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27NARU Update NARU Update  
 
 

 
Agenda 

 
 
 

AGENDA 
 

No. Item Lead Purpose Enc/Verbal 
  PROCEDURAL        
1 Apologies Chair Receive Verbal 
2 Confirmation that meeting is Quorate  Chair Receive Verbal 
3 Patient Story Barbara Stuttle Receive Verbal 
4 Declarations of Interest Chair Receive Verbal 
5 Minutes of previous meeting Chair Approve A 
6 Matters Arising and Schedule of Actions Chair Receive B 
7 Chair's Update Chair Receive C 
8 Chief Executive's Update Maggie Oldham  Receive D 
  STRATEGY       
9 Culture and Leadership  Julie Pennycook Assurance E 
10 Local Care Board Update Darren Cattell Assurance F 
11 STP Update Darren Cattell Approve G 
12 Board Assurance Framework Suzanne Rostron Approve H 
  PERFORMANCE      
13 Quality Performance Report  Suzanne Rostron  

Barbara Stuttle 
Alistair Flowerdew 

Assurance I 

 Integrated Performance Reports:    
14 • Acute Services Nikki Turner Assurance J 
15 • Ambulance Services & Patient Transport 

Services 
Nikki Turner Assurance K 

16 • Community Services Barbara Stuttle Assurance L 
17 • Mental Health & Learning Disabilities 

Services 
Lesley Stevens Assurance M 

18 Mortality Report & learning from Death 
Framework Update 

Alistair Flowerdew Assurance N 

19 Safe Staffing Report Barbara Stuttle Assurance O 
20 Workforce & Organisational Development 

Performance Report 
Julie Pennycook Assurance P 

21 Financial Performance Report Darren Cattell Assurance Q 
 COMMITTEE ASSURANCE        
22 Committee Reports from the meetings held on 

31st October 2018 
• Quality Committee 
• Performance Committee 
• Audit Committee 
• Auditor Panel 

Chairs:  
 
Tim Peachey 
Caroline Spicer 
Caroline Spicer 
Caroline Spicer 

Assurance Verbal 

23 Standing Financial Instructions Annual Review 
and Update 

Darren Cattell Approve R 

  CLOSING MATTERS       

Isle of Wight NHS Trust Board  
Meeting in Public 
 
Date:  1st November 2018 
Time:   1.30pm – 4.00pm 
Venue:  Conference Room – Level B Main Hospital 
(opposite Full Circle Restaurant), St. Mary’s Hospital, Newport, 
Isle of Wight PO30 5TG 
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24 Issues to be covered in Private  Chair Receive Verbal 
25 Questions from the Public  Chair Receive Verbal 
         
  The next meeting in Public of the IW NHS Trust 

Board will be on:  
Date:     Thursday 06 December  2018 
Venue:  Conference Room - Level B, St Mary's 
Hospital, Newport, IW PO30 5TG 

Chair Receive Verbal 

 
 
 

Public and Staff Attendance  
Staff and members of the public are welcome to attend the meeting.   
 
Questions for the Board 
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.  
 
Issues to be Covered in Private 
The meeting may need to move into private session to discuss issues which are considered to be ‘commercial in 
confidence’ or business relating to issues concerning individual people (staff or patients).   On this occasion the 
Chairman will ask the Board to resolve: 'That representatives of the press, and other members of the public, be 
excluded from the remainder of this meeting having regard to the confidential nature of the business to be 
transacted, publicity on which would be prejudicial to the public interest', Section 1(2), Public Bodies (Admission to 
Meetings) Act l960. 
Recording of Meeting 
This meeting will be recorded for the purposes of assisting in transcribing the minutes and actions from the meeting.   
 
Confirmation of Quoracy 
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. 
 
Apologies Received from 

• Vaughan Thomas – Chair (Charles Rogers will Chair Meeting) 
• Sara Weech, Associate Non-Executive Director 

 
 
 

mailto:board@iow.nhs.uk
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Minutes of the meeting of the Isle of Wight NHS Trust Board  
held in public at 1.30pm on Thursday 4 October 2018 in the 

Conference Room, St Mary’s Hospital, Newport, IW PO30 5TG 
 
PRESENT:   
Voting Members: Vaughan Thomas  Chair 
 Darren Cattell Director of Finance, Estates and IM&T & 

Deputy CEO 
 Barbara Stuttle CBE Director of Nursing, Midwifery, AHPs & 

Community Services 
 Alistair Flowerdew Medical Director 
 Maggie Oldham Chief Executive (CEO) 
 Tim Peachey Non-Executive Director 
 Charles Rogers Vice Chair & Non-Executive Director  
 Suzanne Rostron Director of Quality Governance 
 Caroline Spicer Non-Executive Director 
 Anne Stoneham Non-Executive Director 
Non-Voting Members: Bob Ghosh Director of Clinical Improvement 
 Charles Godden Associate Non-Executive Director 
 Julie Pennycook Director of Human Resources & Organisational 

Development 
 Lesley Stevens Director of Mental Health & Learning 

Disabilities Services 
 Nikki Turner Director of Acute Services 
 Sara Weech Associate Non-Executive Director 
 Bob Williams  Ambulance Advisor to the Board 
Attendees Claire Budden Board Secretary 
Up to item 18/T/197 Alison Toney Communications & Engagement Officer 
For item 18/T/192 Christa Dilleyston Mental Health Service User Co-ordinator 
   
Observers: Doreen Britton Chair of Patient Council 
 Cllr John Nicholson Chair of Policy and Scrutiny Committee for 

Adult Social Care and Health, IW Council 
 Stephanie Russell Apprentice Corporate Support Administrator 
Minuted by: 
 

Lynn Cave Board Governance Officer 

 
Members of Staff 
and Public in 
attendance: 

There was one member of staff and one member of the public present.   
There was no media representatives present 

 
Minute 
No. 

 

PROCEDURAL 
18/T/191 APOLOGIES FOR ABSENCE, CONFIRMATION THAT THE MEETING IS 

QUORATE AND CHAIR’S OPENING REMARKS 
 There were no apologies for absence received. 

 
The Chair confirmed that the meeting was quorate. 
 
The Chair welcomed Bob Williams who would be presenting his final reports 

Enc A 
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later in the meeting.  On behalf of the Trust he thanked him for all his hard work 
and support in developing the Ambulance Division. 
 
The Chair advised that two valued members of staff who have supported the 
Executive team were retiring in October – Angie Squibb, an Executive Assistant, 
who for the last 18 years has provided support to five Chairs and seven Chief 
Executives through her role.  Linda Mowle, a Governance Officer, had been with 
the Trust for over 30 years and had worked closely with a number of Directors of 
Finance as well as supporting the Board Committees.  
 
The Chair welcomed Christa Dilleyston who had kindly agreed to come and 
present her story to the Board. 
 

18/T/192 PATIENT STORY 

 The Director of Mental Health & Learning Disabilities introduced Christa Dilleyston 
who has joined the Trust as a Service User Co-ordinator. 
 
Christa shared her experiences as a service user of health services on the Island; 
from the Trust, primary care, and other healthcare providers.  
In 2017 Christa had accessed the Trust IAPT services  and provided feedback on 
a number of significant challenges with the support she had received, including 
issues with how some staff support patients and service users, as well as noting 
the lack of awareness of autism within primary care. Having pushed for an 
assessment Christa received an autism diagnosis, and having this confirmed has 
been incredibly significant for her in coming to terms with who she is and being 
more accepting of how she interacts with others.  
  
As a parent Christa has also experienced her children progressing through the 
autism pathway on the Island which had been operated by another organisation. 
She fed back the anger that many families feel and how for many individuals they 
perceive health care as being delivered by one NHS - and therefore hold the Trust 
responsible for the delays.  The limited support available for both children and 
adults following a diagnosis was noted, alongside the positive support available 
from the CAMHS team.  
  
Through her position within community groups supporting people with autism 
Christa has moved into a role as a service user coordinator with the Trust; seeking 
to ensure the public's voice is heard in developing services. She encouraged those 
present to question themselves and others about what we could be doing to 
involve service users more at every stage of the process for reviewing and 
redesigning services; and commented on the golden opportunity within mental 
health services currently to make sure that service users voices are not an 
afterthought. Noting the NHS England Co-Production Framework Christa fed-back 
that while we are at stage three now in some areas we need to actively focus on 
making progress and ensuring we not slip back.  
  
The Chief Executive thanked Christa for sharing her experiences, and invited her 
to share what she considered the Board should take away from her experiences. 
 
Christa commented that she believed cultural change comes from the top of the 
organisation, and needs to flow from the senior leadership down through the Trust.  
She also stressed the need for service users to have input into the process so that 
there was a coordinated culture change within services. 
 
The Chair stated that the co-production model was of great interest and queried if 
Christa felt that its use was being seen within mental health as yet.  She confirmed 
that it was early days but that with the introduction of champions and the service 
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user co-ordinators this was a step in the right direction.  She did however, note 
that change needed to be wider than just reacting to immediate issues.  This was 
supported by the Director of Mental Health & Learning Disabilities who confirmed 
that the aspirations were there but that the teams were still firefighting with 
immediate issues rather than stepping back and looking at longer term 
developments.   
 
The Chair expressed his thanks to Christa for sharing her story with the Board.  He 
advised that through the Local Care Board work was progressing towards co-
production and that this would be taken forward with the work underway to 
developa clearer Island wide strategy.  He noted the process being made within 
the Mental Health services and proposed that the Board should review progress in 
other areas, with a suggested update in six months’ time.  
 
Resolution 
The Isle of Wight NHS Trust Board received the Patient Story 
 

18/T/193 DECLARATIONS OF INTEREST 
 Declarations of interest were received from: 

• Darren Cattell as Director of Wight Life Partnership 
• Charles Rogers as Director of Wight Life Partnership 
• Barbara Stuttle as Non-Executive Director of Basildon and Thurrock 

University Hospitals NHS Foundation Trust 
• Sara Weech as Chair of Mountbatten  

 
18/T/194 MINUTES OF PREVIOUS MEETING 
 The minutes of the meeting of the Isle of Wight NHS Trust Board held on 6 

September 2018 were reviewed and approved. 
  
Resolution  
The Chair requested that the minutes of the meeting held on 6 September 2018 be 
Approved.  Motion Proposed by Darren Cattell and Seconded by Caroline Spicer. 
The motion was carried unanimously, with no abstentions. 
 

18/T/194 MATTERS ARISING AND SCHEDULE OF ACTIONS 
 a) Matters Arising:   

There were no other matters arising. 
 

b) Schedule of Actions:   
i. TB/343 – Volunteer Development Programme:  This continues to 

progress and it was confirmed that an update would be given to the 
November meeting which would also include an update on volunteer award 
nominations. 

ii. TB/347 - Acute Operational Performance Report:  It was confirmed that 
this information was now included within the report.  Action closed. 

All other actions were on track and would be reported at future meetings. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Matters Arising and Schedule of 
Actions Update 
 

18/T/195 CHAIRS UPDATE 
 The Chair presented his report which outlined his activities over the last month. 

 
He advised that October was Freedom to Speak Up month; the Freedom to Speak 
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Up Guardian and her team had arranged a variety of events which are designed to 
encourage staff to have the confidence to speak up.  The team have received an 
increase in reporting overall which can be seen as a positive reflection of staf 
feeling able to come forward with concerns, however the level of reporting of 
bullying has remained static –in light of the Trust history of challenges within this 
area further work is being undertaken to encourage reporting which will include a 
link with Anti-Bullying week.  
 
The Chair advised that he had attended the Board meeting of Southern Health 
NHS Foundation Trust, and that visits by their Chair and CEO to the Island had 
also taken place.  Discussions are underway regarding a mental health alliance, 
working with neighbouring trusts to strengthen services across the region – 
replicating the lessons being learnt from the Solent Acute Alliance.  It was noted 
that the team at Southern Health have a mantra of “Why not home? Why not now” 
which they use to encourage staff to consider how best to support patients in the 
right environment which our teams should challenge ourselves to consider more. 
 
Following the feedback from the General Medical Council (GMC) it was noted that 
a number of services had been praised for the support provided by consultants to 
junior doctors, and that reports of unaddressed bullying had decreased.  The GMC 
had indicated that they were impressed with the progress in culture change the 
Trust has made since their visit. 
 
The Chair confirmed that applications for the Non-Executive Director positions had 
now closed.  A number of high calibre applications had been received and were 
now in the process of being short listed. 
 
The Chair advised that together with the Chief Executive, they had been invited by 
the ‘Save our NHS’ group to attend a showing of the film ‘Groundswell: The 
Grassroots Battle for the NHS’.  He advised that members of the Board were also 
encouraged to attend but stressed that as civil service employees, it would be in a 
non-political capacity. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Update.   
 

18/T/196 CHIEF EXECUTIVE’S UPDATE 
 The Chief Executive presented her report and highlighted a number of matters 

including: 
 
Summer Pressures: during the summer the Trust had experienced an unseasonal 
high level of demand.  She praised staff for their tireless work during this period 
which had been challenging due to the a number of factors including seasonal 
staffing levels, social care pressures, and care home capacity issues.   
 
She confirmed that a programme of maintenance and deep cleaning was taking 
place across all wards. Following the decommissioning of Compton Ward by the 
CCG, the Division are now able to use the space to decant other wards to facilitate 
a thorough deep clean and maintenance programme ahead of accessing 
additional bed space as part of the winter planning process.   
 
The Chief Executive advised that a consultancy organisation, 2020, were 
supporting the Trust in reviewing our progress on emergency flow and building on 
work undertaken to date. 
 
This week saw the start of the Flu Campaign and she reported that Board 
members had received their flu jabs prior to the meeting.  She advised that the 
expectation from the Department of Health and Social Care is that 100% of eligible 
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staff will received the vaccine this season.  She confirmed that the Medical 
Director and the Director of Nursing, Midwifery, AHPs and Community Services 
would be receiving a regular report on the uptake by eligible staff, and feedback on 
the reasons for any who decline to have it.  Doreen Britton, Patient Council, 
highlighted that although frontline staff were eligible for the vaccine it was a 
personal choice.  The Chief Executive thanked her for her observation, and 
stressed that although there may be a move towards it being a mandatory 
requirement in the same way as other occupational vaccinations, that this was not 
currently the plan.  She did however, stress that evidence shows that it saves lives 
and the safety of our patients should be our priority. 
 
The Chief Executive advised that Barbara Stuttle would be retiring at the end of 
the year, and interviews for the Director of Nursing post had been undertaken with 
an offer having been made.  It was anticipated that the successful candidate would 
commence towards the end of the year. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chief Executive’s Update.   
 

STRATEGY 
18/T/197 LOCAL CARE BOARD UPDATE 
 The Director of Finance, Estates and IM&T advised that the report had been 

updated in line with comments raised by the Board.  He confirmed that the key 
programmes were consistent with work the Trust was carrying out, and that as the 
Local Care Board develops this will continue to align and will be incorporated 
within a Local Care Strategy. 
 
The Board discussed the report with Anne Stoneham suggesting that in order to 
better understand the process and progress against the work-streams, a deep dive 
into each area could be undertaken.  The Director of Quality Governance advised 
that at the Quality Committee the terms of reference for the Quality Improvement 
Board had been agreed and this would be the vehicle through which the Board 
would receive assurance that the work is being progressed.  A regular monthly 
report would be received by the Quality Committee. It was further noted that 
Community Services would be providing an update on their redesign work at the 
November Board Seminar, and Acute Service Redesign in December. 
 
Caroline Spicer noted that there was an absence of a timeline for completion 
indicated within the report and it would be advantageous to be able to link 
progress against trajectory for completion. 
 
Sara Weech highlighted that system communications and engagement had 
remained as ‘red’ status for some time without programme management 
arrangements in place, and it would be helpful if this was prioritised.   
 
Resolution  
The Isle of Wight NHS Trust Board received the Local Care Board Update. 
 

18/T/198 MENTAL HEALTH BLUEPRINT 
 The Chair advised that the Board had reviewed this paper prior to its consultation 

phase, and that it was now being presented for approval. 
 
The Director of Mental Health & Learning Disabilities confirmed that the 
consultation process had been completed, with the Blueprint approved by both the 
IW CCG and the Health & Wellbeing Board, and was now seeking Trust approval. 
 
The Blueprint represents the future vision of Mental Health services on the Island, 
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developed in close consultation with a wide range of stakeholders, and had 
undergone extensive public engagement and consultation between January and 
June 2018.  It includes a move away from a paternal medical model towards a 
model which supports the delivery of the NHS Five Year Forward View to improve 
people's mental health and wellbeing by supporting a cultural shift in provision.  
The key areas which the Trust would be prioritising are Community Mental Health, 
Old Peoples Mental Health including dementia and frailty, and Community 
Rehabilitation.  The Director also confirmed that where immediate changes can be 
implemented these are being progressed, while there had been coproduction on 
aspects of the Blueprint this was not the case for all of the developments and a 
commitment was made to ensure greater co-production in service redesign going 
forward.  
 
Cllr John Nicholson highlighted his concern that the report did not fully address 
issues around individuals emotional state and that this would be a further area for 
development.  The Chair requested that the Director of Mental Health & Learning 
Disabilities discuss this with Cllr Nicholson and any developments factored into 
delivery of the Blueprint.  
 
Resolution  
The Chair requested that the Mental Health Blueprint be Approved.  Motion 
Proposed by Darren Cattell and Seconded by Alistair Flowerdew. The motion was 
carried unanimously, with no abstentions. 
 

18/T/199 USE OF RESTRAINT PRACTICES IN MENTAL HEALTH 
 The Director of Mental Health & Learning Disabilities updated the Board on the 

Trust’s use of restraint in light of the national media focus on this area. 
 
She described a significant reduction in all forms of restraint within mental health 
services, from 148 incidents in 2016/17 to 100 incidents in 2017/18. This includes 
a reduction in prone restraint from 27 incidents in 2015/16 to 8 in 2017/18.  
 
It was confirmed that Seagrove Ward is part of a Royal College of Psychiatrists’ 
programme on restrictive practice, and that the Trust is making good progress in 
this area. 
 
Resolution 
The Isle of Wight NHS Trust Board received the update on the Use of Restraint 
Practices in Mental Health. 
 

18/T/200 ISLAND RECOVERY INTEGRATED SERVICE (IRIS) UPDATE 
 The Director of Mental Health & Learning Disabilities advised that further to the 

report to Board in September the position within IRIS had remained challenging, 
with continued staff sickness issues, ongoing closure to new referrals for alcohol 
matters, and an escalating level of risk in service delivery. In light of this the Trust 
had informed commissioners that it was no longer able to deliver the full 
requirements of the contract and was working collaboratively with both 
commissioners and a new potential provider to seek to transition the service in a 
safe manner within the coming months.  
 
The Chair queried if the Trust was acting responsibly towards both our staff and 
service users affected by this change; how assured should be the Board be that 
the organisation was acting as fast as it could to respond to the challenges. The 
Director assured the Board that the decision had been made based on the need 
for safety and that the dedicated staff within the team are continuing to work to 
ensure that this is maintained.  Staff are being supported and kept informed of 
developments by the Director of Nursing, Midwifery, AHPs and Community 
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Services as well as by herself.   
 
Sara Weech queried who was supporting those referrals which have occurred 
since March.  The Director advised that all existing service users had continued to 
receive treatment, new referrals have been supported by primary care who have 
been provided with guidance on available services and advice to assist them. 
 
The Chief Executive highlighted that this is a small team who provide a specialist 
service, and praised them for all their work.  She noted that the Trust has a 
number of other small services where low staff numbers can result in risks to 
service provision in the event of any absence, and that business continuity in these 
areas was challenging to provide.  She confirmed that in the 2014 CQC report the 
team had received a ‘Good’ rating and stressed that the decision to cease 
provision had not been taken lightly, with both the CCG and IW Council being very 
supportive during this period. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Island Recovery Integrated 
Service (IRIS) Update 
 

18/T/201 AMBULANCE DIVISION STRATEGY 
 The Ambulance Advisor to the Board outlined the process by which the strategy 

had been developed, taking into consideration national, regional, and local factors, 
and having been benchmarked against other models.  He advised that a range of 
options for the future provision of the service had been explored. The focus of the 
strategy is on the appropriate governance of the service and best fit for the Island, 
since delivery standards are set nationally with the Ambulance Improvement 
Programme and by local commissioning intent. 
 
He confirmed that NARU (National Ambulance Resilience Unit) have confirmed 
that the Trust has addressed all of the compliance aspects it can and that 
derogations have been agreed to support cross organisational cover for the 
remaining aspects - recognising the limitations of the Island in terms of location 
and scale.  
 
He provided an overview of the various options considered and confirmed that the 
recommendation was that having secured the NARU derogations, the Trust and 
the Island would benefit most from retaining the ambulance service as part of a 
future planned integrated health system.  The proposal to support this model was 
for the creation of a Director of Integrated Urgent Care (and Accountable 
Executive Officer – Ambulance Services) incorporating Ambulance services, 
Emergency Department/Medical Assessment Unit (ED/MAU), and the Emergency 
Preparedness, Resilience and Response (EPRR) function, in conjunction with a 
Strategic Alliance for closer working with South Central Ambulance Service NHS 
Foundation Trust (SCAS). 
 
The Board discussed the strategy and recommendations, confirming its support for 
the approach.  The Chief Executive advised that a suitable candidate was being 
sought for the position on an interim basis while the wider Trust strategy 
development was completed and that the Director of Acute Services would be 
providing support in the interim. 
 
Resolution  
The Chair requested that the Ambulance Division Strategy and the 
recommendations proposed be Approved.  Motion Proposed by Darren Cattell 
and Seconded by Tim Peachey. The motion was carried unanimously, with no 
abstentions. 
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PERFORMANCE  
18/T/202 ACUTE SERVICES 
 The Director of Acute Services presented the report which had been discussed at 

the Performance Committee and highlighted the following: 
 
Emergency Care Four Hour Standard:  Due to continued summer pressures the 
Trust had underperformed against target in August but a slight improvement had 
been seen in September.  Support is being provided within the Emergency 
Department by 2020 consultancy who are focusing on patient flow, alongside a 
focus on ambulatory care and patient streaming. 
 
Referral to Treatment Time (RTT): A recovery plan will be presented to the Board 
in Private which includes capital, patient flow, and bed capacity factors.  The 
theatre productivity project is being validated to ensure that the teams are able to 
maximise theatre utilisation for the delivery of elective activity during the coming 
winter period. 
  
Patients Waiting >6 Weeks for Diagnostics:  Underperformed against target in 
August but now seeing an increase in MRI activity with the additional mobile 
scanner, and aiming to address the backlog by November. 
Sara Weech queried the increase in Urology breaches and asked if there was any 
specific reason for this.  The Director of Acute Services highlighted that there was 
a new national campaign targeting people who experience blood in their urine, and 
this had raised referrals.  In addition, some results for diagnostic tests were 
delayed as they are undertaken by Portsmouth NHS Trust which can lead to 
breaches outside of our control.   
 
Charles Rogers, as Chair of the Performance Committee, confirmed that the report 
had been discussed in detail and that the Committee would be reviewing patient 
flow in greater depth at its next meeting as part of a deep dive programme. 
 
The Chair requested that as performance was not on track, that the Performance 
Committee & Quality Committee ensure that they receive key information to allow 
them to assess if actions being taken are effective, and that data is triangulated to 
ensure alignment. 
 
Action 
Reports to both the Quality & Performance Committees are to be developed to 
demonstrate greater alignment and evidence of progress, with data triangulated 
across finance, workforce and quality. 

Action by:  Executive Directors. 
Resolution 
The Isle of Wight NHS Trust Board received the Acute Services Performance 
Report. 
 

18/T/203 AMBULANCE SERVICES & PATIENT TRANSPORT SERVICES 
 The Board Advisor for Ambulance Services presented the report and advised that 

it had been discussed at the Performance Committee.  He advised that following 
the recent incident at Bembridge Airport, a letter had been received from Police 
Superintendent Jackson informing us that the Ambulance team had been invited to 
receive an award for Excellent Incident Management and Multi Agency team. 
 
He confirmed that the Computer Aided Dispatch (CAD) system had achieved the 
final project gateway and had passed the Ambulance Response Programme 
(ARP) standards assessment visit.  It was noted at the assessment that significant 
improvements had been made since their last visit.  He requested that the Board 
formally approve the decision to ‘go live’ with the CAD system. 
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The Chair praised the team on their award and for the remarkable achievements 
they have made over the past months.  The Board Advisor for Ambulance 
Services echoed these comments and praised the team. 
 
Charles Rogers, as Chair of the Performance Committee, confirmed that the 
Committee had received a detailed presentation by the Head of Ambulance 
Services noting that there were issues but these were being dealt with positively 
by the team.  He stated that the CAD system was an important development and 
that positive changes would be seen in the coming months, which would be 
demonstrated on new dashboard showing clearer data.   
 
Caroline Spicer advised that she had sat on the CAD Steering Group, and 
endorsed the staff commitment to the programme.  She advised that the group had 
highlighted two risks in relation to what would happen in the event of the system 
being unavailable, that they had discussed and considered the risk, and the 
relevant mitigations in place to support any such event. 
 
It was confirmed that the CAD Steering Group had approved the sign off of the 
programme and requested that the Board ratify this decision. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Ambulance Services & Patient 
Transport Services Performance Report.   
 
The Chair requested that the Board ratify the decision to ‘go live’ with the new 
CAD system.  Motion Proposed by Darren Cattell and Seconded by Maggie 
Oldham The motion was carried unanimously, with no abstentions. 
 

18/T/204 COMMUNITY SERVICES 
 The Director of Nursing, Midwifery, AHPs & Community Services presented the 

report, and advised that it had been discussed at the Performance Committee. 
 
She advised that referrals within many services have increased; caseloads are 
being monitored and reviewed by the Divisional Committee with good progress 
being reported.   
 
Charles Rogers, as Chair of the Performance Committee, confirmed that the report 
was now providing significantly more information but that it was key to develop a 
greater understanding of demand and flow, supported by data. Future sessions 
focussing on Community Services would help to develop this information and 
visibility of progress and challenges.  
 
Resolution 
The Isle of Wight NHS Trust Board received the Community Services Performance 
Report. 
  

18/T/205 MENTAL HEALTH & LEARNING DISABILITIES SERVICES 
 The Director of Mental Health & Learning Disabilities Services presented the report 

and advised that it had been discussed at the Performance Committee.  She 
advised that there was a significant risk within Community Mental Health Services 
(CMHS) as staffing continues to be an issue due to vacancies and sickness.  She 
outlined the measures being taken to address the caseload including reallocations, 
recruitment, and support.   
 
Charles Rogers, as Chair of the Performance Committee, confirmed that the report 
had been discussed in detail and advised that a detailed focus would be 
undertaken on CMHS. 
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Resolution 
The Isle of Wight NHS Trust Board received the Mental Health & Learning 
Disabilities Services Performance Report. 
 

18/T/206 SYSTEM RESILIENCE (WINTER PLAN) 
 The Director of Acute Services confirmed that the plan had been discussed at the 

Board Seminar and that the full plan would be presented to the Quality Committee 
and Performance Committee on 31 October before progressing to Board. 
 
The Chair confirmed that following the previous winter period it had been agreed 
that system resilience should be a rolling seasonal plan, and therefore, a quarterly 
review would be implemented. 
 
Action 
Quarterly review on Seasonal Resilience Plan to be provided to the Quality 
Committee and Performance Committee, with escalation reporting to the Board. 

Action by: DAS 
 
Resolution 
The Isle of Wight NHS Trust Board received the update on System Resilience 
(Winter Plan) 
 

18/T/207 SAFE STAFFING MONTHLY REPORT 
 The Director of Nursing, Midwifery, AHPs and Community Services presented the 

report and confirmed that it had been reviewed by the Quality Committee.   
 
She advised that the Unify data included within the report complies with the 
requirements of the national report which the Trust is required to submit, but that 
the Quality Committee had requested more analytical and narrative detail is 
provided in future to support their review.   
 
The Director advised that NHSI had reviewed the Trust establishment levels and 
they had matched our assessment in almost all areas. She confirmed that Trust 
staffing remained safe on a day to day basis but that the position was fragile due 
to the high level of bank and agency staff in place.  
 
The Board discussed the report, with Caroline Spicer querying what provision was 
in place to cover future retirement, and whether there was sufficient provision 
within the recruitment plan.  It was noted that items later on the agenda addressed 
this issue in part. The Chief Executive noted that overall safe staffing was in place 
but that the turnover and induction process for new staff was time consuming for 
all involved.  
 
Tim Peachy, Chair of the Quality Committee, confirmed that the report had been 
discussed in detail and noted that it was not an easy task to compare areas with 
one another.  The Committee had noted the work taking place to continuously 
assess staffing levels in real time, and that more needed to be done to analyse the 
data and provide narrative explanations for variances.  Work to address the level 
of unavailability would release some additional capacity and this was being 
reviewed, however the real change could only come through recruitment and 
retention. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Safe Staffing Monthly Report. 
 

18/T/208 SIX MONTHLY SAFE STAFFING REPORT – NURSING & MIDWIFERY 
 The Chair noted that the report had been seen at Quality Committee and that it 

highlighted the potential risk of an aging workforce.  The report is a vehicle for 
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moving forward on recruitment ‘at scale’ and the need to develop staff through the 
Trust to deliver capability on the Island.   
 
The Chair noted that an incorrect recommendation had been included in the report 
in error.  
 
Resolution 
The Isle of Wight NHS Trust Board received the Six Monthly Safe Staffing Report. 
 

18/T/209 WORKFORCE & ORGANISATIONAL DEVELOPMENT PERFORMANCE 
REPORT 

 The Director of Human Resources & Organisational Development presented the 
report which had been discussed at the Performance Committee.  She updated 
the Board on the following areas: 
 
a) Total whole time equivalent (WTE):  This remains under budgeted 

establishment, with an increased variance due in part to adjustments within the 
staffing model in months 4 and 5. 
 

b) Agency Usage:  Workforce is aligned to the operating model but the Trust 
remains reliant on agency staff to bridge gaps within the rotas, including 120 
substantive nursing positions.   

 
She confirmed that work was taking place across nursing, finance and the 
workforce teams to ensure that there is a clear and consistent assessment of the 
staffing vacancies, risks, actions and mitigations. A triangulation of data between 
finance, quality and workforce would be included within future reports. 
 
Charles Rogers, as Chair of Performance Committee, noted that more information 
was being provided and actions were being taken to further enhance the reporting 
which would be seen in future reports.  He highlighted that although appraisal 
levels were shown at 54% it was believed the position was currently being under-
reported. Mandatory Training compliance was at 79% but this would increase 
following the roll out of the revised competency framework. 
 
Doreen Britton queried if exit interviews were recorded and any trends highlighted.  
The Director of Human Resources & Organisational Development advised that 
reporting on exit interviews had not been effective; a revised process and 
documentation are being implemented which would provide this data going 
forward. 
 
Charles Godden queried if it was possible to have compliance by department 
shown for Mandatory Training.  The Director confirmed that this could be included 
in future reports. 
 
Action 
Future reports to be developed to include; 
-  A triangulation of data between finance, quality and workforce would be included 
within future reports 
- Mandatory Training compliance by department  

Action by:  DHROD 
Resolution 
The Isle of Wight NHS Trust Board received the Workforce & Organisational 
Development Performance Report. 
 

18/T/210 INTERNATIONAL NURSE RECRUITMENT BUSINESS CASE 
 The Director of Human Resources & Organisational Development presented the 

report which included the recruitment plan for international nurses from India and 
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the Philippines, and outlined the development of local nursing recruits through the 
Associate Nursing Posts and the Nursing Apprentice positions.   
 
She confirmed that the first cohort of apprentices commenced in September with 
the next cohort due to commence in September 2019.  She advised the Board that 
this plan is aimed at providing a short, medium, and long term recruitment plan: 

• Short term:  Long line agency staff via the Master Vendor arrangements 
• Medium term: International nurses 
• Long term:  Local training of Associate and Apprentice nurses. 

 
Sara Weech queried how long it would take before the international nurses are 
able to commence work.  The Director of Nursing, Midwifery, AHPs & Community 
Services advised that there is a full induction and training period which they 
undertake prior to commencement, with staff start dates staggered as there can be 
delays with work visas and other matters.  She confirmed that they would all be 
certified registered nurses.  
 
The Director of Finance, Estates and IM&T confirmed that the funding source for 
the international nurses would come from the current spend on agency nurses.  
However, he stressed the need for an implementation plan and evaluation plan to 
ensure success, including risks and mitigations.   
 
Anne Stoneham highlighted that nursing comes under immigration regulations and 
suggested that a full assessment of any national change in policy be included as 
part of the implementation plan.   
 
Charles Rogers, as Chair of Performance Committee, confirmed that the report 
had been reviewed and that the Committee felt there were some areas which 
needed expanding.  The Committee had reviewed the financial aspects but felt 
that lessons learnt have not been reflected, and it needed to consider external 
factors such as Brexit.  The Committee have requested that a detailed 
implementation plan be prepared to cover all concerns but stressed that it did not 
want to delay progress, and therefore was recommending that the Board approve 
the paper subject to ongoing review of the implementation process. 
 
Charles Godden acknowledged that nurses were in high demand and queried if 
everything was being done to attract them to the Island and was there any 
provision for a bursary.  The Director of Human Resources & Organisational 
Development confirmed that there was a risk of creating an internal market but that 
the team were looking at a range of incentives. 
 
Action 
Nurse Recruitment Implementation Plan to be produced and submitted to the 
Performance Committee 

Action by: DHROD/ DNMACS 
Resolution 
The Chair requested that the Board Approve the International Nurse Recruitment 
Business Case with a requirement for an implementation plan be submitted to the 
Performance Committee.  Motion Proposed by Darren Cattell and Seconded by 
Maggie Oldham.   The motion was carried unanimously, with no abstentions. 
 

18/T/210 QUALITY PERFORMANCE REPORT 
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 The Director of Quality Governance confirmed that the report had been discussed 
at the Quality Committee and highlighted the following:   
 
a) Serious Incidents:  She advised that the team were on track to clear the 

backlog of Serious Incidents by November.   
b) Quality Improvement Board (QIB):  The Terms of Reference for the Quality 

Improvement Board were approved by the Quality Committee.  She confirmed 
that the QIB would be key to ensuring that all aspects of the quality 
improvement methodology are implemented, and regulatory action compliance 
monitored, in one place with a common understanding and challenge of 
progress. The QIB would be reporting on a monthly basis to Quality 
Committee. 

c) 10 week Safety Programme:  All areas involved with the ten week Safety 
Programme have completed the first cycle.  Two areas are yet to have their 
final inspections, and these will take place within the coming weeks.  
 

Anne Stoneham, as Chair of Assurance, Risk and Compliance Committee, noted 
that at the last meeting the Quality Committee had been asked to monitor CQC 
regulations actions which were at risk.  The Director of Quality Governance 
confirmed that these would be included within the QIB and would be included in 
the monthly report to Quality Committee. 
 
Tim Peachey, as Chair of Quality Committee, confirmed that the Committee 
reviewed the report in detail.  He also highlighted that within the report was the 
Annual Infection Prevention & Control Report for 2017/18 which required Board 
approval.  He confirmed that the Quality Committee were happy to recommend the 
report for approval. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Quality Performance Report.   
 
The Chair requested that the Board Approve the Annual Infection Prevention & 
Control Report 2017/18.  Motion Proposed by Tim Peachey and Seconded by 
Maggie Oldham.   The motion was carried unanimously, with no abstentions. 
 

18/T/210 FINANCIAL PERFORMANCE REPORT 
 The Director of Finance, Estates and IM&T presented the report which had been to 

the Performance Committee, and highlighted the following: 
 
a) Operating Plan:  The Performance Committee received limited assurance on 

the delivery of the operating plan due to a worsening position in month five.  
This was due to the high level of summer activity, high use of agency staff and 
the high level of demand for services.  He advised that if this position continues 
then the plan could be at risk.   

 
b) Cost Improvement Plans (CIPS):  He confirmed that delivery of CIPs were on 

track but stressed that there is a sharp escalation in month six.  An analysis of 
the system-wide work-streams is needed to fully understand the level of 
activity/demand against related funding, which will then highlight any deficits. 

 
c) Capital Investment Plan:  He advised that at month five capital spend is 

behind plan and confirmed that a reserve project list was in place in the event 
that any of the scheduled plans change.   
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d) Cash:  He advised that a number of mitigating actions are being implemented 
to manage the impact of the Trust deficit position. 

 
Charles Rogers, Chair of Performance Committee, advised that cash remained a 
key risk but there were mitigating actions in place and work continued in relation to 
debtors.  He also advised that the Capital Investment Plan and CIP remain at risk, 
but confirmed that the Committee was closely monitoring these areas. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Financial Performance Report. 

 
COMMITTEE ASSURANCE AND GOVERNANCE 
 COMMITTEE REPORTS: 
18/T/211 QUALITY COMMITTEE 
 Tim Peachey, Chair of the Quality Committee, advised that the meeting on 3 

October 2018 had shown further positive developments; with papers and 
presentation providing a rising level of assurance and there were no other issues 
to report other than those discussed elsewhere in the meeting. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Report from the Quality 
Committee. 
 

