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Agenda 

 
 
 

AGENDA 
 

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

Barbara Stuttle 
Alistair Flowerdew 

Assurance F 

10 Safe Staffing Report  Barbara Stuttle Assurance G 
11 Mortality Report and update on Learning from 

Deaths  
Alistair Flowerdew Assurance H 

12 Medical Engagement Scale and GMC National 
Trainee Doctor Survey 

Alistair Flowerdew Assurance I 

13 Workforce & Organisational Development 
Performance Report 

Julie Pennycook Assurance J 

14 Financial Performance Report Darren Cattell Assurance K 
 Integrated Performance Reports:    
15 • Acute Services Nikki Turner Assurance L 
16 • Ambulance Services & Patient Transport 

Services 
Bob Williams Assurance M 

17 • Community Services Barbara Stuttle Assurance N 
18 • Mental Health & Learning Disabilities 

Services 
Lesley Stevens Assurance O 

  COMMITTEE ASSURANCE AND GOVERNANCE       
19 Committee Reports from the meetings held on 1 

August July 2018: 
Chairs:  Assurance Verbal 

  • Quality Committee  Tim Peachey     
  • Performance Committee Charles Rogers     
 • Audit Committee Charles Rogers   
  CLOSING MATTERS       
20 Issues to be covered in Private         Chair Receive Verbal 
21 Questions from the Public  Chair Receive Verbal 
22 Any other business Chair Receive Verbal 
        

Isle of Wight NHS Trust Board  
Meeting in Public 
 
Date:  2 August 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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23 The next meeting in Public of the IW NHS Trust 
Board will be on:  
Date:     Thursday 6 September 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, Vice Chair will Chair the meeting) 
 

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 5 July 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 
 Judy Dyos Interim Deputy Director of Nursing (Deputising for 

Director of Nursing, Midwifery, AHPs & Community Services) 
 Alistair Flowerdew Medical Director 
 Robert Ghosh Director of Clinical Improvement 
 Maggie Oldham Chief Executive (CEO) 
 Tim Peachey Non-Executive Director 
 Charles Rogers Non-Executive Director 
 Frank Sims Deputy Chief Executive Officer 
 Caroline Spicer Non-Executive Director 
 Anne Stoneham Non-Executive Director 
Non-Voting 
Members: 

Charles Godden Associate Non-Executive Director 

 Julie Pennycook Director of Human Resources & Organisational 
Development 

 Suzanne Rostron Director of Quality Governance 
 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 
 Daniel Robinson Corporate Business and Development Manager 
 Andy Hollebon Head of Communications & Engagement 
Observers: Doreen Britton Chair of Patient Council 
 Keith Dewar Prince Edward Island Canada (PEI) 
   
 Cllr John Nicholson Councillor – IW Council 
 Cllr Claire Mosdell Councillor – IW Council 
Minuted by: 
 

Julie Benson 
Lynn Cave 

PA – Executive Directors 
Board Governance Officer 

   
 
Members of Staff 
and Public in 
attendance: 

There were no members of staff and one member of the public present.   
A representative from the IW County Press attended 

 
Minute 
No. 

 

NHS 70th BIRTHDAY CELEBRATIONS 
 As part of the Trust’s celebrations a photo of the Board cutting the cake was taken 

with the Chief Executive who reflected on the privilege of being part of the NHS 
and the pride we all feel at celebrating its 70th birthday.  She acknowledged that 
over the last 18 months there had been challenges but staff had not lost sight of 
the importance of delivering good quality care and that she was very proud to be 
sharing the day with the team of staff and volunteers within the Trust. 

Enc A 
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Chair’s Opening Remarks 
 The Chair welcomed everyone to the meeting and especially the representatives 

from the Patient Council, IW Council and IW County Press.  
 
He advised that Barbara Stuttle, Director of Nursing, Midwifery, AHPs and 
Community Services was representing the Trust at the NHS 70th birthday 
celebrations at Westminster. 
 
The Chair welcomed Keith Dewar, Interim Chief Executive of Health PEI from 
Prince Edward Island Canada.  He outlined that there were similar population and 
demographics to that of the Island and was here to share his insights of delivering 
healthcare in a challenging environment, linked with the Wessex Health Innovation 
Forum. 
 

PROCEDURAL 
18/T/119 APOLOGIES FOR ABSENCE, DECLARATIONS OF INTEREST AND 

CONFIRMATION THAT THE MEETING IS QUORATE  
 Apologies for absence were received from: 

• Barbara Stuttle CBE, Director of Nursing, Midwifery, AHPs & Community 
Services 

 
The Chair confirmed that the meeting was quorate. 
 
Declarations of interest were received from: 

• Darren Cattell as Director of Wight Life Partnership 
• Charles Rogers as Director of Wight Life Partnership 
• Sara Weech as Chair of Mountbatten  
• Tim Peachey as Deputy Chief Executive of Barts Health NHS Trust 

 
The Chair advised that the Deputy Chief Executive Officer, Frank Sims, would be 
shortly leaving at the end of his secondment and thanked him for all his hard work 
and diligence during his time with the Trust.  
 

18/T/120 MINUTES OF PREVIOUS MEETING 
 Minutes of the meetings of the Isle of Wight NHS Trust Board held on 7 June 2018 

were reviewed and approved with the following amendments: 
 

a) Amend the date of the meeting on the first page to read 7 June 

Resolution 
The Chair requested that the minutes of the meeting held on 7 June 2018 be 
Approved.  Motion Proposed by Caroline Spicer and Seconded by Charles 
Rogers. The motion was carried unanimously, with no abstentions. 
 

18/T/121 MATTERS ARISING AND SCHEDULE OF ACTIONS 
 a) Matters Arising:   

There were no other matters arising. 
 

b) Schedule of Actions:   
The Board Secretary advised that good progress was being made on all three 
actions and updates would be provided at the next meeting. 
 

Resolution 
The Isle of Wight NHS Trust Board received the Matters Arising and Schedule of 
Actions Update 
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18/T/122 CHAIR’S UPDATE 
 The Chair presented his report which outlined his activities over the last month. 

 
The Chair reported that he had attended an NHS Providers meeting with the CQC 
Chief Inspector of Hospitals, Ted Baker, where system reviews were discussed.  
Since the event a paper on system reviews has been published which identifies 
that where there are difficulties in leadership in a particular institution, or across 
organisations, the impact is felt across the whole system - and when put into the 
context of the Island it demonstrates the importance of getting the ‘well led’ 
elements right. 
 
He also attended a NHS Providers event with the Chief Executive of NHS 
Improvement, Ian Dalton.  During the evening Ian Dalton had expressed his 
thoughts as to the future direction of the NHS.  He confirmed that the national 
agenda is to develop a 10 year programme under which there will be a five year 
settlement alongside a detailed delivery plan. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Update. 
 

18/T/123 CHIEF EXECUTIVE’S UPDATE 
 The Chief Executive presented the report and highlighted that a Quality Summit 

had recently taken place where the focus had been on the eight areas rated by the 
CQC as inadequate in the ‘safe’ domain.  She advised that although there is no 
requirement to hold a quality summit the Trust had chosen to continue with the 
process with the regulators in attendance to identify and demonstrate the progress 
being made.  The Quality Strategy has been approved and provides metrics 
against which progress can be measured.  Staff had delivered a number of 
presentations at the summit and confirmed that progress is being made, with 
evidence based data now being reported.  She advised that following the summit 
positive feedback was received from NHSI, NHSE, and CQC, that the Trust was 
moving in the right direction.   
 
The Chief Executive confirmed that the new Ambulatory Emergency Care (AEC) 
unit is now open.  She highlighted that funding had been provided to enhance the 
front of house services and encouraged members to visit the area. Special thanks 
were given to the Intensive Care Unit who had temporarily been relocated whilst 
work was undertaken on their area.   
 
The Trust had recently hosted a visit from children attending St George’s School, 
which provides education to young people who have some of the most complex 
learning difficulties on the Island.  The aim of the visit was to break down 
boundaries for vulnerable people who use our services; it was a fantastic morning 
with many letters of thanks being received from the pupils.  Further work is 
planned and we are keen to encourage more people to get involved. 

 
The Chief Executive highlighted on the birthday of the NHS, that verbal and 
physical assaults against staff will not be tolerated.  Sadly in the last reporting 
period two incidents of violence against our ambulance colleagues had taken 
place; the Trust takes this area very seriously and will be pursuing prosecutions.  It 
is not acceptable for anybody to show violence and aggression towards any of our 
staff.  The Trust is working hard with our own culture of zero tolerance to violence, 
aggression, or abuse of any kind, and this extends into the community. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chief Executive’s Update.   
 

STRATEGY 
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18/T/124 EQUALITY AND DIVERSITY REPORT 2017/18 INCORPORATING THE PUBLIC 
SECTOR EQUALITY DUTY 

 The Director of Human Resources & Organisational Development confirmed that 
the report had been validated and that it was now presented to Board for approval. 
 
Resolution  
The Chair requested that the Equality and Diversity Report 2017/18 Incorporating 
the Public Sector Equality Duty be Approved.  Motion Proposed by Darren Cattell 
and Seconded by Anne Stoneham.  The motion was carried unanimously, with no 
abstentions. 
 

