greater differentiation between the top items, Committees part of FIIWC workshop 27/10/15
risks and documents approved.
29/10/2015
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REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4" NOVEMBER 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 | v | 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 1 to 23" October 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 month. The report covers the following issues:
National
Five Year Forward View and the My Life a Full Life programme
Stay Well this Winter and Flu
Parliamentary and Health Service Ombudsman (PHSO) Reports
Lord Carter’'s Review of NHS Costs
ocal
CQC Inspection Report One Year On
Medicine for Members Meeting
Fire Evacuation Exercise
Nurses from the Philippines
System Pressures
Social Services Conference ‘View from the Island’
Older Persons Nurse Fellow
Mrs Gladys Hooper and her hip fracture
Health Education Wessex SHINE Awards 2015
Institute of Healthcare Engineering and Estate Management (IHEEM) conference
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 | None
BAF references —eg 1.1; 1.6)

Assurance Level (shown on BAF) Red \ \ Amber \ \ Green |

Legal implications, regulatory and None
consultation requirements

Date: 26" October 2015 Completed by: Andy Hollebon, Head of Communications
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Chief Executive's Report
covering the period 1% to 23" October 2015

National

Five Year Forward View and the My Life a Full Life programme

This week sees the first anniversary of the publication of NHS England’s Five Year Forward View
(www.england.nhs.uk/5yfv). The Island was one of the first Vanguard sites to be identified earlier
this year — there are over 50 Vanguard sites now - and at the end of July they announced that we

would be one of those getting the first tranche of funding.

As a programme My Life a Full Life is already making a difference with the introduction of ‘Care
Navigators’, the implementation of multi speciality locality teams and a range of support for the
third sector to build their capacity to support Islanders. The next big step is the Whole Integrated

System Review — or WISR as it is being referred to.

Martin Robinson has been seconded from the Trust to the CCG to be the interim WISR
Programme Director and you will shortly see an advert for an independent chair for the WISR
Board. The review, which will start in January 2015, will help ensure the future financial and
clinical sustainability of the care system on the Isle of Wight. The review, which will take about a

year, will comprise three phases:

a) Solutions designed in collaboration with Island residents and health and social care staff

b) Formal public consultation

c) Support for the implementation of the decisions made following consultation

An NHS England video summarising the progress made over the last year can be found on You

Tube at https://youtu.be/VyCRawb03RK.

There is a lot of interest in what we're doing on the Island. We have recently hosted a visit from
Monitor — the regulator of Foundation Trusts - to understand the issues and challenges facing our

health and care system on the Island.

Stay Well this Winter and Flu

The national Stay Well This Winter campaign launched on 15th
October to help those with long-term health conditions, those over
65, preghant women and parents of under-sevens stay well and
keep their loved ones well this winter. You may have already
started to see the brand on TV, billboards, heard it on the radio or
seen it in print.

This campaign is not about preventing admissions among these
groups if they need to go to hospital, but will help them stay well by
recommending a course of actions, so they do not require a visit to
the hospital. The actions include:

Seeking immediate advice and help from a pharmacist as
soon as they feel unwell, before it gets too serious
Getting prescriptions before 24 December

Completing the course of prescription medicines

Keeping as warm as they can

Do you have

a long-term
condition or are
you 65 or over

Some important
information from the
NHS to help you to
stay well this winter.

Share this today with any
relatives, friends, neighbours
or anyone else you know
who might find It useful.

STAY WELL
THISWINTER

\ Cherll Sowell, Nurse
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e Getting a flu vaccination

e Stocking up on winter food supplies

o Keeping an eye on elderly or frail friends, neighbours
and relatives

« ['ve had

" pad

Protect yourself
You can access the public facing flu materials at Alominiercloaiy against flu
https://campaignresources.phe.gov.uk/resources/. One of

our former FY1s, Dr Ranjan Das, features in the new ‘Stay
Well This Winter’ TV advert which can be viewed on You Tube at https://youtu.be/brMrfVPMA4tA.
Here on the Island we are supplementing the national campaign with activities across a range of
areas and this week the focus has been on getting children vaccinated against flu. Staff
vaccination started as well this week.

The campaign activity will raise awareness of these actions
so together we can help everyone stay well this winter. ,‘J (We yO

Parliamentary and Health Service Ombudsman (PHSO) Reports

The Parliamentary and Health Service Ombudsman has moved to quarterly reports with
summaries of cases that they regard as significant. The most recent report features a case where
we failed to provide a patient with an MRI. It took 12 years (1997 to 2012) for the patient to
receive treatment which resolved their pain. We have apologised to the patient and paid
compensation. This is an isolated incident but none the less very damaging to our reputation.

Lord Carter’'s Review of NHS Costs

On Wednesday the Department of Health published the initial findings of Lord Carter’s review of
NHS costs. He also happened to be speaking at the IHEEM conference. The Department says
that for the first time, the activity carried out by all NHS hospitals has been reviewed together and
broken down by clinical speciality. They say that the results show huge variations in clinical costs,
infection rates, readmission rates, litigation payments and device and procedure selection. A lot of
the Cost Base Review work has been focussed on identifying variation at specialty level. For
example the Patient Cost Benchmarking information is helping us all understand where we differ
on costs and things like operating theatre time. During the Reviews we have also highlighted with
the help of clinicians where there are opportunities to achieve 'best practice’. We will be reviewing
what the Department says is the huge opportunity for hospitals to tackle these variations.

Local

COC Inspection Report One Year On

It's one year on from the the publication of our CQC inspection report. We held a Quality Summit
to look at the progress we have made and the actions we still need to take. It was supported by a
wide range of people including eight consultants and other front line clinicians. The progress we
have made and the shift to an organisation focused on quality and patient safety is substantial.
We still have some work to do to complete the actions we agreed with the CQC but we could not
have made the significant progress we have without the support of staff across the Trust.

Medicine for Members Meeting

The Medicine for Members meeting at the end of September
was well attended. We have over 5,300 public members now
and staff with permanent contracts over 12 months are
members as well. Eve Richardson chaired the meeting as
the new Trust Chair. Stroke Team Leader Sue Ward and
colleagues talked about Stroke care and Alan Sheward, Mark
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Price and | took questions. Our friends from the Stroke Association and Remap, who make
tailored equipment for disabled people were also on hand to talk about their work. If you haven’t
been to a Members meeting they are well worth a visit to hear what our public members are
thinking.

Fire Evacuation Exercise

We have had a Fire Evacuation exercise. IW Fire and
Rescue Service sent three tenders, an Incident
Command vehicle and 20 fire fighters. As well
dealing with a simulated fire in the ducting behind level
C the firefighters evacuated several casualties and
volunteer staff practiced evacuating Level C. All this
was done whilst services were under great pressure
and without affecting patient care or visitors attending
the hospital. We never know when an incident might
occur so it’'s important that these exercises go ahead
even when it might seem that we have more important
things to worry about.

Nurses from the Philippines

Our 12 new nurses from the Philippines have completed their two weeks induction and have
started working on the Wards as ‘Overseas Adaptation Nurses’. They have already had a great
welcome from many people. Before they can practice as full UK nurses they have to pass an
overseas nurses exam. . N ]

Isle of Wight Radio carried the news of fon Souther vecs

their arrival and whilst | was disappointed I l 4

to read of some of the comments on the

station’s Facebook page and to hear of the
commentary in a closed Facebook page
called ‘Unite the Wight' it was great to see
that the balanced comments from others
vastly outnumbered the negative
commentary.

System Pressures

In collaboration with the Clinical Commissioning Group (CCG) and the Council the Board approved
at its last meeting a plan to create additional capacity across the system to ensure that patients are
cared for in a timely way and in the right environment. This means that we have been able to
restart our elective inpatient work for people on our waiting lists. We have now agreed these plans
with the CCG and Council and you will know from the message sent out by Shaun Stacey about
Ward Changes at St. Mary’s that we have already started to implement them.

Poppy Unit (at Solent Grange) has re-opened with 13 beds and we hope to expand this to up to 30
beds. Six of these beds will be what are known as ‘safe haven’ beds which can be used when
individuals cannot be supported at home because their family or carers are unable to look after
them or there is a short term problem which requires increased short term (24 or 48 hour) support.
These beds are a new innovation for the Island and our colleagues in Social Care are increasing
their support for the Unit compared to earlier this year. This should help with moving patients on
quickly to their long term care placements or to home. When we had this facility open earlier this
year we were able to demonstrate that people required less care after leaving the Poppy Unit than
was envisaged compared to when they left the hospital - so that is good news for the individual as
well as the health and care system.

In terms of staff, in addition to the 12 nurses from the Philippines, 10 student nurses have started
with us and we have also recruited 30 health care assistants (HCAs). These HCAs are a mix of
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staff who have Island experience and some agency staff. Nationally there is a three percent cap
on the number of agency staff we can employ so we are striving to get the right balance in our
staffing, which also ensures quality care as well as containing the costs. Looking ahead we have
a further 16 nurses from the Philippines who will join us before the end of the year. The changes
announced by the Government on recruitment of nurses from overseas is welcome news.

Older Persons Nurse Fellow

Diane Goring has been awarded the title Older Persons Nurse
Fellow following a year studying at Kings College London and
funded by Health Education England. The fellowship has been
badged as the first initiative of its kind to develop and train highly-
skilled nurses with specialist expertise in the care of older people,
Diane is the first of 9 nationally to complete the programme. We
have invited Diane to present her Staff Story to the Board.

Social Services Conference ‘View from the Island’

Along with 200 others from across the Island, | attended the ‘View from the Island’ social services
conference. Those attending included professionals from Isle of Wight Council’s social services,
the Isle of Wight Clinical Commissioning Group, residential and nursing care home providers, the
Trust and voluntary sector representatives, as well as those who use the services already provided
on the Island, and their carers. The event aimed to consolidate the extensive progress that has
already been made to integrate health and social services pathways and to understand the scale
of transformation and change that lies ahead.

Mrs Gladys Hooper and her hip fracture

The BBC visited to film Mrs Gladys Hooper who is the thought to
be the oldest person in the world to have surgery on a hip
fracture. They interviewed the patient’s family and Consultant
Orthopaedic Surgeon Jason Millington. Both patient and her
family are full of praise for the health services on the Island and
shows that age is no barrier to healthcare. The BBC online report
is available at http://www.bbc.co.uk/news/uk-england-hampshire-
34547263.

Health Education Wessex SHINE Awards 2015

The Health Education Wessex Shine Awards 2015 recognise education and training excellence for
the NHS. We fielded some strong entries including the Isle of Wight Pain Management
Programme comprising Dr Gary Lee, Consultant Clinical Psychologist in Long Term Conditions;
Lucy Cowans, Clinical Specialist Physiotherapist for Chronic Pain John Paton; Brendan O’'Connell;
Gwynth O’Connell; Julie Wells; Del-Laith Gordon; Charlene Summerfield who were highly
commended in the category Hearing the Patient Voice in Education and Training 2015. And also
to the Safe Prescribing — Introducing Innovative use of technology to improve patient’s safety,
project comprising Dr Oliver Cramer, Associate Medical Director; Debbie Cumming; Margaret
Chan; Dr Maria Lynch; Trudie Little; Alexandra Teiwes; Julie Simmons; Dr. Aileen Sced; Allison
Harries who were commended in their Education and Training Innovation Champion of the Year.

Congratulations to the Trust’'s Education Team comprising Dr Oliver Cramer, Dr Maria Lynch, Dr
Neena Singh, Dr Lynsey McAlpine, Dr Husay Jandebar, Allison Harries, Dr Laoise Dunphy, Trudie
Little, Dr Ramesh Babu and Joanne Helliwell who were highly commended finalists in the
Chairman’s Award , and also got first place for their Careers in Medicine poster which you can see
on the Hospital main corridor.
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Institute of Healthcare Engineering and Estate Management (IHEEM) conference

| attended and spoke at the Institute of Healthcare Engineering and Estate Management (IHEEM)
conference alongside our partners in the Wight Life Partnership, Ryhurst. Whilst the partnership is
currently working on relatively small issues— space utilisation surveys, facilities advice, etc. — these
are the building blocks for the future and the larger projects we expect to undertake as we
redevelop land and buildings both at St. Mary’s and across the Island over the coming years. Itis
also clear that through improved use of our estates and facilities we can save money and put that
into frontline care.

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:

5th October 2015

¢ lonising Radiation Policy — Approved by TEC

¢ Internal Audit Recommendations — down to 3 outstanding
e Business Planning Template — Approved by TEC

12" October 2015

e Multi-Agency Safeguarding Policy — Approved

¢ Failed to achieve RTT non admitted targets

o Staff Experience Group Terms of Reference approved.

19" October 2015
e Community Children’s Nurse Business Case — Approved to submit to CCG
e IT Service Level Agreement - Approved

Karen Baker
Chief Executive Officer
26" October 2015
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Enc D Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ November 2015

Title Report from Chair of Quality & Clinical Performance Committee
Sponsoring Nina Moorman, Chair of Quality & Clinical Performance Committee
Executive Director
Author(s) Nina Moorman, Chair of Quality & Clinical Performance Committee
Purpose To receive the report on the Quality & Clinical Performance Committee
Action required by Receive X Approve
the Board:

Previously considered by (state date and outcome):

Key Issues, Concerns and Recommendations from Sub
Committee

Sub-Committee Dates Discussed

Audit and Corporate Risk Committee

Charitable Funds Committee

Finance, Investment, Information &
Workforce Committee

Mental Health Act Scrutiny Committee

Quiality & Clinical Performance 28/10/15
Committee

Remuneration & Nominations
Committee

Foundation Trust Programme Board

Turnaround Board

Please add any other committees below as needed

Staff, stakeholder, patient and public engagement:
Not applicable

Executive Summary:

The Chair of the Quality & Clinical Performance Committee will report on the following areas as
discussed at the meeting held on 28" October 2015.

Quality Report

CQUIN Qtr 2 report

Clinical audit Qtr 2 report.

NICE quarterly report

Clostridium difficile infection (CDI)
Change of Committee Name

Recommendation to the Trust Board:

The Board is recommended to receive the report by the Chair of the Quality & Clinical Performance
Committee

Attached Appendices & Background papers
None

For following sections — please indicate as appropriate:

Goals All
Priorities All
Ql

Date: 29" October 2015 Completed by: Chair of the Quality & Clinical Performance Committee
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Isle of Wight NHS|

MHS Trust

Quality & Clinical Performance Committee
Report for Board to be held on 4 November 2015

This report is based on QCPC meeting held on Oct 28" 2015

1.1.

1.2.

1.3.

1.4.

1. Quality Report

The full report was provided as a web link with exceptions highlighted by the
Safety, Effectiveness and Experience (SEE) group.

Concerns were raised about the number of falls, which are double the year to date
figure for 14/15 with a comparable rise in the number of falls causing harm. There
has been no falls lead in the hospital sector and this is now being addressed with
the appointment of a quality improvement practitioner who will work with SEE to
develop a work programme to address this. In the community the lead has set up
a falls collaborative. The QCPC requested an update next month and may
proceed to a deep dive.

There has been a significant increase in the number of complaints that relate to
clinical treatment, and the AMD carried out a deep dive to see if there were
underlying concerns about a particular service. Many complaints reflected the
pressure within the acute sector, rather than deviation from best practice.

2 wards have continued to underperform on several metrics and the DoN has
appointed matrons, reported directly to him, to performance manage staff.

Negative assurance

2.1.

2. CQUIN Q2 report
There are 14 CQUINS which are all on track to deliver, and all second quarter
reports were submitted on time.

Positive assurance

3.1.

3. Clinical audit Q2 report

There are 69 local audits and 57 National audits in progress with 34 local audits
added since the programme started, representing a significant amount of clinical
audit activity. Work has started on developing a database of audits that the
organisation has identified so that junior doctors looking for audits can be directed
to those first. 11 audits have reported so far and we received summaries of the
main findings. An audit steering group has been established which oversees the
programme and will in future receive results of completed audits, and monitor
action plans. The committee is pleased with progress made on embedding clinical
audit within routine clinical practice within the Trust.

Positive assurance.

4.1.

4. NICE quarterly report
This was the first report on NICE guidance : the CQC inspection found that we did
not have a robust system for receiving and implementing NICE guidance, and



4.2.

Isle of Wight NHS|

~ NHS Trust
SEE have overseen a new process to ensure compliance. The system currently

tracks all guidance issued between Nov 2014 and September 2015, and collects
information from clinical leads on their compliance, together with a gap analysis
and any proposed action. The recently appointed quality adviser is now embarking
on tracking all guidance issued since April 2012, when the Trust was established.

In time we anticipate that compliance with relevant NICE guidance will be reported
directly by Clinical Business Units on an annual basis.

Assurance limited

5.1.

5.2.

5. Clostridium difficile infection (CDI)

The committee carried out a deep dive exercise to try and establish what issues
are contributing to our current increasing levels of CDI, and what action could be
taken. We were assisted by Dr Emily McNaughton, Consultant Microbiologist,
Debbie Cummings, Pharmacist and Natalie Mew, Matron. Firstly we noted that
there has been a similar trend in other hospitals with gradually reducing rates until
13/14 followed by a slight increase over the past year and a half. The Trust
adheres to the guidance issued by Public Health England on Management and
Treatment of CDI. We reviewed each of the 16 inpatient cases to identify common
factors: these are cleanliness (although only 2 cases were due to cross
contamination), sampling errors, isolation (which requires single rooms) and use
of antibiotics. There is a CDI action group which oversees activity to address
these 4 areas. New approaches being used/considered are hydrogen peroxide
vapour for sterilisation, routine prescription of probiotics with antibiotics, review of
acid suppressant medication prescribing and faecal transplantation.

The current trend will result in about 40 cases by end of year and the committee
will continue to monitor actions to mitigate this.

Assurance negative

6.1

6. Committee Name

Following our review in response to the Capsticks Governance Review, we would
like to propose a change of name to the Board from the Quality & Clinical
Performance Committee to the Quality Governance Committee.

Nina Moorman, Chair
Quality & Clinical Performance Committee
28" October 2015



Enc E Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 04 November 2015
Title Quality Improvement Plan (QIP) Trust Board Assurance Report
Sponsoring Alan Sheward — Executive Director of Nursing & Workforce
Executive Director
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) and ask for approval and endorsement of
recommendations

Action required by Receive Approve X
the Board:
Previously considered by (state date):
Trust Executive Committee 26" October 2015 Mental Health Act Scrutiny

Committee
Audit and Corporate Risk Committee Remuneration & Nominations

Committee
Charitable Funds Committee Quiality & Clinical Performance 28 October 2015

Committee
Finance, Investment, Information & Foundation Trust Programme Board
Workforce Committee
Please add any other committees below as needed
Board Seminar
Patient Safety, Experience & Clinical
Effectiveness Committee

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 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.

All enforcement and must do actions are complete; there is 1 outstanding compliance action, linked to safer
staffing (Trust is declaring partial compliance to CQC) and 14 should do actions, all due for completion on 31 March
2016.

There have been 8 actions signed off since the last update; 5 compliance and 3 must do actions.

A letter regarding our current declaration of compliance against outstanding compliance and must do actions has
been sent to the Care Quality Commission (CQC).

Delivery of the actions within the Quality Improvement Plan continues to be affected by a lack of consistent nursing
leadership, specifically within the Hospital & Ambulance Directorate. Attendance at the monitoring meetings from
some representatives has been intermittent, with reasons given being the recent bed pressures/black alerts.

Although mitigation exists for outstanding actions, there is risk related to the sustainability following closure of the
actions.

The Trust Board is requested to
Receive this as assurance against the actions being taken to improve the quality of care for patients by
completing the actions listed and
a. note the remaining outstanding should do actions
b. note the partial compliance declaration on the one outstanding compliance action
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Endorse a review of Trust wide work streams to identify those that will support ongoing improvements
and monitoring against each of the QIP themes & Quality Improvement Framework (QIF) domains.

Approve a change in reporting to Trust Board - moving from the QIP update paper to an update to Trust
Board on the 6 domains within the Quality Improvement Framework (QIF) and that the Trust Executive
Committee to pick up monitoring of the QIP by receiving 2 weekly governance and assurance reports
covering the 5 themes of the QIP.

Approve a one off report to Trust Board in April 2016 confirming the outcome of delivery against the 14
remaining should do actions and the 1 partially compliant compliance action.

For following sections — please indicate as appropriate:
Trust Goal (see key) Quality
Critical Success Factors (see key) CSF1 & CSF2

Principal Risks (please enter applicable | 1.5 & 2.10
BAF references —eg 1.1; 1.6)

Assurance Level (shown on BAF) Red ‘ X ‘ Amber ‘ X | Green ‘

Legal implications, regulatory and | Links with Care Quality Commission registration requirements.
consultation requirements

Date: 21 October 2015 Completed by: Theresa Gallard - Business Manager
Patient Safety, Experience & Clinical Effectiveness
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Isle of Wight NHS

MNHS Trust

Executive Director of Nursing
Patient Safety Experience & Clinical Effectiveness Team

Quality Improvement Plan (QIP) Update
4 November 2015

1. BACKGROUND

11 The Board has been receiving regular reports following the development of the Trust’'s Quality
Improvement Plan (QIP) in order to provide assurance on progress. The aim is to move the
organisation from the ‘requires improvement’ rating it received in September 2014 to ‘good’ and
then to ‘outstanding.’

12 102 actions were outlined in the Quality Improvement Plan covering four action types; there were
13 Enforcement; 38 compliance; 10 must do and 41 should do actions.

2. UPDATE ON PROGRESS

2.1 General
Trajectory for completion for all but one remaining compliance actions and must do actions was 30
September 2015 and 31 March 2016 for one staffing related compliance (CA7.2: staffing on
Community inpatient wards) and all should do actions.

2.2 Warning Notice
There remains 1 outstanding issue, compliance action 7.2, relating to staffing on the Stroke and
Rehabilitation Wards. The Care Quality Commission (CQC) is aware that this action links with the
safer staffing work and has agreed a completion date of 31 March 2016 (partially compliant).

2.3 Definition of compliance
The definition of compliance used to determine whether or not the Trust is compliant with QIP
requirements is: the target standard has been met and maintained over a 6 week period or
continuous improvement towards achieving the target standard has been evidenced over this time
period and there is a robust plan in place to mitigate and manage actual and potential risks whilst
continuing to progress towards the required target standard.

2.4 Delivery of Specific Actions in the QIP
2.4.1 At the last Trust Board meeting, approval was given to sign off 5 of the remaining 6 compliance
actions and all 3 outstanding must do actions.

2.4.2 Table 1 below has been updated following the Trust’s recent declaration to the CQC and reflects
the current status of actions by theme:-

Table 1

Mumber of Complete ri Soptambar Actians
Actions August 2015 Dutstanding
Setober 2019

[{Ta data)

Clinical 34 29 7 6 6 5 4 S 2

Leadership, Staff . ‘ ‘ iy ‘- 1' t l‘

Engagement &

Culture

Governance 39 EC S 12 "' 10 ', 10 (que| 10 (Gm| 9 |gudp| & l_ 7 l

End of Life 5 e | 4 l a4 .“. A “ 2 ‘ F “ 2 “ o “

—— — = = THE IERE 1 T e e e

Aetmiton | oo el A R e e Lo R o (Gl S 4

Patient Caseload 19 14 ] 7 7 7 7 5 L

B 1‘Inwl * ". ; “ “ ‘; l l
Total 102 79 ae ; 3o .- 3o " r .‘ 25 l 23 _.' 15 ‘
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*]1 outstanding from the Warning notice

2.4.3 There have been 8 completed actions since the last report; these are outlined in table 2-
Table 2
Compliance Actions
Ref | Action
CALl.1 | Risk Assessments not consistently completed (Community Inpatient Wards)
CAl.4 | The planning and delivery of End of Life Care (EoLC) did not meet national standards
CA5.1 | Consent of service users (Patient information boards)
CA7.1 | Sufficient numbers / skill mix staff in A&E
CA8.1 | Staff responsibility for MCA / DoLs & recognition of EoL patients
Must Do Actions
Ref Action
MD1 | Improve clinical leadership & operational support & coordination for service demand / integration
MD2 | Staff engagement / service changes owned & effectively implemented
MD11 | Lead nurse & sufficient RNs (Children) employed to provide 1 per shift in A&E
2.4.4 Since the last Board meeting a letter has been written to the CQC outlining the Trust’s declaration
of compliance with the above actions. This leaves 14 outstanding should do actions and 1
outstanding compliance action against which the Trust is now declaring partial compliance; all with
a delivery date of 31 March 2016. An overview of these actions is provided in Appendix 1.
2.5 Risks to delivery
2.5.1 Sustainability of delivered actions within the Quality Improvement Plan remains at risk due to the
lack of consistent nursing leadership, specifically within the Hospital & Ambulance Directorate.
Attendance at the monitoring meetings from some representatives continues to be intermittent,
with reasons given being the recent bed pressures/black alerts and more recently the impact of the
organisational change process and potential changing of posts.
2.5.2 The 1 completed action that will not been delivered to the full extent is outlined below. This will be

discussed further with representatives from the CQC at the next quarterly governance meeting
(awaiting confirmation of date from CQC).

Delivered, but not implemented exactly as described

MD11 |CL |Lead nurse & Low numbers of paediatric patients present out of hours. Not an efficient use of
sufficient RNs resources to employ 1 nurse for a night shift 7 days a week and deliver the action in
(Children) employed | full.  The result is the guaranteed provision of a paediatric trained nurse from the
to provide 1 per Children’s Ward whenever a paediatric patient presents in A&E, which the Trust
shift in A&E feels is adequately addressing the requirement and mitigating any potential risk.

2.6 Monitoring

Monitoring and challenge continues through the now two-weekly Quality Improvement Plan (QIP)
meetings, utilising the reporting matrix; attendance at relevant Trust Executive Committee (TEC)
meetings; along with scrutiny and challenge from the Trust Development Authority through the
monthly Integrated Delivery Meetings. 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.
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3 Recommendations

3.1 The Trust Board receive this as assurance against the actions being taken to improve the quality of
care for patients by completing the actions listed and

a. note the remaining outstanding should do actions
b. note the partial compliance declaration on the one outstanding compliance action

3.2 The Trust Board endorse a review of Trust wide work streams to identify those that will support
ongoing improvements and monitoring against each of the QIP themes and Quality Improvement
Framework (QIF) domains.

3.3 The Trust Board approve a change in reporting to Trust Board - moving from the QIP update paper
to an update to Trust Board on the 6 domains within the Quality Improvement Framework (QIF)
and that the Trust Executive Committee to pick up monitoring of the QIP by receiving 2 weekly
governance and assurance reports covering the 5 themes of the QIP.

3.4 The Trust Board approve a one off report to Trust Board in April 2016 confirming the outcome of
delivery against the 14 remaining should do actions and the 1 partially compliant compliance
action.

ALAN SHEWARD

EXECUTIVE DIRECTOR OF NURSING

20 October 2015

Prepared by:

Dr S Theminimulle; Deborah Matthews & Theresa Gallard
Patient Safety, Experience & Clinical Effectiveness Triumvirate
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APPENDIX 1: Outstanding Compliance & Should Do Actions — delivery date 31° March 2016

QIP Ref Theme

Action Detail

CA7.2 | Recruitment & There was insufficient medical & nursing staffing for the community inpatient
Retention wards, both numbers and skill mix
Declared partial compliance to CQC 23.10.15
SD2 Governance The environment of the eye clinic is reviewed to ensure it is fit for purpose
and safely meets the need of the patients visiting the department
SD4 Governance Nursing staff are not disturbed while undertaking medication rounds
SD5 Patient Caseload & | Patients have protected mealtimes
Flow
SD9 Governance All Resuscitation equipment is checked on a daily basis, unless an area is
closed
SD14 | Patient Caseload & | Continue to develop 7 day services, particularly for patients requiring
Flow emergency care
SD16 | Governance There is a clear and current system in place to ‘red flag’ addresses where
there are concerns about safety, so ambulance crews can make informed
choices and manage risks when attending these locations
SD17 | Patient Caseload & | Review the specialist medical care available for patients who have had a
Flow stroke
SD25 | Patient Caseload & | The Community Mental Health team should have an up to date operational
Flow policy, or information available to people on how to use the service, which
describes its function and what people should expect from the service
SD27 | Clinical Leadership, Mental Health & Ambulance services should be appropriately represented
Culture & Staff at the Trust Board to reflect the workings for an integrated trust
Engagement
SD40 | Clinical Leadership, | Review staff engagement and staff access to senior leaders within the
Culture & Staff organisation, to ensure equity of value and involvement
Engagement
SD41 | Governance Review effectiveness of IT systems in community services, to ensure that
staff have safe and efficient access to and use of computerised records
SD42 | Recruitment & Review staffing levels, skill mix and caseloads of the community teams, to
Retention ensure delivery of safe and effective care and to release staff for training
and development
SD46 | Governance Review the condition of buildings identified on various risk registers, to
ensure clear programmes are developed, with timeframes, demonstrating
when improvements or changes will be made
SD47 | Governance Monitor safe handover of hospital discharges to community staff, ensure

right care and treatment is implemented when patients go home
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Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
4™ November 2015
Title Serious Incidents Requiring Investigation (SIRI) Report
Sponsoring Executive Director | ajan Sheward, Executive Director of Nursing
Author(s) Deborah Matthews, Lead for Patient Safety, Experience & Clinical

Effectiveness & Karen Kitcher, Quality Assurance Lead

Purpose To provide the Trust Board with information concerning the
number of Serious Incidents that Require Investigation (SIRI)
formally reported within the last month, the ongoing number that
are yet to be completed and the lessons learnt from investigations
recently closed.

Action required by the Board: Receive X Approve
Previously considered by (state date):
Quality & Clinical Performance Committee ‘ 28 October 2015

Please add any other committees below as needed

Patient Safety, Experience & Clinical Effectiveness Committee (SEE) ‘ 21 Oct 2015

Staff, stakeholder, patient and public engagement:

Following a successful trial of scheduling a presentation & discussion of SIRI findings prior to formal
submission of the report to the Isle of Wight Clinical Commissioning Group (CCG) - to ensure lessons
learnt are identified and actions for dissemination are agreed, it is proposed going forward to adopt this
methodology for the presentation and discussion of all formal SIRI reports. A timetable to support the
scheduling of activities and meetings will be drafted by SEE and circulated to key stakeholders at the
outset of the formal SIRI notification to a service. The investigation commissioning manager is
responsible for working with SEE to ensure any required clinical audit is shaped around the outputs
from a SIRI and lessons learnt are heard and understood across the wider organisation.

Executive Summary:

This report provides an overview of the Serious Incident Requiring Investigation (SIRI) activity during
September 2015.

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 investigation and response.

4 SIRIs were reported to the Isle of Wight CCG during September 2015.

1. Confidential Information Breach

2. Patient Fall — resulting in serious harm

3. Delay in ambulance attending a call

4. Grade 4 Pressure Ulcer
At the time of writing this report there were: 24 open SIRI’s - 9 of which were overdue (2 of these
overdue and a further 3 submitted within time were with the CCG for consideration of closure).

During September 2015, and at the time of reporting, the IW CCG closed 4 SIRI cases and another 2
were awaiting their decision regarding closure.

LESSONS LEARNT — The lessons learned from those closed SIRI cases are detailed within this report




For following sections — please indicate as appropriate:

Trust Goal (see key) 1&2

Critical Success Factors (see key) CSF2

Principal Risks (please enter applicable BAF references — 2.6

Assurance Level (shown on BAF) Red ‘ ‘ Amber ‘ X ‘ Green ‘
Legal implications, regulatory & consultation requirement

Date: 21 October 2015 Completed by: Deborah Matthews, Lead for SEE




Isle of Wight NHS

MNHS Trust

Serious Incident Requiring Investigation (SIRI) Activity Report
For The Patient Safety, Experience and Clinical Effectiveness Committee
(September 2015 data)

(1) NEW INCIDENTS REPORTED AS SIRIs: During September 2015 the Trust reported 4 Serious
Incidents to the Isle of Wight Clinical Commissioning Group (CCG). Below is a summary of these
incidents:

Category/ | Under whose | Summary Incident | Date reported | Date report due
subject care Date asaSIRI to be sent to
Commissioners

Confidential | Learning 4 sets of patient notes | 01.09.15 | 03.09.15 26.11.15
information | Disabilities and one clinic letter
Breach Service were found (by a

member of the public

close to a Community

clinic but promptly

returned).
Slip, Trip, Fall | St Helensward | Patient fall 20.08.15 | 17.09.15 11.12.15

Fractured thigh bone.

Risk assessments had

been completed prior

to fall.
Delay in Ambulance Delay in attending a 30.08.15 | 17.09.15 11.12.15
treatment Service patient

(A delay in being able

to send a medical

response to the

incident)
Pressure South Wight Grade 4 pressure ulcer | 28.08.15 | 30.09.15 22.12.15
ulcer District Nursing | (many agencies

Team involved - potential for
system wide learning)

(1a) PRESSURE ULCERS — in line with arrangements under the new SIRI Framework (March 2015),
2 new pressure ulcers were identified and reviewed at a table top review as a “cluster” during
September. These were both described as Grade 4 pressure ulcers. The pressure ulcer cases
clustered were from the following areas: South Wight District Nursing Team and North East District
Nursing team (joint with Acute Directorate). The clustering of cases helps to identify care service
delivery problems, contributory factors, together with any recommendations and actions to help
reduce the risk of a similar situation from happening again. If it was identified that the pressure
ulcer was unavoidable, this outcome is recorded against the incident number. If the case is found to
be avoidable/preventable, this will be reported as a SIRI. One such case discussed in September was
reported as a SIRI following the cluster review, as it was agreed that the patient’s journey spanned a

1|SIRI activity report (Sept 2015 data)




number of specialities, and the opportunity for learning was evident. Each case clustered is monitored
until its conclusion; this gives staff the opportunity to see all cases through to the end, share learning
and support their peers in any decision making.

(2) CURRENT POSITION: This table provides the current status of open SIRIs as of 14 October 2015

SIRIs COMMUNITY & HOSPITAL & OTHER CORPORATE
MENTAL HEALTH |AMBULANCE AREAS

OVERDUE CASES

TOTAL OVERDUE + 1 8 | 0
CURRENTCASES ]
- With Coroner ]0_ |0 _:_0
- With Directorate 4 ﬁ8 —IB
CWihQualywam o To o |

Twimbes 1o 0 |0
_Wﬁmmriﬁiiijiiifp_i:::
0

- Returned from |0 0
| Commissioner-furtherwork | [~ |
TOTAL CURRENT 7 | 8 : 0
TOTAL NUMBER OF OPEN
CASES 8 16 0 24
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(2a) The following overdue SIRI cases are listed below with a brief status update (at the time of
producing this report 14 October 2015):

(From this point forward CCG = Clinical Commissioning Group)

DESCRIPTION Directorate/ | Incident Reported as | Date to be CURRENT STATUS
Speciality Date SIRI submitted to
CCG (first
presentation)
Safeguarding Community | 21.01.15 21.01.15 25.03.15 (Commissioner previously declined
& Mental (date of closure)
Health awareness of 07.10.15 - discussed further at SIRI
Serious Case . .
Review - SCR) weekly meeting; action for Nurse
Lead in Mental Health add
addendum to the final report — then
re-submit to CCG
Delayed diagnosis | Hospital & 03.03.15 11.03.15 18.05.15 21.09.15 Draft report received —; Key
Ambulance Stakeholder meeting arranged.
Directorate 29.09.15 - further updates received,;
report updated. (at final stage:
action plan, duty of candour etc.,
Unexpected death | Hospital & 07.05.15 21.05.15 14.08.15 17.09.15 - received external
Ambulance investigating officer’s report.
Directorate 29.09.15 - UPDATE: Clinical Director
is meeting with consultant involved
with a further meeting to finalise
report / action plan is being
arranged
Equipment failure | Hospital & 01.05.15 18.05.15 11.08.15 02.09.15 - final report submitted to
Ambulance Exec Director of Nursing for approval
Directorate (has since been sent onto the CCG)
Hospital transfer Hospital & 09.06.15 18.06.15 11.09.15 14.09.15 - final report sent to
concerns Ambulance Medical Director (for clinical opinion
Directorate and sign off) and Exec Director of
Nursing (has since been sent to the
CCQG).
Safeguarding Hospital & 02.07.15 07.07.15 30.09.15 02.09.15 - final report submitted to
Ambulance Exec. Director of Nursing for
Directorate approval. 05.10.15 — forwarded to
Medical Director when Executive
Director of Nursing on Annual Leave.
Delay in Hospital & 05.06.15/ 15.07.15 08.10.15 19.08.15 — Consultant Surgeon
treatment Ambulance | 30.06.15 agreed to support with investigation

Directorate

22.09.15 - still with Investigating
officer (10)

(3) CLOSED SIRI CASES

During September 2015, and at the time of reporting, the IW Clinical Commissioning Group had
closed 4 SIRI cases. Listed below are the lessons learned from those closed SIRI cases:
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Directorate SUBJECT SUMMARY Lessons Learned In or out of time
when submitted to
CCG (first presentation)
Executive Safeguarding | Unexpected IW Clinical Commissioning Group (CCG) Out of time
Director of death (Serious | discussed this case at CQRM (Clinical Quality
Nursing and Case Review) | Review Meeting) and with the Designated
Woridorce Safeguarding Nurse. No actions identified
directly for the Trust; one action for the CCG.
The case was subsequently downgraded and
closed by the CCG.
Hospital & Patient fall Patient The variable levels of mobility meant that Out of time
Ambulance suffered an patient had received conflicting advice about
Directorate un-witnessed | whether they needed to mobilise with
fall whilst assistance or independently. Staff reminded of
mobilising need to review and update care plan and risk
assessment when fall occurs. To be monitored
via documentation checks. Directorate to
consider how to address ‘variable patient
mobility’ via staff training and risk
management, without stifling patient
independence/Rehabilitation.
Hospital & Unexpected | Patient Communication to be reviewed with a view to In time
Ambulance death Emergency identifying how the call systems could link to
Directorate services ensure repeat callers who have used both
ii:n/ngjf systems (111 and 999 call systems) are
times through identified; this will lead to a review of
various procedures for clinical triage when managing
routes. repeat callers.
Patient died Learning understood with wider
on route to communication on lessons learned.
hospital.
Community & | Unexpected | Unexpected The Patient Observation Policy was not clear In time
Mental Health | death death of in- about overnight observations. This policy is to
patient be revised to ensure there are specific

instructions about initial observation levels on
admission and location placement of newly
admitted patients in relation to bed space
allocation. Guidance is required to ensure
robust risk assessment, identification and
management of recently admitted patients and
patient’s on enhanced observation is clear.
No risk assessment documented when
observations were reduced (Guidance on
updating core and risk assessments to be
reissued.) External investigation identified
death was not preventable.

Following a successful trial of scheduling a discussion of SIRI findings prior to formal submission of
the report to the CCG - to ensure lessons learnt are identified and actions for dissemination are
discussed, it is proposed to adopt this methodology for the presentation and discussion of all formal
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SIRI reports. A timetable to support the scheduling of activities and meetings is to drafted and
circulated to key stakeholders at the outset of the formal SIRI notification to a service.

(4) OVERVIEW OF SIRI SUBJECTS logged since April 2012 — to end September 2015

Subjects of SIRIS April 2012 — End September 2015 are shown on page 6 of this report.

The first joint Commissioning and Trust monthly meeting took place in September.

The first quarter cluster review report was shared with the CCG.

Alan Sheward
Executive Director of Nursing
October 2015

Prepared by:
Karen Kitcher Quality Assurance Lead

Deborah Matthews - Lead for SEE
21 October 2015

5|SIRI activity report (Sept 2015 data)



SUBJECTS of SIRIs April 2012 - end September 2015

Unexpected Neonatal death
Unexpected Death

Safeguarding Vulnerable Adult

Slip, Trip, Fall

Sub-optimal care of deteriorating patient
Surgical Error

Safeguarding Children

Pressure ulcer grade 4

Pressure ulcer grade 3

Venous Thromboembolism (PE/DVT)
Other

Never Event

MRSA Bacteraemia

Lo . . H April 2012-March 2013
major incident/suspension of services

Hospital Transfer concerns B April 2013-March 2014
Hospital Equipment Failure = April 2014-March 2015
Failure to act upon test results

m April 2015 - end Sept 2015
Escape

Drug Incident

Delayed Diagnosis

Death in Custody

Confidential Information Leak
Communicable Disease / Infection
C diff & Health Acquired Infection
Child Death

Critial Care Transfer

Ambulance Issue

Allegation against HC professional
Admission of under 18 to Adult MH Ward

0O 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 105
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REPORT TO THE TRUST BOARD (Part 1 - Public)
On 4th November 2015

Title Agency Nursing Rules 2015

Sponsoring Alan Sheward — Executive Director of Nursing

Executive Director

Author(s) Alan Sheward — Executive Director of Nursing

Purpose To report to the board the Agency Nursing rules issued on 1st September
2015 by Monitor and the TDA and implementation of capping rates.