18/T/212 PERFORMANCE COMMITTEE 
 
 
 
 

Charles Rogers, Chair of the Performance Committee, advised that the meeting on 
3 October 2018 had received reports which had demonstrated an improving 
position on the clarity of data provided.  In addition to the items mentioned 
elsewhere in the meeting, he advised that the Committee had received a report on 
the progress of actions raised within the internal audit report into Cyber Security, 
and that this would be reviewed on a regular basis to ensure compliance. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Report from the 
Performance Committee. 
 

CLOSING MATTERS 
18/T/213 CHAIRS CLOSING COMMENTS AND ISSUES TO BE COVERED IN PRIVATE 
  

The Chair advised that the following items would be covered in a private meeting 
of the Board: 

• Employee Relations  
• Quality Report (part two) 
• Job Planning Appeal Delegation 
• RTT Recovery 
• Ambulance Services Update 
• Master Vendor Arrangements – Nursing Provision 

 
18/T/214 QUESTIONS FROM THE PUBLIC 
 The Board Secretary advised that two questions had been submitted to the Board: 

 
1. How are things progressing with the IOW NHS Trust Chairman Vaughan 

Thomas’s vision St Mary’s could become a centre of excellence for 
Orthopaedic Medicine announced during the recent Question Time debate 
on the Future of Hospital Care on the IOW? Are the Trusts STP partners 
supportive? Is NHS England on board with the idea? 
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The Chair acknowledged the comments related to a meeting he had spoken at 
earlier in the summer.  As part of the wider strategy development the 
organisation is continuing to review its areas of strength and where it can play 
a key role in delivering services locally which could support regional partners 
through the Sustainability and Transformation Partnership and through our 
alliances with other NHS partners under the Acute Service Redesign.  Work is 
underway to develop the strategies and it is anticipated these will be brought to 
Board for discussion within the coming months.    

 
2. How many hospital beds does St Mary’s now have which meet the OECD 

criteria? 
 

It was advised that the Trust generally has 220 beds which meet the 
Organisation for Economic Co-operation & Development criteria; this excludes 
areas such as maternity, paediatrics, and mental health. The number of beds 
can adjust at different times of the year to support seasonal pressures.  

 
 

18/T/215 ANY OTHER BUSINESS 
 No additional items were raised for discussion.  

 
 DATE OF NEXT MEETINGS 
 The Chair confirmed that the next meeting of the Isle of Wight NHS Trust Board to 

be held in public is on Thursday 1 November 2018.  The venue for this meeting 
will be the Conference Room – Level B Main Hospital – opposite Full Circle 
Restaurant, St Mary’s Hospital, Newport, IW PO30 5TG 
 

 The meeting closed at 4.10pm 
 
Signed………………………………….Chair – Vaughan Thomas 
 
Date:    
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ISLE OF WIGHT TRUST BOARD KEY TO RAG STATUS 

ROLLING SCHEDULE OF ACTIONS TAKEN FROM THE MINUTES Action overdue

Action Progressing
Action complete

Name of 
Meeting

Date of 
Meeting

Minute No. Action 
No.

Item Action Exec Lead Update & Evidence of Completion Due Date Forecast 
Date

Progress 
RAG

Date Closed

Board in 
Public

02-Aug-18 18/T/152 TB/343 Volunteer Development 
Programme

Volunteer development programme to be
discussed with the Volunteer Co-ordinator
and to include training for volunteers in
supporting patients.

Barbara Stuttle 04/10/18 - This continues to progress and it was confirmed that an update 
would be given to the November meeting which would also include an 
update on volunteer award nominations.

04-Oct-18 01-Nov-18 Action 
Progressing

Board in 
Public

02-Aug-18 18/T/153 TB/345 Deep Dive into Mental Health 
data within HSMR/SHMI 
reporting 

Deep Dive into Mental Health data within
HSMR/SHMI to be undertaken. Future
reports to include data, and to ensure that any 
charts be enlarged to clearly show data, and
include details by diagnostic conditions to
clearly demonstrate the Trust position
nationally.

Alistair 
Flowerdew

22/10/18 - Mortality update is being presented on 1 November. 01-Nov-18 01-Nov-18 Action 
Progressing

Board in 
Public

02-Aug-18 18/T/163 TB/350 Medical Job Planning Audit Committee requested that Medical Job
Planning to be resubmitted following further
review.

Alistair 
Flowerdew

22/10/18 - Will be reviewed at the Audit Committee meeting on 31 October. 01-Nov-18 01-Nov-18 Action 
Progressing

Board in 
Public

02-Aug-18 18/T/163 TB/351 Internal Audit Slippage Audit Committee requested that Internal Audit
Slippage and overdue actions to be reviewed
with the Executive Directors and that work
should be triangulated to ensure it is
completed in accordance with the approved
plan, with regular monitoring through the
Executive Team Meetings and Trust
Leadership Committee.

Maggie 
Oldham

22/10/18 - Will be reviewed at the Audit Committee meeting on 31 October. 01-Nov-18 01-Nov-18 Action 
Progressing

Board in 
Public

05-Sep-18 18/T/182 TB/352 Freedom to Speak Up The Freedom to Speak Up Guardian to
consider how the Trust can correlate
outcomes in addition to support assessment

Leisa Gardiner 06-Dec-18 06-Dec-18 Action 
Progressing

Board in 
Public

04-Oct-18 18/T/202 TB/353 Alignment of reporting to 
Quality & Performance 
Committee

Reports to both the Quality & Performance
Committees are to be developed to
demonstrate greater alignment and evidence
of progress, with data triangulated across
finance, workforce and quality.

All Execs 06-Dec-18 06-Dec-18 Action 
Progressing

Board in 
Public

04-Oct-18 18/T/206 TB/354 Seasonal Resilience Plan Quarterly review on Seasonal Resilience Plan
to be provided to the Quality Committee and
Performance Committee, with escalation
reporting to the Board.

Nikki Turner 22/10/18 - Current plan will be presented to a joint session of the Quality 
Committee and Performance Committee on 31 October.  Workplans for both 
committees have had the quarterly report added.

06-Dec-18 06-Dec-18 Action 
Progressing

Board in 
Public

04-Oct-18 18/T/209 TB/355 Workforce Reports Future reports to be developed to include;
- A triangulation of data between finance,
quality and workforce would be included
within future reports
- Mandatory Training compliance by
department 

Julie 
Pennycook

06-Dec-18 06-Dec-18 Action 
Progressing

Board in 
Public

04-Oct-18 18/T/210 TB/356 Nurse Recruitment 
Implementation Plan

Nurse Recruitment Implementation Plan to be 
produced and submitted to the Performance 
Committee

Julie 
Pennycook

Barbara Stuttle

06-Dec-18 06-Dec-18 Action 
Progressing



 

 
 

Agenda Item No 7 Meeting Trust Board in Public Meeting 
Date 

1 November  
2018 

Title Chairs Report 
Sponsoring Executive 
Director 

Vaughan Thomas, Chair 

Author(s) Vaughan Thomas, Chair 
Report previously 
considered by inc date 

N/A 

Purpose of the report 
Information only X Assurance  
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020  
Ensure efficient use of resources  
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight X 
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring  Well-led X 
Safe    
Executive Summary  
Last Board meeting on 4 October 2018. 
 
During the month, I have conducted and participated in meetings with, advisors, stakeholders, staff, 
and partners of the Trust. These have included: 

• Meetings/calls with NHSI including: 
o NHSI Board to Board Meeting, 17 October 2018 

 
• Meetings with partner organisations including: 

o Charles Alexander, Chairman of the Royal Marsden NHS Foundation Trust 08 October 
2018 

o Local Care Board, 11 October 2018 
o David Moss, Chief Executive, Royal Bournemouth Hospital, 16 October 2018 
o Hampshire & Isle of Wight Chair Meeting – Future Direction of Health, 23 October 

2018 
 

• Meetings with Individuals including trust executives  
o Interviews took place on the 24 October 2018 to appoint new Non-Executive Directors. 

We met 5 exceptional candidates, and the panel expects subject to NHSI approval 
appoint two NEDs. 
 

Key outcomes from these activities are: 
  - Subject to confirmation of new Non-Executive Director start dates, a full induction programme will    

Enc C   



 

    be undertaken 
  
During the course of the month ahead I shall continue the programme of meetings and visits.  
Key Recommendation 
The Board is recommended to receive the report 
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Agenda Item No 8 Meeting Trust Board in Public Meeting Date 1 November 2018 

Title Chief Executive Officer’s Report – 22 September 2018 to 22 October 2018 

Sponsoring Executive 
Director 

Maggie Oldham, Chief Executive Officer 

Author(s) Andy Hollebon, Head of Communications and Engagement 

Report previously 
considered by inc date 

N/A 

Purpose of the report 
Information only X Assurance  
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
This report has been prepared by the Head of Communications & Engagement on my behalf.  The report 
covers the period 22nd September 2018 to 22nd October 2018.  The report is intended to provide information 
on activities and events and usually cover issues of national, regional and local importance that would not 
normally be covered by the other reports and agenda items.  Detailed information about the business of the 
Trust appears in the performance reports.  This report provides a summary of key successes and issues which 
have come to the attention of the Chief Executive.  The report covers the following issues: 

• Service Pressures 
• Flu vaccination 
• Speak Up October 
• Strategy 
• New Computer Aided Dispatch (CAD) System 
• GMC Review of medical education and training 
• Consumption of unknown medicine 
• Drug and Alcohol Services 
• World Restart a Heart Day (RSHD) 
• Celebration of Success 
• Allied Health Professions (AHP) Day  
• Chartered Society of Physiotherapists 
• Black History Month 

Key Recommendation 
The Board is asked to consider the following recommendations: 
• The Board is recommended to note the contents and receive the report. 

Enc D 
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Chief Executive’s Report for the period to 22nd September 2018 to 22nd October 2018 
My report this month covers a range of issues between 22nd September 2018 to 22nd October 2018 
including items of national and regional importance, and local issues.  More detailed information about the 
business of the Trust appears in the performance reports. 

Service Pressures 

I wrote last month of the pressures we have faced over the summer and how that has affected staff and 
our performance.  There have been some improvements in the flow of patients – not without days when 
we remain very pressured – but we could not have achieved the improvements we have without the 
support of staff across the organisation and those in our partner agencies.  We are being supported in our 
improvements by colleagues from NHS Improvement and some who assisted Portsmouth Hospitals with 
their patient flow difficulties in 2017. They are working with teams across the hospital, supporting staff in 
identifying and testing priority initiatives to improve how patients flow through our services and improving 
the Trust’s four-hour A&E waiting time target. For the last two weeks we have been focusing on the 
operational meetings and ward huddles. We are already starting to see beneficial impacts for our patients 
– for example 35% of patients on Colwell were discharged before midday, compared with around 15% 
normally. This makes a real difference to patient experience – our patients get to go home earlier in the 
day and others wait for less time in the Emergency Department and the Medical Assessment Unit, 
meaning they get the care they need quicker. 

Flu vaccination 

Flu vaccination is in full swing for staff and we have already vaccinated a wide range of staff at our drop in 
sessions and through work place vaccination.  Trust Board members were vaccinated last month.  For all 
the right reasons for our community and protecting our own health we need to have an even greater 
ambition this year, and I am hoping we can get to 100% of all our staff who are able to have the vaccine.  
Why would we not collectively strive to protect ourselves and our patients from such a preventable illness? 
 I personally believe we should all want to protect those who use our services and our colleagues so I 
would encourage you to join me and the 70% who had the vaccine last year and get vaccinated.  

    
Staff in the Emergency Department after being vaccinated 

We have reminded all staff with direct patient contact that they need to be vaccinated because: 
a) Recent National Institute for Health and Care Excellence (NICE) guidelines1 highlight a correlation 

between lower rates of staff vaccination and increased patient deaths; 
b) Up to 50% of confirmed influenza infections are subclinical (i.e. asymptomatic). Unvaccinated, 

asymptomatic (but nevertheless infected) staff may pass on the virus to vulnerable patients and 
colleagues; 

c) Flu-related staff sickness affects service delivery, impacting on patients and on other staff – 
recently published evidence suggests a 10% increase in vaccination may be associated with as 
much as a 10% fall in sickness absence; 

d) Patients feel safer and are more likely to get vaccinated when they know NHS staff are 
vaccinated. 

 

 “Speak Up October”. 

                                            
1 https://www.nice.org.uk/guidance/ng103  

https://www.nice.org.uk/guidance/ng103
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October was national ‘Speak Up’ month and we have been encouraging staff to speak up when they see 
something wrong, whether it relates to patient safety concerns, bullying or inappropriate behaviours. 
Unfortunately there is still a reluctance from staff to speak up for fear of retribution but I want to reassure 
staff and Islanders that we take any concern seriously and will not tolerate situations where staff are 
mistreated following a concern being raised by them.  

We have updated the posters which tell staff who the Freedom To Speak Up Advocates and Anti Bullying 
Advisors are and these should be visible in every work area. We also have a dedicated concerns email 
box and an Anti Bullying Advisors email box.  We also invite staff to contact the Trust’s Freedom To 
Speak Up Guardian Leisa Gardiner directly.  r you can email me directly to leisa.gardiner@iow.nhs.uk.  
Two awareness days were run during October. 

In Quarter 1 (April-June 2017) 9 concerns were raised, Quarter 2 (July-September 2017) 9 concerns 
raised, Quarter 3 (October-December 2017) 19 concerns raised, Quarter 4 (January – March 2018) 33 
concerns raised and Quarter 1 (April – June 2018) 34 concerns.  Of the 104 concerns raised 32 related to 
patient safety and 66 related to Bullying/Inappropriate behaviours and the other 6 were classified as 
‘other’. It is difficult to know whether the increase in numbers is due to staff having more confidence in 
speaking up or whether there are more incidences of concern, but the national picture is similar in that 
there is an increase in reporting.  Both Leisa and I believe this increase to be a healthy trend and I 
recognise from the feedback I have received that we need to speed up the time it takes to resolve some of 
these issues. 

Strategy 

Having a clear vision of where the Trust is heading and what it’s contribution is to health and wellbeing of 
the Island is essential for us to achieve our aim of getting to ‘good’ by 2020.   At the October Trust Board 
we received the draft strategy for the Ambulance Service.  We are now consulting with staff on that 
strategy and the strategies for Acute (Hospital), Community, and Mental Health & Learning Disabilities 
services. We are also working on bringing these 4 service strategies into a Trust Wide Strategy. 

New Computer Aided Dispatch (CAD) System 

The Ambulance Service new Computer Aided Dispatch (CAD) 
System went live on the 9th October. This is brilliant news for our 
Trust and our community as it really is a great step forward for us. 
 I wanted particularly to thank all staff from our Ambulance 
Service and our IT services who have been so involved with this 
project for many months. Their hard work and attention to detail 
really has paid off.  I also wanted to thank our Colleagues from 
South Central Ambulance Service (SCAS) who have supported 
the implementation and training; they too have been tremendous 
and we simply couldn’t have done this without their amazing 
support. 

The new CAD enables us to better monitor the national ambulance response times which are: 

• Category 1 (7 minutes) - Life-threatening injuries and illnesses (e.g. cardiac arrest, serious allergic 
reaction). In the majority of cases the patient will be taken to hospital. 

• Category 2 (18 minutes) - Emergency calls (e.g. stroke, difficulty breathing, chest pains). In the 
majority of cases the patient will be taken to hospital, usually the nearest emergency department 
(ED) but sometimes the nearest ED will be bypassed so they can be taken to a specialist unit for 
the best care. 

• Category 3 (90% within120 minutes) - Urgent calls (e.g. late stages of labour, non-severe burns, 
diabetes). In some instances patients may be treated by ambulance staff in their own home. 

• Category 4 (90% within180 minutes) - Less urgent calls (e.g. diarrhoea and vomiting, urine 
infections).  In some instances patients may be given advice over the telephone or referred to 
another service such as a GP or pharmacist. 

GMC Review of medical education and training 

Between February and September 2018 the GMC undertook a review of medical education and training at 
sites across Health Education England’s (HEE) Wessex region, including the Isle of Wight.  In February 

mailto:leisa.gardiner@iow.nhs.uk
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they interviewed junior doctors who left us in July 2018 and found significant concerns about the level of 
supervision and the arrangements for training reported to them.   The GMC’s report was published on 
Friday 19 October and can be found at https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-trust-
report_pdf-75973631.pdf. 

I want to reassure Islanders that we have worked closely with senior staff and the junior doctors who 
joined us in August 2018 to improve the experience for junior doctors. Our response to the GMC can be 
found (alongside the GMC report) at https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-
trust_pdf-76063836.pdf.   Our Medical Director Mr Alistair Flowerdew, in our response to media has said: 
“The General Medical Council (GMC) have identified a number of key areas relating to junior doctors that 
require improvement. These have been actively addressed over the course of the last six months and 
since my appointment in June, I am personally taking steps to ensure that all the outstanding 
requirements are completed. These include greater supervision and support of junior doctors by their 
consultants and restructuring the handover processes to ensure that continuity of care and patient safety 
are maintained at all times. Work is already in progress in collaboration with both junior doctors and senior 
medical staff. The improvements will be monitored by the Trust Board in order to assure the GMC and the 
people of the Isle of Wight that high quality of care is provided to our patients and is delivered at all times.” 

Consumption of unknown medicine 

Overnight on 16th/17th October four young adults (18+) were admitted having consumed unknown 
medicines.  Two were in the Trust’s intensive care unit for a period of time.  The Trust, following liaison 
with other agencies, issued the following statement to protect the public and try to prevent a recurrence: 

“We would strongly urge Islanders not to take medicine from unknown sources and only take medicine 
that has been prescribed for them. Taking medication that is unknown and un-prescribed can cause 
serious health concerns as we have seen today. This action by a few individuals has placed additional 
pressures on our services. Ensuring our patients receive safe care is our absolute priority and for this 
reason a number of our patients may need to be transferred to the mainland because our Intensive Care 
Unit is full.   Anyone offered drugs from an unknown source should report this to the Police on 101 
immediately.   Anyone concerned about substance misuse can find out more at the Talk to Frank website 
at www.talktofrank.com or by telephoning their helpline on 0300 123 6600.   Anyone holding unwanted or 
surplus drugs should return them to their local pharmacy.” 

Drug and Alcohol Services 

I welcome the news that the Island Recovery Integrated Services (IRIS) will be transferring on 1st 
December to become part of a larger specialised drug and alcohol service called ‘Inclusion’ which is part 
of the Midlands Partnership NHS Foundation Trust.   I believe that being part of a larger specialist service 
will ensure that staff and service users get the specialist support they need. 

https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-trust-report_pdf-75973631.pdf
https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-trust-report_pdf-75973631.pdf
https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-trust_pdf-76063836.pdf
https://www.gmc-uk.org/-/media/documents/isle-of-wight-nhs-trust_pdf-76063836.pdf
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World Restart a Heart Day (RSHD) 

It was a fantastic achievement that 14 Tutors from Isle of Wight NHS Trust and elsewhere, 12 Volunteer 
Community First Responders (CFR’s), 17 Fire Service Staff and 3 IW NHS Trust Support Staff to deliver 
yet another successful Restart a Heart Day (RSHD) to the Isle of Wight Community.  Over 1,000 people, 
including many young people, were trained to give CPR (Cardio-Pulmonary Resuscitation).  Well done to 
everyone who was involved. 

  

Celebration of Success 

On 19th October certificates of recognition were presented to members of staff who have achieved 
qualifications.  Well done to them all. 

 
  

Allied Health Professions (AHP) Day  

On 15th October we celebrated Allied Health Professions Day and it was a pleasure to present certificates 
to a range of individuals for their excellent work in the Trust. 

   
 

 

 

Chartered Society of Physiotherapists 
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I attended the Chartered Society of Physiotherapists with Katie Clough to celebrate the end of a yearlong 
leadership development programme.  It was a pleasure hearing from participants about the impact of their 
development work which is great news for the NHS.   

 

 
 
 
Black History Month 
Although I was unable to be present I understand that the celebration of Black History Month between 15th 
and 19th October was a success culminating in a special day in the Full Circle Restaurant on 19th October 
when Mondo Mix DJs played reggae vinyl, our Filipino colleagues dressed in traditional costume and the 
catering staff laid the final of the their weeks special menu options. Well done to everyone involved. 
 

   
 
Maggie Oldham 
Chief Executive Officer 
22nd October 2018 
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Agenda Item No 9 Meeting Trust Board In Public Meeting 

Date 
1 November 
2018 

Title Vision, Values and Culture Dashboard 
Sponsoring Executive 
Director 

Julie Pennycook, Director of HR & OD 

Author(s) Jacqui Skeel, Assistant Director for Organisational Development 
Report previously 
considered by inc 
date 

Culture & Leadership Steering Group – 23 October 2018 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources  
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Domains 
Effective  Responsive  
Caring X Well-led X 
Safe    
Executive Summary  
As previously advised the diagnostic phase of the Organisation’s Culture and Leadership programme has 
now been completed. The programme has worked with over 500 staff and service users in addition to the 
Culture & Leadership Group, and Executive team to develop the following outputs for consideration.  
 

1. Vision 
For many years the Trust has operated with the vision of ‘Quality Care for Everyone, Every Time’. 
While staff and service users accept and embrace the principles within this vision, the change 
team received feedback that the original ‘launch’ of the vision had not ensured full staff buy-in, 
and was considered by many to have focused on the clinical areas. As a result of this feedback 
the decision was made to refresh and revise the vision to reflect the changes underway with the 
new Board in place on the Getting to Good journey.  
 
The resulting statement, approved by the Culture and Leadership Steering Group is: 
“Working with our Island partners and others, we will be national leaders in the delivery of 
safe, high quality, and compassionate integrated care; putting those who use our services 
at the centre of all we do.” 
 

Enc E  
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2. Values 
A synthesis workshop was held with the Culture and Leadership programme Change Team, with 
the Chief Executive in attendance.  The team reviewed all the feedback from focus groups, 
interviews, surveys, patients and staff experience data and drew out the key themes in order to 
refresh the Organisation’s values.  Discussion on the day, and subsequently at other forums, has 
highlighted that the refreshed values are not dissimilar to the existing values in place for the Trust 
(we care, we are a team, we innovate and improve).  While there are many similarities it is 
important that we reflect and build on what our staff have told us, with a refreshed set of values 
that will take the Organisation forward in it’s getting to good journey.   
 
The refreshed values are: 

Compassionate 
Team 
Improving 
Valued 

‘Care’ being the golden thread through everything we do. 
 

3. Culture Dashboard 
The Culture Dashboard has been designed to capture measurable indicators aligned to the areas 
of improvement; incorporating the key findings from the feedback from staff and patients during 
the diagnostic phase of the programme.  This has already been discussed at HR/OD Sub-
Committee with their feedback considered in this latest version of the dashboard. 
 
It is proposed that a monthly ‘pulse check’ is implemented, asking staff to provide their views on 
core measures of progress, and that the data be incorporated into the dashboard.  While the 
dashboard is under development with finalisation of the indicators in hand this would not delay 
the initial roll out and implementation for performance management. This dashboard will be 
monitored at the monthly HR/OD Sub-Committee, Quality Improvement Board, and Quality 
Committee with regular reporting to the Trust Board. 

 
Key Recommendation 
The Trust Board is recommended to receive assurance on the proposed Culture Dashboard  
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Please note that this Dashboard is currently under development; ‘RAG’ scores may change once the template is finalised and additional data is 
included 
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Agenda Item No 10 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Local Care Plan Report – September 2018 
Sponsoring Executive 
Director 

Darren Cattell – Director of Finance, Estates and IM&T/Deputy CEO 

Author(s) Nicola Longson – Programme Director, Isle of Wight Local Care System 
Rachael Knight – Programme Governance Manager 

Report previously 
considered by inc date 

Operational Delivery Group – 27 September 2018 
Local Care Board – 18 October 2018 

Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
Achieve excellence in employment, education and development x 
Lead strategic change on the Isle of Wight x 
Link to CQC Well Led Domains 
Effective  Responsive  
Caring  Well-led  
Safe    
Executive Summary  

The key messages from Local Care Board meeting on 13 September 2018 are detailed as Appendix 
A. 

The Local Care Plan Programme Summary Report provides an overview of key progress and 
risks/issues against the five initiatives within the Local Care Plan. The overall Programme status is 
currently RED, indicating that key milestones are behind schedule and there are significant issues to 
delivering agreed outcomes.   The Black/Red/Amber/Green rating of each initiative is broken down in 
Appendix B.  Further development of programme reporting is underway to ensure delivery of impact is 
reported alongside delivery of key milestones. 

The report intended for Local Care Board (13/09/18) regarding proposals for change to the Local 
Care Plan governance and accountabilities was re-scheduled for System Leaders discussion at Local 
Care Board in October.  
 
Key Recommendation 
The Trust Board is asked to consider the following recommendations: 
 

• To receive the update on the Local Care Plan Programme and to receive limited assurance on 
the status of the Programme. 

Enc F   
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• Receive assurance that, work is progressing within System Leader discussions and the Local 

Care Board to ensure impact, accountability and operational responsibility of all Local Care 
Plan initiatives is clear and embedded within relevant governance structures.   

 
 

APPENDIX A 
 
Key messages from Local Care Board 09 August 2018: 
 
A&E Delivery Board – The Board discussed recent performance against a particularly 
challenging period with the heatwave/additional events with services seeing an increase of 7.8% 
in attendances on the same period last year. This situation has resulted in a dip in DTOC 
performance over last two weeks. Development of the 18/19 Winter Plan is continuing but a 
number of data gaps are causing delays to its finalisation as per timetable, the Board agreed to 
an urgent meeting of key individuals to unblock any outstanding issues. Cllr Mosdell reiterated the 
positive impact the ‘Living Well’ service was having across the system and Maggie Oldham 
advised the Board of the 3% decrease in attendances translating in to admissions despite the 
recent hike in attendance rates. 
 
STP Update  – John Metcalfe and Maggie Oldham gave feedback to the group on recent 
attendance at the STP Executive Delivery Group and the emerging business model for the region 
and its implications for Island localities, care systems and commissioning arrangements. The 
HIOW STP is keen that local boards and councils consider this model in the very near future with 
a view to endorsing the proposals. Importantly for the  Island’s health and care system, it 
strengthens the integrated approach we have been developing through the local care board, with 
a vision of achieving an integrated care system as an end goal. 
 
Funding – the Board received updates on the allocation of transformation funding both from the 
Better Care Fund and the Vanguard transformation funding. The group considered a number of 
funding requests to utilise the remaining balance of transformation monies to support the Acute 
Services Review and the work of Enabling Groups. The group also agreed the indicative 
BCF/iBCF outline plan and spend plan for 18/19. 
 



Isle of Wight Local Care Plan 
2017 – 2021 

  
Operational Delivery Group 

Programme Summary 
September 2018 
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Milestone RAG status criteria 
B Multiple key milestones are significantly behind schedule. Sponsor identified significant risk to outcomes being achieved 

R Key milestones behind schedule (30+ days) /significant issues to delivering agreed outcomes 

A Key milestones within 30 days of schedule/ work underway to address delays 

G Key milestones completed/project on schedule 

Initiative RAG Status 
 

Headlines – key reason(s) for RAG status 

Acute Service 
Redesign 

Milestone 
RAG A 

Despite progress on a number of ASR workstreams in relation  to planning of delivery, the programme  
will stay ragged  as Amber due to lack of development with the Outpatient Repatriation, Acute 
Medicine and Urology workstreams  to date. 

Impact RAG N/A 
Impact indicators not applicable for current scope. 

Urgent & 
Emergency 
Care 

Milestone 
RAG R 

As reported previously there is no assurance of movement on the Enhanced Hub work and bringing 
wider partners into the Hub. This has been highlighted in the refocus refresh paper and a formal 
decision to be made by ODG whether this piece of work should be paused until the Integrated Urgent 
Pathway project has been completed. 

Impact RAG A 

Top 5 KPI’s  have been identified but may change once the refocus and refresh paper has been agreed. 
For 111 calls  KPI, inclusion  of dental clinician calls  from August should see an improvement in future 
performance figures. Hospital escalations to OPEL 4 during August have negatively impacted  the 4 hr 
Emergency Care Standard and the number of patients recorded on the Ambulatory Care  pathway. 

Community 
Service 
Redesign 

Milestone 
RAG A 

Implementation delays experienced in the following areas:-     
Prototype Plan development, implementation of the case review process, and development of SOP, 
shared read access to care plans (IG/IT) and Privacy Impact Assessment.  Steps agreed to mitigate.  

Impact RAG A 

Tier 3 metrics identified and partial reporting in place – Amber RAG applies to those KPI’s where data is 
available.  List of metrics currently being reviewed to ensure they show impact of CSR.  To be agreed at 
the next CSR  TAF group meeting. 
 

Impact RAG status criteria 
R Measures undefined /significantly off track 

A Measures defined but  off-track 

G Measures  defined and on target 

Headline Status (delivery of key milestones)   Red 
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Initiative RAG Status 
 

Headlines – key reason(s) for RAG status 

Mental Health 
Transformation 

Milestone 
RAG R 

There is a  need to re-visit the original timescales associated with the scale of ambition and capacity of 
teams across the System to deliver the required actions. This will result in a change request to 
Operational Delivery Group in October. This will include an opportunity to work alongside another Trust 
to complete a detailed demand and capacity exercise which will inform the workforce and 
implementation plans.   

Impact RAG A 

Currently most programme work is in planning phase. The Trust are unable to provide baselines before  
the end of September/beginning of October, (this was originally August and has moved) due to capacity 
in the Performance Information Decision Support Team.   
 

Transforming 
Learning 
Disabilities 
Care 

Milestone 
RAG A 

The Amber RAG  relates  to the deregistration work being behind schedule.  A change control has been 
submitted for this, and it is expected that the programme will be ragged green once approved, see page 
16. 

Impact RAG A 

3 KPI’s currently off track but 2 are meeting their target - the Personal Assistant service has exceeded 
the 2018/9 target to have 100 PA’s accredited with total currently at 114. The increase in the number 
of supported units available for people with a learning disability by 10% is on target.  
 

Local Care Plan Headline Status continued … 



Group 
 

Governance 
 

Programme Management Set Up 
 

Enabler Groups –  
ToR in place Programme Charter Detailed Delivery Plan Risk & Issues Log Comms Plan 

System Finance 
Group  

  
Group in place,  terms 

of reference agreed  

  
N/A for this group 

 
Target date for first draft  

TBC 
  

 
Target date for first draft  

TBC 
  

 
N/A for this group 

 

System Workforce 
Group 
 

Group in place,  terms 
of reference agreed 

18/06/18 
 

 
Target date for first 

draft 28/09/18 

 
Target date for first draft 

28/09/18 
 

 
In draft, to be finalised 

28/09/18 

 
Target date for first draft 

31/10/18 
 

One Public Estate 
Group  Group in place, revised 

terms of reference  
agreed March 2018 

Target date for first 
draft TBC 

Target date for first draft  
TBC 

 
Target date for first draft 

TBC 
 

TBC if required – OPE 
Programme to be included 
within scope of wider LCP 

comms plans  
System Quality 
Group 

ToR for Quality Group 
drafted, slight 

alterations agreed. 
Updated ToR  will be 
shared once changes 
have been formally 

agreed by the 
Committee  

  
 

N/A for this group 

Detailed workplan will 
be drafted following 
inaugural meeting, 

target date for initial 
draft 30/11/18 

 
 

N/A for this group 

 
 

N/A for this group 

System Digital 
Group Group in place,  terms 

of reference updated 
August 2018 

Target date for first 
draft 30/9/18 

  

Target dates TBC 
following  development 

of outline strategy / 
prioritised high level 

workplan 

Draft reviewed 03/07/18, 
to be updated 30/09/18 

TBC if required – Digital 
Programme to be included 
within scope of wider LCP 

comms plans  

System 
Communications & 
Engagement Group 

 
Not in place 

 

 
Not in place 

 

  
Not in place 

 

  
Not in place 

 

 
Not in place 

 
 

Enabling Groups – set up status   Red 
The same issues exist as reported for the last  3 months. The LCP Enabling Groups are still developing the core elements as described below, areas 
of concern  are: 
• Continued lack of detailed workplans for all groups 
• System Communications & Engagement Group still not in place 
• No System Finance Group report submitted this month  
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Programme Overall Status   Red 

 Key progress in reporting period 
  ! Risks/issues for escalation 

Acute Service Redesign: 
• 24/08 - ASR IW/Solent Acute Alliance ODG & Steering Group – Richard 

Samuel in support role , subsequently signed off by Local Care Board 
13/09/18 with revised timeline  agreed. 

 
Urgent & Emergency Care: 
• Adastra upgrade completed to allow GP appointment booking functions 
• Link with Thames Valley for peer to peer learning as implemented 

elements of Integrated Urgent Care 
• Manual data checked as previous data had been omitted impacting on 4 

hour standard 
 
Community Service Redesign: 
• Case finding tools agreed, and implementation underway  
• Case review and Step up / step down processes agreed  
• 90 day locality stabilisation plans closed, and next 10 week plan under 

development   
• Integrated Localities training and development session planning underway 

with Liz Kite, lead from STP  
• West and Central base decorating works to be complete by 31/8/2018 
• New care model commissioning arrangements in place - RRR Heads of 

Agreement drafted  
 
Mental Health Transformation: 
• Creating a New Vision for Improved Mental Health - Blueprint, 

Consultation Closure and Coproduced Action submitted to the CCG 
Governing Body 

• Development of model to meet intensity of needs of people using 
services  - Emotionally Unstable Personality Disorder, Psychosis and Mood 
and Anxiety Pathways have been finalised and the final format of the 
approach was co-designed with a service user  

• Transforming Needs-led Community Provision and Strengthening 
Individual and Community Support – Community mental health and well 
being service vision developed and shared with people who use services 
and the MH Transformation Steering Group 

 

OVERALL PROGRAMME ISSUE – Still no clarity on impact of overall 
programme; full set  of Tier 3 KPIs still not identified with trajectories and data 
for Community Service Redesign and Mental Health Transformation 
programmes . Linked to ODG Actions 208 & 209. 
 
 
 
 
 
 
Acute Service Redesign - no items identified for escalation. 
 
Urgent & Emergency Care: 
• ISSUE - Limited Health and ASC care involvement in enhanced Hub, and 

confirmation from health that this project does not fit current organisation 
priorities. Mitigation: Paper to ODG on revised governance for Urgent 
and Emergency Care programme including details of health feedback and 
request for decision on whether project should remain a current priority 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
Community Service Redesign – no items identified for escalation 
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ODG DECISION 61: 
The group approved: 
a) the revised scope of the programme defined within paper including  IW 
UEC Blueprint  
b) the revised governance of the programme and functions of the UEC Task 
and Finish Group as defined in paper 
c) to pause and review the Co-ordinated Access hub project following on 
from completion of the work to 111 and 111 online (estimated 6 months) 
d) Nikki Turner to continue as Executive Sponsor for the programme 
e) Victoria White to be Operational Lead for the programme (noted Peter 
Gent also supporting) 

ODG DECISION 63: 
The group agreed to formally escalate to Local Care Board the continued 
issues around lack of capacity of system BI function, specifically time lag on 
PIDS team to turn around data/KPI requests. Linked to Action 209. 



 Key progress in reporting period 
  ! Risks/issues for escalation 

Transforming Learning Disabilities Care: 
• Attendance at Primary Care Quality meeting completed to raise 

awareness of the strategy and primary care’s role to support the 
strategy. 

• Bid submitted by People Matter to seek funding to support the 
implementation of the Safe Places scheme unsuccessful, meeting to 
review and resubmit to other funders scheduled. 

• Five self assessment forms received from GP surgeries registered to 
become LD friendly, process of support and challenge being put in 
place. 

• Project Support role advertised interviews taking place 12th 
September  

Mental Health Transformation: 
• ISSUE - Programme/Project Management resource will be changing  due to the 

resources review of the System-wide Transformation Team.  The  lack of  
continuity  and  level of knowledge of programme during the transfer of 
resource could have an impact on the delivery of the programme. Mitigation: 
Aim for handover period  between resources.  ODG to consider capacity and 
resource as a priority for continuity. 
 
 

 
 
 
 
 
 
 
Transforming Learning Disabilities Care: 
• CHANGE REQUEST – ODG required to approve change request detailed on page 

16, milestone date changes, requested for: 
 Application to CQC for phased deregistration of properties  
 Phased deregistration of internal ASC learning disability provision - Training to 

provide programme  
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ODG DECISION 64: 
The group approved the milestone change request submitted. 

ODG DECISION 60: 
Local Care System Accountability Changes: 
The group agreed to formally escalate to Local Care Board (via ODG Update) the 
delayed decision on the accountability/governance changes to the Local Care 
Plan initiatives and the agreement and funding of the system project 
management and governance support, requesting that a decision is made 
urgently due to risk on programme delivery. 
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Agenda Item No 11 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title STP update 
Sponsoring Executive 
Director 

Darren Cattell - Director of Finance, Estates and IM&T, and Deputy CEO 

Author(s)  
Report previously 
considered by inc date 

Local Care Board   

Purpose of the report 
Information only  Assurance  
Review and discuss  Agreement X 
Trust Board Approval is required X 
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
Achieve excellence in employment, education and development x 
Lead strategic change on the Isle of Wight x 
Link to CQC Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
 
The health and care system across Hampshire and the Isle of Wight has been working together 
to develop a response to the national ambition to improve the integration of health and care for 
the benefit of local people. 
 