18/T/125 GENDER PAY GAP REPORT 2018 
 The Director of Human Resources & Organisational Development advised that the 

paper addressed a new national requirement to report and publish the Trusts 
gender pay gap, identifying the difference between the average earnings of men 
compared to women.  The Trust is showing a 19% gap against a national average 
of 16.1% and she advised that the data now required a full analysis and decisions 
on what actions will need to be taken. 
 
Charles Rogers, Chair of Performance Committee, confirmed that the report had 
been reviewed and that future work would now be undertaken and would be 
monitored through the Performance Committee.   
 
Charles Godden, Associate Non-Executive Director queried the figures relating to 
the Clinical Excellence Awards. The Director of Human Resources & 
Organisational Development provided additional detail and further review will be 
undertaken. 
 
The Chair recommended that in light of the work which is planned that it would be 
appropriate to receive the report at this point and that it be brought back to the 
Board for approval at a later date once.  This was agreed.   
 
Resolution  
The Isle of Wight NHS Trust Board received the Gender Pay Gap Report 2018  
 

18/T/126 INTERIM WORKFORCE STRATEGY 2018/19 
 The Director of Human Resources & Organisational Development confirmed that 

the report had been to the relevant Board Committees.   
 
She advised that the strategy was an interim measure which would be revised 
once the Clinical Strategy was in place.  She advised that there are some 
additional points that had arisen from the Quality Committee on 4 July. 

• Supporting Volunteers 
• Mental Health Peer Workers 
• Supporting the Aging Workforce 

Although these areas are included within the wider document the Quality 
Committee proposed additional clarity be added and this was agreed. 
 
The Board discussed the paper and it was agreed that the word “interim” would be 
removed, with the strategy subject to further review and development once the 
Trust Clinical Strategy had been issued. It was noted that the key performance 
indicators would be monitored and revised as appropriate and that would be 
monitored through the Performance Committee.  The Organisational Development 
elements would be monitored through the Quality Committee. 
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Resolution  
The Chair requested that the Workforce Strategy be Approved.  Motion Proposed 
by Tim Peachy and Seconded by Darren Cattell. The motion was carried 
unanimously, with no abstentions. 
 

18/T/127 RECRUITMENT & RETENTION STRATEGY 
 The Recruitment & Retention Strategy is a sub-section of the Workforce Strategy 

and is here for approval. 
 
Resolution  
The Chair requested that the Recruitment & Retention Strategy be Approved.  
Motion Proposed by Tim Peachey and Seconded by Darren Cattell.  The motion 
was carried unanimously, with no abstentions. 
 

18/T/128 RISK MANAGEMENT STRATEGY 2018-2021 
 The Director of Quality Governance confirmed that the report had been seen by 

the Assurance, Risk & Compliance Committee and was here for formal approval.   
 
The Committee were supportive and would receive the dashboard, with future 
milestones being agreed by the Committee in due course.  Anne Stoneham, Chair 
of Assurance, Risk & Compliance Committee advised that the Committee had 
reviewed the matters to date and would continue to seek assurance that the 
milestones are achieved. 
 
Resolution  
The Chair requested that the Risk Management Strategy be Approved.  Motion 
Proposed by Anne Stoneham and Seconded by Maggie Oldham.  The motion was 
carried unanimously, with no abstentions. 
 

18/T/129 LOCAL CARE BOARD UPDATE 
 The Chair advised that the report contained information about the activities and 

engagement of the Local Care Board and should support the Trust’s assurance 
and internal programmes.  He confirmed that the report had been to the Trust 
Leadership Committee and also the Operational Delivery Group (ODG) which 
reports to the Local Care Board. 
 
The Director of Finance, Estates and IM&T introduced the report highlighting that 
he would be focusing on the Programme Report and also the Vision of the Local 
Care Board. 
 
He advised that the Programme was currently self-rated as ‘Red’ due to some 
programmes being behind schedule but confirmed that actions were in place to 
rectify this position.  He provided an overview of the actions which the Trust 
contributed to through the working groups of the ODG. 
 
The Board discussed the report and Sara Weech, Associate Non-Executive 
Director, highlighted that appeared to be a lack of correlation between the data 
shown in the report and the data presented by the Trust.  She suggested that it 
could be an area of discussion for a future seminar.  The Chief Executive advised 
that originally there had been 10 priorities for the Local Care Board which have 
been narrowed down to six priorities linked to the Integrated Improvement 
Framework 12 months ago.  She confirmed that a seminar had taken place on the 
Local Care Board where all the leads for the workstreams had presented.  She 
questioned if it was appropriate to repeat the seminar or to take assurance through 
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the report, and if the report is not providing this assurance, that it could be revised.  
The Director of Finance, Estates and IM&T commented that it was key to be able 
to read across the interdependencies through the report of the Local Care Plan 
initiatives and the Trust initiatives and ensure that common language is used 
throughout.   
 
The Improvement Director advised that he was pleased to see this report being 
presented to the Board, but highlighted that he would like to see the previous 
months ratings to show progression and would like to see what the overall risk 
impact on ‘Getting to Good’ would be as he believed there was significant risk for 
the Trust.  The Chief Executive agreed that this was important and would help to 
focus attention on areas of improvement which were not being reported.   
 
Anne Stoneham, Non-Executive Director, expressed concern that there was 
evidence of work not being undertaken, and she asked that clarity be provided on 
where within the system there were potential risks.  It was confirmed that this 
would be considered when the report was reviewed. 
 
The Chair commented that as Chair of the Trust and also as a sitting member of 
the Local Care Board it was clear that in both locations the Trust has critical 
responsibility to local residents for healthcare provided on the Island, and it was 
also clear the colleagues in the Local Care Board (IW CCG and IW Council) have 
gone to great pains to align the Local Care Plan with the Trust objectives. He 
highlighted that the report should draw out the key issues for the Trust and and 
how these can be achieved. 
 
Action 
The Local Care Board report to be discussed and revised to ensure that common 
language is used, that the initiatives of the Local Care Board and Trust are 
aligned, and risks identified. 

Action by: DFEI 
Resolution  
The Isle of Wight NHS Trust Board received the Local Care Board Update. 
 

PERFORMANCE  
18/T/130 QUALITY PERFORMANCE REPORT 
 The Director of Quality Governance presented the report which included updates 

on: 
• Serious Incidents & Inquests 
• The Adult Inpatient Survey undertaken in August 2017 
• Quality Summit 
• Mandatory Training improvements in compliance 

 
The Medical Director highlighted that the Inpatient Survey had shown the 
importance of ensuring information provided for patients was available and of 
suitable quality.  He queried some of the data shown in the report and the Director 
of Quality Governance advised that this had been highlighted by the CQC to 
Quality Health who prepared the survey and they were aware of this. 
 
The Improvement Director queried when the Board would see a report on when 
the eight pillars of the Quality Strategy are starting to deliver against targets.  The 
Director of Quality Governance confirmed that Dementia Care and End of Life 
Care had been seen at the Patient Experience Sub Committee earlier in the month 
and an update had been provided to the Quality Committee, and at Seminar earlier 
in the day there had been a presentation on End of Life Care.  Targets have been 
set and the right data is being collected for the first quarter to ensure the right 
indicators are in place.  Work has started to be implemented at Divisional level and 
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this will feed into their priorities.   
 
Tim Peachey, Chair of Quality Committee, advised that the Committee received 
assurance that there is an improving trajectory in the Clinical Effectiveness and 
Patient Experience domains which is encouraging.  There is still limited assurance 
on the Patient Safety domain but work is moving in the right direction.  The first 
version of the Quality Dashboard was received which provided the performance 
information and, whilst there was still development work to be undertaken, it was 
an encouraging first report.  He did stress that the report did not include 
information on the 10 week plans which were in the early stages but that this 
information would be provided in future. 
 
The Chief Executive advised that following the Committee meetings yesterday 
there had been further discussion which recognised that there was data available 
but now requires smart analysis to identify where there are areas of risk. 
 
The Chair enquired if Tim Peachey felt there was anything the Board needed to be 
made aware of in relation to Serious Incidents or Inquests.  Tim Peachey, advised 
that the cases are progressing well and there were no specific issues at this time 
to report.  He advised that the Quality Committee had requested a deep dive into 
deteriorating patients which would be reported to a future meeting. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Quality Performance Report. 
 

18/T/131 NATIONAL REPORT UNDER PRESSURE: SAFELY MANAGING INCREASED 
DEMAND IN EMERGENCY DEPARTMENTS 

 The Chair advised that following the Quality Committee on 4 July, it had been 
agreed to withdraw this paper from the Board meeting for further development in 
light of developing national guidance.  
 

18/T/132 SAFE STAFFING MONTHLY REPORT 
 The Interim Deputy Director of Nursing presented the report which provides an 

overview of staffing levels; agency and bank fill rates, and the work being 
undertaken for improved rostering practice using the Carter KPIs.  She confirmed 
that there was now increased oversight on e-rostering to enable the management 
of the workforce to deliver safe staffing.   
 
She advised that the Care Hours Per Patient Day (CHAPPD) data would be 
published in September on My NHS Choices website, covering the acuity and 
dependency data against the nursing numbers. 
 