Action required by Receive Approve X

the Board:

Previously considered by (state date):

Please add any other committees below as needed

Trust Executive Committee 19" October Director of Nursing Team 28" October
2015 2015

Staff, stakeholder, patient and public engagement:

Modern Matrons are engaged daily on the allocation of Agency Nurses across the Trust.

Executive Summary:

In line with the Nursing Agency Rules published by the Trust Development Authority on 1st
September 2015, all NHS Trusts are required to;

Work to the allocated cap on the use of Agency usage. This is a percentage of the overall nursing
spend in the majority of areas in the Trust based on 2014/15 outturn. It is unlikely the Trust will be
able to work within the 3% cap until additional Registered Nurse recruitment takes place.

In September the Trust Board approved a system resilience plan that improved access for patients to
elective and non-elective services. The additional capacity requires additional Registered Nurse
Staffing. Allocating Registered Nurses to the additional capacity will exceed the 3% cap. At the point
the Trust needed to declare compliance in achieving the 3% the Islands System Resilience Plan had
not been agreed. Therefore an adjustment application has been completed.

The Trust is compliant in the recruitment of Agency Nurses through an approved framework.

Later in 2015 the TDA will set a price cap for Agency nursing across the UK. This is likely to impact
on the willingness of agency nurses to travel to the Island. The Trust has given feedback on the
consultation of a price cap.

Current Nursing vacancies are being covered by Bank and Agency nurses. This is seen in the
context of an active nurse recruitment campaign. At the time of writing this report fill rates are
unavailable. However, it is recommended a more detailed report on Trust wide nursing vacancies is
presented to the Finance Investment, Information and Workforce Committee (FIIWC)

This paper recommends the Trust Board approves the report and approves the steps taken to
manage and monitor Agency Nurse usage across the Trust. It is recommended a more detailed
paper is presented to the Trust FIIWC in November with weekly monitoring through the Nurse Director
Team reporting to the Trust Executive Committee.
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For following sections — please indicate as appropriate:
Trust Goal (see key) Quality
Critical Success Factors (see CSF 1, CSF2, CSF7, CSF8, CSF9
key)

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

Date: 29" October 2015 Completed by: Alan Sheward — Executive Director of Nursing
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ISLE OF WIGHT NHS TRUST
EXECUTIVE DIRECTOR OF NURSING
AGENCY NURSING RULES
OCTOBER 2015

1. SITUATION

1.1. The Isle of Wight NHS Trust, Monitor and the NHS Trust Development Authority
(TDA) recognise that agencies can perform an important role by helping align the
supply of staff with where they are most in demand.

1.2. In line with the Nursing Agency Rules published on 1 September 2015, all NHS
Trusts are required to;

1.2.1. Set a cap on the use of Agency usage. This is a percentage of the overall
nursing spend in the majority of areas in the Trust based on 2014/15
outturn.

1.2.2. Trusts are also required to secure nursing agency staff via framework
agreements that have been approved by the TDA and Monitor from the 1
October 2015.

1.2.3. Later in 2015 the TDA will set a price cap for Agency nursing across the
UK.

1.3. The Isle of Wight Trust has historically not been a user of Agency Nurses,
Midwives and Health Visitors. However, this is set to change for the remainder of
2015/16 owing to the Trusts operational plan to deliver constitutional targets and
improve the quality of services for patients.

1.4. In September 2015 the Trust Board and the Islands Executive System Resilience
Group (SRG) approved funding to support;

1.4.1. Additional 30 beds at the Solent Grange Step Down Unit
1.4.2. Excess costs to open an additional 21 beds on Appley Ward (in excess of
base line ward budget).

1.5. Following assessment against current staff in post and the urgent need to provide
additional capacity, an additional 25 Agency Staff are required.

1.6. The Trusts Director of Nursing Team continues with an active recruitment plan to
secure substantive Registered Nurses and Health Care Assistants.

2. BACKGROUND

2.1. The Isle of Wight NHS Trust has managed well with little agency nursing usage
over the previous 12 months. This resulted in the Trust being allocated a 2.7%
celling usage for the remainder of 2015/16 & 2016/17. The Isle of Wight NHS
Trust currently engages with the approved framework providers.

2.2. These Nursing Agency rules are intended to increase Trusts’ bargaining power
when they procure from agencies and encourage nurses to return to permanent
and bank working.

2.3. The following remuneration arrangements are currently in place across the Trust
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2.3.1. Agenda for Change (AfC) pay rates for all substantive staff who work
additional hours.

2.3.2. Bank Rates of pay. Generally these are paid at the rate of pay of the
substantive member of staff. Staff who only work for the nursing bank
have a rate set that reflects the service to the NHS. This will vary from
nurse to nurse.

2.3.3. The Trust discourages the use of Overtime owing to workforce controls
currently in place.

2.4. The Trust does not offer a premium rate of pay above Agenda for Change (AfC)
pay rates for its Bank staff.

ASSESSMENT

2.5. In November 2015 the TDA & Monitor will implement price caps for Agency
Nursing. The Trust is currently feeding back on this consultation.

2.6. These rules apply to nursing agency spend only, with rules on spending on other
agency staff to follow shortly.

2.7.  Consultation on this issue is due to close on the 13" November 2015; however, it
is likely a rate of £28 per hour will be proposed. It is not unusual for Agency
nurses to attract a rate of £45 per hour. This may impact on their willingness to
continue to travel to the Island.

2.8. The rules include mechanisms for local managers and clinical leaders to override
them under exceptional circumstances in the interests of patient safety.

3. NURSING

3.1. Current Isle of Wight Nurse staffing as at October 2015 is outlined in table
1.

3.2.  Summary of overall staffing position for all Safer Staffing In-patient wards.
(i.e. not including ED)

Summary of Safer Staffing Funded Contracted Vacancy
Areas ONLY WTE WTE Vacancy Rate
Registered 394.84 324.93 69.91 18%
Unregistered 208.80 188.85 19.95 10%
Grand Total 603.64 513.78 89.86 15%
Table 1

3.3. The Trust is currently has a vacancy factor of 15 % across the inpatient
wards and those areas where agency staff are largely allocated. The
89.86wte vacancies do not include the additional requirement to open
capacity at the Solent Grange step down unit.

3.4. Fill rates for bank and Agency need to be confirmed so an accurate
position can be reported. This will be available in the first week of
November at the Director of Nursing Team weekly meeting.
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3.5. The Trust Executive Committee supported weekly reporting on Agency
usage and fill rates. The executive Director of Nursing Team weekly
meeting will report to the Trust Executive committee fortnightly.

3.6. The Safer Staffing levels across all wards was delivered to the Trust Board
in October 2015, It was aligned to a number of Quality matrix. This
demonstrated that most Wards across the Trust had a high level of shifts
that were filled but there were some areas that struggled to achieve an 8-
% fill rate.

3.7. The Director of Nursing Team is working with the Modern Matrons in the
new business units to ensure staff are allocated to even out variation in fill
rates.

Starters | Leavers | Total Trust Nursing & Midwifery - In post
June 2015 RN | 3.00 3.81 771.60
HCA | 0.40 1.89 344.33
July 2015 RN | 2.60 4.64 765.64
HCA | 1.00 4.20 343.73
August 2015 | RN | 2.23 7.67 762.07
HCA | 1.43 2.27 345.89

Table 2

3.8. Table 2 demonstrates the current turnover rates for Nursing and Midwifery
across the Trust. However, it does not recognise the recruitment of 12
overseas nurses and an additional 10 WTE pre-registration nurses who
joined the Trust in September.

3.9. In order to move away from the Trusts dependence on Agency Nurses and
to return to not exceeding the 3% cap on Agency Nurses the Trust would
need to continue with a proactive recruitment plan.

3.10. The Trust is currently engaged with a Nursing agency to provide the same
nurses to the Trust. They are being deployed to dedicated wards which will
bring consistency.

3.11. All agency nurses are receiving induction to Infection Prevention & Control
procedures. They will be participating in weekly micro teaching sessions
across a range of subjects including medicines Management, Falls, and
documentation.

3.12. The Trust is requesting 10 RN’s working 12 hours shifts a day. There are
restrictions on how many shifts can be worked per week imposed by the
Trust.

3.13. On average RN’s work an 11 hour night Shift. We have requested 5 RN’s
per night.

3.14. Data on fill rates for both Agency and Bank nurses is not available at the
time this report was written. It will be provided in future reports.
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3.15. RECRUITMENT PLAN
September | October | November | December | January | February | March | April May | June
2015 2015 2015 2015 2015 2016 2016 2016 | 2016 | 2016
Registered 22 WTE 0 7WTE 26 WTE | O 0 29 7 0 0
Nurse (RN) WTE | WTE
Recruitment
Registered 1WTE 1
Midwife WTE
(RM)
HCA 29 WTE | 30wte 0 0 0 0 0 0 0 0
Recruitment | (Bank) (Bank)
Table 3

3.16. A rolling recruitment advert continues to be placed weekly with Ward Managers
actively participating in the recruitment process.

3.17. The Director of Nursing is meeting with all Island Student Nurses (13) to look at
the option to offer appointments on completion of their Nurse Training.

3.18. A rotational programme will be offered to all newly recruited Nurses. This will
support them spending the first 12 months rotating between 2 chosen
specialities.

3.19. For the ceiling rule, nursing is defined as all registered nursing, midwifery and
health visiting staff as defined by matrix N and P of the Occupation Code Manual
v.13.1. It does not include healthcare assistants and other support staff, as
defined by matrix H of the Occupation Code Manual v.13.1.3

3.20. For mandating the use of approved frameworks, nursing is defined as including
all groups listed above (i.e. including healthcare assistants and other support
staff).

4. APPLYING THE AGENCY NURSE CAP TO THE ISLE OF WIGHT NHS TRUST

4.1. The 3% cap ceiling gives the Trust a total agency limit of £532k over final
6 months of the year, c.£89k per month and crudely c.£20.5k per week

4.2. Reviewing the costings for the winter plan i.e. Solent Grange Step Down
Facility, Appley and Theatre teams, the agency costs attributed to this
could be in the region of £1.3m-£1.4m.

4.3. Additionally, depending on whether ODP’s are part of the cap, this could
increase the figure by £450k

4.4, The sums above are clearly over our cap and therefore we would need to
apply for an adjustment.
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5. AGENCY STAFF

5.1. Agency staff are defined as those who work for the NHS but are not on the
payroll of an NHS organisation.

5.2. Trusts already at or below their ceiling, but who are managing their workforce
strategy and agency spending effectively, will not be unfairly disadvantaged.

5.3.  From 19 October 2015, Trusts subject to the nursing agency rules will have to
secure nursing agency staff via framework agreements that have been approved
by Monitor and the NHS Trust Development Authority (TDA). The Trust already
procures from the approved agencies.

5.4. The Isle of Wight NHS Trust currently understands the Nursing Agency spend of
2.7% is based on Total Nursing spend in 2014/15.
6. EXTERNAL GOVERNANCE
6.1. Following implementation of the ceiling, Monitor and TDA will monitor agency
spending and may subsequently adjust trajectories and ceilings based on the

progress of the sector or individual Trusts, or as hew data become available.#

6.2. The Trust are required to provide a monthly report to the TDA in agency usage
against the allocation

6.3. The Trust will be performance managed against the celling limits at the quarterly
Integrated Delivery Meeting with the TDA.
7. WHAT TRUSTS WERE REQUIRED TO DO
7.1. Each Trust received its annual ceilings for October 2015 to March 2016, and for
2016/17 to 2018/19 on 1 September 2015. The Isle of Wight NHS Trust is
developing a monthly profile of the planned nursing agency spend that clarifies

the % of Agency usage and how we plan to being this in line with the 3% ceiling.

7.2. It is unlikely the Trust will meet this ceiling of 3% In October 2015 owing to the
additional capacity that requires Registered nurses to staff the areas.

7.3. The Trust have not raised concerns previously that the cap would be breached. It
was unclear at the time of declaring compliance (September 2015) with the 3%
cap whether system resilience plans would be enacted which has resulted in the
need to request agency nurses that takes the Trust above its cap.

7.4. ltisrecommended the Trust applied for a variation to the cap.

8. WORKFORCE INFORMATION

8.1. The Trust currently received high level workforce information via the Finance
Investment, Information and Workforce Committee (FIIWC)

8.2. The FIIWC is holding a workshop in October and therefore no report will go to the
committee.

8.3. The FIIWC received a six monthly report on Safer Staffing
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8.4. The Trust Board receive a monthly safer staffing report in addition to the 6
monthly report.

8.5. Currently the reports provided to FIIWC do not include nursing specific
information.

8.6. It is recommended the current high level information be disaggregated to drill
down to the level of Nursing Bank and agency fill rates by Ward and Unit level by
week.

9. QUALITY MONITORING

9.1. In order for the Trust to deliver on its constitutional requirements and to ensure
deficits in the quality of care are addressed it is imperative that the Trusts
recognises the need to open additional capacity. The Director of Nursing fully
recognises the need to ensure that additional capacity is staffed appropriately.

9.2. The Quality of staffing is important to the care of patients. It is recommended
that the Director of Nursing Team weekly meeting will monitor the Quality of
Care against a number of measures to include the following KPI's

9.2.1. Agency Staff as a proportion of staff within Wards and Departments
9.2.2. Vacancy and Fill rates per Ward / Dept.

9.2.3. Safety

9.2.4. Experience

9.2.5. Clinical Effectiveness.

INTERNAL ASSURANCE

9.3. Itis recommended that following arrangements are in place to assess Agency
Usage against the allocated cap and financial window.

9.3.1. Weekly agency usage is monitored and managed by the Director of
Nurse Team (DNT) meeting.

9.3.2. Weekly data on Agency Nurse deployment (provided by Workforce
information) is provided to DNT; Appendix 1.

9.3.3. Weekly costs against agreed budget (Provided by the Finance
Department) are overseen at DNT with a fortnightly report delivered to
the Trust Executive Committee (TEC).

9.3.4. Weekly Quality Measures (KPI's) are reviewed against vacancies and
agency usage.

9.3.5. Weekly assurance visits to Wards where Agency Nurse are deployed
are undertaken.

10. RECOMMENDATIONS

10.1. The Trust Board approves the recommendations within this report and approves
the steps taken to manage and monitor Agency Nurse usage across the Trust.

10.2. The operational monitoring and management is carried out weekly through the
Director of Nursing team reporting to Trust Executive Committee fortnightly.

10.3. Assurance is achieved through monthly reporting to FIIWC.



isle of Wight 25

NHS Trust

10.4. A monthly report to the Finance Investment, Information and Workforce
committee in addition to the existing workforce reports.

10.5. Supports the recruitment drive leading to substantive appointments.

Alan Sheward
Executive Director of Nursing
October 2015
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Appendix 1
July Aug Sept | Oct | Nov | Dec | Jan | Feb | Mar

Trust Total Nursing Establishment

Total RN in Post 765.64 | 762.07

Total HCA in Post 343.73 | 345.89

Total RN Vacancy

Total HCA Vacancy

Safer Staffing Wards Total RN Establishment | 394.84

Safer Staffing Wards Total HCA Establishment | 208.8

Safer Staffing Wards RN in Post 324.93

Safer Staffing Total HCA in post 188.85

Safer Staffing Total RN Vacancy 69.91

Safer Staffing HCA Vacancy 19.95

This will include the agreed
establishments for the Contingency
beds

This will include the agreed
establishments for the Contingency
beds

This will include the agreed
establishments for the Contingency
beds

This will include the agreed
establishments for the Contingency
beds

This will include the agreed
establishments for the Contingency
beds

This will include the agreed
establishments for the Contingency
beds

10
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Turnover 2015/16 / Safer Staffing Wards
RN Starters 2.6 2.23 22
RN Leavers 4.64 7.67
HCA Starters 1 1.43
HCA Leavers 4.2 2.27

Bank Utilisation

Bank RN Fill Rates by WTE

Bank HCA Fill Rates by WTE

Agency Utilisation

Agency RN Fill Rates by WTE

Agency HCA Fill Rates by WTE

Total Trust Agency RN by WTE

Total Trust Agency HCA by WTE

Trust Nursing Vacancy Position

Total RN Vacancy Safer Total Trust WTE

Total HCA Vacancy Safer Total Trust WTE

Total RN Vacancy Safer Staffing Wards WTE

Total HCA Vacancy Safer Staffing Wards WTE

Sickness Levels

Total RN Sickness in Month % of overall SIP

Total HCA Sickness in Month % of overall SIP

11



Enc H

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ NOVEMBER 2015

Title Quality Assurance Framework for Medical Revalidation
Sponsoring Dr Mark Pugh — Executive Medical Director
Executive Director
Author(s) Elizabeth Nials, Senior HR Manager
Purpose Quality Assurance Framework Report, for receipt and noting
Action required by Receive X Approve
the Board:
Previously considered by (state date):
Sub-Committee Dates Key Issues, Concerns and

Discussed Recommendations from Sub Committee
Trust Executive Committee 2" November

2015

Audit and Corporate Risk Committee

Charitable Funds Committee

Finance, Investment, Information & Workforce
Committee

Mental Health Act Scrutiny Committee

Remuneration & Nominations Committee

Quality & Clinical Performance 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 & Analysis:

Medical revalidation is a legal requirement which applies to all licensed doctors listed on the
General Medical Council (GMC) register in both the public and independent sectors. Its purpose
is to improve patient care by bringing all licensed doctors into a governed system that prioritises

professional development and strengthens personal accountability.

Medical revalidation is central to how the Trust is meeting its responsibilities to both patients and
staff in improving safety and the quality of care. We are encouraged to see that one year into its
implementation, it is delivering value but more needs to be done to maximise benefits in the
future.

The Executive Medical Director (EMD) is the Trust Responsible Officer. As such the EMD is
responsible for ensuring that the doctors linked to the Trust are up to date and fit to practice and

for encouraging commitment to professional development and improving patient care.

REPORT TO THE TRUST BOARD (Part 1 — Public) Page 1
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The EMD is supported by a Lead Appraiser and Medical HR. The Trust has 22 doctors who are

qualified Appraisers.

The Quality Assurance Framework Repor t aims to provide assurance and oversight that the
Trust is discharging its statutory duties. It also provides assurance about resources and the

effectiveness of systems that are in place and that they meet the agreed national standards

Assurance summary:

e Asat 1* April 2014 the Trust was the designated body for 131 doctors for Revalidation
purposes. This number fluctuated throughout the year through natural turnover. Atthe
31 March 2015, the Trust was the designated body for 149 doctors.

e Statutory employment checks were completed within 1 month of starting on all temporary
(27) and permanent (15) doctors who joined the Trust.

e During 2014/15 63 doctors were revalidated; two doctors were deferred by the GMC for
revalidation at a later date. Two doctors had left the Trust before there revalidation date.
One doctor was deferred by the Trust.

e All doctors had an annual appraisal, 97% were signed off within 28 days.

o Where there have been concerns about a doctors practice, they have been managed in

line with Trust Policy.

During 2014/15 the following improvements were achieved:
e All doctors using web-based Appraisal system

e Audit of appraisal outputs was undertaken by Lead Appraiser

Moving forward the following areas for improvement have been identified for 2015/16:
e To increase the number of qualified appraisers — this has already been achieved.

e To establish an annual record of the appraiser’'s participation in appraisal calibration
events such as reflection on ASG (Appraisal Support Group) meetings

e All doctors provide 360 feedback for each individual appraiser
e Establish a systematic approach to quality control of appraisal inputs and outputs.

e Ensure Appraiser Meetings are better structured so that appraisers can schedule them
into their SPA time.

¢ Auditand publish results showing the timelines of process of appraisal by Business Unit.

e Ensure previous appraisal information is captured for all newly appointed Consultants,
SAS doctors and Trust grade doctors

Confirmation has been provided to NHS England that the Trust has carried out and submitted an
REPORT TO THE TRUST BOARD (Part 1 — Public) Page 2




annual organisational audit (AOA) of its compliance with The Medical Profession (Responsible
Officers) Regulations 2010 (as amended in 2013).

Recommendation to the Committee/Board:

The Board is asked to receive and note the Quality Assurance Framework for Medical Revalidation
2014/15.

Attached Appendices & Background papers
Enc H1 - Quality Assurance Framework for Medical Revalidation — April 2014 to March 2015

For following sections — please indicate as appropriate:

Key Trust Strategic Context & 1. Quality, CSF 1 and 2. Through annual
Critical Success Factors: appraisals doctors are required to review and
reflect upon feedback from patients and
colleagues. Demonstrate learning from
complements, complaints and unexpected
events. All with the aim of improving patient
experience and outcomes.

2. Resilience CSF 6. Provides assurance that
appropriate governance arrangements are in
place for Medical Revalidation.

3. Workforce CSF 10. Annual appraisals ensure
that our Medical Workforce is continually
developed in line with service and organisational
needs and expectations.

Principal Risks Currently the Executive Medical Director is the only
person able to make Revalidation Recommendations to
the GMC. This will be resolved once the Deputy
Medical Director is in post.

The lack of funding to support the on-going
development of our Medical Appraisers.

External Review facilitated by NHS England scheduled
for early 2016.

Legal implications, regulatory and | The Medical Profession (Responsible Officers)
consultation requirements (Amendment) Regulations 2013.

Date: 23" October 2015 Completed by: Dr Mark Pugh, Executive Medical
Director and Elizabeth Nials, Senior HR Manager
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f; Chris Palmer (Executive Director of Financial & Human Resources) Tel: 534462 email: Chris.Palmer@iow.nhs.uk

: lain Hendey (Deputy Director of Information) Tel: 822099 ext 5352 email: lain.Hendey@iow.nhs.uk

7o update the Trust Board regarding progress against key performance measures and highlight risks and the management of these risks.

:|Receive I X IApprove
Trust Executive Committee Mental Health Act Scrutiny Committee
Audit and Corporate Risk Committee Nominations Committee (Shadow)
Charitable Funds Committee Quality & Clinical Performance Committee 28/10/2015
Finance, Information, Investment & Workforce Committee Remuneration Committee

Foundation Trust Programme Board

Rrtaltsatareholterpatiehtalith B NG ORgaU BITEIE s
e = O A LR 1020072 R R T e T e S e ST e S T e S S T e S T e S S T e S S T S T T e S S I R S T A S S S S R

This paper sets out the key performance indicators by which the Trust is measuring its performance in 2015/16. A more detailed executive summary of this report is set out on page 4.

For following sections — please indicate as appropriate:

... {Quality, Resilience,Productivity & Workforce

:1:JCSF1, CSF2, CSF6, CSF7, CSF9

O] Red I O Amber I O Green

None

Date: Tuesday 27th October 2015 Completed by: lain Hendey, Deputy Director of Information
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Balanced Scorecard - Aligned to 'Key Line of Enquiry' (KLOEs)

Isle of Wight

NHS Trust

Patients that develop a grade 4 pressure ulcer

Annual
Target

Actual
Performance

YTD

Month
Trend

sparkline
/ Forecast

Effective

Summary Hospital-level Mortality Indicator (SHMI)
Jan-14 - Dec-14

Annual
Target

Actual Performance

Published Ji
2015

YTD

Month
Trend

Sparkline /
Forecast

Caring

Patient Satisfaction (Friends & Family test - Total response
rate)

Annual
Target

Actual

Performance Trend

Month | Sparklin

For

Patients that develop an ungraded pressure ulcer

Stroke patients (90% of stay on Stroke Unit)

Sep-15

Patient Satisfaction (Friends & Family test - A&E response
rate)

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

High risk TIA fully investigated & treated within 24 hours
(National 60%)

Sep-15

Mixed Sex Accommodation Breaches

VTE (Assessment for risk of)

Cancelled O

on/after day of

Sep-15

Formal Complaints

MRSA (confirmed MRSA bacteraemia)

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

Sep-15

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

Delayed Transfer of Care (lost bed days)

Sep-15

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

Number of Ambulance Handover Delays between 1-2 hours

Sep-15

Clinical Incidents (Catastrophic) resulting in harm
(actual only - as by il igati

Theatre utilisation

Sep-15

Falls - resulting in significant injury

Responsive

]

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

Annual

Sparkline

New Cases of Psychosis by Early Intervention Team

Aug-15

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

Well-Led

Total Workforce (inc flexible working) (FTE's)

In Month
Target

2609.91

Upto
30009115

Actual Performance

2,754.0

YTD
Target

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

Total pay costs (inc flexible working) (£000)

£9,428

£9,651

RTT % of incomplete pathways within 18 weeks - loW CCG

Total workforce SIP (FTEs)

2495.69

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

Staff in Post (£000)

£8,842

£9,069

£54,255

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

Variable Hours (FTE)

114.2

155.7

126.2

RTT % of incomplete pathways within 18 weeks - NHS
England

Variable Hours (£000)

£586

£3,200

Symptomatic Breast Referrals Seen <2 weeks*

Staff sickness absences

3%

3%

Cancer patients seen <14 days after urgent GP referral*

Staff Turnover

5%

5%

Cancer Patients receiving subsequent Chemo/Drug <31 days*

Achievement of financial plan

N/A

(£1.0m

(£4.6m)

Cancer Patients receiving subsequent surgery <31 days*

Underlying performance

N/A

(£8.3m)

Cancer diagnosis to treatment <31 days*

Liquidity ratio days

N/A

Cancer Patients treated after screening referral <62 days*

Capital Servicing Capacity (times)

N/A

Cancer Patients treated after consultant upgrade <62 days*

Overall Continuity of Services Risk Rating

N/A

Cancer urgent referral to treatment <62 days*

Capital Expenditure as a % of YTD plan

N/A

No. Patients waiting > 6 weeks for diagnostics

Quarter end cash balance (days of operating expenses)

N/A

%. Patients waiting > 6 weeks for diagnostics

Debtors over 90 days as a % of total debtor balance

N/A

Emergency Care 4 hour Standards

Creditors over 90 days as a % of total creditor balance

N/A

Ambulance Category A Calls % < 8 minutes

Recurring CIP savings achieved

N/A

Ambulance Category A Calls % < 19 minutes

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

% of CPA patients having formal review within last 12 months

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

Total CIP savings achieved

2022|2222 2|22 |22/ 2|2|]2|2 2

N/A

YTD Actual

0m)

(£10.5m)

Month
Trend

Iy

PR
v v

Compliments received

Delivering or exceeding Target

Improvement on previous
month

Underachieving Target

No change to previous month

Failing Target

Key to Area Code

TW = Trust Wide

AC = Acute

AM = Ambulance

CM = Community Healthcare

MH = Mental Health

Sparkline graphs are included to present the trends ovel
Performance Indicators

Deterioration on previous
month
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Executive Summary

Isle of Wight NHS'|

NHS Trust

Safe:

Pressure ulcers: We are currently behind trajectory to reduce all grade pressure ulcers. The Pressure Ulcer 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. A range of additional measures are being taken with the Pressure

ulcer collaborative group overseeing these.

C.diff: there has been no further cases during September. We have had 14 cases year to date and our annual target is 7 cases. BioQuell cleaning complete wards by rotation has started and is expected to reduce the number of

future cases.

During September there was 1 fall resulting in significant injury within the Trust

Responsive:

Performance against the main 'incomplete’ 18wks target (CCG) fell just below the required 92%
standard for the first time in the last 12 months due to the increasing backlog of patients waiting more
than 18wks for their treatment.

The Ambulance Service passed all targets. The Service has moved to a front loaded model as this
focuses on response rather than ability to convey. In practice, this means increasing the proportion of
cars relative to ambulances. We have also implemented a number of new first responder schemes
which are having an impact upon our ability to achieve. We are still seeing some delays in the ED area;
however this has shown signs of improvement.

Emergency care 4 hour standard - The 95% target was not achieved in September due to ongoing
system wide pressures impacting upon flow and bed capacity. The action plan is in place for ED which
has been shared with the CCG and TDA, as well as system resilience actions being developed to
improve the system wide position in readiness for the winter and its anticipated pressures. Towards the
end of September we have seen some positive move towards achieving the emergency care standard
and are planning to continue to move forward in this area in the coming weeks / months.

The percentage of Mental Health admissions that had access to Crisis Resolution / Home Treatment
Teams (HTTs) was below target (86% vs. 95%).

Well Led:
The trust as a whole has overspent its pay budget in month (Including reserve entries), by £180k in month and £2.36m year
to date. Spending on temporary staffing equated to £582k in month and represents a total cost in year of £5.14m.

The Trust planned for a deficit of £0.265m in September, after adjustments made for normalising items (these include the
net costs associated with donated assets). The reported position is a deficit of £0.966m in the month, an adverse variance
of £0.701m against plan. The cumulative Trust plan was a deficit of £2.139m, after normalising items. The actual position is
a cumulative deficit of £5.944m, an adverse variance of £3.805m.

Although behind the original phased plan, financial performance in month by Clinical & Corporate Directorates was better
than forecast. Directorates forecast to be £612k over spent, but control measures in place resulted in an actual overspend of
£255k. The main variance in month related to under performance against the CCG PbR Contract of £0.562m (£1.764m year
to date). In addition to this, there is a £0.202m variance to date relating to a phasing issue on the CCG SLA Acute Contract,
which will reduce to zero by the end of the financial year.

The Trusts planned forecast out-turn deficit has remained at £4.6m with increased risk due to implementation of the system
resilience improvement plan. Current directorate performances increases the risk further of delivering this, although efforts
are being made to achieve this and contribute to the stretch target. It 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.

Caring:
The number of complaints increased during September (19) compared to 16 the previous month.
Compliments, in the form of letters and cards of thanks, were lower in September.

Mixed Sex Accommodation - During September there were 8 mixed sex accommodation breaches
across 2 events; both incidents involved 4 bedded bays on MAAU and 8 patients were affected overall.
In each case, the breach was a decision taken as a result of excessive bed pressures during a Black
Alert and all patients were kept informed. Staff made every effort to maintain privacy and dignity at all
times and the situation was rectified at the earliest opportunity.

Effective:

The percentage utilisation of Main Theatre facilities has decreased since last month slightly from 67.7% to 66.7% and
remains below the 83% target. Day Surgery Unit utilisation has increased during September 2015 (76.8%). Overall we have
achieved 71.1%. System wide pressures have continued to impacted upon elective bed capacity, leading to a significant
reduction in inpatient operations, increasing day case procedures on all lists as the only available elective capacity.

During September there were 5 Cancelled operations on/after day of admission not rebooked within 28 days.
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Performance Summary - Hospital
Balanced Scorecard - Hospital
0
No. of Grade 1&2 Pressure Ulcers developing in hospital Sep-15 44 Delayed Transfers of Care (lost bed days) Sep-15 N/A 355 N/A
No. of Grade 384 Pressure Ulcers develolplng in hospital Sep-15 2 Cancelled operations on/after day of admission (not rebooked within
Ungradable Pressure Ulcers - not yet assigned Sep-15 5 28 days) Sep-15 0 0
VTE Sep-15 95% 99.2% 95%
MRSA Sep-15 0 0 0
C.Diff Sep-15 0 4
No. of Reported SIRI's Sep-15 1
Physical Assaults against staff Sep-15 6
Verbal abuse/threats against staff Sep-15 9
Responsive*
Emergency Care 4 hour Standards Sep-15 95% 95% % Sickness Absenteeism Sep-15 3% 3%
RTT Admitted - % within 18 Weeks (NHS England included) Sep-15 90% 90% Appraisals Sep-15 3.3% 23.5%
RTT Non Admitted - % within 18 Weeks (NHS England included) Sep-15 95% 95%
RTT Incomplete - % within 18 Weeks (NHS England included) Sep-15 92% 92% 92.6% | Tt
No. Patients waiting > 6 weeks for diagnostics Sep-15 <8 1 100 44 7. —
%. Patients waiting > 6 weeks for diagnostics Sep-15 1% 0.11% 1% 0.73% T Sparkline
Cancer 2 wk GP referral to 1st OP Sep-15 | 93% | 963% | 93% | 96.9% data / Forecast
Breast Symptoms 2 wk GP referral to 1st OP Sep-15 93% 95.8% 93% 98.2% | rwwwessss FFT Hospital - % Response Rate Sep-15 42.1% 42.8% | rreeesiass
31 day second or subsequent (surgery) Sep-15 94% 100% 94% 100% FFT Hospital - % Recommending Sep-15 90% 94.2% 90% 96.7% | Tereeer
31 day second or subsequent (drug) Sep-15 98% 100% 98% 100% FFT A&E - % Response Rate Sep-15 4.3% 11.3% | weecreses
31 day diagnosis to treatment for all cancers Sep-15 96% 100% 96% 99% FFT A&E - % Recommending Sep-15 90% 88.2% 90% 92.9%
62 day referral to treatment from screening Sep-15 90% 100% 90% 99% Mixed Sex Accommodation Breaches Sep-15 0 8 0
62 days urgent referral to treatment of all cancers Sep-15 85% 90.3% 85% 85.3% No. of Complaints Sep-15 12 102
No. of Concerns Sep-15 78 431
Emergency 30 day Readmissions Sep-15 3.5% A.2% | =———eee No. of Compliments Sep-15 N/A 215 N/A 1311 e

- Latest Sparkline
ok
ol Az data |/ Forecast
Emergency Spells Aug-15 1,139 993 13,231 5,179 | === i
Elective Spells Aug-15 716 462 8,588 2,847
Outpatients Attendances Aug-15 9,448 8,255 113,378 | 46,814

1

Friends and Family Test — Departmental pressures have imp d upon the r

*Cancer figures for September 2015 are provisional

**The Acute Service Level Agreement performance reports a month behind, therefore figures are from August 15.

Emergency Care 4hr standard - The 95% target was not achieved due to the ongoing increased pressure on bed availability. A robust system wide action plan, agreed with the CCG and TDA, is now in place with the aim of improving performance from October.
RTT performance — The admitted and non admitted targets underperformed due to bed capacity issues; action plans and revised forecasts are in place to address this.

Cancelled operations not rebooked within 28 days — The inability to rebook the cancelled operation was due to current system wide pressures impacting upon available bed capacity within the hospital.
Sickness absenteeism — This rate has increased slightly since August; 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.
rate this month; this will be reviewed with actions identified to improve the position.
Mixed Sex Accommodation Breaches - Two events impacting upon 8 patients led to these mixed sex breaches; privacy and dignity was maintained during this period.
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Isle of Wight NHS

NHS Trust

Balanced Scorecard - Community

Contracted Activity

data Forecast

data

No. of Grade 1&2 Pressure Ulcers developing in the community Sep-15 33 157 |~ Stroke patients (90% of stay on Stroke Unit) Sep-15 80% 80.6% 80% 86.9% |=—=—----
No. of Grade 3&4 Pressure Ulcers developing in the community Sep-15 0 11 Noaeseee
Ungradable Pressure Ulcers - not yet assigned Sep-15 6 17 o High risk TIA fully investigated & treated within 24 hours (National 60%) | Sep-15 60% 64.7% 60% 64.5% | "
MRSA Sep-15 0 0 0 0 e
C.Diff Sep-15 0 2 5 A
No. of Reported SIRI's Sep-15 1 5 Nmmeeee
Physical Assaults against staff Sep-15 0 0
Verbal abuse/threats against staff Sep-15 1 12
5 In month _ Sparkline /
Responsive
data rget Forecast
Routine Waiting times | Aug-15 I I 98.0% I I 97% I I % Sickness Absenteeism - C Directorate Sep-15 3% 4.55% 4.28%
Appraisals Sep-15 3.5% 24.5%
Latest In month YTD Sparkline / Latest _ Sparkline /

Community Contacts Services with a Plan Aug-15 | 17,171 | 15,553 | 85,855 | 86,016 FFT - % Response Rate Sep-15 3.1% 4.1%

Community Contacts Services without a Plan Aug-15 - 362 - 2,114 FFT - % Recommending Sep-15 90% 93.6% 90% 94.2%

Sexual Health Aug-15 806 873 4,189 4,638 No. of Complaints Sep-15 2 7 T

Other Outpatients Aug-15 569 770 2,177 2,057 No. of Concerns Sep-15 10 49 —.
No. of Compliments Sep-15 N/A 66 N/A 401 |/~

Safe - Reduction in number of Grade 3&4 Pressure Ulcers developing in the community. Grade 2’s are now being clustered by the DN Teams to try to identify any themes/trends which could potentially see them developing into 3 & 4’s. With the implementation of the SSKIN
bundle, work is ongoing with these to try to reduce the numbers of pressure injuries obtained in other care settings. No new MRSA cases in September 2015. No new C.Diff cases in September 2015. 1 SIRIs reported in September 2015.

Responsive - As the Directorate has many diverse services we have given a percentage of patients waiting less than their service maximum waiting time - 98% in August 2015 and 97% YTD. Those services regularly breaching targets are monitored with our Commissioners on a

monthly basis.

Contracted Activity - Community Services are overperforming against their block contract. Demand and capacity is closely monitored particularly around community nursing and therapy services.
Effective - Stroke patients (90% of stay on stroke unit) above target. High risk TIA fully investigated & treated within 24 hours continue to be maintained and performing above target.

Well Led - Community September sickness rate is 4.55%, 4.28% YTD which is over the Trust's 3% target. 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 - Community's Friends and Family recommending percentage for September is 93.6% 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.
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Performance Summary - Mental Health

Balanced Scorecard - Mental Health

X ' - ——ceret IAPT - P rtion of le who h leted treatment and ing t
No ?f Reported SIRI? Sep-15 1 3 roportion of people who have completed treatment and moving to Sep-15 | 50% 48% 50% 48%
Physical Assaults against staff Sep-15 6 44 [V NPT recovery
Verbal abuse/threats against staff Sep-15 5 50 S New Cases of Psychosis by Early Intervention Team Aug-15 2 3 11 12

Latest |__nmonth [ YT | adines
% of CPA patients receiving FU contact within 7 days of discharge Sep-15 95% | 95% | 95% | 95.6% | PR |% Sickness Absenteeism I Sep-15 I 3% 3% I
% of CPA patients having formal review within 12 months Sep-15 | 95% | 96% | 95% | 96% |——'t |Appraisals | sep-15 | 0.0% 27.9% |
% of MH admissions that had access to Crisis Resolution / Home Treatment
§ / Sep-15 | 95% 85.7% 95% TTTneee
Teams (HTTs)
RTT Non Admitted - % within 18 Weeks Sep-15 | 95% 99% 95% 99% | e o
RTT Incomplete - % within 18 Weeks Sep-15 92% 100% 92% 99% | swemiiia: data
No. of Complaints Sep-15 5 9
Latest Sparkline / No. of Concerns Sep-15 3 24 IV SO
data FEEeE No. of Compliments Sep-15 N/A 7 N/A 64 Pm—eeen
Mental Health Inpatient Activity Sep-15 N/A 36 N/A 292 | T FFT - % Response Rate Sep-15 0.3% 0.3%
Mental Health Outpatient Activity Sep-15 N/A 532 N/A 3,088 |~ FFT - % Recommending Sep-15 90% 100% 90% 85%

Mental Health RTT

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.

Safe -1 SIRI reported in September 2015. 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 - Performance is above target with regards to CPA patients having a 7 day follow up after discharge and a formal within 12 months. Regarding Access to CHRT - the reason why performance has slipped is that the CRHT has not been involved in a number of MHA
Assessments. This is being addressed through redesign of CMHS services.

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, to consider inclusion of cluster activity for future reports.

Well Led -The Mental Health September 2015 sickness absence rate is 3.47% 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 - |APT - 50% Target for the proportion of people who have completed treatment and moving to recovery was not met for September 2015. This is being closely monitored. Work is underway to collate and report data for the new EIP waiting times target and will be
included in this report from October 2015.