This document summarises the system reform proposal as developed to date through the work of 
the Hampshire and Isle of Wight Sustainability and Transformation Partnership’s (STP) Executive 
Delivery Group (EDG) and informed by the broader health and care system leadership.  
 
It forms the basis for NHS provider board, CCG governing body and local government cabinet 
consideration at their respective meetings in autumn 2018 
 
Work started on the System Reform Programme in October 2017 when the Hampshire and the Isle of 
Wight Sustainability and Transformation Partnership (STP) Executive Delivery Group (EDG) held an away 
day. The debate considered the drivers for change and considered options for the future that might 
address the challenges. A second away-day in May 2018 engaged with Chairs, Clinical Leaders, Lay 
Members, Finance Directors and Chief Executive Groups to test and refine proposals. Four inclusive 
‘Task and Finish Groups’ were established to develop more detail for the proposal.   
 
The proposals that have been collectively developed in Hampshire and the Isle of Wight do not impose a 

Enc G   
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‘one size fits all’ blueprint that could disrupt or set-back local progress – instead they offer an overall 
framework that allows for local flexibility.  
 
The STP has posed a series of recommendations in the paper and is seeking support and 
endorsement to enable the proposal to be further developed. 
 
Key Recommendation 
 
The Trust is asked to endorse the recommendations set out within the report at pages 42 and 43 
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Purpose of this document 

This document summarises the system reform proposal as developed to date 

through the work of the Hampshire and Isle of Wight Sustainability and 

Transformation Partnership’s (STP) Executive Delivery Group (EDG) and 

informed by the broader health and care system leadership.  

It forms the basis for NHS provider board, CCG governing body and local 

government cabinet consideration at their respective meetings in autumn 2018. 

 

Context 

The health and care system across Hampshire and the Isle of Wight has been 

working together to develop a response to the national ambition to improve the 

integration of health and care for the benefit of local people. 

As the Care Quality Commission put it in its 2016/17 State of Care report:  

“People should be able to expect good, safe care when they need it, 
regardless of how this care is delivered... It’s clear that where care 
providers, professionals and local stakeholders have been able to do 
this – where they have stopped thinking in terms of ‘health care’ and 
‘social care’ (or specialties within these) and instead focused their 
combined efforts around the needs of people – there is improvement in 
the quality of care that people receive. To deliver good, safe care that is 
sustainable into the future, providers will have to think beyond their 
traditional boundaries to reflect the experience of the people they 
support.” 

 

Introduction and context 

 

National context 
 

The most recent mandate given by the Government to NHS England includes 

increasing integration with social care so that care is more joined up to meet 

physical health, mental health and social care needs. More recently, the House of 

Commons Health and Social Care Committee has expressed its support for 

improving integration of care, highlighting its potential to improve patient 

experience. 

NHS England’s policy goals in relation to this area have been clear for some time. 

NHS England’s ambition to transform the delivery of care in this spirit was first 

described in 2014’s Five Year Forward View (FYFV): 

“The traditional divide between primary care, community services, and 

hospitals – largely unaltered since the birth of the NHS – is increasingly a 

barrier to the personalised and coordinated health services patients need. 

And just as GPs and hospitals tend to be rigidly demarcated, so too are 

social care and mental health services even though people increasingly 

need all three” 
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Case for change 



Our citizens have been consistent in telling us that… 

• they want better and more convenient access to support to help them to live 

well for longer. We have diverse communities across Hampshire and the Isle of 

Wight and people want support better suited to their needs;  

• they value and have confidence in General Practice and the wider primary 

and community team, but there is a bewildering array of teams who do not 

appear to communicate with each other. People often have to repeat their 

story multiple times, making accessing care a frustrating experience. So they 

want all of the clinicians and care workers involved in their care to know their 

care plan, to work together and to communicate with one another. Many people 

also want greater control of their care, from better access to their records 

through to personalised budgets; 

• when they have an urgent care need, rapid access to the right clinical advice 

and support is the most important factor to them. They want the health and care 

system to make sure they know how to rapidly access a complicated and 

sometimes confusing system; 

• when they are managing a long term physical and/or mental health condition 

they typically want continuity of relationship with a trusted clinician to support 

them; they want better support to understand and manage their condition; and 

they want to ensure that when they travel for specialist advice and support, then 

the journey is worthwhile. Currently 40% of people whom have a long term 

condition tell us they don’t feel supported to manage their condition. 

• they are more willing to travel a little further for specialist care if the services 

they access will give them better outcomes. People also add however, that there 

is nowhere like home and that they would rather be there, than a hospital bed. 

Unfortunately a quarter of people in hospital still do not feel involved in decisions 

about getting them home. 

 

What do our citizens and our staff tell us?  5 

Our workforce are telling us that: 

• they are under more pressure than ever before. They often feel that there is 
not enough time in the day, with too many targets to reach and administrative 
tasks to perform, both of which take time away from patients; 

• services are running on such low staff numbers that any unplanned sick leave 
or annual leave has a significant effect. Despite significant efforts of some 
providers, we continue to exceed our planned expenditure on agency and locum 
spend; 

• care professionals want a means by which to share information with other 
professionals within the system. There is often a poor interface between primary, 
secondary and community care with time wasted trying to contact other care 
services; 

• whilst it doesn’t feel this way in general practice, and in the community and 
hospital services, our workforce has actually increased over the last few years. 
However so too has the number of people leaving within two years;  

• many frontline staff have spent large parts of their professional careers trying to 
integrate care for patients, often working around policies that construct rather 
than remove barriers to integrated care at local level; 

• they want better career options along with opportunities to improve their skills 
and expertise. 

 



What does the data tell us?  

We need to strengthen our approach to prevention, early 

intervention and supported self-management… 

• We have a national reputation for developing innovative models of prevention, 

case finding and early intervention and supported self-management. However, we 

have not systematically implemented these innovative models. For example, 

within three years, 330 heart attacks and 490 strokes could be averted with 

improved detection and treatment of hypertension and atrial fibrillation. This 

represents a cost saving of up to £2.5m for heart attacks and £6.7m for strokes 

through optimal anti-hypertensive treatment of diagnosed hypertensives. 

• For cancer services, for example, we have made real progress in improving the 

early diagnosis of cancers over the past 4 years, and are now are one of the best 

performing systems in the country. But we still only diagnose just over half of 

cancers at stage 1 and 2.  

• The life expectancy of people with serious mental illness is 15-20 years less 

than the average life expectancy in Hampshire and the Isle of Wight, with two 

thirds of these deaths due to avoidable causes. And yet the number of health 

checks for people with severe mental illness in HIOW is below the national 

average. 

• We are making improvements, but we are not yet closing the inequalities gap - 

the life expectancy gap (and disability-free years gap) across HIOW is not closing. 

We have a significant opportunity to improve discharge and flow 
across Hampshire and the Isle of Wight… 

• Our citizens continue to stay in hospital for a long time even though many 
are medically fit to leave. As we know the longer people stay in hospital, the 
more likely they are to develop complications and reduced independence; and 
it is also expensive to keep someone in hospital unnecessarily.  

• Our flow and discharge is noted as being in the lowest  performance quartile 
in the country 

• We continue to be the second poorest performing system in the country 
with regards to delayed transfers of care.  

• We are the second  poorest performer nationally with regards to CHC 
assessments in the community.  

• Recent data positions us as having one of the greatest opportunities nationally 
to reduce excess bed days and super-stranded patients. 

• There has been a relentless focus on improving discharge and flow across all 
of our systems and yet despite this the number of delayed transfers of care per 
100,000 population remains at the same rate it did two years ago*  

 

This data would indicate that continuing to operate as we have done in 
the past will not yield a different outcome. We need to reform the 
system in a way that best allows us to tackle the challenges we face. 

* with the exception of the Isle of Wight which now operates with three times fewer delays as other HIOW systems.  
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The complexity and fragmentation of our current system (including 

siloed budgets and payment systems) is currently holding back a 

system focus on this agenda.  



What do we know about new models of care?  7 

The past four years have seen significant progress in developing ‘new care models’ which are founded on integration between partners and a 

systematic focus on the whole population’s needs. Nationally we have seen both Multispecialty Community Provider and the Integrated Primary 

and Acute Care Systems develop. More recently the Next Steps on the Five Year Forward View further articulated the ambition ‘to make the 

biggest national move to integrated care of any major western country’. 

Within our patch we are reporting very tangible benefits for our citizens as a result of health and care partners working together / integrating 

more effectively than we have seen before. In the most developed systems we are seeing: 

• 1% reduced emergency admissions compared to an average of 3.5% growth nationally; 

• New models of care are successfully managing and treating people more effectively in the community reducing potentially “avoidable” 

emergency admissions by 10% on last year; 

• 4% reduction in GP referrals on last year; 

• Reduction in the number of people experiencing mental health crisis / emergency admission to acute mental health beds as a result of 

enhanced support in the community 

• A&E attendances are holding at the same level as last year compared to demographically similar systems which have increased activity 

on last year; 

• Citizens engaging with integrated care teams are reporting significant improvements in health status, personal wellbeing, experience 

and health confidence; 

• Staff satisfaction rates significantly improving where they are operating in integrated care teams. 

These achievements are both important for citizens, staff and for the financial health of the system. We know that new models of care work, 

however, our integrated primary and community teams are at different stages of development and so too are their interfaces with local health 

and wellbeing footprints and the acute physical and mental health system. 



Increasing value for money 

The current funding and budget systems make it hard to reallocate resources to where they are needed most. This can also be prohibitive to collaborative working between 
partner organisations. Frustratingly for all, the current payment systems can be unhelpful – rewarding activity rather than outcomes. 

Our financial position is unsustainable. Hampshire and Isle of Wight NHS has forecast a ‘do nothing’ gap of £577million gap by 2020/21 (23% of our £2.5bn allocation) 
and in addition to this, the pressures in social care and local government more broadly are unprecedented. Whilst the required level of efficiency has been delivered to date 
we require a step change in productivity and cost reduction to ensure we meet our financial targets. 

In many organisations too much resource and energy is focused on seeking to suppress expenditure in providers or generate additional income from commissioners, rather 
than work in partnership to focus on cost reduction, quality improvement and living within the system’s finite resources. We will require different approaches, including 
collaboration, e.g. pathology, pharmacy distribution centres; scale, eg: collective procurement; back-office optimisation, eg:  HR, finance; greater partnerships, eg: 
increasing retention of our workforce, reducing bank and agency costs; and reduced unwarranted variation in practice. 

If we are to make the transformational changes required to improve outcomes, experience, satisfaction, quality, performance, financial sustainability and address our 
workforce challenges we must radically enhance our functionality, removing obstacles to enable far greater collaboration and integration. These radical changes 
will become a reality only if there is a collective commitment from all partners to transform and implement a new way of working.  

Reducing complexity 

• We have 21 NHS and local authority statutory partners as signatories to our transformation partnership and three non-statutory partners (with leadership 
responsibilities around workforce, innovation and research).  

• We have grown our workforce by 4.5% over the past three years. Too much of this growth has, however, been in non-clinical roles. One of the key drivers for this is 
the continuing burden of reporting, assurance and inter-organisational contract management. 

• We are a complex system. Whilst there has been collaboration between provider, commissioner and regulatory partners, our system reform work over the past six 
months has demonstrated significantly greater opportunity to reduce system complexity; reduce the burden of assurance and reporting and ensure all partners 
collaborate towards clearer strategic goals; 

• NHS England and NHS Improvement are currently undergoing a national and regional integration programme. The expectation is that locally the Hampshire and Isle of 
Wight system will develop simpler but more effective self-regulation and assurance models that will allow NHSE/I to work more strategically with the system. 

The system reform programme is a means by which we can reduce this complexity and develop strong self-regulation and assurance models. 

 

 

Finance and efficiency 8 



The proposed system 



“Our vision is to support citizens to lead healthier 
lives, by promoting wellbeing in addition to treating 
illness, and supporting people to take responsibility 
for their own health and care. We will ensure that our 
citizens have access to high quality consistent care 
24/7, as close to home as possible. 

Our vision  10 



Our vision – tomorrow’s system 

 
Supporting 
people to 
stay well 

Joining up 
care locally 

Specialised 
care when 

needed 

• Harnessing technology more 

effectively to support wellbeing 

• Developing integrated health and 

social care teams designed to 

support the needs of the local 

communities they serve 

• Ensuring a strong and appropriately 

resourced primary care workforce 

• Providing care in the right place at the 

right time by reducing over-reliance on 

hospitals and care homes 

• Using technology to revolutionise 

people’s experiences and outcomes; 

• Identifying, understanding and 

reducing unwarranted variation in 

outcomes, clinical quality, 

efficiency; 

 

We will make  

intelligent 

use of data 

and 

information 

to empower 

citizens, 

patients, 

service users  

and support 

our 

workforce to 

be more 

efficient and 

effective in 

delivering 

high-quality 

care 

We are taking action to prevent ill-health and promote self care... 

• Empowering citizens, patients, 

service users and communities 

We are strengthening local primary and community care... 

We are improving services for people who need specialist care... 

• Through consolidating more 

specialised care on fewer sites; 
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Integrated care systems 

The HIOW Executive Delivery Group (EDG) – representing the HIOW health and care system – recommend that to deliver our vision 

for health and care, we need to reform our system to ensure ‘form follows function’, signalling a shift from the separation of 

provision and commissioning to integrated planning and delivery. Nationally there is a similar realisation, which has led to the 

national guidance on Integrated Care Systems. 
 

What is an integrated care system (ICS)? 

NHS England defines ICS as those systems in which: 

“Commissioners and NHS providers, working closely with GP networks, 

local authorities and other partners, agree to take shared responsibility (in 

ways that are consistent with their individual legal obligations) for how they 

operate their collective resources for the benefit of local populations”.  

What will an integrated care system do? 

National guidance sets a number of expectations for ICS: 

• ICS are expected to produce together a credible plan that delivers a 

single system control total, resolving any disputes themselves. 

• ICS will assure and track progress against organisation-level plans 

within their system, ensuring that they underpin delivery of agreed 

system objectives. 

• [ICS] will be given the flexibility, on a net neutral basis, and in agreement 

with NHS regulators, to vary individual control totals during the planning 

process and agree in-year offsets in one organisation against financial 

under-performance in another. 

 

 

• NHS England (NHSE) and NHS Improvement (NHSI) will focus on the 

assurance of system plans for ICS rather than organisation-level plans.  

There is an expectation that, over time, ICSs will replace STPs. 

Benefits of ICS – the national view  

• Creating more robust cross-organisational arrangements to tackle the 

systemic challenges facing the health and care;  

• Supporting population health management approaches that facilitate the 

integration of services focused on populations that are at risk of 

developing acute illness and hospitalisation;  

• Delivering more care through re-designed community-based and home-

based services, including in partnership with social care, the voluntary 

and community sector; and  

• Allowing systems to take collective responsibility for financial and 

operational performance and health outcomes.  

Local alignment 

The EDG tasked a sub-set of its members, supported by others, to form a 

series of task and finish groups to develop the key elements of a proposal 

for moving the HIOW system towards ICS (“the system reform 

programme”). 

12 



How could HIOW look in the future? 

Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic planning/commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 
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The proposed HIOW integrated care system:  
A whole system planning, delivering and transforming in collaboration 
 The proposed reformed system envisages providers, commissioners and local 

authorities working in ever closer collaboration with each other and with citizens 

and voluntary sector organisations to address the case for change, empowering 

and supporting citizens to best manage their own health and wellbeing and 

frontline teams to provide and sustain the best possible services and care. 

Component    Purpose and description 

• The foundations of the reformed system 

• Strengthening primary care 

• Delivering integrated mental and physical health, care and 

wider services to cluster population 

• 36 clusters, aligned to ‘natural communities’. 

• Proactively managing the population health needs 

Natural communities 

of 20-100,000 people 

HIOW integrated 

care system 
• System strategy and planning 

• Implementing strategic change across multiple integrated 

care partnership footprints/places 

• Alignment of  strategic health and LA commissioning 

• Provider alliances (acute physical & mental health) 

• Oversight of performance and single system interface with 

regulators 

• Integrated local authority & NHS planning 

• Aligned to HWB (local authority) footprints 

• Health & LA aligned commissioning resource & agreed 

leadership/management models 

• Basis of the JSNA, means through which HWB exert tangible 

influence on the direction of health and care services for the 

population through health and care commissioning and wider 

determinants of health 

Ongoing 

development of 

place based 

planning 

Simplified structure 

of 4 integrated care 

partnerships 

• Support the vertical alignment of care enabling the 

optimisation of acute physical & mental health services 

• Design and implement optimal care pathways 

• Support improved operational, quality and financial 

delivery 

Notes: 

1. The term ‘cluster’ is used for consistency to describe the foundation of the system where 

general practices with statutory and voluntary community health and care services work 

together in 20-100k populations to meet the needs of local residents. A variety of terms are 

currently used to describe this including localities, extended primary care teams, natural 

communities of care, neighbourhood teams. 

2. Where HWB and integrated care partnerships are coterminous, activities are undertaken 

together. In areas where integrated care partnerships span more than one HWB footprint, 

the partners will work together to determine the most appropriate allocation of 

responsibilities between HWB area and the integrated care partnership to achieve the 

shared objectives. 

3. The Hampshire HWB area also includes North East Hampshire, which is also part of the 

Frimley Integrated Care System and therefore omitted from the figure above 

Accelerated 

implementation 

of 36 clusters 

Existing Health & 

Wellbeing Board 

footprints 

populations of c600k served 

by acute partners 

Drawing together the 

above component 

parts, delivering some 

functions at a scale of 

2 million population 
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Conditions for integration 

The development of an ICS for Hampshire and Isle of Wight has been based upon a variety of national guidance and 

evidence from around the country about best practice approaches. We have studied the work ongoing in Surrey Heartlands 

Dorset, Manchester and South Yorkshire and Bassetlaw and learnt from their experiences. 

 

The work of the Kings Fund on integration is also helpful in setting out conditions which support greater integration. Their 

assessment is that current and future ICS must address the following development needs if they are to succeed in 

transforming health and care, building on new care models and related initiatives: 

 

• Developing trust and relationships among and between leadership teams 

• Establishing governance arrangement to support system working 

• Committing to a shared vision and plans for implementing the vision  

• Identifying people with the right skills and experience to do the work 

• Communicating and engaging with partner organisations, staff and the public  

• Aligning commissioning behind the plans of the system 

• Working towards single regulatory oversight 

• Planning for a system control total and financial risk sharing. 

 

The work involved in addressing these needs is time consuming and cannot be rushed: ‘progress occurs at the speed of 

trust’, collaborative rather than heroic leadership holds the key to progress.  

15 



Components of the system 



Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic Commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 
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Clusters will be the bedrock of the reformed delivery system. The key purpose of our wider system reform arrangements is to support 
empowered clusters. 

Role and benefits of clusters: 

• Clusters will see health and care professionals, GPs, the voluntary sector and the community working as one team to support the health and 
care needs of their local community. They will focus on helping people to manage long term conditions and improve access to information 
about healthier lifestyles and improving/maintaining wellbeing. 

• Evidence shows that the most successful work of this type will reduce the overall number of people who need to be cared for in hospital and 
improve the health and wellbeing of communities. Clusters will shift the pattern of care and services to be more preventative, proactive and 
local for people of all ages 

 

Clusters - integrated primary and community care teams 
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Impact of clusters for people 

 People are supported to stay well and take greater responsibility 

for their own health and wellbeing 

 People can easily access support and advice that is timely, 

delivered close to home and with the right professional to meet 

their needs 

 People with chronic or complex illness receive care that is 

consistent, joined up and centred around their needs and wishes, 

with fewer hand-offs and reduced duplication 

 People are only in hospital for the acute phase of their illness and 

injury and are supported to regain/retain independence in their 

usual place of residence 

 People have greater choice and control over decisions that affect 

their own health and wellbeing 

 

Impact of clusters for HIOW system 

 Increased capacity in primary and community care to manage local 

health and care needs 

 Reduction in rate of acute mental and physical acute non-elective 

activity growth and demand for urgent care services 

 Optimised resource utilisation  as a result of better managed 

chronic conditions and reduction in preventable conditions 

 Reduction in variation in access and outcomes 

 Fewer permanent admissions to residential and nursing care 

 Primary care is sustainable and supported leading to improving GP 

recruitment and retention rates 

 Attract and retain right workforce in all sectors with particular 

emphasis on those sectors in greater need such as mental health 

 More efficient bed use and fewer delayed transfers of care 

 



Characteristics of clusters 
Clusters will vary based on the needs of the communities they serve, but 

will be built on a common foundation and share common characteristics: 

• Clusters will be empowered to innovate in order to best serve their 

populations. In order to facilitate this, they will work to a specification which is 

outcome-based, but which is common across HIOW. Developing this 

specification will be an early priority. 

• Cluster footprints align to ‘natural communities of care.’ Areas must be 

meaningful to those they serve, as they provide the basis for community-

focussed services.  Clusters’ population range provides flexibility in cluster 

boundaries to ensure they align with both natural communities and GP 

registered lists. 

• Clusters will include a range of mental and physical health, care and wider 

services in one place. Multi-professional working will be supported by multi-

agency information sharing and, wherever possible, physical co-location. 

• Co-ordinate services and teams from across organisations through 

alignment arrangements (MOU, alliance contract or joint venture) – allowing 

professionals to maintain their current employment status. 

• Multi-professional (including clinical) leadership. Each cluster will have a 

named lead, and will be supported by a professional managerial team, who 

will be responsible and accountable for the performance of cluster services 

and the management of an indicative cluster budget. Clusters will manage 

their performance based on agreed datasets.  

• GP federations will be vital in facilitating clinical leadership in clusters, as well 

as in leading the transformation of primary care, which will be vital to 

clusters’ capability. 

• Clusters will identify, understand and reduce unwarranted variation between 

their practices. Colleagues and systems across the footprint of HWB and 

integrated care partnerships will support clusters in this, as well as identifying 

unwarranted variation between clusters (see below). 

• Clusters and acute physical and mental health providers will work together in 

integrated care partnerships, to ensure alignment of pathways and integrate 

services to optimise the health and care support they provide, responsive to 

the populations they serve. 

The 5 core functions of a cluster: 

1. Supporting 
people to stay well 

2. Improving on the 
day access to 
primary care 

3.  Proactively 
joining up care for 

those  with 
complex or 

ongoing needs  

4. Improving 
access to step-up 

and step-down 
care 

5. Improving 
access to 

specialist care 
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Portsmouth and South East 

Hampshire 

1. East Hampshire  

2. Waterlooville 

3. Havant 

4. Fareham 

5. Gosport 

 

 

 

 

 

North and Mid Hampshire 

1. Mosaic 

2. Whitewater Loddon 

3. Acorn 

4. A31 

5. Rural West 

6. Andover 

7. Winchester City 

8. Winchester Rural North 

9. Winchester Rural East 

10. Winchester Rural South 

Isle of Wight 

1. North and East 

2. West and Central 

3. South Wight 

36 clusters across HIOW (as at August 2018) 

1. Portsmouth North 

2. Portsmouth Central 

3. Portsmouth South 

South West 

Hampshire 

1. Eastleigh 

2. Eastleigh 

Southern Parishes 

3. Chandler’s Ford 

4. North Baddesley 

5. Avon Valley 

6. New Milton 

7. Lymington 

8. Totton 

9. Waterside 

 

Southampton 

1. Cluster 1 

2. Cluster 2 

3. Cluster 3 

4. Cluster 4 

5. Cluster 5 

6. Cluster 6 
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Operationalising clusters is a key priority. This will include developing an outcomes-based cluster specification and providing 
management and development resources to clusters from CCGs 

A key test of this proposal overall is that cluster governance must accelerate and facilitate, rather than impede, local change and 
improvement. Therefore clusters will be encouraged to innovate and improve services for their citizens.  

This innovation will be facilitated by both their contract /incentive structure and support from HWB and  integrated care partnerships (see next 
slides). 

HWB and partnerships will support clusters in identifying and reducing unwarranted variation, including striking the right balance between 
standardisation / consistency and local flexibility (ie. standardising only where this adds value).  

Standardisation may apply across a HWB or partnership footprint, or more widely, as appropriate. We would expect some pathways, services, 
systems and processes to be standardised across HWB or partnership footprints, some to be standardised across the whole of HIOW. Elements 
not standardised will allow each cluster to take the approach which works best for them, but with encouragement and support to consider what 
other clusters are doing and the potential to spread best practice where it adds value (or reduces duplication of effort) to do so. 

As part of this freedom to innovate, we recognise that clusters will continue to evolve. The current structure of clusters across HIOW (see next 
slide) may therefore change as clusters become established and take on an increasing role in service delivery.  

 

Balancing autonomy and standardisation in clusters 21 



Every part of the HIOW system has confirmed the development of integrated cluster teams as a key priority  for 2018/19,  and every area has a 
change programme in place to deliver this.  

• The 36 cluster teams across HIOW are at variable stages of development and maturity. 

• The most established teams, formed under Better Care and Vanguard programmes, offer a wealth of evidence and learning about what works; 
however we are yet to effectively capitalise on this across HIOW. 

• There are currently different names for cluster teams in each care system, reflective of evolutionary local plans. 

• However,  there are high levels of congruence in the overall description of the function and form of these teams across the system. 

 

Therefore, the ambition for cluster development for 2018/19 is to: 

• Accelerate and embed the infrastructure for all 36 cluster teams by March 2019 

• Evidence impact on  patient outcomes, primary care capacity, hospital admissions and system flow 

Current thinking about the development of the clusters by March 2019 and March 2020 is described on the following page. 

 

Accelerating the implementation of clusters 22 
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By April 2020 October 2018 – March 2019 

• Practices working together to improve access and resilience 

• Core cluster team membership defined 

• Integrated primary and community care teams in place with joint 

assessment and planning processes 

• Prototypes in place for highest risk groups 

• Gap analysis undertaken, end state defined for key functions  

 

 

 

 

 

• Components of delivery model in place for each of key functions 

(minimum 50% completion) 

• Active signposting to community assets in place 

• Shift of specialist resources into cluster teams 

• Integrated teams fully functioning and include social care 

 

 

Care 

Redesign 

• Information sharing agreements in place between all partners 

• Plan for shared care record confirmed 

• Cluster responsibilities documented via MOU/alliance agreement 

• Data used to drive improvement and reduction in variation within and 

between clusters 

• Shared care record (health) in place 

• Cluster monitoring impact on key outcomes 

 

Accountability & 

performance 

management 

• Shift of specialist resources into cluster teams 

• Clusters have sight of resource use and can pilot new incentive 

schemes 

• Cluster level plan to optimise use of assets and early components in 

place 

 

Managing 

collective 

resources 

• Cluster priorities identified and delivery plan in place 

• Cluster level population data available and used to support priority 

setting and planning 

 

Strategy and 

Planning 

• Longer-term cluster objectives being shaped, informed by data 

• Mechanism in place for co-production of plans and services with local 

people  

• Cluster assets mapped to inform future planning (estate, back office, 

people, funding) 

• Resources identified to enable/support cluster plan delivery (eg 

change management) 

• Cluster level dashboard including outcomes in place 

• Dedicated professional and operational leadership in place in each 

cluster 

• Governance arrangements in place in each cluster, eg cluster board 

• Cluster partners identified and engaged in the development and 

delivery of the cluster plan 

• Cluster engaged in integrated care partnership decision making 

• Cluster leadership embedded with defined responsibilities for co-

ordination of cluster responsibilities 

• Mechanism in place to share learning between clusters 

• Practices have defined how they wish to work together going forward 

• Cluster is full decision making member of integrated care partnership 

Leadership & 

governance 

Workforce 

development 

• Cluster workforce plan defined with targeted action to support 

recruitment/retention of key roles 

• Cluster level OD/team development plan in place 

• Development of new/extended roles in cluster teams to meet local need 

• Beginning to share workforce and skills within clusters 

The developing role of clusters 
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Endorse: 

1. The developing role of clusters as outlined on the previous slide 

2. The recommendation that partners across HWB footprints and integrated care 

partnerships work together to define the resources required for cluster operation – a 

critical first step is establishing professional and operational leadership to drive cluster 

development 

3. the proposed next steps for the cluster task and finish group which are summarised as 

follows:  

a. Quantify the impact/expected outcomes of cluster teams  (already in progress in most 

areas): defining outcome metrics for individual clusters and a small set of common metrics 

across whole HIOW 

b. Describe the support requirements and responsibilities to accelerate full cluster 

implementation  

c. Describe the proposed interplay between clusters and other components of the ICS, 

including governance and participation arrangements for clusters as part of HWB footprints 

and integrated care partnership structures 

d. Strengthen primary and social care involvement in this work at a Hampshire and Isle of 

Wight level (membership of the task and finish has already been extended to reflect this) 
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Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic Commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 
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Local government partners have convened to start work on restating the critical function of integrated health and care planning and delivery on 

a Health & Wellbeing Board (HWB) footprint.   

An early draft definition of the function is summarised below: 

HWB footprints will continue to be the focus for place-based planning (undertaking population needs assessment) and for aligning health, care and other 

sector resources to focus on delivering the improved outcomes for local people, building on the long-established integrated working arrangements, e.g. 

Better Care Fund, Section 75 arrangements, etc. Working in collaboration, partners will maximise the potential to further improve wellbeing, independence 

and social connectivity through the wider determinants of health including public health, housing, employment, leisure and environment. 

The statutory role of the HWB with their political and clinical leadership, means that they should be central to the governance of health and care planning for 

a ‘place’. The sustainability of the health and care system depends on public and political acceptability and support – as well as the right systems of design 

and delivery. So the active and effective democratic engagement at all levels (cluster through to whole HIOW) is vital. Strong and equitable relationships 

between NHS and local government will provide the necessary collective energy and focus required for system change. Furthermore, cross sectoral 

partnerships of public, private  and voluntary and community organisations have important roles in all components of the system. 

Much of our prevention and health improvement activities will continue to be designed and delivered in HWB footprints. We will use our ability to align / pool 

monies between NHS and local government partners to ensure that a clear focus for each HWB footprint is the resourcing of our 36 clusters (integrated 

primary and community care teams).  

Our HWBs are based on local authority footprints. We will continue to integrate our CCG and LA teams focused on place-based health and care planning on 

these HWB footprints, reducing complexity and duplication. We will also be deploying some of our health (CCG) and care staff directly to support the 

operationalisation of our 36 clusters.  

 

All four LAs have committed to meet with health provider and commissioner colleagues during August/September as a task and finish group to 

further develop the above definition and proposed next steps (see more detailed recommendation on the next page). 

Restating the function of Health and Wellbeing Board footprints 
within an integrated care system 
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Endorse the following recommendations from the EDG, informed by the task and finish 

group work to date: 

1. The emerging ‘restatement’ of the function of partnership working on a HWB 

footprint as described on the previous slide 

2. The proposed next steps for a task and finish group by the end of September, which 

are to:  

a. define the common functions of the role of HWB footprints in an integrated care system 

b. clarify the relationship between this and the other component parts of the proposed 

Hampshire and Isle of Wight Integrated care system 

c. set out a mechanism for achieving ‘active and effective democratic engagement at all 

levels’ across the Hampshire and Isle of Wight integrated care system (including the role of 

HWB) 

Leads from the other Hampshire and Isle of Wight task and finish groups on integrated 

care partnerships, strategic commissioning and clusters will be involved in developing 

this thinking. 
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Integrated care partnerships 

Providers of mental and physical health and care 

services including general practice, NHS commissioners, 

local authorities and voluntary sector organisations come 

together in geographies based on the local catchments of 

acute hospitals to benefit their local population.   

The term ‘integrated care partnership’ [ICP] is being used 

to describe the collaboration of partners on these 

geographies.   

The ICPs across HIOW will reflect local needs and will 

differ in the extent of their focus and work programme. 

For some, the focus may be predominately on improving 

operational ED performance. In others there is already an 

intent to work together on a more comprehensive basis 

with established governance structures to deliver agreed 

improvement programmes.  

The balance and focus of the planning and delivery 

that takes place in HWB footprints and integrated 

care partnerships will vary in each part of HIOW.   

Integrated care partnerships are where we align the work of the local clusters, community services, acute and 

specialised physical and mental health services, for the benefit of the local population.  
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The nature of Integrated Care Partnerships [ICPs] will vary according to local circumstances, challenges and opportunities. For some the arrangements will mirror current 

state. For others their development is such that by April 2020, integrated care partnerships could be working together to: 

• implement a integrated care partnership delivery plan which sets out the collective priorities of the integrated care partnership, over the medium term (3-5 years) and 

in the short term (1-2 years) [noting that as previously alluded to, the balance and focus of planning and delivery that takes place in integrated care partnerships is 

likely to vary in each part of HIOW] 

• design and implement optimal care pathways, and to identify, understand and reduce unwarranted clinical, operational and service variation 

• make the best use of the collective resources of the integrated care partnership, including workforce, financial resources and estate, maximising system wide 

efficiencies and encouraging resources to flow to address the key risks facing the partnership 

• support the ongoing development of the integrated care partnership: 

o progressively building the capabilities to manage the health of the population, to keep people well and to reduce avoidable demand 

o supporting the ongoing development of clusters, as the bedrock of the local health and care system 

o in some areas, potentially managing the transition to evolved organisational form arrangements that  enable members of the integrated care partnership to 

sustainably meet the population needs 

An integrated care partnership board could lead the partnership, providing strong system leadership, actively breaking down barriers that hinder progress in the delivery 

of integrated care, building trust and acting together to deliver improvements for citizens, for the system as a whole and through which partners hold each other to 

account for delivery of the shared priorities. 

In integrated care partnerships, NHS providers including primary care, commissioners and local authorities work to overcome the barriers to collaboration associated with 

the separation of provision and commissioning.  Whilst recognising the important individual statutory responsibilities of each partner, it is envisaged that: 

• CCGs will deploy their people and resources to work collaboratively with other CCGs in the integrated care partnership, focussed on implementation of the integrated 

care partnership delivery plan – improving services, improving operational performance and delivering cost reduction. 

• NHS providers will work together to make strategic and operational decisions that are in the best interest of the integrated care partnership.  

• Where possible, in order to reduce duplication and bureaucracy, CCGs, NHS providers and if relevant local authorities, will seek opportunities to optimise corporate 

support services and infrastructure such as finance, quality, communications and governance teams.  

Current thinking about the development of integrated care partnerships by March 2019 and March 2020 is described on a subsequent slide. 
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ICPs: an example of a different approach 

• CCGs deploying their people and resources to work 

collaboratively with other CCGs in the local care system 

and with providers 

• Providers making decisions and delivering care 

together – provider alliances 

• CCGs, NHS providers and potentially  local authorities 

sharing corporate support services and infrastructure? 

• Over the next 18 months, working through together the 

impact on financial flows, contractual models and 

organisational forms (drawing national models such as 

the ICP contract consultation) 

• Better grip on improving the money, performance and 

quality 

• Integrated care partnerships supporting clusters to 

develop and thrive 

• Whole system implementation of  improved care 

pathways, and reduction in unwarranted clinical, 

operational and service variation 

• Collective support for all services in the integrated care 

partnership to meet operational performance and quality 

standards 

• Reduced transaction costs 

We anticipate seeing: Enabling us to have: 

The ICP Task and Finish Group has been developing a vision of how the future might look. Each ICP will develop proposals that 

reflect their local context, challenges and opportunities 
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A potential timeline for the development of ICPs 

By April 2020 October 2018 – March 2019 

• Implementing Urgent & Emergency Care priorities for the integrated care 

partnership 

• Developing optimal care pathways across the integrated care partnership 

• Agreed plan to support the development of clusters 

• Engaging staff and local communities in redesign 

 

 

 

 

• 100% of clusters thriving, with lower mental and physical acute care demand as 

integrated teams support people to stay well at home 

• Managing a comprehensive programme of service improvement to address the 

integrated care partnership priorities 

• Population groups with high service utilisation or unmet need identified and 

action agreed 

Care 

Redesign 

• Working together to monitor and improve delivery of constitutional standards • Instigating clinically led quality improvement 

• Extensive use of data to drive improvement 

• Oversight of delivery in clusters 

• Leading recovery of standards without outside intervention 

Accountability 

& performance 

management 

• Managing the collective resources of the integrated care partnership 

• Capable of taking on a delegated budget 

• Directing resources to address the key integrated care partnership risks 

• Shared corporate support services 

• Shared medium term financial plan including efficiencies 

 

Managing 

collective 

resources 

• Develop and agree plan to make optimal use of acute and specialised physical 

and mental health services 

• Aligning the work of clusters at HWB footprint with community and acute physical 

and mental health services 

 

Strategy and 

Planning 

• Agreed single strategy and operational plan for the integrated care partnership 

describing collective priorities and how those priorities will be delivered 

• Planning undertaken jointly by CCGs, providers and LAs 

• Understand current resource use in the integrated care partnership 

• Working together to make the best use of the collective resources (workforce, 

estate, financial) in the integrated care partnership 

• Test new approaches to manage funding flows (e.g. DTOC) 

• Maximising system wide efficiencies 

• Understanding the context, ambitions and challenges of each member of the 

integrated care partnership, building trust, acting together 

• Governance structure in place to enable collaboration 

• Cluster leaders engaged in integrated care partnership planning and decision 

making 

• Members of the integrated care partnership working together to agree any 

changes required to organisational structures 

 

• Joint provider, CCG and LA leadership to enable planning and delivery in the 

integrated care partnership 

• Care professionals leading service integration 

• Governance mechanisms in place to enable decisions to be made in the best 

interests of the system and residents 

• Implementing agreed changes to organisational structures to better enable 

delivery in the integrated care partnership 

Leadership & 

governance 

Workforce 

development 

• Understanding the workforce issues for the integrated care partnership • Securing the right workforce, in the right place with the right skills in the 

integrated care partnership, and ensuring the wellbeing of staff 
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Work with geographically aligned partners within the identified four ICP footprints to: 

1. Discuss and agree the remit and focus of the ICP; 

2. By October 2018 prepare a Memorandum of Understanding [MoU] that sets out the remit, 
focus and the leadership / governance / decision making arrangements of the ICP and how 
the local Health and Wellbeing Boards (Care systems) and the ICP interface with one 
another - the balance and focus of each; 

3. Set out the key milestones for the ICP for April 2019 and April 2020. 

 

33 Statutory bodies are asked to: 



Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic planning/commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 

Strategic planning, transformation, resource allocation and 
assurance at the scale of Hampshire & Isle of Wight 
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In order to support and add value to the work of clusters, HWB footprints and integrated care partnerships, it is envisaged that 
providers, commissioners and local authorities will work together to undertake strategic planning, transformation, resource allocation 
and oversight activities at HIOW level.   