The Interim Deputy Director of Nursing advised that the Trust had been successful 
in its bid for support from  Wessex Health Education for the Associate Nurse 
Programme.  The Chief Executive stressed that the Associate Nurse Programme 
was something to celebrate as Wessex Health England had written to say that it 
was the best bid that they had seen, thanks were noted for the bid team.   
 
The Director of Finance, Estates and IM&T highlighted that in the executive 
summary there is mention of a number of ward areas having Red or Amber ratings 
as well as Green and Purple1, and queried whether there was enough focus on 
moving staff around to balance the safe staffing across all of the wards - did this 
mean that money is being spent in particular areas which could be spent in a 
different way?  The Interim Deputy Director of Nursing advised that staffing levels 
are assessed on a daily basis to ensure that money is being spent appropriately.  

                                            
1 Over establishment level 
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She stressed the need to bring the vacancy factor down so that it could be 
ensured that there were no gaps.  The Chief Executive stated that it was right for 
the Board to be concerned about how areas could go into Purple rating and what 
were the reasons.  The Interim Deputy Director of Nursing advised that there were 
a number of reasons why this happens and gave examples such as building work 
taking place and 1 to 1 care for patients who required enhanced supervision.  The 
Chief Executive advised that it would be beneficial if future reports could include 
additional narrative on this area to provide assurance that spending was 
appropriate. 
 
Caroline Spicer, Non-Executive Director, commented that it would be helpful to 
show sustainability and trends so that this could provide assurance on progress.  
This was supported by Anne Stoneham, Non-Executive Director, who 
acknowledged that more information was being provided but that this now needed 
to be analysed to show trends across time so that this could inform decisions 
based on the underlying data. 
 
The Chair noted that the report mentioned 24 new nurses joining the Trust, and 
could not recall celebrating that high a number of recruits before The Interim 
Deputy Director of Nursing advised that had been pro-active recruiting including 
visits to London and a visit to the Island from potential staff to promote it as a place 
to work.  The Chief Executive noted the value of testimonials from staff on what a 
great place it is to work, and reported that past staff are starting to return. 
 
Action:  
Additional narrative to be included within future Safe Staffing reporting to highlight 
reasons for areas of over establishment and additional spend.  Also to include 
sustainability, trend data, and staff movements.  In addition, the dashboard to be 
update to reflect this information 

Action by: IDDN/DQG/DHROD/DFEI  
Resolution 
The Isle of Wight NHS Trust Board received the Safe Staffing Monthly Report. 
 

18/T/133 WORKFORCE & ORGANISATIONAL DEVELOPMENT PERFORMANCE 
REPORT 

 The Director of Human Resources & Organisational Development presented the 
report which had been reviewed in detail at the Performance Committee.  She 
advised that the total whole time equivalent staffing remains under the budgeted 
establishment and whilst agency spend has reduced in month we remain over 
budget on costs.  The Trust continues to exceed the NHSI agency cost ceiling.  
She noted that there had been a reduction in sickness absence during the month 
but stressed that it was too early to confirm a trend as it was showing a similar 
trajectory to previous years.   
 
The Chief Executive highlighted the booklet prepared by our staff for the 
recruitment fair which included staff stories.  She confirmed a further print run 
would be undertaken and commended the staff for an excellent booklet. 
 
The Improvement Director queried if the report would be recrafted to reflect the 
Workforce Strategy.  The Director of Human Resources & Organisational 
Development confirmed that this had been discussed at the Performance 
Committee and confirmed that this would be undertaken for future reports. 
 
Charles Rogers, Chair of the Performance Committee, advised that the Committee 
heard that recruitment progress was moving in the right direction, mandatory 
training remains at 80% but there was a real positivity about the initiatives being 
implemented.  He stressed the one key outstanding action was the triangulation 
between activity, finance and workforce. 
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The Chief Executive commented that it was right and proper that the Trust is 
energised about things that have improved but as the Board is critically aware that 
this is not as yet translating into the run rate.  She asked the Directors to review 
their areas of responsibility to ensure that they are all performing appropriately. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Workforce & Organisational 
Development Performance Report. 
 

18/T/134 FINANCIAL PERFORMANCE REPORT 
 The Director of Finance, Estates and IM&T presented the report which had been 

discussed at the Performance Committee.  He noted that performance was 
improving but this was yet to be seen in the run rate.  He advised that it was 
important to gain control of the temporary spends and to convert to permanent 
staff.  He confirmed that the month had delivered a higher deficit than planned; this 
was due to the cost improvement programme (CIP) being behind plan, Compton 
Ward remaining open and emerging urgent care financial pressure within the 
system and he confirmed the focus would be on these areas.  He assured the 
Board that if we can get these areas back on plan then the overspend in the first 
few months was recoverable but cautioned that this did not occur then there would 
be further challenges over the coming months. 
 
Anne Stoneham, Non-Executive Director, queried who would be responsible for 
driving through these measures within the various parts of the organisation and 
where the lines of accountability are.  The Director of Finance, Estates and IM&T 
confirmed that budgetary responsibility sat with the Directors and that a 
presentation was available to the Non-Executive Director on the lines of 
accountability within the CIP programme. 
 
The Chief Executive advised that during the Seminar session NHSI had 
acknowledged that they had witnessed a step change in the senior team who are 
now discussing financial matters at a more detailed level. The Director of Acute 
Services confirmed that a clear structure for financial monitoring and clear 
accountability within the Division was being implemented and would be monitored 
monthly through the Acute Divisional Board. 
 
Charles Rogers, as Chair of the Performance Committee informed the Board that 
the Committee was not assured at this stage that the Trust will meet it plans and 
noted there are a number of operational pressures which together with the CIP 
under delivery and the winter bed capacity to be taken into consideration. 
 
Tim Peachey, Non-Executive Director, requested more information regarding the 
non-pay element of the report.  The Director of Finance, Estates and IM&T advised 
that these were internal financial adjustments which corrected errors in coding. 
 
The Chief Executive advised that the Board was aware of the revised deficit 
position of £17.1m for 2018/19 but the submission of the Operating Plan and the 
phasing of the run rate mean that the figures for month 3 will change.   
 
The Chair summarised that the Performance Committee was not assured based 
on the first two months figures.  The NHSI team presenting at Board Seminar had 
emphasised the importance of execution of the plans and he asked that the 
Directors indicate in future reports the position moving from planning to delivery, 
any obstacles, and any assistance the Board can provide. 
 
Action 
The presentation on CIP programme which includes the lines of accountability to 
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be made available to the Non-Executive Directors and that within the reporting 
structure that accountability is highlighted. 

Action by:  DFEI 
Resolution 
The Isle of Wight NHS Trust Board received the Financial Performance Report. 

 
 INTEGRATED PERFORMANCE REPORTS: 
18/T/135 ACUTE SERVICES 
 The Director of Acute Services presented the new report which covered the Acute 

Services and advised that the Emergency Care 4 hours Standard  was at 88% 
against a target of 90% by September.  She stressed that month 2 had been a 
good month but that the area was experiencing pressures which will be reflected I 
the month 3 figures.   
The Director of Clinical Improvement outlined the escalation pressures for 
Ambulatory care and confirmed that they were on trajectory to deliver the targets.  
He confirmed that there would be an escalation protocol in place within the month 
and provided an overview of what this would include.   
 
The Director of Acute Services advised that in relation to the Cancer Urgent 
Referral to Treatment under 62 Days Standard, the trajectory for May was 68.1% 
but unfortunately the performance was at 64.8%.  She confirmed support was in 
place to help the team work closer with the tertiary partners.   
 
She advised that in relation to the financial position the key hot spots currently 
were Compton Ward and Emergency Departments and confirmed that a budgetary 
review of these areas would be undertaken. 
 
The Chief Executive asked for further information on the heat wave issue that it 
had been brought to her attention the country has seen a decline in its Emergency 
Department standards.  She advised that the media would be asked to stress the 
need for the public to look after themselves during the heat wave.  The Director of 
Clinical Improvement advised that causality between heat and the translation into 
hospital attendance is not clear.   
 
Resolution 
The Isle of Wight NHS Trust Board received the Acute Services Performance 
Report. 
 

18/T/136 AMBULANCE SERVICES & PATIENT TRANSPORT SERVICES 
 The Board Advisor for Ambulance Services presented the report and advised that 

the Performance Committee had also received a presentation on the new 
ambulance response standards. 
 
He advised that a date had now been confirmed for  the replacement of the 
Computer Aided Despatch (CAD) system which would support delivery of services 
and monitoring, and provided  an update on improvements for the following: 

• NHS111 Service 
• Ambulance Response on Scene - Category 1 
• Ambulance Response on Scene – Category 2/3 

The Chief Executive acknowledged the improvements in the indicators particularly 
against an increase number of calls.  She noted that the team are facing 
challenges with sickness yet are still striving to improve and she requested that the 
Boards thanks be conveyed to staff. 
 
Charles Rogers, as Chair of the Performance Committee, confirmed that 
Committee had received a detailed presentation on Ambulance Services and that 
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the Committee acknowledged the work which is being undertaken to address the 
CAD issues.   
 
Resolution 
The Isle of Wight NHS Trust Board received the Ambulance Services & Patient 
Transport Services Performance Report. 
 

18/T/137 COMMUNITY SERVICES 
 The Director of Community Services presented the new report which covered 

Community Services and advised that the team are in the early stages of 
developing their dashboards.   
 