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 September is 100% against a target of 90%.
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Performance Summary - Ambulance and 111

Balanced Scorecard - Ambulance & 111

No. of Reported SIRI's Sep-15 1 2 —~]
Physical Assaults against staff Sep-15 0 0 —_— Number of Ambulance Handover Delays between 1-2 Sep-15 3 7 J ....
Verbal abuse/threats against staff Sep-15 0 3 e hours

Responsive

Cat A 8 Minute R Ti Red 1 Sep-15 759 d 759
dtegory inute Response Time (Red 1) P % | 18.6% % % Sickness Absenteeism Sep-15 | 3% [EKLAM 3%

Category A 8 Minute Response Time (Red 2) Sep-15 75% 75.8% 75%
Category A 19 Minute Response Time Sep-15 95% 95.2% 95% Appraisals Sep-15 0.0% 18.2%
Ambulance re-contact rate following discharge from care Sep-15 3% 3%
by telephone
Ambulance re-contact rate following discharge from care Sep-15 2% 2% Latest _ Sparkline /
Ambulance time to answer call (in seconds) - median Sep-15 1 N/A N/A | e No. of Complaints Sep-15 1 NS
Ambular\ce time to answer call (in seconds) - 95th Sep-15 5 1 N/A N No. of Concerns Sep-15 3 10 N
percentile —ee
Ambulance time to answer call (in seconds) - 99th

X ( ) Sep-15 14 10 N/A N/A | oraeeeen No. of Compliments Sep-15 N/A 5 N/A 45 Naseeeee
percentile
NHS 111 Call abandoned rate Sep-15 5% 2.2% 5% 1.8% | eescice
NHS 111 AI.I calls to be answered within 60 seconds of the Sep-15 05% 96.0% 05% 06.6% | i
end of the introductory message
NHS 111 Where disposition indicates need to pass call to The Ambulance Service passed all targets. The Service has moved to a front loaded model to recover the targets for
Clinical Advisor this should be achieved by ‘Warm Sep-15 95% 97.1% 95% 97.5% | September 2015, as this focuses on response rather than ability to convey. In practice, this means increasing the proportion
Transfer’ of cars relative to ambulances. We have also implemented a number of new first responder schemes which are having an
NHS 111 Where th-?n above‘is not achieved callers should Sep-15 100% 20.0% 100% 102% I8 impact upon our ability to ac.hieve. We are still se.ein.g some delays in the ED area; l'w.wever this has shown signs of
be called back within 10 mins TS improvement. Due to operational pressures at this time of year we do struggle to fit in appraisals etc. and we hope to

recover these in the future months as we place great value on achieving these targets. Our sickness rates are still at 5%

which in national comparison is some 3-4% lower than other ambulance services.
Contracted Activit: (et In momh Sl
Ivity data Forecast
Target Actual Target Actual

Calls Answered Aug-15 2 468 2530 12385 | 11.645 | ==—veeee The 111 Service continues to deliver the best in the country service and is greatly valued by the good user feedback.
Hear & Treat / Refer Aug-15 378 535 1,897 2,165 |emmrenonse

See & Treat / Refer Aug-15 543 526 2,725 2,457 |emaemceeee

See, Treat and Convey Aug-15 1,229 1,230 6,169 5,994 | =eceeee

111 Service Aug-15 5,018 4,984 23,941 23,552 | =——ceeee
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September 15 NHS Trust
Highlights

Highlights

®) 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

Ambulance Category A Red 1 and Red 2 calls response time <8 minutes and <19 minutes
above target

Mental Health CPA targets achieved

All Cancer Targets achieved in September

© 0 06 O

No MRSA cases this year
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September 15
Lowlights

NHS Trust

Lowlights

© 0 0 06 06 0 60 66 ©0 O

Clostridium Difficile (C.Diff) - we have now had 14 cases year to date

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

Staff sickness remains above plan
Emergency care 4 hour standard below target
MH Admissions access to CRHTT below target

Mixed Sex Accommodation below target with 8 breaches in September and 55 breaches year to date
Workforce costs are in excess of plan

Theatre Utilisation is below target

The overall number of formal complainst has increase in September compared to previous month.

The number of grade 4 + ungraded pressure ulcers is above plan.

Financial Position
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September 15
Pressure Ulcers

Isle of Wight NHS

NHS Trust

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.

Hospital: The Pressure ulcer Collaborative has been operating over the last 13 weeks to do a weekly review of all pressure ulcers that
occur in the IW NHS care. This has focussed further attention on this issue and raised awareness in the directorates. Whilst there has
been a rise in the overall reporting, this has been in the area of grade 1 and 2 pressure ulcers mainly. Only two grade 3 pressure ulcers
and no grade 4 pressure ulcers have been reported in the hospital setting since these weekly reviews, although there are a number of
ungradable pressure ulcers that are still under review.

Community: Pressure ulcer development contributes to clinical incident numbers and the higher grades contribute to the numbers of
Serious Incidents Requiring Investigation. (SIRIs).

The Clinical Directorates took full responsibility for the management of pressure ulcer incidents in June including approval status and
checking for duplicates. This is a move away from overall final responsibility for pressure ulcers incidents sitting with the Nutrition and
Tissue Viability Service. Increased awareness is continuing to lead to increased numbers being reported.

The Pressure Ulcer collaborative is also looking at the community and in this setting only two grade 3 pressure ulcers and 1 grade 4
pressure ulcer have been reported during the last 13 weeks. The trend overall is encouraging, and the reviews are now focussing on
the root cause analysis and cluster review of grade 2 pressure ulcers as the Trust has set itself the target of reducing the occurrence of
this grade of pressure ulcers by 50% in the next year.

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.

Analysis:

G1 Hospital hcqmred Pressure ulcer

incidence
14 7 20K mi - 1516 === gt

4

Apriaylun Jul AugseptOat Nov Dec Jan Feb Mar
Manth

Quality Account Priority 2 & National Safety Thermometer CQUIN schemes

Prevention & Management of Pressure Ulcers

G2 Hospital qured Pressure ulcer

ncidence
I 014 5 0516 === target

o

e}

M mibe r repo rted
5L BeF

A

AprMay Jun Jul Auz Sep Oct Nov Dec Jan Feb Mar
Manth

s

Gl Hosp'mw:quired Pressure ulcer

neidence
157 -2ﬁ14|15 -Lﬂﬁl’ﬁ mee e

IH"IIH---

AprMaylun Jul Aug Sep Od NovDec Jan Feb Mar
Manth

2

i

Number reported
=
o

G4 Hospital qured Pressure ulcer
incidence
15 v 0L 1‘15 01515 === arget

14

;I‘Ill

AprMaylan Jul Aug Sep O Nov Dec Jan FebMar
Manth

b

Mumbe - ropo fted
o -
-

G1 Community Acquired Pressure ulcer

G2 Community Acquired Pressure ulcer

GJ Community Acquired Pressure ulcer
45

G4 Community Acquired Pressure ulcer

incidence iR incidence incidence I incidence
Pressure Ulcers benchmark E ]| E n E": 2351
ressure ulcers of any origin, categories [Sall % 4 ¥
e e H b B
L ] » - E - 14
a0 - §5 %m' {1-5' I I {15
“ gl | LR T
] 05
% 7.0 P _'Ifl: :I = 1 0 Cl.; I Il I
Zeo0 dRF SISO ‘_Q\pxxvso PESEEF R RIOE O O PSSP P
s =° s M e 05 R == forgst s M - o 0115 S - st
tao
z 3.0
20 .
10
0.0
FR=Ralpais o R fue st e B g b e LT A =
ZoaB3z L a5 s e T ELETEETLE e n 2 LT & al
IR oc2EBELEEZSSZL oS8 LTS SZHo=88 8 &
Month
Mational line + WValues — Median (4.50)
The graph shows improving trend. In July the Trust has been below the national average.
Action Plan: Person Responsible: Date: Status:
* Trust wide Pressure Ulcer Prevention Group continues to meet. .
+ 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. Clini . . -
) —— . . . ) - . inical directorate leads and Tissue Viabilit; .
+ Local monthly Tissue Viability and MUST audits are being established by Tissue Viability Service. Nurse Specialist Y Oct-15 Ongoing
* Pressure Ulcer Reporting has been handed to Matrons and Locality leads to supervise to develop local ownership of P
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.

11 of 54




Isle of Wight NHS Trust Board Performance Report 2015/16

September 15
Patient Safety

Isle of Wight NHS/

NHS Trust

Commentary:
Clostridium difficile

There have been 0 cases of Healthcare acquired Clostridium Difficile identified in the Trust
during September.

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 the Medical Assessment Unit is now complete and will facilitate
isolation of suspected cases being admitted although bed pressures continue to present
challenges. Progressive specialist '‘BioQuell' cleaning of complete wards is now in progress
with several wards having undergone the process at the time of this report.

Methicillin-resistant Staphylococcus Aureus (MRSA)

Analysis: Clostridium Difficile infections against national and local targets

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

16
14
12
10
8 -
6 -
4 -
2 -
[
Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar
W Total cases 2 6 7 11 14 14
g National Target | 1 1 2 2 3 3 4 4 5 6 6 7

Isle of Wight NHS Trust

There have been no further cases of Healthcare acquired MRSA identified in the Trust since MRSA Apr  May Jun  Ju Aug Sep Oct Nov Dec Jan Feb Mar YTD
November 2014. Acute Target 0 0 0 0 0 0 0 0 0 0 0 0 0
Actual 0 0 0 0 0 0 0
Action Plan: Person Responsible: Date: Status:
Continued increased education regarding timely sampling of loose stool events and isolation Infect|on.Prevent|on & Cpntrol Oct-15 Continuing
team with Communications
Use of increased isolation facilities in reconfigured & refurbished MAAU Infection Prevention & Control Oct-15 In Progress
team / Hotel services
. . . . . Infection Prevention & Control
Wards are being systematically deep cleaned now that MAAU refurbishment is operational . Oct-15 In Progress
team / Hotel services
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Isle of Wight NHS

September 15 NHS Trust
Formal Complaints
Commentary: Analysis: Complaints only
There were 19 formal Trust complaints received in September 2015 (16 Primary Subject Aug-15| Sep-15|CHANGE [RAG rating
in the previous month) against approximately 53,570 patient contacts Access to treatment or drugs 1 0 -1
(Inpatient episodes, all outpatient, A&E attendances and community and Compliments and Complaints by Admissions and discharges 0 0 0
Mental Health contacts), with 303 compliments received by letters and Directorate September 15 Appointments 0 1 1 N
cards of thanks across the same period. s A 50 Clinical Treatment 7 8 1 N
mmmm Complaints e Compliments —
Commissioning 0 0 0
- 200 Communication 0 0 0
Across all complaints and concerns in September 2015: 10 1 | 150 Consent 0 0 0
Top 3 subjects complained about were: End of Life Care 0 0 0
- Clinical treatment (24) 5 | r 100 Facilities 0 0 0
- Communication (19) - 50 Integrated Care 0 0 0
- Access to treatment or drugs (15) - - o Mortuary 0 0 0
gospital & Ambula‘lneemmunity ‘Mental Health‘ Others Other (Use with Caution) 0 1 1
Privacy, Dignity and Wellbeing 1 0 -1
Top areas complained about were: Prescribing p p o
- PAAU (12) Patient Care 5 3 -2
- Bed Management (9) Rostrant o 0 0
- Emergency Department (8) P —— 5 ] ] Y
- OPARU (8) ———
Trust admin/Policies/Procedures 0 1 1 ¢
Transport (Ambulances) 0 0 0 _
Values and Behaviours (Staff) 1 2 1 ¢
Waiting Times 0 1 1 ¢
Action Plan: Person Responsible: Date: Status:
Complaints response times continue to be monitored against the locally agreed 20 Executive Dlrectqr of Nursing & qukforce ! B.uTsmess
Manager - Patient Safety; Experience & Clinical Sep-15 In progress

day timescale on a weekly basis at TEC.

Effectiveness
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September 15 NHS Trust
A&E Performance - Emergency Care 4 hours Standard

Commentary: Analysis:

Emergency Care 4 hours Standard

I Target not achieved Target achieved

The 95% target was not achieved in September due to ongoing system wide
pressures impacting upon flow and bed capacity. The action plan is in place for
ED which has been shared with the CCG and TDA, as well as system resilience 100.0% 1
actions being developed to improve the system wide position in readiness for
the winter and its anticipated pressures. Towards the end of September we
have seen some positive move towards achieving the emergency care standard 60.0%

and it hoped we will continue to move forward in this area in the coming weeks / 20.0%
months. 0%

80.0%

20.0% —Target

0.0%

< < < n n n n wn wn wn wn n
— - - - - Ll i i - - - -
Action Plan: Person Responsible: Date: Status:
, I System Resilience Group / Exec on .
Increase focus on local authority bed situation y call P Nov-15 Ongoing
Daily focus on bed states Matrons Nov-15 Ongoing
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September 15
Theatre Utilisation NHS Trust

Commentary Analysis:

Main Theatres

The percentage utilisation of Main Theatre facilities has decreased since last month 100.0%
slightly from 67.7% to 66.7% and remains below the 83% target. Day Surgery Unit

utilisation has increased during September 2015 (76.8%). Overall we have
achieved 71.1%.

80.0%
60.0%

40.0%

20.0% s Target failed Target met
= = = - Target g DSU and Main Total
0.0% T T T T T r

System wide pressures have continued to impacted upon elective bed capacity,

leading to a significant reduction in inpatient operations, increasing day case < fﬁ % f f 2 2 53 ic’ 2 %’7 i’
procedures on all lists as the day surgery unit is the only available elective capacity. 3 2 a 3 & 2 < 8 3 3 S &
This has required lists to be modified to be able to cope with the throughput in Day DSU
Surgery Unit, with capacity of 16 trolleys and a 7 seated area. This has impacted
on the amount that can be booked on all operating lists during the month. 100.0%
80.0% IS e e e e e === = E e = === ———
Emergency activity as well as undertaking urgent operations and cancer operations 60.0%
continues to be prioritised. 40.0%
20.0% mmmmm Target failed Target met
= = == Target =g DSU and Main Total
0.0% - , : : : : : : : :
I Y Y e 2 e 0 2 e o e
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 Head of Performance Oct-15

Ongoing
monitor RTT. Review of impact of further cancellation on trajectory
Incident room continues with regular 4 daily bed meetings to ensure all patients in hospital
are being managed for appropriate discharge. Continued pressures have meant mainly
day case bookings only. Plans commence for ring fencing Orthopaedic beds in October Chief Operating Officer Oct-15 Ongoing

15, with additional Poppy Ward capacity, and the reopening of Appley ward (both for non
elective capacity).
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September 15

Isle of Wight NHS

. NHS Trust
Referral to Treatment Times
Commentary: Analysis:
RTT Admitted low CCG RTT Admitted NHS England
100.0% 100.0% | cececcccececscccccccccceceeaa.
50.0% 50.0%

Performance against the main 'incomplete' 18wks target (CCG) fell just below the
required 92% standard for the first time in the last 12 months due to the increasing 0% T e e ;m m m m m m m m m O e e e m m w w g m m
backlog of patients waiting more than 18wks for their treatment. 5 3 8 58 8 5 3 353 % 3§ 5 3 &8 8§ 3 5§ 5 5853 % %
Undertaking elective activity has reduced significantly during the summer period Target achieved  mmmmm Target not achieved === Target Target achieved - mmmmmm Target not achieved === Target
as system wide pressures have impacted upon available elective bed capacity, _
and this has led to the waiting list continuing to increase. A system wide plan has RTT Non Admitted loW CCG RTT Non Admitted NHS England
been agreed and is currently being implemented to secure non elective and 100.0% S S S e S —-—— 1000% | ccccccccccccccccccccccca=-
elective capacity ensuring all our patients are treated in the right place at the right 28;8;:
time. This will enable elective activity to begin to resume normal levels and, over Azlg'ng
time, improve perfomance against this key target. 0.0% — —l

S - A A A

Target achieved mmmmmmm Target not achieved e ==« Target Target achieved mmmmmm Target not achieved e e e Target

RTT Incomplete low CCG RTT Incomplete NHS England
100.0% . o e e s e e o 0 o o o o o o o 100.0% S _—
50.0%

0.0% - T T T T T

Oct 14
Nov 14
Dec 14
Jan 15
Feb 15
Mar 15
Apr 15
May 15
Jun 15
Jul 15

Aug 15
Sep 15

Target achieved mmmmmm Target not achieved e e e Target

50.0%

0.0%

Jan 15

< < <
S S S
+ > [*]
3 o 3
o z o

Feb 15
Mar 15
Apr 15
May 15
Jun 15
Jul 15
Aug 15
Sep 15

Target achieved mmmmmm Target not achieved e e= e Target

Person Responsible: Date: Status:
Demand an.d capacity modelling, revised forecast and weekly plan for General Managers to Head of PIDS Sep-15 In progress
deliver services
Rebooking of cancelled operations alongside booking of waiting list backlog PAAU Lead/ Clinical Leads Sep-15 In progress
Development of robust processes and documentation to enable training and awareness of 18 Patient Access Lead Sep-15 Ongoing
week procedures.
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September 15 NHS Trust
Mixed Sex Accommodation

Commentary: Analysis:

Mixed Sex Accommodation
During Septemner there were 8 mixed sex accommodation breaches across 2 events; both
incidents involved 4 bedded bays on MAAU and 8 patients were affected overall. In each case, the
breach was a decision taken as a result of excessive bed pressures during a Black Alert and all
patients were kept informed. Staff made every effort to maintain privacy and dignity at all times and 30 -
the situation was rectified at the earliest opportunity.

35 4

There is still a risk of recurrence whilst the current bed occupancy levels and length of patient stay

persists. The newly configured MAAU is now in operation and Appley ward has been returned to 20
use, increasing the available beds in the acute hospital. However, this does not relieve the 15 -
pressure from patients fit for discharge that have been unable to move back into the community

and the previously successful Poppy Unit project is re-opening from October to March as a step 10 1

down measure across the winter period.

'‘m N |

T
Oct 14 Nov14 Dec14 Jan15 Feb15 Mar15 Apr15 May15 Jun15 Jull5 Augl5 Sep15

Action Plan: Person Responsible: Date: Status:

Director of Nursing &

Reopening of Appley ward, Reopening of Poppy Unit. Workforce

Oct-15 In progress

Director of Nursing &

Reconfiguration and upgrade to MAAU area on ground floor has now opened and is in use. Workforce

Aug-15 Completed
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September 15

Isle of Wight

NHS'

. . . NHS Trust
Benchmarking of Key National Performance Indicators: Summary Report
National National Performance w .
T ¢ Perf IW Rank IW Status Data Period
arge Best Worst Eng erformance
Emergency Care 4 hour Standards 95% 100% 73% 93.4% 92.2% 129 / 171 Amber Red Qtr115/16
RTT % of incomplete pathways within 18 weeks 92% 100% 71% 92.3% 92.8% 118 / 183 | Better than national average Aug-15
%. Patients waiting > 6 weeks for diagnostic 1% 0% 20% 2.3% 0.7% 89 / 180| Better than national average Aug-15
Ambulance Category A Calls % <8 minutes - Red 1 75% 81% 66% 73.6% 68.6% 10 / 11
Ambulance Category A Calls % <8 minutes - Red 2 75% 76% 62% 69.7% 68.4% 8 / 11 Amber Red
Ambulance Category A Calls % <8 minutes - Red 1 & Red 2 75% 76% 62% 69.9% 68.5% 8 / 11
Ambulance Category A Calls % <19 minutes 95% 97% 89% 93.5% 94.7% 4 [/ 11
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 115/16
Cancer urgent referral to treatment <62 days 85% 100% 0% 81.9% 83.1% 91 / 156 Amber Red Qtr115/16
Symptomatic Breast Referrals Seen <2 weeks 93% 100% 54% 93.4% 95.6% 66 / 134 | Better than national average | Qtr115/16
Cancer Patients receiving subsequent surgery <31 days 94% 499% 70% 95.0% 97.2% 92 / 155| Better than national average | Qtr 115/16
Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100% 95% 99.6% 100.0% 1 / 144 Top Quartile Qtr 115/16
Cancer Patients treated after consultant upgrade <62 days oporatonat stondard 100% 0% 89.5% 120 / 148| Better than national average | Qtr 115/16
Cancer Patients treated after screening referral <62 days 90% 598% 40% 93.0% 86.2% 111 / 146 Red Qtr115/16
Key: Better than National Target = Top Quartile = Green

Worse than National Target =

18 of 54

Red

Median Range Better than Average =
Median Range Worse than Average = Aiaalei=ia i=ie |

Bottom Quartile

Amber Green

Red



Isle of Wight NHS Trust Board Performance Report 2015/16

September 15

Isle of Wight 2K

Benchmarking of Key National Performance Indicators: IW Performance Compared To Other 'Small Acute Trusts' i

Ntioral W RA3 RA4 RBD RBT RBZ RC1 RC3 RCD RCF RCX RD8 RE9 RFF RFW RGR RIC RID RIF RIN RLQ RLT RN7 | RNQ | RNZ RQQ | RQX | DataPeriod
Other Small Acute Trusts Torget
Emergency Care 4hour Standards 95% 92.2% 5 88.8% 5 92.1% 92.5% 19 94.8% 44 94.6% 17 92.2% 5y 90.5% 84.5% 1 Qtr115/16
RTT % of incomplete pathways within 18 weeks 2% 89.4% - 91.1% - 82.4% Aug-15
%. Patients waiting > 6 weeks for diagnostic 1% 2.6% T 5.% T Aug-15
Cancer patients seen <14 days after urgent GP referral 93% 91.7% o Qtr115/16
Cancer diagnosis to treatment <31 days %% Qtr115/16
Cancer urgent referral to treatment <62 days 8% 83.1% - 81.3% - 80.8% - Qtr115/16
Breast Cancer Referrals Seen <2 weeks 93% 91.4% x Qtr115/16
Cancer Patients receiving subsequent surgery <31 days 94% Qtr115/16
Cancer Patients receiving subsequent Chemoy/Drug <31 days 9%8% Qtr115/16
Cancer Patients treated after consultant upgrade <624ay5 | owmraramtet Qtr115/16
Cancer Patients treated after screening referral <62 days 0% 79.7% n 867%,, 50.0% o 844% o Qtr115/16

Key: Better than National Target =
Worse than National Target =
Target Not Applicable for Trust =

Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking

out of the 28 other small acute trusts

R1F |ISLE OF WIGHT NHS TRUST RC3  |EALING HOSPITAL NHS TRUST RFW  |WEST MIDDLESEX UNIVERSITY HOSPITAL NHS TRUST RLT  |GEORGE ELIOT HOSPITAL NHS TRUST

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

RA4 |YEQVIL 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 TRUSTRID  |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

RBZ |NORTHERN DEVON HEALTHCARE NHS TRUST RE9  |SOUTH TYNESIDE NHS FOUNDATION TRUST RIN_ |EAST CHESHIRE NHS TRUST RQQ  [HINCHINGBROOKE HEALTH CARE NHS TRUST

RC1 |BEDFORD HOSPITAL NHS TRUST RFF_ [BARNSLEY HOSPITAL NHS FOUNDATION TRUST RLQ [WYE VALLEY NHS TRUST RQX |HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST
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September 15

isle of Wight W23

NHS Trust

Benchmarking of Key National Performance Indicators: IW Performance Compared To Other Trusts in the 'Wessex Area'’

National
Target

Emergency Care 4 hour Standards 95%
RTT % of incomplete pathways within 18 weeks 92%
%. Patients waiting > 6 weeks for diagnostic 1%
Cancer patients seen <14 days after urgent GP referral* 93%
Cancer diagnosis to treatment <31 days* 96%
Cancer urgent referral to treatment <62 days* 85%
Breast Cancer Referrals Seen <2 weeks* 93%
Cancer Patients receiving subsequent surgery <31 days* 94%
Cancer Patients receiving subsequent Chemo/Drug <31 days* 98%
Cancer Patients treated after consultant upgrade <62 days* operatons) standard
Cancer Patients treated after screening referral <62 days* 90%

Key:

w R1C RBD

Better than National Target =
Worse than National Target =

RD3

Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking

out of the 10 other trusts in the Wessex area
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RDY

RDZ RHM RHU RN5 RW1 Data Period

93.2%

90.9% o 82.2% ,, 91.9% Qtr115/16

6 9

Aug-15

7.2% 10 5 Aug-15

Qtr 115/16
Qtr 115/16
Qtr 115/16
Qtr 115/16
Qtr 115/16
Qtr115/16
Qtr 115/16

Qtr 115/16

R1F Isle Of Wight NHS Trust

R1C Solent NHS Trust

RBD Dorset County Hospital NHS Foundation Trust

RD3 Poole Hospital NHS Foundation Trust

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
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September 15

. . . NHS Trust
Benchmarking of Key National Performance Indicators: Ambulance Performance

National w A

RX9 RYC RRU RX6 RX7 RYE RYD RYF RYA RX8 Data Period
Target Performance

Ambulance Category A Calls % <8 minutes - Red 1 75% 71.1% g VERSYS 72.3% 71.2% 1 68.7% Aug-15
Ambulance Category A Calls % <8 minutes - Red 2 75% g 65:4% 61.8% 70.8% 71.6% 69.0% - 76.2% 1 70.0% Aug-15
Ambulance Category A Calls % <8 minutes - Red 1 & Red 2 75% 3 65.7% g 62.4% 70.9% 71.6% 69.4% . 76.4% 2 69.9% Aug-15

Ambulance Category A Calls % < 19 minutes 95% A 89.0% - 90.6% . 94.2% 93.9% 91.5% o q Aug-15

Key: Better than National Target =
Worse than National Target =

RX9 East Midlands Ambulance Service NHS Trust

RYC East of England Ambulance Service NHS Trust

R1F Isle of Wight NHS Trust

RRU London Ambulance Service NHS Trust

RX6 North East Ambulance Service NHS Foundation Trust

RX7 North West Ambulance Service NHS Trust

RYE South Central Ambulance Service NHS Foundation Trust
RYD South East Coast Ambulance Service NHS Foundation Trust
RYF South Western Ambulance Service NHS Foundation Trust
RYA West Midlands Ambulance Service NHS Foundation Trust
RX8 Yorkshire Ambulance Service NHS Trust
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September 15

- NHS Trust
Data Quality
Commentary: Analysis:
The |nformat|on centre carry out an_ anaIySIS of the qua!lty of prO_VIder data Total APC General Episodes: 10,223 Total Outpatient General Episodes: 83,692 Total A&E Attendances 27,685
submitted to Secondary Uses Service (SUS). They review 3 main data sets -
Admitted Patient Care (APC)’ OUtpatientS (OP) and Accident & Emer99n0y _-- _-- _--
(A&E) NHS Number 140, @  98.6%| 99.2%| NHS Number 333 99.6%) 99.4%| NHS Number 503 98.2%| 95.3%|
. . . Patient Path 128] 95.8% 61.2%| Patient Path 4,067 @  44.0% 52.6%| Registered GP Practi 21 99.9%| 99.6%|
The latest information is up to August 2015. Overall we now have 5 red rated stientpathway stientathway egistered o Practice
indicators an improvement from last month when there were 6. Three of the red Treatment Function 0 100.0%| 99.9% Treatment Function 0f 100.0%| 99.5%} Postcode 18 99.9% 98.5%|
indicators are in the Admitted Patient Care (APC) Dataset, one in the Outpatient Main Specialty 0 100.0% 99.9% Main Specialty 0 100.0% 99.2% Org of Residence 251 99.1% 96.4%
Dataset and one in the A&E Attendances Dataset. Two of the three red indicators Reg GP Practice 6 99.9% 99.9% Reg GP Practice 3 100.0% 99.8% Commissioner 388 98.6% 98.9%
in the APC dataset are Primary Diagnosis and the HRG4 (Healthcare Resource Postcode 69) 99.3% 99.8% Postcode 30) 100.0% 99.8% Attendance Disposal 365, 98.7% 98.3%
Groupling). The§e are linked as you need the dlagnOSIS .tO gene.rate the HRG and Org of Residence 8| 99.9% 99.5% Org of Residence 7i 100.0%| 98.1% Patient Group 0f 100.0% 98.6%|
we believe the issues has been resolved and has been improving month on - o ) o
e . . . Commissioner 15| 99.9%| 98.3%) Commissioner 42| 99.9% 98.0%) First Investigation 1,114 96.0%| 94.8%|
month within the data but will take time to appear as amber or green. The third =
. . . . i i i | .07 i .0%| . i .3% .
red indicator is the NHS number, this was amber las month and we know relates Primary Diagnosis 1,442 85.8% 98.0%; First Attendance 0| 100.0% 99.6%) First Treatment 1,844 93.3%| 93.7%|
to prisoners. Primary Procedure 0 100.0%| 99.7% Attendance Indicator 0 100.0%| 99.4% Conclusion Time 362 98.7%| 98.4%|
Ethnic Category 3| 100.0%| 97.0%) Referral Source 255 99.7%| 98.4%) Ethnic Category 1] 100.0%| 94.3%|
In the Outpatient dataset there are a large number of records with an invalid or Site of Treatment 0 100.0% 96.8% Referral Rec'd Date 255| 99.7% 95.6% Departure Time 2% @ 99.1% 99.9%
missing Patient Patway this will be investigated to see if a cause can be HRG4 1464 @  5.6% 98.0% Attendance Outcome 150 99.8% 97.6% Department Type o 100.0% 99.9%
identified. Priority Type 255 99.7% 96.8%) HRG4 1,222 95.6%| 96.0%|
. . . . OP Pri P d 0| 100.0%| 98.4%) .
In the A&E dataset there is now only one red indicator relating to the Departure rimary Frocecure Key:
Time the exact cause is unknow although this should be resolved through a wider Ethnic Category “ 29.9% 934%| © % valid s equal to or greater than the national rate
piece of work to look at data quamy in Symphony_ Site of Treatment 0] 100.0% 96.3%| % valid is up to 0.5% below the national rate
HRG4 1] 100.0%| 97.9%| @ % valid is more than 0.5% below the national rate
Action Plan: Person Responsible: Date: Status:
Identfy cause and develop corrective actions for Missing / Invalid Patient Pathway Numbers in Nov-15 Ongoing
the OP Dataset . . .
Head of Information / Deputy Director of Information
Review of Symphony Data Quality Dec-15 Ongoing
Data Quality - August 2015
Threshold
Dataset Measure 1w Performance Mational = o Status Weighting Score MNotes
APC Total Invalid Data Items 3 n/fa =<2 22 =<d a 2 1.0 _::::rmance relates to the no. of Red rated data
APC valid NHS Number 99.2% == national rate < 0.5% below national rate | > 0.5% below national rate 1 1.0
APC valid Ethnic Category 100.0% 97.0% == national rate < 0.5% below national rate | > 0.5% below national rate (<] 1 0.0
op Total Invalid Data Items 1 r”,a <2 2 =<5 5 G 2 0.0 -:.:,:U”"d”u: relates to the no. of Red rated data
op valid NHS Number 99.6% 99.4% == naticnal rate < 0.5% below national rate | > 0.5% below national rate L<] 1 0.0
apP valid Ethnic Category '99.9% 93.4% == national rate < 0.5% below national rate | > 0.5% below naticnal rate G 1 0.0
ARE Total Invalid Data ltems 1 n/a —<2 w2 —<a w4 P :e:ormance relates to the no. of Red rated data
AEE valid NHS Number 98.2% 95.3% == naticnal rate < 0.5% below national rate | > 0.5% below national rate L<] 1 0.0
AEE valid Ethnic Category 100.0% 94.3% == naticnal rate < 0.5% below national rate | > 0.5% below national rate L<] E:'+ 1 0.0
Total =<2 2> =<a I ==xa =] 12 2.0

Source: Information Centre, SUS Data Quality Dashboard
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Risk Register - Situation current as at 23/10/2015 NHS Trust

Analysis: 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.

Directorate Added Title Actions Done %
Community & MH  07/12/2009 Increased Demand On Orthotics 10 9 90%
Hospital & Amb  23/02/2011 Insufficient And Inadequate Endoscopy Facilities To Meet Service Requirements 9 8 89%
86 Risks b‘l’ Directorate 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%
Community & MH 20 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 12 8 67%
Hospital & Amb  05/12/2012 Vacant Consultant Physician Posts 3 1 33%
Corporate Services Risks 26 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 7 100%
Hospital & Amb  23/09/2013 Ophthalmic Casenotes - Poor Condition, Misfiling And Duplication Leading To Potential Clinical Error 6 2 33%
FT Pradrarmime 8 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%
Hospital & Amb 32 Corporate Services Ri¢ 31/12/2014 Trust Archive Records Storage - Lack Of Capacity 8 2 25%
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 23/10/2015 Risk Register Dashboard

Commentary

Between May and July of 2015, Capsticks Governance Consultancy undertook a review of the Trust Governance arrangements. This review highlighted 8 recommended improvements
in relation to the Trusts Risk Management arrangements including recommendation 28. Recommendation 28 was to undertake a risk reconciliation exercise to review all risks and
ensure they are appropriate, accurately defined and scored appropriately.

A further recommendation (31) was that the BAF should be comprehensively reviewed and rewritten to ensure it captures the key risks for the 5 year strategy.

Given these two actions and the fact that the Trust had over 700 risks recorded on the various risk registers it was decided that the risk reconciliation exercise would commence with an
exercise to formulate a new BAF (Principal Risk Register), followed by a top down review of all recorded risks. In terms of progress, a revised BAF (Principal Risk Register) has been
formulated and was approved at the Trust Board meeting on the 7th October. The top down review of risks has commenced at BAF level (301 risks). The Head of Corporate
Governance has reviewed these risks and submitted a recommendation papers to the Executive Team for their consideraiton. However, this means that information provided above, has
had limited scrutiny at this stage, and as such the value of this information in terms of supporting the decision making of the Trust Board may also be limited.
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Isle of Wight NHS

Workforce - Summary - RAG Rating based on Out-turn position NHS Trust
Payhbill R Establishment R Vacancies R
(in £000) Menth ¥TD Total Funded
Actualy Actual v Plan Actual / Forecast Variance less Substantive Recruitment Activity
PAY ANDWORKFORCE ANALYSIS | sudger | et | S8 | sugger | newat | S48 | supstantive FTE 2,496 2,508 {(102) Vacancy FTE 12 165
under) unde) | Temporary Staffing 114 156 (42) (2610 less 2598)
Total Hospital and Ambulance Directorate (5,324) {5,616) (293) (32,091) 135,275) 13,185) P
Total Community Health Directorate {2,578) {2,520) 59| {15,317} {15,357) (41) Total Funded FTE 2,610 2.754 a 44]
Total Research & Development (37) [47) (11) (220 (277) (57) Summary Summary
Total EMH 1168) (221) 1s2) 11,010} 11,298) 1289l In post FTE numbers up 4 to 2598 from 2594 in August.
::';:‘:’:::': ”’2::: “’2?:: ::2' :;:: ”'WD] :[::a' Usage of temporary/variable staffing equivalent to 156 FTE in month over MNet of FTE attributable to the Trust CIP schemes, the establishment gap is 12
oY TOTAL A e Too)| _(s7amm] isas]| (zas] COMMIts the workforce revised planned FTE by 144 overall. FTE. This is significantly less than the 113.42 FTE currently in the recruitment
Summary This is resulting in significant temporary staffing costs and contributing to the process. Vacancies must be reviewed with this revised under establishment

The trust as a whole has overspent its pay budget in month (Including reserve
entries), by £180k in month and £2.36m year to date.

Spending on temporary staffing equated to £582k in month and represents a
total cost in year of £5.14m.

Trust Headcount at the end of September 15: 3052

trusts overspend. Of the current under establishment, 113.42 FTE posts are
currently in the recruitment process, down from 165.26 in August, 114.31 in July
and 91.12 in June.

figure and the trusts CIP plan in mind.
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Workforce - Summary - RAG Rating based on Out-turn position NHS Trust
Sickness R Overpayment Rostering R
Plan Actual [ Forecast Variance Plan Actual Adherence o forward rostering policy requirement 30%

‘fear to date 3% 3.91% 0.81%| Current Position £ 000 0 101 Units finalising to payroll deadline 0%

In Manth 3% 3.85% 0.85% Safe staffing units > 80% staffed (overall) 100%
S!Jmmargr ) ) ) Summary: Mew overpayments have resulted in an increase in the overpayment At ime of lockdown, multiple costs cenfres were not locked down. Substantial effort
5!‘*”@5 absence has '"'3."'5399'1 from 3.48% in _"1-'-'9 1;’5 to 3.85% in Sep 15. _T”JS‘ figure in month. This figure includes Legacy overpayments not included in Directorate |was made to contact areas to get this done as outlined in the rostering policy.
wide highest reason remains sickness absence is Anety, Stress & Depression. | aymmaries of approximately £5k. This menth 2 units were removed from the batch list, an increase on previous

_ month. These units will not received enhancements and overfime pay as a result.

Cost of Sickness Almence ) The significant majority of overpayments remain due to incormect or late forms.

HAD £113,684 (maintained from last month) There 2 =fill considerable progress required to achieve compliance with the

Community £90,305 (decrease £3k) Undertying factors will include: approved rostering policy.

Mon-Chinical £42 578 (increase £10k)
1. Competing Pricrities in units. T units fell below 80% of planned RN day duties in September - Shackleton,
2. Lack of understanding regarding potential impacts. Alverstone, General Rehab, ITU, CCU, Pasdiatric Ward, Luccombe. Paediatric
3. Duration of process from completing forms to updating ESR. Ward fell short of 80% of the Might and HC A day staff.

Underlying Causes Undertying Causes Underying Causes

1. Competing Priorifies in units.
2. Lack of understanding regarding potential impacts.
3. Unit managers imesheets not being finalised by their manager preventing unit

The significant majority of overpayments are due to incorreet or late forms. Underiying
factors will include:

. o lockdown.
1. Competing Pricrities in units. - .
N ) L 4. Inadequate cover amangements for finalising during manager absence.
g: ﬁﬂgﬂ”gfgﬁ:ﬂﬁmﬂ;ﬂuﬁm&ﬁrﬁ ssion, 1? System flaw allowing locked units to be unlocked by staff entering web
mesheets
Remedies & Actions Remedies & Actions Remedies & Actions

Ovempayment information sant to directorates on a monthly basis for review and 1. Importance of finalizing and impacts of not doing 2o to be re-terated. This will be
1. Monthly sickness absence meeting with HR/OH! HAS to review LTS sickness action. reinforced by staff who will have had pay implications contacting unit managers.
cases to ensure compliance to policy and friangulate OH and Back care refemals 2. System resclution to be implemented by Allocate. Resolution found in other trusts
and provide follow up advice to managers. Furthemore, ESR seff service is cumently in the initial phases of a rollout that wil to be applied here but requires mulfiple criteria to be adjusted. Allocate are currently
2. OH manitor weskly st of sickness absence of two weeks or more duration and | empower staff and managers to review and update employment records. A pilot investigating the adjustments required for IOW NHS Trust.
review trends and liaise with HR and HAS on cases that may require addiional phase for employee seff service (ESS) is in action, and will be reviewed for trust wide
support. rollout from Autumn 2015.

3. Employee relations reporting is provided on a monthly basis which includes
attendance management cases to Trust Exec's and AD's

4. Monitoring within directorates occurs at monthly directorate boards and
performance reviews

5. Review of Attendance mgt policy is in progress working across HR and OH.

6. Targeted support provided to on ad hoc basis as requested by departments ie,
HSDU session, sickness absence toolkit distribution to pathology.
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Workforce - Directorate Performance

Isle of Wight NHS

NHS Trust

[In £'000) Maonth ¥TD

Actualv Actual v
FAY AND W ORKFORCE ANALYSIS Budget Actual [+B:::f; . Budget Actual [+B;\ff; -

under) under)

Total Hospital and Am bulonce Directorate [5.324) [5.616) [z23) [32.091) [35.275) [3.185)
Total Community Health Directorate [2.578) [2.520) 59 [15.317) [15.357) (a1}
Totol Reseorch & Development (37) (a7} {11} (z20) (277) (57}
Total EMH (168} {z21) (52) {1.010) {1.238) (2E9)
Total Corporate [L2693) [1.z74) [5) [7.555) [7.607) (52)
Totol Reseves [2a) 27 122 (1.263) 1] 1,263
PAY TOTAL [2.471) [9.651) {180) [57.455) (59.815) (z.360)
Summary

The trust as a whole has overspent its pay budget in month (Including reserve entries), by
£180k in month and £2.36m year to date.

Spending on temporary staffing equated to £582k in month and represents a tofal cost in
year of £5.14m.

Trust Headcount at the end of September 15: 3052

Pay Spend - Actualvs Budget

Pay Spend - Actual vs BudgetYTD

Trust
In Month
Plan Actual Variance
Substantive FTE 2.496 2.598 103 -4%
Temporary Staffing 114 156 42
Total 2,610 2,754 144 -6%
Summary

In post FTE numbers up 4 to 2598 from 2594 in August.

Usage of temporary/variable staffing equivalent to 156 FTE in month over commits the
warkforce revised planned FTE by 144 overall.

This is resulting in significant temporary staffing costs and contributing to the trusts
overspend. Of the current under establishment, 113.42 FTE posts are currently in the
recruitment process, down from 16526 in August, 114.31 in July and 91.12 in June.