 

This could be achieved, by April 2020, through a single entity for HIOW which, in its mature form, would develop strategy, set priorities and 
provide strategic leadership and direction to the HIOW integrated care system.  

The strategic planning and transformation function in the HIOW integrated care system would: 

• include the input and expertise of providers, CCGs and local authorities 

• programme manage the implementation of HIOW level transformational change (change that spans more than one integrated care partnership or 
which is most appropriately managed at HIOW system level) 

• proactively support the development of integrated care partnerships 

• manage the specialised commissioning budget for HIOW 

• align the resources coming into HIOW from a wide variety of sources around the delivery of the agreed strategic priorities, in order to increase the 
impact for populations 

• act as the assurance body for HIOW, providing oversight of operational, quality and financial performance, and enabling the HIOW integrated care 
system to take action to improve performance without the need for outside intervention. 

Whilst recognising the important role of external regulation, it is anticipated that the integrated care system will increasingly develop the capacity and 
capability to role-model ‘self-regulation’ – where robust processes are in place to ensure that action is taken to identify issues and improve performance 
without the need for outside intervention. 

Creating this strategic planning and transformation function for the HIOW, which involves providers, CCGs and local authorities, is an opportunity to bring 
together in one place a number of functions including: those CCG functions best undertaken at HIOW level, STP functions, functions currently undertaken 
by the Director of Commissioning Operations, NHS England/NHS Improvement regulatory functions, specialised services commissioning and potentially 
other NHS England direct commissioning activities; HIOW clinical networks. 

Current thinking about the transition towards this new way of working, by March 2019 and March 2020, is described on a subsequent page. 

Strategic planning, transformation, resource allocation and 
assurance at the scale of Hampshire & Isle of Wight 
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It is proposed that, based upon national ICS, national 
guidance and evidence of best practice, an entity 
operating at the scale of HIOW could display the following 
characteristics: 

Subsidiarity: only undertaking functions that for reasons of 
cost or complexity need to be undertaken at the scale of 2m+ 
population. Unnecessary complexity and bureaucracy are 
stripped out with 80% of the transformation process led by 
local place-based teams; 

Inclusive: national models / guidance show that prospective 
ICS are founded on partnership; for HIOW this would draw 
together: 

• A newly established strategic commissioning function 

• the four HWB footprints 

• the four integrated care partnerships 

• provider alliance 

Founded on self-regulation: all components of reformed 
systems have effective self-regulation and enable a model of 
collective assurance at the scale of the ICS. This allows NHS 
England and NHS Improvement to deploy resource into the 
ICS and have a single touch point on delivery to the newly 
reformed regional and national infrastructure; 

Politically-led: prospective ICS all demonstrate strong 
political leadership and close connection with Health and 
Wellbeing Strategies and Boards.  
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As an immediate next step in the transition to this future system model, it is proposed that HIOW CCGs and local authorities establish a 

strategic planning/commissioning function during Q3 2018/19.  

By working together at HIOW level, CCGs and local authorities expect to be able to  
reduce fragmentation and bring the following immediate benefits: 

• stronger alignment of health and local authority commissioning 

• the development & agreement of consistent whole system strategic priorities for HIOW 

• improved and simplified commissioning decision-making for HIOW wide issues. 

The functions of the strategic planning/commissioning function in its initial form would include: 

• Setting consistent commissioning strategy and strategic priorities for HIOW 

• Managing whole system resilience at HIOW level 

• Management and deployment of supra-allocation resources (including capital) 

• Demand and capacity planning and commissioning decisions about the future configuration 
of acute physical and mental health services for the 2 million population of HIOW 

• Oversight of NHS constitutional standards, financial performance and quality improvement – 
with work to be done to ensure this activity isn’t duplicated elsewhere 

• Work with specialised commissioners, understanding current activity flows and costs, 
inputting to and aligning decision making 

• It is also proposed that the strategic planning/commissioning function incorporates the 
transformation programme function of the HIOW Sustainability and Transformation 
Partnership. 

 

Strategic planning/commissioning at the scale of HIOW 

Proposed governance: 

• Established through a joint committee, in the first 

instance, during Q3 2018/19 

• Members include CCGs, NHS England (specialist 

commissioning and Regional Director of 

Commissioning) and local authorities 

• Joint committee will have delegated authority to 

make binding decisions in relation to the in-scope 

functions and responsibilities 

• Expect by April 2019 the governance and 

organisational arrangements evolve further  

 

The strategic planning/commissioning function is a 

mechanism through which commissioners can pool 

skills, expertise, resources and accountability to 

deliver transformation at HIOW level.  There is a 

strong desire to create a new way of working, rather 

than add layers to existing ways of working.  
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The developing functions at a scale of HIOW 

By April 2020 October 2018 – March 2019 

Care 

Redesign 

Accountability 

& 

performance 

management 

Managing 

collective 

resources 

Strategy and 

Planning 

Leadership & 

governance 

Workforce 

development 

• Understanding the workforce issues for the system 

• Influencing the addressing of key workforce issues 

• Strategic workforce plan in place and being implemented 

• Influencing future workforce supply and training requirements 

• Decisions being made about future configuration of acute physical 

health and mental health crisis and acute care 

• Leadership of plans to improve urgent care for HIOW, including 

oversight of delivery of the Integrated Urgent Care Plan 

• Decisions about community services provision for Hampshire 

 

 

• Well developed plans being enacted to support the development of  

integrated care partnerships  

• Programme managing the implementation of HIOW level strategic change 

programme 

• Leading on implementation of acute service and estate reconfiguration 

• Clear commissioning priorities agreed for HIOW 

• HIOW system strategy and priorities being refreshed/updated 

• Demand and capacity planning for HIOW acute services 

• Agree aligned planning process for 2019/20-2020/21 

• CCGs, providers & LAs setting shared strategy & priorities for HIOW with 

aligned health & LA planning processes 

• Fully own a single HIOW system operating plan that brings together plans 

of constituent parts of the system 

• Oversight of HIOW winter resilience and preparedness 

• Oversight of delivery of integrated urgent care plan 

• Acting as interface with assurance bodies for HIOW 

• Collective oversight of quality, operational performance and money 

• Acting as the assurance body for HIOW – supporting the system to take 

action to improve performance and address challenges without the ned 

for outside intervention  

• Take accountability for a HIOW system control total 

• Managing collective finances & risk openly and as a system 

• Aligning resources flowing into HIOW to achieve priorities 

• Support  integrated care partnerships  to take delegated budget 

• Managing the specialised commissioning budget 

 

• Agree system wide capital and estate priorities and sign off wave 4 

capital allocations 

• Develop understanding of whole system financial plans and financial 

risks 

• Plan for aligned management of specialised commissioning 

• CCGs operating with a single decision making committee for HIOW 

level commissioning business 

• All STP partners involved in the design of the future HIOW level system 

strategic planning, implementation and assurance function 

• STP partners providing leadership to strategic change programmes 

• A single coherent entity in place that brings together HIOW level CCG 

functions, STP and NHSE/I functions 

• Strategic alignment of providers, commissioners and local authorities 

around the system strategy and priorities 

• Clear clinical leadership for the system and input from HWB footprints and 

integrated care partnerships in decision making 
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Endorse the recommendations of the EDG, informed by the work of the strategic 

commissioning task and finish group, that: 

1. The strategic commissioning task and finish group further develop the proposal with an 

aim to establish a strategic commissioning function by October 2018, initially through a 

joint committee which will have delegated authority to make binding decisions in relation 

to its in-scope functions and responsibilities.  

2. That a new task and finish group is convened including providers, commissioners, local 

authorities, and NHS England and NHS Improvement, to work together and take 

responsibility for the development of the next phase of the work to build the strategic 

planning, transformation, resource allocation and assurance function for HIOW, 

constructing ICS governance that supports our approach. 
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Summary of recommendations 



1. The emerging ‘restatement’ of the function of partnership 

working on a HWB footprint as described earlier in the 

document 

2. The proposed next steps for the task and finish group by the 

end of September, which are to:  

a. define the common functions of the role of HWB footprints in an 

integrated care system 

b. clarify the relationship between this and the other component 

parts of the proposed Hampshire and Isle of Wight Integrated care 

system 

c. set out a mechanism for achieving ‘active and effective democratic 

engagement at all levels’ across the Hampshire and Isle of Wight 

integrated care system (including the role of HWB) 

1. The developing role of clusters as outlined earlier 

2. The recommendation that partners across HWB footprints and 

integrated care partnerships work together to define the resources 

required for cluster operation – a critical first step is establishing  

professional and operational leadership to drive cluster 

development 

3. The proposed next steps for the cluster task and finish group 

which are summarised as follows:  

a. Quantify the impact/expected outcomes of cluster teams  (already in 

progress in most areas): defining outcome metrics for individual 

clusters and a small set of common metrics across whole HIOW 

b. Describe the support requirements and responsibilities to accelerate 

full cluster implementation  

c. Describe the proposed interplay between clusters and other 

components of the ICS, including governance and participation 

arrangements for clusters as part of HWB footprints and integrated 

care partnership structures 

d. Strengthen primary and social care involvement in this work at a 

Hampshire and Isle of Wight level (membership of the task and finish 

has already been extended to reflect this) 

In summary, the governing bodies and boards of statutory organisations  are asked to endorse the following 

recommendations from the EDG, informed by task and finish group work to date: 

Health and Wellbeing Board Footprints Clusters 
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1. The strategic commissioning task and finish group further 

develop the proposal with an aim to establish a strategic 

commissioning function by October 2018, initially through a joint 

committee which will have delegated authority to make binding 

decisions in relation to its in-scope functions and responsibilities.  

2. That a new task and finish group is convened including 

providers, commissioners, local authorities, and NHS England 

and NHS Improvement, to work together and take responsibility 

for the development of the next phase of the work to build the 

strategic planning, transformation, resource allocation and 

assurance function for HIOW, constructing ICS governance that 

supports our approach. 

 

Work with geographically aligned partners within the identified four 
ICP footprints to: 

1. Discuss and agree the remit and focus of the ICP; 

2. By October 2018 prepare a Memorandum of Understanding 
[MoU] that sets out the remit, focus and the leadership / 
governance / decision making arrangements of the ICP and 
how the local Health and Wellbeing Boards (Care systems) 
and the ICP interface with one another - the balance and 
focus of each; 

3. Set out the key milestones for the ICP for April 2019 and April 
2020. 

 

Integrated care partnerships Strategic commissioning 

42 



Next steps 



A number of recommendations have been set out linked to each component of the proposed ICS.  In addition to those associated with 

the specific components of the proposal, there are a number of overarching ‘implementation programme deliverables’, some of which 

will result as a coming together of the outputs from the various task and finish groups.  These include: 

• System reform implementation programme plan 

• Structure and leadership plan – transitionary and end state 

• Development and implementation of a communications and engagement plan 

• Request for support (endorsement , agreement in principle, technical and financial) from NHS England , NHS Improvement  and other arms 

length bodies such as the Local Government Association, NHS Leadership Academy, Health Education England 

• Proposals to replace STP infrastructure (inc. Chair & SRO) to align with future form 

• Organisational change plan and talent management plan 

• HIOW ICS Chair and relevant leadership appointments 

• Indicative budgets and financial framework for all components of the ICS 

• Three year financial plans 

 

It is recommended that a working group is formed, reporting to the EDG, to support the development of the above. Members of EDG 

are asked to nominate a representative to represent the interests of their part of the system. 
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Glossary 



Clusters - also referred to locally and nationally as neighbourhoods, localities, primary care networks. Multi-disciplinary teams delivering 

integrated health, care and wider services to cluster populations based on natural communities of 20-100,000 people. 

Health and Wellbeing Board (HWB) footprints – also known as care systems and are based on local authority footprints. The basis of 

the joint strategic needs assessment (JSNA), means through which HWB exert tangible influence on the direction of health and care 

services for the population through health and care commissioning and wider determinants of health.  Locally the HWB footprints come 

under the guise of Better Care Southampton, Health and Care Portsmouth, Hampshire Care and the Isle of Wight Care Board.  

Integrated care partnerships – also know as local care partnerships and are based on acute (physical) hospital footprints. Integrating 

care delivered in clusters with broader community and acute physical and mental health services; optimising the utilisation of acute 

services; designing and implementing optimal care pathways.  

Integrated care system - the Hampshire and Isle of Wight health and care system, serving a population of 2 million citizens.  

NHS England defines ICS as those systems in which: 

“Commissioners and NHS providers, working closely with GP networks, local authorities and other partners, agree to take shared 

responsibility (in ways that are consistent with their individual legal obligations) for how they operate their collective resources for the 

benefit of local populations”.  
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Executive Summary  
This report provides the Board with details of the Board Assurance Framework (BAF) for 2018/19 and the 
current position as at the end of quarter two. 
 
It builds upon the reports taken to each of the Assurance Committees throughout the quarter and seeks 
to provide details of the work in hand to continue to develop risk maturity within the organisation.   
 
Only one of the eleven risks within the BAF has been proposed for a revised risk score at this stage; while 
work is in hand to progress a number of actions and seek assurance from a range of sources it is 
considered to be too early in the financial year to confirm that the risk levels have moved in any other 
areas at this stage.   The target risks are set for the end of the financial year, with movement in risk 
ratings expected during Q3 and Q4. 
 
The report will be supplemented with any verbal feedback from the Audit Committee meeting held on 31 
October 2018. 
 
Key Recommendation 
The Board is recommended to: 

• Consider if any changes are required to the risk scores, risk appetite, and details (controls, 

Enc H 



assurances, gaps and actions) provided for each strategic risk. 
• Approve the proposed change in risk score for driving cultural change (from a rating of 20 to 16) 
• Receive and approve the Board Assurance Framework for Quarter Two 2018/19 

 



BOARD ASSURANCE FRAMEWORK 
 

1. INTRODUCTION 
 

The role of the BAF is to provide evidence and structure to support effective management of risk within the 
organisation. The BAF provides evidence to support the Annual Governance Statement. 
 
The BAF provides this totality of assurance and identifies which of the Trust’s strategic objectives are at risk 
of not being delivered. At the same time, it provides positive assurance where risks are being managed 
effectively and objectives are being delivered. This allows the Board to determine where to make most 
efficient use of their resources and address the issues identified in order to improve the quality and safety of 
care. 
 
The process for gaining assurance is fundamentally about taking all of the relevant evidence together and 
arriving at informed conclusions. The most objective assurances are derived from independent reviewers; 
these are supplemented by internal sources such as clinical audit, internal management representations, 
performance management and self-assessment reports. 
 
 
2. BACKGROUND 
 
In June 2018 the Board held a workshop that considered the strategic objectives for 2018/19 and the 
strategic risks for each of those strategic objectives.  It also gave consideration to the risk appetite and 
inherent, current and target, risk scores for each of those strategic risks. 
 
The Board Secretary and Governance Advisor worked with each of the Executive Directors to build upon 
the outputs of the workshop, with the development of the Board Assurance Framework for 2018/19 and a 
current position for the end of quarter one. This built on the Board Assurance Framework for 2017/18 and 
was approved by the Trust Board at its meeting on 5th July 2018, following discussion and input through the 
assurance committees.  
 
Quarter two updates of the BAF were shared with each of the Performance Committee and Quality 
Committee at the start of October, with an update on progress shared at the Assurance Risk and 
Compliance Committee in September. Each Committee has noted the work underway and has not sought 
further changes or assurance at this stage in the year.  
 
A further update was provided to the Audit Committee at the end of October, to consider developments in 
the sources of assurance that can be used and obtained to ensure the BAF is a meaningful tool for the 
Trust.  
 
 
3. PROGRESS 
 
The BAF brings together in one place all of the relevant information on the risks to the Board’s strategic 
objectives. Having robust and proportionate assurance arrangements in place is critical for the Board to 
receive assurance that resource can be directed at the most significant areas for managing and mitigating 
strategic risks.  
 
At the end of quarter two only one of the eleven strategic risks has shown an improvement in the risk score 
since the BAF was established at the end of quarter one, however many actions have taken place to lay the 
foundations for improving and mitigating the risk position for the Trust over the last three months.  
 
The risk score in relation to driving cultural change has seen an improved position with the revised scoring 
based on a number of factors shared with the Committees and Board including;  
 



• the work that has been undertaken to develop the vision and values of the Trust with over 600 staff 
members,  

• a new Culture & Leadership Group in place,  
• a number of staff development programmes reaching across the organisation including focused on 

clinical teams,  
• revised training requirements 
• an Equality and Diversity programme  

 
While the risk has not achieved its target level for the end of the financial year it is recommended that a 
reduced risk score is appropriate given the impact and outcomes of the actions noted above.  The original 
risk rating was 5 (Almost certain) x 4 (major) = 20.  With the actions taken it is proposed that the likelihood is 
reduced to 4 (likely) giving an overall risk rating of 16. 
 
The risk scoring model for likelihood and impact are set out below with the full breakdown of scoring 
detailed in the Trust  Risk Management Strategy: 
 

 Impact Score 
1 2 3 4 5 

Li
ke

lih
oo

d 
Sc

or
e 

1 1 2 3 4 5 
2 2 4 6 8 10 
3 3 6 9 12 15 
4 4 8 12 16 20 
5 5 10 15 20 25 

 
Risk Score 

1 – 3 Low 
4 – 6 Moderate 

8 – 12 High 
15 – 
25 

Extreme 

 
 
A breakdown of the actions undertaken, sources of assurance, and future actions has been shared with the 
relevant committee’s but more work needs to be undertaken in quarter three to increase the level of 
assurance being provided to the Board and ensuring that the right sources of assurance are put in place in 
addition to management information.  

 
 

4. RISK APPETITE  
 
The Trust recognises it is impossible to deliver its services and achieve positive outcomes for its 
stakeholders without taking risks. Indeed, only by taking risks can the Trust realise its aims. It must, 
however, take risks in a controlled manner, thus reducing its exposure to a level deemed acceptable 
from time to time by the Board and, by extension, external inspectors/regulators and relevant legislation. 
 
Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is willing to 
take on in pursuit of value. In other words, the total impact of risk an organisation is prepared to accept in 
the pursuit of its strategic objectives. 
 
Risk appetite therefore goes to the heart of how an organisation does business and how it wishes to be 
perceived by key stakeholders including employees, regulators, rating agencies and the public. 
 



The amount of risk an organisation is willing to accept can vary from one organisation to another 
depending upon circumstances unique to each. Factors such as the external environment, people, 
business systems and policies will all influence an organisation’s risk appetite. 
 
The risk appetite for the strategic risks captured within the Board Assurance Framework has not 
changed and remains as follows:  

 
 

 
5. RECOMMENDATIONS 
The Board is recommended to: 

o Consider if any changes are required to the risk scores, risk appetite, and details (controls, 
assurances, gaps and actions) provided for each strategic risk. 

o Approve the proposed change in risk score for driving cultural change 
o Receive and approve the Board Assurance Framework for Quarter Two 2018/19 

 
 
 

STRATEGIC OBJECTIVES AND 
STRATEGIC RISKS 

RISK APPETITE LEVELS 
Avoid Minimal Cautious Open Seek Mature 

PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 
Inability to achieve and maintain 
regulatory compliance 

      

Non-delivery of the outcomes of the 
Quality Strategy 

      

Failure to deliver safe care        
ENSURE EFFICIENT USE OF RESOURCES 

Expenditure incurred exceeds income 
by greater than agreed control total 

      

PATIENT STANDARDS 
Failure to deliver patient standards of 
care including constitutional and 
contractual levels 

      

EXCELLENCE IN EMPLOYMENT 
Attract and recruit the right staff 
 

      

Develop and retain the right staff        
Driving cultural change          

LEAD STRATEGIC CHANGE ON ISLE OF WIGHT 
The future strategy for the provision of 
health services on Isle of Wight is not 
sufficiently being led by the Trust 

      

Failure to set out and implement an 
analytics and digital technology 
strategy/plan 

      

Failure to set out and implement an 
estates and facilities strategy/plan 

      



Appendix 1 
 

 
 

RISK 
APPETITE 

STRATEGIC 
OBJECTIVES AND 
STRATEGIC RISKS 

INHERENT RISK 
SCORE 

CURRENT RISK SCORE 
AT Q2 TARGET RISK SCORE LEAD 

COMMITTEE EXECUTIVE LEAD 
 

POSITION 
L I Score L I Score L I Score 

 
STRATEGIC OBJECTIVE 01: PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 

 

 
Cautious 

Inability to achieve and 
maintain regulatory 
compliance 
 

4 4 16 4 4 16 3 4 12 
Assurance, 

Risk & 
Compliance 

Director of Quality 
Governance 

 
 

 
Minimal 

Non-delivery of the 
outcomes of the Quality 
Strategy 
 

4 4 16 3 4 12 2 4 8 Quality Director of Quality 
Governance 

 
 

 
Avoid Failure to deliver safe 

care  5 4 20 4 4 16 2 4 8 Quality 

Medical Director / Director 
of Nursing /  

Director of Quality 
Governance 

 

 
STRATEGIC OBJECTIVE 02: ENSURE EFFICIENT USE OF RESOURCES 

 

 
Cautious 

Expenditure incurred 
exceeds income by 
greater than agreed 
control total 
 

4 5 20 4 5 20 3 5 15 Performance Director of FEIMT & 
Deputy CEO 

 

 
STRATEGIC OBJECTIVE 03: PATIENT STANDARDS 

 

 
Cautious 

Failure to deliver patient 
standards of care 
including constitutional 
and contractual levels 
 

4 4 16 4 4 16 3 4 12 Performance Divisional Directors 

 

 
STRATEGIC OBJECTIVE 04: EXCELLENCE IN EMPLOYMENT 

 

 
Cautious 

Attract and recruit the 
right staff 
 

4 5 20 4 5 20 3 4 12 Performance Director of Human 
Resources & OD 

 

 
Cautious 

Develop and retain the 
right staff  
 

4 5 20 4 5 20 3 4 12 Performance Director of Human 
Resources & OD 

 

 
Cautious 

Driving cultural change  
 5 4 20 4 4 16 3 4 12 Performance Director of Human 

Resources & OD 
 



 
 
 
 

 
STRATEGIC OBJECTIVE 05: LEAD STRATEGIC CHANGE ON ISLE OF WIGHT 

 

Open The future strategy for 
the provision of health 
services on Isle of Wight 
is not sufficiently led by 
the Trust 
 

4 4 16 4 4 16 2 4 8 Board Chief Executive 

 

Open Failure to set out and 
implement an analytics 
and digital technology 
strategy/plan 
 

4 4 16 4 4 16 2 4 8 Board Director of FEIMT & Deputy 
CEO 

 

Open Failure to set out and 
implement an estates 
and facilities 
strategy/plan 
 

4 4 16 4 4 16 2 3 6 Board Director of FEIMT & Deputy 
CEO 

 



1. BOARD ASSURANCE FRAMEWORK 2018/19 – Appendix  
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SO1: Objective:  PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020  

Assurance Committee: ASSURANCE RISK AND COMPLIANCE COMMITTEE 

Executive Lead:  DIRECTOR OF QUALITY GOVERNANCE          

CQC Domain: ALL                                                         Enabling Strategy: QUALITY STRATEGY/ RISK MANAGEMENT STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: Inability to achieve 
and maintain regulatory 
compliance 
 
Cause: Lack of robust 
processes and management 
systems to provide evidence 
and assurance to regulatory 
agencies, poor understanding 
of minimum standards, 
ineffective governance, poor 
leadership. 
 
Consequence: Enforcement 
action, special measures, 
prosecution, financial 
penalties, reputational 
damage, loss of commissioner 
and patient confidence in 
provision of services 
 

1. Governance 
structures 

2. Clinical standards 
programme 

3. 10 week ‘Safe’ 
programme 

4. Executive walk 
rounds 

5. Quality Impact 
Assessments for all 
service changes and 
CIPs that are 
considered 

6. Professional 
standards 

7. Trust policies and 
procedures 

8. Quality Strategy 
and Risk Management 
Strategy  

9. Board governance 
functioning effectively 

10. Clinical 
audits/outcomes 

11. Strengthened 
Divisional governance 
processes  

12. Quality Committee 
and supporting 
arrangements in place 

13. Registers for 
external agency visits 
and accreditations in 
place with mechanisms 
 to identify and deliver 
regulatory 
requirements   

14. IG Toolkit level 2/ 
Data Security & 
Protection Toolkit 
achieved for majority of 
requirements 
 

 
1. Clinical Standards 

programme in early stages 
 
2. Lack of consistency or 

co-ordination of Executive 
walk-rounds. 

 
3. Inconsistent 

challenge/accountability for 
maintaining professional 
standards. 

 
 

4. Implementation of 
Quality Strategy – approved 
April 18 

 
5. Embedding new 

Divisional governance 
structures (commenced Q1 
18/19) 

 
6. Reporting of external 

agency visits and 
accreditation requirements 
to be embedded at 
Divisional level  

 
1. IG Toolkit level 2 IG 

mandatory training not 
achieved 

 

Management 
assurance: 
 

1. Assurance, Risk 
and Compliance 
Committee  

2. Performance 
Committee 

3. Quality 
Committee   

4. Safety Recovery 
Sub-Committee 

5. Information 
Governance Sub-
Committee 

6. Operational Risk 
Sub-Committee   

7. Divisional 
Boards 

 
 

 

Gaps: 
 
1. Safety Recovery 

Sub-Committee to be 
established  
(commences 27/6/18) 

2. Embedding 
Divisional Boards and 
supporting committees  
 

1. To implement mock 
inspections and reviews 
across the Trust 

 
2. Maintain Provider 

information return with a 
quarterly review of data to 
identify any risks. 

 
3. Embed new 

governance structures at 
all levels of the 
organisation. 

 
4. Provide training to 

further develop functional 
risk registers 

 
5. Implement a process 

for formal recording of 
Executive walk rounds 
and any subsequent 
actions. 

 
6. Continue to develop 

the regulatory support 
from the Quality 
Governance Directorate  

 
7. Ongoing refinements 

of the PMO processes 
 

8. Actions as detailed 
within the Quality Strategy 

 
9. 10 week programme 

for key areas   

 
As embedded in the 
September 2018 ARC 
Committee paper  
 

Risks from Risk Register: 
 
As detailed at Appendix B 

Metrics 
1. Internal peer 

review/mock 
inspection ratings 

2. Improved 
regulatory standing 

 
 

Outcomes: 
 
1. Section 31 

removed  
2. Improved 

regulatory position 
across the Trust  

3. Progress on 
“Getting to Good” Independent / semi-

independent: 
 
1. CQC  
2. NHSI Oversight 

meetings 
3. QIPOG 
4. CCG 
5. Healthwatch 
 
 

 
Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 4 16 3 4 12 
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SO1: Objective: PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 

Assurance Committee: QUALITY COMMITTEE 

Executive Lead:  DIRECTOR OF QUALITY GOVERNANCE  

CQC Domain: ALL                                              Enabling Strategy: QUALITY STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: Non-delivery of 
the outcomes of the Quality 
Strategy. 
 
Cause:  New strategy 
collating quality matters 
from across the Trust for 
consistent application and 
roll out  
 
Consequence:  Failure to 
provide safe, effective, 
caring and responsive 
services.  
 

 
1. Implementation plan for 

the Quality Strategy – 
provider level 
 

2. Divisional level Quality 
strategies and plans 
 

 
1. Further development of 

the implementation plan for 
the eight strands detailed in 
the Quality Strategy 
(Effective Domain and 
Dementia) 
 

2. Divisional priorities 
agreed at the end of Q1 – 
implementation yet to 
commence fully 
 
 

Management 
assurance: 
1. Quality 

Committee   
2. Safety Recovery 

Sub-Committee 
3. Divisional Quality 

Committees 
4. Patient Safety 

Sub-Committee  
5. Patient 

Experience Sub-
Committee  

6. Clinical 
Effectiveness Sub-
Committee  

7. Divisional Boards 
 

Gaps: 
 
1. Safety Recovery 

Sub-Committee to be 
established (27/6/18)  

2. Embedding 
Divisional Boards and 
supporting committees  
 

1. Quality Strategy work 
plan  
 

2. Divisional level Quality 
Strategies & 
implementation plans 
 

3. Continue to develop the 
support from the Quality 
Governance Directorate  
 

4. Develop and implement 
engagement plan 

 
5. Hold stakeholder events 

(2-3) throughout the year  
 

 
As embedded in the 
October 2018 Quality 
Committee paper  
 

Risks from Risk Register: 
 
 

As previously advised (full 
review being undertaken of 
all corporate risks.)  Q2 will 
have up to date risks 
included. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Metrics 
1. As detailed in 

each of the eight 
Quality Strategy 
strands  

2. Complaints & 
compliments data 

3. National Inpatient 
Survey 

Outcomes: 
 
1. Progress on 

“Getting to Good” 
2. Improved patient 

experience 
3. Improved clinical 

outcomes (national 
audits, benchmarking) 

 Independent / semi-
independent: 
 
1. QIPOG  
2. NHSI Oversight  

Meetings 
3. CCG  
4. Healthwatch 

 
Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 12 2 4 8 
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SO1: Objective:  PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 

Assurance Committee: QUALITY COMMITTEE 

Executive Lead:  MEDICAL DIRECTOR/ DIRECTOR OF NURSING/ DIRECTOR OF QUALITY   

CQC Domain: SAFE / WELL LED                                                                                Enabling Strategy: QUALITY STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition:  
Failure to deliver safe care  
 
Cause: multiple grounds of 
causality for failure to deliver 
safe care as identified in the 
2018 CQC report indicating the 
Trust is inadequate on the safe 
domain across Community, 
Acute, Mental Health and 
Learning Disability services and 
requires improvement within 
Ambulance services.  
 
Consequence:  
Increased complication rate, 
poor clinical outcomes for 
patients, loss of commissioner 
and patient confidence in 
provision of services, 
reputational damage, continued 
regulatory intervention (special 
measures)  
 

 
1. Clinical standards clearly 

stated across the Trust’s 
services  
 

2. Governance structures 
 

3. Training programme 
(mandatory and non-
mandatory) 

 
4. Supervision and education 

of clinical staff across all 
professions. 
 

5. Clinical revalidation 
 

6. Clinical Audit Programme 
including participation in 
relevant National Audit 
Programmes and reviews. 
 

7. Mortality review process 
 

8. Application of clinical 
pathways and guidelines. 
 

9. R&D programme 
 

10. Human factors training 
 

11. 10 week safe programme 
 

12. SI and Inquest processes 
and learning 

 
13. Quality Strategy 
 

 
1. Main themes 

identified include: 
• Mandatory 

training 
• Standard of 

record keeping 
• WHO checklist 
• Staffing 
• Incident reporting 

and learning 
• Environmental 

risk assessments 
• Patient risk 

assessment and 
escalation 

• Systems and 
connectivity 

• Safeguarding 
 
2. Delivery of 10 

week programmes 
across the Trust  

Management 
assurance: 
 
1. Quality 

Committee   
2. Safety Recovery 

Sub-Committee 
3. Operational Risk 

Sub-Committee   
4. Patient Safety 

Sub-Committee  
5. Patient 

Experience Sub-
Committee  

6. Clinical 
Effectiveness Sub-
Committee  

7. Divisional Boards 
 

Gaps: 
 
1. Safety Recovery 

Sub-Committee to be 
established   

2. Embedding 
Divisional Boards and 
supporting committees  

3. 10 week 
programme to be 
embedded 

 
1. Application of 10 week 

programmes to address the 
main themes identified as 
gaps in control 

2. Roll out of programme 
principles to other areas of the 
Trust not covered by the 10 
week programme  

3. Quality Strategy 
Implementation Plan  
 

 

 
As embedded in the 
October 2018 Quality 
Committee paper  
 

Risks from Risk Register: 
 
As previously advised (full 
review being undertaken of all 
corporate risks.)  Q2 will have 
up to date risks included. 
 