Charles Rogers, as Chair of the Performance Committee, highlighted that there 
was a great deal of information being presented to the Committee however there is 
not yet full oversight of the good work taking place. 
 
Sara Weech, Associate Non-Executive Director, requested that a timescale be set 
for when this information would be made available.    
 
The Chair noted that during his visits to Community Services he has been struck 
by the hard work of the teams but also by the very real challenges such as the 
impact of not having the right equipment.  He provided an example of the use of 
equipment in the community shared at the recent Wessex Academic Health 
Sciences Network event which has had a significant reduction in attendances and 
the potential for the Trust to develop this area further. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Community Services Performance 
Report. 
  

18/T/138 MENTAL HEALTH & LEARNING DISABILITIES SERVICES 
 The Director of Mental Health & Learning Disabilities Services presented the new 

report and advised that the team are in the early stages of developing their 
dashboards and governance systems.  The teams are working on appropriate 
indicators and clinician engagement is starting to enable effective data to be 
produced.   
 
She confirmed that financially the biggest risk was around workforce and the high 
use of agency staff.  She advised that there has been success in recruiting a 
number of staff which has reduced agency costs.  She highlighted that within the 
services there were very fragmented pathways of care which operate with very 
small teams that have limited resilience or ability to work across teams.  The 
transformation process is being used to simplify the pathways to ensure the staff 
have the skills to work in a more flexible way which will improve resilience and 
have a positive effect on costs. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Mental Health & Learning 
Disabilities Services Performance Report. 
 

COMMITTEE ASSURANCE AND GOVERNANCE 
18/T/139 BOARD ASSURANCE FRAMEWORK (BAF) 
 The Director of Quality Governance reported that the Quality Committee discussed 

the report and there have been a number of amendments following the meeting 
which she outlined.  She confirmed that the Quality Committee agreed the risks 
and the risk ratings assigned to them.  She advised that while the refreshed 
document had not been reviewed by the Assurance, Risk and Compliance 
Committee the only risk which reported into that forum had remained unchanged. 
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Discussion took place as to the inclusion of the risk relating to Information 
governance as a specific section within the BAF. While it was acknowledged that 
this was an important area an operational risk such as this would not typically be 
included within a BAF; it was therefore for the Board to decide if this should be 
included as a standalone item or captured within overarching regulatory 
compliance.  
 
The Board Secretary advised that the report had been discussed at the 
Performance Committee and that a number of amendments had been requested.   

• The consistency of language and terminology would be addressed across 
the BAF. 

• Strategic Objective 2 - Risk: Expenditure incurred exceeds income by 
greater than agreed control total.  The Risk Appetite level would be 
amended to Cautious.   

• Strategic Objective 5 – Risk: Failure to drive cultural change.  The 
Performance Committee felt that this should be split out as separate to the 
future strategy of the health services, and that cultural change should be 
captured as its own strategic objective. 

 
Tim Peachey, Chair of the Quality Committee, advised that there were very minor 
drafting issues but otherwise the Committee was happy to recommend that the 
Board approve the BAF.  
 
Charles Rogers, Chair of the Performance Committee advised that this should be 
viewed as an open document which would be updated as appropriate. 
 
The Chair queried if the Board wanted to approve the BAF in its current quarter 1 
format and that any reviews would be presented at the end of quarter 2, or did the 
Board want to make the amendments proposed by the Committees. 
 
The Director of Quality Governance advised that it is good governance to formally 
approve the BAF at quarter 1 and that the amendments are agreed to be made.  
Anne Stoneham, Non-Executive Director, advised that it was appropriate to 
remove the operational risk from the BAF as it would be included within the 
corporate risk register.  She noted that there was a strategic risk within the BAF 
already.   
 
Resolution 
The Chair requested that the Board Assurance Framework as at Quarter 1 be 
Approved and that the recommended amendments be made for the Quarter 2 
report.  Motion Proposed by Darren Cattell and Seconded by Charles Rogers.  The 
motion was carried unanimously. 
 

 COMMITTEE REPORTS: 
18/T/140 QUALITY COMMITTEE 
 Tim Peachey, Chair of the Quality Committee, advised that following the meeting 

on 4 July 2018, there were no other items to be raised in addition to the items 
mentioned elsewhere in the meeting.  
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Report from the Quality 
Committee. 
 

18/T/141 PERFORMANCE COMMITTEE 
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Charles Rogers, Chair of the Performance Committee, advised that following the 
meeting on 4 July 2018, in addition to the items mentioned elsewhere in the 
meeting there was further one other item to note: 
 
ICT – The Committee had received an update on the work progressing with 
integrated systems and interoperability and were assured that progress was being 
made. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Report from the 
Performance Committee. 
 

CLOSING MATTERS 
18/T/142 ISSUES TO BE COVERED IN PRIVATE 
 The Chair advised that the following items would be covered in a private meeting 

of the Board: 
 

• Presentation by Keith Dewar, Prince Edward Island Canada (PEI) 
• Workforce Report & Employee Relations – Supplementary Appendices 
• Quality Report - Supplementary Appendices 
 

18/T/143 QUESTIONS FROM THE PUBLIC 
 None received 

 
18/T/144 ANY OTHER BUSINESS 
 There was no other business 

 
 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 02 August 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 3:35 pm 
 
Signed………………………………….Chair - Vaughan Thomas 
 
Date:……………………………………. 
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ISLE OF WIGHT TRUST BOARD January 2018 - December 2018
ROLLING SCHEDULE OF ACTIONS TAKEN FROM THE MINUTES

KEY TO RAG STATUS 
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

01-Mar-18 18/T/036 TB/323 All Staffing Levels in Safe 
Staffing report

The Director of Nursing & Interim Medical 
Director to review the report to show all staffing 
levels across all business units and to include 
nursing, clinical and allied health professionals.

Barbara Stuttle
Alistair 

Flowerdew

24/04/18 - Information to be obtained from HR and incorporated within future 
reports from Quarter 2.  Nursing Review done and the Medicine and Allied 
Health Professionals will be undertaken over next 2 months.
27/06/18 -  All Nursing reviews now complete except MAU and Emergency 
Department.
25/07/18 - Updates on areas not currently covered will be included within the 6 
monthly safer staffing review scheduled for September.

05-Jul-18 06-Sep-18 Action 
Progressing

Board in 
Public

05-Apr-18 18/T/069 TB/337 Access to Specialist 
Treatment by Island Residents

A review of the data covering referrals for off 
island treatment to be undertaken in 
conjunction with the Local Care Board and the 
CCG

Alistair 
Flowerdew

27/06/18 - Process is ongoing at present - verbal progress update to be 
provide

05-Jul-18 02-Aug-18 Action 
Progressing

Board in 
Public

03-May-18 18/T/080 TB/338 Nursing & Midwifery Six 
Monthly Staffing Review

Outstanding queries relating to the Nursing &
Midwifery Six Monthly Staffing Review to be
addressed and presented to the Executive
Management team for discussion prior to
returning to the Board for approval.

Barbara Stuttle 30/05/18 - Review is taking place and the revised paper will be submitted 
through the governance process.
27/06/18 - Report coming to Trust Board in September 2018 post acuity and 
dependency studies July/August

05-Jul-18 06-Sep-18 Action 
Progressing

Board in 
Public

05-Jul-18 18/T/129 TB/340 Future Local Care Board 
Reporting 

The Local Care Board report to be discussed 
and revised to ensure that common language is 
used, that the initiatives of the Local Care 
Board and Trust are aligned, and risks 
identified.

Darren Cattell 25/07/18 - Report has been amended to include areas of Trust interest. 02-Aug-18 02-Aug-18 Action 
complete

25-Jul-18

Board in 
Public

05-Jul-18 18/T/132 TB/341 Additional Information required 
for Safe Staffing Reports

Additional narrative to be included within future 
Safe Staffing reporting to highlight reasons for 
areas of over establishment and additional 
spend.  Also to include sustainability, trend 
data, and staff movements.  In addition, the 
dashboard to be update to reflect this 
information.

Barbara Stuttle
Suzanne 
Rostron

Julie 
Pennycook

Darren Cattell

24/07/18 - Work is progressing in conjunction with the Finance team with 
updates being included in future reports

06-Sep-18 06-Sep-18 Action 
Progressing

Board in 
Public

05-Jul-18 18/T/134 TB/342 CIP Programme Lines of 
Accountability

The presentation on CIP programme which
includes the lines of accountability to be made
available to the Non-Executive Directors and
that within the reporting structure that
accountability is highlighted.

Darren Cattell 02-Aug-18 02-Aug-18 Action 
Progressing
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Agenda Item No 6 Meeting Trust Board in Public Meeting Date 2nd August 2018 

Title Chief Executive Officer’s Report - 29th June 2018 to 23rd July 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 Well Led 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 29th June 2018 to 23rd July 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: 

• Heatwave Weather 
• Increased Pressure on Services 
• Complaints Meetings 
• Autism Assessment and Diagnosis Service 
• Wessex Health Innovation Forum 
• Culture and Leadership 
• Dementia Awareness Conference 
• NHS70 Celebrations 
• ‘Love your bones’ tour visits St Mary’s  
• Blood in your pee? Get it checked  
• IW / UK Pride and saying thank you to the Pride team 
• 'A Kenyan Experience' at Full Circle Exhibition  
• NHS Providers briefings and reports 
• Governance - Trust Leadership Committee 

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

Enc C 
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Chief Executive’s Report for the period to 29th June 2018 to 23rd July 2018 
My report this month covers a range of issues between 29th June 2018 to 23rd July 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. 