£11,000,000 - £61,000,000
£10,500,000 £59,000,000
£10,000,000 £57,000,000
£8,500,000 £55,000,000
£8,000,000
£53,000,000 -
£8,500,000 !
- R R R BB B £51,000,000
?‘Q‘\\ ¢‘$" \‘)od \3‘ ?o" ‘:Q.Q 00 ‘\d" QQ-"‘ \‘a‘\ .;{Qv @ﬁ'
£49,000,000 -
[ 5taff in Post Bank
- e & OT - gency £47,000,000 7
=——5um of In Manth Budzet £45,000,000 -
Variable Staffing Vs Unfilled Budgeted Posts Trustwide
250.0
PlannedFTE has been reduced for Active Recruitment b hge'n
00 @IMFTE relatedtothe CIP target, P ¥ June | July |August| Sept
' hus reducing the net unfilled
bud d positi - -
1500 1_._|J_._F udgeted posiion [ aiting nterview 75| 900 30| 467
g Being Shartlis ted 1573 5.80| 1887 1956
ral B B RAY B = Out o Advert 00| 3/A| 15.B| 267
Paperwork inHRY Awaing mstrudion] 706 TR.82| 4447 21
el BN BN M . | Appoinied Aw ating Clearancss 1980 3.16) 5.8 2548
) Totd 9112] 11431 165.6| 11342
oo BN

R T - T <R - T R
p L - - . <
" L, : : R : L
o W &Y T

. Azency Bank WS Excess Hours B Overtime Under Establishment
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Isle of Wight NHS

Workforce - Directorate Performance NHS Trust
Hospital & Ambulance Year to date Pay Spend - Actual vs Budget Pay Spend - Actual vs Budget YTD
Flan Actual Variance £6,600,000 - £36,000,000
£000s £000s £000s £5,400,000 £25.000,000 -
Pay (32,112) (359,297) (3,185) £6,200,000 e
-9.92% £6,000,000 £34,000,000 -
£5,800,000 £22,000,000 -
£5,600,000
Summary 25 490 000 £32,000,000 -
Overspends in the paybill for the Hospital & Ambulance directorate are the biggest £5,200,000 £31,000,000 -
contributors to the trusts overall adverse position. The directorate has ended month 6 with £5,000,000 T ' £30,000,000 -
an overspend of £293k in month, £3.19m YTD. ,9-”“
s £79,000,000
Spending on temporary staffing amounts to £355k in month down from 507k in August. R Bank £28,000,000
Year o date spend equates to £3.51m year to date. Higher than planned sickness e & T — P—
absence is also contributing to the cost pressures. o
Sum of In Month Budget £26,000,000 -
Hospital & Ambulance In Month Variable Staffing Vs Unfilled Budgeted Posts Hospital & Ambulance
Plan Actual Variance 200.0
Substantive FTE 1,303 1,371 (22) 2% 1500 Adtive Recruitmen ;
/ PlannedFTE hasbeen reduced for e thy Stagein June | July |August t
Temporary Staffing 92 92 180.0 the FTE relatedtothe CIPtarget, — Process y e
Total 1,393 1,462 70 -5% 140.0 thus reducing the net unfilled = ;
1300 budgeted position Awaiting Inerview 500 11.00| 286T| 2367
Summary o Being Shortisied 753| 580 1427 1547
! E e E == Outto Adwert 1460 2043| 953 2244
200 N f . y
Adjusting the planned FTE for the CIP target has reduced under established to 22 FTE wo L W \H N | :apei';:ﬂ"zajr; *"g;’a“:fng”m" 1;‘ﬁ ;-g g:g :m
posts currently vacant from 18 in August. Temporary staffing of 92 FTE results in an over YRl BN B I = Tﬂil : il Bsl we7el sem
staffing of 70 FTE. Of the net 22 under establishment within the directorate, 88.32 FTE o0 - B W B - . -
posis are currently in the recruitment process, up from 109.79 in August. Recruitment c-.c:-
plans_.dnee;j_ to be amended to align with the revised FTE expectation taking CIP into S o e e q-”tg S o e e e
consideration. I T M N T A M

. Azency

Bank NN Exess Hours EEEE OQvertime

Under Establishment
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Workforce - Directorate Performance NHS Trust
Community Health Pay Spend - Actual vs Budget Pay Spend - Actualvs Budget YTD
Year to date
Plan Actual Variance £15,800,000
£000s £000s £000s £15,300,000
Pay (15.317) (15.357) (41)
-0.26% £14,800,000
£14,300,000 -
summary
£13 200,000 -
The Community health directorate is overspent by £41K year to date, and £13 300,000
underspent by £59k in month. ' o
Py A NI R R I S |
.t,_Q" ‘!.'S‘ \\s@’ 7 ‘?,o% qz,Q’ o @'Sa & & ‘&\é 2 SR
£12,300,000 -
B Staff in Post = Bank
N Excess & OT BN Asency £11,800,000 -
Sum of In Month Budget £11,300,000 -
Community Health S Variable 5taffing Vs Unfilled Budgeted Posts Community & Mental H ealth
n Mon
Plan Actual Variance 90.0 PlannedFTE hasbeen reduced forthe FTE -
Substantive FTE 807 738 (69) 9% 80,0 relatedto the CIPtarget, thus reducingthe net | = 2 2
Temporary Staffing a0 50 " 73y 00 unfilled budgeted pasition | mnmr:mtsby Stagein June | July |August| Sept
Total 807 788 (19) 2% £00 L
500 Awaiting Interview 11.00 8.00 440 1.00
summary by Being Shortlisted 8.20 - 4560 4.00
e Outto Advert 1640| 440| 580| -
The Community Health directorate is currently under established by 69 200 Paperwork in HR/ Awaiting Instruction| — 2.10 510 1528 5.28
FTE from 56 in August. Underestablishment now equates to 9% of 200 Appointed Awaiting Clearances 880 1080] 2156| 1288
budgeted establishment. Use of temporary staffing in addition to staff in 100 Total 4650 28.30] 51.64| 2316
post exceeds revised FTE planned. Of the Net 69 vacant FTE, there are 0.0
currently 23.16 FTE posts in the process of recruitment, up from 51.64 in R Q;, R I B . c.@ FOR 8
August. & Y 8 &
B Azency WO Bank WM Eixress Hours BB Overtime Under Establishment
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Workforce - Directorate Performance NHS Trust
Corporate “ear to date Pay Spend - Actual vs Budget Pay Spend - Actual vs Budget ¥TD
Plan Actual Variance
TO00s T000s TO00s £1.400.000 - £8,200,000
£1,300,000
Pay (7,534) (7, 588) (52} £7.700,000
—0.59% £1.2000000
£7.2000000
Summary £1.100,000
£6.7000000
. . . £1.000,000 1
The paybil in corporate areas as a whele continues to exceed budget by £5k in |
month. In month expenditure on temporary staffing has decreased to £44k from ES00,000 £8.zm0000
£52k in August, equating to £350k yid.
ERB00,000 - : : : : T : | £5.700,000
o b B D o R P R e R
I L T R R e £5.200,000 -
N 5t ff in Post B Ba i BN Excess & OT BN Az=ncy Sum of in Month Budgst £4700,000 -
Corporate Variable Staffing Vs Unfilled Budgeted Posts
In Month EEEiE
Plan Actual Variance 45.0
Substantive FTE 425 418 (8) 2% 40,0 Flanned FTE has been reduced for t[l'E FTE Active Recruitment —
Temporary Staffing 13 13 150 related to the CIF target, thus reducing the Pro DY Sta0€IN | yune | July |August| Sept
\ A\ net unfilled budzeted position CESS
Total 426 431 6 1% 300
{s] I"" Awwaiting Intendssw 153 - -
Summary Eo \ Beirg Stortlsted - - - 0.
‘Out o Advert - - - 0.5
Corporate areas are under established by 8 FTE. There are 13 FTE temporary 120 Paperwark in HRY Awaiting Instruction] 032 122 200 0=
staffing with 1.%94 roles in the recruitment process. oo Appointed Awsiting Clesrances - 1.53 183
5.0 T otal 1.85 285 3.83
0.0

s & s @ “ ) o i o
1P§$\:» p o ?_j;‘ \3‘\ & -;,e?p? 0&_'\ “PI'\- qdf\ \d*} %é:,\‘? &

N Azency B Sonk B Excess Hours EEEM Owertime = Under Sstablishment

Mote:

ariance

“ariance

£ 000
Finance & Performance Management 30
Mursing & Workforce 22
Strategic & Commercial (80}
Trust Admin {25)
Total Corporate (52)
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isle of Wight {8

NHS Trust

Research & Development
Year to date

Plan Actual Variance
£000s £000s £000s
Pay (220) (277) (57)
-26.05%

Summary

Research & Development is overspent by £47K year to date, an increase
from the £42k over spend in month 4.

Pay Spend - Actual vs Budget
£60,000
£50,000 -

£40,000

£30,000 -
£20,000 -

£10,000 -

£ T T T T T T

I R P
IO R R R R

B Staff in Post B Bank

N Excess & OT . Agency

=——35um of In Month Budget

£200000
£190000
£180000
£170,000
£160000
£150,000
£140,000
£130000
£120,000
£110,000
£100,000

Pay Spend - Actual vs Budget YTD

Research & Development

Tn Month
Plan Actual Variance
Substantive FTE 12 12 (0} , 1%
Temporary Staffing 0 0 14%
Total 12 12 (0) 1%

Summary

The directorate is currently close to full establishment and has reported
negligible use of temporary staffing.

£ V k
0.4

Variable Staffing Vs Unfilled Budgeted Posts

0.4
0.2 I

0.0 [

o3 - ‘;é T T . . - A 4
w ] = o oF N & ':h"

‘7 oo o

ae| N/

|\ /

—

N Azency 00 Bank WM Exress Hours BB Qvertime ——Under Establishment
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isle of Wight {8

NHS Trust

EMH Year to date
Plan Actual Variance
£000s £000s £000s
Pay (1,010) (1,298) (289)
-28.61%
Summary

The paybill in EMH exceeds budget by £237k year to date, and £64k in month.
Costs incurred should be funded by income.

Pay Spend - Actual vs Budget
£250,000

s

£200,000 -

£150,000 -

£100,000 -

£50,000

£- A T T T T T T ]
H P EE L PP DS s
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Pay Spend - Actual vs Budget YTD

-10.0

-20.0

EMH
In Month
Plan Actual Variance
Substantive FTE 0 60.48 60.48
Temporary Staffing 0.45 0.45
Total 0 60.93 60.93
Summary

The are currently 60.48 FTE employed within EMH. No budgeted establishment
is set for EMH.
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Workforce - Sickness

Isle of Wight NHS

NHS Trust

Increase in Sickness absence in month from 3.48% to 3.85% - above the 3% target. Largest increase on Cough Cold Flu Influenza reason, however Anxiety Stress Depression remains the main

reason for sickness absence.

Trust
The Trust's sickness target is 3%
Currently Sickness Absence rate is 3.85% for September 2015

YTD Sickness Absence is 3.91%.
10 Highest areas within Trust

Sum of FTE Days Lost
Absence Reason Apr-15| May-15| Jun-15 Jul-15| Aug-15| Sep-15|Variance
S10 Anxiety/stress/depression/other psychiatric ilinesses 732.85| 841.24] 704.58| 1044.46] 690.25[ 798.08| 15.62%
S11 Back Problems 337.59| 284.48| 378.57| 390.20| 324.69| 283.60| -12.66%
S12 Other musculoskeletal problems 302.80] 279.37] 237.08 317.63 359.69] 34598 -3.81%
S13 Cold, Cough, Flu - Influenza 313.49 251.47 198.45 119.72 133.08 221.25|  66.26%
S25 Gastrointestinal problems 342.90| 338.13] 485.90| 483.44| 467.43| 428.18| -8.40%

Sickness Cost of Sickness Absence - Directorate
FTE Days [FTE Days |Sickness
Organisation Available [Lost % Headcount £200,000
Chlamydia Screening J61432 50.00]  30.00] 60.00% 2 £180,000
Child & Adolescent MH Medics J61830 51.00]  24.00] 47.06% 2 £aonang
Transfer of Care J61300 57.60 19.20[ 33.33% 3| £120,000 Hospital &
Mortuary J61073 60.00 18.00[ 30.00% 2 w £100,000 Ambulance
Bed Management J61010 180.00] __ 46.00] 25.56% B Lol ——Community Healt
Clinical Coding J61156 358.40]  91.00] 25.39% 13 £40,000 Non-Clinical
Stoma Nurses J61033 68.00 16.00] 23.53% 3] 0000
District Nurse Admin J62534 132.00]  30.00[ 22.73% 5 S e ahe s B A Z
Transport J61170 202.00]  44.00] 21.78% 7 & & v@?’ & Qé:“* & & \Q«“ﬁ’@@“’
Pre-Op Assessment Unit J61128 485.20 61.20| 12.61% 19
Hospital & Ambulance HAD September 15 Sickness % FTE Days|Sickness
Sickness Absence: 3.76% - Up from 3.37% S00% 10 Highest Sickness Reasons - Trust Lost %
.00% 50 " " . o
YTD Sickness Absence is 3.76% 20.00% A A s S10 AnX|et¥/stre§s/depress|on/other psychiatric illnesses 798.08| 1.05%
: / \ / \ 40 S25 Gastrointestinal problems 428.18 0.56%
25.00% - 35 S12 Other musculoskeletal problems 345.98]  0.45%
10 Highest areas within Directorate 20.00% | / \ / \\ 30 S11 Back Problems 283.60]  0.37%
PG o I / K S13 Cold, Cough, Flu - Influenza 22125 0.20%
Sickness 10.00% C 15 S21 Ear, nose, throat (ENT) 152.35 0.20%
FTE Days [FTE Days |Sickness % 10 S15 Chest & respiratory problems 118.48 0.16%
Organisation Available [Lost % Headcount et 5  E==Sickness % | |S28 Injury, fracture 106.17|  0.14%
Mortuary J61073 60.00]  18.00] 30.00% 2| [ 900 T | . ‘ O eadcount |1523Eye problems 86.40] 0.11%
Stoma Nurses J61033 68.00 16.00] 23.53% 3 N@“) @’D N«Q &*’ @"Q Qe“' {&@ @‘b 0«“ »'CD S19 Heart, cardiac & circulatory problems 77.40]  0.10%
Transport J61170 202.00 44.00] 21.78% 7 dx‘o ° é\b \\‘0 ,é\‘o Nl *\% 0@ \O‘o
Pre-Op Assessment Unit J61128 48520  61.20[ 12.61% o F @ FFFFF S
Out Patients J61050 492.40|  61.16] 12.42% 20| ¢ & & & & & & & < e
W hippingham Ward J61101 1197.60]  137.00] 11.44% 46 o & o é\&o & ® F
Ambulance Headquarters J61176 300.00 30.00] 10.00% 10 OQ‘?E’ \‘S{\\Q & )
Phlebotomy J61078 310.40]  28.60] 9.21% 16 &
The Hub J61174 1352.80]  124.16]  9.18% 47
Endoscopy Unit J61127 634.80]  56.40|  8.88% 25
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Workforce - Sickness

Isle of Wight NHS

Community Health

Sickness Absence: 4.08% - Up from 4.03%

Community September 15 Sickness %

YTD Sickness Absence is 4.58% 70.00% 40
60.00% A - 35
10 Highest areas within Directorate 50.00%
| 40.00%
Sickness 30.00%
FTE Days |FTE Days [Sickness 20.00% —+
Organisation Available |Lost % Headcount 10.00% = Sickness %
Chlamydia Screening J61432 50.00] _ 30.00] 60.00% 2 00% = = n N
Child & Adolescent MH Medics J61830 51.00 24.00] 47.06% 2 . = Headcount
Transfer of Care J61300 57.60]  19.20] 33.33% 3 FRL S EFS PP S
District Nurse Admin J62534 132,00 30.00] 22.73% B E &R EE S
Stroke & Rehab Comm Team J61227 436.80| _ 49.20] 11.26% 18 S RE LTSRS
Stroke Neuro Rehab J61221 921.20 __100.27| _10.88% 37 S &N o N & ,\.Qe,‘ & e
Podiatry J62507 506.80]  49.93]  9.85% 20 | ¥ &5 @" F T ¢
Speech Therapy J61571 260.36]  24.00]  9.22% 10] | & @t’ L FOe T &
Shackleton J61791 735.20] _ 63.40] _ 8.62% 28 C 9 R
Acute & Recovery CMHS J61933 744.00 58.41 7.85% 29
Corporate i
Corporate September 15 Sickness %
Sickness Absence: 1.76% - Up From 1.47%
i ) 30.00% 120
YTD Sickness Absence is 1.80%
25.00% | 100
10 Hich ithin D 20.00% - /\ 80
ighest areas within Directorate 15.00% - / \ 0
10.00% - — 40
Sickness 5.00% - 20 mmmaSickness %
FTE Days [FTE Days |Sickness 0.00% - + 0 —— Headcount
Organisation Available |Lost % Headcount
470 4Bed Management J61010 180.00 46.00[ 25.56% 6 B
470 4Clinical Coding J61156 358.40 91.00) 25.39% 13 ’b‘@%'
470 4Back Care J62002 136.00 15.27| 11.23% 5| [
470 40ccupational Health NHS J62001 195.63 18.47 9.44% 11 ébe, /\Qb‘
470 4Estates Medical Electronics J61338 178.80 16.60 9.28% 7 &\Q b ‘{_\0
470 4Distribution Senvice J61283 750.00 58.60 7.81% 26|
470 4Training & Education J62012 265.00 20.60 7.77% 12
470 4Cleanliness Support Team J61282 2186.20 133.53 6.11% 105
470 4lt Systems J61994 390.00 20.00 5.13% 13
470 4Safety, Experience & Effectiveness J61947 187.60 7.00 3.73% 6
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NHS Trust

FTE Days|Sickness
10 Highest Sickness Reasons - Community Lost %
S10 Anxiety/stress/depression/other psychiatric illnesses 225.20 0.93%
S11 Back Problems 133.20 0.55%
S12 Other musculoskeletal problems 123.19 0.51%
S13 Cold, Cough, Flu - Influenza 72.03 0.30%
S21 Ear, nose, throat (ENT) 27.00 0.11%
S19 Heart, cardiac & circulatory problems 27.00 0.11%
S16 Headache / migraine 24.69 0.10%
S17 Benign and malignant tumours, cancers 11.28 0.05%
S15 Chest & respiratory problems 7.28 0.03%
S14 Asthma 1.00 0.00%

FTE Days Sickness

10 Highest Sickness Reasons - Corporate Lost %
S10 Anxiety/stress/depression/other psychiatric illnesses 146.13 1.44%
S25 Gastrointestinal problems 76.05 0.75%
S11 Back Problems 56.60 0.56%
S13 Cold, Cough, Flu - Influenza 45.53 0.45%
S12 Other musculoskeletal problems 41.20 0.41%
S19 Heart, cardiac & circulatory problems 35.60 0.35%
S15 Chest & respiratory problems 33.20 0.33%
S26 Genitourinary & gynaecological disorders 30.40 0.30%
S28 Injury, fracture 19.60 0.19%
S21 Ear, nose, throat (ENT) 16.40 0.16%
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Workforce - Overpayments Summary

isle of Wight [IZ53

NHS Trust

Trust Overpay ¥ Sep 15

£120,000

£100,000

£80,000

£ £60,000

£40,000

£20,000

£0 : : - : :
Apr-15 May-15 Jun-15 Juk15 Aug-15 Sep-15
Month

= Current Employes Balance Outstanding ==l Current

[5 isting Leaver Overp Leaver Cr

m———Current Employee Repayments

New Overpayments have resulted in an increase in overall overpayment figure in month.

C ity Health Overpay ts

¥ Sep 15

£35,000

£320,000
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£15,000 -

£10,000

£5,000

0

Apr-15 May-15 Jun-1s Jul-15 Aug-15 Sep-15
mMonth

e Current Employee New Overpayments

s Current Employee Balance Outstanding
L i e Mew Leaver Overpayments

Current Employee Repayments

Reduction in overall figure due to employee repayments.
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m—Current Employee Repayments

—New Leaver Overpayiments

Overall increase due to New Overpayments Current employees increase of £15,000 mainly due to
manager information errors
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Safer Staffing Report NHS Trust

Achievement of planned versus actual staffing hours

» The Trust achieved over 90% overall for nurse staffing in In patient areas for both Day and Night and Registered and non-registered staff

» The Registered Nurse hours in the day were 90.3% of planned hours which indicates an amber rating with our own rag rating system, indicating that this
needs to be monitored to ensure this does not drop below 90%

* By ward there are a 7areas that have achieved below 80% of staffing requirements this month. We are now measuring our actual hours against our
planned hours that we have agreed we should be delivering in each area. There will be a discrepancy until these posts are filled. We are working to fill all
vacancies through our recruitment and managing areas with highest need first. Our aim is to reduce all vacancy to 10% across all areas, monitoring and
managing quality risks via the ward managers and matrons and daily staffing discussions in the hub

ST MARY'S HOSPITAL 29686.25 24763.27 18423.15 17613.65' 13838 13277.13 . 95.9% | 111.4%

Actions

« Safer Staffing Café’s are continuing quarterly to monitor staffing management by teams.

* The first cohort of new staff have arrived from the Philippines have commenced work in October, and have been well received. They will take their exam to
enable them to move onto the register in November.

* We have planned recruitment with an additional 2 cohorts of staff from the Philippines and are actively recruiting to high risk areas including MAAU , ED
and Colwell

Risks

» As above our high risk is the staffing adequately of all areas to at least 80%. Whilst the bed template is being moved to achieve the right beds in the right
places we are over our bedstock and staffing these areas to an adequate level consistently is a risk. We have managed this by employing agency staff for
each day and night to ensure we can run all areas with no more than a 10% gap on required numbers. This is an acceptable risk when considering numbers
however quality of care also needs to be monitored and in newly opened areas this is challenging. The plan is to spread agency staff across all areas to
reduce risk from temporary staffing (i.e. lack of knowledge of systems and process of Trust)

* In some areas sickness is high, however there is evidence of improved management and a reduction can be seen in some areas

* An agency cap is introduced for all organisations utilising agency staff which potentially reduces our ability to use as many staff as we might need going
forward.

* It is important we do not breach the agency cap without authorisation and therefore careful monitoring of this is in place
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Monthly actual figures by ward as uploaded on the Unify return NHS Trust
Only complete sites
your organisation is Day Night Day Night
accountable for
Registered midwives/nurses Care Staff Registered midwives/nurses Care Staff . A
Average fill fill rate - Average
Total monthly |Total monthly |Total monthly |Total monthly |[Total monthly [Total monthly |Total monthly |Total monthl rate - Average fill | registere fill rate -
Ward name y y Y y y y Y y registered rate - care d
planned staff |actual staff planned staff | actual staff planned staff | actual staff planned staff | actual staff O Y staff (%) —— care
hours hours hours hours hours hours hours hours es (%) idwives staff (%)
L04)
SHACKLETON 840 545.92 1569.8 1271 285.5 295.75 570 577.75 1 65.0% 81.0% 103.6% | 101.4%
T
ALVSVTJSNE 1035 803.5 629 768.5 600 588.75 220 563.25 : 77.6% 122.2% 98.1% 256.0%
SEAGROVE 1259.8 1054.4 1065 1497.9 600 598 600 836.75 ! 83.7% 140.6% 99.7% 139.5%
OSBORNE 1500 1347.5 1116.3 969 600 735.75 570 543.25 | 89.8% 86.8% 122.6% | 95.3%
MOTTISTONE 1056 960 384 417 600 611.75 0 0 i 90.9% 108.6% 102.0% -
ST HELENS 979.5 894 820 785.5 600 580 300 310 ! 91.3% 95.8% 96.7% 103.3%
STROKE 1761.8 1417.8 1274 1210.2 600 600 600 750 | 80.5% 95.0% 100.0% | 125.0%
REHAB 1918.5 1389.5 1558 1250.5 600 600 600 570 i 72.4% 80.3% 100.0% | 95.0%
WHIPPINGHAM 1771.5 1624.5 1437.5 1291 600 600 600 610 ! 91.7% 89.8% 100.0% | 101.7%
COLWELL 1579.5 1311.5 1670 1470 600 600 600 600 | 83.0% 88.0% 100.0% | 100.0%
T
INTENS&\K‘IIETCARE 3332.1 2512 285 405 1942.5 1738.5 148 184.25 : 75.4% 142.1% 89.5% 124.5%
1
CORONSEI:_ CARE 2344.3 1763.3 622.25 670 1500 1313.5 300 370 : 75.2% 107.7% 87.6% 123.3%
NEONATAL :
INTENSIVE CARE 1049.5 956.5 405 204.5 600 605.83 300 270 | 91.1% 50.5% 101.0% | 90.0%
UNIT |
T
ASSEl\gESEIz/IICI;ﬁII:I' UNIT 2383.5 2012.8 1336 1202 900 900 600 606.25 : 84.4% 90.0% 100.0% | 101.0%
AFTON 1228.5 1227.5 1123.8 865 300 300 600 558 I 99.9% 77.0% 100.0% | 93.0%
PAEDIATRIC WARD 1860.5 1469.5 450 335.5 900 670 300 300 H 79.0% 74.6% 74.4% 100.0%
MATERNITY 1800 1794.8 1200 1233.3 1110 1023.8 600 592 i 99.7% 102.8% 92.2% 98.7%
WOODLANDS 613.75 780.25 450 237.25 300 315.5 300 310 I 127.1% 52.7% 105.2% | 103.3%
LUCCOMBE WARD 1372.5 898 1027.5 1530.5 600 600 600 818 | 65.4% 149.0% 100.0% | 136.3%
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Previous 6 months data NHS Trust

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.

+ Paediatric ward have delivered below 80% of planned hours for the last 5 months: this has been in different groups of staff and also different shifts.
Currently there staff shortages through sickness and vacancy and the Ward Manager moves staff as required to cover higher acuity times. The ward is also
covering ED to ensure provision of the one front door. This is now being achieved by ensuring 3 staff on nights to enable one staff member to cover the ED

area as required. This does mean les staff for the day shift however this is in line with rostering policy

<B0% fill rate identified forany shift or staff group

WARD
Shackleton
Crtho Unitf Alverstone
Seagrove
Osborme
Maottistone
StHelens
Stro ke
Fehab
Whippingham
Colwell
Intensive Care Unit
Coronary Care Unit

Meonatal Intensive Care Unit

Medical Assessment Unit
Afton
Paediatric Ward
Mate rnity
Woodlands
Luccombe
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Safer Staffing - Full staffing fill rate by shift NHS Trust
Vlook Early -7/
Sum of RN% Colun~
9 8 2 2 3 2 3 & 3 & & &8 & 9 8 2 3 3 2 3 & 3 & & & & 2 8 = 2 £
8 I s I s I 8 I s & s & s 8 I s I s I 8 I s & s 8 8 s I s I g
8 8 3 ] 3 ] S 3 ] ] ] 3 3 8 3 3 8 3 3 3 8 3 ] 8 3 3 8 3 3 3 8
Row Labels Ty 3 S 3 3 3 3 5 3 3 S g S & 3 g g 5 3 g g g 3 = S 5 g 5 g & 2 5
Afton Ward J61794 100% 100% 100% 100% 100% 100%  100% 100%  100% 100%  100% 100%  100% 200% 100% 200%  150%  150% 100% _ 150%  100% 100% 100%  100%  100%  150% 115%
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%  97%
Colwell Ward J61254 133% 133%  100% 100%  133%  100% 100%  100%  100% 133%  133%  133% 100% 100%  100% 100%
Coronary Care J61190 100%  100% NGOG0  100%  100% 100% 100%  100% 100% B0 86%
General Rehab & Step Down Urit J61226 100% 100%  100%  100%  100%  100% 100%  100% 100% 100% 100%  100% 100% 100% 100% 100% 100% 100% 100%  100%  96%
Intensive Care Unit J61120 86%  86% EIOMINEIMNEI%  86% 100% 100% 100% 8% 100% 100%  86%  86%  86% 8%  86% 8%  86%  86% 100%  86%  86%  85%
MAAU J61231 100% 100%  100% 100%  100% 100%  100% 100%  100% 120%  100% 100%  100% 100% 100% 100%  100%  100%|MMMGOG  100% 100% 100%  100% 100%  100% 100%  98%
Maternity Services J61500 100% 100% 100% 100% 100% 100%  100% 100%  125% 125% 125% 100% 100% 100%  100% 100%  125% 125%  100% 100%  100% 100% 150%  125% 100%  100% 125%  125% 100% 108%
Mottistone Suite J61090 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%  100% 100%  100% 100% 102%
Neonatal Intensive Care Urit J61520 150% 150%  100% 100%  100% 100%  150% 100%  100% 150% 200% 100%  100% 150%  150% 100% 200% 150%  100% 100% NGIAMMNGIA  100%  100%  100% 106%
Osbome Ward J61915 100%  100% 100%  100%  100%  100%  100%  100%  100% 100%  100% 150%  100%  100% 100% 100%  150%  100%  100%  100% 150% 100%  100%  100%  100%  100% 100%  100%  100%  100% 105%
Paediatric Ward J61372 [NEGNGGT 100 INNGETMNGEA 1007 INNGOTNNGONNNEGNEGNEGA 100  100% INNECTANNNECTANNEGANEGEGA  100%
Seagrove Ward J61916 100% 100%  100% 100%  100% 100%  100% 100%  100% 100%  100% 100%  100% 100%  100% 100%  100% 100%  100% 150%  150% 100% 100% 100%  100% 200%  150% 150% 107%
Shackleton J61791 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% 100%  100% 100% 103%
StHelens 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%
Stroke & Neuro Rehab Unit J61221 100%  100% A  100%  100% IO  100% 100%  100%. 100%  100% CNGNEA  100%  100% 100%  100%  100%NGOOMNCOMNiS% 100% 100%  88%
Whippingham Ward J61101 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%  99%
Winter Bed Plan Ward J61107
Woodlands J61913 100% 100% 200% 100%  100% 100% 200% 100% 200% 100%  100% 200%  100% 200%  100% 200% 200% 200%  100% 100% 200% 200% 200% 100% 200% 100%  200% 200% 200% 200% 153%
Grand Total 9%  85%  93% 9%  86%  88%  92%  90%  95%  92%  97%  95%  B6%  98%  93%  98% 100%  O97%  86%  87%  90%  84%  87%  87%  92%  85%  87%  94%  95%  92%  91%
Vlook Late |-T
Sum of RN% Colun~
& 8 2 2 2 2 2 2 3 & 3 & 2 @ 3 2 2 2 2 3 2 3 & 3 & 8 2 2 2 2 g
8 1 8 I 8 I 8 I 8 & 8 8 1 8 1 8 I s I 8 I 8 & 8 8 1 8 1 8 I =
] 3 ] 8 3 3 3 3 ] 8 8 8 ] ] 3 ] 3 ] 3 3 8 ] < 8 3 3 3 3 3 3 g
Row Labels x 38 § g 3§ 3 g 5 B 3 § 4§ § ¥ § B g § ¥ 3 g § § ® F ® & KN & & 8 O
Afton Ward J61794 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100%  100% 150% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 100% 100% 107%
Alverstone Ward J61111 100% 100% 100% 100%  100%  100%  100% 100% 100% 100%  100%[MMMBO9 100% 100% 100% 100%  100% 100%  100% 100%  100%  100%  100% 100%  100% 100%  100% 100%  100% 100%  98%
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% 97%
Coronary Care J61190 100%  100% 100% 100%. 83%
General Rehab & Step Down Unit J61226 100% 100% 100%  100%
Intensive Care Unit J61120 86% 8% 8%  86% 86% 8% 100%  86% 100% 100% 100%  86%  86% 86% 8% 100% 100%  86% 83%
MAAU J61231 100% 100% 100% 100% 100% 100% 100%  100% 100% 120% 100% 100% 100% 100% 100% 100% 100%  100% 100% 100% 100% 100% 100% 100% 100% 100%  100%  99%
Maternity Services J61500 100% 125%  100% 100% _ 100% 100%  100% 100%  100% 125%  125% 100%  100% 100% 100% 100% 175% 150%  100% 100%  100% 100%  100% 125%  100% 100%  100% 125%  125%[HMNGOG 108%
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%  98%
Neonatal Intensive Care Urit J61520 100%  100%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 150% 150% 100% 100% 100% 100% 100% 100% 100% 100% 100%  100% 150%  100% 105%
Osborme Ward J61915 100% 100%  150%  150%  100% 100%  100% 100%  100% 100%  100% 100%  100% 150%  100% 100%  100% 150%  100% 100%  100% 150%  100% 150% 150% 100%  100% 100%  100% 100% 112%
Paediatric Ward J61372 100% 100% 100%  100%  100% 100% 100%  100%  100% 100% 100%  100% 100% 100%  100%  100%  100%  100% 100% 90%
Poppy Unit J61235
Seagrove Ward J61916 100% 100%  150%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 150% 100% 100% 100% 150% 100% 100% 100%  100% 100%  100% 100%  100% 102%
Shackleton J61791 200% 100% 100% 200% 100% 200% 100% 100% 200% 100% 100% 200% 100% 100% 200% 200% 100% 200% 100% 100% 100%  100% 100%  100% 100% 100% 100% 100% 100%  100% 127%
StHelens 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%
Stroke & Neuro Rehab Unit J61221 100% 100%.
Whippingham Ward J61101 100% 100% _ 86%
Winter Bed Plan Ward J61107
Woodlands J61913 200% 100% 100%  100% 100%  100% 100%  100% 200%  100%  100% 200%  200%  100% 200% 200% 100% 200% 200%  100% 100% 200% 200% 200% 100% 100%  200%  100%  137%
Grand Total 87%  85%  88%  88%  81%  81%  87%  85%  90%  88%  85%  86%  88%  92%  88%  87%  92% 100%  84%  85%  84%  80%  80%  92% 9%  87%  88%  87%  90% 8% 8%
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Vlook Night T/
Sum of RN% Colun~
9 9 o o) o o) o) 1 o) o) o) o) o) o) o) o) o) o) o) o) o) o) o 0 o 9 19 o) o o) E
& < s s s s & & & & I I I s I s s s s s s s s & & & < < < s 5
3 ] ] 8 3 ] 3 3 3 3 3 3 3 3 3 3 3 ] 3 3 3 3 3 ] 3 3 ] ] ] ] 8
Row Labels T 3 S 3 3 8 8 5 3 3 S i gl 3 & & 3 S 2 g 5 < N Q J & & & & I S [
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%
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%  100%  100% 98%
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%
Coronary Care J61190 IEGA  100%  100%MINEGA 1007 INETTNNEGT 1007 INNEGTANINECTANNEC NGNS NEG 100 INEGTNEGTNEC NG o ED7  100%  100% INEGAMMNEGAMINEGA 100% 100% 100% 100%  87%
General Rehab & Step Down Unit J61226]  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% 86% 86% 86% 86%| 86% 86% 86%  100% 86% 86% 100% 100% 86% 86% 86% 86% 86% 86% 86% 86% 86%  100%  100% 86%- 86% 87%
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% 100% 100% 100% 100% 100%  100% 100%
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%- 99%
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%  150%  100% 102%
Neonatal Intensive Care Unit J61520 100%  100%  100% 150%- 100%  100% 100%  100%  100%  150%  100%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100%- 100% 100%  100%  100%  100% 100% 100% 100%
Osborne Ward J61915 150%  150%  100%  150%  150%  150%  150%  150% 150%  150%  150%  150%  100% 150% 100% 100% 100% 100% 100% 100% 100% 150% 100% 150% 100%  100% 100% 150%  100%  100% 125%
Paediatric Ward J61372 | 6% 6% 6% 671% 61% 67% 67% 67% 61% 67% 67% 67% 67% 6% 6% 67% 6% 67% 67%  67% 100% 100% 100%  67% 100%- 100%  100%  100%
Seagrove Ward J61916 100% 100% 100% 150% 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%  102%
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%
St Helens Ward J61102 100%  100%  100%  100%  100%  150% 100%- 100%  100%  100% 100%- 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%- 100%  100%  100%  100%  100% 97%
Stroke & Neuro Rehab Unit J61221 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%
Whippingham Ward J61101 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%
Winter Bed Plan Ward J61107 [ 0% 0% 50% 100% 100%  50% 0%  50%  50%  50% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 50% 50% 0% 0% 0% 0% 0% 50% 0% 0% 20%
Woodlands J61913 100%  100%  100%  100% 100%  100%  100%  100% 100% 100% 200% 200%  100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  100%  100% 100% 100% 100% 107%
Grand Total 91% 94% 94% 100% 96% 96% 89% 94% 94% 94% 96% 94% 87% 94% 94% 89% 89% 89% 89% 89% 94% 98% 91% 91% 89% 89% 96% 98% 94% 90% 93%
Viook Early T
Sum of HCA % Colum.*
[
8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 5
8 8 8 3 8 3 8 8 8 8 8 8 3 8 3 8 3 8 3 8 8 8 8 8 8 3 8 3 3 3 &
Row Labels ] 3 8 8 3 8 8 5 8 3 3 o S 3 3 3 3 5 3 3 R 1y 8 Q N & Q R & R & o
Afton Ward J61794 100%  100%  100%  100%  100%  100%  100%  150%  100%  100%  100%  100%  100% 100% 100%  100%MMBOA  100% 100%  100%MMEHA 100 100% GO 3%
Alverstone Ward J61111 100% 100%  100%  150%  100%  100%  150%  100%  100%  150%  150%  100%  150% 100% 100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  150%  100%  107%
Colwell Ward J61254 100%  140%  100%  100% G0 100 IGOTMNEOA  100% t00%  120% GO 100% 100%  100%  100%  100%  100%  100% 100%  100%  100%  100%  100%  97%
Coronary Care J61190 100% 100%  100%  150%  150%  100%  100%  100%  150%  150%  100%  100%  100%  150%  100%  100%  150%  150%  100% 150%  100%  150%  105%
General Rehab & Step Down Unit J61226 100% 100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100% 100%  100%  100%  125% 100%  100%  100%  93%
Intensive Care Unit J61120 100%  100% 100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  200%  200%  100%  200%  200%  100%  100%  200%  200%  200%  164%
MAAU J61231 100%  100%  100%  100%  100%  100%  133%  100%  100%  133%  133%  100%  100%  100%  100%  100%  100%  100%  133%  100%  133%  100%  133%  133%  100%  100%  100%  133%  100%  100%  109%
Matemity Senvices J61500 I 0%  100%  100%  100%  100%  100%  100%  100%  100%  100% NGO  100%  100%  100% 100% 100% 100%  100%[MMMBOA 100% 100% 100% 100%[NNMGOGAMMMMGOW  100%  100%  100%  90%
Motiistone Suite J61090 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%
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%
Osborne Ward J61915 100%  100%  100%  100%  100%  100%  100%  150%  100%  100%  100%[MEMMGOG  100%  100%  100%  100%[MNMGOGA  100%  100% 100%  100%  100%  100%  100%  100%  100%  150%  100%  97%
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%
Seagrove Ward J61916 150%  150%  150%  100%  150%  200%  200%  150%  150%  150%  150%  100%  150%  150%  200%  200%  150%  200%  250%  100%  100%  150%  200%  150%  200%  100%  150%  150%  150%  200%  158%
Shackleton J61791 100%  100%  100%  100%  100%  100%  100%  100%  100% 100%  100%  100%  100%  100% 100%  100% 100% 100%MMGIMMMMMGAA  100%  100%  100%  100%  100%  100%  100%  96%
StHelens 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% 9%
Stroke & Neuro Rehab Unit J61221 A oo IS 100w IS 100% 100%  100% 100%  150%  100%  100%  100% 100% 100%  100%MMBO0  100%  100% 90%
Whippingham Ward J61101 100%  100%  100%  100%  100%  100%  100%

100% 100% 100% 100%  100%  100%
Winter Bed Plan Ward J61107

Woodlands J61913 100%  100%| 100%  100%  100%
Grand Total 86% 98% 91% 98% 93%  102%  100% 98% 95%  100%  100% 81% 98% 86%  105% 81% 81% 91% 98% 90% 86% 88%

88% 98% 91% 88% 88% 98%  102% 93% 93%
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Safer Staffing - Full staffing fill rate by shift NHS Trust
Viook Late T
Sum of HCA % Colum.*
I g I g I g I I I I 8 S g I I I I S I 8 I Y I I I I 8 I Y I 5
g 3 8 § § 8 § g § g g 3§ & g 3 & g g 3 § g & g g s 8 g 3 3 gz ¢z
Row Labels = & 8 @3 ¥ B g 5 & g g 3 § g § 8B 8 §F 3 g & & 9 g3 g & & g8 3 8 G
Afton Ward J61794 A 100% 100% 100%  100%MBOS  100%  100%  100%  100% MG  100% MMMGO  100%MMMSGR  100%  100% NGO  100% IENNGOAMMNGOAMINGA 1007 NGOG 100 MEGA 100  100%  100% [N
Alverstone Ward J61111 200%  200%  100%  100%  200%  200%  200%  100%  100%  200%  100%  200%  200%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  127%
Colwell Ward J61254 100%  100%  100% 100%  200%  100% 100%  100% 150%  100%  100%  100%  100%  100%  150%  100%  100%  100%  100% 100%  100%  100%  98%
Coronary Care J61190 100%  100%  200%  100%  100%  100%  100%  100%  100%  100% 100%  200%  200%  100%  200%  100%  100%  200%  200%  100%  100% 100%  100%  100%  100%  100%  117%
General Rehab & Step Down Unit J61226 133%- 100%  100%  100%  100%  100%  100%  100%  100% 100%  100%  100%  100% 100%  100%  100%  100%  100%  100% 100%  100%  100%  100%  100%  96%
Intensive Care Unit J61120 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%  200%  138%
MAAU J61231 100%  100%  100%  100%  100%  100%  133%  100%  100%  100%  133% 100%  100%  100%  100%  100%  100%  133%  133%  100%  133%  100%  133%  100%  100%  100%  133%  133%  100%  100%  109%
Matemity Services J61500 100% 100% 100%  100% 100%  100%  100% 100%  100% 100% 100% 100%MIMGEA  100%  100%  81%
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%/MOR  132%
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%
Osborne Ward J61915 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%  92%
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%
Seagrove Ward J61916 100%  200%  200%  150%  150%  150%  200%  100%  100%  150%  150%  100%  100%  150%  100%  150%  150%  100%  100%  150%  100%  100%  150%  200%  100%  150%  150%  150%  150%  150%  138%
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%  92%
StHelens 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%  98%
Stroke & Neuro Rehab Unit J61221 100%  150%  200%  150%  150%  200%  150%  150%  100%  150%  150%  150%  150%  100%  150%  150% 150%  100%  150%  150%  150%  150%  100%  200%  150%  150%  150%  150%  150%  143%
Whippingham Ward J61101 100%  100%  100% 100% 100%  100%  100%  100%  133% 100%  100%  100%  100%  100%  100% 100% 100%
Winter Bed Plan Ward J61107
Woodlands J61913 100%
Grand Total 86% 4% 106%  O7%  106%  112%  106%  O4%  97%  O7%  94%  88%  97%  91%  89%  O7%  86%  86%  97% 4%  91%  86%  94%  sow[EMA  91% 100% 4%  97% 4%  94%
Vlook Night =T
Sum of HCA % Colum.*
n n n n n n n n n n n n n n n n n n n n n n n n n n n n n n E
— Bl b=l Bl b=l Bl b=l ~ b=l ~ Bl o Bl b=l ~ b=l ~ b=l b=l Bl o Bl b=l ~ b=l — Bl b=l Bl b= o
& g & g & g 8 & 8 & g & g & g 8 & 8 & g & g 8 g 8 & g & g & =
g ¢ g g g g g g g g g g g g g g g g g g g g g g g g g g g g %
Row Labels T 3 g 8 3 8 8 5 3 3 3 = S 3 3 3 3 5 3 3 R ] 8 Q S & Q N 8 Q 8 o
Afton Ward J61794 100% 100% 100%  100%  100%  100%[MMG0  100%ME6  100% MMMMGOSOMMMMEG% 100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  93%
Abverstone Ward J61111 200%  200% 200%  200%  100%  100%  200%  200%  200%  200%  200%  100%  100%  100%  200%  100%  200%  200%  100%  100%  100%  100%  100%  100%  200%  100%  100%  200%  200%  200%  195%
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%
Coronary Care J61190 100%  100%  100%  100%  100% 200%  100%  200%  200%  100%  200%  100%  200%  100%  100%  100%  100%  100%  100%  100%  100%  100%  200%  200%  200%  100%  100%  100%  100%  123%
General Rehab & Step Down Unit J61226 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%  95%
Intensive Care Unit J61120 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%  119%
MAAU J61231 100%  100%  100%  100%  100%  100%  100%  150%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  150%  100%  100%  100%  100%  103%
Matermity 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% [ENMGOGOMMMMG0R 100%  95%
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%
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%
Osbome Ward J61915 100%  100%  100%  100%  100% 100%  100% 100% 100%  1o0%MBOS 100% 100%  100% 100%  100%  100% HNMMGOUOMMMMGO%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  95%
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%
Seagrove Ward J61916 150%  100%  150%  150%  150%  100%  100%  200%  100% 100%  100%  150%  150%  200%  150% 150%  150%  150%  200%  200%  150%  100%  100%  150%  100%  100%  150%  150%  150%  150%  140%
Shackleton J61791 100% 100% 100% 100% 100%  100%[MMMMBOG  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  98%
StHelens Ward J61102 100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  200%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  200%  100%  100%  100%  100% 103%
Stroke & Neuro Rehab Unit J61221 150%  150%  150%  150%  150%  150%  150%  150%  150%  150%  200%  200%  150%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  100%  125%
Whippingham Ward J61101 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%  150%  102%
Winter Bed Plan Ward J61107 100%) 150%,
Woodlands J61913 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%  100%  103%
Grand Total 104%  100%  104%  104%  104%  104%  93%  122%  104%  104%  96%  104%  116%  104%  100%  96%  100%  96%  96%  108%  96%  93%  96%  100%  104%  100%  100%  100%  96%  104%  102%
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Isle of Wight NHS

NHS Trust

Summary

Cumulatively, there is a de

The Trustis reporting a £0.966m deficit for September 2015, which is an adverse variance of £0.701m against plan.
icit of £5.944m as at September 2015, an adverse variance of £3.805m against plan.