Metrics 
1. National Audits 
2. Complication 

Rates 
3. Outlier alerts 
4. HSMR/SMHI 
5. NICE compliance  
6. Internal peer 

review/ mock 
inspection 

Outcomes: 
1. Progress on 

“Getting to Good” 
2. Improved patient 

outcomes  
 

Independent / semi-
independent: 

1. QIPOG  
2. NHSI Oversight  

Meetings 
3. CCG 
4. CQC 
5. Healthwatch  

 
Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 4 4 16 2 4 8 
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SO2: Objective:  ENSURE EFFICIENT USE OF RESOURCES                                 Assurance Committee: PERFORMANCE COMMITTEE  
Executive Lead:  DIRECTOR OF FINANCE                                                             Operational Lead: DEPUTY DIRECTOR OF FINANCE  
CQC Domain: WELL LED                                                                Enabling Strategy: FINANCIAL RECOVERY PLAN  

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
Condition: 
Expenditure incurred 
exceeds income by greater 
than agreed control total 
 
Cause:  
Divisions and Corporate 
Departments do not deliver 
services within agreed 
budgets and do not achieve 
CIPs 
Block contract 
arrangements limit scope 
for payment 
Additional activity delivered 
may not result in increased 
income; due to levels of 
activity or coding issues  
 
Consequence: 
Impact on investment in 
quality 
Inability to meet regulatory 
requirements 
Reputational damage 
Impact upon recruitment 
Potential for financial 
special measures 

1. Devolved and delegated 
budgets based on 2017/18 
outturn in place with 
amendments for 
recurrent/non recurrent 
schemes  

 
2. Improved financial 

controls and governance in 
place 

 
3. Some CIP schemes 

agreed and further work 
ongoing  

 
4. CIP process in place 

through Service 
Improvement and Finance 
Sub committee 
 

5. Financial Performance 
Review meetings in place 
with Divisions 

 
6. Continuation of process 

for expenditure reduction 
throughout the Trust 
 
 

7. Substantive Director of 
Finance in place 
 

8. External resource 
(KPMG and Moorhouse) 
consultancy arrangements 
in place to (a) support CIP 
plans (b) review of income 
maximisation and (c) 
develop contracting 
arrangements  

 
9. Mechanisms for joint 

working with other partners 
established and operating 
effectively with CCG and 
local authority  
 

1. Ongoing development 
of accountability of 
Divisions – further 
improvements 
required  

 
2. Cost reduction and 

expenditure controls 
in place but with lack 
of consistent 
application within 
Divisions and 
corporate functions  
 

3. Gap in identified CIP 
schemes and required 
level  
 

4. Failure to include 
sufficient buffer on 
deliverability of CIP 
schemes  
 

5. Limited measures in 
place for capacity 
restrictions 

 
6. Limited planned 

demand control 
measures in place 
 

7. Plans to address 
commissioner QIPP 
targets 
 

 
 

Management 
assurance: 
Key assurance 
mechanisms are: 
1. Finance 

Performance 
Reviews on a 
fortnightly basis  

2. Consideration at 
Executive 
Management Team 

3. Divisional, CBU, 
and Executive 
reports to Trust 
Leadership 
Committee 

4. Reports to 
Service Improvement 
and Finance Sub-
committee , 
Performance 
Committee and Trust 
Board 

5. Internal Audit 
reports 

6. Presentations 
and reviews with 
regulators at 
Oversight and 
QIPOG meetings 

Gaps: 
 
1. Under development 

1. Increase accountability 
via monthly financial 
performance review meetings 

 
2. Use scrutiny from 

commercial partners and 
internal auditors to identify 
additional savings 

 
3. Challenge CBUs on the 

monthly finance reporting 
upwards from CBUs to 
Executive Directors 

 
4. Identify real cost 

reduction and expenditure 
controls with agreed 
timescales for delivery 

 
5. Work with a commercial 

partner to progress CIP 
schemes and identify other 
cost saving options 

 

 
 
As embedded in the 
October 2018 
Performance 
Committee paper  
  
 
 

Risks from Risk Register: 
To be finalised  
712 The Trust does not 
deliver the necessary 
improvements required in 
order to achieve removal 
from Special Measures 
1215 Inadequate 
identification and 
implementation of Cost 
Improvement Programmes 
1216 Inadequate 
achievement of Capital 
Resource Limit 
699 Delivery of CIPs 
1213 Failure to deliver 
the agreed Financial Plan 
1214 Failure to plan 
effectively 

Metrics 
1. Run rate 
2. I&E position 
3. CIPs position 
4. Activity 

performance 
5. Cash flow 

Outcomes: 
1. Reduced NHSI 

regulation 
2. Achieve Board 

approved financial plan 
3. Achieve NHSI 

financial control total 
 Independent / semi-

independent: 
 
1. NHSI 
2. CQC 
3. Internal Audit 
4. External Audit 
5. Local Counter 

Fraud Specialist 

 
Inherent risk level (as at 1st April) Current risk level  Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 5 20 3 5 15 
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SO3: Objective:  PATIENT STANDARDS    Assurance Committee: PERFORMANCE COMMITTEE  

Executive Lead:  DIVISIONAL DIRECTORS                                                         

CQC Domain: RESPONSIVE                                                         Enabling Strategy: OPERATIONAL STRATEGY  
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Timescales 

Principal risks: 
Conditions: 
Failure to deliver patient 
standards of care including 
constitutional and 
contractual levels 

 
Causes:  
Flow, demand and capacity 
across each of (i) Acute, (ii) 
Ambulance, (iii) MH& LD, 
(iv) community services  
Wider issues of flow, 
demand and capacity 
across system partners 
including social care, 111, 
primary care etc.   
Lack of appropriately trained 
medical, nursing and allied 
healthcare staffing 
Instances of inappropriate 
use of  system resources 
Service restrictions due to 
funding challenges  

 
Consequence: 
Medically fit for discharge 
(MFFD) patients not 
progressing through the 
health and social care 
system 
ED breaching 4 hour targets 
Failure to achieve cancer 
standards 
RTT timelines not met  

1. Integrated Trust 
provides the opportunity for 
collaborative working 
without organisational 
boundaries 
 

2. Acute Services 
Redesign plan in draft and 
consultation underway  
 

3. Identified focus for 
modernising community 
nursing and AHP delivery 
including greater self-care 

 
4. Collaborative approach 

to care planning with 
service users across 
mental health and learning 
disability services  

 
5. Joint working between 

CBUs and Divisions, to 
determine appropriate early 
access to diagnostics and 
best place of treatment for 
patients 
 

6. Winter Plan including 
system winter plan 
 

7. Workforce & OD and 
Recruitment & Retention 
strategies under 
development  
 

8. Appropriate use of 
agency and locum staff 
 

9. Local Care Board  
 

10. Effective relationships 
with IW Council and CCG 
and primary care  

 
 

1. Opportunities to 
maximise benefits of 
unified Trust not capitalised 
on.  
 

2. Acute Service Redesign 
(ASR) model to be 
consulted, progressed and 
subsequently implemented  
 

3. Consistent approach to 
promoting and educating 
users on self-management 
and collaboration to be 
developed  

 
4. An Urgent Care Centres 

model  
 

5. Winter Plan has not 
been fully developed, 
costed and approved 

 
6. Workforce & 

Organisational 
development (OD) and 
Recruitment & Retention 
strategies to be finalised 
and approved  

  
7. Inconsistency in 

standards as a result of  the 
utilisation of locum and 
agency staff  

 
8. Plan for achievement of 

Cancer targets requires 
further development 

 
9. Plan for achievement of 

RTT targets requires 
further development 

 
10. Plan for achievement of 

Emergency Department 
targets requires further 
development 

 
11. Relationships with 

primary care services 
require development  

Management 
assurance: 

 
1. Clinical Business 

Unit reports to Acute 
Services Division  
 

2. Divisional Board  
reports to Trust 
Leadership 
Committee 

 
3. Consideration at 

Executive 
Management Team 

 
4. Directors of 

Divisions reports to 
Performance 
Committee 

 
5. Directors of 

Divisions reports to 
Trust Board 

 
6. Internal Audit 

reports 
 

7. Presentations 
and reviews with 
regulators at 
Oversight and 
QIPOG meetings 

Gaps: 
 
1. Divisional 

governance structures 
to be fully functional and 
embedded 

1. Support consultation, 
progression and subsequent 
implementation of the ASR 
 

2. Develop an Urgent Care 
Centres model 

 
3. Develop, cost and seek 

approval of Winter Plan 
 

4. Finalise and seek 
approval of Workforce & OD 
and Recruitment and 
Retention strategies 

 
5. Minimise use of locum 

and agency staff in order to 
support the improvement in 
consistency in standards 

 
6. Develop, cost and seek 

approval of a plan for 
achievement of Cancer 
targets 

 
7. Develop, cost and seek 

approval of a plan for 
achievement of RTT targets 

 
8. Develop, cost and seek 

approval of a plan for 
achievement of Emergency 
Department targets 

 
9. Relationship 

development with system 
partners to support effective 
pathways and flow 

 
 
As embedded in the 
October 2018 
Performance 
Committee paper  
  

Risks from Risk Register 
(score 15 and above): 
1200 Implementation of 
Electronic ordering for GP's  
1287 Unable to discharge 
all patients within 4hr 
Emergency Care Standards 
1221 If unable to attract, 
recruit & retain sufficient 
staff of right quality/ skillset 
then the Trust will be 
unable to meet demand 
1269 Insufficient staffing 
levels within IAPT  
M11 ED 4 hour target not 
met 

Metrics: 
1. Ambulance R1, 

R2, 19min 
2. A&E 4 hour 

target 
3. Cancer 62 day 

target 
4. RTT incomplete 

target 
5. DTOC system 

performance 

Outcomes: 
1. Right place right 

time for care 
 
2. Timely access to 

services with consistent 
flow through the health 
and social care system 
 
 

Independent / semi-
independent: 
1. NHSI 
2. CQC 
3. Internal Audit 
4. External agency 

visits 

 



 
Inherent risk level (as at 1st April) Current risk level Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 4 16 3 4 12 
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SO4: Objective: EXCELLENCE IN EMPLOYMENT      Committee: PERFORMANCE COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT           

CQC Domain: WELL LED                                                             Enabling Strategy: RECRUITMENT & RETENTION STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
 
Condition:  
Attract and recruit the right 
staff 
 
 
Cause:  
Challenging recruitment 
picture across the NHS 
exacerbated by the Trust’s 
geographical location 
alongside a range of other 
issues 
 
 
Consequence:  
Failure to deliver high 
quality, safe patient care, 
 

1. Produce weekly 
workforce information data 
and respond to trends 
 

2. Effective and efficient 
recruitment processes 
rolled out 
 

3. Appraisal policy, 
paperwork in place for all 
staff 
 

4. Leadership Programme 
in place 
 

5. Mandatory Training 
programme in place 
 

6. Induction process for all 
new employees 
 

7. Staff Recognition 
Programme in place 
 

8. Visions & Values  
 

9. Recruitment campaigns 
 

1. Lack of finalised 
Recruitment and retention 
strategy 
 

2. Lack of finalised 
Workforce and OD strategy 
 

3. Development 
programme not fully in 
place  
 

4. Not all new starters 
attending induction  
 

5. Low compliance of 
Mandatory training 

 
6. Releasing staff for 

training 
 

7. Not talent spotting / 
succession planning 
 

8. Poor staff morale 
 

9. Vision & values 
 
 

Management assurance 
 
1. HR & OD 

Committee 
Mandatory Training 
Group 
 

2. HR&OD Sub 
committee 
 

3. Quality 
Committee 
 

4. Performance 
Committee  

Gaps: 
 
1. Trajectory reporting 

for workforce plan 

1. Finalise the Recruitment 
and Retention strategy 
 

2. Finalise the Workforce 
and OD strategy 
 

3. Development 
programme to include; 

• Kings Fund 
culture programme 

• Published 
organisational 
standards 

4. Leadership 
development programme for 
all managers underway 
 

5. All staff attend induction 
on first day of employment 
 

6. New policies reflecting 
the needs of staff developed 
and rolled out 

 
7. Joint initiatives be 

explored and introduced 
with external STP partners 
e.g. joint appointments, 
movement of staff between 
organisations and incentives 
to attract health 
professionals in to the area 

 

 
As embedded in the 
October 2018 
Performance 
Committee paper  
 

Risks from Risk Register: 
 
671 & 1221 If the Trust is 
unable to attract, recruit and 
retain sufficient staff of the 
right quality and skillset then 
it will be unable to meet 
demand 
 
1343 Non-compliant with 
Public Sector Equality Duty 
 
675 If the Trusts culture 
does not reflect our core 
values then we will be 
unable to deliver our vision, 
goals and priorities. 
 

Metrics 
1. Time to fill  
2. Mandatory 

Training Compliance 
3. Appraisal 

Monitoring 
4. Sickness Data 
5. Survey Results 
6. Operating Plan 
 

Outcomes: 
1. Improved Staff 

Survey results 
2. Sickness absence 

above target 
3. Mandatory Training 

above Target 
 

Independent / semi-
independent 
1. NHSI 
2. CQC 
3. CCG 

 
Inherent risk level (as at 1st April) Current risk level Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 5 20 3 4 12 
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SO4: Objective: EXCELLENCE IN EMPLOYMENT      Committee: PERFORMANCE COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT        

CQC Domain: WELL LED                                                                                             Enabling Strategy: WORKFORCE &OD STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
 
Condition:  
Develop and retain the right 
staff  
 
Staff are not motivated, 
engaged or effective in 
delivery of the Trust’s vision, 
values and aims 
 
Cause: Poor staff morale, 
lack of clarity re objectives, 
lack of ability to influence, 
insufficient numbers of staff 
with appropriate skill mix. 
Stability of leadership team. 
Quality of appraisals. Poor 
communication.  
 
Consequence:  
Failure to deliver high 
quality, safe patient care, 
 

1. Produce weekly 
workforce information data 
and respond to trends 
 

2.  Appraisal policy, 
paperwork in place for all 
staff 
 

3. Leadership Programme 
in place 
 

4. Mandatory Training 
programme in place 
 

5. Induction process for all 
new employees 
 

6. Whistleblowing Policy 
 

7. Anti-Bullying Advisors in 
place 
 

8. Freedom to speak up 
guardian process operating 
effectively with clear 
oversight 
 

9. Staff Engagement 
Group in place 
 

10. Staff Recognition 
Programme in place 
 

11. OD & Workforce Policy 
 

12. Clinical Supervision 
policy 
 

13. Draft HR&OD Strategy 
 

14. Visions & Values  
 

15. Communications 
Strategy  - meet your chief 
executive 

1. Poor quality of 
appraisals 
 

2. No clinical supervision 
 

3. Low compliance of 
Mandatory training 
 

4. Releasing staff for 
training 
 

5. Not talent spotting / 
succession planning 
 

6. Freedom to speak up 
guardian reporting 
 

7. Poor staff morale 
 

8. Vision & values 
 

9. Lack of consistent 
communication at all levels 
 

10. Lack of formal internal 
communications strategy 

 
11. OD & Workforce 

strategy not in place 
 

12. Recruitment and 
Retention  strategy not in 
place 

 
 

Management assurance 
 
1. Mandatory 

Training Group 
 

2. HR&OD Sub 
committee 
 

3. Quality 
Committee 
 

4. Performance 
Committee 
 

5. Freedom to 
speak up guardian 
reports to Board 

Gaps: 
 
1. TBC 

1. Finalise the 
Recruitment and retention 
strategy 
 

2. Finalise the Workforce 
and OD strategy 
 

3. Development 
programme to include; 
• Kings Fund culture 

programme 
• Published 

organisational standards 
 

4. Leadership 
development programme 
for all managers underway 
 

5. All staff attend induction 
on first day of employment 
 

6. New policies reflecting 
the needs of staff 
developed and rolled out 

 
7. Joint initiatives be 

explored and introduced 
with external STP partners 
e.g. joint appointments, 
movement of staff between 
organisations and 
incentives to attract health 
professionals in to the area 

 

 
As embedded in the 
October 2018 
Performance 
Committee paper  
 

Risks from Risk Register: 
671 & 1221 If the Trust is 
unable to attract, recruit and 
retain sufficient staff of the 
right quality and skillset then 
it will be unable to meet 
demand 
 
1343 Non-compliant with 
Public Sector Equality Duty 
 
675 If the Trusts culture 
does not reflect our core 
values then we will be 
unable to deliver our vision, 
goals and priorities. 

Metrics 
1. Mandatory 

Training Compliance 
2. Appraisal 

Monitoring 
3. Sickness Data 
4. Survey Results 
5. Nursing/Medical 

agency spend  
 
 

Outcomes: 
1. Improved Staff 

Survey results 
2. Reduced turnover 

rate 
3. Sickness absence 

above target 
4. Mandatory Training 

above Target 
 

Independent / semi-
independent 
1. NHSI 
2. CQC 
3. CCG  

 
Inherent risk level (as at 1st April) Current risk level Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 5 20 3 4 12 
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SO4: Objective: EXCELLENCE IN EMPLOYMENT      Committee: PERFORMANCE COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT        

CQC Domain: WELL LED                                                                                             Enabling Strategy: WORKFORCE &OD STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
Not succeeding to embed 
cultural change within the 
organisation  
 
Condition:  
Culture within the Trust  
 
Cause:  
Poor staff morale, historic 
embedded behaviours and 
expectations  
 
Consequence:  
Failure to deliver high 
quality, safe patient care, 
 

 
1. Vision and values 

development 
 

2. Leadership 
programmes throughout the 
organisation  
 

3. Visible leadership  
 

4. Equality & Diversity 
programme  

 
5. Trust strategy 

development 
 

6. Board development  
 

7. Freedom to speak up 
and Anti- Bullying 
campaigns  
 

 
Areas operating as controls 
require further embedding and 
development.  

Management assurance 
 
1. HR & OD Sub 

Committee  
 

2. Cultural 
Leadership Steering 
Group  
 

3. Quality 
Committee 
 

4. Performance 
Committee 

Gaps: 
 
1TBC 

 
Under development  

 
Under development  

Risks from Risk Register: 
 

Metrics 
1. Recruitment & 

retention  
2. Sickness Data 
3. Survey Results 

 

Outcomes: 
5.  

Independent / semi-
independent 
1. NHSI 
2. CQC 
3. CCG  
4. GMC/ 

professional bodies  

 
Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 4 4 16 3 4 12 
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SO5: Objective:  LEAD STRATEGIC CHANGE ON ISLE OF WIGHT                                                    Committee: TRUST BOARD 

Executive Lead: DEPUTY CHIEF EXECUTIVE                                                                        Operational Lead: NONE 

CQC Domain: WELL LED                                                                                             Enabling Strategy: TRUST OVERALL STRATEGY 



Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
 
Condition:  
the future strategy for the 
provision of health services 
on Isle of Wight is not 
sufficiently being led by the 
Trust 
 
Cause: Lack of a Trust 
over-arching strategy and 
supporting clinical and other 
strategies 
 
Consequence:  
Failure to deliver a vision of 
effective, efficient, 
affordable high quality health 
services for the population 
of the Isle of Wight 
 

 
1. Five new strategic 

objectives initially proposed 
and agreed by the Board in 
November 2017 as part of 
Board Assurance 
Framework (BAF) and 
subsequently agreed by the 
Board as appropriate for 
2018/19 

2. Business Planning 
2018/19 proposals 
considered by the Board 
leading to Business Plan 
and supporting Financial 
Plan Board approval  

3. Development of the 
acute services redesign – 
option 4 recommended by 
CCG 1/2/18 and supported 
by the Trust’s Board 

4. Local Care Board 
established with stated 
priorities 

5. Creation of a 
community services 
redesign programme 

6. Development of a 
blueprint for mental health & 
learning disabilities as new 
model for MH and 
progressing some tactical 
actions i.e.; relocation of 
early intervention in 
psychosis and community 
mental health 

7. Solent Acute Alliance 
(SAA) to review how a 
range of services 
(pharmacy, spinal surgery, 
renal, vascular & back 
office) can be better 
coordinated between 
Southampton, Portsmouth 
and IoW 

8. Creation of a pathology 
network across SAA and 
Hampshire and Dorset 

 
1. No Isle of Wight Health 

System Strategy in place 
that has been led by the 
Trust and supported by all 
stakeholder organisations 
 

2. Current Trust strategy 
does not adequately meet 
the current and future 
needs of the organisation 
and does not fully or overtly 
address strategies for 
community, ambulance and 
mental health 

 
3. Trust Strategy does not 

fully derive options based 
on population need, 
prevalence and impact on 
pathways 
 

4. Trust Strategy lacks 
clear delivery plan and staff 
and stakeholder 
engagement was limited 

 
5. Trust Strategy does not 

address the benefits of 
being an integrated Trust or 
whether these were 
currently being achieved 
 

6. Supporting strategies 
not all in place approved by 
the Board 

 
7. Lack of Trust 

underpinning strategies 
including Estates & 
Facilities, IM&T, Workforce 
and Recruitment and 
Retention approved by the 
Board 

 
8. System context is 

complex and needs to take 
into account: the system-
wide developments (listed 
under controls) 

 

 
Management assurance 
 
1. Consideration of 

strategy at recent 
Board and Board 
Seminars 
 

2. Plan agreed for 
the development of 
an overall strategy 
and underpinning 
supporting strategies 

 
Gaps: 
 
1. Specific gaps of 

assurance to be 
outlined following the 
identification of specific 
assurance reports 
 

2. Entry to special 
measures highlighted a 
lack of progress and 
drive to deliver – 
leadership 
 

3. Financial position 
seriously deteriorated, 
highlighting the fragility 
of sub-scale services 
 

 
The plan remains for the Trust 
to have a developed overall 
strategy between September 
2018 and December 2018. 
 
Board has agreed the modular 
approach to the development of 
the strategy and the need for 
external support. 
 
A business case has been 
developed for external support 
and this has been submitted to 
NHSI. 
 
The Board to have evidence-
based options on the overall 
organisational strategy and 
these to be worked up into an 
implementation road map with 
milestones, resources, 
engagement and the Board to 
confirm the level of appetite for 
change.  This will cover all 
aspects of services the Trust is 
responsible for providing and 
which meets the current and 
future need of the Isle of Wight 
population, whilst delivering 
clinical and financial 
sustainability. 
 
To have answered a series of 
high-level questions that will 
shape the future, strategic 
position of service provided by 
the Trust (and partners), 
including: 
• Does the strategy move 

the Trust to operational, 
clinical and financial 
sustainability? 

• How will we exit special 
measures and get to good 
by 2020? 

• What are the invest and 
disinvest criteria? 

• Do we make, share or 
buy services and do we 
expand into new areas of 
health & social care, such 
as primary care, or 
withdraw from some 
aspects of current 
provision? 

• What is the Trust’s 
position on a different 
organisational model? 

 
To clearly describe the benefits 
of being an integrated Trust with 
supporting and enabling 
strategies 

 
Q2 progress:  
Draft divisional 
strategies developed 
and shared with Board  
 
Ambulance strategy 
approved  
 
External advisors 
appointed to support 
development of 
Islandwide strategy  
 
Reporting timelines in 
place for ASR 
progression in Q3  
 
Community services 
redesign seminar 
update to Board in Q3  
 
Overarching strategy 
development scheduled 
for Q3  
 

Risks from Risk Register: 
 
1212 The Trust does not 
deliver the necessary 
improvements required in 
order to achieve removal 
from Special Measures 
 
1280 Trust planning does 
not meet current or future 
demand of IWAS 
 
676 ICT 
 
1089 The Trust Board is not 
sufficiently sighted on 
performance, risks and 
issues for the MH&LD CBU 
 
1177 Cisco Prime Network 
Management 
 
1356 Lack of clarity in 
relation to funding allocation 
for MH&LD services 

Metrics 
1. To be a clinically, 

operationally and 
financially 
sustainable Trust 
 

Outcomes: 
1. Isle of Wight Health 

System Strategy led by 
the Trust and supported 
by all stakeholder 
organisations 
 

2. Trust Strategy 
approved by the Board 
 

3. Trust supporting 
strategies including 
Clinical, Operational and 
Financial approved by 
the Board 

 
4. Trust enabling 

strategies including 
Estates & Facilities, 
IM&T, Human 
Resources and 
Organisational 
Development approved 
by the Board 

 

Independent / semi-
independent 
1. Local Care Board 

 
2. NHSI 

 
3. CQC 

 
4. Carnall Farrar 

report 
 

5. Internal Auditors 
 

6. Other external 
advisors to the Trust 

 
Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 



Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 4 16 2 4 8 
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SO5: Objective:  LEAD STRATEGIC CHANGE ON ISLE OF WIGHT                                                    Committee: TRUST BOARD 

Executive Lead: DIRECTOR FEIMT                                                                         

CQC Domain: WELL LED                                                                                             Enabling Strategy: TRUST OVERALL 
STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
 
Condition:  
Failure to set out and 
implement an analytics and 
digital technology 
strategy/plan 
 
Cause:  
Lack of a Trust ICT Strategy  
 
Consequence:  
Failure to deliver a vision of 
effective, efficient, affordable 
high quality health services 
for the population of the Isle 
of Wight 
 

 
1. Increased Executive 

Director and Trust 
Leadership Committee 
awareness  

 
2. Trust-wide 

workarounds in place to 
address gaps in IT 
provision caused by lack 
of strategic approach 

 
3. ICT forums and 

groups in place including 
regional groups external 
to the Trust via the STP  

 
1. No Trust ICT Strategy 

developed and approved 
by the Board 
 

2. No Trust 
underpinning funded ICT 
plan developed and 
approved 
 

3. No Trust Information 
Strategy developed and 
approved by the Board 

 
4. No Trust 

underpinning funded 
Information Plan 
developed and approved 
 

5. Failure to articulate 
workplan  
 

6. Lack of fully 
developed user group to 
support prioritisation and 
engagement 

 
Management 
assurance 
 
1. Performance 

Committee 
 

2. ICT Sub 
Committee  

 
Gaps: 
 
1. Supporting internal 

groups and forums 
reporting to ICT Sub 
Committee and 
attended by 
representatives from 
each Division and 
Corporate Function 

 
1. ICT Strategy to be 

developed 
 

2. ICT underpinning 
funded plan to be 
developed 

 
3. Information Strategy 

to be developed 
 
4. Information 

underpinning plan to be 
developed 

 
5. User group to be 

developed  
 

 
 
ICT workplan under 
development  
 

Risks from Risk Register: 
 
1212 The Trust does not 
deliver the necessary 
improvements required in 
order to achieve removal 
from Special Measures 
 
76 ICT 
 
1177 Cisco Prime Network 
Management 
 

Metrics 
1. No clinical risks 

associated with ICT 
infrastructure / 
systems / information 
 

Outcomes: 
1. ICT Strategy 

approved by Board 
2. ICT underpinning 

funded plan with agreed 
timescales 

3.  Independent / semi-
independent 
1. NHSE/I 
2. CCG 
3. STP 
4. Local Care 

Board 
5. Internal Auditors 

 
 

Inherent risk level (as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 4 4 16 2 4 8 
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SO5: Objective:  LEAD STRATEGIC CHANGE ON ISLE OF WIGHT                                                    Committee: TRUST BOARD 

Executive Lead: DIRECTOR FEIMT                                                                         

CQC Domain: WELL LED                                                                                             Enabling Strategy: TRUST OVERALL 
STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

 
Principal risks: 
 
 
Condition:  
Failure to set out and 
implement an estates and 
facilities strategy / plan 
 
 
Cause: 
Lack of a Trust over-
arching Estates and 
Facilities Strategies 
 
Consequence:  
Failure to deliver a vision of 
effective, efficient, 
affordable high quality 
health services for the 
population of the Isle of 
Wight 
 

 
 

1. Increased Executive 
Director input  
 

2. Trust-wide workarounds 
in place to address gaps in 
Estate provision caused by 
lack of strategic approach 
 

3. Estate forums and 
groups in place including 
regional groups external to 
the Trust via the STP 
 

4. Development of the 
acute services redesign – 
option 4 recommended by 
CCG 1/2/18 and supported 
by the Trust’s Board 
 

5. Solent Acute Alliance 
(SAA) to review how a range 
of services (pharmacy, 
spinal surgery, renal, 
vascular & back office) can 
be better coordinated 
between Southampton, 
Portsmouth and IoW 
 

 
1. No Estates and 

Facilities Strategies  
developed and 
approved by the Board 
 

2. No underpinning 
funded  Estates and 
Facilities plans 
developed and 
approved 

 
Management 
assurance 
 
1. Performance 

Committee  
 

2. Estates and 
Facilities Sub 
Committee  

 
Gaps: 
 
1. Supporting internal 

groups and forums 
reporting to Estates and 
Facilities Sub 
Committee and 
attended by 
representatives from 
each Division and 
Corporate Function 

 
1. Estates and Facilities 

Sub Committee to be 
established  
 

2. Estates Strategy to be 
developed 
 

3. Estates underpinning 
funded plan to be 
developed 

 
4. Facilities Strategy to 

be developed 
 
5. Facilities underpinning 

plan to be developed 
 

 
 
Estates workplan under 
development  
 

Risks from Risk Register: 
 
1212 The Trust does not 
deliver the necessary 
improvements required in 
order to achieve removal 
from Special Measures 
 

Metrics 
1. No clinical risks 

associated with 
Estates and Facilities 
 

Outcomes: 
1. Estates and 

Facilities Strategy 
approved by Board 
 

2. Estates and 
Facilities underpinning 
funded plans with 
agreed timescales 

 
 

Independent / semi-
independent 
1. NHSE/I 
2. CCG 
3. STP 
4. Local Care 

Board 
5. internal Auditors 

 
Inherent risk level(as at 1st April) Current risk level – end Q2 Target risk position by 31/3/19 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 4 4 16 2 3 6 
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Agenda Item No 13 Meeting Trust Board in Public Meeting 
Date 

1 November 
2018 

Title Quality Report 
Sponsoring Executive 
Director 

Barbara Stuttle CBE, Interim Director of Nursing 
Suzanne Rostron, Director of Quality Governance 
Alistair Flowerdew Medical Director 

Author(s) Quality Governance Team 
PIDS team 

Report previously 
considered by inc date 

This paper has not been considered at any other Committee but provides 
highlights from reports received at the Quality Committee and its Sub-
Committees. 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
Key areas of activity to note this month include:   
• 10 Serious Incidents were declared during September, with 9 SI’s have been reported to date 

in October.   
• 15 SI cases were submitted to CCG for closure, 4 were over 100 days, 3 were submitted 

within timescale and the remaining between 62-88 working days.   
• Reduction in complaints during Q2 in comparison with Q1.   
 
The Quality Dashboard for August 2018 is attached.  This includes exception reports for: 
• Patient falls 
• Pressure ulcers 
• Duty of candour 
• FFT 
• Complaints 
• Concerns 
• Appraisals and training 
• Patient death 

Enc I  
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Key Recommendation 
The Board is asked to consider the following recommendations: 

• Decide if sufficient assurance has been received in relation to the issues raised in the Quality 
Report  
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Quality Report  

Trust Board 
September data (November meeting) 2018 

 
1. Purpose of the paper 

To inform the Board of any quality improvements, concerns or risks and advise of actions 
being taken.  

 
2. Background 

The ‘Quality Report’ has started evolving to reflect the appropriate amount of information at 
each level of the Quality Committee structure.  The Sub-Committees receive more detailed 
information and interrogate thematic and trend analysis.  The extent of this continues to 
improve as the processes are further embedded. 

 
The Quality Committee receives escalation and assurance reports and will investigate 
issues to seek assurance on behalf of the Trust Board.  This report provides an overview of 
key issues or achievements and seeks approval when necessary. 

 
3. Quality Report 

The latest Quality Dashboard was not of sufficient quality to be included in the Quality 
Committee papers.  Remedial actions are being taken and a copy of the September report 
will be circulated to Board members. 

4. Serious Incidents  
 

4.1 New incidents reported 
10 serious incidents were declared to the Isle of Wight Clinical Commissioning Group 
(CCG) during September 2018.   

In October, up to 23.10.18, 9 incidents had been declared. 

A detailed summary of the incidents reported and immediate actions taken is included in 
the private board papers.  The final number of incidents each month is subject to change 
due to the change in our policy of declaring serious incidents at the earliest opportunity and 
requesting de-escalation should the investigation indicate this is appropriate.  
 

4.2  Ongoing Serious Incident Management  
Of the 15 cases submitted to the IW CCG for closure, 4 were over 100 days; 3 were 
submitted within timescale; the others were submitted at between 62-88 working days.  
 
For year 2018/19 so far (up to 23.10.18) the following is a list, by Division/Care Groups, of 
those cases that were submitted for closure in-time, out of time or subsequently downgrade 
requested by the Trust following submission of evidence that they no longer meet with SI 
framework criteria for reporting. 
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4.3 Serious Incident Performance 

Key Performance Indicators (KPI) against the SI process; chart below demonstrates the KPI 
status across all Divisions up to end September 2018. 

 

 
 
 

5. Inquests  
During Quarter Two there have been 20 inquests heard.  A summary of these is provided in 
the Quality Report to the private part of the Board. 

6. Claims 
During Quarter Two:  
• The Trust received 15 new clinical claims: seven of these are potential claims and eight 

are actual claims at this stage. The total number is consistent with levels received in the 
period in previous years. 

• 14 previously received potential claims became actual claims.  
• Following a review of the clinical negligence claims 90 claims have been closed. Of 

these 70 were discontinued with no payment made, and 20 were settled with a level of 
payment.  

• The Trust currently has 14 non-clinical claims against it: 11 of these relate to employers 
liability matters and three to falls within hospital grounds. In the quarter there have been 
two new employers liability claims (one of which was closed in the same period) and 
one new public liability claim. 

Work is underway to address the historic claims backlog and develop greater learning from 
cases.  
 
 
 

Criteria being measured Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18
New SIs reported in month 23 18 22 13 9 10
SI reported in 2 working days (of awareness) 14 12 12 13 6 9
% in 2 working days 61% 67% 55% 100% 67% 90%
72-hour report completed in 3 working days 10 12 14 8 8 7
% in 3 working days 43% 67% 64% 62% 89% 70%
How many reports included immediate actions 19 10 15 8 8 7

DIVISION Area  Number out of 
time  

Number in-
time 

Downgrades 
requested (of totals 

on left)  
Acute Acute - Surgery, 

Women's, Children's 
17 6 5 

Acute - Medicine 48 18 18 

Acute - Clinical, Cancer 
& Diagnostics 

6 8 3 

Ambulance Ambulance 5 2 2 
Mental Health Mental Health & 

Learning Disabilities 
15 7 0 

Community Community services 4 4 4 



3  Trust Board Quality Report  - November 2018 V1 
 

7. Complaints 
A slight reduction in complaints was seen in Q2, compared to Q1 2018/19.  This was still 
higher than the number of complaints received for the same period last year.  However, the 
number of concerns received was lower and shows a reduction in the total of complaints 
and concerned from Q2 2017/18. 
 

 
 

 
 
The agreed timeframes are still not being met.  This will impact on the ability to clear the 
backlog of complaints in line with agreed trajectory by December 2018.  To support 
achievement of this and the key message that it is not acceptable to delay in responding to 
complainants, the Chief Executive will be meeting with those failing to respond in a timely 
manner along with their Director.   
 
Parliamentary and Health Service Ombudsman (PHSO) Cases:  3 requests for 
information were received in the quarter, 1 case was closed this quarter by the PHSO who 
decided not to investigate, 1 case was not upheld, and a further case continues to be 
investigated.   
 
 

 
 
At the time of reporting the Trust has a further 6 open requests or information from the 
PHSO; these include the following:  
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Case Date request 

received 
Service Current status 

11997 11/07/2017 Emergency 
Department 

Under 
investigation 

14085 07/03/2018 Rheumatology Under 
investigation 

13709 02/03/2018 Maternity Under 
investigation 

13696 11/06/2018 Colwell Ward / ED / 
MAU 

Under 
investigation 

13760 18/09/2018 Alverstone Ward (was 
also an SI)  

Under 
investigation 

13612 22/10/2018 Appley Ward  Initial contact from 
PHSO – under 
review.  

 
 

8. Patient Surveys 
Embargoed patient surveys for Community Mental Health Services and Maternity Services 
have been received by the Trust. 
 
The Mental Health Quality Committee has received a presentation from Quality Health to 
discuss the findings and improvement actions required.  As with the safety recovery 
elements, improvements are yet to result in a change in outcomes.  The Community Mental 
Health team have produced a driver diagram to provide an overview of the improvements 
required in the short term to help with longer term change in service model.   
 
The Community Mental Health Service survey is scheduled for publication on the 22 
November 2018.  The response to this should be managed via the Mental Health Divisional 
Board. 
 
The Maternity Services survey results are difficult to benchmark with the majority of trusts 
not appearing to use Quality Health for this survey.  The publication date is scheduled for 
January 2019.  Prior to this, the Trust should receive the draft report with benchmarking 
information from the CQC.  The response to this report should be managed via the Acute 
Divisional Board.  

 
9. GMC Report 

A combined HEE/ GMC visit was undertaken in September and a report followed outlining 
the developments since the initial inspection at the beginning of 2018. The report from the 
early inspection outlined nine requirements and the trust had been addressing the 
requirements through the course of the year. There were nevertheless a number of 
significant areas the visitors felt had not been sufficiently addressed to protect patients and 
improve clinical supervision of trainee doctors. As a result of the recent follow up inspection 
the GMC has written to the trust and determined that it will be placed under ‘Enhanced 
Monitoring’. This will require regular monitoring by the trust board and the GMC on a 
regular basis in order to correct the outstanding issues as a matter of urgency.   
 



5  Trust Board Quality Report  - November 2018 V1 
 

The trust has already started good work in addressing the issues and the work will continue 
with sustained effort. The work stream is being conducted on a project basis and an 
assurance framework is reported to the performance committee on an ongoing basis. 
 
The two particular areas highlighted in the GMC letter containing the notification relate to 
the need for an effective handover and appropriate clinical supervision of trainee doctors at 
all times.  This aspect will be regularly reviewed to check on progress 

 
10. Board Development Programme 

Now that the full Board is in place, we will start engaging with potential parties to support us 
in our Board Development programme.  This will run for the whole of 2019.  Prior to this 
commencing the Board will undertake a two-day training course in human factors to assist 
us with our continuous improvement journey.  Formal QI methodology training will also be 
provided to the Board as a whole early on in the development programme. 

 
11. Recommendations 

The Board is asked to consider the following recommendations: 

• Decide if sufficient assurance has been received in relation to the issues raised in this 
report. 

 
 
 
 
 
Suzanne Rostron   Barbara Stuttle CBE   Mr Alistair Flowerdew 
Director of Quality Governance  Director of Nursing  Medical Director 
October 2018    October 2018   October 2018 
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Agenda Item No 14 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Performance Report - Acute Services 
Sponsoring Executive 
Director 

Nikki Turner, Director of Acute Services 

Author(s) Sarah Hayward, Head of Operational Performance 
Report previously 
considered by inc date 

n/a  

Purpose of the report 
Information only  Assurance X 
Receive  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
Emergency Care Standard 
The Trust under-performed against September’s Emergency Care Standard trajectory of 90% at 
81.79%; this is slightly improved upon the previous month with a lesser number of attendances and 
lesser number of 4hr breaches. The impact of the actions in place are: 
- SAU function within AEC will further improve risk of crowding and reduce the risk of surgical 
breaches within the ED 
- AEC moving back to MAU will help with staffing 
- Using the vacated space as a CDU will help reduce risk of breaches 
- These actions will enable the service to align with the ECS trajectory. 
 
62 Day Cancer 
The Trust provisionally under-performed against September’s 62 day Cancer trajectory of 80% at 
77.33%; there were a lower number of treatments in month than forecast. Issues continue regarding 
diagnostic capacity, both locally and at tertiary centres, and delays in inter Trust referrals for 
diagnostics. Local performance (excluding those shared treatments with tertiary centres) is 
provisionally at 81.82%. Total performance excluding all urology treatments is provisionally at 
85.71%. The actions in place will reduce the number of patients waiting longer than 62days 
supporting the delivery of the trajectory. The mobile MRI scanner will support capacity requirements 
for the increased demand. 
 

Enc J 
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Referral to Treatment ‘Incomplete’ 
The Trust under-performed against September’s Referral to Treatment Incomplete trajectory of 
87.7% at 81.06% due to the continued impact of increased non-elective activity levels, reducing the 
elective activity being able to be undertaken. The implemented actions will: 
• Increase capacity for elective activity both locally and on the mainland 
• Improve tracking of both non elective and elective activity at patient level 
• Maximise the theatre utilisation for the delivery of elective activity during the coming winter period. 
 