Heatwave Weather 

During July the Met Office issued two (2nd and 23rd July) Level 3 heatwave alerts.   The Trust takes 
measures in accordance with the Heatwave Plan for England during periods of sustained hot weather to 
ensure that patients are cared for and supported appropriately and the public are alerted to the measures 
that can be taken to keep cool and safe.  This is important because we see an increase in attendances at 
the Emergency Department during spells of good weather.   More advice can be found on the NHS 
Choices website.  

Increased Pressure on Services 

Following an upsurge in visitors to the Island requiring healthcare the Trust along with the IW CCG wrote 
to hotels, B&Bs, campsites and tourist destinations setting out the advice and options for visitors to 
receive healthcare.   The key messages in the letter are: 

• if visitors have a healthcare need then either calling the Island based 111 (Freephone 24/7) 
service for telephone advice or visiting one of the many pharmacies on the Island to speak to a 
highly qualified pharmacist will save the trouble of travelling into St. Mary’s Hospital and the 
possibility of a long wait; 

• the network of GP surgeries on the Island have arrangements in place to accept visitors as 
‘temporary residents’ and deal with any health issues in the same way as they would a permanent 
resident. Many GP practices now have longer opening hours including weekends; and 

• details of all services on the Island, including pharmacies and GP practices and helpful advice 
about healthcare can be found on the NHS Choices website at www.nhs.uk.  Visitors to the Island 
may also find the Isle Help ‘Isle Find It’ website at https://islefindit.org.uk/  useful for finding 
services. 

We’re grateful to Visit Isle of Wight and the Isle of Wight Chamber of Commerce for their support in 
circulating the letter. 

Complaints Meetings 

Over the past weeks I have met with several families who have had reason to bring to my attention that 
the care they or their loved ones received fell short of the standard we aspire to.  I also attended a 
Coroner’s Inquest on 22nd June. The main theme that emerges is Communication.  This is multi factorial 
and includes verbal communication, covering just about every aspect of how we communicate, from how 
often we update patients and their families, to how we speak to people in general; also non-verbal 
communication with feedback including poor body language.  It also includes how we communicate in the 
written or digital records we hold on patients, and how well we manage discharge summaries and out-
patient appointments. 

A great deal of energy is going into improving how we respond to complaints.  The meetings I have with 
those who have complaints and concerns are difficult but incredibly useful for me to ensure that I fully 
understand the difficulties we have created as an organisation and as individual members of staff for 
some patients and their families. All I ask of staff is that they do their job to the very best of their abilities, 
escalating either in person to managers or via our incident reporting system when things go wrong.  
Without wishing to negate the importance of what I have said above the fact remains that we receive 
many more compliments and thank you letters than complaints. 

Autism Assessment and Diagnosis Service 

We are currently trying to build a new Autism Assessment and Diagnosis Service for the Island.  It is very 
unfortunate that the previous provider of this service withdrew at short notice last year leaving a backlog of 
cases.   Isle of Wight Clinical Commissioning Group (CCG) sought alternatives and asked the Trust to 
explore the feasibility of running an Island based service. We have been working with the CCG and others 
to try to find a solution for this group of patients. 

https://www.gov.uk/government/publications/heatwave-plan-for-england
https://l.facebook.com/l.php?u=https%3A%2F%2Fwww.nhs.uk%2Flive-well%2Fhealthy-body%2Fheatwave-how-to-cope-in-hot-weather%2F&h=AT1tINFir1YiKyQ5rqO3hWbOtZj33pzYuGkWGWVT5dpj2jjbBg07nVzUEbifb2-6ykDxNun5cP8OHZ_aGDRp_zZLX1z0pBbH50f1WWtbfoN2VAMixS0qg_xU4uanzBcBjdrmjYFlE-1QI9KLVzkHRA
https://l.facebook.com/l.php?u=https%3A%2F%2Fwww.nhs.uk%2Flive-well%2Fhealthy-body%2Fheatwave-how-to-cope-in-hot-weather%2F&h=AT1tINFir1YiKyQ5rqO3hWbOtZj33pzYuGkWGWVT5dpj2jjbBg07nVzUEbifb2-6ykDxNun5cP8OHZ_aGDRp_zZLX1z0pBbH50f1WWtbfoN2VAMixS0qg_xU4uanzBcBjdrmjYFlE-1QI9KLVzkHRA
http://www.nhs.uk/
https://islefindit.org.uk/
https://www.visitisleofwight.co.uk/
https://www.iwchamber.co.uk/
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In trying to build a new autism diagnosis service for the Island we have had to ‘start from scratch’ in 
challenging circumstances where there is a national shortage of qualified staff and in some areas of the 
country long waits for assessments1. We are fortunate in having been able to recruit Professor Jeremy 
Turk, Consultant Child & Adolescent Psychiatrist and Professor of Developmental Psychiatry to lead an 
Island based service. Professor Turk started work on the Island on Monday 16th July and has started to 
review and prioritise referrals. 

I have great sympathy for all the families who have struggled since the withdrawal of the previous service 
provider but constructing a new service which will deliver the quality of service that everyone wants is not 
something we can do quickly.  

Wessex Health Innovation Forum 

I was pleased to host a visit from 3rd to 6th July by Keith Dewar, CEO of 
the Healthcare system on Prince Edward Island, (PEI), Canada.  The PEI 
health system faces challenges both familiar to the wider NHS and 
challenges particular to the island.    In an open invite Innovation Forum 
organised with the help of Wessex Academic Health Science Network 
and held on 4th July, Keith shared his hindsight of what worked, and what 
didn’t, over the past 15 years.   Keith also visited acute, community, 
hospital and mental health services whilst he was with us. 

Culture and Leadership 

I was pleased to be able to attend the first steering group meeting for our Culture and Leadership Project. 
 This is a vitally important part of our ‘Getting to Good’ journey.  Ensuring that we have the best possible 
leadership across the Trust who are trained and focused on the key Trust objectives and that we create 
an open and facilitating  culture which enables staff to maximise their efforts and potential are essential to 
our future success. 

I was also pleased to see that our conference held on 20th 
July about Safety Culture and Human Factors organised by 
Mr Steve Parker with Wessex Academic Health Science 
Network and the Wessex Patient Safety Collaborative was 
such a success.  The focus of the day, attended by 60 staff, 
was our recognition and response to deteriorating patients. 
 This is a key area where culture in the Trust needs to 
change and it was good to see Steve leading on this issue 
which was identified by the CQC as key area requiring 
improvement.  

Dementia Awareness Conference 

I was pleased to be able to attend the IW Dementia Awareness Conference on 17th July.  Speakers 
included Professor Viv Bennett Director, Nursing at Public Health England (PHE) and Department of 
Health; Natasha Wilson from Age UK Sheffield; Professor Marion Lynch, a nurse and Deputy Medical 
Director within NHS England South East and Dementia Care Consultant Dr Gemma Jones.  
Congratulations to the Island’s Maggie Bennett and colleagues for an excellent day designed to raise 
standards of dementia care on the Island. 
NHS70 Celebrations on the Isle of Wight  
No one can have failed to have missed the fact that the NHS turned 70 on 5th July. 
All of us who have the privilege of working in the NHS must surely feel proud of 
the NHS and all the many employees across the country who, together, make 
such a difference to all our lives.  Not one person in the country has not or will not 
need our services.  I want to say a big thank you to all our staff where ever they 
are and whatever they do for their contribution.   The events on the Island have 
included: 

• Folk Hospital on Friday 29th June with local songstress Angelina 
Grimshaw performing in the Full Circle Restaurant at St. Mary’s. 

                                            
1 National Autistic Society, 18th July 2018, https://www.autism.org.uk/get-involved/media-centre/news/2018-07-
18-autism-diagnosis-postcode-lottery-exposed.aspx  

Keith Dewar (right) visiting 
the Integrated Care Hub 

Participants at the  
Safety Culture & Human Factors conference. 

https://www.princeedwardisland.ca/en/topic/health
https://www.autism.org.uk/get-involved/media-centre/news/2018-07-18-autism-diagnosis-postcode-lottery-exposed.aspx
https://www.autism.org.uk/get-involved/media-centre/news/2018-07-18-autism-diagnosis-postcode-lottery-exposed.aspx
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Summer Fete: Ambulance 
(top) & Podiatry (above) 

• A Summer Fete on Sunday 1st July at St. Mary’s, the first in over 20 
years.   There were many stalls including the Ambulance Services 
special 999 vehicles, a visit by Star Wars characters and live 
broadcast by Sunshine Hospital Radio. 

• Past, Present, Future NHS on Wednesday 4th July at the Riverside 
Centre in Newport organised with the support of UNISON.   This 

celebratory event in three parts looked in the morning at NHS and 
Island Health Care history (you can now see some of the material 
on display in the main hospital corridor); in the afternoon at what 
services are available within the community, volunteering 
sector and hospital to help discharge to home after an episode in 
hospital and be treated at home or within the community; and in the 

evening a celebration for all NHS staff and those who support the 
NHS with celebration cake, bar and band.  We received a lovely 
Birthday Card from the Island ‘Save our NHS’ campaign signed by 
many Islanders and this is now on display in the Full Circle Restaurant. 