The main reasons for variance to plan is Hospital & Ambulance Directorate CIP unachievement, the impact of operational pressures and under performance against main commissioner Service Level Agreement.

Continuity of Service Rating G

Surplus R Income R
Plan Actual Plan Actual / Forecast Variance Plan Actual / Forecast Variance
Year to date 2 1 Year to date £k (2,139) (5,944) (3,805) Year to date £k 84,035 82,275 (1,760)
Year end forecast £k (4,600) (4,600) 0) Year end forecast £k 167,005 169,558 2,553

The planned Continuity of Service Rating (CoSR) to month 6 was a '2'. Unfortunately,
as the actual I&E pos n has deteriorated significantly from plan, to the end of
September, the Trust is reporting an overall Continuity of Service Rating of '1'. New
Financial Sustainability Risk Ratings have now been officially introduced into monthly
monitoring reporting by the TDA (following Monitors lead for FTs in July) and are now
incorporated into the Board report. The overall year to date sustainability risk rating
shows a variance of 1 against plan.

finandal Crteria Weight% Metrictobe scored Defiriton Rating categories

]

quidityRatio S0%  Liquid Raio days) Working capital balance x 360

‘Annual operating expenses

00 140

Fapital Servicing Capacity Ratio pite senice

Annual debt senvice 25 175 125 <125

The Trust planned for a deficit of £0.265m in September, after adjustments made for
normalising items (these include the net costs associated with donated assets).

The reported position is a deficit of £0.966m in the month, an adverse variance of
£0.701m against plan.

The cumulative Trust plan was a deficit of £2.139m, after normalising items. The actual
position is a cumulative deficit of £5.944m, an adverse variance of £3.805m.

Although behind the original phased plan, financial performance in month by Clinical
& Corporate Directorates was better than forecast. Directorates forecast to be £612k
over spent, but control measures in place resulted in an actual overspend of £255k.

The main variance in month related to under performance against the CCG PbR
Contract of £0.562m (£1.764m year to date). In addition to this, there is a £0.202m
variance to date relating to a phasing issue on the CCG SLA Acute Contract, which will
reduce to zero by the end of the financial year.

The Trusts planned forecast out-turn def
due to implementation of the system resi

t has remained at £4.6m with increased risk
ence improvement plan. Current
directorate performances increases the risk further of delivering this, although efforts
are being made to achieve this and contribute to the stretch target. It 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.

The Trust planned income in September was £13.993m. The actual reported income is
£13.447m in month, an adverse variance of £0.546m.

The cumulative income plan is £84.035m. The actual position is a cumulative income
of £82.275m, an adverse variance of £1.760m.

This position includes £1.764m provision for penalties and estimated contract under
performance, and £680k adverse variance from delayed investments and cost per case
services over and under plan.

Operating Costs (including directorate income) R cp R Cash G
Plan Actual / Forecast Variance Plan Actual / Forecast Variance Plan Actual / Forecast Variance

Year to date £k (71,807) (73,437) (1,630) Year to date £k 4,096 2,216 (1,880) Year to date £k 4,829 3,283 (1,546)

Year end forecast £k (142,020) (142,020) o Year end forecast £k 8,500 5,416 (3,084) Year end forecast £k 1,890 1,890 o

The Trustis reporting a current year overspend against expenditure budget of £1.630m.
Including additional costs relating to the Public Dividend Capital Charge the adjusted overspend
expenditure varianceis £1.643m.

The current year net operating costs include £9.968m of directorate income. Excluding this
income source the total costs amount to £83.406m. In addition to the operating costs, capital
charges & finance costs amount to £4.814m.

The in month position for CIP is an achievement of £0.357m against a target of
£0.729m, an under achievement of £0.372m.

Cumulatively there is an achievement of £2.216m with a target of £4.096m. This is an
adverse variance of £1.880m.

The current year forecast is an achievement of £5.416m against a target of £8.500m, a
shortfall of £3.084m. Plans are being developed through the turnaround programme
of work to ensure that this gap is bridged.

The cash balance held at the end of September is c£3.3m which is c£1.5m less than
was expected. The difference can be attributable to the increase in deficit over the
planned figure (c£3.8m) offset by the less than planned capital expenditure
(£4.2m)and the movement in working capital (£1.9m).

Capital G

Indicators of Forward Financial Risk

G Financial expenditure run rate R
Plan Actual / Forecast Variance Actual Forecast for quarter Jul-15 Aug-15 Sep-15

Year to date £k (5,291) (2,405) (2,886) Number of indicators breached a a £'000 £'000 £'000

Year end forecast £k (8,180) (8,180) o Number of indicators 12 12 Clinical & Corporate Directorate 11,857 12,058 12,434

Strategic Capital schemes includes the larger capital projects. The MAU Extension has
now been completed and the Endoscopy Relocation scheme is progressing well and
expected to complete within the approved timescale. The ICU/CCU project from
2014/15 remains on hold and in Assets Under Construction in 2015/16, no further
expenditure on this project has been agreed as yet. The Ward Reconfiguration of
Level C has also been put on hold for this financial year meaning an additional £103k
has been made available for reallocation. The phasing of the spend of the funding for
the Carbon Energy Fund project has been changed, the consequence of which is a
further £504k unallocated funding available in this financial year.

The current overspend against MAU is prior to the finalisation of the account. We are
confident this overspend will be reconciled by year end through VAT recovery and the
reallocation of costs that relate to Endoscopy but are currently sat ag: st MAU. The
two projects are physically situated on top of each other and so a division of costs is
required for some elements.

Indicators breached are:

i) Trust financial performance is on plan

ii) Capital expenditure <75% of plan for the year
) Trusts CIP schemes on plan

The in month position includes an income reduction of £693k in Community and
Mental Health Directorate that has been reassigned to Category A income for the
period April-September.

The recurrent expenditure run rate for all directorates is therefore £11.7m in month, a
reduction over previous months expenditure.
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The planned Continuity of Service Rating (CoSR) to month 6 was a '2'. Unfortunately, as the actual I&E position has deteriorated significantly from plan, to the end of September, the Trust is reporting an overall
Continuity of Service Rating of '1'. New Financial Sustainability Risk Ratings have now been officially introduced into monthly monitoring reporting by the TDA (following Monitors lead for FTs in July) and are now
incorporated into the Board report. The overall year to date sustainability risk rating shows a variance of 1 against plan.

Year To Date Plan Actual

Rating Rating Variance
Continuitv of Service Risk Ratings
Liquidity Ratio 1 1 0
Capital Servicing Capacity (Times) 2 1 (1)
Continuity of Services Risk Rating for Trust 2 1 (1)

Financial Sustainability Risk Ratings from M6 (based on original Plan submission)

I&E Margin Rating 1 1 0
I&E Margin Variance from Plan 3 1 (2)
Overall Financial Sustainability Risk Rating 2 1 (1)
Financial Criteria Weight % Metric to be scored 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 Ratio 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 >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
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The Trust planned for a deficit of £0.265m in September, after adjustments made for normalising items (these include the net costs associated with donated assets).
The reported position is a deficit of £0.966m in the month, an adverse variance of £0.701m against plan.

The cumulative Trust plan was a deficit of £2.139m, after normalising items. The actual position is a cumulative deficit of £5.944m, an adverse variance of £3.805m.

Although behind the original phased plan, financial performance in month by Clinical & Corporate Directorates was better than forecast. Directorates forecast to be £612k over spent, but control measures in place resulted in an actual
overspend of £255k.

The main variance in month related to under performance against the CCG PbR Contract of £0.562m (£1.764m year to date). In addition to this, there is a £0.202m variance to date relating to a phasing issue on the CCG SLA Acute
Contract, which will reduce to zero by the end of the financial year.

The Trusts planned forecast out-turn deficit has remained at £4.6m with increased risk due to implementation of the system resilience improvement plan. Current directorate performances increases the risk further of delivering this,
although efforts are being made to achieve this and contribute to the stretch target. It 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.

Base Budget In month Year to date Full Year
Plan Plan Actual Variance Plan Actual Variance Plan Forecast Variance
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Surplus / (Deficit) (4,600) (265) (966) (701) (2,139) (5,944) (3,805) (4,600) (4,600) (0)

The Category A income under recovery relates to under performance against CCG PbR contracted activity (£1.764m) plus delayed investments and cost per case services that are over or under plan. These delays are offset by a

corresponding balance in reserves of £680k (£506k loW CCG, £174k NHSE).

Operating costs include considerable over spends in Hospital & Ambulance directorate. These relate to unachievement of CIP requirements, and additional costs in respect of operational pressures and black alert status (£752k) which
are being addressed through contract discussions with commissioners.

The current trajectory year end forecasts from directorates are a deficit of £9.2m. This is an deterioration from the position last month (£7.3m) and is due to inclusion of the system resilience improvement plan of £1.8m. Further
actions and new CIP schemes are being progressed and will need to return the Trust to its predicted position of £4.6m.

The current Full Year Plan budgets differ from the Base Budget Plan due to directorates movement of CIP targets between Pay, Non Pay and Income as savings plans are developed.

Base Budget In month Year to date Full Year

Plan Plan Actual Variance Plan Actual Variance Plan Forecast Variance

£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Income 166,836 13,993 13,447 (546) 84,035 82,275 (1,760) 167,005 169,558 2,553
Pay (114,151) (9,471) (9,651) (180) (57,455) (59,815) (2,360) (114,126) (116,025) (1,899)
Non Pay (47,147) (3,974) (3,953) 20 (23,918) (23,591) 327 (47,471) (48,112) (641)
EBITDA 5,538 548 (158) (706) 2,662 (1,130) (3,792) 5,408 5,421 13
Depreciation & Amortisation (6,531) (518) (506) 12 (3,032) (3,021) 12 (6,401) (6,389) 12
PDC (3,625) (302) (303) (1) (1,812) (1,813) (1) (3,625) (3,626) (1)
Impairment 0 0 0 0 0 0 0 0 0 0
Profit/(Loss) on Asset Disposal 0 0 (0) (0) 0 (30) (30) 0 (30) (30)
Interest Receivable/(Payable) 0 0 4 4 0 7 7 0 7 7
Bank Charges (8) (1) (0) 0 (4) (3) 1 (8) (7) 1
RETAINED SURPLUS / (DEFICIT) (4,626) (273) (964) (691) (2,187) (5,990) (3,803) (4,626) (4,624) 2
Receipt of Charitable Donations for Asset Acquisition (70) 0 0 0 0 0 0 (70) (70) 0
Impairment 0 0 0 0 0 0 0 0 0 0
Depreciation - Donated Assets 96 8 (2) (10) 48 46 (2) 96 94 (2)
REVISED RETAINED SURPLUS / (DEFICIT) (4,600) (265) (966) (701) (2,139) (5,944) (3,805) (4,600) (4,600) (0)
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Surplus / (Deficit) by Month Cumulative Surplus/ (Deficit) by Month
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Income NHS Trust
The Trust planned income in September was £13.993m. The actual reported income is £13.447m in month, an adverse variance of £0.546m.
The cumulative income plan is £84.035m. The actual position is a cumulative income of £82.275m, an adverse variance of £1.760m.
This position includes £1.764m provision for penalties and estimated contract under performance, and £680k adverse variance from delayed investments and cost per case services over and under plan.
Base Budget In month Year to date Full Year
Plan Plan Actual Variance Plan Actual Variance Plan Forecast Variance
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Surplus / (Deficit) 166,836 13,993 13,447 (546) 84,035 82,275 (1,760) 167,005 169,558 2,553

The NHS Isle of Wight CCG position year to date has an estimate of £1.764m for cumulative under performance against the PbR contract. This is sub divided as £1.703m under performance on Elective and Outpatient activity, and £0.061m

under performance on Non Elective activity.

Movement in month of £0.562m relates to under performance due to operational black alert status.

Plans for recovery of activity income to contracted levels have been completed and are being implemented as part of the system resilience improvement plan.

There are also contract services that have yet to commence and cost per case services over and under plan (£506k), but is offset by a corresponding balance in revenue reserves. The year end forecast is for this funding source to be drawn
in full. An equal entry has been made in the Trusts expenditure reserve position to negate this impact.

The year end position assumes that income will be received as per plan.

NHS England variance relates to

i) under performance against Non PbR excluded drugs (£174k), which is offset by a reduction in costs within Hospital & Ambulance Directorate
i) over performance against service contract at an estimated £132k to date.

loW Council variance relates to over performance against contract.

Income

NHS Isle of Wight CCG

NHS England

Isle of Wight Council

Commissioning Support Unit

Non Contractual Activity

Southampton University Hospitals FT

Other directorate income - Patient Care Activities
Income from Patient Care Activities

Other directorate income - Other Operating Revenue

TOTALINCOME

Base Budget
Plan
£000s
132,668
11,142
1,748
320
1,575
105
8,686
156,244

10,592

166,836

Plan
£000s
11,028
924
839
27
166

(162)
12,831

1,162

13,993

In month
Actual
£000s

10,481

990

773

25

103

7

(47)

12,331

1,115

13,447

Variance
£000s

(547)

66

(66)

(1)

(64)

(2)

115

(500)

(46)

(546)

Plan

£000s
66,163
5,571
1,567
160
954
53
3,002
77,471

6,564

84,035

Year to date

Actual
£000s

64,025

5,529

1,600

161

951

40

3,053

75,359

6,916

82,275

Variance
£000s

(2,138)

(42)

33

1

(3)

(12)

51

(2,111)

352

(1,760)

Plan
£000s
132,288

11,142

3,135
320
1,575
105
5,499
154,064

12,941

167,005

Full Year
Forecast
£000s
134,253

10,886

3,179
325
1,572
81
5,499
155,793

13,765

169,558

Variance
£000s

1,965

(257)

44

5

(3)

(24)

0

1,729

824

2,553
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Monthly Income Cumulativeincome by month
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Hospital & Ambulance
In month

Community & Mental Health

Research & Development

Year to date Forecast In month Year to date Forecast In month Year to date Forecast
Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Income 721 805 84 4,554 4,595 41 135 Income (429) (460) (31) 801 926 126 152 Income 37 47 11 221 301 80 80
Pay (5,324) (5,616) (293) (32,001)  (35,275) (3,185) (4,408) Pay (2,578) (2,520) 59 (15,317)  (15,357) (41) (138) Pay (37) (47) (11) (220) (277) (57) (57)
Non Pay (2,063) (2,220) (157) (13,193) (13,424) (231) (1,054) Non Pay (377) (383) (6) (2,121) (2,118) 3 (21) Non Pay (0) 1 1 (1) (23) (22) (22)
TOTAL (6,666) (7,032) (366) (40,730)  (44,104) (3,375) (5,327) TOTAL (3,384) (3,363) 21 (16,637)  (16,549) 88 (8) TOTAL 0 1 1 1 1 1 1
The monthly position has underspent in month, due to confirmation of additional income from
Hospital & Ambulance's overspend is mainly due to unachieved CIP but is £234k better in month the CCG to support the District Nursing On-call Service £47k, however this has been off-set by
than forecasted at M5, due to increased NCA activity and a credit received for agency nurses. increase expenditure on Drugs In IRIS. This is currently under investigation and equates to £20
However, the forecast out turn has worsened due to CIP following validation £589k, and the overspend in month. The year-end forecast assumes CCG volume growth funding for both MPTT . . - .
R . . This budget will report a break even position as all costs are offset by income.
impact of 7 beds on Appley Ward in October. and continence. Both areas are currently underfunded
More focus and support will be given to areas struggling to meet their CIP targets, in order to close Medical staffing continue to overspend due to recruitment difficulties
the gap but to also ensure validation occurs at the start of a scheme.
Earl Mountbatten Hospice Corporate - Finance & Performance Management Corporate - Nursing Directorate
In month Year to date Forecast In month Year to date Forecast In month Year to date Forecast
Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Income 168 244 76 1,010 1,410 401 401 Income 18 25 7 105 133 28 (10) Income 1 2 1 7 6 (0) (0)
Pay (168) (221) (52) (1,010) (1,298) (289) (289) Pay (313) (304) 9 (1,835) (1,805) 30 55 Pay (140) (127) 13 (813) (791) 22
Non Pay 0 (24) (24) 0] (112) (112) (112) Non Pay (198) (184) 13 (1,234) (1,176) 58 98 Non Pay (55) (70) (14) (273) (257) 16
TOTAL 1} (0) (0) 1] (0) (0) 1} TOTAL (494) (464) 30 (2,964) (2,848) 116 142 TOTAL (194) (195) (0) (1,080) (1,042) 38 4
At month 6, Finance & Performance Management has reported a year to date underspend of The Nursing directorate's position has been impacted by the movement of Human Resources to
£116k, a reduction from £146k at month 5. This directorate has been impacted by the movement of the Finance Directorate and this is reflected in the movement in the year to date position and
Human Resources from the Nursing Directorate, into it's reporting structure, and this is reflected yearend forecast.
throughout the current position and yearend forecast. Within the ytd underspend £14.5k of under achieved CIP is masked by underspends in pay relating
The main impact relates to the Human Resources unachieved CIP, £45k ytd and forecasting £73k to vacancies being held subject to the current organisational changes, when quality services will
This budget will report a break even position as all costs are recharged. full year. Although a plan had been identified, recurring delivery was dependant on FYE of be reviewed. In anticipation that these vacancies will either be filled or CIP'd a yearend
removing 2 managerial posts, however only 1 has been identified for action. Other minor underspend forecast on pay has been reduced. Similarly the ytd underspend on non pay is
underspends are supporting the position, notably £18k from NHS Supply chain discounts and a expected to reduce with the expectation that the replacement budget for beds will be fully
£13k underspend on the corporately held stationary contract. utilized.
Despite the issues mentioned earlier, the combined yearend forecast remains good, only These underspend's are offsetting the unachieved CIP, with the service forecasting an overall
reducing £20k overall due to the change in the Human resource CIP plan. underspend of £4k for yearend.
Corporate - Strategic & Commercial Corporate - Trust Administration Reserves
In month Year to date Forecast In month Year to date Forecast In month Year to date Forecast
Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance Plan Actual Variance Plan Actual Variance Variance
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Income 467 383 (83) 2,521 2,432 (88) 54 Income 17 21 4 125 164 39 57 Income 1 o (1) 224 0 (224) (43)
Pay (547) (575) (28) (3,568) (3,648) (80) (265) Pay (269) (268) (1,338) (1,363) (25) (96) Pay (94) 27 122 (1,263) 0 1,263 3,296
Non Pay (788) (636) 152 (4,465) (4,250) 214 219 Non Pay (319) (306) 12 (1,996) (1,977) 20 19 Non Pay (174) (131) 43 (635) (253) 381 232
TOTAL (868) (827) a1 (5,512) (5,466) 46 8 TOTAL (571) (553) 18 (3,210) (3,176) 34 (21) TOTAL (268) (104) 164 (1,674) (253) 1,421 3,485
Strategic and Commercial planning directorate reported an improved in month underspend

against budget of £41k. The large variances between underspend on non pay and
underachievement on income relates to the NHS Creative yearend forecast, however it should be
noted that NHS Creative are continuing to produce a forecast to meet the target within the
business plan agreed at TEC.

Residences continue to be underspent due to the high occupancy levels within the on site
accommodation. The main issue for the directorate continues to be unachieved CIP which is £154k
ytd, (£153k mth 5) with £383k (£409k mth 5) currently within the yearend forecast, however plans
are underway to reduce this, and currently the directorate has a balance of £239k without
identified plans to achieve. Of this £220k relates to Hotel services. A new manager started in

August. Itis planned that current budget managers will offer support to this area to achieve their
target.

Trust Administration reported an overall underspend of £18k in month. Pay continues to be
impacted by an unfunded End of Life post. Macmillan Partnership income will commence in
September and it is anticipated that this will, in part, resolve the ongoing issue, however a longer
term solution will need to be found.

Year to date £5k of unachieved CIP is being masked by various underspends elsewhere in the
directorate. My Life a Full Life shows current and projected overspends and overachievement on
pay and income, which balance out overall. Having factored in the impact of the organisational
changes, the yearend forecast has improved by a further £1k to £21k overall, mainly relating to
£11k maternity cover and EOL underfunded post .

The variance to date relates to:

i) commissioners contract variations on delayed investments and cost per case services that are
over or under plan, but is offset by a corresponding balance in income (£680k favourable)

ii) slippage on reserves for which funding had been committed (£943k favourable)

iii) impact of changed CCG SLA Contract activity phasing to date (£202k adverse)

The Trust is reporting a current year overspend against expenditure budget of £1.630m. Including additional costs relating to the Public Dividend Capital Charge the adjusted overspend expenditure variance is £1.643m.

The current year net operating costs include £9.968m of directorate income. Excluding this income source the total costs amount to £83.406m. In additioniqfhefa;gzting costs, capital charges & finance costs amount to £4.814m.
(0]
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Cost Improvement Programme

The in month position for CIP is an achievement of £0.357m against a target of £0.729m, an under achievement of £0.372m.
Cumulatively there is an achievement of £2.216m with a target of £4.096m. This is an adverse variance of £1.880m.

The current year forecast is an achievement of £5.416m against a target of £8.500m, a shortfall of £3.084m. Plans are being developed through the tumaround programme of work to ensure that this gapis

bridged.

CIP position - Year to date

4,500
Over / (Under)
#000, CIP Target Recurrent Non Recurrent | CIP achieved Target
3300 year to date |achieved year | achieved year | yearto date year to date
2,000 Directorate £'000 to date to date £'000 £'000
S Hospital and Ambulance 2,852 530 234 764 (2,087)
g i Rerrreni Community and Mental Health 586 142 392 534 (52)
“ 2,000 S— Finance and Performance 120 138 447 586 466
1,500 Nursing and Workforce 105 24 22 46 (B60)
Strategic and Commercial 340 142 53 195 {148)
L Trust Administration a3 35 56 o1 M
500 Grand Total 4,096 1,012 1,204 2,216 (1.880)
0
CIP Target CIP achieved
year to date year to date
T
CIP position - Year end forecast .
— Recurrent Non Recurrent | CIP achieved |[Over /(Under)
- CIP Target achieved achieved year end Target
] ) 2015/16 forecastyear | forecastyear forecast forecast
0 Directorate £'000 end end £'000 £'000
8,000 Hospital and Ambulance 5.917 1,996 268 2,265 {3,652)
g 5,000 Community and Mental Health 1.216 461 754 1.214 (1)
W 4,000 W Hetirent Finance and Performance 250 281 873 1.154 904
i WRecurrent Nursing and Workforce 219 103 52 155 {64)
Strategic and Commercial 706 387 53 440 {268)
Ao Trust Administration 192 131 56 187 (5)
hooe Grand Total 8.500 3,360 2,055 5,416 (3.084)

CIP Target
2015/16

CIP achieved
year end forecast
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The cash balance held at the end of September is c£3.3m which is c£1.5m less than was expected. The difference can be attributable to the increase in deficit over the planned figure (c£3.8m) offset by the less than planned capital expenditure (£4.2m)and the movement in working

capital (£1.9m).

Year to date Full Year

Plan Actual Variance Plan Forecast Actual Variance

£000s £000s £000s £000s £000s £000s
Cash Balance 4,829 3,283 (1,546) Cash Balance 1,890 1,890 0

Plan Year to date Variance Plan Full Year Variance

£000s £000s £000s £000s £000s £000s
Operating Surplus/(Deficit) (375) (4,184) (3,809) Operating Surplus/(Deficit) (1,001) (1,006) (5)
Depreciation and Amortisation 3,188 3,020 (168) Depreciation and Amortisation 6,531 6,389 (142)
Impairments and Reversals 0 0 0 Impairments and Reversals 0 0 0
Gains /(Losses) on foreign exchange 0 0 0 Gains /(Losses) on foreign exchange 0 0 0
Donated Assets - non-cash 0 0 0 Donated Assets - non-cash (70) (70) 0
Interest Paid (9) 0 9 Interest Paid (27) (24) 3
Dividend (Paid)/Refunded (1,813) (1,813) 0 Dividend (Paid)/Refunded (3,625) (3,625) 0
Movement in Inventories 0 218 218 Movement in Inventories (228) 802 1,030
Movement in Receivables 400 (504) (904) Movement in Receivables 1,000 894 (106)
Movement in Trade and Other Payables 3,740 2,941 (799) Movement in Trade and Other Payables 2,997 (255) (3,252)
Provisions Utilised (40) (112) (72) Provisions Utilised (330) (330) 0
Movement in Non Cash Provisions 0 (218) (218) Movement in Non Cash Provisions 0 0 0
Cashflow from Operating Activities 5,091 (652) (5,743) Cashflow from Operating Activities 5,247 2,775 T (2472)
Cashflow from Investing Activities 0 0 0 Cashflow from Investing Activities 0 0 0
Interest Received 12 0 (12) Interest Received 24 31 7
Capital Expenditure - PPE (8,430) (4,824) 3,606 Capital Expenditure (11,244) (9,308) 1,936
Capital Expenditure - Intangibles (610) (40) 570 Capital Expenditure - Intangibles (837) (308) 529
Cashflow from Investing Activities (9,028) (4,864) 4,164 Cashflow from Investing Activities (12,057) (9,585) 2,472
Cash Flows from Financing Activities (3,937) (5,516) 1,579 Cash Flows from Financing Activities (6,810) (6,810) 0
Capital Element of Finance Leases (33) 0 33 Capital Element of Finance Leases (99) (99) 0
Cashflow from Financing Activities (33) 0 33 Cashflow from Financing Activities (99) (99) 0
Netincrease/decrease in cash (3,970) (5,516) 1,612 Net increase/decrease in cash (6,909) (6,909) 0
Opening Cash Balance 8,799 8,799 0 Opening Cash Balance 8,799 8,799 0
Opening Balance Adjustment 0 0 0 Opening Balance Adjustment 0 0 0
Restated Cash and Cash Equivalents (and Bank Overdraft) at Beginning of the Period 8,799 8,799 0 Restated Cash and Cash Equivalents (and Bank Overdraft) at Beginning of the Period 8,799 8,799 0
Effect of Exchange Rate Changes in the Balance of Cash Held in Foreign Currencies 0 0 0 Effect of Exchange Rate Changes in the Balance of Cash Held in Foreign Currencies 0 0 0
Closing Cash Balance 4,829 3,283 (1,546) Closing Cash Balance 1,890 1,890 0

The cash balance of c£3.3m held at the end of September is c£1.5m less than planned. This is because of the increase in the reported deficit of
c£3.8m and the movement in other balance sheet items. These include both movement in receivables and payables and offset by the less than
planned cash spend on fixed assets. It was envisaged that the CIP Programme would have had a greater impact at this time to alleviate the cash
situation. However, these savings have yet to materialise and it is increasingly likely the Trust will need to apply to the DH via the TDA for
Interim Working Capital Support (see separate agenda item/paper). In the interim period, an increase in the SLA payment of c£1.5 per month for
September and October has been negotiated with the IW CCG. This will require repayment at the end of the financial year but should delay the
application to the DH for interim cash support until later in the year.

The forecast cash balance held at 31st March 2016 is reliant of the full achievement of the CIP Programme. The expectation is that
organisations will hold a minimum of balances equivalent to 2 days operating costs which, in the Trust's case would equate to cE1m.
The c£1.9m is therefore ahead of the requirement but will provide a small buffer for unmitigated risks in the financial position if
these were to materialise. It remains likely that should the financial position continue to deteriorate and CIPs do not deliver, alevel
of cash support will be required before the year-end. Forecast cash flow as shown in the graph below includes additional support
from the IWCCG of c£1.3m in September and October with repayment being made in March 2016. An Interim Working Capital Support
Facility of £4.6m was presented to and supported by the Trust Board. The graph indicates that these arrangements will have to be
reviewed sometime in the new financial year.
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The Trust Balance Sheet is produced on a monthly basis, and reflects changes in asset values, as well as movements in liabilities.
1st April 2015 Year to Date Full Year
Plan Actual Variance Notes Plan Forecast Variance  Notes

£k £k £k £k £k £k £k
Property, Plant and Equipment 107,504 109,711 106,735 (2,976) Property, Plant and Equipment 114,042 114,042 0
Intangible Assets 3,495 2,927 2,874 (53) Intangible Assets 2,451 2,451 0
Trade and Other Receivables 340 224 234 10 Trade and Other Receivables 150 150 0
Non Current Assets 111,339 112,862 109,843 " (3,019) Non Current Assets 116,643 116,643' 0
Inventories 2,303 1,728 2,084 356 Inventories 1,500 1,500 0
Trade and Other Receivables 7,604 6,948 8,231 1,283 Trade and Other Receivables 6,930 6,930 0
Cash and Cash Equivalents 8,799 4,829 3,283 (1,546) Cash and Cash Equivalents 1,890 1,890 0
Sub Total Current Assets 18,706 13,505 13,598 " 93 Sub Total Current Assets 10,320 10,320 ’ 0
Non-Current Assets Held For Sale 0 0 497 497 Non-Current Assets Held For Sale 0 0 0
Current Assets 18,706 13,505 14,095' 590 Current Assets 10,320 10,320' 0
Trade and Other Payables (18,694) (19,046) (19,176) (130) Trade and Other Payables (17,993) (18,176) (183)
Provisions (643) (334) (313) 21 Provisions (448) (265) 183
Liabilities arising from PFls / Finance Leases 0 (92) 0 92 Liabilities arising from PFls / Finance Leases 0 0 0
Current Liabilities (19,337) (19,472) (19,489) (17) Current Liabilities (18,441) (18,441)" 0
Liabilities arising from PFIs/Finance Leases 0 (933) 0 933 Liabilities arising from PFls/Finance Leases (933) (933) 0
Non-Current Liabilities 0 (933) 0 933 Non-Current Liabilities (933) (933) 0
TOTAL ASSETS EMPLOYED 110,708 105,962 104,449 (1,513) TOTAL ASSETS EMPLOYED 107,589 107,589 0
FINANCED BY: FINANCED BY:
Public Dividend Capital 6,762 6,762 6,762 0 Public Dividend Capital 6,762 6,762 0
Retained Earnings Reserve 69,520 64,991 63,763 (1,228) Retained Earnings Reserve 62,406 62,406 0
Revaluation Reserve 34,426 34,209 33,924 (285) Revaluation Reserve 38,421 38,421 0
Other Reserves 0 0 0 0 Other Reserves 0 0 0
TOTAL TAXPAYERS EQUITY 110,708 105,962 104,449 (1,513) TOTAL TAXPAYERS EQUITY 107,589 107,589 0

The reduced asset values of c£3.m are attributable to the less than planned year-to-date spend on capital items. The movement in
working capital, mainly inventories and receivables, are more than the planned level at month 6 and is mainly because the plan was
based on figures before the final outturn for 2014/15 were confirmed. Assets Held for Sale relates to the properties in Swanmore

Road, the sale of which have been delayed pending further agreement with the DH IN respect of the overage clause. The

adjustments in Taxpayers Equity relate to the movementin the planned deficit within the Retained Earnings Reserve together with
the transfer between reserves for items disposed of that have residual balances in the Revaluation Reserve that are no longer

required.

The overall balance sheet is currently forecast to be as planned at year end.
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The initial source of funds for 2015/16 is £8.18m. This includes expected property sales of £750k which were delayed from 2014/15. The forecast spend for this year includes £750k dependant on the sale of the properties and no orders

will be placed against this funding until the cash from the sales has been received by the Trust

Year to Date

Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k

Strategic Capital 2,288 2,032 256 Strategic Capital 4,233 3,627 606
Operational Capital 3,003 373 2,630 Operational Capital 3,947 4,553 (606)
Total 5,291 2,405 2,886 Total 8,180 8,180 0

Year End Forecast

Strategic Capital schemes includes the larger capital projects. The MAU Extension has now been
completed and the Endoscopy Relocation scheme is progressing well and expected to complete within
the approved timescale. The ICU/CCU project from 2014/15 remains on hold and in Assets Under
Construction in 2015/16, no further expenditure on this project has been agreed as yet. The Ward
Reconfiguration of Level C has also been put on hold for this financial year meaning an additional £103k
has been made available for reallocation. The phasing of the spend of the funding for the Carbon Energy
Fund project has been changed, the consequence of which is a further £504k unallocated funding
available in this financial year.

The current overspend against MAU is prior to the finalisation of the account. We are confident this
overspend will be reconciled by year end through VAT recovery and the reallocation of costs that relate
to Endoscopy but are currently sat against MAU. The two projects are physically situated on top of each
other and so a division of costs is required for some elements.

Operational Capital - Projects from 2014/15 carried forward into 2015/16 are the Ambulance CAD Upgrade (Equipment RRP)
and the Sevenacres AntiClimb Roofing Installation (Estates Scheme), the latter of which is now complete.

The Upgrade to the MRI (Equipment RRP) was completed in mid September. The variance against plan on the MRI Upgrade
- Finance Lease is due to the delay on the completion of the project, will be resolved in October at which point the asset
will be added to the Trust's asset register at the full £1.057m.

Following slippage on the Level C Ward Reconfiguration and Carbon Energy Fund Projects, funding was also approved at
September's Capital Investment Group meeting to upgrade the Adastra server for Ambulance and Beacon (£37k Equipment
RRP), the bids for a Poccelerator interface for Pathology and Hand dryers for On Site Public toilets (£48k and £24k
respectively - Other) . Further bids have also been approved at the October meeting. These included the Refurbishment
of Sevenacres Showers (£134k Estates Schemes), the Computer Aided Job Evaluation System for HR (£5k Other), Switch
and Cabinets Upgrade (£70k IM&T RRP) and an increase of £11k to the Frontline Ambulance Business Case (Equipment
RRP). These bids have been included in the full year forecast figures below.

Strategic Capital Year to Date Full Year Risk
Plan Actual Variance Plan Forecast Variance Rating
Source of Funds £k £k £k £k £k £k
Strategic Funds C/F 0 o]
External Funding [0} (0]
Capital Investment Loans [0} 0]
Operational Capital 0 0 0 4,233 4,233 0
Donated Capital 0] (o]
0 0 0 4,233 4,233 0

Application of Funds
Strategic Capital Schemes
MAU Extension 588 648 60 588 588 (0] G
Ward Reconfiguration Level C 0 o] [0} 103 0 103 R
Endoscopy Relocation 1,300 1,384 84 2,774 2,774 0 G
Carbon Energy Fund 400 (0] 400 769 265 504
ICuU/ccu 0] 0] (o) 0 (0] (o) G

2,288 2,032 256 4,233 3,627 606

Operational Capital Year to Date Full Year Risk

Plan Actual Variance Plan Forecast Variance Rating
Source of Funds £k £k £k £k £k £k
Depreciation 3,021 3,021 0 6,134 6,134 0
Property Sales 0] (6] 0] 750 750 ]
Donated Funds (o] (o] (o] 70 70 (o]
Other 0 (o] 0 1,226 1,226 (o}
Transfer to Strategic Capital (2,288)  (2,288) 0 (4,233)  (4,233) 0

733 733 0 3,947 3,947 o]
Application of Funds
Operational Schemes
Estates Schemes 282 82 200 534 657 (123) G
IM&T RRP 500 (o] 500 500 538 (38) G
MRI Upgrade - Finance Lease 1,057 0 1,057 1,057 1,057 0 G
Equipment RRP 782 170 612 882 1,074 (192) G
Estates Staff Capitalisation 90 79 11 180 180 (o] G
Contingency/Unallocated 250 o] 250 555 447 109 G
Donated Assets 0] (o] (o] 70 70 (o] G
PARIS Implementation 42 42 (0) 169 169 0 G
Other (Non RRP, Equipment) (o] o] 0 362 (362) G

3,003 373 2,630 3,947 4,553 (606)

NB - Please note the Year to Date and Full Year Plan figures are as per FIMS Return and not Capital Plan
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With effect from the September report, the GRR has been realigned to match the Risk Assessment Framework

GOVERNANCE RISK RATINGS Isle of Wight NHS Trust I m he S¢
as required by 'Monitor'.