Diagnostics 
The Trust under-performed in September against the Diagnostics Standard of 99% at 96.15% due to 
the continued impact of sickness in ultrasound and due to the increased demand in MRI. These 
diagnostic tests achieved 94.8% and 95.6% respectively due to their current backlog of patients 
waiting more than 6 weeks for their test. The impact of the actions in place will ensure the backlog 
position is recovered and provide increased capacity going forward, and provide a more responsive 
service to urgent referrals. 
Key Recommendation 
The Board is recommended to receive the report. 
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Acute Balanced Scorecard - Aligned to Our Goals

Key Performance Indicator Data to Target 18/19 Actual 
YTD

Actual
 Month 4 Month Trend Key Performance Indicator Data to Target 18/19 Actual 

YTD
Actual
 Month

4 Month 
Trend

Patients that develop a grade 4 pressure ulcer Sep-18 3 0 0 Emergency Care 4 hour Standards Sep-18 95% 83% 82%

Patients that develop an ungraded pressure ulcer Sep-18 0 14 6 Emergency Care 4 hour Standards Sep-18 Trajectory
88.0% 83% 82%

VTE (Assessment for risk of) Sep-18 >95% 98.8% 98.7% Number of patients who have waited over 12 hours in A&E 
from decision to admit to admission Sep-18 0 0 0

MRSA (confirmed MRSA bacteraemia) Sep-18 0 0 0 All Cancelled Operations on/after day of admission Sep-18 - 162 28

C.Diff (confirmed Clostridium Difficile infection - stretched 
target) Sep-18 7 8 2

Cancelled operations on/after day of admission 
(not rebooked within 28 days) - including those not 
rebooked at the time of reporting

Sep-18 0 0 0

Clinical Incidents (Major) resulting in harm
(all reported, actual & potential, includes falls & PU G4) Sep-18 10 7 2 Patient Satisfaction (Friends & Family test - Total response 

rate) Sep-18 30.0% 1.3% 1.6%

Clinical Incidents (Catastrophic) resulting in harm
(actual only - as confirmed by investigation) Sep-18 - 7 1 Patient Satisfaction (Friends & Family test -  A&E response 

rate) Sep-18 95.0% 0.7% 2.3%

Falls - resulting in significant injury Sep-18 5 10 0 Mixed Sex Accommodation Breaches Sep-18 0 75 15

Symptomatic Breast Referrals Seen <2 weeks* Sep-18 93.0% 93.0% 89.7% Formal Complaints Sep-18 - 201 28

Cancer patients seen <14 days after urgent GP referral* Sep-18 93.0% 96.7% 96.2% RTT % of incomplete pathways within 18 weeks - IoW 
CCG Sep-18 92.0% - 80.7%

Cancer Patients receiving subsequent Chemo/Drug <31 
days* Sep-18 98.0% 100.0% 100.0% RTT % of incomplete pathways within 18 weeks - NHS 

England Sep-18 92.0% - 90.0%

Cancer Patients receiving subsequent surgery <31 days* Sep-18 94.0% 100.0% 90.0% Zero tolerance RTT waits over 52 weeks (Incomplete 
Return) Sep-18 0 1 0

Cancer diagnosis to treatment <31 days* Sep-18 96.0% 98.9% 98.1% RTT Incomplete Trust Combined Sep-18 92.0% - 81.1%

Cancer Patients treated after screening referral <62 
days* Sep-18 90.0% 93.5% 100.0% RTT Incomplete Trust Combined Sep-18 Trajectory

84.5% - 81.1%

Cancer Patients treated after consultant upgrade <62 
days* Sep-18

No measured 
operational 

standard
77.8% No Pts No. Patients waiting > 6 weeks for diagnostics Sep-18 17 610 75

Cancer urgent referral to treatment <62 days* (target) Sep-18 85.0% 71.8% 77.3% % Patients waiting > 6 weeks for diagnostics Sep-18 99% 93.7% 96.1%

Cancer urgent referral to treatment <62 days* (trajectory) Sep-18 79.3% 71.8% 77.3% Theatre Utilisation - Audit Commission  (NEW) Sep-18 - 62.0% 64.5%

Summary Hospital-level Mortality Indicator (SHMI)
July-16 - June-17

Published 
Jan 2018 1 1.097 - Variable Hours (£000) (Trust Wide) Sep-18 854 5,648 1,115

Never events Sep-18 0 0 0 Staff absences - Acute Sep-18 3% - 4.95%

Stroke patients (90% of stay on Stroke Unit) Sep-18 80.0% 85.6% 87.0% Appraisal Monitoring - Acute Sep-18 100% - 65.07%

High risk TIA fully investigated & treated within 24 hours 
(National 60%) Sep-18 60.0% 100.0% 100.0% Mandatory Training* Sep-18 85% 82% 82%

Total Workforce (inc flexible working) (FTE's) Sep-18 2,970.7 3,003.0 Staff Turnover Sep-18 5% 9.22% 0.51%

Total workforce SIP (FTEs) Sep-18 2,775.3 2,737.0 Employee Relations Cases Sep-18 0 151 12

Variable Hours (FTE) Sep-18 195.4 1,427 266

Delayed Transfer of Care (lost bed days) - (Acute) Sep-18 115 558 86

Stranded Patients Sep-18 127 750 106

Super Stranded Patients Sep-18 46 299 43

* Rolling year
*Cancer figures for September are provisional.

Excellent Patient Care Excellent Patient Care



Page 4

Is

Isle of Wight NHS Trust Board Performance Report 2018/19

Emergency Care 4 hour Standards

Commentary:

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

17/18 86.5% 80.1% 80.8% 88.0% 94.9% 90.5% 85.4% 87.5% 84.5% 75.9% 87.2% 79.4%

18/19 85.3% 89.9% 80.9% 82.4% 79.1% 81.8%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Trajectory 82.4% 88.0% 79.3% 84.0% 88.0% 90.0% 90.0% 90.0% 86.0% 78.0% 80.0% 85.0%

Trajectory - Within normal variation so may be achieved but not consistently

September 18

Emergency Care 4 hour Standards
Issue
The Trust under-performed against September’s Emergency Care Standard 
trajectory of 90% at 81.79%; this is slightly improved upon the previous month 
with a lesser number of attendances and lesser number of 4hr breaches. 

Actions
The actions previously reported continue be implemented and embedded to 
enable intense focus on flow and escalation within ED and in particular: 
• 20% minimum specialty activity shift from ED to Specialty Assessment 
Services in line with the recommendations of ‘Getting it Right First Time’ and 
the Acute Services Redesign
• Completion of a capacity demand exercise to support the remodelling of the 
Acute Assessment Service
• Co-location of an integrated Minors & Urgent Care Service
• Re-starting of front door streaming
• 20:20 Group support to improve flow with intense focus on discharges and 
Red2Green implementation across the acute wards
• Implementation of safer staffing in line with CQC and NHSI requirements
• Finalisation of Integrated Urgent Care Service model for implementation
• Integration of ED, MAU and Urgent Care with Ambulance into one Division 
and under one new Director from Dec18 with shadow integration from Oct18.

Impact 
- SAU function within AEC will further improve risk of crowding and reduce the 
risk of surgical breaches within the ED
- AEC moving back to MAU will help with staffing
- Using the vacated space as a CDU will help reduce risk of breaches
- These actions will enable the service to align with the ECS trajectory

Target - Step Change required if required performance is to be achieved
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Cancer urgent referral to treatment <62 days*

Commentary:

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

17/18 92.5% 72.3% 82.0% 71.2% 92.6% 78.5% 82.9% 78.5% 81.8% 65.3% 89.6% 86.2%

18/19 73.4% 66.7% 72.6% 81.8% 70.5% 77.3%

Target 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Trajectory 75.0% 68.1% 79.3% 75.8% 86.5% 80.0% 79.6% 79.8% 82.1% 71.6% 83.3% 85.1%

September 18

Cancer urgent referral to treatment <62 days*

Issue
The Trust provisionally under-performed against September’s 62 day Cancer 
trajectory of 80% at 77.33%; there were a lower number of treatments in month 
than forecast. Issues continue regarding diagnostic capacity, both locally and 
at tertiary centres, and delays in inter Trust referrals for diagnostics. Local 
performance (excluding those shared treatments with tertiary centres) is 
provisionally at 81.82%. Total performance excluding all urology treatments is 
provisionally at 85.71%.

Performance at tumour site level:
 

NB. 0.5 treatment/breach can be incurred as per new ’breach allocation’ 
guidance

Actions
• Twice weekly huddles per tumour site and ‘live’ tracking to ensure up to the 
minute information to manage patients and avoid delays
• Improve access to local diagnostics by increased capacity  with a mobile MRI
• Learning of best practice regarding 28-Day Faster Diagnostic Standard 
including improved administrative efficiencies
• Adoption of some procedural changes without need for additional resource 
include:
• Book CT/MR at the same time as the outpatient appointment for all 2ww 
referral urology prostate patients and 2ww referral Lung patients; the outcome 
will be diagnostic test and presentation at 1st outpatient’s appointment and will 
reduce the overall pathway by approximately 11 days.  
• Work with the Wessex Cancer Alliance team to improve lines of 
communication and processes involved in inter-trust referrals
• Live tracking of patients referred to PHT- IOW to access PHT system.

Impact
These actions will reduce the number of patients waiting longer than 62days 
supporting the delivery of the trajectory. The mobile MRI scanner will support 
capacity requirements for the increased demand.

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently
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Referral to Treatment Times

Commentary:

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

17/18 88.7% 91.2% 91.9% 92.3% 92.3% 92.2% 91.7% 90.9% 88.0% 85.7% 84.9% 84.0%

18/19 84.1% 85.2% 85.1% 84.5% 82.0% 81.1%

Target 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

Trajectory 84.1% 85.5% 85.2% 85.2% 84.5% 87.7% 88.0% 89.2% 86.8% 88.8% 89.1% 89.3%

September 18

Referral to Treatment Times

Issue
The Trust under-performed against September’s Referral to Treatment 
Incomplete trajectory of 87.7% at 81.06% due to the continued impact of 
increased non-elective activity levels, reducing the elective activity being able 
to be undertaken. 

Actions
The actions previously reported to improve the elective activity levels continue 
to be implemented, in particular:
• The opening of our winter contingency ward at the start of November for 
general medicine emergency activity
• Commence weekend day case lists from October until the end of March
• Work with Care UK to sub contract elective specialties with long waits
• Business as usual 
• the Trust will continue to work closely with its partners to expedite discharges 
of medically fit patients
• the plan for long waiting patients is reviewed at patient level on a weekly 
basis to monitor any variation to plan 

Additional actions include:
• Discussions underway with CCG and Spire about further capacity (Sept 18)
• Theatre productivity ongoing delivery via 3 workstreams (scheduling, pre-
assessment and processes and controls in theatre)
• Theatre productivity opportunity identified by Four Eyes being incorporated 
into Theatre Project

Impact
These actions will:
• Increase capacity for elective activity both locally and on the mainland
• Improve tracking of both non elective and elective activity at patient level
• Maximise the theatre utilisation for the delivery of elective activity during the 
coming winter period.

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently
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Patients waiting > 6 weeks for diagnostics

Commentary:

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

17/18 99.8% 100.0% 99.5% 99.2% 97.7% 97.1% 95.8% 96.1% 98.0% 98.7% 99.1% 98.3%

18/19 97.9% 97.5% 95.2% 90.3% 91.5% 96.1%

Target 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0%

Trajectory 98.0% 96.0% 96.0% 99.0% 99.0% 99.0% 98.9% 99.0% 99.0% 99.0% 99.0% 99.0%
Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently

September 18

Patients waiting > 6 weeks for diagnostics

Issue
The Trust under-performed in September against the Diagnostics Standard of 
99% at 96.15% due to the continued impact of sickness in ultrasound and due 
to the increased demand in MRI. These diagnostic tests achieved 94.8% and 
95.6% respectively due to their current backlog of patients waiting more than 6 
weeks for their test. 

Actions
The actions previously reported continue to be delivered improving the total 
performance for the Trust upon last month, in particular:
• Increase MRI capacity with mobile scanner to recover the backlog position 
and improve access and faster diagnosis
• Recruit locum staff for ultrasound and MRI
• Stabilise endoscopy capacity with new nurse endoscopist commencing and 
weekend lists provided by Medinet

Impact
The impact of the actions will ensure the backlog position is recovered and 
provide increased capacity going forward, and provide a more responsive 
service to urgent referrals. 
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Agenda Item No 15 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Ambulance Service Report 
Sponsoring Executive 
Director 

Nikki Turner, Director of Acute Services 
Mark Ainsworth – Ambulance Advisor to the Board 

Author(s) Victoria White, Head of Ambulance Service 
Report previously 
considered by inc date 

Performance Committee 31 October 2018 

Purpose of the report 
Information only  Assurance X 
Receive  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
 
The division’s Performance and Divisional Board meetings took place w/c 15th October 2018. The 
purpose of this report is to provide an overview of the key current service opportunities, issues, 
challenges, or risks affecting the performance of the division. The September national reporting standards 
position is attached. 
 
NHSE ARP assurance visit on 4th October and subsequent approval for IOW ambulance service to go live 
with ARP operating model 
The new ambulance 999 CAD went live on 9th October. 
 
Key Items of Information for Performance Committee: 
 

• Emergency Preparedness, Resilience and Response (EPRR): 
The changes to the NARU regulation requirements for the Isle of Wight have been agreed and 
the trust will be expecting to receive these recommendations by the end of October 2018.  
Training for Tactical level positions throughout the Trust has continued in October. 

Enc K 
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Ambulance Lead for EPRR out to advert 
 

• 999 ambulance service: 
The national reporting position for the ambulance performance for September is attached as 
appendix 1. This needs to be understood in context of the last 5 months whilst the service has 
been operating on the old CAD with proxy data and extensive training being undertaken for the 
implementation of the new CAD on 9th October. October performance data will include a mix of old 
and new CAD 
 
Table 1 shows the 999 call volumes and call handling performance. 

2018 ARP May Jun Jul Aug Sept 
999 calls 2704 2736 3151 2876 2546 
call answer mean  5.3 7.1 6.5 6.4  

 
This demonstrates the quite significant increase in 999 calls over the summer period coinciding 
with the release of staff for training.  
 
Table 2 shows the 999 ambulance responses. 

2018 ARP volumes May Jun Jul Aug Sept 
Amb Responses 1851 1925 2128 2019 1846 
Cat 1 responses 34 53 42 111 68 
Cat 1T responses 17 38 26 71 45 
Cat 2 responses 747 730 699 978 900 
Cat 3 responses 813 841 777 874 871 
Cat 4 responses 257 300 470 206 231 

 
As can be seen, as well as the increase in ambulance attendances over the summer period there 
has been a significant increase in the level of the most serious emergencies at Category 1 and 2. 
 
Table 3 shows the 999 ambulance response performance in seconds. 

2018 ARP 
responses May Jun Jul Aug 

 
Sept 

Cat 1 mean 16.3 17.17 9.78 9.82 10.32 
Cat 1 90% 18.41 18.26 19.58 20.35 22.05 
Cat 1T 90% 20.14 18.51 19.58 21.55 22.05 
Cat 2 mean 14.01 15.15 16.42 12.98 18.83 
Cat 2 90% 38.43 35.51 43.17 30.37 40.55 
Cat 3 mean 37.3 35.19 55.93 49.37 44.20 
Cat 3 90% 93.03 89.55 143.20 179.65 155.03 
Cat 4 90% 225.26 227.04 184.95 236.18 228.50 

 
Despite the overall increase in activity, coupled with the higher proportional increase in category 1 
and 2 and the ongoing CAD training, performance in year against Category 1 has continued to 
improve and the response with an ambulance required at category 1T remains well within the 30 
minute standard.  
However, there has been a consequential reduction in the Category 3 response level. Whilst this 
is appropriate in terms of prioritization and the urgency of requirement, it is significantly below the 
standard and means excessive waiting for some patients. The divisional board signed off the 
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return to running to Category 3 patients utilizing lights and sirens which is consistent with the 
move across the mainland services in September and the service has seen a slight improvement 
in CAT 3 response times as a consequence in October.  
The service is undergoing training end of October on the BI dashboards and how information from 
the new CAD will be used to continue increasing the Category 1 performance whilst also 
improving the response to the lower less urgent calls. 

 
• NHS111 service: 

The NHS111 performance standards are also attached in appendix 1 and demonstrate the 
continued position of good call handling standards, with improving clinical standards. The overall 
performance of the NHS111 service on the island is excellent with consistently less 111 calls 
resulting in an ambulance disposition than the national average: 
 
Table 1 shows the 111 call volumes and call answering performance over the same period. 

2018 111 May Jun Jul Aug Sept 
111 calls 7232 6992 7369 7548 6975 
Call answer 95% <60 seconds 95.9% 96.4% 93.6% 92.5% 94.57% 

 
It can be seen that call volumes have risen substantially during the summer months, coinciding 
with the release for training of the call handlers on the new ambulance CAD system. As a result 
call answering has decreased, but has risen back to expected standards in September. 
 
Table 2 shows the clinical performance against the 111 standards. 

2018 111 May Jun Jul Aug Sept 
Calls warm transferred to clinician >95% 90.5% 93.7% 93.7% 93.5% 95.07% 
Calls triaged with clinician >50% 43.0% 41.8% 41.2% 46.7% 52.78% 

 
This demonstrates that despite the increased level of activity and the reduced call answering 
performance, the clinical performance of the 111 calls is continuing to improve. The increase in 
September is due to the inclusion of Dental Clinician calls in the count 

 
• Patient Transport Service: 

The OS mapping application will be switched off by the supplier before the transition of PTS 
services onto the new CAD. This is currently being modelled and work around procedures 
developed for the time gap involved. 

 
Key Items of Risk: 

• The operational application of the PTS service without OS mapping. 
 
Key Recommendation 

• The Board is recommended to receive the report. 
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Performance Summary - Ambulance

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Sep-18 0 0 0 0 Mixed Sex Accommodation Breaches Sep-18 0 0 0 0

C.Diff (confirmed Clostridium Difficile infection - stretched target) Sep-18 0 0 No. of Complaints Sep-18 1 8

Clinical Incidents (Major) resulting in harm (all reported, actual & potential, 

includes falls & PU G4)
Sep-18 1 1 3 0 No. of Concerns Sep-18 2 8

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

investigation)
Sep-18 0 0 No. of Compliments Sep-18 4 15

Falls - resulting in significant injury Sep-18 0 1 Emergency Care 4 hour Standards Sep-18 95% 81.8% 95% 83.4%

Never Events Sep-18 0 0 0 0
Number of patients who have waited over 12 hours in A&E from decision to admit 

to admission
Sep-18 0 0 0 0

Pressure Ulcers - Grade 1 Sep-18 1 3 Ambulance response on scene by category - Category 1 - Mean Sep-18 00:10:19 -

Pressure Ulcers - Grade 2 Sep-18 1 1 Ambulance response on scene by category - Category 1 - 90th centile Sep-18 00:22:03 -

Pressure Ulcers - Grade 3 Sep-18 0 0 Ambulance response on scene by category - Category 2 - Mean Sep-18 00:18:50 -

Pressure Ulcers - Grade 4 Sep-18 0 0 Number of Ambulance Handover Delays over 1 hours Sep-18 4 20

Pressure Ulcers - Ungradable Sep-18 0 0 No. of Reported SIRIs * Sep-18 2 13

Physical Assaults against staff Sep-18 1 7

Verbal abuse/threats against staff Sep-18 1 9

Target Actual Target Actual Target Actual Target Actual

Appraisals Sep-18 45.6%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Aug-18 3,233,542£      3,382,541£      688,279£           706,728£            % Sickness Absenteeism Sep-18 5.5% 8.48%

Ambulance time to answer call (in seconds) - median Sep-18 1 1 - -

Ambulance time to answer call (in seconds) - 95th percentile Sep-18 5 46 - -

Ambulance time to answer call (in seconds) - 99th percentile Sep-18 14 95 - -

NHS 111 Call abandoned rate Sep-18 5% 2.7% 5% 2.2%

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

message 
Sep-18 95% 94.6% 95% 94.7%

NHS 111 Where disposition indicates need to pass call to Clinical Advisor this should 

be achieved by ‘Warm Transfer’ 
Sep-18 95% 95.1% 95% 93.2%

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

mins 
Sep-18 100% 54.3% 100% 45.2%

*12 hour breaches are now included in Siri figures      **The Acute Service Level Agreement performance reports a month behind, therefore figures are from September 2018.

YTD

YTD

Income**
Latest 

data

In Month YTD Cost effective, sustainable services Latest 

data

In Month

YTD

Working with others to keep                                    
improving our services

Latest 

data

In Month YTD Skilled and capable staff Latest 

data

In Month

September 18

Balanced Scorecard - Ambulance

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,                                                
service users and staff

Latest 

data

In Month

Page 3
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New Ambulance Response Programme

Commentary:

September 18

Position:                                                                                                                                                                                                                  September 999 
performance has worsened with all 4 categories not meeting the national standard. 
111 performance has improved

Action:  See current programme of works

Impact: Reduction of long waiting times

Governance: Ambulance Performance Sub-committee, Ambulance Quality Sub - committe, Ambulance Divisional Board

Page 4
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Agenda Item No 16 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Community Division Performance Report 
Sponsoring Executive 
Director 

Barbara Stuttle, Director of Nursing, Midwifery, AHPs and Community 
Services 

Author(s) Emma Pugh ( Operations Manager Community Division) 
Report previously 
considered by inc date 

Performance Committee 31/10/18, Divisional Board 21/10/18  

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
Community Exception Report: Number of items flagged for awareness and escalation to board (Slide 
1).  
Community Division continue to over perform in regards to Cost Improvement Plans (CIP) although 
mostly non recurrent savings. Continuing to work on additional recurrent longer term opportunities.  
Grip and control in place on run rate although winter demand and roll out of winter plan may impact 
delivery.  
Winter plan will significantly impact Community Services including Community Nursing and therapies 
– it is essential this is considered in regards to allocation of finance and development of plans. 
Community Division now represented at System Resilience Group to raise profile of division and its 
contribution and challenge assumptions around plans and activity shift.  
Further work underway with acute trust colleagues to improve discharge processes due to recent 
issues in the community.   
The Caseload for Community Nursing continues to increase. Current caseloads are approximately 
25% over the caseload numbers for 17/18. A Community Nursing staffing paper to increase the 
establishment has been submitted to TLC for approval - approved by Community Divisional Board on 
21/10/18. 
 
 

Enc L   
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Service developments (Slide 2):  
Community Division is continuing to develop as a new leadership team.  The appointment of Deputy 
Director of Out Of Hospital Services is now complete and a start date of 1st December is being 
negotiated. Divisional leadership restructure is underway with support of HR. Progress continues to 
be made with governance and assurance. Performance data is being developed to truly reflect the 
Community Divisional provision.  Services within Community SLA are being reviewed as many are not 
currently part of Community Division.  
10 week plans for Division are targeting key improvement areas such as Appraisal compliance and 
mandatory training. Additional monitoring and processes are now in place, which is increasing 
compliance.  
 
Community Performance (Slide 3 and 4) 
Please note highlighted lines are Community SLA services not currently part of the Community 
Division.  
Community Division are working on data recording and reporting to offer greater assurance regarding 
service performance. 
Crisis Response- changes to reporting and movement of staff to reduce silo working have impacted 
reporting however this is expected and related to recent service improvements.  
Orthotics and prosthetics have largest concerns regarding growing waiting lists however this is often 
related to seasonal pressures and will be monitored by Division for further escalation. 
 
Acute Frailty (Slides 5 and 6) 
Implementation of alternative Acute Frailty provision is being driven forward by the Community 
Division and positive feedback has been received from national AFN conference in October which 
team presented at.  
Slide 5 shows the balanced score card against the KPI’s set locally for performance. Issues related to 
consistent capacity. At a time when need to be stepping up the intervention at the front door capacity 
is getting pulled to cover back end of the hospital in regard to stranded patients. Need to be mindful of 
limitations to capacity of one workforce. Slide 5 shows a step change in regard to screening at front 
door for frailty. ED and MAU to be commended for participation and buy in.  
Slide 6- shows the impact of admission for those admitted. Although not a statistical change (yet) to 
demonstrate the impact of a Comprehensive Geriatric assessment once admitted – visually this 
appears to be effective. Greater capacity required to identify the impact on the system.  Division leads 
and Medical / surgical Consultants working together to priorities, and areas of focus for phase 2 are 
being developed.  
 
Learning from Experience ( Slide 7)   
Impact of Community Division., This slide is being shown to share positive feedback to demonstrate 
the positive impact of one of the Community Services. It is an example of the breadth and depth of 
support Community Services offer.   
 
Key Recommendation 
The Board is asked to consider the following recommendations: 

- To note the current performance position of the Community Services. 

 
 
 



• Financial Status: Over Performing on CIP year to date. Good grip and control on budgets and run rate. Will see increased 
pressure dependent on agreed Winter Plan 2018-2019.  
 

• Quality Reporting: 2 x SIRI declared in Month 6 (2 x Pressure area). Community Division are 100% compliant with all Duty of 
Candour requirements .  
 

• Workforce Reporting: Target not met regarding appraisal compliance – however every community Service has this target as 
part of 10 week plan and are being monitored weekly.  

• Sickness is low for Division – 3.24% (under target of 3.5%). Ongoing work to improve further.  
 
• Adult Speech Therapy:  Recruitment for Acute Locum is now critical- Demand for acute wards and additional winter demand 

is high. 1 x day Nil By Mouth in acute setting = to 1 x extra day length of stay.  
 
• Community Rehab/ Community Nursing: Discharge Standards from Acute Hospital are putting patients at Risk in the 

community. Number of issues related to Insulin, medications, discharge summaries,  unfit at point of discharge etc. 
 
• Children's Therapies: Positive meeting with Children's Commissioners regarding ASD service provision- however 480 

children (backlog) to be assessed and likely onward referral to Children's Therapies. CCG need to consider additional 
investment to meet the demand. 

 
• Sexual Heath: Public Health put out Service for procurement  (19/10/18)- risk is lack of commercial experience / Input 

within Trust.  
 
• Community Nursing: Connectivity Issues for West & Central Nursing Services- Unable to access System one. This team is on 

site. IT aware but not yet resolved.  
• Caseload size continues to increase  (25% above last year) Paper for TLC.  
 
 

 
 

Community Division Summary 
 

Exception Report  



Leadership Team 
• Mapped new process for community data reporting and structure starting with Month 7 data. Increased grip on data. 
• Monitoring all services against 10 week service plans 
 
Workforce:  
• 85% Compliant with Mandatory training . This forms part of the 10 week plan for each service in Division. Standards will 

continue to be monitored.  
 
Acute Frailty team 
• Presented at celebration day at Acute Frailty Network. Positive outcomes feeding rationale behind winter planning and CSR.  
• Phase two to align dual role of embedding acute pathway and community delivery 
 
MSK Physio Outpatients: 
• First point of contact MSK Practitioner in GP Practices – taking on a GP caseload with MSK conditions Advanced Shoulder 

Practitioner – Physiotherapist taking consultant assessment/triage role 
 
Physiotherapy Occupational Health Service:  
• CQUIN 2 year pilot 0.50 WTE B7 physiotherapist – rapid access for all Trust staff with MSK conditions. Significant reduction in 

MSK related sick days for Trust demonstrating cost effectiveness.  
• MSK issues are the lowest reason for sickness within the Trust at this time.  
   
Community Nursing:  
• IPPC Assurance visit undertaken to South Wight by HON and IPPC- Excellent improvement demonstrated, all actions 

addressed and evidence that systems are in place to sustain the improvement.  
 
Technology Enabled Care:  
• Ongoing implementation of Technology enabled care to support service provision. Working with GP partners and 3rd sector 

providers in 20 Care home settings.   
• 2 further GP practices have requested support form Trust for RH and NH in their areas.      
• Tele swallowing developing- training with Care homes scheduled for November.  
 
 

 

Community Division Summary 
Service Developments 
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Sep-18
Community Activity Dashboard

Data to Sep 18

Key Performance Indicator 17/18 
Baseline

4 Month 
Trend

1 Month 
Forecast

17/18 
Baseline

4 Month 
Trend

1 Month 
Forecast

17/18 
Baseline

Nurse Contacts

Community Matrons - -  - 1,731 364  72 - -

Paediatric Nurse 183 108  15 2,163 1,450  234 0.0% -

Continence Service 1,634 741  131 2,075 1,085  175 1.7% -

Specialist Nurses 1,118 423  53 5,050 2,196  351 3.3% 4.7%

Multiple Sclearosis Nurse Specialist 27 8  3 1,191 465  64 2.5% 3.5%

Osteoporosis Nurse Specialist 863 352  42 2,306 1,112  189 5.0% 6.4%

Parkinson's Disease Nurse Specialist 228 63  8 1,553 619  98 1.4% 2.5%

Heart Failure 125 100  14 1,516 719  102 3.3% 2.6%

Allied Health Professionals

Dietetics 2,171 1,008  138 3,507 1,758  244 7.1% 7.2%

Occupational Therapy 84 59  5 653 615  110 3.3% 4.1%

Orthotics & Prosthetics 1,403 755  153 4,086 2,560  385 3.9% 3.2%

Physiotherapy 6,188 3,403  493 15,326 7,738  1,043 6.8% 7.0%

Podiatry Services 3,291 1,893  293 40,832 20,783  3,146 7.7% 7.9%

Pulmonary Rehab 178 97  10 975 296  56 6.4% 2.0%

Community Respiratory Service 211 115  24 1,547 789  180 6.0% 5.6%

Speech & Language 1,733 762  106 12,895 6,616  1,053 1.4% 1.5%

SPARCCS 2,995 1,438  217 13,136 6,499  855 1.6% 1.6%

Other Services

Home Oxygen Service - -  - 213 137  27 3.6% 3.5%

Crisis Response 1,210 617  104

0-19  Service 2,075 1,356  174 - -  - - -

Referrals Activity
Actual 
YTD

Actual 
YTD

Actual 
Month

Actual 
YTD

Actual 
Month

Community Division Summary 
Referrals and Activity 

 
 



Sep-18
Localities Dashboard

Data to Sep 18

Key Performance Indicator 17/18 
Baseline

4 Month 
Trend

1 Month 
Forecast

17/18 
Baseline

4 Month 
Trend

1 Month 
Forecast

 
P

 

Nurse Contacts

Community Matrons - -  - - -  -

Paediatric Nurse 110 102  102 12 11  11

Continence Service - -  - - -  -

Specialist Nurses 2,519 2,708  2,708 160 151  151

Multiple Sclerosis Nurse Specialist 251 255  255 3 3  3

Osteoporosis Nurse Specialist 2,043 2,204  2,204 114 121  121

Parkinson's Disease Nurse Specialist 225 249  249 43 27  27

Heart Failure 144 154  154 24 31  31

Allied Health Professionals

Dietetics 1,697 1,424  1,424 132 121  121

Occupational Therapy 149 130  130 113 101  101

Orthotics & Prosthetics - -  - 152 162  162

Physiotherapy 7,579 7,805  7,805 785 815  815

Podiatry Services 7,144 7,213  7,213 514 624  624

Pulmonary Rehab 126 138  138 47 77  77

Community Respiratory Service 199 219  219 16 20  20

Speech & Language 1,519 1,269  1,269 245 164  164

SPARCCS - -  - - -  -

Other Services

Home Oxygen Service - -  - - -  -

0-19  Service - 37,345  18,723 - -  -

Caseload Waiting List Size
Actual 
YTD

Actual 
Month

Actual 
YTD

Actual 
Month

Community Division Summary 
Caseload and Waiting Lists  

 



 
Acute Frailty Balanced Score Card  

KPI Jan Feb Mar Apr May Jun Jul Aug 
Number of people over 
65 in ED  Actual 1373 1219 1284 1197 1359 1334 1448 1412 

Number of people over 
65 screened  in ED  

Plan 20% 20% 20% 20% 20% 20% 20% 85% 

Actual 9.25% 11.48% 10.67% 10.86% 11.55% 7.65% 19.82% 83.92% 
127 140 137 130 157 102 287 1185 

Number of people over 
65 identified as frail 
have an assessment  

Plan 10% 10% 10% 10% 10% 15% 20% 20% 

Actual 17.32% 15.71% 11.68% 20.77% 14.01% 20.59% 8.01% 1.18% 
22 22 16 27 22 21 23 14 

Number of people over 
65 identified as frail, 
assessed and admitted  

Plan 50% 50% 50% 50% 50% 50% 50% 50% 

Actual 72.73% 77.27% 81.25% 74.07% 68.18% 61.90% 60.87% 64.29% 
16 17 13 20 15 13 14 9 

Number of people 
assessed and discharged  

Plan 10% 10% 10% 10% 10% 20% 20% 30% 

Actual 18.18% 4.55% 18.75% 25.93% 18.18% 33.33% 34.78% 28.57% 
4 1 3 7 4 7 8 4 



 
Frailty Balancing SPC Charts 

 



 
A health visitor worked with a lady who gave birth to her second child. At the time the 
first child was placed with maternal grandmother due to a history of maternal alcohol 
addiction. The child’s  name was placed on the child protection register. 
 A plan was made to support the family. Mother engaged with all services to change the 
outcomes for her child. The family were initially registered as child needing  protection 
then became child in need and finally they were discharged from all services.  
At the final meeting she gave pieces of a jigsaw to each of the team involved as they 
had changed her life and the future outcomes for her child. 

  
  
  
  
  

 
 

Community Division Summary  
Learning from Experience  
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Agenda Item No 19 Meeting Trust Board in Public Meeting 

Date 
1st November 
2018 

Title Performance Report - Mental Health & Learning Disabilities Services 
Sponsoring Executive 
Director 

Dr. Lesley Stevens, Director of Mental Health and Learning Disabilities 

Author(s) John Doherty, Head of Mental Health and Learning Disabilities 
Report previously 
considered by inc date 

Performance Committee 

Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight x 
Link to CQC Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
Good News: 
 
• Pat Hobson has commenced her role as Frailty and Dementia Clinical Transformation Lead and has had initial 
meetings with Community and Acute Divisions of the trust to develop a strategy across the Trust to meet the 
needs of people with frailty and dementia.  
• The Division continues to work with commissioners to address the waiting list for of children and young people 
awaiting ASD assessment and diagnosis.  A successful launch event was held at the Riverside Centre on 
Tuesday 16th October.  This gave the opportunity for families to meet the teams carrying out the assessments 
and ask any relevant questions.  Helios who will be delivering online assessments as an alternative to the face-
to-face clinic option were available on the day to show families how the online assessment process works and 
received positive feedback.                                                            
• Despite the pressures that were on the EIP service over the last few months they have achieved the waiting 
times target in August and September.  
• The Staff Engagement Committee members held a task and finish group meeting on the 8-10-18 in order to  
develop an action plan to address the issues identified in both the National Staff Survey, and the MH&LD 
specific Staff Survey. An action plan has now been developed for ratification at the divisional board. 
2. Performance Summary: 
 
a. Effective: 
• Achievement of the Gatekeeping indicator remains challenging. Breaches continue to occur with patients 
admitted under the Mental Health Act.  A detailed Exception Report  will be produced for each breach and 
monitored through to Division Performance Committee monthly to identify any recurring issues.   

Enc M   
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• Mandatory training levels continue to show improvement across the Division and sharing of good practice has 
been cascaded.     Staff are being given protected time to enable mandatory training to be undertaken.     
 
b. Well Led 
• Risk  review meetings were held on the 28-9-18 and the 5-10-18 where the top risks for the division were 
agreed as follows:- 
 
1. Finance and CIP 
2. Waiting times SPA 
3. Recruitment and Retention (specifically in relation to CMHS) 
4. Shackleton Environment 
5. Bed Pressures 
6. IRIS transfer to new provider 
 
• Reported appraisal levels continue to be low.  However, the Division is working with HR colleagues to validate 
and ensure all completed appraisals are being reported and included in the figures.   Compliance in the Senior 
Management Team will show an increase in October as appraisals have recently been undertaken.   
 
• Sickness for September remains at 8% (of which 5.18% is long term sickness) and work continues with 
managers supporting staff to return to work.    
 
c. Safe 
• The Division is undertaking work to address the continuing challenges in CMHS. The Improvement Director 
has supported the team to complete a driver diagram exercise to support this work.  

 
 
A key risk for the CMHS is high, and gradually increasing, caseloads. This work highlighted that the high 
caseloads in the CMHS are caused by a number of interdependent factors, including the efficiency and 
effectiveness of Single Point of Access, workforce challenges, and delays in discharge due to cultural issues 
and lack of community resource for people moving on from mental health services. Retention of staff is a 
particular challenge. High caseloads contribute to this, along with issues relating to the environment in Chantry 
House, and lack of resource to enable mobile working. The division is developing a plan that will address these 
issues, and this will form part of the next phase for our Divisional safety recovery programme.  
 
The longer term solution to issues concerning the environment in which care is delivered, single point of access 
function, and wider community resource will be addressed by implementation of the Local Care Board 
Community Mental Health transformation programme plans. This work has concluded the design phase, and a 
business case is currently being drafted, and will be shared in the next month. 
 
• The first Safer MH Forum took place of 9th October.  The relaunch of safe wards programme was agreed with 
current nursing interns to be proactive in this process and with involvement of service users.    
 
d. Responsive 
• Access rates in IAPT have reduced again in September.  However, Psychological Wellbeing Practitioners 
have been appointed and will be coming into post by the end of October so an increase in access rates and a 
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reduction in waiting times can be expected from November onwards.   Two agency staff have been agreed until 
the end of this financial year (one is in post and one will start in November) to work on reducing the waiting list 
for assessment.  
 
• There were two breaches of the CPA 7-day follow-up target in September resulting in non-achievement of 
target in month.  However, the YTD target is being achieved. 
 
3. Operational Risks: 
 
• CMHS staffing continues to be a significant increase in risk with high levels of vacancies and sickness. Short 
term agency cover has been agreed by the Exceptional Pay Panel , 3 agency staff are currently completing 
induction and will be taking caseloads from early November.    3.4 WTE substantive staff have been appointed, 
one has taken up post and the remainder will commence in November.  Four substantive posts remain vacant 
and are out to advert.   
 