• The Big 7Tea on Thursday 5th July saw some 2,800 individual cakes 
distributed across the Island’s NHS sites and staff were encouraged to 
hold tea parties to celebrate.    

• The 5th July also saw 
o a performance by the 1950s/60s Island 

rockabilly group the Tea and Biscuit Boys in the 
Full Circle Restaurant at St. Mary’s.    

o Ryde Town Cryer Steve King walked the hospital 
site calling out the good news 

o Island magician Huxley did table magic. 
o The NHS Birthday Card competition for primary 

schools was judged. 
• NHS70 supplement in the Isle of Wight County Press on 6th 

July. 
• The celebrations continued on Saturday 7th July with: 

o Careers Event at St. Mary’s Hospital supported 
by Trust staff and ‘Medical Mavericks’. 

o Celebratory ringing by all 15 Bell Towers on the 
Island.   I was pleased to be able to visit the Bell 
Tower at Sts. Mary and Rhadegund, Whitwell to 
present them with their certificates of participation. 

• The celebrations were rounded off with the Trust annual 
Summer Ball on Friday 13th July.      

Four further events are in the pipeline: 

• Folk Hospital with Charlie Dore (‘Pilot of the Airwaves’) and 
Julian Littman (Steel Eye Span) on Friday 10th August at 
12:30 in the Full Circle Restaurant.  

• Heritage Open Day on Saturday 15th September at St. Mary’s Hospital. 
• Participation in Isle of Wight Day on 22nd September. 
• Multi-faith service of celebration – due to a combination of the heatwave weather and many 

other events taking place this was postponed.  The service has been rescheduled for Wednesday 
26th September at All Saints Church, Ryde and you can register to attend at https://bit.ly/2Oghczs 
or e-mail NHS70@iow.nhs.uk  or telephone 01983-822099 ext. 5703. 

 
 
 
 

Big 7Tea: wrapping 
cakes 

Tea & Biscuit 
Boys 

Town Crier Steve 
 

Bell ringers at Niton 

https://bit.ly/2Oghczs
mailto:NHS70@iow.nhs.uk
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‘Love your bones’ tour visits St Mary’s  

The ‘Love your Bones’ tour bus visited St. Mary’s on 19th July to 
raise awareness of bone health and osteoporosis.    
Osteoporosis remains an inconsistently recognised and treated 
condition, with potentially awful consequences for the person 
who has it.   There is a lot people can do to improve their bone 
health, some people need treatment which their GP can help 
them with and for those patients who need further specialist 
management we have a service based here at the trust to help 
investigate and offer treatment advice. 

Blood in your pee? Get it checked  

The Trust is supporting the national ‘Blood in Pee’ campaign which runs from 19th July to 23rd September. 
 This encourages everyone to look before they flush and visit their GP, without delay, if they notice blood 
in their pee, even if it’s just the once.  The ‘Blood in Pee’ campaign is part of the wider ‘Be Clear on 
Cancer’ campaign to raise awareness that this can be an early symptom not only of bladder and kidney 
cancer but other cancers and conditions too. The campaign is aimed at men and women over the age of 
50.  On the Island around 250 urological cancers are diagnosed every year. 

IW / UK Pride 

As the pictures below demonstrate it was fantastic to see so many of our staff 
participating in the IW / UK PRIDE on Saturday 21st July.   This is the second year 
that PRIDE has been held on the Island so it was a real coup for the Island to win the 
right to host the national celebration as well.  Equality and diversity are such an 
important part of our values here at the Trust that it’s important that we take part in 
community events to send clear messages to Islanders and the wider world about 
our values and support for people who identify as LGBTQ. 

 

 

 

‘Love Your Bones’ bus on tour 

Trust participants before 
parade 

Ryde esplanade Queen’s Road, 
Ryde 



 Trust Board Cover Sheet Page | 6  
 

 

 

 

Saying thank you to the PRIDE team 

In advance of PRIDE we were pleased to entertain some of the organising 
committee to their favourite dishes prepared and served at Full Circle 
Restaurant as a thank you to members of Isle Of Wight Pride for their 
dedication and contribution in hosting UK Pride. 

 

'A Kenyan Experience' at Full Circle Exhibition 

Our exhibition space outside the Full Circle Restaurant has recently 
changed exhibitions and we’re pleased to welcome 'A Kenyan 
Experience' by Healthwatch IW Chair and photographer Chris Orchin.  
This is an inspirational collection of photographs taken by Chris whilst 
volunteering at the' Mission of Hope and Recovery' in the town of 
Nanyuki, Kenya where he was supporting the education, health and 
welfare of its youngest members. The exhibition runs until the end of 
September. 

NHS Provider Briefings and reports 

Over the last month NHS Providers, who represent almost all NHS Trusts and Foundation Trusts including 
Isle of Wight NHS Trust, provided briefings and reports on a range of topics as follows: 

18-07-18 Delivering the impossible 

12-07-18 Special Measures: Five years on 

10-07-18 Government reshuffle following Cabinet resignations 

09-07-18 The NHS funding settlement: Recovering lost ground 

04-07-18 CQC Beyond Barriers local system reviews report 

These briefings are available on the NHS Providers website at http://nhsproviders.org/resource-
library/briefings 

Governance - Trust Leadership Committee 

The Trust Leadership Committee (TLC) comprises Executive Directors and Clinical Business Unit 
representatives and meets monthly.   There are no items from the meeting held on 20th June 2018 to be 
reported to the Trust Board that are not already covered by agenda items. 
Maggie Oldham 
Chief Executive Officer 
23rd July 2018 

Nr. the end by Ryde Boating 
l k  

Before 
start. 

Meal for PRIDE 
team. 

Chris Orchin 

http://nhsproviders.org/resource-library/reports/delivering-the-impossible
http://nhsproviders.org/special-measures-five-years-on
http://nhsproviders.org/media/495439/nhs-providers-briefing-government-reshuffle-following-cabinet-resignations-july-2018.pdf
http://nhsproviders.org/the-nhs-funding-settlement-recovering-lost-ground
http://nhsproviders.org/resource-library/briefings/on-the-day-briefing-cqc-beyond-barriers-local-system-reviews-report
http://nhsproviders.org/resource-library/briefings
http://nhsproviders.org/resource-library/briefings
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Agenda Item No 7 Meeting Trust Board in Public Meeting 
Date 

2 August 2018 

Title Local Care Plan Report – June 2018 
Sponsoring Executive 
Director 

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

Author(s) Nicola Longson – Programme Director, Isle of Wight Local Care System 
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Purpose of the report 
Information only X Assurance X 
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Trust Board Approval is required  
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Executive Summary  
The key messages from Local Care Board meeting on 14 June 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. 
 
Following the Board discussion at the last meeting, work has started within the Local Care Board and 
partner organisations to ensure accountability and responsibility of all Local Care Plan initiatives is clear 
and embedded within relevant governance structures.  The outcome from this review will be presented to 
the Trust Board at a future meeting. 

 
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 D   
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• Receive assurance that, following the Board discussion at the last meeting, work has started  
within the Local Care Board and partner organisations to ensure accountability and responsibility 
of all Local Care Plan initiatives is clear and embedded within relevant governance structures.   
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APPENDIX A 
 
Key messages from Local Care Board 14 June 2018: 
 

• Local Care Board discussed and agreed to celebrate with teams the positive directional 
shift in performance across the system throughout the winter period, recognising that the 
system is more stable than previously experienced and in times of increased pressure 
able to improve performance faster than previously.  The Board wanted to express a big 
thank you to all staff involved for their support in these improvements.  The following key 
areas of focus have been identified as areas for further development going forward 
through Operational Delivery Group:- 

o Discharge to Assess Approach 
o IT 
o Workforce 
o System management culture 
o Evening & Weekend capacity 

 
• The Board considered the progress to date with the Place-Based Commissioning work 

underway, overseen by Gillian Baker.  The output of the workshop held on 8th June 
regarding levels of commissioning, from place based to ‘at scale’ commissioning was 
reviewed.  The working group also considered the Kings Fund ‘design principles’ that 
guide the development of place-based commissioning.  The Board agreed to support the 
general direction of travel for place based commissioning, including support for further 
exploration of a joint appointment of an 'Integrated Area Director of Commissioning' post 
across the CCG and Local Authority. 
 

• The group received a paper from IW Council regarding the hosting of the 
Communications and Engagement function on behalf of the Local Care System, 
specifically supporting the work of the Local Care Board and communications around the 
Local Care Plan.  The Board agreed that Helen Weller will lead on the co-ordination of 
communications activity, and agreed additional resource will be put in place to enable 
this to be fully functional. 
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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 

Headline Status (delivery of key milestones)   Red 

Initiative 
Milestone 

RAG Impact Update Headlines – key reason(s) for RAG status 

Acute Service 
Redesign Amber Not applicable for current scope 

Agreed ASR Engagement plan 2018/19 likely to  experience resourcing issues as no 
definitive interim arrangements for ASR Comms & Engagement support until new 
resources are recruited by IWC.  Milestones relating to analysis of McKinsey’s activity 
data are behind, potential specialist BI resource to support work is under 
consideration. 
 