See Notes' for further detail of each of the below indicators Historic Data Current Data

Thresh- Weight- Q3 Q4 Q1 Q2 Notes
old ing 2014/15 | 2014/15 2015/16
el

Indicator Sub Sections

1 [Maximum time of 18 weeks from point of referral to treatment in aggregate — admitted
2 [Maximum time of 18 weeks from point of referral to treatment in aggregate — non-admitted
3 IMaximum time of 18 weeks from point of referral to treatment in aggregate — patients on an incomplete pathway I 92% I 1.0
4 |A&E: maximum waiting time of four hours from arrival to admission/ transfer/ discharge 95% 1.0
Urgent GP referral for suspected cancer 85%
5 | All cancers: 62-day wait for first treatment from: 1.0
NHS Cancer Screening Service referral 90%
surgery 94%
6 |All cancers: 31-day wait for second or subsequent treatment, comprising: anti-cancer drug 98% 1.0 Yes Yes Yes Yes Yes Yes Yes
radiotherapy| 94%
7 IAII cancers: 31-day wait from diagnosis to first treatment I 96% I 1.0 | | Yes | Yes Yes | Yes | Yes || Yes | | Yes | | |
® [ Al urgent referrals (cancer suspected)] 93% |
» 8 |Cancer: two week wait from referral to date first seen, comprising: I For symptomatic breast patients (cancer| 93% I 1.0
] not initially ) °
é:J | Receiving follow-up contact within sevenl 95% |
9 |Care Programme Approach (CPA) patients, comprising: davs of discharae| ° 1.0
| Having formal review within 12 months| 95% |
10 |Admissions to inpatients services had access to Crisis Resolution/Home Treatment teams | 95% | 1.0 |
1 IMee(ing commitment to serve new psychosis cases by early intervention teams I 95% I 1.0 |
Red 1 calls 75% 1.0
12 |Category A call — emergency response within 8 minutes, comprising:
Red 2 calls 75% 1.0
13 |Category A call — ambulance vehicle arrives within 19 minutes 95% 1.0
Early intervention in Psychosis (EIP): People experiencing a first episode of
14 |psychosis treated with a NICE approved care package within two weeks of 50% 1.0
referral
People with common mental health
conditions referred to the IAPT programme 75% 1.0
will be treated within 6 weeks of referral
15 |Improving access to psychological therapies (IAPT)
People with common mental health
conditions referred to the IAPT programme 95% 1.0
will be treated within 18 weeks of referral
. o . o . Is the Trust below the de minimus 12 Yes Yes Yes Yes
16 |Clostridium difficile — meeting the C. difficile objective 1.0
Is the Trust below the YTD ceiling 1
17 |Minimising mental health delayed transfers of care | <7.5% | 1.0 | - - - | |
8
= 18 |Mental health data completeness: identifiers I 97% I 1.0 | | Yes || Yes " Yes | Yes | | Yes || Yes | | Yes | | |
Q {
S "
5 19 |Mental health data completeness: outcomes for patients on CPA 50% 1.0 Yes Yes Yes Yes Yes Yes
o]
20 |Certification against compliance with requirements regarding access to health care for people with a learning disability I N/A I 1.0 | | Yes | Yes Yes | Yes | | Yes || Yes | | Yes | | |
Referral to treatment ir [ 50%
21 |Data completeness: community services, comprising: Referral information 50% 1.0 Yes Yes Yes Yes Yes Yes Yes
Treatment activity ir 50%

R
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Terms and abbreviations used in this performance report

Quality & Performance and General terms

Ambulance category A
BAF
CAHMS
CDSs
CDI
cQcC
CQUIN
DNA
DIPC
EMH
FNOF

Gl
GOVCOM
HCAI
HoNOS
HRG4
HV

IP

JAC
KLOE
KPI

LOS

MRI
MRSA
NG

OP
OPARU
PAAU
PAS
PALS
PATEXP
PATSAF
PEO
PPIs
PIDS
Provisional

Immediately life threatening calls requiring ambulance attendance
Board Assurance Framework

Child & Adolescent Mental Health Services

Commissioning Data Sets

Clostridium Difficile Infection (Policy - part 13 of Infection Control booklet)

Care Quality Commission

Commissioning for Quality & Innovation

Did Not Attend

Director of Infection Prevention and Control

Earl Mountbatten Hospice

Fractured Neck of Femur

Gastro-Intestinal

Governance Compliance

Health Care Acquired Infection (used with regard to MRSA etc)
Health of the Nation Outcome Scales

Healthcare Resource Grouping used in SUS

Health Visitor

In Patient (An admitted patient, overnight or daycase)

The specialist computerised prescription system used on the wards
Key Line of Enquiry

Key Performance Indicator

Length of stay

Magnetic Resonance Imaging

Methicillin-resistant Staphylococcus Aureus (bacterium)
Nasogastric (tube from nose into stomach usually for feeding)
Out Patient (A patient attending for a scheduled appointment)
Out Patient Appointments & Records Unit

Pre-Assessment Unit

Patient Administration System - the main computer recording system used

QCE
RCA
RTT
SuUS
TIA

TDA
VTE
YTD

Quallity Clinical Excellence

Route Cause Analysis

Referral to Treatment Time

Secondary Uses Service

Transient Ischaemic Attack (also known as 'mini-stroke')

Trust Development Authority

Venous Thrombo-Embolism

Year To Date - the cumulative total for the financial year so far

Workforce and Finance terms

CIP
CoSRR
CYE
EBITDA
ESR
FTE
HR

I&E
NCA
RRP
PDC
PPE
R&D
SIP
SLA

Cost Improvement Programme
Continuity of Service Risk Rating
Current Year Effect

Earnings Before Interest, Taxes, Depreciation, Amortisation
Electronic Staff Roster

Full Time Equivalent

Human Resources (department)
Income and Expenditure

Non Contact Activity

Rolling Replacement Programme
Public Dividend Capital

Property, Plant & Equipment
Research & Development

Staff in Post

Service Level Agreement

Patient Advice & Liaison Service now renamed but still dealing with complaints/concerns

Patient Experience

Patient Safety

Patient Experience Officer - updated name for PALS officer
Proton Pump Inhibitors (Pharmacy term)

Performance Information Decision Support (team)

Raw data not yet validated to remove permitted exclusions (such as patient choice to delay)
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Enc J Isle of Wight NHS

MNHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4th November 2015
Title Emergency Preparedness Annual Report & Core Standards 2015
Sponsoring Alan Sheward — Executive Director of Nursing
Executive Director
Author(s) Keith Morey — Civil Contingencies Manager
Purpose To report to the Board the Emergency Planning activity of the Trust and to
gain Board approval for the annual core standards self-assessment.

Action required by Receive Approve X
the Board:
Previously considered by (state date):
Trust Executive Committee ‘ 02 November 2015 | ‘

Please add any other committees below as needed

Staff, stakeholder, patient and public engagement:

Executive Summary:

Self-assessment, along with discussion with the Clinical Commissioning Group (CCG), has shown the
compliance of the Isle of Wight NHS against the core standards is 80 (79%) green of the 102
standards with the remaining 22 standards at Amber. An additional assessment on Marauding
Terrorism & Firearms (MTFA) capability shows 6 (35%) green standard with the remaining 11
standards at red. These are due to the unique situation of the Trust in relation to this area of
emergency planning.

Recommendation to the Board:

The Board is recommended to:

1. Receive this annual report;
2. Approve the enclosed self-assessment; and
3. Reinforce the priority for attendance at the required training

Attached Appendices & Background papers

Enc J1 - Appendix 1 — Core Standards for Emergency Preparedness, Resilience and Response

For following sections — please indicate as appropriate:

Trust Goal (see key) 3 Resilience
Critical Success Factors (see key) CSF 2,CSF 5

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

Date: 23" October 2015 Completed by: Keith Morey — Civil Contingencies Manager
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Isle of Wight NHS Trust
Emergency Preparedness
Resilience & Response (EPRR)
Annual Report to The Trust Board
2014-15

11

1.2

2.1

2.2

2.3

24

2.5

3.1

BACKGROUND

In line with the NHS Commissioning Board Core Standard requirements, the following is
a summary report of Emergency Preparedness Resilience and Response (EPRR)
activity within the Trust.

This report covers the time period of 1% April 2014 to 31* July 2015.
MULTI-AGENCY WORKING

Following the ethos and guidance laid down within the Civil Contingencies Act 2004, the
Trusts Emergency Planning Team work closely with partner agencies to ensure a co-
ordinated approach to emergency preparedness across health and the wider Island.
Our unigue position of leading so many heath care systems means when ever policy
supporting emergency preparedness is produced, it touches as part of our services. This
requires a higher than normal level of support within our integrated organisation.

This is achieved through a number of groups and forums, primarily;

2.2.1 Local Health Resilience Partnership (LHRP)
2.2.2 Hampshire & Isle of Wight Local Resilience Forum (LRF)
2.2.3 Island Resilience Forum (IRF).

The LRF membership is through the Local Health Resilience Partnership (LHRP), with
membership of both the executive group and the working group, with both of these
groups chaired by NHS England South.

The IRF has a Co-ord Group which covers all aspects of emergency preparedness, and
we are also members of the IRF Voluntary Sector Group, engaging regularly with
members of that sector.

We also ensure the Trust discharges its duty under the Licencing Act, reviewing all
licence requests, and participating in Safety Advisory Group meetings throughout the
year.

RESOURCES

In April 2014, the Emergency Planning Manager was seconded to the My Life a Full Life
(MLFL) programme. To maintain the multi-agency theme from the My Life programme
and the Resilience Forum work, this post was backfilled by a member of the Local
Authority Public Health team. Carol Foley spent a year focusing on updating the trust’s
Business Continuity Plans as detailed below.
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BUSINESS CONTINUITY (BC)

During the secondment period, Trust departmental BC plans were updated to meet the
new ISO standards. This was achieved by assisting departments to transfer old plans
into newly devised templates, with additional details being added where required.

This process was also shared with some partner agencies such as Earl Mountbatten
Hospice and some local nursing homes to help ensure a resilient community.

The BC planning and review process is now built into the Trust’s annual risk assessment
programme, ensuring BC is embedded within the Trust's processes. Template
documents are available, and an e-learning package was devised and is waiting to be
placed on the Trust intranet site to assist departments to develop future plans.

Of the 138 areas that have been identified as requiring a Business Continuity Plan 71%
have plans that have been updated and validated. Following completion of the Trusts
organisational change, those areas without a plan will be supported to complete a plan.

During her time seconded to the trust, Carol also took time out from her BC work to
compile the debrief report on a Norovirus outbreak. This report led to significant change
in how this was managed in 2015 and to date there have been no outbreaks of
Norovirus.

INCIDENTS

Over the 16 months of this report, the Trust has categorised and dealt with 7 Significant
Incidents and 1 Major Incident.

These can be categorised as —

5.2.1 2 Significant Fires (House)

5.2.2 1 Offshore rescue

5.2.3 1 Remote location rescue

5.2.4 1 Ferry Incident

5.2.5 1 Prison fire with potential for large numbers of casualties (Major)
5.2.6 2 Industrial action dates

The majority of these incidents were dealt with by the Integrated Care Hub, and were
logged and recorded by the Ambulance Service Dispatcher. Liaison with Bed
Management, Emergency Department and Estates were carried out as required. Further
governance assessment was required on only one section of the Trust calling the Major
Incident.

The control logs for these incidents are reviewed for any learning points, and where
required, incident debriefs and action plans are produced. The logs are held by the
Emergency Preparedness Team for review.

The larger incidents are reviewed by multi agency debriefs, and our reports are fed into

these as required. The Cowes Harbour boat fire and Undercliff Landslip have both had
reports sent for multi agency debriefs this year.
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EVENTS

The Trust has planned and provided event management cover as part of a multi-agency
team at;

6.1.1 Round the Island Yacht Race (Event management)

6.1.2 Isle of Wight Festival (Event management, integrated NHS & private provision )
6.1.3 Cowes Week Fireworks (Event management)

6.1.4 Bestival (Event management, integrated NHS and private provision)

6.1.5 Royal visit (Event management)

A number of other events were given advice and guidance on required medical cover via
our participation in the Safety Advisory Group, run under the Local Authority Licensing
Department.

The Trust is currently reviewing its contractual arrangements during the Bestival and
Festival.

EXERCISES
The Trust has patrticipated in the following exercises;

7.1.1 Railway incident involving the Emergency Department (Live)

7.1.2 Cowes Week (Table top)

7.1.3 Royal Yacht Squadron Royal Visit (Table top)

7.1.4 Viral Haemorrhagic Fever (Table top, Regional Workshop, National Ambulance
Workshop, Live Test)

7.1.5 Festival (Tabletop)

7.1.6 Bestival (Tabletop)

7.1.7 Direct Denial of Service (Table top)

7.1.8 Health Protection Outbreak (Table top)

7.1.9 Gridlock (Workshop & Table top)

Debrief lessons from the multi agency exercises have been shared and implemented
where appropriate.

TRAINING

The Joint Emergency Services Interoperability Programme (JESIP) was rolled out by the
Home Office and delivered locally. This program covered all Tactical and Operational
commanders from the Police, Fire and Ambulance services, and was delivered by a
multi-agency team to a multi-agency audience. Six sessions were delivered on the
Island, and the learning from this programme is being incorporated into training for the
wider Trust audience.

Delivery to front line responders of the Initial Operational Response (IOR) to a chemical
incident has commenced.

All new call handling staff within the Integrated Care Hub have received an Emergency
Planning Major Incident session during their initial training.
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9. ADDITIONAL ASSISTANCE

9.1 During this time period, emergency planning have been called upon to assist with
planning for the Easter bank holiday weekend, have assisted with mask fit testing and
planning for industrial action.

10. CORE STANDARDS AND ASSURANCE

10.1 Many of the above work streams have required assurance returns to both NHS England
South and the National Ambulance Resilient Unit (NARU), with some areas requiring
assurance to both.

10.2 The annual NHS Commissioning Board Core Standards assessment is under way, and
the self-assessment is attached to this report for board approval (Appendix 1).

10.3 The highlights to note are:

10.3.1 EPRR standards 82% green, 18% amber

10.3.2 Pandemic Flu 75% green, 25% amber

10.3.3 Chemical, Biological Radiological and Nuclear (CBRN/HAZMAT) 93% green, 7%
amber

10.3.4 Marauding Terrorism and Firearms (MTFA) (firearms response) 39% green, 61%
red.

10.4 The high number of red ratings is due to this standard being written for an ambulance
service with an MTFA response as part of their HART capability. The low Ambulance
Service is not funded to have a Hazardous Area Response Team (HART) capability, so
are unable to meet a number of these standards. Discussions on this have been had
with the low CCG and NHS England South. This has resulted in NHS England South
seeking further clarification from national colleagues with regard to expected standards
within funded capability.

11. FUTURE WORK PLANS

11.1 Following a review of governance within the Trust it has been agreed Emergency
Preparedness will remain in the remit of the Executive Director of Nursing, whilst local
system resilience sits with the Chief Operating Officer (COO).

11.2 Review terms of reference for the Emergency Preparedness and Business Continuity
Working Group

11.3 Develop and education and training programme for on-call arrangements following
organisational change.

11.4 Greater links with Local Authority around Emergency Planning.

11.5 As well as maintaining the above standards and meeting schedule, delivery of training
for strategic and tactical leaders is a high priority for the coming year.

11.6  This will require time commitment from both the delivery staff and the executive and
senior managers in attending the training provided. This is a challenge with the
pressures placed on all staff within the Trust, and Board support for this task is
welcomed.
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RECOMMENDATIONS
The Board is recommended to:
1. Receive this annual report;

2. Approve the enclosed self-assessment; and
3. Reinforce the priority for attendance at the required training

Alan Sheward
Executive Director of Nursing
October 2015

Prepared by: Keith Morey, Civil Contingencies Manager.
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REPORT TO THE TRUST BOARD
4™ November 2015

Title Board Self-certification and Licence Conditions
Sponsoring Executive Director Mark Price, FT Programme Director / Company Secretary
Author(s) Lucie Johnson, Head of Corporate Governance
Purpose To Approve
Action required by the Board: Receive ‘ ‘ Approve X
Previously considered by (state date):
Sub-Committee Dates Key Issues, Concerns and

Discussed Recommendations from Sub Committee
Quality and Clinical 28.10.15 Agreed

Performance Committee

Consultation with Staff, stakeholder, patient and public engagement:
Not applicable

Executive Summary & Analysis:

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.

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 September 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 did not consider this matter as their
October meeting was converted to a workshop.

The Quality & Clinical Performance Committee considered and agreed the self certification return and
have not recommended any amendments

The following Board Statements remain at risk, 1, 2, 5, 6, 7, 8, 10, 14, from a total of 14 statements.

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 £
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Recommendation to the Board:

The Board is recommended to approve the attached Board Self Certification.

Attached Appendices & Background papers

1. Board Report
2. Board Statements Table
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 | TDA requirement, although also relates to CQC/IG
consultation requirements

Date: 27" October 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 September 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 Quality & Clinical Performance
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 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 3" 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 31% May 2015 and
following consideration has now been moved forward to 30" September 2015, giving a more
realistic date for achievement. This position is reflected within the draft return document
(Appendix 1a).

Statement 13 was declared compliant during an Executive review meeting held on the
17.9.15 as a full Board is now in place

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;
(i)  Approve the submission of the TDA self-certification return;
(i) Identify if any Board action is required

Lucie Johnson
Head of Corporate Governance

6. Appendices

la — 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
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BB - TDA Accountability Framework - Board Statements

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

Appendix - 1(a)

Timescale for
Compliance

Executive Lead

. . . L . The CQC Chief Inspector of Hospitals report
The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the TDA's ) . ) P P ) P
. . N . . . . . S identified gaps in assurance. An action plan has
Oversight (supported by Care Quality Commission information, its own information on serious incidents, patterns of ) ) )
1 . . . S . . X At risk been developed and work to clarify gaps in 30-Sep-15 Alan Sheward
complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, effective p p )
arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its patients. ass;rance and test systems and processes is
underway.
The CQC Chief Inspector of Hospitals report
. - . - . . . . L identified i . An acti lan h
The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality Commission’s ) laentified gaps In assurance. An ?c on p_an @
2 . - . At risk been developed and work to clarify gaps in 30-Sep-15 Alan Sheward
registration requirements. )
assurance and test systems and processes is
underway.
3 The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on Y Mark Pueh
behalf of the trust have met the relevant registration and revalidation requirements. s arkrug
For FINANCE, that: .71 7 |
The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting standards )
4 . . . Yes Chris Palmer
in force from time to time.
For GOVERNANCE, that: 1 |
5 |The board will ensure that the trust remains at all times compliant with has regard to the NHS Constitution. At risk Furthgr a'ssurance needed and challenge by 31-Oct-15 Mark Price
commissioners
The CQC Chief Inspector of Hospitals report
) . - . . . . . identified i . An acti lan h
6 All current key risks have been identified (raised either internally or by external audit and assessment bodies) and At risk :O en 'd'e faps(;n asdsurankc: In ?fc on p'an as 30-Sep-15 Mark Pri
addressed — or there are appropriate action plans in place to address the issues — in a timely manner s een developed and work to clarfly gaps In ->ep- ark Frice
assurance and test systems and processes Is
underway.
The Finance, Investment, Information &
Workforce Committee considered the self-
. . . . . . . . certification return and requested Board
7 'I_'he‘board has considered all likely future rls_k_s apd has rewevyed appropriate evidence regarding the level of severity, At risk Statement 7 be amended to “at risk” as it was 30-Sep-15 Mark Price
likelihood of occurrence and the plans for mitigation of these risks. identified that the Board have not fully
considered all potential future risks associated
with national drivers and resultant changes in
healthcare delivery.
The necessary planning, performance management and corporate and clinical risk management processes and ) ) )
L . . . ) . K . . . Performance against plan this year and the risk .
8 |mitigation plans are in place to deliver the annual operating plan, including that all audit committee recommendations At risk derlvi ions for 2015/16 30-Sep-15 Katie Gray
accepted by the board are implemented satisfactorily. to underlying assumptions for 2015/
An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance
9 [framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury Yes Mark Price
(www.hm-treasury.gov.uk).
The Trust's Governance Risk Rating (Monitor
The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the access and outcome measures) score declined
10 |application of thresholds) as set out in the relevant GRR [Governance Risk Rating]; and a commitment to comply with all At risk significantly across quarters 1 & 2 2014/15. 30-Sep-15 Shaun Stacey
commissioned targets going forward. Indicator recovery plans are being
implemented.

QCPC

QCPC

FliwC

FllwC

FlIWC
QCPC

FllIwC
QCPC

FlIwC
QCPC

FllwC
QCPC

FllwC

FlIwC
QCPC



BB - TDA Accountability Framework - Board Statements Appendix - 1(a)

For each statement, the Board is asked to confirm the following:

The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance )
1 Iroolkit Yes Mark Price  [FIIWC

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests,
12 [ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or Yes Mark Price  |ACRC
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
13 |to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks, and Yes Karen Baker |FIIWC
ensuring management capacity and capability.

The CQC Chief Inspector of Hospitals report

. L . - . . identified i . An acti lan h
The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the ldentitied gaps In assurance. An action pian has Karen Baker

. . . . . . At risk been developed and work to clarify gaps in 31-Oct-15 FllwC
annual operating plan; and the management structure in place is adequate to deliver the annual operating plan. .
assurance and test systems and processes is

underway.

14




BB - TDA Accountability Framework - Licence Conditions Appendix - 1(b)

Compliance Timescale for

A tabl
(Ves / No) ccountable

Licence condition Compliance Comment where non-compliant or at risk of non-compliance

compliance

Condition G4 — Fit and proper persons as Governors and Directors (also

; - ; . ) Mark Price RemCom
applicable to those performing equivalent or similar functions)

This indicator could be but at risk if the CQC action plan is not implemented as

2 |Condition G7 — Registration with the Care Quality Commission Alan Sheward |QCPC

required by the CQC.
3 |Condition G8 — Patient eligibility and selection criteria Alan Sheward |QCPC
4 |Condition P1 — Recording of information Chris Palmer  |FIIWC
5 |Condition P2 — Provision of information Chris Palmer  |FIIWC
6 |Condition P3 — Assurance report on submissions to Monitor Chris Palmer  |FIIWC
7 |Condition P4 — Compliance with the National Tariff Chris Palmer  |FIIWC
ition P5 — i ing local tariff
3 Condition P5 — Constructive engagement concerning local tari Chris Palmer | FiIwe

modifications

9 | Condition C1 — The right of patients to make choices Alan Sheward |QCPC

10 | Condition C2 — Competition oversight Karen Baker FllwC

Alan Sheward

CPC
Mark Pugh Q

11 |Condition IC1 — Provision of integrated care
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REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ November 2015
Title BAF (Principal Risk Register)
Sponsoring Mark Price Company Secretary and Foundation Trust Programme Director
Executive Director
Author(s) Lucie Johnson Head of Corporate Governance
Purpose This paper summarises the currently identified Principal Risks relating to the

Trusts achievement of its Strategic Goals.

The purpose of this document is to support the Board in ensuring it is able to
focus on the top risks being faced by the Trust at this time.

Action required by Receive X Approve
the Board:
Previously considered by (state date and outcome):

Key Issues, Concerns and Recommendations from Sub
Committee

Sub-Committee Dates Discussed

Audit and Corporate Risk Committee

Charitable Funds Committee

Finance, Investment, Information &
Workforce Committee

Mental Health Act Scrutiny Committee

Quality & Clinical Performance
Committee

Remuneration & Nominations
Committee

Foundation Trust Programme Board

Turnaround Board

Please add any other committees below as needed

Board Seminar 7™ October 15
Staff, stakeholder, patient and public engagement:

Executive Summary:

The attached document represents the Trust Principal Risk Register (BAF), on which there are
identified 6 Principal Risks:-

Finance

Workforce

Strategy and Planning

Culture

Quality & Harm

Local Health and Social Care economy resilience

ogakrwnE

It is worthy of note that a number of the items on the Board agenda for the 4™ November meeting
align well with these Principal Risks ensuring that it is possible to scrutinise these risks in more detail.

However, the Trust Board should consider how it could further embed this alignment to ensure that
Principal Risks are reviewed in sufficient detail at each Board meeting. This is part of the
implementation of the findings of the External Governance Review.

It is also worthy of note that the Audit and Corporate Risk Committee intend to commence deep dive
reviews in relation to the Principal Risks and have scheduled the risk owners to attend the Committee
on a rolling program.
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However, it is prudent to note that this register is a dynamic register and as such is unlikely to remain
the same as risks including their scores and mitigations change to reflect changes in the social,
economic, political and technological environment. In order to ensure that these changes are
responded to, the Principal Risk Register will be reviewed on a monthly basis through the Executive
team monthly governance review.

Recommendation to the Trust Board:

The Board is recommended to note the 6 risks identified on the attached Principal Risk Register
including controls, assurance mechanisms and actions and determine any further work required to
satisfy the Board that the risks are being mitigated effectively by the risk owners, or indeed if other
Principal risks exist.

Attached Appendices & Background papers
Principal Risk Register (BAF) report.

For following sections — please indicate as appropriate:

Goals The attached document outlines the Principal risks to the
Trust achieving its strategic priorities.

Priorities The attached document is the Trusts current Principal risk
register

Ql All

Date: 23" October 2015 Completed by: Lucie Johnson Head of Corporate Governance
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Strategic Goal Risk area

Skilled and Capable Human
Staff Resources
Cost Effective Financial
Sustainable Services resources
Quality Care for Strategy &

Everyone, Every Time Planning

Risk Description

There is a risk that 16 (Likely 16
the Trust is unable to x Major)
attract and retain

sufficient staff of the

right quality and

skillset to meet

demand

There is a risk that 16 (Likely
the Trust is unable to x Major)
manage within the

revenue and capital

financial resources it

receives and

therefore may

become financially
unsustainable.

(working towards the

4.6 million deficit

plan)

There is a risk that
our current Trust
strategy does not
enable staff to create
effective service
plans.

16 (Likely
X Major)

16 1) Weekly Clinical Directorate

16 1) Plan in place to accelerate

Isle of Wight NHS Trust BAF (Principle Risk)

Assurance
mechanism in place
(how do we know

Controls in place (what is
currently in place to prevent
the risk for occurring or reduce
its impact if it does)

Senior HR leads have specific Chris 1) Annual audit of
responsibilities within the HR Palmer  recruitment to ACRC
team which enables them to (from 2) Monthly report to
focus on key deliverables 15th FlIWC.

(Medical Staffing HR (Doctors) Septembe

link with Medical Director, r)
Development of HR information

& Employment relations and

Policy development lead &
Resourcing lead.

Chris
Palmer

1) Monthly TDA,
FIIWC, TEC and Board
reporting.

2)Financial reports at
Performance reviews

Performance meetings in place
(COO led). 2) Capital
Investment Group in place to
manage delivery of Capital
Resource Limit.

3) Scrutiny programme in
place for all recruitment. 4)
Turnaround Board in place to
close CIP gap.
5)Monthly Finance Deep Dive
meetings in place 6)
CIP Scrutiny & Challenge
meetings in place

Katie
Gray

Key milestones to
plan development
reviewed fortnightly
by the Executive team

devleopment of the Trust
Strategic Plan

Interim Director of HR produced
a proposal paper with regards to
the future portfolio holder for
HR. This was reviewed and it
has been decided that HR should
be added to the DoF portfolio.
This was actioned from the 15th
September.

A Board report re income and
expenditure, capital, cash,
activity delivery, contract
status, investments and risks to
achievement will be presented
at the November Board meeting
to update Board members in
relation to this risk

Trust Board sesisons held on the
11th August, 8th September and
14th October to define and
refine the strategy statement
and identify prioritised projects.
Further session on the 10th
November.

Actions required Deadline

1st December
2015 for all

1) Produce a
refreshed Workforce

Strategy in actions
conjunction with identified.
MLAFL Vanguard. 2)
Introduce People
Dashboard for whole
organisations
including Human
resource related KPIs.
3)

Introduce HR
Management Group
(Exec led)
1) Ensure closure of 1) 1st
the remaining CIP gap December
of £2.8m (Month 5) 2) 31st

2) Ensure January 2016
allocation of the 3) 31st March
capital resources 2016 4)

subject to property 30th November
sales 3) Ensure

delivery of activity to

underpin the income

assumptions in the

budget 4) Apply

for IRWCF (Cash) to

mitigate shortfall

30th November
2015

1) Produce Trust
Strategic Plan
including explicit links
with My Life a Full Life



Excellent Patient Care Quality
/Harm

A Positive Experience Culture
for Patients, Service
Users and Staff

Working with others  Local
to keep improving our
services

Economy

Resilience

Health and
Social Care

There is a risk that
the Trust cannot
maintain adequate
patient safety,
patient experience
and clinical
effectiveness.

There is a risk that
the cutlure of our
organisation does not
reflect our core
values.

There is a risk to the
Trusts ability to

deliver safe effective
and financially viable
care due to a lack of
resilience in the local
health economy

16 (Likely
X Major)

16 (Likely
X Major)

20

(Certain x

Major)

16

20

place 2) SEE confirm
and challenge committee
underpinned by operational
groups in place 3) SEE Team
in place. 4) QIP delivery
group, QIF steering group.

1) 5 staff survey collaborative
groups had been set up in
February 2015 to commence
work on addressing cultural
issues, these 5 groups have now
been merged into a new Staff
Experience Group, which has a
robust Terms of Reference in
place.

1) System resilience Strategic
Group

2) System resilience
Operational Group. 3)
New Models of Care - Vanguard
being delivered through the My
Life a Full Life Programme.

16 NED led Assurance Committee in Alan

Sheward

Katie
Gray

Karen
Baker

1) Quality Reporting
to SEE, QCPC, Board
and CCG 2)
quarterly governance
meeting with CQC

3) QGAF self
assessment

1) Suite of KPI's in
place, with progress
being reported to
Katie Gray on a
monthly basis, and
through FIIWC

1) Minutes from SSRG
to TEC

2) HWBB, MLAFL
Board recieved,
decision to be taken
wiht regards to where
these minutes should
be submitted.

A Quality report, supported by a
QIP update report will be
presented to the Board on the
4th November to update Board
members more fully in relation
to this risk. The QGAF score is
currently 5.5.

1) Staff survey group presented
achievements to date to TEC in
September as part of a propoal
to form a Staff Experience
Group.

Formation of the Staff
Experience Group and Terms of
Reference agreed at TEC.

1) Refreshed and revised Terms
of Reference in place for both
the System Resilience Strategic
Group and the System Resilience
Operational Group.

2) Work on-going with
the Local Government to
describe and finalise governance
arrangements across the breadth
of services on the Island

1) Revise Clinical
Governance
arrangements 2)
Mobilise new
organisational
structure 3)
Complete actions
identified through

QGAF self assessment.

4) Role out of
QIF through staff
briefings.

1) Collaborative Group

to formulating a
bespoke delivery plan

1) Internal review of
processes.
2) Closer and more
regular work with
Commissioners and
system lead and
system review of
priorities including
funding.

3) Action plan to be
developed
4) Whole Island
System Review being
undertaken as part of
My Life a Full Life

3)

Refresh of admissions
and discharge team.
6) System discussion
facilitated by the LGA
to define governance
structures for the
MLAFL and HWBB.

1) 1st January

2016 2)
1st November
3) as per

action pan as

this is a rolling
review process
4) Imminently

1st September
2015

1) End of
October.

2) Commenced
3) End of
October

4) March 2017
5) December
2015

6) 29th October



Enc M Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ November 2015
Title Update to the Trusts Scheme of Reservation and Delegation
Sponsoring Mark Price, Company Secretary and Foundation Trust Programme Director
Executive Director
Author(s) Lucie Johnson, Head of Corporate Governance
Purpose To approve the amendment to Scheme of Reservation and Delegation
Action required by Receive Approve X
the Board:

Previously considered by (state date and outcome):

Key Issues, Concerns and Recommendations from Sub
Committee

Sub-Committee Dates Discussed

Audit and Corporate Risk Committee 10™ November 2015 Following Board approval ACRC will progress

Charitable Funds Committee

Finance, Investment, Information &
Workforce Committee

Mental Health Act Scrutiny Committee

Quality & Clinical Performance
Committee

Remuneration & Nominations
Committee

Foundation Trust Programme Board

Turnaround Board

Please add any other committees below as needed

Staff, stakeholder, patient and public engagement:
Not applicable

Executive Summary:

On 13 August 2010, the Secretary of State for Communities and Local Government announced the
Government’s intention to close the Audit Commission and create new arrangements for auditing
England’s local public bodies. This helped to deliver the Coalition Agreement pledge to reduce the
cost and number of public bodies. The Local Audit and Accountability Act 2014 (the 2014 Act)
introduced new arrangements for regulating auditors of local bodies in England (principally local
authorities and health bodies other than Foundation Trusts), that will apply following the abolition of
the Audit Commission.

The Local Audit and Accountability Bill is the final step in a programme of reforms to local audit that
will deliver estimated savings to the taxpayer of £1.2 billion over a ten year period and help local
people hold their Councils and other local public bodies to account for local spending decisions.

Up until the new Bill was introduced the Audit Commission appointed auditors to a range of local
public bodies in England. The Bill sets out a new framework which requires local bodies to appoint
their own auditors. Local public bodies will have to appoint their own auditor at least once every five
years. They will need to consult and take into account the advice of an independent auditor panel.
They will be required to publish information about the appointment of an auditor within 28 days of
making the appointment. These regulations will come into force w.e.f. 1% April 2017, and will apply to
all financial years from 2017/18 onwards. The process to appoint External Auditors will therefore need
to commence sometime next year.

REPORT TO THE TRUST BOARD (Part 1 — Public)v8 Page 1



As these are new regulations, there is nothing in the current Scheme of Reservation and Delegation
which covers this. It is recommended that the responsibility for overseeing the process for the
appointment of External Auditors is delegated by the Trust Board to the ACRC.

Thus the Scheme of Reservation and Delegation will need to be amended to include that the ACRC
has responsibility ‘to oversee the appointment of the Trust’s External Auditors’.

The Board is asked to approve this change.

Recommendation to the Trust Board:

Approve the amendment to the Scheme of Reservation and Delegation

Attached Appendices & Background papers

None

For following sections — please indicate as appropriate:

Goals All
Priorities All
Ql

Date: 21% October 2015 Completed by: Lucie Johnson Head of Corporate Governance
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Enc O Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ November 2015
Title Board & Board Seminar Dates January 2016 — March 2017
Sponsoring Mark Price, Company Secretary and Foundation Trust Programme Director
Executive Director
Author(s) Lynn Cave, Board Governance Officer
Purpose To approve the dates for the Board Meetings and Board Seminars for the
period January 2016 to March 2017
Action required by Receive Approve X
the Board:

Previously considered by (state date and outcome):

Key Issues, Concerns and Recommendations from Sub
Committee

Sub-Committee Dates Discussed

Audit and Corporate Risk Committee

Charitable Funds Committee

Finance, Investment, Information &
Workforce Committee

Mental Health Act Scrutiny Committee

Quality & Clinical Performance
Committee

Remuneration & Nominations
Committee

Foundation Trust Programme Board

Turnaround Board

Please add any other committees below as needed

Staff, stakeholder, patient and public engagement:
Not applicable

Executive Summary:

Following discussion with Board members the attached dates are suggested for the period January
2016 to March 2017.

It is also suggested that the Board Seminar be moved from 2" Tuesday of each month to 3" Tuesday
of each month to allow 2 weeks between Board meetings and Seminars.

Recommendation to the Trust Board:
Approve the proposed dates for January 2016 to March 2017

Attached Appendices & Background papers

None

For following sections — please indicate as appropriate:
Goals All
Priorities All
Ql

Date: 28" October 2015 Completed by: Lynn Cave, Board Governance Officer
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Isle of Wight NHS|

NHS Trust

Isle of Wight NHS Trust Board & Seminar Meetings
January 2016— March 2017

This document outlines the dates of the Isle of Wight NHS Trust Board and Seminar Sessions for
the period January 2016 to March 2017.

Trust Board

Meetings will be held on the first Wednesday of the month unless specified.

2016

No Meeting in January 16 No Meeting in August 16
Wednesday 3rd February 16 Wednesday 7 September 16
Wednesday 2 March 16 Wednesday 5 October 16
Wednesday 30 March 16 *1 Wednesday 2 November 16
Wednesday 6 April 16 Wednesday 7 December 16
Wednesday 4 May 16 *2

Wednesday 1 June 16 *3 2017

Wednesday 8" June No Meeting in January 17
Wednesday 6 July 16 Wednesday 1 February 17

Wednesday 1 March 17
*1 Extra meeting required to approve 2016/17 Budget

*2 Board Development Day to include a Short Public Board if required
*3 Formal signing off of annual report and accounts

Trust Board Seminar

Seminars are currently held on the second Tuesday of the month. It is planned that the
Seminars move from 2™ Tuesday to 3" Tuesday from January 2016.

3" Tuesday of month

2016

Tuesday 19 January 16 Tuesday 18 October 16
Tuesday 16 February 16 Tuesday 15 November 16
Tuesday 15 March 16 Tuesday 20 December 16
Tuesday 19 April 16 2017

Tuesday 17 May 16 Tuesday 17 January 17
Tuesday 21 June 16 Tuesday 21 February 17
Tuesday 19 July 16 Tuesday 21 March 17

Tuesday 16 August 16
Tuesday 20 September 16

Mark Price
Company Secretary
28" October 2015

As at 29-Oct-15 Page 1
Trust Board & Sub Committee Meetings January 2016 — March 2017



Enc P Isle of Wight NHS

NHS Trust
REPORT TO THE TRUST BOARD (Part 1 - Public)
ON 4™ November 2015
Title Question to the Board by Member of the Public
Sponsoring Alan Sheward, Executive Director of Nursing
Executive Director
Author(s) Mark Price, Company Secretary and Foundation Trust Programme Director
Purpose To respond to a question by a member of the public
Action required by Receive X Approve
the Board:

Previously considered by (state date and outcome):

Key Issues, Concerns and Recommendations from Sub
Committee

Sub-Committee Dates Discussed

Audit and Corporate Risk Committee

Charitable Funds Committee

Finance, Investment, Information &
Workforce Committee

Mental Health Act Scrutiny Committee

Quality & Clinical Performance
Committee

Remuneration & Nominations
Committee

Foundation Trust Programme Board

Turnaround Board

Please add any other committees below as needed

Staff, stakeholder, patient and public engagement:
Not applicable

Executive Summary:

A letter from a member of the public was received by the Trust Board office and attached is a
redacted copy of the letter.

Recommendation to the Trust Board:

The Board is recommended to receive the response by the Executive Director of Nursing to this
guestion.

Attached Appendices & Background papers
None

For following sections — please indicate as appropriate:

Goals All
Priorities All
Ql

Date: 28" October 2015 Completed by: Lynn Cave, Board Governance Officer
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13 October 2015
Questions for the Isle of Wight NHS Trust Board, for 4™ November 2015 Board Meeting
Dear Madam Chairman

The Health & Care Professions Council (HCPC) Conduct and Competency Committee Hearing
that took place on the Isle of Wight in late September 2015 heard evidence from a number of Isle
of Wight Ambulance Service (IOWAS) staff members.

This evidence, as documented in the Committee Finding, reveals that at the time that the incidents
took place, there was an institutional culture of denial within the IOWAS.

Several IOWAS staff members were aware of the misconduct and inappropriate behaviour of their
colleague, and yet did not draw their concerns to the attention of IOWAS Management, despite
policies in place that encourage them to do so.

The HCPC Committee concluded that the general perception within the IOWAS at the time was
that this particular colleague “could be expected” to conduct himself inappropriately with young
female patients. Some IOWAS staff members took steps to avoid working with him due to his
behaviour and conduct. One staff member felt unnerved by his conduct towards her teenage
daughter with whom he had social contact outside work.

However, despite the extent and degree of staff knowledge and concerns, the misconduct only
came to light through a routine audit of procedures that was carried out no less than 15 months
after the first incident took place.

Investigations were subsequently conducted by IOWAS, Police and the HCPC, culminating in the
Order by the HCPC to strike the Paramedic from the Register, due to a serious breach of trust,
over a sustained period of time, that was largely sexually motivated.

It is quite possible that, had concerns about their colleague been reported by staff members at the
time, then patients would have been safeguarded from the behaviour much sooner. The majority
of these staff members are in still in post within the IOWAS. It is of little comfort that the Executive
Director of Nursing for the Isle of Wight NHS Trust has carried out a review of the notes of all the
patients involved and has found no evidence that patients were harmed. The memory and impact
of these incidents will remain with the patients, and their families, throughout their lives.

I wish to ask what steps the Board has taken, or intends to take, to address the culture of
denial within the Ambulance Service that was exposed as part of the HCPC Committee
Hearing, in order to ensure that similar incidents are addressed far more quickly in the
future?

How will the Board, and the public, be assured that the steps that are be taken, or have
been taken, have been effective at bringing about change?

With many thanks for the Board's attention to this matter
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1. Executive summary

Medical revalidation was formally launched by the GMC on 3 December 2012.
It is the process by which all doctors with a licence to practise in the UK need
to satisfy the General Medical Council (GMC), at regular intervals that they are
fit to practise and should retain that licence. Doctors need to meet the
standards set by the GMC, taking into account guidance for their specialty, to
maintain their licence to practice.

On the 1% April 2014 the Isle of Wight NHS Trust was the designated body for
131 doctors for Revalidation purposes. This number fluctuated throughout the
year through natural turnover. At the 31® March 2015, the Trust was the
designated body for 149 doctors.

During 2014/15 63 doctors were revalidated; two doctors were deferred by
the GMC for revalidation at a later date. Two doctors had left the Trust before
there revalidation date. One doctor was deferred by the Trust.

Licensed doctors have to revalidate, usually every five years, by having regular
appraisals with their employer that are based on our core guidance for
doctors, Patients can help their doctors improve their practice by providing
them with regular feedback about the care they have received.

2.  Purpose of the Paper

The purpose of this report is to provide assurance to the Trust Board that local
systems and processes concerning medical appraisals and revalidation are in
accordance with The Medical Profession (Responsible Officers) Regulations,
2010 as amended in 2013 and ‘The General Medical Council (License to
Practice and Revalidation) Regulations Order of Council 2012.