• Finance: CIP at risk due to agency spend as consequence of the number of vacancies in CMHS.  Continued 
use of Agency staff across the Division has resulted in significant overspend on the MH budget.   
Key Recommendation 
The Board is recommended to take assurance from the current performance position of the Mental Health & 
Learning Disabilities Service. 
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Performance Summary - Mental Health and Learning Disabilities

Target Actual Target Actual Target Actual Target Actual

% of people on CPA with an updated risk assessment 

completed within the last 12 months
Sep-18 100% 89% 100% 86% No. of Reported SIRIs Sep-18 2 12

CMHS: % of CPA patients having formal review within last 

12 months 
Sep-18 21%

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Sep-18 1 0 3 0

CMHS: % of caseload on CPA (National Benchmarking 

average 17/18 = 41%)
Sep-18 41% 25%

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Sep-18 0 2

Number of Restraints Sep-18 18

Number of people followed up within 7 days of inpatient 

care
Sep-18 94% 96% Number of Seclusions Sep-18 15

% of admission gatekept by CRHT (incl MHA assesments) Sep-18 95% 88% 83% Vacancies Jul-18 52

% of IRIS KPI's met Q1 2018/19 - next month

Readmission rates within 90 days Sep-18 23% 22%

Caring Latest 

data

Number of complaints Sep-18 4 30

Clinical supervision Aug-18 N/A Not Available Number of compliments Sep-18 0 0

Mandatory training compliance  Sep-18 80% 82% 80% 78% Friends and Family Test data - % Response Rate Sep-18 1.06% 0.46%

IAPT Recovery Sep-18 50% 49.6% 53% Friends and Family Test data - % Recommending Sep-18 92% 97.4%

Target Actual Target Actual Responsive Latest 

data

Appraisal % Sep-18 41.0%
EIP: Psychosis treatement with a NICE approved Care Package 

within 2 weeks
Sep-18 50% 80% 50% 86%

Caseload management supervision Sep-18 28% 32%

CAMHS: % of children and young people under 18 estimated with 

a diagnosable mental health condition accessing 

CAMHS+EIP(under 18)

Sep-18 N/A
In 

Development 

Sickness levels Jul-18 5% 8%
CAMHS: Proportion of CYP with Eating Disorder (routine) that 

wait 4 weks or less from referral to NICE approved pathway
Qtr 2 100% 100%

CAMHS: Proportion of CYP with Eating disorders (urgent) that 

wait 1 week or less from referral to NICE approved pathway
Qtr 2 No Urgent Referrals YTD -

Risk Register info Jul-18 35 54 RTT within 18 weeks (all services) Sep-18 92% 76%

Inpatients: Bed Occupancy, Sep-18 86% 0%

Inpatients: Out of area placements for non specialist adult acute 

care
Sep-18 0% 1

Number of patients in A&E waiting for a mental health 

assessment for 4 hours or more 
Jul-18 19 38

Finance Latest data

Sep-18

September 18

Balanced Scorecard - Mental Health and Learning Disabilities

Effective Latest data
In Month YTD

Safe
Latest 

data

In Month YTD

The number of people with LD and/ or ASD who are in 

inpatient care for mental and/or behavioural health needs 

placed off Island (both NHSE & CCG)

Sep-18 8

In Month YTD

Scoring 15+ Scoring 12+

Well Led Latest data

In Month YTD

In Month

Target            Actual

YTD

Target           Actual

Budget Actual Variance

£'000's £'000's £'000's

PAY 9,159 9,487 328

NON-PAY 884 944 60

INCOME (447) (430) (4)

Total 9,616 10,001 385

Page 3



Page | 1  
 

 
 

 
Agenda Item No 18 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Mortality Quarterly Report 
Sponsoring Executive 
Director 

Alistair Flowerdew,  Medical Director 

Author(s) Lisa Reed Associate Director Clinical effectiveness 
Sarah Gladdish Consultant Physician 
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Caring X Well-led  
Safe X   
Executive Summary  
The report updates the Trust Board on the progress in respect of the governance around the Learning 
from Deaths Framework and the Mortality Review processes. 

• The trust is continuing to embed revised processes to meet the requirements of the LfD 
framework.  

• The Mortality Policy has been ratified and processes have been changed according, the Trust 
Mortality Review Group has commenced working in the newer format. 

• The HMSR and SMR remain within expected ratios.  
• The latest SHMI is reduced from last time at 1.08 so we remain at the upper end of the expected 

range and does not raise any new concerns. Both the HSMR (84.8) and SMR (85.4) demonstrate 
the trust to compare to others in the region and other trusts of a similar type to be statistically 
lower than expected.  (see chart in main report) 

• Following a question raised at the Quality Committee about whether ‘inpatient’ mental health 
deaths affected the SHMI, a deep dive was undertaken.  The same process is taken in review 
inpatient mental health deaths as it is for the acute division deaths, they are very low in number 
and show no statistical impact.   

Thematic analysis of learning from the process follows similar patterns identified in Serious Incidents and 

Enc N   
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incident reviews namely: 
• Could the patient be identified earlier when nearing the end of life 
• Should a DNACPR have been completed earlier  
• Earlier recognition of deterioration and escalation  

All of these are already progressing as part of either the trust Improvement Plans or learning from 
SI’s. 

• The Trust is in the first year of following the new processes. The Mortality Review Group will 
continue to monitor themes and outcomes and as this more defined process starts to embed the 
group will work collaboratively with the Care Groups and directorates to learn from deaths and 
improve outcomes for our patients. 

• All Acute division deaths that need screening continue to be reviewed in a timely way, ideally 
within one week and this is monitored 

• Work has progressed to reduce the backlog as previously reported in respect of Structured 
Judgment Reviews (SJRs).  

• Whilst having the backlog was of concern it’s reassuring to note that there was only one case 
where the review flagged up concerns around care that warranted further review and investigation 
(this is still in progress as an SI). All other issues identified via SJR were already subject to review 
either by SI or other investigation. It is reassuring that serious issues are being identified in a 
timely way via the incident reporting system. 

The Trust is waiting further information about the role of the Medical Examiner.  In the future Trusts will be 
expected to have a Medical Examiner and at present no funding has been identified for this by NHS 
England 
Key Recommendation 
The Board is recommended to receive assurance that the information provided by the Mortality Review 
Group.  

• The HMSR, SMR and SHMI is being used to support an understanding of ratios, comparisons and 
more importantly where relevant to learn in accordance with the Learning from Deaths 
Framework.  

• Backlog of SJRs is being addressed.   

• Next steps for the Medical Examiner role needs consideration 

 

NB- A new glossary of terminology related to the Mortality Process as an appendix to the main report 
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NHS Isle of Wight Trust Board 

Learning from Deaths – Mortality Report 

November 2018  

1. Introduction and summary 
 

This is the fourth report to Trust Board in accordance with the Learning from Death Framework 
(LfDF). It contains the mandated information together with a summary of progress to date; it also 
serves as the report for the Quality Committee. Please note there is a glossary at the end of this 
report to assist with abbreviations, acronyms or commonly used language in the mortality process. 

1.1. The Mortality--Learning from Death Policy has been ratified. This policy takes into account 
specific deaths occurring in all areas of the Trust not just acute inpatients 
 

1.2. As an Integrated Trust (IT) we report all adult inpatient deaths this includes any death that 
occurs within the Mental Health Wards. Following a question raised at the Quality 
Committee about whether ‘in patient’ mental health deaths affected the SHMI, be assured 
that this is not the case. A deep dive was undertaken and whilst the same amount of care 
and attention is taken in reviewing these deaths, the deaths are very low in number(an 
average of 12 per year) and have no statistical impact. 
 

1.3.  The process of reviewing deaths is more robust and work is underway to ensure there is 
the appropriate level of review as the governance around this is strengthened.   
 

1.4. An additional 3 Clinicians have either expressed an interest or been trained to be able to 
undertake -Structured Judgement Reviews (SJR’s). Capacity for clinicians remains a 
concern. Work has commenced with Care Groups around their mortality processes and 
also to identify more clinicians to engage and train as SJR reviewers in the coming months.  
 

1.5. As confidence grows with the overall framework and the mortality screening process starts 
to be embedded, the numbers of patients referred for SJR reviews have reduced, which 
matches the national picture. 
 

1.6. The Mortality Review Team has now started to cluster the emerging themes from 
screening, SJR’s and serious incident (SI) investigations into the CQC-Key Lines of Enquiry 
(KLOES). This ensures any learning identified feeds directly into quality improvement 
processes and structures.  
 

1.7. The Trust is expecting the roles of Medical Examiners(ME) and Medical Officers(MO) 
proposed as part of the LfDF to be  more clearly defined in the coming months. There is 
currently no additional funding identified by NHS England for these roles and there is an 
expectation that acute trusts will have these roles in place from April 2019. This Trust will 
need to adjust its approach to encompass this role and work is being led by the Medical 
Director in respect of job planning and PA’s to support this. The Trust has engaged in the 
Wessex Medical Examiners Collaborative to ensure a pan Wessex approach. 
 

2. Latest HMSR , SHMI and SMR-   this reports the mandated figures from the latest mortality 
indicators for the Isle of Wight NHS Trust 



2 

2.1. Hospital Standardised Mortality Ratio(HSMR) 

Mortality is measured by a 12 month rolling average for HSMR and crude mortality 
remains within the expected variation as does mortality measured by the SHMI i.e. 
the trust is not an outlier for these metrics 

This report is able to provide the Trust’s HSMR for the 12 month-period July 2017-June 
2018 is 84.8 (CL: 77.4-92.8) this is statistically significantly ‘lower than expected’. There 
were 478 deaths compared to an expected number of 563.  

Please see Appendix 1 Figure 1 from the most recent Dr Foster report for the monthly 
trend 

2.2. A comparison with Trusts in the ‘regional’ peer group shows the Isle of Wight is one of the  
four trusts in a peer group of eight which is considered to be ‘lower than expected’.   
Please see Appendix 2 for Figure 3 from the most recent Dr Foster report which clearly 
shows this. 
 

2.3  Furthermore for many years the trust has been compared to trusts in a regional group 
however these trusts are very different in type, size and demographics.  In spring this year 
this trust asked for comparators to trust’s more similar (Integrated or carrying a similar 
number of patient spells) to this one. 

Please see Appendix 3 Figure 3.1 from the most recent Dr Foster report. Seven of 
the Trusts below including the IW are classified as Integrated.  

This figure clearly identifies the trust as being lower than expected in all but one of the  other 
trusts. 

 
3. Summary Hospital-level Mortality Indicator 

3.1 The Summary Hospital-level Mortality Indicator (SHMI) is a high level hospital mortality 
indicator that is published by the Department of Health on a quarterly and annual basis. The 
most recent SHMI for the Trust is 1.08 which is a reduction on the previous year. Please see 
the chart below that demonstrates this reduction 
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3.1. Standardised Mortality Ratio (SMR) 

The Trust’s SMR for the time –period July 2017- June 2018 was 85.4 (CI: 78.4-92.8), this 
is statistically significantly ‘lower than expected’ when compared with hospital Trusts 
nationally.  There were 556 deaths compared to an expected 651.2.  

Please see Appendix 4&5- Figures 9 & 10 from the most recent Dr Foster report 

4. Mortality Review 
 

4.1. All deaths occurring within the acute inpatient beds in the Trust are subjected to an initial 
screening review within 7 days by a core senior clinical member of the mortality review 
team.  Some of these patient deaths will have been ‘expected’ or due to natural causes, but 
some will be reported as ‘unexpected’ (where natural causes are not suspected or not 
known). These unexpected deaths are reported to HM Coroner by the treating clinician.  
 

4.2. The initial review has one of four outcomes 
• No further action required 
• Minor concerns 
• Further review required by Structured Judgemental Review(see section 6) 
• Significant concerns requiring external review 

 
5. Structured Judgmental Review (SJR)  

5.1. This is the structured process to determine whether the death was avoidable or had any 
degree of avoidability. The ability to complete the reviews is still dependent on the capacity 
within the Mortality Review Team (MRT) however concerted effort has been made and 
dedicated time has been allotted for the ‘backlog’ to be addressed.  Going forward a 
timescale of 4 weeks has been allotted to enable the review team an 8 week turnaround 
this should prevent significant backlog occurring again.   

 
5.2. Whilst there may have been a backlog its reassuring that there was only one case where 

the review flagged up concerns around care that warranted further review and investigation 
this is an SI still ongoing. All other issues identified via backlog SJR’s were already subject 
to review either by SI or other investigation. This is reassuring to the Trust Mortality Group 
(TMG) that serious issues are being identified in a timely way via the incident reporting 
system.  
 

5.3. SJRs are nationally recognised and recommended; The tool provides a standardised 
approach and consistency to the trust in assessing whether a death was avoidable, 
because this process is based on judgement from case review there will always be some 
subjectivity. The MRG already review all SJR outcomes and will be testing the subjectivity 
of the reviews and consistency in the coming months.  
 

5.4. SJR’s have now been adapted from use in Ambulance and the Community. The Royal 
College of Psychiatrist have also adopted the SJR approach and MH&LD are rolling this out 
as part of their review process.  
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5.5. SJR outcomes see chart below. 

 

5.6. Number of SJR’s  
 
As already outlined the Mortality Group is on trajectory to have no unnecessary delays 
to the SJRs being undertaken 
   
 Jan Feb March April May June July August Sept 

Deaths 75 55 53 51 45 46 43 41 29 

Deaths 
Screened  

74 55 50 50 45 43 39 36 27 

SJR’s  25 23 15 16 9 6 6 4 7 

SJR’s 
Completed 

24 22 14 11 8 1 1 3 4 

Assigned/ 

Awaited  

1 1 2 5 1 5 5 1 3 

 
 
The above figures are of 24.10.18.  All of the assigned SJRs from the original back log are now 
in progress and numbers are changing on a daily basis.  
 

 

0 

3 

2 

4 5 

69 

1 - Definitely avoidable

2 - Strong Evidence of avoidability

3 - Probably avoidable (more than
50:50)

4 - Possibly avoidable but not very
likely (less than 50:50)

5 - Slight evidence of avoidability

6 - Definitely not avoidable
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6. Learning Lessons and information sharing 

Learning from any death is of paramount importance and work continues how to do this 
proactively, quickly, effectively with clinicians and the Clinical Business Units. The Mortality Group 
has started to clustering outcomes into themes under the CQC-Key Lines of Enquiry (KLOE) 
headings.  

Thematic analysis of learning from the process here follows similar patterns identified in Serious 
Incidents and incident reviews namely: 

• Could the patient have been identified earlier that they were nearing the end of their life 

• Could/ should a DNACPR have been completed earlier  

• Recognition of deterioration and escalation 

The learning identified from the SJR process here mirrors the national picture in particular the 
Royal College of Pyhsicians National Mortality Case Record Review for 2018 with the top 5 
weighted themes being:- 

• Recognition of end of life 
• Discussion with patient/relatives 
• End of Life care overall 
• Use of palliative care plan 
• DNACPR 

Significant plans are already in place regarding those key themes identified (End of Life care, 
DNACPR & deterioartion and Escalation) identified.  

 

Qualitatively the mortality screening is starting to see changes such as improved documentation, 
earlier ‘decision making’ in respect of DNACPR and End of Life in particular. As the emerging 
themes form we will report them and action taking accordingly. 

Overall the process is improving  SJRs are being undertaken in a more timely way and when 
approiate these are forming pary of incident and SI managemnt. Work will now start to focus on  
support to the care groups in their ‘operational’ review of mortality and how the process works in its 
entirety. 

 

Report Author 

Lisa Reed Associate Director of Clinical Effectiveness 

October 2018 
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Isle of Wight NHS Trust 

Learning from Deaths  

Glossary of Terminology  

Acronym  Definition 
AKI Acute kidney injury is sudden damage to the kidneys that causes 

them to not work properly. It can range from minor loss of kidney 
function to complete kidney failure. 
 
AKI normally happens as a complication of another serious 
illness. It's not the result of a physical blow to the kidneys, as the 
name might suggest. This type of kidney damage is usually seen 
in older people who are unwell with other conditions and the 
kidneys are also affected It's essential that AKI is detected early 
and treated promptly. The role of the kidneys is to: 
•filter – removing waste and water from the blood (as urine, via 
the bladder)  
•clean the blood  
•keep the bones healthy  
•look after blood pressure 
Without quick treatment, abnormal levels of salts and chemicals 
can build up in the body, which affects the ability of other organs 
to work properly.  
 
If the kidneys shut down completely, this may require temporary 
support from a dialysis machine, or lead to death. It is therefore s 
extremely important that its assessed/considered early in a 
patients care. 

Acute Trust A hospital trust, also known as an acute trust is an NHS trust that 
provides secondary health services within the English National 
Health Service and, until they were abolished, in NHS Wales. 
Hospital trusts were commissioned to provide these services by 
NHS primary care trusts and now by clinical commissioning 
groups 

CKD Chronic kidney disease is a long-term condition where the 
kidneys don't work as well as they should. 
 
It's a common condition often associated with getting older. 
Anyone can get it, although it's more common in black people 
and people of south Asian origin. 
 
CKD can get gradually worse over time and eventually the 
kidneys may stop working altogether, but this is uncommon. 
Many people with kidney disease are able to live long, largely 
normal lives. 
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Charlson Index of 
Comorbidities 

The Charlson comorbidity index predicts the one-year mortality 
for a patient who may have a range of comorbid conditions, such 
as heart disease, AIDS, or cancer (a total of 22 conditions). Each 
condition is assigned a score of 1, 2, 3, or 6, depending on the 
risk of dying associated with each one. 

Confidence Interval  In statistics, a confidence interval (CI) is a type of interval 
estimate, computed from the statistics of the observed data that 
might contain the true value of an unknown population 
parameter. ... Most commonly, the 95% confidence level is used. 
However, other confidence levels can be used, for example, 90% 
and 99%. 

Co-morbidities  The fact that people who have a disease or condition also have 
one or more other diseases or conditions 

CUSUM Statistical method of providing early warning (also sometimes 
referred to as a ‘smoke alarm’) of potential changes in mortality 

CDOP Child Death Overview Panel- Statutory process for the death of a 
child 

COD Cause of Death 
 
 

Coroner  
 
Regulation 28 reports 

Coroners are independent judicial officers who investigate deaths 
reported to them. They will make whatever inquiries are 
necessary to establish the cause of death, this includes ordering 
a post-mortem examination, obtaining witness statements and 
medical records, or holding an inquest. 
 
Deaths that must be reported to a Coroner:- 
 
A doctor did not treat the person during their last illness 
A doctor did not see or treat the person for the condition from 
which they died within 28 days of death 
The cause of death was sudden, violent or unnatural such as an 
accident, or suicide 
The cause of death was murder 
The cause of death was an industrial disease of the lungs such 
as asbestosis 
The death occurred in any other circumstances that may require 
investigation 
 
A death in hospital should be reported if: 
 
There is a question of negligence or misadventure about the 
treatment of the person who died 
They died before a provisional diagnosis was made and the 
general practitioner is not willing to certify the cause 
The patient died as the result of the administration of an 
anaesthetic 
Deaths within 24 hours of admission 
Deaths within 30 days of surgery 
Notification is sent to the coroner if the deceased had surgery 
within the last year 
In addition to this the Coroner may specifically request referrals 
for certain situations for example ‘falls resulting in death’ or 
Coroner’s Regulation 28 Reports (Prevention of Future Death 
Reports – PFD)  In certain circumstances a person’s death is 
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reported to HM Coroner to determine whether an Inquest must 
be held. An Inquest is an investigation into a person’s death to 
establish, who they were, when they died, where they died and 
how they came about their death. If any information is revealed 
as part of the Coroner’s investigation or during the course of the 
evidence heard at the Inquest, which gives rise to “a concern that 
circumstances creating a risk of other deaths will occur, or will 
continue to exist in the future;” and if the Coroner is of the 
opinion that action needs to be taken, under Paragraph 7 of 
Schedule 5 of the Coroner and Justice Act 2009, the Coroner 
has a duty to issue a report to a person, organisation, local 
authority or government department or agency.  
 
The Coroner’s Regulation 28 Report will set out the concerns 
and request that action should be taken. The person, body or 
organisation in receipt of this report then has 56 days to provide 
the Coroner with their response, to include details of the actions 
taken and to reassure the Coroner that their concerns have been 
addressed to prevent future deaths. WWL, as a public 
organisation, has received Regulation 28 Reports. The Trust 
takes these reports very seriously and ensures that a response is 
provided to the Coroner within the required timeframe.  
 
All Regulation 28 Reports and the responses are sent to the 
Chief Coroner when they died, where they died and how they 
came about their death. 

Demographics Statistical data relating to the population and particular groups 
within it. 

DOH The Department of Health and Social Care is a department of 
Her Majesty's Government, responsible for government policy on 
health and adult social care matters in England 

DNACPR Do Not Attempt Cardio-Pulmonary Resuscitation 
EoLc End of Life care includes palliative care. If an illness can't be 

cured, palliative care makes the person as comfortable as 
possible, by managing your pain and other distressing 
symptoms. It also involves psychological, social and spiritual 
support for you and your family or carers. 

Dr Foster Dr Foster Intelligence is a provider of healthcare information in 
the United Kingdom, monitoring the performance of the National 
Health Service and providing information to the public. 

HSMR The Hospital Standardised Mortality Ratio (HSMR) is an indicator 
of healthcare quality that measures whether the mortality rate at 
a hospital is higher or lower than you would expect.  If a hospital 
has a high HSMR, it cannot be said for certain that this reflects 
failings in the care provided by the hospital however, it can be a 
warning sign that things might be going wrong. The HSMR is a 
ratio of the observed number of in-hospital deaths at the end of a 
continuous inpatient spell to the expected number of in- hospital 
deaths (multiplied by 100) for 56 specific Clinical Classification 
System (CCS) groups; in a specified patient group. Mortality is 
measured by a 12 month rolling average for HSMR 

HES Hospital Episode Statistics is a data warehouse containing 
details of all admissions, outpatient appointments and A and E 
attendances at NHS hospitals in England. 
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Initially this data is collected during a patient's time at hospital as 
part of the Commissioning Data Set (CDS). This is submitted to 
NHS Digital for processing and is returned to healthcare 
providers as the Secondary Uses Service (SUS) data set and 
includes information relating to payment for activity undertaken. It 
allows hospitals to be paid for the care they deliver.  
 
This same data can also be processed and used for non-clinical 
purposes, such as research and planning health services. 
Because these uses are not to do with direct patient care, they 
are called 'secondary uses'. This is the HES data set. 

Integrated Trust (IT) Integrated care systems. ... In an integrated care system, NHS 
organisations, can be in partnership with local councils and 
others, take collective responsibility for managing resources, 
delivering NHS standards, and improving the health of the 
population they serve. Isle of Wight NHS Trust is an integrated 
trust providing Acute, Community, Mental health and Ambulance 
Services 

KLOE Key Lines Of Enquiry. 
There are 5 Key Lines of Enquiry that the Care Quality 
Commission (CQC) utilise; 
•Is it Safe? 
•Is it Effective? 
•Is it Caring? 
•Is it Responsive? 
•Is it Well-Led? 

LeDer The Learning Disabilities Mortality Review programme aims to 
make improvements to the lives of people with learning 
difficulties. It identifies a potentially modifiable factors associated 
with a person’s death, and works to share the learning to reduce 
the same mistakes being made again. The programme is 
underway in the Island and the trust would refer any death of a 
learning disability to this process via the LAC- who is the Local 
Area Contact at the CCG or Local Authority 

ME Medical Examiner- new role following the Shipman and Mid 
Staffs Inquiries to be developed who will support medical scrutiny 
of cause of death, provide advice on the process of referral to the 
coroner and, where invited, in providing medical advice to 
coroners themselves.  

Medical Certificate If a patient dies in hospital a doctor at the hospital will complete a 
medical certificate that shows the cause of death. This has to be 
produced before the death can be registered.  
If the body is to be cremated, two doctors will sign the medical 
certificate to show the body has been examined. However, if the 
death is referred to the coroner, no death certificate will be 
issued and the death cannot be registered until the coroner has 
completed enquiries. 

MRT Mortality Review Team- group of 5 senior trained clinicians who 
undertake initial review of acute inpatient deaths 

Mortality Medical Definition of mortality: 
• The quality or state of being mortal- destined to die.  
• The number of deaths in a given time or place.  
• The proportion of deaths to population: death rate. — called 

also mortality rate. 
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MRT Mortality Review Team- consists of 5 senior clinicians 
(doctors/nurse) who undertake initial screening of a death in 
addition to their substantive role. This then extends to a group of 
11 clinicians (doctors and nurses) who undertake SJR. Mental 
Health have a separate defined MH process which reports to the 
overarching mortality group for the trust. 

TMRG Trust Mortality Group- this group of clinicians and support staff 
from varying areas and specialities meets monthly to review the 
process and individual SJRs- full terms of reference are available 
if required 

PCR Palliative Care Coding Rate a data set that measures referrals 
for palliative care  against other sites/trusts  

Peer Group Group of Trusts that other Trusts are compared against 
 

Regional Peer group Group of 8 trusts the Dr Foster data compares this Trust with 
• Buckinghamshire NHS Trust 
• Hampshire Hospitals NHS Foundation Trust 
• Milton Keynes University Hospitals Foundation Trust 
• Oxford University Hospitals Foundation Trust 
• Portsmouth Hospitals NHS trust 
• Royal Berkshires NHS Foundation Trust 
• University Hospitals Southampton Foundation Trust 
• Isle of Wight NHS Trusts 

POC Priorities of care document used in End of Life care 
Post Mortem A post-mortem examination or autopsy is an examination of the 

body following death. It is carried out by a pathologist. These are 
doctors who are experts in finding out the cause of death. The 
examination is carried out as soon as possible after death and 
every effort is made to minimise any delay. 

ROSC Return of spontaneous circulation flowing cardiac arrest 
RCP Royal College of Physicians 
Sepsis Sepsis is a serious complication of an infection. 

 
Without quick treatment, sepsis can lead to multiple organ failure 
and death There are around 250,000 cases of sepsis a year in 
the UK according to the UK Sepsis Trust. At least 46,000 people 
die every year as a result of the condition. 
 
Anyone can develop sepsis after an injury or minor infection, 
although some people are more vulnerable.  
 
People most at risk of sepsis include those: 
•with a medical condition or receiving medical treatment that 
weakens their immune system  
•who are already in hospital with a serious illness  
•who are very young or very old  
•who have just had surgery or who have wounds or injuries as a 
result of an accident 
 

Screening Initial review of a death by member of the Mortality Review Team 
this initial review has 4 outcomes: 

1) No further action required 
2) Minor concerns 
3) Further review by SJR(see below) 
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4) Significant concerns requiring incident investigation (SI) 
or external review. 

SJR Structured Judgement Review- national standardised approach 
for undertaking a review of patient care resulting in death. It’s 
based upon the principal that trained clinicians use explicit 
statements to comment on health care in a way that allows a 
judgement to be made that is reproducible.  
SJR relies on trained reviewers looking at a medical record in a 
critical manner and commenting on specific phases of clinical 
care. It’s a structured and standardised tool that provides a 
degree of consistency within the trust but also across the country 
in whether a death was avoidable. This review may run alongside 
other processes and does not negate the need for more in depth 
review if there is concern that harm may have occurred. All 
aspects of care and medical intervention are considered within 
this process and an SJR  outcome can be one of 6 opinions: 

1) Definitely avoidable 
2) Strong evidence of avoidability 
3) Probably avoidable( more than 50:50) 
4) Possibly avoidable (less than 50:50) 
5) Slightly less evidence of avoidability 
6) Definitely not avoidable. 

  
SMR  The Summary Hospital-level Mortality Indicator (SHMI) is a high 

level hospital mortality indicator that is published by the 
Department of Health on a quarterly and annual basis please 
note this is always at least 3 months behind from the date it is 
published to allow for coding and HES assimilation and in any 12 
month period is subject to change if the coding changes or is 
challenged. 

SHMI The SHMI was developed in response to the public inquiry into 
the Mid Staffordshire NHS Foundation Trust. The SHMI follows a 
similar principle to the general standardised mortality ratio; a 
measure based upon a nationally expected value.  The SHMI is 
not a measure of quality care. A higher/lower number of deaths 
should not be immediately interpreted as indicating poor/good 
performance and instead should be viewed as a potential smoke 
alarm for potential deviations away from regular practice.  The 
SHMI cannot be used to directly compare outcomes between 
trusts and it is inappropriate to rank trusts by their SHMI.  The 
SHMI is the ratio of the observed number of deaths in a Trust vs 
what would be the expected number of deaths over a period of 
time. 
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Title Safe Staffing Report for the Period September 2018 
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Director 

Barbara Stuttle, Director of Nursing, Midwifery, AHPs and Community 
Services 

Author(s) Emily Mullan Clinical Lead for eRostering and SafeCare 
Report previously 
considered by inc date 
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Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight  
Link to CQC Domains 
Effective X Responsive  
Caring  Well-led  
Safe X   
Executive Summary  
This report provides an overview of staffing levels and gives details of issues that have arisen and 
points of note. 
 
Daily staffing huddles take place at 09:00 in the ops room utilising SafeCare and professional 
judgement to ensure that staffing for the next 24hrs is risk assessed and immediate action is taken 
where required to ensure staffing levels are as safe as possible across the wards. A daily staffing 
report is emailed out to all Ward Sisters, Matron’s, Heads of Nursing and Temporary Staffing outlining 
the daily staffing position, including any areas for concern and actions for the next 24hrs. 
 
RN vacancies currently remain high but there have been positive responses to current recruitment. 
A three year strategy for managing workforce is being developed. Current revised establishments 
have been reviewed in September with an establishment audit planned for November. 
 
The SafeCare project is now live, with acuity and dependency data being entered three times a day 
on 12 wards. 
    
Weekly Roster meetings have been established with the Deputy Director of Nursing, Matrons, Sisters and 
eRostering Team in order to monitor and review adherence to the policy and process for rostering. This 
includes reviewing a series of KPIs as recommended in The Carter Review (2016)  
 

Enc O  
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Key Recommendation 
 
The Board is asked to receive this report. 
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Safe Staffing Levels Report 
September 2018  

 
 
 

1. PURPOSE OF THIS REPORT 
The purpose of this report is to inform the Trust Board of the latest position in relation to Nursing 

and Midwifery staffing in line with the expectations of NHS England (National Quality Board-

NQB’s Ten Expectations) and the Care Quality Commission. 

 

2. BACKGROUND 
 In July 2016, the National Quality Board updated its guidance for provider Trusts, which set out 

revised responsibilities and accountabilities for Trust Boards for ensuring safe, sustainable and 

productive nursing and midwifery staffing levels.  Trust Boards are also responsible for ensuring 

proactive, robust consistent approaches to measurement and continuous improvement, 

including the use of a local quality framework for staffing that will support safe, effective, caring, 

responsive and well-led care. 

 

3. NURSING AND MIDWIFERY STAFFING-PLANNED VERSUS ACTUAL FILL RATES 
 The Trust Board is advised that the Trust continues to comply with the requirement to upload and 

publish the aggregated monthly average nursing and care assistant (non-registered) staffing data for 

in patient areas. This data is included in the safe staffing report and is benchmarked online via The 

Model Hospital allowing comparison to Trust of similar makeup to Isle of Wight NHS Trust. The 

submission does not include temporary beds therefore the contingency beds are not included in the 

Safe Staffing return. 

 

4. OVERVIEW 
Nurse staffing levels are monitored daily at the 09:00 staffing huddle by Heads of Nursing, 

Managers of the Day, Matrons, Ward Sisters and the Clinical lead for e-Rostering using SafeCare 

and professional judgement.  Staffing is risk assessed and agency and substantive staff are 

redeployed as required to ensure staffing levels are as safe as possible across the wards.  A daily 

staffing report is emailed out to all Ward Sisters, Matrons, Heads of Nursing and Temporary Staffing 

outlining the daily staffing position, including any areas for concern and actions for the next 24hrs. 

Any emergency staffing issues occurring are managed by Ward Managers, Matrons and Temporary 

Staffing using SafeCare to review staffing levels and redeploy staff as appropriate. 
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It is acknowledged that there are issues with the Unify fill rates as these include the supernumerary 

Nurse in Charge and 1:1’s, which makes the ward look better staffed than it actually is for the acuity 

of patients.  Discussions have been held with NHSI who are aware of this issue.  Care hours per 

patient day (CHPPD) are also low on our acute wards. 

 

See Appendix A - Unify average fill rate data for each ward and quality and safety indicators. 

4.1 Total Hours Planned 
Total hours planned is our planned staffing levels to deliver care for each area. This is based on 

current establishment and rota templates.  

 

4.2 Enhanced Care (1 to 1 care)  

 
A number of patients require specialist nursing care, i.e. for those patients with dementia. In these 

cases extra, unplanned staff  are assigned to support a ward. If enhanced care is required the ward 

may show as being over 100% fill rate as additional shifts will have been added to the template. 1 to 

1 requirement is managed in this way as it is challenging to predict when enhanced care will be 

required.  

 

Number of HCA
shifts requested

Number of HCA
shifts filled

Number of HCA
shifts unfilled

July 1239 874 365
August 1404 948 457
September 1473 892 581
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This clearly demonstrates that filling the requested number of shifts for 1:1 care is proving 

challenging, with 29% unfilled in July; 32% in August and 39% in September. 
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5 AREAS OF CONCERN WITH REGARDS TO SAFE STAFFING 
Ward Issue Narrative Action By whom By when

All wards with the 
exception of 
Mottistone

Sickness above 3%

Sickness remains above 3% 
with the average for all 
wards is 7.7%.  The most 
common cause for sickness is 
due to anxiety/ stress/ 
depression and psychiatric 
illness

 Occupational Health have 
employed a mental health 
practitioner with the aim to 
reduce sickness Occupational 

Health
07/01/2019

Alverstone Above 100% shift fill rat   

Staffing due to increased 
acuity as now admitting 
orthopaedic trauma patients

There are currently plans in 
place to return Alverstone to 
elective surgery therefore 
this is a temporary 
establishment change which 
will not be reflected in the 
template.

Surgery Care 
Group Business 
Users, Head of 

Nursing and 
Quality

no end date

Intensive Care 
Unit

Shift fill rate below 
90% RN and HCA Day 
and RN Night 

Due to high vacancy rates for 
RN staff

Recruitment ongoing. 
Engaged with Human 
Resources for support. ICU Sister 04/11/2018

Appley
Shift fill rate below 
90% RN day, RN night 
and HCA day

Due to high vacancy rates for 
RN staff

Recruitment ongoing. 
Engaged with Human 
Resources for support. 
Mitigated vacancies with 
temporary staffing.

Appley Sister 04/11/2018

Alverstone, 
Luccombe, 

Medical 
Assessment Unit, 
Colwell, Appley 

and Coronary Care 
Unit

Increased falls

There was an increase in falls 
in 5 Ward areas in September 
however there was only one 
fall with moderate harm the 
remaining falls were 
classified as minor or no 
harm

Falls included in 10 week 
improvement plan for safety

Ward Sisters 10/12/2018

Coronary Care 
Unit

Shift fill rate above 
110% for HCA night fill

Increase dependency of 
patients requiring  1:1 HCA 
staffing

Reviewed daily by nurse in 
charge and reviewed weekly 
by Sister. CCU Sister 10/12/2018

Aggregated across 
all wards

Total vacancies across 
all wards is 112.77wte

The total vacancies for all 
wards has increased by 
2.87wte from 109.9 wte in 
August to 112.77 wte in 
September

Review ward vacancies and 
ensure that there are 
recruitment plans in place Ward Managers 04/11/2018

 
 

 

6.  SICKNESS 
Sickness rates have remained above 3 % for all areas with the exception of Mottistone (for full 

breakdown of sickness across areas please see Appendix A). The biggest loss of hours in 

September to sickness is reported as anxiety/ stress/ depression/psychiatric illness. 
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7  SUMMARY OF ACTIONS IN PROGRESS 

 

7.1 The Trust Board approved at the October 2018 meeting to support the funding and implementation 

of a 5 year nursing recruitment plan. This will include recruiting a 120 overseas Registered Nurses, 

train 55 Nursing Associates and train 30 of our own Registered Nurses via the apprenticeship route. 

 

7.2  The revised establishment meetings have been held in September with  with the  Interim Deputy 

Director of Nursing, Finance Lead, Head of Nursing, Matron and Ward Sister. These meetings 

reviewed current establishments and addressed any issues. 

 

8 Roster Scrutiny 
 Weekly Roster meetings have been established Deputy Director of Nursing, Matrons, Sisters and 

eRostering Team in order to monitor and review adherence to the policy and process for rostering. 

This includes reviewing a series of Key Performance Indicators (KPIs) as recommended in The 

Carter Review (2016) these KPI’s include;  

 

 

KPI 1 Headroom and usage of annual leave, study leave, sickness, maternity leave and other leave  

 

The overall total unavailability is set across the trust at 22%.   