Co-ordinated Access 
(name changing to 
Urgent & Emergency 
Care) 

Amber Impact KPI’s still in development 

Milestones for Enhanced Hub project continue to fall behind schedule – no modelling 
work yet underway. Re-designed Urgent Care Floor project experiencing similar delays 
with modelling work to be completed by CCG/Trust. 

Community Service 
Redesign Red Impact KPI’s still in development 

Programme experiencing significant delays in meeting milestone deadlines.  Mitigating 
actions are in place, such as development and implementation of 30/60/90 day plans 
to stabilise the Integrated Localities at pace, which include revised deadlines. Change 
request detailed in paper 3.2 reflecting revised plans/milestone dates. 
 

Mental Health 
Transformation Red Impact KPI’s still in development 

Challenge to previously agreed business cases (Shackleton & Woodlands) by external 
adviser (NHSI) requires pause and review prior to implementation – potential change 
in direction is impacting delivery of milestones.  
 

Transforming 
Learning Disabilities 
Care 

Amber 

Impact KPI’s in place and reporting, 
see page 13 for full details.  
 
LD Health Checks target 60% for 
17/18 exceeded, outturn figure was 
65%. 75% target set for 18/19. 

Delay in decision on how to manage Bluebell Meadow and deregistration is impacting 
milestones for independent/supported living. IW Council to update project team on 
date they will receive legal advice/make decision. Tenants to continue to be identified.  



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 – 

under review 

  
N/A for this group 

 

 Workplan drafted, 
requires re-set via July 

2018 Joint Seminar  

  
In draft 

 
N/A for this group 

 
System Workforce 
Group 
 

Group in place,  terms 
of reference agreed 

18/06/18 

 
TBC 

  
TBC   

  
TBC 

 
TBC   

 
One Public Estate 
Group  Group in place, revised 

terms of reference  
agreed March 2018 

Target date for first 
draft 29/06/18  TBC 

 
Target date for first draft 

29/06/18 
 

 TBC 

System Quality 
Group 

ToR for the Quality 
Group have been 

drafted and will go to 
inaugural meeting for 
sign off on 30/08/18 

  
 

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 - 
Group will not develop own 
Risk Register and will be 
reviewing key, high-level 
quality risks/issues from 
participating organisations 

N/A for this group - 
From the interdependency 
workshop quality elements  
were considered in the 
comms plans for each 
individual LCP initiative 

System Digital 
Group Group in place, revised 

terms of reference 
agreed February 2018  

Target date for first 
draft 03/07/18 

  
TBC   Target date for first draft 

03/07/18 TBC  

System 
Communications & 
Engagement Group 

 
TBC 

 
TBC 

  
TBC   

  
TBC 

 
TBC   

 

Enabling Groups – set up status   Red 

The LCP Enabling Groups are still developing the core elements for governance set up, areas of concern are lack of detailed workplans for all groups 
and whole set up for System Communications & Engagement Group – currently not meeting. 
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Programme Overall Status   Red 

 Key progress in reporting period 
  ! Risks/issues for escalation 

Acute Service Redesign 
• 15/05 – Solent Acute Alliance ODG & ASR Steering 

Group– change ToR to reflect merging of SAA ODG 
monthly meeting & ASR Steering Group. Locations 
rotating between Island & mainland 

• Project briefs and clinical leads agreed for 14 Workforce 
& Resilience projects 

• 24/05 – IW CCG Governing Body meeting – Paper 
written to provide ASR update 

• Extensive planning for the next phase of public 
engagement events in June 2018 

 
 
Co-ordinated Access 
• Integrated Urgent Care: Clinical Assessment Service  

(CAS ) work started; Software updates completed in 
preparation for 111 online to go live in July 

• Redesigned Urgent Care Floor: Work completed in 
preparation for Ambulatory and Emergency Care 
service going live 

• Enhanced Hub: Additional help desk / MASH 
advisors recruited and in post 1st June to support phase 
1 of Enhanced Hub 

 
 
Community Service Redesign 
• Acute frailty pathway roll-out progressing with referrals 

in to ILS 
• Integrated Locality leadership identified and workforce 

identified (Circ. 121 staff members)  
• Alliance governance developed and implemented 

Acute Service Redesign 
• ISSUE – lack of clinical leadership. Confirmation of arrangements for Steve  Parker, including 

funding, to be made ASAP. 
 
 
 
• ISSUE - Comms & Engagement support for agreed ASR Engagement plan 2018/19. Funding 

for a call-off contract with RoberstonFoster is urgently required  to bridge  engagement gap. 
 

 
 
 
 
Co-ordinated Access – no items identified for escalation 
 
Community Service Redesign 
• ISSUE – no resources available to provide team development + frailty training and awareness. 

Request  urgent discussion with System Workforce Group lead to prioritise localities team 
development support and frailty awareness and training.  

 
 
 
 
• ISSUE - Responsibility of scoping the 3.5% demand management cannot be the responsibility 

of CSR  group as it requires whole-system modelling. ODG decision required to confirm whole 
system responsibility requirements. 
 
 
 
 
 
 

• CHANGE REQUEST – please refer to paper 3.2 for details 
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ODG ACTION: NT to raise with MO for resolution and feedback to ODG with decision. 

ODG DECISION: Group agreed delegation to James Seward for resolution.  Funding 
update paper going  to LCB on 12/07/18 to include provisions for call-off contract with 
RobertsonFoster. 

ODG ACTION: ME to take request back to Workforce Group and respond directly to 
CT/NL/BS. 

ODG DECISION: The group agreed that responsibility of scoping the 3.5% demand 
management cannot be the sole responsibility of the CSR Task & Finish Group, but no 
agreement on where in system co-ordination of this work should sit, matter to be 
escalated to LCB via debate at next Joint Seminar on Finance (18/07/18). 

ODG DECISION: The milestone request presented to the group was agreed. 



 Key progress in reporting period 
  ! Risks/issues for escalation 

Mental Health Transformation 
• MH Blueprint wider stakeholder engagement continued. 

Transformation workshops and Mental Health awareness 
week open events held with positive public engagement.  

• All pathway (except Dementia and the final Eating 
Disorder Pathways) workshops held to gather data and 
feedback for the pathway re design  

• Gap analysis from the Community Mental Health Services 
(CMHS) workshop finalised  

• Workshop to cover Red, Amber and Green tiered model 
for Acute provision held on the 23rd May  

• Permanent Lead appointed for the MH Rehabilitation and 
Reablement project 

 
 
Transforming Learning Disabilities Care 
• During the strategy consultation it was highlighted that 

people with a learning disability felt unsafe when waiting 
at Newport Bus station.  Work underway with LDPG and 
Southern Vectis to make improvements 

• All actions to develop a diverse and quality assured market 
place in place and now managed as business as usual  

• Decision made for Brooklime landlord awaiting approval 
from Secretary of State  

• Mobilisation plans started for Supported and Independent 
Living -  Carisbrooke House moves identified for 5 of 8 
tenants 

• Second stakeholder workshop held on 10th May 2018 with 
relevant health and social care staff groups, mental health 
transformation approach (red amber green workshops) 
used for continuity.   

Mental Health Transformation – no items identified for escalation 
 
Transforming Learning Disabilities Care - no items identified for escalation 
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Date 
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Title NHSi Culture & Leadership Programme Update 
Sponsoring Executive 
Director 

Julie Pennycook, Director of HR & OD 

Author(s) Jacqui Skeel, Assistant Director of OD and Joint Programme Lead  
Leisa Gardiner, Trust Freedom To Speak Up Guardian and Joint 
Programme Lead 

Report previously 
considered by inc date 

Culture & Leadership Steering Group 11 July 2018 
Quality Committee 1 August 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 Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  

Following the CQC inspection in January 2017 and staff feedback the new Board have already taken 
action on a lot of the feedback including realignment of the Board and current Clinical Business Unit 
structures.  Much work has been done around anti-bullying and freedom to speak up.  All of this will be 
embedded into the Culture & Leadership programme which the organisation has enrolled in and was 
developed by NHS Improvement and The King’s Fund.  This in turn will provide a holistic approach to the 
development of the future Workforce and Organisational Development Strategy.  The programme was 
designed to last 1-2 years becoming business as usual during that time.   

Our over-arching aim is to create an organisation with good patient outcomes through an organisational 
culture where staff feel valued and would recommend the Trust as a place to work and to receive 
treatment. .  

There are 3 phases to the programme:   
• Discovery  
• Design  

Enc E   
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• Delivery.   

We are coming to the end of the 6 month discovery period and will commence the Design phase following 
analysis of the information and data we collate in September 2018.  Early indicators tell us that whilst 
there is still a lot of work to do predominantly around behaviours staff are reporting there are green shoots 
and have confidence in the new Board.  The output from the programme overall will be a leadership 
strategy and a plan of appropriate interventions.  

The intention of this Culture and Leadership report is that it will be submitted quarterly and be in the public 
domain. 
 