The purpose of medical appraisal is to:

e enable doctors to discuss their practice and performance with their
appraiser in order to demonstrate that they continue to meet the principles
and values set out in Good Medical Practice and thus to inform the
responsible officer’s revalidation recommendation to the GMC.

e Enable doctors to enhance the quality of their professional work by
planning their professional development.
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e Enable doctors to consider their own needs in planning their professional
development. and may also be used:

e Enable doctors to ensure that they are working productively and in line with
the priorities and requirements of the organisation they practise in.

Revalidation is an integral part of the annual appraisal process. Through their
appraisal a doctor must collect a portfolio of evidence to show they meet the
necessary General Medical Council (GMC) standards set out in the GMC’s
“Good Medical Practice Guide” (April 2014). These standards are based on
trust between a medical practitioner and their patients. The standards are
illustrated in the table below

Table 1 GMC Standards of Good Medical Practice

e Make the care of your patient your first concern.

Knowledge, skillsand | ¢ Provide a good standard of practice and care.

performance 0 Keep your professional knowledge and skills up to date.

O Recognise and work within the limits of your competence.

e Take prompt action if you think that patient safety, dignity or
Safety and Quality comfort is being compromised.
e Protect and promote the health of patients and the public.

e Treat patients as individuals and respect their dignity.
0 Treat patients politely and considerately.
O Respect patients’ right to confidentiality.
e Work in partnership with patients.
0 Listen to, and respond to, their concerns and preferences.

Communication, 0 Give patients the information they want or need in a way
partnership and team they can understand.
working O Respect patients’ right to reach decisions with you about

their treatment and care.

O Support patients in caring for themselves to improve and
maintain their health.

0 Work with colleagues in the ways that best serve
patients’ interests.

e Be honest and open and act with integrity.

e Never discriminate unfairly against patients or colleagues.

e Never abuse your patients’ trust in you or the public’s trust in
the profession.

Maintaining Trust

Each doctor relates to a Responsible Officer (RO); locally that is the Executive
Medical Director. The RO assess their portfolio of evidence and reports back to
the GMC on the doctor’s fitness to practise. Doctors revalidation runs over a

Page 4 of 25






5 year cycle — a doctor will need to revalidate only once in the cycle. The
revalidation date is set by the GMC.

3. Background

Medical Revalidation sought to strengthen the way that doctors are regulated,
with the aim of improving the quality of care provided to patients, improving
patient safety and increasing public trust and confidence in the medical
system.

As a Provider of NHS services, the Isle of Wight NHS Trust has a statutory duty
to support their Responsible Officers in discharging their duties under the
Responsible Officer Regulations®. These Regulations also expect that the Trust
Board will oversee compliance by:

e monitoring the frequency and quality of medical appraisals in their
organisations;

e checking there are effective systems in place for monitoring the conduct
and performance of their doctors;

e confirming that feedback from patients is sought periodically so that their
views can inform the appraisal and revalidation process for their doctors;
and

e Ensuring that appropriate pre-employment background checks (including
pre-engagement for Locums) are carried out to ensure that medical
practitioners have qualifications and experience appropriate to the work
performed.

The purpose of this report is to provide the Trust Board with the assurance
they need to fulfil their duties set out in the Regulations.

! The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General
Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’
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4. Governance Arrangements

N\
Executive Medical Director -
Responsbile Officer
J
N\
Lead Appraiser
J
N\
Appraisers
J

The Executive Medical Director/Responsible Officer (EMD) has overall
responsibility for ensuring the Trust complies with the legislative requirements
of Medical Revalidation. The Trust’s “Doctors Appraisal Policy — Supporting the
Revalidation of Doctors” is the overarching local document that describes how
the Trust and EMD will discharge its responsibilities. The EMD is supported
by:

e Lead Appraiser who provides support and guidance to appraisers,
individual doctors and Human Resources, to ensure that appraisals are
undertaken effectively.

e Human Resources (HR) administers the appraisal process; from liaising
with doctors and appraisers to training doctors to use the Trust’s appraisal
systems.

HR also ensures the Trust’s intranet site (Corporate Zone/Human
Resources/Medical HR) is kept up to date with information and locally
developed resources for doctors and appraisers.

A Senior HR Manager is also responsible for Revalidation and Appraisal
policy development.

Concerns about a doctor’s level of engagement in the appraisal process are
raised in the first instance with the Lead Appraiser. In extreme situations
the Lead Appraiser would escalate the matter to the Responsible Officer.

Page 6 of 25






Completed appraisals are recorded in the Electronic Staff Record (ESR) and
reported to the Trust Board within the Clinical Directorate Appraisal
Performance Report. Recording appraisals in ESR enables that employee
history to be transferred if a doctor leaves the Trust to work for another
NHS organisation.

HR also administers the web-based Appraisal and 360 ° feedback systems.

Human Resources also provide assurance reports to the Trust Board on a
monthly basis through the TDA Self-Certificate Reports. Reporting also
forms part of the HR Key Performance Indicators monitored by the
Workforce, Information and Investment Committee.

HR also ensures the list of prescribed connections is maintained.

e Appraisers. Each appraiser undertakes approximately 8 to 10 appraisals
per year.

5. Medical Appraisal

5.1 Appraisal and Revalidation Performance Data

Detailed activity levels of appraisal outputs in individual departments:

e  Number of doctors 131

e  Number of completed appraisals 129

e  Number of doctors involved in remediation and disciplinary processes 5

Details of exceptions i.e. missed appraisals and reasons, incomplete appraisals
etc can be found in Appendix A.

5.2 Appraisers

The Trust has 19 doctors (consultants and Associate Specialist) who undertake
appraisals.
During the past 12 months the following Appraiser development activities have
been undertaken:
e Appraiser Meetings where practical implications and challenges of
appraisals are discussed and shared.
e Representative attended conference in July

The Lead Appraiser, Responsible Officer and Senior HR Lead have attended a
range of NHS England Network meetings.

Page 7 of 25






5.3 Quality Assurance

The quality of medical appraisals is undertaken by the Responsible Officer, so
they can be assured before making their GMC recommendation. During 2014-
15, 1 doctor’s revalidation recommendation was deferred; this neutral act
allowed the doctor more time to meet the required standard.

The quality assurance includes:

e  Review of appraisal folders to provide assurance that the appraisal inputs:
the pre-appraisal declarations and supporting information provided is
available and appropriate -by whom and sign offs

e Review of appraisal folders to provide assurance that the appraisal
outputs: PDP, summary and sign offs are complete and to an appropriate
standard -by whom and sign offs

e Review of appraisal outputs to provide assurance that any key items
identified pre-appraisal as needing discussion during the appraisal are
included in the appraisal outputs -by whom and sign offs

e Review of appraisal folders to provide assurance process that feedback
from patients is sought periodically so that their views can inform the
appraisal and revalidation process for their doctors.

Appendix B gives further quality assurance and audit of appraisal inputs and
outputs.

5.4 Access, security and confidentiality

The Trust uses two web-based systems provided by Allocate Software; E-
Appraisal and E-360.

E-appraisal access /user accounts to each system are requested directly to the
system suppler by Human Resources once the doctor has been confirmed in
post. The users GMC number is the key unique identifier.

There are 5 levels of access/user functionality:
e Responsible Officer — assigned to Executive Medical Director and allows
the RO to view appraisal evidence and outcomes.
e Assistant RO — assigned to Lead Appraiser and Senior HR Lead and has
the same level of access as the RO. The RO has to approve this delegate
level of access.
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e Systems Administrator — assigned to HR Support Officer and Senior HR
Lead. This functionality manages the users by: confirming user details,
allocating appraiser to appraise; managing e-360 exercises; reporting.

e Appraiser — assigned to all appraiser. This functionality allows the
appraiser to view appraisal preparation and to sign off completed
appraisal.

e User —the access assigned to all doctors.

E-360 allows the doctors to seek feedback from colleague only, colleague and
patients or patients only. This is referred to as multi-source feedback (MSF).

Colleague feedback is undertaken on-line.

The majority of doctors use the GMC recommended Patient Questionnaire to
obtain feedback from their patients. Our Anaesthetists have adapted the
Royal College of Anaesthetists Questionnaire which is tailored to the
anaesthetic specialty. Both forms are available from E-360. Patient feedback is
sought by the doctor generating paper questionnaires; these are randomly
distributed by clinic or ward support staff and returned to HR for inputting into
e-360. No patient identifiable information is required as each questionnaire
has a unique code which can only be used once. Once the MSF exercise has
been closed, all patient questionnaires are destroyed as confidential waste.

The doctor is responsible for selecting the colleagues they wish to give them
feedback. The system administrator is oversees this exercise and ensures that
the doctor has sought feedback from all members of the multi-disciplinary
team, in line with GMC Guidance® including other medical colleagues, nurses,
allied health professional, admin roles, secretaries and managerial colleagues.
The doctor is responsible for setting the duration the MSF exercise.

Once the MSF exercise has closed, the doctor’s appraiser releases the report to
the doctor ahead of their appraisal discussion.

It is each individual doctor’s responsibility to ensure that any Patient
Identifiable data is removed from their appraisal portfolios.

2 GMC Supporting Information for appraisal and revalidation http://www.gmc-
uk.org/RT  Supporting information for appraisal and revalidation  DC5485.pdf 5502

4594.pdf
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5.5 Clinical Governance

The Trust makes available individual performance data to each doctor.

Clinical Directorate Quality Teams provide a summary of complaints and
Serious Incidents Requiring Investigation (SIRI). The Quality Team also manage
a database of all audit programmes.

The Trust’s Governance and Risk Management functions publish “Lessons
Learnt” quarterly so the learning can be shared across the organisation — see
link http://intranet/index.asp?record=2065

Performance Information Department can also provide a summary of clinical
outcomes including mortality rates.

6 Revalidation Recommendations

Number of recommendations between April 2014 and March 2015

Recommendations completed on time 63

Recommendations completed not on time 0

Positive recommendations 59

Deferrals requests 3 (2 by the GMC, 1 by the
Trust)

Non engagement notifications 0

Further details can be found in Appendix C.

7 Recruitment and engagement background checks

Pre-employment background checks (including pre-engagement for Locums)
are carried out by the Trust’s Human Resources to ensure that medical
practitioners have qualifications and experience appropriate to the work
performed.

Since April 2014 additional assurance is being sought about a doctor’s medical
practice from previous Responsible Officer using the Medical Practice
Information Transfer form (MPiT).

Further details can be found in Appendix E
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8 Monitoring Performance

The responsibility for managing the performance of doctors sits with the
Executive Medical Director who in turn has delegated management of doctors
to directorate Clinical Directors and Lead Clinicians. In the case of Doctors in
training, their performance is managed by the Educational and Clinical
Supervisors and Associate Director for Medical Education.

9 Responding to Concerns and Remediation

The Trust’s recently updated Conduct and Capability Policy provides the
mechanism for managing and monitoring the conduct and performance of
doctors.

Case managers and case investigators, as well as the practitioners, are
supported by Human Resource HR Officers and Senior HR Managers.

A detailed summary of the concerns about a doctor’s practice can be found in
Appendix D of this report.

10 Risk and Issues

10.1 Risks
e The Trust’s Executive Medical Director is currently the only person who
makes revalidation recommendations to the GMC.

This risk is managed by Senior HR Manager giving an early warning of
pending revalidation recommendations.

The risk will be reduced with the appointment of a Deputy Medical Director
in the autumn of 2015.

e No identified funding stream to support appraiser development or to
support improvements in the revalidation process.

e Loss of 3 appraisers for the 2015/16 appraisal year. Four consultants have

volunteered to take on this role and are scheduled to be trained in
September 2015.
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10.2

Issues

e The historic reluctance of doctors to book their appraisal; they are reliant
on HR to book their appraisal and/or select their appraiser.

From July 2015, any appraisal not booked will be allocated an appraiser by
Medical HR.

e During 2014/15 a key member of HR revalidation support team has been on
maternity leave. Every effort has been made to maintain the support to the
RO and appraisers during this challenging time.

11

Review of 2014/15 Reflections and Improvement Plan

The following areas were identified for development and improvement Plan.
The table below shows the progress made to implementation.

Individual appraisers

Progress

Next Steps

1

To establish an annual record of the
appraiser’s reflection on appropriate
continuing professional development

To establish an annual record of the
appraiser’s participation in appraisal
calibration events such as reflection on
ASG  (Appraisal Support  Group)
meetings

360 feedback from doctors for each
individual appraiser

360 system
functionality makes
this an automatic
prompt.

Raise awareness
amongst all doctors

Appraisal portfolio

4 Establish a systematic approach to | An audit of appraisal
quality control of appraisal inputs and | outcomes
outputs. undertaken by Lead
Appraiser
5 Some doctors choose to use the MAG | All doctors | None required
form, rather than the Trust’s preferred | instructed to use the
web-based system. This can make | web-based system.

reporting problematic.

100% compliant

For the organisation

Ensure Appraiser Meetings are better
structured so that appraisers can
schedule them into their SPA time.

Partial achievement

Schedule meetings
future in advance.
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7 Audit and publish results showing the
timelines of process of appraisal by
department
8 Test the use of technology to gain | This proved | Do not pursue
timelier user feedback by using | problematic and
Volunteers. raised concerns
about
confidentiality.
12 Reflection and Improvement Plan for 2015/16
Individual appraisers Target Next Steps
1 Increase the number of trained appraisers | Training scheduled for
October 2015
2 To establish an annual record of the HR to establish log of
appraiser’s participation in appraisal 100% appraisal events
calibration events such as reflection on attended.
ASG (Appraisal Support Group) meetings
To be shared at future
ASG meetings
3 360 feedback from doctors for each 50% Raise awareness

individual appraiser

amongst all doctors

Appraisal portfolio

4

Establish a systematic approach to quality
control of appraisal inputs and outputs.

An audit of appraisal
outcomes undertaken
by Lead Appraiser

For the organisation

5 Ensure Appraiser Meetings are better | Partial achievement Schedule meetings
structured so that appraisers can schedule future in advance.
them into their SPA time.

6 Audit and publish results showing the 100% of appraisal
timelines of process of appraisal by booked
department

100% of appraisals
signed off within 28
days

7 Active involvement in external review | Share feedback and
expected during 2015/16 appraisal year. put in place action

plan to address areas
of improvement

8 Ensure previous appraisal information is

captured for all newly appointed
Consultants, SAS doctors and Trust grade
doctors

100%
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13 Recommendations

The Board is asked to receive and note the Quality Assurance Framework for
Medical Revalidation 2014/15.
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Appendix A

Audit of all missed or incomplete appraisals audit

Doctor factors (total)

Maternity leave during the majority of the ‘appraisal due 1
window’
Sickness absence during the majority of the ‘appraisal due 0
window’
Prolonged leave during the majority of the ‘appraisal due 0
window’
Suspension during the majority of the ‘appraisal due window’ 0

New starter within 3 month of appraisal due date
Data not available

New starter more than 3 months from appraisal due date

Postponed due to incomplete portfolio/insufficient supporting 0
information
Appraisal outputs not signed off, either by doctor or appraiser 3.81%

within 28 days

Lack of time of doctor 0

Lack of engagement of doctor 0

Appraiser factors

Unplanned absence of appraiser 0

Lack of time of appraiser 0

Organisational factors

Administration or management factors 0
Failure of electronic information systems 0
Insufficient numbers of trained appraisers 0
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Quality assurance audit of appraisal inputs and outputs

Appendix B

Total number of appraisals completed 131
Number of Number of the
appraisal sampled
portfolios appraisal
sampled (to portfolios
demonstrate deemed to be
adequate acceptable
sample size) against

standards

Appraisal inputs 59 59

Scope of work: Has a full scope of practice been 59 59

described?

Continuing Professional Development (CPD): Is CPD 59 59

compliant with GMC requirements?

Quality improvement activity: Is quality improvement 59 59

activity compliant with GMC requirements?

Patient feedback exercise: Has a patient feedback exercise | Yes

been completed?

Colleague feedback exercise: Has a colleague feedback Yes

exercise been completed?

Review of complaints: Have all complaints been included? | 59 59

Review of significant events/clinical incidents/SUls: Have 59 59

all significant events/clinical incidents/SUls been

included?

Is there sufficient supporting information from all the 59 59

doctor’s roles and places of work?

Is the portfolio sufficiently complete for the stage of the 59 59

revalidation cycle (year 1 to year 4)?
Explanatory note:
For example
e Has a patient and colleague feedback exercise been
completed by year 3?
e |s the portfolio complete after the appraisal which
precedes the revalidation recommendation (year 5)?

e Have all types of supporting information been
included?

Appraisal Outputs
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Appraisal Summary 59 59
Appraiser Statements 59 59
PDP 59 59
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Appendix C

Audit of revalidation recommendations

Revalidation recommendations between 1 April 2014 to 31 March 2015

Recommendations completed on time (within the GMC recommendation window) | Number 59

Late recommendations (completed, but after the GMC recommendation window Number 0

closed)
Missed recommendations (not completed) Number 0
TOTAL Number 59

Primary reason for all late/missed recommendations

For any late or missed recommendations only one primary reason must be identified

No responsible officer in post 0
New starter/new prescribed connection established within 2 weeks of 0
revalidation due date

New starter/new prescribed connection established more than 2 weeks 0
from revalidation due date

Unaware the doctor had a prescribed connection 0
Unaware of the doctor’s revalidation due date 0
Administrative error 0
Responsible officer error 0
Inadequate resources or support for the responsible officer role 0
TOTAL [sum of (late) + (missed)] 0
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Appendix D

Audit of concerns about a doctor’s practice

, . High Medium | Low
Concerns about a doctor’s practice Total
level level level

Number of doctors with concerns about their
practice in the last 12 months
Explanatory note: Enter the total number of 5
doctors with concerns in the last 12 months. Itis
recognised that there may be several types of
concern but please record the primary concern
Capability concerns (as the primary category) in 3
the last 12 months
Conduct concerns (as the primary category) in the 1
last 12 months
Health concerns (as the primary category) in the 1
last 12 months
Remediation/Reskilling/Retraining/Rehabilitation
Numbers of doctors with whom the designated body has a prescribed
connection as at 31 March 2015 who have undergone formal remediation
between 1 April 2014 and 31 March 2015
Formal remediation is a planned and managed programme of interventions or a s
single intervention e.g. coaching, retraining which is implemented as a
consequence of a concern about a doctor’s practice
A doctor should be included here if they were undergoing remediation at any
point during the year
Consultants (permanent employed staff including honorary contract holders, 4
NHS and other government /public body staff)
Staff grade, associate specialist, specialty doctor (permanent employed staff 1
including hospital practitioners, clinical assistants who do not have a prescribed
connection elsewhere, NHS and other government /public body staff)
Trainee: doctor on national postgraduate training scheme (for local education 0
and training boards only; doctors on national training programmes)
Doctors with practising privileges (this is usually for independent healthcare 0
providers, however practising privileges may also rarely be awarded by NHS
organisations. All doctors with practising privileges who have a prescribed
connection should be included in this section, irrespective of their grade)
Temporary or short-term contract holders (temporary employed staff including 0
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locums who are directly employed, trust doctors, locums for service, clinical

research fellows, trainees not on national training schemes, doctors with fixed-

term employment contracts, etc) All DBs

Other (including all responsible officers, and doctors registered with a locum 0

agency, members of faculties/professional bodies, some

management/leadership roles, research, civil service, other employed or

contracted doctors, doctors in wholly independent practice, etc) All DBs

TOTALS 5

Other Actions/Interventions

Local Actions:

Number of doctors who were suspended/excluded from practice between 1

April and 31 March: 1

Explanatory note: All suspensions which have been commenced or completed

between 1 April and 31 March should be included

Duration of suspension:

Explanatory note: All suspensions which have been commenced or completed

between 1 April and 31 March should be included
Less than 1 week 0
1 week to 1 month 0
1 -3 months 1
3 -6 months 0
6 - 12 months 1

Number of doctors who have had local restrictions placed on their practice in 3

the last 12 months? (YK, DA, EMA)

GMC Actions:

Number of doctors who:
Were referred to the GMC between 1 April and 31 March 2
Underwent or are currently undergoing GMC Fitness to Practice 2
procedures between 1 April and 31 March
Had conditions placed on their practice by the GMC or undertakings 2
agreed with the GMC between 1 April and 31 March
Had their registration/licence suspended by the GMC between 1 April 0
and 31 March
Were erased from the GMC register between 1 April and 31 March 0

National Clinical Assessment Service actions:

Number of doctors about whom NCAS has been contacted between 1 April and
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31 March:3

For advice 15

For investigation

For assessment

Number of NCAS investigations performed

o|lo| O o

Number of NCAS assessments performed

3 Data Source ER Log

< and
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-
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Appendix E

Audit of recruitment and engagement background checks

Number of new doctors (including all new prescribed connections) who have commenced in last 12 months (including where appropriate locum doctors)

Permanent employed doctors 15
Temporary employed doctors 27
Locums brought in to the designated body through a locum agency 0
Locums brought in to the designated body through ‘Staff Bank’ arrangements 0

Other

Explanatory note: This includes independent contractors, doctors with practising privileges, etc. For membership organisations this includes new members, for locum

agencies this includes doctors who have registered with the agency, etc

Private Healthcare organisation 0
Overseas 0
TOTAL 0
For how many of these doctors was the following information available within 1 month of the doctor’s starting date (humbers)
[} n o wn w wn Q }ﬂ
~ ] g L c S
S 2 |6 €| vt o |B o |62 51825 S S g2 o 3
< 4 =2 |23 8 29|88 w2 | §< 2 X |5 c o 5 |2 c
© o O T 85> ® w 0 €| ® 0l 5 9 © 9 T 8 © 5 S o |w o © B & ¢
< > c L Y I O @ |9 c Qi g 9 3 g S L1 2 0 =5 v B = 3 E Y
o p= = 0 O ¥5 5 @ O < |w O EI|E & & g5 o W | £ ¢ ©c © | = © © g s 2
- pras] O T |c 7] - Qo o B o % c 0 T = O T © ® © L Y o ¢
c O O lo=0 ~% |E@ojc o g E — c © = S © c t 9
[} = > o 2 s 9 A - o 8 5| 3 o o s B o °©
o @ = C g =z g @ o g - | O 3 < = o
- =% O o c © = O o 2‘
Permanent employed
15 15 1 0 0 15 15 15 3 0 0 15 1 0
doctors
Temporary employed
27 27 0 0 0 27 27 27 0 0 0 27 0 0 0
doctors
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Locums brought in to the
designated body through a 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
locum agency

Locums brought in to the

designated body through 5 5 0 0 0 5 5 5 1 0 0 5 0 0 0 0

‘Staff Bank’ arrangements

Other
(independent contractors, 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
practising privileges,
members, registrants, etc)
Total 47 47 1 1 1 47 47 47 4 0 0 47 3 3 1 0

For Providers — use of locum doctors:
Explanatory note: Number of locum sessions used (days) as a proportion of total medical establishment (days)
NB: this section may change as a result of the SCL Project

The total WTE headcount is included to show the proportion of the posts in each specialty that are covered by locum doctors

Consultant: SAS doctors:
o Total establishment in Trainees (all grades): Total Overall
Locum use by specialty: ] Overall number | Overall number
specialty (current approved of locum davs Overall number of number of locum
WTE headcount) of locum days 4 locum days used days used
used used
Psychiatry 22.60 55 10 0 65
Obstetrics/Gynaecology 13.00 0 89 48 137
Accident and Emergency 20.22 5 13 83 101
Anaesthetics 29.03 12 4 0 16
Pathology including Haematology 9.00 225 0 0
Care of the Elderly Included in 75 5 0 80
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Acute Medicine

Ophthalmology 9.25 0 20 0 20
Rehab Included in 30 0 0 30
Acute Medicine
General Medicine 43.40 50 336 135 521
MAU Included in 103 108 0 201
Acute Medicine
Trauma and Orthopaedics 20.00 0 50 0 50
Gastroenterology Included in 15 25 0 40
Acute Medicine
Rheumatology 2.00 10 0 0 10
Urology 5.00 5 30 30 65
Other —SOG rota NA 0 0 2 2
o s s Pre- . Concerns
Number of individual locum attachments Induction or .
. employment . . Exit reports reported to
by duration of attachment (each contract orientation
. . . . Total checks completed agency or
is a separate ‘attachment’ even if the completed .
. completed (number) responsible
same doctor fills more than one contract) (number) .
(number) officer (number)
2 days or less 12 Pre- Specialities | Exit interviews are 0
employment | encouraged
3 days to one week 148 not undertaken 0
checks are to undertake
1 week to 1 month 29 undertaken induction 0
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1-3 months 10
3-6 months 2
6-12 months 1
More than 12 months 0

Total

by the
Agency. The
Trust only
uses Agencies
who are on
the
Framework

with locum
doctors as set
out in the
Trust’s
Induction
Policy

o| O] ol o
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NHS|

NHS England Core Standards for Emergency preparedness, resilience and response Eng"and
v3.0

The attached EPRR Core Standards spreadsheet has 6 tabs:
EPRR Core Standards tab - with core standards nos 1 - 37 (green tab)

Pandemic Influenza :- with deep dive questions to support the pandemic influenza 'deep dive' for EPRR Assurance 2015-
16 (blue) tab)

HAZMAT/ CBRN core standards tab: with core standards nos 38- 51. Please note this is designed as a stand alone tab
(purple tab)

HAZMAT/ CBRN equipment checklist: designed to support acute and ambulance service providers in core standard 43
(lilac tab)

MTFA Core Standard: designed to gain assurance against the MTFA service specification for ambulance service providers
only (orange tab)

HART Core Standards: designed to gain assurance against the HART service specification for ambulance service providers
only (yellow tab).

This document is V3.0. The following changes have been made :

¢ Inclusion of Pandemic Influenza questions to support the pandemic influenza 'deep dive' for EPRR Assurance 2015-16
¢ Inclusion of the HART service specification for ambulance service providers and the reference to this in the EPRR Core
Standards

¢ Inclusion of the MTFA service specification for ambulance service providers and the reference to this in the EPRR Core
Standards

¢ Updated the requirements for primary care to more accurately reflect where they sitin the health economy

e update the requirement for acute service providers to have Chemical Exposure Assessment Kits (ChEAKs) (via PHE) to
reflect that not all acute service providers have been issued these by PHE and to clarify the expectations for acute service
providers in relation to supporting PHE in the collection of samples for assisting in the public health risk assessment and
response phase of an incident, should this be required.





EPRR Core Standards

Clarifying information

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

[ — )
o S 12| 5 g > 3| 8 .
3 S o k=l g L] 'S5 & 'g Amber = Not compliant but
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Governance
Organisations have a director level ¢ Ensuring accountable emergency officer's
accountable emergency officer who is commitment to the plans and giving a member of
1 |responsible for EPRR (including business Y Y Y Y Y Y Y Y Y |the executive management board and/or governing
continuity management) body overall responsibility for the Emergeny
Preparedness Resilience and Response, and
Organisations have an annual work Lessons identified from your organisation and Business Continuity Management agendas -
programme to mitigate against identified risks |other partner organisations. Director of Nursing designated Accountable
and incorporate the lessons identified relating |NHS organisations and providers of NHS Emergency Officer and member of LHRP
to EPRR (including details of training and funded care treat EPRR (including business Executive Group
exercises and past incidents) and improve continuity) as a systematic and continuous « Having a documented process for capturing and
response. process and have procedures and processes taking forward the lessons identified from exercises
in place for updating and maintaining plans to and emergencies, including who is responsible.
ensure that they reflect: Trust Incident Response Plan, Front section &
- the undertaking of risk assessments and Senior Manager On Call Action Card
: T it IR BRON BRON IO N2 IO IR I v |-pponing anemergency preparecnes
> ; e resilience and response (EPRR) professional(s)
emergencies and business continuity who can demonstrate an understanding of EPRR
incidents . . principles. Civil Contingencies Manager
) regtrugtunng and changes in the « Appointing a business continuity management
orgaslsatlong (BCM) professional(s) who can demonstrate an
- changesin key personnel . understanding of BCM principles. Civil
- changes in guidance and policy Contingencies Manager
¢ Being able to provide evidence of a documented
and agreed corporate policy or framework for
building resilience across the organisation so that
Organisations have an overarching Arrangements are put in place for emergency EPRR and Business continuity issues are
framework or policy which sets out preparedness, resilience and response which: mainstreamed in processes, strategies and action
expectations of emergency preparedness, * Have a change control process and version plans across the organisation. Trust Incident
resilience and response. control Response Plan Front Section
* Take account of changing business « That there is an approporiate budget and staff
objectives and processes ) resources in place to enable the organisation to
+ Take account of any changes in the meet the requirements of these core standards.
organisations functions and/ or organisational This budget and resource should be proportionate
and structural and staff chgnges . to the size and scope of the organisation. Current
« Take account of change in key suppliers budget 2 wte for emergency planning and
and contractual arangements ) business continuity work across the
3 « Take account of any updates to risk Y Y Y Y Y Y Y Y Y i ati
organisation.
assessment(s)
« Have a review schedule
« Use consistent unambiguous terminology,
« Identify who is responsible for making sure
the policies and arrangements are updated,
distributed and regularly tested;
« Key staff must know where to find policies
and plans on the intranet or shared drive.
* Have an expectation that a lessons
identified report should be produced following
exercises, emergencies and /or business
The accountable emergency officer will After every significant incident a report should
ensure that the Board and/or Governing Body [go to the Board/ Governing Body (or
will receive as appropriate reports, no less appropriate delegated governing group) .
frequently than annually, regarding EPRR, Must include information about the
including reports on exercises undertaken by |organisation's position in relation to the NHS
4  |the organisation, significant incidents, and England EPRR core standards self Y Y Y Y Y Y Y Y Y

that adequate resources are made available
to enable the organisation to meet the
requirements of these core standards.

assessment.






EPRR Core Standards

Clarifying information

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12

g 2 2
- & 2 = 5 months.
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Duty to assess risk
Assess the risk, no less frequently than|Risk assessments should take into account « Being able to provide documentary evidence of a
annually, of emergencies or business{community risk registers and at the very least regular process for monitoring, reviewing and
5 |continuity incidents occurring which affect or|include reasonable worst-case scenarios for: Y Y Y Y Y Y Y Y Y Y Y |updating and approving risk assessments Linked
may affect the ability of the organisation to| severe weather (including snow, heatwave, into Local resilience Forum Risk Assessment
deliver it's functions. prolonged periods of cold weather and Group through both Local Health Resilience
There is a process to ensure that the risk|flooding); Partnership & Local Resilience Forum. This is
assessment(s) is in line with the|* staff absence (including industrial action); also reviewed at an Island Resilience Forum
organisational, Local Health Resilience|* the working environment, buildings and level to ensure the local context is accounted
6 |Partnership,  other  relevant parties,|equipment (including denial of access); Y Y Y Y Y Y Y Y Y Y Y |for.
community (Local Resilience Forum/ Borough |« fuel shortages; « Version control Used in documents as standard
Resilience Forum), and national risk registers. |+ surges and escalation of activity; practice
* IT and communications; « Consulting widely with relevant internal and
There is a process to ensure that the risk|Other relevant parties could include COMAH external stakeholders during risk evaluation and
assessment(s) is informed by, and consulted|site partners, PHE etc. analysis stages Through LRF & IRF
7 : o Y Y Y Y Y Y Y Y Y Y Y . ] .
and shared with your organisation and « Assurances from suppliers which could include,
relevant partners. statements of commitment to BC, accreditation,
Duty to maintain plans — emergency plans and business continuity plans
Effective arrangements are in place to Incidents and emergencies (Incident Trust Incident Response Plan Front Section, Plan to be updated Emergency Sep-15
respond to the risks the organisation is Response Plan (IRP) (Major Incident Plan)) Major Incident Plan, Emergency Control Centre Planning
. . Y Y Y Y Y Y Y Y Y Y ) : A
exposed to, appropriate to the role, size and Plan, Ambulance Major Incident Plan.
scope of the organisation, and there is a
process to ensure the likely extent to which  |corporate and service level Business Business Continuity Response framework,
particular types of emergencies will place Continuity (aligned to current nationally Departmental BC Plans
- - Y Y Y Y Y Y Y Y Y Y Y
demands on your resources and capacity. recognised BC standards)
Have arrangements for (but not necessarily HAZMAT/ CBRN - see separate checklist on CBRN Plan
have a separate plan for) some or all of the  |tab overleaf Y Y Y Y Y Y
following (organisation dependent) (NB, this
list is not exhaustive): Severe Weather (heatwave, flooding, snow v v v v Y v v v v v v Adverse Weather Plan, Heatwave Plan, Cold
and cold weather) Weather Plan.
Pandemic Influenza (see pandemic influenza Respiratory Virus Policy
tab for deep dive 2015-16 questions) Y Y Y Y Y Y Y Y Y Y Y
Mass Countermeasures (eg mass v v v v v v v To be part of Pandemic review |[Emergency Dec-15
prophylaxis, or mass vaccination) Planning
Mass Casualties Part of the regional work plan  [Emergency Mar-16
Planning
8 Fuel Disruption Y Y Y Y Trust Fuel Plan, IRF Fuel Plan
Surge and Escalation Management (inc. links Escalation Plan
to appropriate clinical networks e.g. Burns, Y Y Y Y Y Y Y Y Y Y
Trauma and Critical Care)
Infectious Disease Outbreak Y Y Y Y Y Y Y Y Y Y
Evacuation Y Y Y Y Y Y Y Y Y Y Y
Lockdown v v v Trust Lockdown Plan A Improvement to lockdown with
capital building program
Utilities, IT and Telecommunications Failure Utility Business Continuity Plans, IT Disaster
Y Y Y Y Y Y Y Y Y Y Y |Recovery Plan, Business Continuity plans
Excess Deaths/ Mass Fatalities Y Y Y Y Y Y __|IRF Mass Fatalities Plan
having a Hazardous Area Response Team
(HART) (in line with the current national
service specification, including a vehicles
X Y N/A
and equipment replacement programme) -
see HART core standard tab
firearms incidents in line with National Joint Y MTFA Joint Operating Procedures

Operating Procedures; - see MTFA core
standard tab






EPRR Core Standards

Clarifying information

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

Amber = Not compliant but

evidence of progress and in
the EPRR work plan for the

next 12 months.

Action to be taken

Green = fully compliant with
core standard.

Lead

Timescale
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Ensure that plans are prepared in line with « Aim of the plan, including links with plans of « Being able to provide documentary evidence that
current guidance and good practice which other responders plans are regularly monitored, reviewed and
includes: « Information about the specific hazard or systematically updated, based on sound
contingency or site for which the plan has assumptions: Review dates on all plans
been prepared and realistic assumptions « Being able to provide evidence of an approval
« Trigger for activation of the plan, including process for EPRR plans and documents
alert and standby procedures Emergency planning Group , Risk Management
« Activation procedures Group, TEC, Board minutes
« Identification, roles and actions (including « Asking peers to review and comment on your
action cards) of incident response team plans via consultation Island Resilience Forum
« Identification, roles and actions (including « Using identified good practice examples to
9 action cards) of support staff including Y Y Y Y Y Y Y Y Y Y Y |develop emergency plans
communications « Adopting plans which are flexible, allowing for the
« Location of incident co-ordination centre unexpected and can be scaled up or down
(ICC) from which emergency or business « Version control and change process controls
continuity incident will be managed Present in plans
« Generic roles of all parts of the organisation « List of contributors
in relation to responding to emergencies or « References and list of sources
business continuity incidents « Explain how to support patients, staff and relatives
+ Complementary generic arrangements of before, during and after an incident (including
other responders (including counselling and mental health services).
acknowledgement of multi-agency working)
« Stand-down procedures, including debriefing
Arrangements include a procedure for Enable an identified person to determine ¢ Oncall Standards and expectations are set out
determining whether an emergency or whether an emergency has occurred Activation flowcharts in Ml & BC plans
business continuity incident has occurred. - Specify the procedure that person should «Include 24-hour arrangements for alerting
And if an emergency or business continuity  |adopt in making the decision managers and other key staff. Call out cascade,
10 |incident has occurred, whether this requires |- Specify who should be consulted before Y Y Y Y Y Y Y Y Y Y Y |Mlplan
changing the deployment of resources or making the decision
acquiring additional resources. - Specify who should be informed once the
decision has been made (including clinical
staff)
Arrangements include how to continue your |Decide: Business Continuity Response Framework &
organisation’s prioritised activities (critical - Which activities and functions are critical Departmental BC Plans
activities) in the event of an emergency or - What is an acceptable level of service in
business continuity incident insofar as is the event of different types of emergency for
practical. all your services
11 - Identifying in your risk assessments in Y Y Y Y Y Y Y Y Y Y Y
what way emergencies and business
continuity incidents threaten the performance
of your organisation’s functions, especially
critical activities
Arrangements explain how VIP and/or high This refers to both clinical (including HAZMAT Trust VIP Plan
profile patients will be managed. incidents) management and media /
12 communications management of VIPs and / Y Y Y Y Y
or high profile management
Preparedness is undertaken with the full » Specifiy who has been consulted on the relevant
engagement and co-operation of interested documents/ plans etc. In front of plans
13 parties and key stakeholdgrs (internal and v v v v v v v v v v v
external) who have a role in the plan and
securing agreement to its content
Arrangements include a debrief process so as|Explain the de-briefing process (hot, local and Debrief section in Incident Response Plan and
14 to identify learning and inform future multi-agency, cold)at the end of an incident. v v v v v v v v v v v action cards
arrangements
Command and Control (C2)
Arrangements demonstrate that there is a Organisation to have a 24/7 on call rota in Explain how the emergency on-call rota will be set
resilient single point of contact within the place with access to strategic and/or up and managed over the short and longer term.
organisation, capable of receiving notification |executive level personnel SMOC & EDOC rota in place
15 at all times of an emergency or business v v v v v v v v v

continuity incident; and with an ability to
respond or escalate this notification to
strategic and/or executive level, as

necessary.






EPRR Core Standards

Clarifying information

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

(including both on and off site implications)
- include the process of communication with
internal staff

- consider what should be published on
intranet/internet sites

- have regard for the warning and informing
arrangements of other Category 1 and 2
responders and other organisations.
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Those on-call must meet identified NHS England publised competencies are Training is delivered at the level for which the
competencies and key knowledge and skills [based upon National Occupation Standards . individual is expected to operate (ie operational/
for staff. bronze, tactical/ silver and strategic/gold). for
example strategic/gold level leadership is delivered
via the 'Strategic Leadership in a Crisis' course and
other similar courses. Gold & Silver level courses
16 Y Y Y Y Y Y Y Y Y run to national level and made available to trust
staff, i.e. JESIP, Strategic Leadership,
Ambulance Bronze Commander. NOS still not
incorporated nationally.
Documents identify where and how the This should be proportionate to the size and Arrangements detail operating procedures to help
emergency or business continuity incident will [scope of the organisation. manage the ICC (for example, set-up, contact lists
be managed from, ie the Incident Co- etc.), contact details for all key stakeholders and
ordination Centre (ICC), how the ICC will flexible IT and staff arrangements so that they can

17 |operate (including information management) Y Y Y Y Y Y Y Y Y Y Y |operate more than one control/coOordination centre
and the key roles required within it, including and manage any events required. Emergency
the role of the loggist . Control Centre Plan
Arrangements ensure that decisions are Emergency Control Centre Plan

18 recorded and mee_tlngs are r_mn_ute_d d_urlng an v v v v v v v v v v v
emergency or business continuity incident.

Arrangements detail the process for Emergency Control Centre Plan
completing, authorising and submitting
situation reports (SITREPs) and/or commonly

19 |recognised information pictures (CRIP) / Y Y Y Y Y Y Y Y Y Y Y
common operating picture (COP) during the
emergency or business continuity incident
response.

20 |Arrangements to have access to 24-hour Both acute and ambulance providers are Agreement made with SCAS, Emergency Oct-15
specialist adviser available for incidents expected to have in place arrangements for funding required planning
involving firearms or chemical, biological, accessing specialist advice in the event of
radiological, nuclear, explosive or hazardous |incidents chemical, biological, radiological, Y Y A
materials, and support strategic/gold and nuclear, explosive or hazardous materials
tactical/silver command in managing these
events.