 

Trust 25 units (16.9.18 - 4 weeks) Previous period This period total % < 4 month trend

% Unused hours 2.45% 1.92%

% Bank/ Agency use 16.80% 16.72%

% Additional duties 7.53% 8.92%

% Total unavailabil ity 28.26% 28.44%  
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KPI 2 6 week roster approval rates 
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Approval rates across the Care Groups have declined as it has been challenging in September 

due to reduced senior nurses through annual leave.  There has also been unfilled vacancies 

due to internal secondment. It is envisaged this will improve in next month’s reporting. 

 
 

KPI 3 Lost contracted hours not used per month (unused hours) 
 

On the 1st April 2018 all nursing unused hours were zeroed following a decision by the 

Executive Team.  All ward areas have received a directive to ensure a tight control of any 

unused hours to be in a neutral balance at the end of each roster period.  The challenge around 

maintaining a neutral balance is due to untimely redeployment of staff from rotas where they 

have been moved from one area to another. There is also a challenge around shift times fitting 

into contracted hours. Unused hours control has decreased from 2.45% in August to 1.92% in 

September. The graph below demonstrates high unused hours in Mental Health which is largely 

due to the e-rostering system not being used correctly.  There is currently work being carried out 

between the eRostering Team and Mental Health units to increase usage of Healthroster and 

compliance of recording unused hours.  
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KPI 4 Additional shifts and reasons for booking 
 

The main reason for additional shift allocation is for increased service demand and capacity this is due to the recording of last minute 1:1 

staffing to safeguard patients. Throughout September the Trust has seen a prolonged increased flow of patients.    
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KPI 5 Working restrictions (Flexible working patterns) 
 

The Trust is currently unable to collect reportable data on working restrictions with the current 
reporting functionality. The trust currently has very few nursing staff on official flexible working 
patterns.  
 
 

KPI 6 Auto-roster percentages enabled 
 
Work has commenced in ensuring shift patterns are EU working time directive compliant in order 

to allow healthroster system to safely auto-roster. This project is currently in the financial review 

stage and is now overdue. 

 
KPI 7 Number of bank requests to the total bank hours worked 

 

67%

33%

Total Filled and Unfilled Bank Shifts 
16.09.18 - 13.10.18

Total Bank Filled

Total Bank Unfilled

 
 

KPI 8 Number of bank requests on weekend and night duties 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16%

16%

68%

Total filled weekend shifts against total 
filled 16.09.18 - 13.10.18

Total Bank Sat filled

Total Bank Sun fil led

Total Bank filled - weekends
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Percentage of Bank and Agency usage  
 

 

 
 
 

9. SafeCare 
The SafeCare project is now live with acuity and dependency data being entered three times a 

day on  Appley, Colwell, Luccombe, CCU, Afton, The Stoke Unit, Compton, Children’s Ward, St 

Helen’s, Alverstone, Mottistone and Whippingham. With plans to go live with MAU following the 

establishment audit in November. Licences for the Safer Nursing Care Tool have now been 

received from Imperial Innovations. 

 

Current Challenges – embedding the three times a day acuity and dependence data gathering 

(census periods) into everyday working practice due to high workload. The decision was made 

by the Deputy Director of Nursing to reduce the census period to am and pm only from 14th 

October, to align this with the safer nursing care tool.  The aim of this is to increase SafeCare 

compliance.   

 

Current Actions – education, weekly roster meetings, one to one support for ward managers and 

ward walks.  Monitoring the compliance and weekly reporting to all Sisters, Matrons and Heads 

of Nursing who are managing compliance with their ward teams. 
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Afton Alverston
e Appley Colwell CCU Luccomb

e
Mottisto

ne
Paediatri
c Ward St Helens Stroke

Unit
Whipping

ham

16/09/18 - 22/09;19 100% 33.00% 29.00% 67.00% 76.00% 43.00% 71.00% 57.00% 100.00% 52.00% 100.00%
23/09/08 - 29/09/18 85.70% 33.30% 43.00% 67.00% 62.00% 67.00% 67.00% 71.00% 100.00% 57.00% 100.00%
30/-09/19- 06/10/18 100.00% 38.00% 52.00% 86.00% 52.00% 71.00% 76.00% 57.00% 76.00% 52.00% 86.00%
07/10/18 - 13/10/18 52.40% 47.60% 47.60% 81.00% 85.70% 76.20% 76.20% 62.00% 95.20% 66.60% 95.20%
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Barbara Stuttle 
Interim Executive Director of Nursing 
 
Prepared by: 
Emily Mullan 
Clinical Lead for eRostering and SafeCare 
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Appendix A - Unify average fill rate data for each ward and quality and safety indicators. 

 

BEDS

Average 
fill rate - 
RN/RM  

(%)

Average 
f ill rate - 

care staff 
(%)

Average 
f ill rate - 
RN/RM  

(%)

Average 
f ill rate - 

care staff 
(%)

Funded 
RN (WTE)

Contracted 
RN (WTE)

 Funded 
Non RN 
(WTE)

Contracted 
Non RN 
(WTE)

TOTAL 
VACANC
Y (WTE)

SAFETY 
THERMOMETER 

HARM FREE 
CARE (%)

Reported 
Staff ing 
Incidents 

OFFICIAL 
COMPLAINT

DRUG 
ERROR 
(ADMIN) MINOR MODERATE MAJOR

CATASTRO
PHIC

FALLS 
TOTAL 1 2 3 4 ungradeable

Pressure 
Sore total

SHACKLETON 4 116.2% 70.0% 103.5% 104.1% 115 10.8 14.7 25.5 6.0% 11.6 10.4 11.75 11.53 1.42 76% 0 0

SEAGROVE 6 115.3% 109.4% 101.7% 137.3% 180 11.2 10.9 22.1 8.6% 14.38 12.73 17.45 12.13 6.97 70% 1 1 1 1 3

OSBORNE 16 102.8% 99.4% 99.8% 114.6% 418 5.0 4.2 9.2 6.9% 19.11 15.6 13.87 10.8 6.58 82% 0 0

AFTON 10 113.8% 108.3% 103.1% 139.7% 215 9.2 7.6 16.8 6.0% 15 13.99 11.6 12.35 0.26 95% 1 0 1

WOODLANDS 10 92.1% 100.0% 97.3% 86.2% 219 7.1 3.2 10.3 5.7% 13.4 9.53 5.73 5.73 3.87 82% 0

ALVERSTONE 16 97.7% 83.5% 97.5% 265.0% 465 3.3 2.9 6.2 10.9% 12.39 11.87 10.41 8.7 2.23 82% 4 2 1 6 3 3 13

LUCCOMBE 24 80.5% 113.0% 94.9% 91.2% 679 2.7 3.9 6.6 9.9% 17.51 12.27 20.5 16.9 8.84 76% 100% 1 2 7 0 8

MOTTISTONE 10 87.6% 89.2% 98.8% 96.4% 300 5.0 2.3 7.3 0.9% 12.39 9.62 7.4 2.8 7.37 87% 100% 1 1 1 1 0 3

ST HELENS 15 81.6% 98.4% 98.3% 91.5% 409 4.0 2.5 6.5 6.8% 14.66 12.43 7.97 7.33 2.87 88% 100% 2 1 1 1 4

WHIPPINGHAM 27 90.1% 83.8% 98.8% 92.0% 748 3.4 2.9 6.3 5.2% 22.63 15.8 20.5 9.79 17.54 82% 100% 1 1 1 0 2

PAEDIATRIC WARD 13 75.7% 88.9% 87.8% 143 15.8 3.6 19.4 6.8% 22.86 19.83 3.42 6.71 -0.26 86% 1 1

MATERNITY 17 107.7% 108.4% 79.9% 100.7% 220 13.6 8.7 22.2 6.2% 47.31 42.93 18.86 17.46 5.78 78% 1 1

SPECIAL CARE UNIT 9 119.2% 79.6% 92.1% 60.2% 96 20.6 5.6 26.2 9.5% 18.14 17.49 5.59 5.41 0.83 85% 1 1

MEDICAL 
ASSESSMENT UNIT 24 92.1% 91.0% 118.9% 101.1% 647 4.8 3.3 8.1 4.7% 28.3 15.36 12.08 9.51 15.51 87% 1 1 1 6 10 1 14

STROKE 24 80.2% 105.0% 94.4% 124.4% 685 3.7 3.6 7.3 10.0% 22.72 17.47 17.6 15.92 6.93 87% 87% 6 2 5 1 1 2 15

COLWELL 
(COMPTON) 28 89.6% 86.0% 110.1% 90.0% 822 2.7 3.0 5.7 8.7% 17.51 17.54 22.2 16.12 6.05 86% 93% 2 3 12 0 17

APPLEY (COLWELL) 28 84.0% 78.0% 91.1% 112.4% 715 3.2 3.1 6.3 17.7% 19.79 13.8 19.93 16.63 9.29 82% 75% 3 1 1 8 13 1 1 26

INTENSIVE CARE 
UNIT 6 77.6% 67.9% 83.5% 93.0% 128 33.6 4.1 37.6 8.5% 43.29 37.66 5.69 4.86 6.46 89% 100% 3 1 1 2 4 9

CORONARY CARE 
UNIT 18 86.3% 92.9% 90.5% 132.0% 509 6.7 2.0 8.7 7.5% 29.46 26.09 7.4 6.54 4.23 82% 83% 3 3 2 2 4 10

AVERAGE OR TOTAL: 305 94.2% 92.2% 96.9% 112.9% 8.8 4.8 13.6 7.7% 402.45 332.41 239.95 197.22 112.77 83% 93%

90% 110% fill rate
< 90 % fill rate

QUALITY 
INDICATOR 

TOTAL

MENTAL 
HEALTH

SURGERY, 
WOMENS 

AND CHILD 
HEALTH

MEDICINE

CSCD

>110% fill rate

SICK 
RN/RM/ 
CARE 
STAFF 
(3%)

HIGH LEVEL FALLS
HOSPITAL ACQUIRED PRESSURE DAMAGE 

(GRADE)Day

ISLE OF WIGHT NHS TRUST SAFE STAFFING REPORT SEPTEMBER 2018
NURSE STAFFING FILL RATES

CARE HOURS PER PATIENT PER DAY (CHPPD) 
(HRS)

NURSING VACANCIES

Mandatory 
Training 
(85%)

HIGH LEVEL QUALITY INDICATORS (which may or may not be linked to nurse staffing)

CARE 
GROUPS WARD NAME

Night
Cumulative 

count over the 
month of 

patients at 
23:59 each day RN/RM

CARE 
STAFF OVERALL
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Appendix B – fill rates with percentage bank/agency fills 
 
August 18 
 

Ward 

w/c 29.07.18 w/c 05.08.18 w/c 12.08.18 w/c 19.08.18 w/c 26.08.18 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

Afton Ward J61794 104.17% 4.8% 101.19% 4.3% 97.62% 5.3% 96.43% 4.9% 92.86% 7.1% 
Alverstone Ward J61111 103.33% 26.7% 98.10% 22.5% 110.95% 25.3% 105.48% 29.5% 112.86% 33.5% 
Appley Ward J61250 86.88% 27.6% 92.62% 31.6% 98.33% 29.9% 97.86% 21.9% 95.67% 27.0% 
Colwell Ward J61254 102.22% 17.8% 104.29% 17.5% 96.79% 24.5% 96.47% 26.4% 108.77% 19.0% 
Coronary Care J61190 138.33% 21.6% 115.24% 23.4% 113.57% 13.7% 109.52% 11.0% 106.43% 13.6% 
Emergency Department 
J61230 104.99% 28.2% 114.74% 35.6% 133.04% 33.5% 121.10% 32.5% 113.61% 31.1% 

Intensive Care Unit J61120 86.19% 2.0% 84.83% 2.1% 88.37% 2.6% 81.29% 1.5% 89.66% 2.3% 
Luccombe Ward J61112 103.47% 36.0% 98.41% 34.2% 100.40% 36.2% 105.56% 33.7% 97.62% 40.2% 
MAAU J61231 96.94% 26.9% 106.94% 28.4% 109.29% 32.0% 112.22% 29.6% 107.78% 27.3% 
Mottistone Suite J61090 95.83% 32.6% 91.67% 39.2% 85.71% 35.3% 82.14% 37.3% 94.05% 45.0% 
Special Care Unit J61520 104.00% 1.9% 109.13% 2.9% 98.41% 3.4% 107.94% 1.1% 107.14% 1.1% 
Osborne Ward J61915 93.75% 15.2% 94.05% 13.7% 104.76% 23.8% 102.38% 19.3% 104.52% 23.5% 
Paediatric Ward J61372 83.75% 3.8% 87.00% 2.4% 74.67% 3.7% 84.29% 3.6% 86.81% 1.7% 
Seagrove Ward J61916 102.08% 30.8% 104.76% 34.1% 109.52% 23.2% 117.86% 23.9% 110.71% 28.7% 
Shackleton J61791 119.44% - 94.84% - 100.00% - 98.41% 10.8% 112.70% 12.8% 
St Helens Ward J61102 83.33% 16.5% 92.86% 21.0% 96.03% 14.3% 90.48% 13.8% 96.03% 13.0% 
The Stroke Unit J61221 105.76% 26.8% 108.57% 26.7% 102.50% 27.6% 118.13% 22.7% 108.93% 17.2% 
Whippingham Ward 
J61101 89.24% 33.4% 87.06% 33.9% 91.35% 36.7% 89.52% 34.9% 90.60% 35.7% 

Woodlands J61913 91.67% 32.1% 96.43% 32.3% 84.52% 30.2% 92.86% 21.5% 92.86% 26.5% 
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September 18 
 

Ward 

W/c 26.08.18 w/c 02.09.18 w/c 09.09.18 w/c 16.09.18 w/c 23.09.18 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

% fill 
rate 

% of 
fill that 
is bank 

or 
agency 

Afton Ward J61794 92.86% 7.1% 104.76% 6.6% 122.62 12.5% 125.00% 10.9% 113.10% 11.9% 
Alverstone Ward J61111 112.86% 33.5% 113.57% 26.7% 109.29% 14.3% 108.81% 19.3% 117.38% 22.6% 
Appley Ward J61250 95.67% 27.0% 93.69% 23.8% 98.41% 23.2% 95.00% 27.8% 98.33% 29.7% 
Colwell Ward J61254 108.77% 19.0% 99.52% 19.5% 107.70% 20.4% 107.50% 24.9% 118.45% 30.5% 
Coronary Care J61190 106.43% 13.6% 111.43% 21.0% 97.62% 18.0% 89.05% 15.4% 112.62% 18.9% 
Emergency Department 
J61230 113.61% 31.1% 111.05% 39.0% 110.07% 40.0% 132.46% 37.8% 135.76% 38.1% 

Intensive Care Unit J61120 89.66% 2.3% 76.12% 3.1% 76.80% 1.6% 78.61% 1.3% 80.19% 2.4% 
Luccombe Ward J61112 97.62% 40.2% 98.81% 28.5% 100.00% 36.4% 96.23% 28.4% 99.60% 23.8% 
MAAU J61231 107.78% 27.3% 109.60% 33.7% 110.04% 39.3% 105.95% 30.9% 113.21% 39.2% 
Mottistone Suite J61090 94.05% 45.0% 94.05% 30.6% 90.48% 30.4% 90.48% 41.3% 97.62% 36.9% 
Special Care Unit J61520 107.14% 1.1% 92.86% 1.3% 103.97% 0.0% 91.67% 9.5% 97.62% 16.5% 
Osborne Ward J61915 104.52% 23.5% 105.95% 25.0% 98.81% 17.2% 83.33% 0.5% 93.90% 0.9% 
Paediatric Ward J61372 86.81% 1.7% 80.81% 0.0% 90.52% 2.9% 107.14% 24.6% 117.86% 21.0% 
Seagrove Ward J61916 110.71% 28.7%   26.5% 114.29% 23.6% 111.11% - 111.90% - 
Shackleton J61791 112.70% 12.8% 106.35% 15.6% 111.90% 14.8% 95.63% 9.1% 100.40% 3.2% 
St Helens Ward J61102 96.03% 13.0% 90.48% 24.4% 103.97% 22.1% 93.25% 13.6% 97.22% 20.0% 
The Stroke Unit J61221 108.93% 17.2% 106.47% 14.9% 101.19% 15.7% 103.13% 27.6% 114.96% 26.3% 
Whippingham Ward 
J61101 90.60% 35.7% 93.17% 38.2% 93.85% 31.7% 94.09% 36.4% 91.75% 34.3% 

Woodlands J61913 92.86% 26.5% 96.43% 15.9% 95.24% 19.4% 95.24% - 98.81% - 
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considered by inc date 

Executive 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight x 
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
Headlines from this report are: 

• Total staffing level is under budgeted establishment by 39 FTE a decrease in variance due to 
increased budgeted establishment and an increase in use of temporary staffing. 
 

• Support secured to ensure improved  workforce management information reporting to be 
included within M8/9 workforce report  

 
• International Recruitment Proposal Business case agreed, implementation phase in hand 

 
• Agency usage for  Nursing has seen a rise due to increased staffing levels in ED, the opening of 

additional contingency  beds  
 

• Nursing Master Vendor due to go live November 2018. 
 

• Efforts continue to convert agency workers to substantive and/or bank for both Medicals and 
Nursing staffing. Review of activity continues with collaborative input from finance and clinical 
workforce leads to ensure agency requests are reflective of patient safety requirements and 
within managed financial margins. 

Enc P  
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• Trust sickness absence rate: 5.29% in month (increase from August sickness of 4.9%). Top 
reasons for absence: Anxiety, Stress & Depression. Appointment of MH support practitioner 
has been made to aid reduction in absence. Action plans I place 

 
• Staff Turnover 9.22% (rolling 12 months) 

 
• Mandatory Training compliance - 82% against a target of 85% 

 
• Appraisal rate 55.2%.  Improvement plan is in progress to improve position and experience for 

staff. 
 

Key Recommendation 
The Board is recommended to receive the report 
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WORKFORCE PERFORMANCE REPORT 

Month 7 
 

1. Workforce Information 

The Trust employs 3152 (headcount) substantive full and part time staff, 400 bank 
workers with additional support provided by 300 volunteers. There is an improving 
position on the gap in variance of total staffing against funded establishment 
however, this is reliant on an increase in temporary staffing particularly in clinical 
areas.. 

Table 1 

  Actual 
Funded 
Establishment 
(M6) 

Variance 
(M5) 

Staff In Post (FTE) 2750     3051        301 
Temporary staff 
(FTE) 262           

Total 3012        39  

Short, Medium and Long Term plans for recruitment monitored externally to Board. 
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Table 3 

 

Table 3 displays an increase in total nursing workforce FTE (including additional 
staffing) due to additional bank & agency usage responding to additional contingency 
beds. 

Table 4  

 

Table 4 shows exceeding budgeted plan FTE.  

Agency Information 

Master vendor arrangement go live November 2018.  Agency usage for clinical has 
risen due to increased activity.   
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.  

2. Compliance with NHSi Agency Ceiling  
 
Table 5

 
 

3. Staff Turnover 
 
Rolling 12 month (October 17 – September 18) 9.22%. 

 

4. Sickness 
 

Trust sickness absence rate: 5.29% in month (increase from August sickness of 
4.90%). Top reasons for absence: Anxiety, Stress & Depression remains the highest 
% reason for sickness absence in September, representing almost a third of sickness 
absence at the Trust.  Appointment of MH support practitioner has been made to aid 
reduction in absence. Divisional action plans in place. 

Table 6 
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5. Statutory & Mandatory Training 
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Mandatory Training Recovery Plan Update 

• Current Trust position (03/10/18) is 82%. This is a 3% increase on last month 
 
Leadership and OD 
 
• Leadership mentor support  

o Engaging a group of senior managers and leaders within the organisation to 
provide mentorship Anti-Bullying advisors and coaches continue to support 
staff  

• Staff Surveys: 
o Annual staff survey – survey open from the 5th October to the 30th 

November.  
 

 ‘Getting to Good’ Leadership and Culture Programme (NHSi toolkit): 
 

• Refreshed vision and values 
• Focussed work commenced to offer support to leaders in interim roles. 
• Focussed work commenced to offer additional support for Junior Doctors 
• Medical leadership programme - Programme being led by Faculty of Medical 

Leadership and Management (FMLM)  
• Senior leadership programme 

o Diagnostics now completed and feedback reports received.  .   
o First development day scheduled for 9 November.   
o Further half day sessions scheduled each month through to June 

2019, work underway to liaise with NHS Elect on the content of the 
development sessions. 

• Middle leadership programme development in progress 
.   
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Agenda Item No 21 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Financial Performance Report – Month 6 (2018/19) 
Sponsoring Executive 
Director 

Darren Cattell – Director of Finance, Estates and IM&T/Deputy CEO 

Author(s) Gary Edgson – Deputy Director of Finance 
Report previously 
considered by inc date 

Performance Committee – 31 October 2018 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight  
Link to CQC Domains 
Effective  Responsive  
Caring  Well-led X 
Safe    
Executive Summary  
 
The key points from the Month 6 financial performance against plan are: 
 
Income & Expenditure 

• The Trust’s in month financial position is a deficit of £2.5m 
• £13.3m actual deficit year to date (£1.95m off plan) 

 
• In month position increased from £2.45m deficit to £2.5m due to Increased use of 

agency staff to cover flow and maintain patient safety and quality, in ED and Mental 
Health 
 

 

Enc Q  
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• Improved position to date against plan on: 
• CIP year to date (£0.95m) 
• Acute activity over performance (£0.7m) 
• Income for treatment of non-Isle of Wight patients (£0.1m) 
• But, offset by: 
• Requirement for additional hospital escalation capacity (winter ward beds) to support patient 

flow (£0.65m) 
• Transitional investments ahead of the plan to date (£0.27m) 
• Additional safety and quality cost pressures in year (e.g. ED, and patient quality investment) 

(£1.1m) 
• Underlying deficit cost pressures on covering Acute medical staff vacancies 

 
Agency 

• NHSI agency control total ceiling for 2018/19 £4.6m 
• Actual agency spend to date £5.7m. Adverse to date by £3.4m for phased ceiling 
• There was a requirement during August and September to increase agency usage to 

cover flow and maintain patient safety and quality, in ED and Mental Health – the cost of 
this has been £380k on average per month over the July agency cost 

 
Pay spend 

• The Trust continues to see an increase in pay costs since July 
• Increased use of agency staff during August and September to cover flow and maintain 

patient safety and quality, in ED and Mental Health 
• This increase was partially offset by delayed implementation of Medical Staff national pay 

award from  1st October, and not 1st April as planned (£114k benefit in month) 
 
Year-end forecast, risks and financial recovery plan 

• The revised planned deficit of £17.149m remains the year end forecast position 
• The CCG Community Services Contract has a difference in assumptions between the Trust 

and CCG of £0.7m. The year to date position (£0.35m) and year end forecast assume that 
the £0.7m income will be received 

• CIP plan has 87% of total requirement (£6.9m) phased in final 6 months and delivery is 
high risk - further external support is now in place to help deliver this 

• Deficit plan is stretching 
• A new Master Vendor contract for agency nurses will come into effect in November. This will 

significantly improve the financial position on agency expenditure 



Page | 3  
 

 
Progress to date against financial recovery plan 

• £8m baseline plan 
• Decreased by £0.9m since M5 due to risk adjustments 
• £2m delivery to date 

o Non recurrent YTD £1.5m 75% 
o Recurrent YTD £0.5m 25% 

• The recovery plan is stretching and there are risks to delivery of this 
• KPMG have been commissioned to provide additional capacity to support the Trust with 

delivery 
 
 
The Executive has agreed a number of financial control actions through the Service and Financial 
Improvement Sub Committee. 
 
 
Specific Actions 

• Finance along with divisions to concentrate on forecasting full year outturn and longer term 
planning 

• ALL additional Quality investments require Trust Leadership Committee approval where 
outside of budget 

• Actively encourage the use of Bank and in all but the most exceptional circumstances ban non 
clinical overtime 

• ALL posts and changes to pay require approval by the Exceptional Pay Panel  
• Continue Grip and Control non pay controls supported by Procurement 
• Continue negotiations with CCG to resolve income levels and specific funding issues 
• Utilise contract database to enhance both income and expenditure controls 
• Agency reduction plans being developed as part of the Temporary spend work stream in the 

Workforce CIP 
• Top 5 longest serving agency medics and nurses –conversion to substantive or replacement 

of these posts 
• A new Master Vendor contract for agency nurses will come into effect in November 

 
 
 
Capital Investment Update 

• Initial Capital Resource Limit for 2018/19, based on depreciation, is £6.6m  
• Major Projects expected for 2018/19 include (£6.6m):- 

o Back Up Generators  £0.6m 
o Ambulance CAD  £0.6m 
o Ophthalmology Satellite Unit £0.6m 
o Paediatric Assessment Unit £0.6m 
o EIP Team Relocation  £0.3m 
o Education Extension  £0.3m 
o A&E Streaming Project £0.2m 
o Defibrillators              £0.5m 
o Mental Health Refurb (CQC) £0.2m 
o IM&T & Equipment RRP         £2.7m 

 
 
As at Month 6, capital investment is £2.1m. This is currently behind plan by £1.8m. 
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Cash update 
• Loans of £13.6m for April to October have been secured from DHSC 
• A request for £1.044m for November has been made 
• The Trust in unable to borrow more funds than our agreed deficit plan. The longer we 

overspend the larger the risk that we do not have sufficient cash  to pay our suppliers on 
time 

• Cash support from CCG to Acute contract value in place 
 

  
Use of Resources Rating 
The Trust’s Use of Resources Rating has remained at a score 4 (1 being best and 4 being worst). 
 
Key Recommendation 
The Board is asked to consider the following recommendations: 

To receive the Month 6 Trust performance against the 2018/19 financial plan and note the 
immediate actions to correct financial performance proposed by the Executive 
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Income and Expenditure 

To date the Trust is reporting a deficit of £13.3m against a deficit plan to date of 
£11.4m, a negative variance of £1.9m. 
  
The in-month position is a deficit of £2.5m. 
  
Improved position to date against plan on: 
• Contract income 

o Acute contract activity £700k above Trust plan 
o NCA activity £100k above plan 

 
But, offset by: 
• Additional pressures incurred 

o ED & MAU 
o Patient quality investment 

• Requirement for additional hospital escalation capacity to support patient flow 
• Underlying deficit cost pressures on covering Acute medical staff vacancies  
  

YEAR
Plan Actual Variance Plan Actual Variance Plan

£000s £000s £000s £000s £000s £000s £000s
Income 14,091   14,613   522   85,420   87,849   2,428   171,778   
Pay (10,759)  (11,819)  (1,061)  (66,770)  (69,589)  (2,819)  (131,058)  
Non Pay (4,209)  (4,452)  (243)  (25,048)  (26,557)  (1,508)  (47,892)  
EBITDA (876)  (1,657)  (781)  (6,398)  (8,297)  (1,899)  (7,172)  
Capital Charges (556)  (561)  (5)  (3,334)  (3,347)  (13)  (6,670)  
Public Dividend Capital (199)  (200)  (1)  (1,194)  (1,195)  (1)  (2,389)  
Net Interest Receivable/(Payable) (81)  (102)  (21)  (488)  (528)  (39)  (995)  
Bank Charges (0)  0   0   (2)  0   2   (4)  
RETAINED SURPLUS / (DEFICIT) (1,712)  (2,520)  (808)  (11,416)  (13,367)  (1,951)  (17,230)  
Receipt of Charitable Donations for Asset Acquisition 0   0   0   0   0   0   (50)  
Depreciation - Donated Assets 11   11   0   66   66   0   131   
REVISED RETAINED SURPLUS / (DEFICIT) (1,701)  (2,509)  (808)  (11,350)  (13,301)  (1,951)  (17,149)  

IN MONTH YEAR TO DATE

http://www.iow.nhs.uk/
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Run rate 

• In month position affected by: 
• Increased use of agency staff to cover flow and maintain patient 

safety and quality, in ED and Mental Health 
• Reduction in NCA income due to seasonality profile 
• Offset by implementation of Medical Staff national pay award from  

1st October, and not 1st April as planned 

• Plan improvement from Mth 7 due to 
phased delivery of CIP programme 

• Improvement over plan now required 
to achieve financial plan 

http://www.iow.nhs.uk/
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Pay spend 

 
• The Trust continues to see an increase in pay costs since July 
• Increased use of agency staff during August and September to cover flow and maintain patient safety 

and quality, in ED and Mental Health 
• This increase was partially offset by delayed implementation of Medical Staff national pay award from  

1st October, and not 1st April as planned (£114k benefit in month) 
• Mental Health division is currently under staffing pressure  resulting in increased agency usage to 

ensure patient quality – a recruitment and retention plan is in place 
• A new Master Vendor contract for agency nurses will come into effect in November. This will significantly 

improve the financial position on agency expenditure 

http://www.iow.nhs.uk/
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Agency 

• Agency expenditure in month is £1.16m. 
 
• Agency expenditure had been reducing each month from 

April to July 
 
• September is the 2nd consecutive increase in agency use 

to cover flow and maintain patient safety and quality, in ED 
and Mental Health (average £380k per month increase) 
 

• A new Master Vendor contract for agency nurses will come 
into effect in November. This will significantly improve the 
financial position on agency expenditure 
 

• The year to date expenditure represents 8.2% of the total 
Trust expenditure on pay. For comparison, agency 
expenditure in 2017/18 was 8.3% of total pay. 

http://www.iow.nhs.uk/
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Cost Improvement Programme 

Progress in last 2 weeks 

Current In Year Financial 
Forecast £m 0.0 2.0 0.5 2.5 3.0 8.0 

Previous In Year Financial 
Forecast £m 0.2 1.6 1.1 2.6 2.6 8.1 

Progress 

• Identified £8m plan against £8m baseline plan. 
• Decreased by £0.1m since M5 due to risk adjustments 
• A further £0.4m has been achieved (maturity level 4)  
• 6 schemes require QIAs assessment (maturity level 2) 
• £2m delivery to date 

 Non recurrent YTD £1.5m 75% 
 Recurrent YTD £0.5m 25% 

Opportunities 

• KPMG support to deliver Workforce CIP plan 
• Progress GIRFT (linking with UHS & wider STP) 
• Learning from Model Hospital improvement journeys 
• STP back office opportunities  
• Health & care system strategy development 

Risks 

• Reduction in elective activity due to bed capacity 
• Change management plan required to embed schemes 
• Restructuring costs to be offset against gross savings 
• Assumed capital investment for some CIP schemes 
• Future investment proposals 

2018/19 CIP - ACTUAL VS PLAN

£0.0
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£2,000.0

£3,000.0
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£5,000.0
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£7,000.0

£8,000.0

£9,000.0

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
Forecast Delivered Plan

Overall CIP PLAN £8,000
Overall CIP Actual £8,013CIP DEVELOPMENT BY LEVEL OF MATURITY
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£2,000.0

£3,000.0
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£7,000.0

£8,000.0

£9,000.0

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
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http://www.iow.nhs.uk/
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Cash 
The cash balance held at the end of September is 
£1.7m, which is a £2.5m negative movement on last 
month. 
 
• The Month 6 I&E Cumulative Deficit is £13.4m 

which is £2.5m worse than plan 
 
• Within the I&E deficit, Depreciation (£3.4m) does 

not impact cash. The charges for Interest Payable 
(£0.5m) and PDC Dividend (£1.2m) are added 
back and the amounts actually paid for these 
expenses shown lower down for presentational 
purposes. This generates a YTD cash "Operating 
Deficit" of £8.3m 

 
• The movement in working capital in month is due 

to an increase in Debtors (Prepayments) and an 
increase in Creditors due to pressures on cash 

 
• Capital Spend is a combination of creditors from 

2017/18 and new projects in 2018/19 
 
• The Trust has paid the first instalment of Public 

Dividend Capital in September, with the second 
payment due in March 2019 

 
• The Trust has borrowed £11m of Uncommitted 

Loans to month 6. These borrowings are subject 
to interest at 1.5% and with interest at 3.5% on 
previous year borrowings will represent interest 
costs in 2018/19 of £1.1m. 

Actual Actual Actual
Month 5 YTD YTD VAR

£m £m £m
Cash Balance 01.04.18 6.0 6.0 0.0

Income and Expenditure Surplus / (Deficit) -10.8 -13.4 -2.5
Depreciation 2.8 3.4 0.6
Interest Payable/Receivable 0.4 0.5 0.1
PDC Dividend 1.0 1.2 0.2
Other non-cash items 0.0 0.0 0.0
Operating Surplus / (Deficit) -6.6 -8.3 -1.7

Change in Stock -0.1 0.1 0.2
Change in Debtors -2.3 -4.0 -1.8
Change in Creditors & Other Liabilities 3.4 4.0 0.7
Change in Provisions -0.3 -0.3 0.0
Net Change in Working Capital 0.7 -0.2 -0.9

Capital Spend -5.0 -5.2 -0.2
Interest Paid / Received -0.2 -0.5 -0.3
PDC Dividend Paid 0.0 -1.2 -1.2
Other 0.0 0.0 0.0
Investing Activities -5.2 -6.9 -1.7

Working Capital Loans 9.4 11.1 1.7
Loan/Finance Lease Repayments 0.0 0.0 0.0
Cash Balance 30.9.18 4.2 1.7 -2.5

http://www.iow.nhs.uk/
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Capital Investment 
Our initial Capital Resource Limit (£6.6m) is based on forecast 
depreciation of £6.561m, £50k expected Charitable Donations 
and Central PDC funding.  
 
We have also applied to NHS Improvement to use the £0.788m 
underspend from 2017/18. Therefore capital funds of up to 
£7.4m could be available for 2018/19. 
 
Given the limitations on available capital funding nationally , 
NHSI approval will only be granted if the Trust can give positive 
assurance that the full £7.4m can be used in year. 
The Capital Investment Group (CIG) will evaluate the ability to 
utilise the additional £0.788m during 2018/19 at its October 
meeting. A recommendation on whether to continue with the 
application to NHSI will be presented to the Executive Team if 
agreed by CIG. 
 
As at Month 6, capital investment is £2.108m. 
This is currently behind plan by £1.8m. 
 
Major Projects planned against the initial CRL for 2018/19 are 
as follows:- 

• Back Up Generators £0.6m  
• Ambulance CAD  £0.6m 
• Ophthalmology Satellite Unit £0.6m 
• Paediatric Assessment Unit £0.6m 
• EIP Team Relocation £0.3m 
• Education Centre Extension £0.3m 
• A&E Streaming Project £0.2m 
• Defibrillators  £0.5m 
• Mental Health Refurb (CQC) £0.2m 
• IM&T & Equipment RRP £2.7m 

http://www.iow.nhs.uk/
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Use of resources rating 

 
The Trust’s Use of Resources Rating has 
remained at a score 4. 
 
Liquidity days has moved from 3 to 4 in 
month due to the reduction in working 
capital and increasing operating 
expenses. 
 
This is against a score of 1 being best and 
4 being worst. 
 

Basis of scoring mechanism 

Use of resource risk rating summary Plan Rating Actual Rating Variance

Capita l  Service Capaci ty 4 4 0

Liquidi ty (days ) 3 4 1

I&E Margin 4 4 0

Distance from financia l  plan 4 3 (1)

Agency spend 4 4 0

Overall Use of Resources Rating 4 4 0

http://www.iow.nhs.uk/
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Agenda Item No 23 Meeting Trust Board in Public Meeting 

Date 
1 November 
2018 

Title Standing Financial Instructions Annual Review and Update 
 

Sponsoring Executive 
Director 

Darren Cattell – Director of Finance, Estates and IM&T/Deputy CEO 

Author(s) Andrew Wheeler – Head of Financial Services  
Report previously 
considered by inc date 

Audit Committee 31 October 2018 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement X 
Trust Board Approval is required X 
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight  
Link to CQC Domains 
Effective  Responsive  
Caring  Well-led X 
Safe    
Executive Summary  
 
In order to comply with the requirement for an annual update the Standing Financial Instructions 
(SFI’s) have been reviewed and appropriate amendments have been made. 
 
Directors and Directors Portfolios 
 
There is a need to review Directors titles and their portfolios following changes to the structure of the 
Board during 2018 as follows:- 
 
Current Previous 
Director of Finance, Estates and IM&T Interim Turnaround Chief Financial Officer 
Director of Finance, Estates and IM&T Director of Strategy, Planning, Information 

Communication Technology and Estates 
Director of Quality Governance Director Responsible for Governance 
Director of Human Resources & Organisational 
Development 

Director responsible for Workforce 

 
 

Enc R 
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Delegated Limits 

Changes to delegated limits have been driven by the Mental Health and Learning Disabilities Division 
in order to reflect their new structure and it is proposed that this will be rolled out to all new Clinical 
Divisions and Care Groups to give consistency across the Trust. 

The changes can be summarised as follows:- 

 

All Clinical Divisions / Care Groups will be asked to review their delegated limits over the next few 
weeks and any revisions required will be brought to Audit Committee in February 2019. 

Tendering and Contracting Procedure 

NHS South of England Procurement have identified the following amendments:- 

• 7.5.1 – remove the “+ VAT” after the OJEU threshold 
• 7.6.1 i. – to read £9,999 instead of £10,000 to match 7.5.1 
• 7.6.2 i. – replace “Crown Commercial Services” with “national frameworks”, as there are a few 

framework that can be utilised 
 

These amendments were approved at Audit Committee on 31 October 2018 

Key Recommendation 
The Trust Board is asked to consider the following recommendations: 

To accept the proposed amendments as recommended by Audit Committee and approve for use. 
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