21 |Arrangements to have access to 24-hour Both acute and ambulance providers are Agreement made with SCAS, Emergency Oct-15
radiation protection supervisor available in expected to have arrangements in place for v v A funding required Planning
line with local and national mutual aid accessing specialist advice in the event of a
arrangements; radiation incident

Duty to communicate with the public

22 |Arrangements demonstrate warning and Arrangements include a process to inform Trust Communications Plan, Emergency Control Centre
informing processes for emergencies and and advise the public by providing relevant Plan, Island Resilience Forum Communications Plan, H
business continuity incidents. timely information about the nature of the & loW LRF Communications Plan,

unfolding event and about: Comm:s staff available 24/7, no formal on call.
- Any immediate actions to be taken by

responders

- Actions the public can take

- How further information can be obtained

- The end of an emergency and the return to

normal arrangements

Communications arrangements/ protocols:

- have regard to managing the media Y Y Y Y Y Y Y Y Y Y
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Arrangements ensure the ability to « Have arrangements in place for resilient
23 commun!cat_e |ntern_a||y and e_xternally during v v v v v v v v v v v communlcgtlons_, as far as reasonz_ibly practicable,
communication equipment failures based on risk. Airwave, runners, intranet.
Information Sharing — mandatory requirements
Arrangements contain information sharing These must take into account and inclue DH * Where possible channelling formal information
protocols to ensure appropriate (2007) Data Protection and Sharing — requests through as small as possible a number of
communication with partners. Guidance for Emergency Planners and known routes.
Responders or any guidance which « Sharing information via the Local Resilience
supercedes this, the FOI Act 2000, the Data Forum(s) / Borough Resilience Forum(s) and other
Protection Act 1998 and the CCA 2004 ‘duty groups. Information sharing within IRF & LRF
24 to communicate with the public’, or Y Y Y Y Y Y Y Y Y Y Y |mediaplans
subsequent / additional legislation and/or « Collectively developing an information sharing
guidance. protocol with the Local Resilience Forum(s) /
Borough Resilience Forum(s).
« Social networking tools may be of use here. Trust
use of Social Media within Communications
Plan
Co-operation
Organisations actively participate in or are « Attendance at or receipt of minutes from relevant
25 represented at the Local Rgsilience Fc_)rum (or v v v v v v v v v v Local Resilienc‘e Forum(s) / Bprough Resilience
Borough Resilience Forum in London if Forum(s) meetings, that meetings take place and
appropriate) memebership is quorat. IRF membership &
Demonstrate active engagement and co- minutes
26 |operation with other category 1 and 2 Y Y Y Y Y Y Y Y Y Y |+ Treating the Local Resilience Forum(s) / Borough
responders in accordance with the CCA Resilience Forum(s) and the Local Health
Arrangements include how mutual aid NB: mutual aid agreements are wider than Resilience Partnership as strategic level groups
agreements will be requested, co-ordinated [staff and should include equipment, services Executive AEO member of LHRP
27 and maintained. and supplies. Y Y Y Y Y Y Y Y Y Y «Taking lessons learned from all resilience
activities
Arrangements outline the procedure for . Usjrjg the Local Resilience Forum(s) / Borough
responding to incidents which affect two or Resilience Forum(s) and the Local Health
more Local Health Resilience Partnership Resilience Partnership to consider policy initiatives
28 | (LHRP) areas or Local Resilience Forum Y Y Y Y [Membership of LHRP sub-group
(LRF) areas. « Establish mutual aid agreements IRF shared
agreements for Ferry's, 4x4 Response, Flood
Arrangements outline the procedure for Response; South Central Ambulance Service
29 |responding to incidents which affect two or Y Y y |*ldentifying useful lessons from your own practice
more regions. and those learned from collaboration with other
Arrangements demonstrate how Examples include completing of SITREPs, responders and strategic thinking and using the
organisations support NHS England locally in |cascading of information, supporting mutual Local Resilience Forum(s) / Borough Resilience
30 ; e . . I . I i Y Y Y Y Y Y Y Forum(s) and the Local Health Resilience
discharging its EPRR functions and duties aid discussions, prioritising activities and/or : .
services etc Partnership to share them with colleagues
Plans define how links will be made between *Having a list of contacts among both Cat. 1 and
NHS England, the Department of Health and Cat 2. responders with in the Local Resilience
PHE. Including how information relating to Forum(s) / Borough Resilience Forum(s) area IRF,
81 |hational emergencies will be co-ordinated and Y IRF Voluntry Group
shared
Arrangements are in place to ensure an Local
Health Resilience Partnership (LHRP) (and/or
32 |Patch LHRP for the London region) meets at Y Y
least once every 6 months
Arrangements are in place to ensure
33 |attendance at all Local Health Resilience Y Y Y Y Y Y Y Y

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

Amber = Not compliant but

evidence of progress and in
the EPRR work plan for the

next 12 months.

Green = fully compliant with
core standard.

N/A

Action to be taken

Lead

Timescale

N/A






EPRR Core Standards

Clarifying information

Self assessment RAG

Red = Not compliant with core
standard and not in the EPRR
work plan within the next 12
months.

portfolio demonstrating training and/or
incident /exercise participation.
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Training And Exercising
Arrangements include a training plan with a |+ Staff are clear about their roles in a plan  Taking lessons from all resilience activities and Internal training plan to be Emergency Feb-16
training needs analysis and ongoing training |+ Training is linked to the National using the Local Resilience Forum(s) / Borough established Planning
of staff required to deliver the response to Occupational Standards and is relevant and Resilience Forum(s) and the Local Health
emergencies and business continuity proportionate to the organisation type. Resilience Partnership and network meetings to
incidents « Training is linked to Joint Emergency share good practice Lessons taken from debriefs
Response Interoperability Programme shared through LHRP
(JESIP) where appropriate « Being able to demonstrate that people responsible
*Arrangements demonstrate the provision to for carrying out function in the plan are aware of
train an appropriate number of staff and their roles
anyone else for whom training would be « Through direct and bilateral collaboration,
34 appropriate for the purpose of ensuring that Y Y Y Y Y Y Y Y Y Y Y requesting that other Cat 1. and Cat 2 responders A
the plan(s) is effective take part in your exercises Multi agency exercises
< Arrangements include providing training to through IRF
an appropriate number of staff to ensure that « Refer to the NHS England guidance and National
warning and informing arrangements are Occupational Standards For Civil Contingencies
effective when identifying training needs.
« Developing and documenting a training and
briefing programme for staff and key stakeholders
* Being able to demonstrate lessons identified in
exercises and emergencies and business continuity
Arrangements include an ongoing exercising |* Exercises consider the need to validate incidentshave been taken forward
programme that includes an exercising needs |plans and capabilities « Programme and schedule for future updates of
analysis and informs future work. « Arrangements must identify exercises which training and exercising (with links to multi-agency
are relevant to local risks and meet the needs exercising where appropriate)
of the organisation type and of other « Communications exercise every 6 months, table
interested parties. top exercise annually and live exercise at least
*Arrangements are in line with NHS England every three years Comms exercises as part of
requirements which include a six-monthly regional tests, multi agency tabletops for
communications test, annual table-top various events and scenarios, live exercise (live
35 fh)(ri?j:a?;d live exercise at least once every v v v v v v v v v v y [incident this year)
«If possible, these exercises should involve
relevant interested parties.
«Lessons identified must be acted on as part
of continuous improvement.
« Arrangements include provision for carrying
out exercises for the purpose of ensuring
warning and informing arrangements are
effective
Demonstrate organisation wide (including Wider range of senior managers|Emergency  |Ongoing
36 onca}ll personnel) alppropnate participation in v v v v v v v v v A and execs to attend exercises  [Planning
multi-agency exercises when available
Preparedness ensures all incident Portfolio and guidance to be Emergency Nov-15
commanders (oncall directors and managers) developed for senior staff Planning
a7 maintain a continuous personal development v v v v v v v v v A






Pandemic Flu

Self assessment RAG
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2015 Deep Dive
Organisation have updated their pandemic influenza |+ changes since April 2013 are reflected in local plans including formation of NHS « updated planning arrangements reflect changes
arrangements to reflect changes to the NHS and England, CCGs and PHE; as well as the move of the previous PCT public health and learning
partner organisations, as well as lessons identified  [function into local authorities « version control indicates changes made and
from the 2009/10 pandemic including through local [ key changes to the national pandemic infleunza strategy (such as de-coupling timeliness Trust Respiratory Virus Policy updated
DD1 |debriefing from WHO, development of DATER phases, and removal of UK alert levels) as Y Y Y Y Y Y Y Y Y Y |April 2014
well as relevant local learning is reflected
Organisations have developed and reviewed their « relevant local partners (particularly other NHS providers/ commissioners, PHE « indication of the process used to develop updated
plans with LHRP and LRF partners and local authority public health and social care teams where appropriate) have arrangements, including identification of
been engaged in the development of local plans - at a minimum through an organisations involved in contributing or commenting
opportunity to comment on draft versions on drafts
« agendas/ miniutes illustarting where the updated
arrangements have been discussed Plan consulted
and authorised through Infection Prevention &
bb2 Y Y Y Y Y Y Y Y Control Committee, 13/3/14, Clinical Standards
group, 4/4/14, Policy Management Group, 15/4/14
Organisations have undertaken a pandemic « local organisations have held an internal exercise or participated in a multi- « documentation related to exercise since the 2013 Exercise to be planned for later |Emergency Nov-15
influenza exercise or have one planned in the next  |organisation exercise since updating their local arrangements to reflect changes publication, including lessons identified OR part of 2015 Planning
six months and learning described in DD1 « invitation letters/ documentation related to exercise
« if this has not taken place, there is a clear plan to deliver an exercise in the next scheduled to take place in next six months, including
DD3 six months v v v v v v v v v y |anindication of how lessons identified will be A
addressed
Organisations have taken their plans to Boards / « updated arrangements that reflect changes and learning described in DD1 have « Board/ Governing Body agenda or meeting papers
Governing bodies for sign off been taken to Boards or Governing Bodies, and even if they have not yet have indicating updated pandemic influenza arrangements
been signed off by such bodies, the process towards this has been started have been discussed and/ or signed off Approved
through Infection Prevention &  Control
DD4 Y Y Y Y Y Y Y Y Y |Committee, Clinical Standards Group, Policy

Management Group






HAZMAT CBRN Core Standards

decontamination understand the requirement to isolate the patient to stop the spread of
the contaminant.

http://www.jesip.org.uk/what-will-jesip-do/training/
+ Community, Mental Health and Specialist service providers - see Response Box in ‘Preparation
for Incidents Involving Hazardous Materials - Guidance for Primary and Community Care
Facilities' (NHS London, 2011) (found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-for-
primary-and-community-care.pdf)

Hazardous materials (HAZMAT) and chemical, biological, radiolgocial and nuclear (CBRN) response core standards g g g _8 g 8 g g g Self assessment RAG Action to be taken Lead Timescale
(NB this is designed as a stand alone sheet) 2= S g = § =) °z Red = Not compliant with core standard and
= E § a § § § % § not in the EPRR work plan within the next 12
2s 5 ga 2% |g= months.
o i) 8 c = Amber = Not compliant but evidence of
3 2 E < progress and in the EPRR work plan for the
< g E 2 next 12 months.
o Green = fully compliant with core standard.
Q |[Core standard Clarifying information Evidence of assurance
Preparedness
38 |There is an organisation specific HAZMAT/ CBRN plan (or dedicated annex) Arrangements include: Y Y Y Y Y « Being able to provide documentary evidence of a regular process for monitoring,
+ command and control interfaces reviewing and updating and approving arrangements Trust CBRN plan,
« tried and tested process for activating the staff and equipment (inc. Step 1-2-3 Plus) Ambulance as part of Ml plan
« pre-determined decontamination locations and access to facilities « Version control Yes
+ management and decontamination processes for contaminated patients and fatalities in line
with the latest guidance
+ communications planning for public and other agencies
« interoperability with other relevant agencies
« access to national reserves / Pods
+ plan to maintain a cordon / access control
« emergency / contingency arrangements for staff contamination
« plans for the management of hazardous waste
« stand-down procedures, including debriefing and the process of recovery and returning to
(new) normal processes
« contact details of key personnel and relevant partner agencies
39 |Staff are able to access the organisation HAZMAT/ CBRN management plans. Decontamination trained staff can access the plan Y Y Y Y Y « Site inspection
« IT system screen dump Intranet based, hard copies in areas
40 |HAZMAT/ CBRN decontamination risk assessments are in place which are appropriate to [+ Documented systems of work Y Y Y Y Y « Appropriate HAZMAT/ CBRN risk assessments are incorporated into EPRR risk
the organisation. « List of required competencies assessments (see core standards 5-7) Part of Local Risk Register through LRF
« Impact assessment of CBRN decontamination on other key facilities
« Arrangements for the management of hazardous waste
41 |Rotas are planned to ensure that there is adequate and appropriate decontamination ED all staff trained, Ambulance trained staff spread across rota. Y Y « Resource provision / % staff trained and available
capability available 24/7. « Rota / rostering arrangements
42 |Staff on-duty know who to contact to obtain specialist advice in relation to a HAZMAT/ « For example PHE, emergency services. Provision documented in plan / procedures Y Y Y Y Y « Provision documented in plan / procedures
CBRN incident and this specialist advice is available 24/7. Staff awareness « Staff awareness
Decontamination Equipment
43 |There is an accurate inventory of equipment required for decontaminating patients in « Acute and Ambulance service providers - see Equipment checklist overleaf on separate tab Y Y Y Y Y « completed inventory list (see overleaf) or Response Box (see Preparation for
place and the organisation holds appropriate equipment to ensure safe decontamination |« Community, Mental Health and Specialist service providers - see Response Box in 'Preparation Incidents Involving Hazardous Materials - Guidance for Primary and Community
of patients and protection of staff. for Incidents Involving Hazardous Materials - Guidance for Primary and Community Care Care Facilities (NHS London, 2011))
Facilities' (NHS London, 2011) (found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-for-
primary-and-community-care.pdf)
« Initial Operating Response (IOR) DVD and other material: http://www.jesip.org.uk/what-will-
jesip-do/training/
44 |The organisation has the expected number of PRPS suits (sealed and in date) available |There is a plan and finance in place to revalidate (extend) or replace suits that are reaching the |Y Y Current suits in date but funding to be agreed to maintain this stock. Paper to go to TEC Emergency |Jul-15
for immediate deployment should they be required (NHS England published guidance end of shelf life until full capability of the current model is reached in 2017 planning
(May 2014) or subsequent later guidance when applicable)
45 |There are routine checks carried out on the decontamination equipment including: There is a named role responsible for ensuring these checks take place Y Y
A) Suits
B) Tents
C) Pump
D) RAM GENE (radiation monitor)
E) Other decontamination equipment
46 |There is a preventative programme of maintenance (PPM) in place for the maintenance, Y Y Suits on annual recertification process, if funded Generators
repair, calibration and replacement of out of date Decontamination equipment for: and heaters on annual service schedule.
A) Suits
B) Tents
C) Pump
D) RAM GENE (radiation monitor)
E) Other equipment
47 |There are effective disposal arrangements in place for PPE no longer required. (NHS England published guidance (May 2014) or subsequent later guidance when applicable) |Y Y Local disposal following guidance due to small numbers
Training
48 |The current HAZMAT/ CBRN Decontamination training lead is appropirately trained to Y Y
deliver HAZMAT/ CBRN training
49 |Internal training is based upon current good practice and uses material that has been + Documented training programme Y Y Y Y Y « Show evidence that achievement records are kept of staff trained and refresher
supplied as appropriate. « Primary Care HAZMAT/ CBRN guidance training attended ED annual training records, Ambulance CBRN team training
+ Lead identified for training registers
« Established system for refresher training so that staff that are HAZMAT/ CBRN « Incorporation of HAZMAT/ CBRN issues into exercising programme Training
decontamination trained receive refresher training within a reasonable time frame (annually). includes some off site exercise scenarios
« A range of staff roles are trained in decontamination techniques
+ Include HAZMAT/ CBRN command and control training
« Include ongoing fit testing programme in place for FFP3 masks to provide a 24/7 capacity and
capability when caring for patients with a suspected or confirmed infectious respiratory virus
« Including, where appropriate, Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/
50 |The organisation has sufficient number of trained decontamination trainers to fully Y Y CBRN leads in ED & Ambulance
support it's staff HAZMAT/ CBRN training programme.
51 |Staff that are most likely to come into first contact with a patient requiring « Including, where appropriate, Initial Operating Response (IOR) and other material: Y Y Y Y Y IOR training being delivered currently, monthly updates returned to National Re






HAZMAT CBRN Equipment Checklist

HAZMAT CBRN equipment list - for use by Acute and Ambulance service providers in relation to Core Standard 43.

No Equipment Equipment model/ generation/ details etc. Self assessment RAG
Red = Not in place and not in the EPRR
work plan to be in place within the next 12
months.
Amber = Not in place and in the EPRR
work plan to be in place within the next 12
months.
Green = In place.
EITHER: Inflatable mobile structure
E1 |Inflatable frame
E1.1 |Liner
E1.2 |Air inflator pump
E1.3 |Repair kit
E1.2 |Tethering equipment
OR: Rigid/ cantilever structure
E2
Tent shell Amb TM18, TM36 ED require parts to commission rigid structure
OR: Built structure
E3 |Decontamination unit or room
AND:
E4 |Lights (or way of illuminating decontamination area if dark)
E5 |Shower heads
E6 |Hose connectors and shower heads
E7 |Flooring appropriate to tent in use (with decontamination basin if
needed)
E8 |Waste water pump and pipe
E9 |Waste water bladder
PPE for chemical, and biological incidents
E10 |the organisation (acute and ambulance providers only) has the
expected number of PRPS suits (sealed and in date) available for ~ |ED Yes, Amb below numbers, but due to be reviewed . . .
N : N ; . Numbers agreed with LAT, funding required
immediate deployment should they be required. (NHS England nationally. Numbers held are agreed with Local Area = =
published guidance (May 2014) or subsequent later guidance when |team. Y :
applicable).
E11 (Providers to ensure that they hold enough training suits in order to . -
™ . . Yes, training suits in both areas.
facilitate their local training programme
Ancillary
E12 |A facility to provide privacy and dignity to patients
E13 |Buckets, sponges, cloths and blue roll
E14 |Decontamination liquid (COSHH compliant)
E15 |Entry control board (including clock) Y Amb, Required for ED Purchase required, funding to be identified
E16 [A means to prevent contamination of the water supply Y Pump and waste water container
E17 Poly boom (if required by local Fire and Rescue Service) N/R
E18 ini i i i inati . " M 5
M|n!mum of 20 x Disrobe packs or suitable equivalent (combination N, Purchase required, funding to be identified
of sizes)
E19 ini - i i inati
M|n!mum of 20 x re: robe packs or suitable alternative (combination N Plrehaselrequiredmnding tobe identiied
of sizes - to match disrobe packs)
E20 [Waste bins Y
Disposable gloves Y
E21 (Scissors - for removing patient clothes but of sufficient calibre to
- Y
execute an emergency PRPS suit disrobe
E22 FFP3 masks Not held with CBRN kit, part of infection control kit.
E23 [Cordon tape Y
E24 [Loud Hailer Y
E25 |[Signage Y
E26 |Tabbards identifying members of the decontamination team Y
E27 |Chemical Exposure Assessment Kits (ChEAKS) (via PHE): should
an acute service provider be required to support PHE in the
collection of samples for assisting in the public health risk
assessment and response phase of an incident, PHE will contact )
the acute service provider to agree appropriate arrangements. A N Statement issued from NHS england,
Standard Operating Procedure will be issued at the time to explain ChEAKs not available.
what is expected from the acute service provider staff. Acute
service providers need to be in a position to provide this support.
Radiation
E28 |RAM GENE monitors (x 2 per Emergency Department and/or HART v
team)
E29 |Hooded paper suits
E30 [Goggles
E31 |FFP3 Masks - for HART personnel only
E32 |Overshoes & Gloves






MTFA Core Standard

Core standard

plan for the next 12
months.

Green = fully compliant
with core standard.
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or procedure to ensure the effective
identification of incidents or patients
that may benefit from deployment of
the MTFA capability.

with JOPs (Reference B).

» With Trusts using Pathways or AMPDS, ensure that any
potential MTFA incident is recognised by Trust specific
arrangements.

Governance

1 |Organisations have an MTFA « Organisations have MTFA capability to the nationally Y MTFA capacity trained and
capability at all times within their agreed safe system of work standards defined within this equiped in line with national
operational service area. service specification. issue

« Organisations have MTFA capability to the nationally
agreed interoperability standard defined within this service
specification.

« Organisations have taken sufficient steps to ensure their
MTFA capability remains complaint with the National MTFA
Standard Operating Procedures during local and national
deployments.

2 |Organisations have a local policy or  |» Deployment to the Home Office Model Response sites Y Procedure in place for
procedure to ensure the effective must be within 45 minutes. deployment, but physically
prioritisation and deployment (or unable to meet the 45 minute
redeployment) of MTFA staff to an Model Response Site criteria
incident requiring the MTFA capability.

3 |Organisations have the ability to « Organisations maintain a minimum of ten competent MTFA Y Total of MTFA trained staff in
ensure that ten MTFA staff are staff on duty at all times. Competence is denoted by the service is 15. This equates
released and available to respond to |mandatory minimum training requirements identified in the to 20% of front line staff.
scene within 10 minutes of that MTFA capability matrix. It is not possible to have 10
confirmation (with a corresponding « Organisations ensure that, as part of the selection process, of these staff on duty at any
safe system of work). any successful MTFA application must have undergone a one time, but all are able to

Physical Competence Assessment (PCA) to the nationally be called in on a voluntary
agreed standard. basis.
« Organisations maintain the minimum level of training

competence among all operational MTFA staff as defined by

the national training standards.

« Organisations ensure that each operational MTFA

operative is competent to deliver the MTFA capability.

« Organisations ensure that comprehensive training records

are maintained for each member of MTFA staff. These

records must include; a record of mandated training

completed, when it was completed, any outstanding training

or training due and an indication of the individual's level of

competence across the MTFA skill sets.

4 |Organisations ensure that appropriate | To procure interoperable safety critical equipment (as Y Training and equipment in
personal equipment is available and |referenced in the National Standard Operating Procedures), line with national standards
maintained in accordance with the organisations should use the national buying frameworks and issue.
detailed specification in MTFA SOPs |coordinated by NARU unless they can provide assurance
(Reference C). through the change management process that the local

procurement is interoperable.
« All MTFA equipment is maintained to nationally specified
standards and must be made available in line with the
national MFTA ‘notice to move’ standard.
« All MTFA equipment is maintained according to applicable
British or EN standards and in line with manufacturers’
recommendations.
5 |Organisations maintain a local policy |+ Organisations ensure that Control rooms are compliant Y Control room procedure in place.






MTFA Core Standard

Core standard

Organisations have an appropriate
revenue depreciation scheme on a 5-
year cycle which is maintained locally
to replace nationally specified MTFA
equipment.

Organisations use the NARU
coordinated national change request
process before reconfiguring (or
changing) any MTFA procedures,
equipment or training that has been
specified as nationally interoperable.

Organisations maintain an appropriate
register of all MTFA safety critical
assets.

« Assets are defined by their reference or inclusion within the
National MTFA Standard Operating Procedures.

* This register must include; individual asset identification,
any applicable servicing or maintenance activity, any
identified defects or faults, the expected replacement date
and any applicable statutory or regulatory requirements
(including any other records which must be maintained for
that item of equipment).

Organisations ensure their operational
commanders are competent in the
deployment and management of NHS
MTFA resources at any live incident.

3 MTFA commanders trained

plan for the next 12
months.

Green = fully compliant
with core standard.

10

Organisations maintain accurate
records of their compliance with the
national MTFA response time
standards and make them available to
their local lead commissioner, external
regulators (including both NHS and
the Health & Safety Executive) and
NHS England (including NARU
operating under an NHS England
contract).

As per items 2&3 above, we will
not comply with national
response standards for MTFA, so
cannot report exceptions.

11

In any event that the organisations is
unable to maintain the MTFA
capability to the interoperability
standards, that provider has robust
and timely mechanisms to make a
notification to the National Ambulance
Resilience Unit (NARU) on-call
system. The provider must then also
provide notification of the specification
default in writing to their lead
commissioners.

As per items 2&3 above, we will
not comply with national
response standards for MTFA, so
cannot report exceptions.

12

Organisations support the nationally
specified system of recording MTFA
activity which will include a local
procedure to ensure MTFA staff
update the national system with the
required information following each
live deployment.

The national reporting system is
a HART based facility that we
cannot service.

Clarifying information g g g g g g § & > % ’5 @ |Evidence of assurance Self assessment RAG Action to be taken Lead Timescale
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An inventory of kit to be collated,
then a depreciation scheme can be
putin place

The inventory listed in item 8 will
lead to an asset register.
Maintenance of this will need to be
assigned.






MTFA Core Standard

Core standard

plan for the next 12
months.
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13

Organisations ensure that the
availability of MTFA capabilities within
their operational service area is
notified nationally every 12 hours via a
nominated national monitoring system
coordinated by NARU.

The national reporting system is
a HART based facility that we
cannot service.

14

Organisations maintain a set of local
MTFA risk assessments which are
compliment with the national MTFA
risk assessments covering specific
training venues or activity and pre-
identified high risk sites. The provider
must also ensure there is a local
process / procedure to regulate how
MTFA staff conduct a joint dynamic
hazards assessment (JDHA) at any
live deployment.

15

Organisations have a robust and
timely process to report any lessons
identified following an MTFA
deployment or training activity that
may be relevant to the interoperable
service to NARU within 12 weeks
using a nationally approved lessons
database.

The national reporting system is
a HART based facility that we
cannot service.

Green = fully compliant
with core standard.

16

Organisations have a robust and
timely process to report, to NARU and
their commissioners, any safety risks
related to equipment, training or
operational practice which may have
an impact on the national
interoperability of the MTFA service as
soon as is practicable and no later
than 7 days of the risk being identified.

No documented process in place,

17

Organisations have a proces to
acknowledge and respond
appropriately to any national safety
notifications issued for MTFA by
NARU within 7 days.

18

FRS organisations that have an MTFA
capability the ambulance service
provider must provide training to this
FRS

Training to include:

« Introduction and understanding of NASMed triage
* Haemorrhage control

 Use of dressings and tourniquets

« Patient positioning

« Casualty Collection Point procedures.

N/A

Local documentation to be

updated to include risk assessment

process, both for training and
incident response. To be allocated
to appropriate resource.






MTFA Core Standard

19 |Organisations ensure that staff view th{* National Strategic Guidance - KP1 100% Gold
commanders.
« Specialist Ambulance Service Response to MTFA - KPI
100% MTFA commanders and teams.
* Non-Specialist Ambulance Service Response to MTFA -
KPI 80% of operational staff.

MTFA staff trained with national |






HART Core Standard

Core standard

Green = fully compliant with
core standard.
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procedure to ensure the effective
prioritisation and deployment (or
redeployment) of HART staff to an incident
requiring the HART capabilities.

identified as potentially requiring HART capabilities within 15 minutes of the call being
accepted by the provider. Note: This standard does not apply to pre-planned
operations or occasions where HART is used to support wider operations. It only
applies to calls where the information received by the provider indicates the potential
for one of the four HART core capabilities to be required at the scene. See also
standard 13.

« Organisations maintain a minimum of six competent HART staff on duty for live
deployments at all times.

» Once HART capability is confirmed as being required at the scene (with a
corresponding safe system of work) organisations can ensure that six HART staff are
released and available to respond to scene within 10 minutes of that confirmation.
The six includes the four already mobilised.

« Organisations maintain a HART service capable of placing six competent HART
staff on-scene at strategic sites of interest within 45 minutes. These sites are
currently defined within the Home Office Model Response Plan (by region).
Competence is denoted by the mandatory minimum training requirements identified in
the HART capability matrix.

« Organisations maintain any live (on-duty) HART teams under their control maintain
a 30 minute ‘notice to move’ to respond to a mutual aid request outside of the host
providers operational service area. An exception to this standard may be claimed if
the live (on duty) HART team is already providing HART capabilities at an incident in

region.

Governance
1 [Organisations maintain a HART Incident |+ Organiations maintain the four core HART capabilities to the nationally agreed safe Y N/A
Response Unit (IRU) capability at all times |system of work standards defined within this service specification.
within their operational service area. « Organiations maintain the four core HART capabilities to the nationally agreed
interoperability standard defined within this service specification.
« Organiations take sufficient steps to ensure their HART unit(s) remains complaint
with the National HART Standard Operating Procedures during local and national
deployments.
« Organiations maintain the minimum level of training competence among all
operational HART staff as defined by the national training standards for HART.
2 |Organisaions maintain a HART Urban « Organiations ensure that each operational HART operative is provided with no less Y N/A
Search & Rescue (USAR) capability at all |than 37.5 hours protected training time every seven weeks. If designated training staff
times within their operational service area. |are used to augment the live HART team, they must receive the equivalent protected
training hours within the seven week period (in other words, training hours can be
converted to live hours providing they are re-scheduled as protected training hours
within the seven week period).
« Organiations ensure that all HART operational personnel are Paramedics with
appropriate corresponding professional registration (note s.3.4.6 of the specification).
« As part of the selection process, any successful HART applicant must have passed
3 |Organisations maintain a HART Inland a Physical Competence Assessment (PCA) to the nationally agreed standard and the Y N/A
Water Operations (IWO) capability at all  |provider must ensure that standard is maintained through an ongoing PCA process
times within their operational service area. |which assesses operational staff every 6 months and any staff returning to duty after a
period of absence exceeding 1 month.
« Organiations ensure that comprehensive training records are maintained for each
member of HART staff. These records must include; a record of mandated training
completed, when it was completed, any outstanding training or training due and an
indication of the individual’s level of competence across the HART skill sets.
4 |Organisations maintain a HART Tactical Y N/A
Medicine Operations (TMO) capability at
all times within their operational service
area.
5 |Organisations maintain a local policy or « Four HART staff must be released and available to respond locally to any incident Y N/A






HART Core Standard

Core standard
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Green = fully compliant with
core standard.

Organisations maintain a criteria or
process to ensure the effective
identification of incidents or patients at the
point of receiving an emergency call that
may benefit from the deployment of a
HART capability.

N/A

Organisations ensure an appropriate
capital and revenue depreciation scheme
is maintained locally to replace nationally
specified HART equipment.

interoperable.

« To procure interoperable safety critical equipment (as referenced in the National
Standard Operating Procedures), organisations should have processes in place to use
the national buying frameworks coordinated by NARU unless they can provide
assurance through the change management process that the local procurement is

N/A

Organisations use the NARU coordinated
national change request process before
reconfiguring (or changing) any HART
procedures, equipment or training that has
been specified as nationally interoperable.

N/A

Organisations ensure that the HART fleet
and associated incident technology are
maintained to nationally specified
standards and must be made available in
line with the national HART ‘notice to
move’ standard.

N/A

10

Organisations ensure that all HART
equipment is maintained according to
applicable British or EN standards and in
line with manufacturers recommendations.

N/A

11

Organisations maintain an appropriate
register of all HART safety critical assets.
Such assets are defined by their reference
or inclusion within the National HART
Standard Operating Procedures. This
register must include; individual asset
identification, any applicable servicing or
maintenance activity, any identified defects
or faults, the expected replacement date
and any applicable statutory or regulatory
requirements (including any other records
which must be maintained for that item of
equipment).

N/A

12

Organisations ensure that a capital estate
is provided for HART that meets the
standards set out in the HART estate
specification.

N/A

13

Organisations ensure their incident
commanders are competent in the
deployment and management of NHS
HART resources at any live incident.

N/A

14

In any event that the provider is unable to
maintain the four core HART capabilities to
the interoperability standards,that provider
has robust and timely mechanisms to
make a notification to the National
Ambulance Resilience Unit (NARU) on-call
system. The provider must then also
provide notification of the specification
default in writing to their lead
commissioners.

N/A






HART Core Standard

15

Organisations support the nationally
specified system of recording HART
activity which will include a local procedure
to ensure HART staff update the national
system with the required information
following each live deployment.

N/A

16

Organisations maintain accurate records
of their compliance with the national HART
response time standards and make them
available to their local lead commissioner,
external regulators (including both NHS
and the Health & Safety Executive) and
NHS England (including NARU operating
under an NHS England contract).

N/A

17

Organisations ensure that the availability
of HART capabilities within their
operational service area is notified
nationally every 12 hours via a nominated
national monitoring system coordinated by
NARU.

N/A

18

Organisations maintain a set of local
HART risk assessments which compliment
the national HART risk assessments
covering specific training venues or activity
and pre-identified high risk sites. The
provider must also ensure there is a local
process / procedure to regulate how HART
staff conduct a joint dynamic hazards
assessment (JDHA) at any live
deployment.

N/A

19

Organisations have a robust and timely
process to reportany lessons identified
following a HART deployment or training
activity that may be relevant to the
interoperable service to NARU within 12
weeks using a nationally approved lessons
database.

N/A

20

Organisations have a robust and timely
process to report, to NARU and their
commissioners, any safety risks related to
equipment, training or operational practice
which may have an impact on the national
interoperability of the HART service as
soon as is practicable and no later than 7
days of the risk being identified.

N/A

21

Organisations have a proces to
acknowledge and respond appropriately to
any national safety notifications issued for
HART by NARU within 7 days.

N/A






		Introduction

		EPRR Core Standards

		Pandemic Flu 

		HAZMAT CBRN core standards

		HAZMAT CBRN Equipment Checklist

		MTFA core standard

		HART core standard




Enc N2

sle of Wight [VI53

NHS Trust

FOR PRESENTATION TO PUBLIC BOARD ON: 4™ November 2015
Minutes of the Isle of Wight NHS Trust Mental Health Act Scrutiny Commitee held on
Tuesday 13" October 2015 in the Seminar Room, Sevenacres

PRESENT: Jessamy Baird Chair, Non Executive Director (JB)
Nina Moorman Vice Chair, Non Executive Director (NM)
Bev Fryer Clinical Quality & Safety Lead for Acute & In
patient Mental health Services (CQSL)
Stephen Ward Mental Capacity Act & Mental Health Act Lead
(MML)
Simon Dixey Consultant Psychiatrist, Memory Service (CP-
Mem)
lan Harwood Consultant Psychiatrist, Learning Disabilities
(CP-LD)
Elisa Stanley Mental Health Act Manager (MM)
Tim Higginbotham  Service User & Carer Link Coordinator
(SUCLC)
Su Tomkins Community Mental Health Services
Representative (CMHS)
Paddy Noctor Associate Hospital Manager (PN)
Felix Hetherington  Associate Hospital Manager (FH)
Noted by: Alison Hounslow Administrator

Key points from Minutes to be reported to the Trust Board

15/034 MH/032 — Hospital Managers — reviewing written decisions

Hospital Managers have requested best practice benchmarking standards
with regards to hearings. It was suggested by JB that Hospital Managers
meet with peers within the Southern Health Trust and attend hearings and
tribunals within other Trusts. Information obtained to be presented at the
training seminar to be held in January.

15/034 MH/035 - Operation Serenity

It was confirmed that the submitted business case to fund Serenity for 6 days
a week with a Band 6 member of staff has been formally approved.

15/041 Use of Mental Health Act — S136 & Older Persons

Please see Enc E. The figures show a large increase of assessments in
patients over the age of 65 in the last three months. Table 4 shows that 88%
of those patients were admitted on section. CMHS concurred with these
figures and explained there had been an equivalent increase of referrals to
Community Mental Health Services from Afton Ward.

15/032 Apologies for Absence, Declarations of Interest and Confirmation that

Meeting is Quorate
Apologies for absence were received from:
Jan Gavin and Gary Cooley (new Service User representative).

There were no declarations of interest.

Mental Health Act Scrutiny Committee

13" October 2015 Page 1 of 5
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The meeting was declared quorate.
15/033 Minutes of the previous meeting — 14" July 2015
The minutes were approved by the Chair as a correct record of the last
meeting.
15/034 Review Schedule of Actions

a) MH/031 — Risk Assessment Re-audit

Please see Minute 15/043.
This action has now been closed

b) MH/032 — Hospital Managers — reviewing written decisions

Hospital Managers have requested best practice benchmarking standards
with regards to hearings. It was suggested by JB that Hospital Managers
meet with peers within the Southern Health Trust and attend hearings and
tribunals within other Trusts. Information obtained to be presented at the
training seminar to be held in January.

Action by MM

c) MH/033 — Hospital Managers — requesting feedback from colleagues
and patients

Post meeting note: It had been proposed that a questionnaire was to be
given to patients on Osborne Ward. This had required the Service User
Forum to identify volunteers to help patients complete the questionnaire. As
yet no volunteers have been identified.

Action by SUCLC & CQSL

d) MH/035 - Operation Serenity

It was confirmed that the submitted business case to fund Serenity for 6 days
a week with a Band 6 member of staff has been formally approved.
This action has now been closed

e) MH/037 - Revised Code of Practice

Please see Minute 15/036.
This action has now been closed

f) MH/038 & MH/042 — the role of the Independent Mental Health Advocate
(IMHA)

The role of the IMHA is to be further discussed with IMHA, MML and
SUCLC. Service users and their advocates do not always view documents
prior to a hearing or tribunal. The IMHA will support the service user to
produce and submit their statement to a hearing or tribunal.

Action by IMHA, MML, SUCLC

g) _MH/039 — Section 17 leave audit

Mental Health Act Scrutiny Committee
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The recommendations resulting from this audit were reported to the Mental
Health Quality Group and the Paris management group.
This action has now been closed

h) MH/040 — S136 audit

This action has now been closed

i) MH/041 — Medical Recommendations audit
This action has now been closed

]) MH/043 — Scrutiny Committee meetings

Please see Minute 15/044.
This action has now been closed

15/035 Service User Representative

Christine Quantrell has stepped down from her post as Service User
Representative. =~ The Committee expressed their appreciation of her
involvement and input.

Gary Cooley is the new Service User Representative — unfortunately he
could not attend this meeting.

15/036 Code of Practice & Policies - update

Work is ongoing to identify and review policies currently in use. The policies
currently being revised are those concerned with restriction of liberty on
wards.

Action by MM, CQSL & MML

15/037 Policy on appointment of 2" professional

Please see Enc C. This relates to the Mental Health Act Code of Practice
guidance on identifying the 2™ professional in relation to renewing authority
for detention. After some discussion, it was agreed that local guidance
needs to be drafted in line with the Code of Practice, emphasising the need
for the 2" professional to reach their own independent decision.

Action by MML

15/038 Hospital Managers

Hospital managers will receive training on 12/1/16, to include writing of
decisions after a hearing.

Hospital managers have requested unusual case studies to be discussed
and have expressed an interest in the patients after their hearings. The care
coordinators opinions were also welcomed. Hospital Managers will identify
those patients they wish to discuss at training and receive feedback on.
Action by PN & FH

The decisions proforma (Enc D) that provides guidance to managers at
hearings was approved.

Mental Health Act Scrutiny Committee
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15/039 Serenity Form

The current Serenity recording form is 15 pages long and very unwieldy. It
does provide evidence to Commissioners to support the requirement for
funding. However, Approved Mental Health Professionals (AMHPS) find the
information recorded very limited for their purposes, particularly that of
effective risk assessment. MM is to meet with Vicki Haworth, Clinical Team
Lead for Crisis Resolution and Home Treatment and Leslie Metcalfe, the
Police Lead for Serenity to discuss changes. The Committee supported the
proposed changes.

Action by MM

15/040 Hospital Manager appointment

The appointment of another Hospital Manager was discussed. It was felt
that frequency of hearing attendance keeps managers up to date. It was
discussed and agreed that the ideal is for managers to attend four hearings a
year. It was felt that the appointment of an additional Hospital Manager
would not be beneficial.

MM had distributed a policy from another Mental Health Trust which stated
that Non-Executive Directors (NEDs) always chaired hearings. Following
discussion it was agreed that whilst desirable this was not realistic for the
IWNHS Trust, where NEDs have to cover a much broader range of services,
rather than focussing on mental health only.

15/041 Use of Mental Health Act — S136 & Older Persons

Please see Enc E. The figures show a large increase of assessments in
patients over the age of 65 in the last three months. Table 4 shows that
88% of those patients were admitted on section. CMHS concurred with
these figures and explained there had been an equivalent increase of
referrals to Community Mental Health Services from Afton Ward.

Table 3 also indicates the increase of patients under the age of 65 who have
been admitted on section.

There appear to be many causes for the increase in numbers. Staffing
issues mean that patients are not presenting until they are in crisis; social
care funding is being cut; care homes are under intense pressure.

MML has highlighted these figures to Commissioning and the Memory
Service.

JB will highlight these figures to the Trust Board.
Action by JB & MML

ANY OTHER BUSINESS

15/042 CSQL spoke briefly of the Restrictive Interventions Quarterly Report which
monitors the use of restraint within the mental health wards. Over the 1%
guarter there was an increase in the use of restraint, relating to patients
presenting with particular problems. Overall there has been a decrease in
the use of restrictive interventions. There has been a change in the amount
of training staff undergo. CQSL will present a full report at the next Scrutiny

Mental Health Act Scrutiny Committee
13" October 2015 Page 4 of 5





sle of Wight [VI53

NHS Trust

Committee meeting.
Action by CQSL

15/043 Risk assessment re-audit

Please see Enc G. CP-Mem presented this re-audit. Overall there was a
suggestion of an improvement in practice. It was however noted that, in the
main, the doctors whose assessments were audited were those most
concerned with this issue.

15/044 Scrutiny Committee meetings

There had been discussion about the duration and frequency of this meeting,
with the suggestion that the meetings be held bi-monthly. However, at the
end of this meeting, it was felt that if members kept their agenda items brief
and to the point, there was no current need to increase either the frequency
or duration of these meetings.

DATE OF NEXT MEETING
The next meeting of the Mental Health Act Scrutiny Committee is to be held
on Tuesday 12" January 2016 in the Seminar Room, Sevenacres.

Meeting closed at 17.00

Glossary: MHA — Mental Health Act
IMHA - Independent Mental Health Advocate
AMHP — Approved Mental Health Professional
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