Key Recommendation 
The Board is recommended to: 

• Discuss progress to date and be assured on the work plan going forward. 
• For the Board to be fully engaged with the Culture & Leadership Programme at all stages.  
• For the Board members to act as ambassadors for the Culture & Leadership Programme. 
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NHSi Culture and Leadership Programme Update 

 
Purpose 
This report outlines activity and progress to date of the NHSi Culture and Leadership 
Programme and provides a summary of next steps. 
 
 
Background 
Following the CQC inspection in January 2017 and staff feedback the new Trust 
Board have already taken action: 

• Staff reporting that the Board were too removed – The Executive team moved 
to office space within the main hospital and staff have now fed back they feel 
the Execs are more visible. 

• Some divisions within the Organisation reported that they felt they did not 
have a  voice at Board – The Board has now restructured and there is a 
Director for each of the divisions (Acute, Mental Health & Learning 
Disabilities, Community and Ambulance). 

• Staff reported that the Clinical Business Units were misaligned – there has 
been a restructure to make care groups that align the services. 

• Concerns have been raised around staffing levels  - The Organisation now 
have a Recruitment and Retention Strategy and additional staff are being 
recruited each month, in increasing numbers. 

• Our Staff Survey and CQC reported that the Organisation had a culture of 
bullying behaviours – We embarked on a piece of work at the beginning of 
2017 which included the recruitment of Anti-Bullying Advisors and Freedom to 
Speak up Advocates.  There has been increasing numbers of staff contacting 
these individuals for help, advice and support indicating to us that staff are 
feeling more confident to speak up. 

• Staff and CQC reporting poor leadership and management - The Chief 
Executive has commissioned a range of leadership programmes for 
managers and clinical leaders.  As the culture and leadership work matures 
these groups and the programme content will, increasingly, be brought 
together to help improve the joint learning and team work.  Additionally, a 
talent programme will be established for those who aspire to leadership roles. 
This will include developing a transparent approach to succession planning 
and supporting those with clinical backgrounds who are looking to develop 
their leadership skills and roles. 

 
All of this activity will be embedded into the Culture & Leadership programme which 
the organisation has enrolled in.  The programme was developed by NHS 
Improvement and the King’s Fund, and provides a holistic approach to the 
development of the future Leadership Strategy.  Governance for the programme will 
be provided through the Culture and Leadership Steering Group (chaired by the 
Chief Executive).  The group held their first meeting on 11 July 2018.   

The programme is designed  to run for 1-2 years and  becoming business as usual 
during this time. Our overarching aim is to create a an organisation with good patient 
outcomes through a collective and compassionate leadership culture where staff feel 
valued and would recommend the Trust as  a place to work and to receive treatment 
as articulated in the Trust’s Workforce Strategy.   
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There are 3 phases to the programme Discovery, Design and Delivery. We are 
coming to the end of the first 6 month Discovery phase and will commence the 
Design phase following analysis of the information and data collated in September 
2018.  

Early indicators tell us that whilst there is still a lot of work to do, predominantly 
around behaviours, staff are reporting there are green shoots and that they have 
confidence in the new Board. The output from the programme overall will be a 
leadership strategy and plan of appropriate interventions.  
 
How we will measure progress and success: 

• Quarter two (August/September 2018) ‘Friends and Family’ test for staff will, 
for the first time, incorporate questions specifically related to staff 
engagement.  These questions will align with the annual staff survey and 
provide a quarterly ‘pulse check’ on staff engagement.  To measure the 
success of our programme we would expect our staff survey staff 
engagement indicator scores to increase. 

• Research shows that having an appraisal and completing mandatory training 
improves patient outcomes.  Therefore we would expect to see an increase in 
appraisal and mandatory training compliance levels as an outcome from the 
interventions introduced as part of this programme.  

• Communication is an issue that is raised by staff and we would expect that 
there is a reported improvement in this area. 

• Anti-Bullying and Freedom to Speak up Guardian and Advocates would 
provide feedback that staff behaviours are improving.  
 
 

Activity and progress to date 
 

• Dr Katy Steward, who has worked with the Kings Fund and Michael West on 
research related to staff satisfaction, presented to the board seminar in 
November 2017. 

• Project commenced immediately with Jacqui Skeel and Leisa Gardiner jointly 
leading.  Project Manager recruited in March 2018. 

• Change team recruited in April 2018.   20 change team members 
representing staff from across the Organisation who are being released from 
their daytime roles to participate in the work. 
 

The programme consists of 3 phases to develop and implement strategies for 
collective leadership which result in cultures that deliver high quality, continuously 
improving, compassionate care: 

• Phase 1 Discovery (February to August 2018) 
• Phase 2 Design (commencing in September 2018)  
• Phase 3 Deliver (anticipated completion January 2020) 
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We have undertaken 5 of diagnostic tools available in the toolkit as detailed below.  
We have yet to complete and analyse all of this activity as outlined in the table at the 
end of this report. 
 
Diagnostic 1: Focus groups  
The aim of these sessions is to look at the culture and levels of collective, 
compassionate and inclusive leadership in detail within our Trust. We have ensured 
inclusion by encouraging participation from a wide range of staff in different parts of 
the organisation. The focus groups have been structured to make sure leadership at 
all levels of the organisation is represented; team, inter-team, organisation and cross-
organisation.   
To date, 13 focus group sessions have been held with over 170 attendees and we 
have collected feedback from over 140 staff related specifically to team working.   

 
Diagnostic 2: Board interviews  
The questions asked covered board member views on how the board assures the 
five elements of high quality care cultures in our trust.  These are: vision and values, 
goals and performance, learning and innovation, support and compassion, and 
teamwork.  
To date, 14 Board interviews have been completed. 

 
Diagnostic 3: Dashboard   
With the dashboard exercise, it means that we can also look into data already held 
by the organisation such as workforce information, staff survey and patient survey 
data.  A wealth of data published nationally and collected by our Trust will give a high 
level picture of the organisation’s culture and related outcomes in one place. We will 
use it in our culture and leadership programme as a snapshot to support 
development, rather than as an ongoing performance dashboard or monitoring 
device.  It also provides a baseline to evaluate the impact of the programme.  
This work is underway but not yet completed.   
 
Diagnostic 4: Leadership Workforce Analysis 
Our organisation needs leaders with the right skills and behaviours in key leadership 
roles across the next five to ten years to support continuously improving safe, high 
quality compassionate care and deliver the business strategy. The people in key 
roles are particularly important in influencing the culture of the organisation, this 
diagnostic helps us to undertake a talent review and gap analysis to support 
compassionate and inclusive leadership.  
This work is underway but not yet completed.   
 
 
Diagnostic 5: Patient experience information  
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Patients’ views will help us understand the existing strengths of our organisation 
culture and where we can improve.  
This work is underway but not yet completed. Over 100 patients have provided 
feedback to date. 
 
 
Other activity: 
Outputs from the activity below has also contributed to the findings and emerging 
themes. 

• The Organisation held a Summer fete on 1 July 2018 at which we were able 
to meet and gain feedback about the culture and leadership of the Trust from 
over 60 staff and patients.   

• A Workforce Summit held in on 18 April 2018 focussing on recruitment and 
retention.   

•  ‘Getting to Good’ internet and intranet areas have been developed providing 
opportunities for both staff and the public to provide feedback.   

• A Twitter feed has been set up - @iowteamnhs 
 

 
In all, over 450 staff and patients have so far participated in this programme 
and we still have a number of activities yet to complete.  
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Emerging themes from initial findings and next steps 
 
The table below indicates emerging findings from the focus groups and board interviews.  All other data is yet to be collated and analysed during the synthesis 
stage of the programme in August 2018 and this will provide a fuller indication of the design of the next steps for the programme activity.   
 
Elements Aspiration Emerging themes and findings 
Vision and 
values 

Clear strategy 
and vision. 
Values 
understood 
and 
behaviours are 
modelled that 
demonstrate 
our values. 

Our findings indicate that: 
• The strategy needs to be clearly articulated, there are signs of this with the new Board and Governance structures 

being put in place. 
• Staff are reporting that the new CEO is providing clearer direction, is credible, visible, approachable and staff have 

belief in her. 
• There is still reporting of a bullying culture but evidence is showing that staff are feeling more confident in speaking up 

as results show in the Freedom to Speak up Guardian Board reports.  
 
Actions to date: 

• Leadership and Management development programmes are being developed and implemented as outlined below:  
• Board – To launch Summer 2018 
• Executive Team – Launched June 2018 
• Senior Leaders – Launched May 2018 
• Medical Leaders – To launch Autumn 2018 
• Middle Leaders – To launch July 2018 

• Anti-Bullying Advisors and Freedom to Speak up Advocates recruited (November 2017), Harassment and Bullying 
Policy reviewed, Intranet area developed and training in place for staff (including ‘Forum Theatre’). 

 
Next steps: 

• Design and launch of new leadership and management development programmes. 
• Further roll out of ‘Forum Theatre’ interactive workshops for staff. 

 
Goals and 
performance 

Clear priorities 
and objectives 
at every level 

Our findings indicate that: 
• Objectives are not always clear and not all staff are having meaningful appraisals however for those who have had 

good quality appraisals they are reporting that their objectives do give them a goal to work to. 
• Managers are not always visible, lack of accountability and ownership.   
• There is a feeling of a lack of resources and low staffing. 
• Lack of decision making and knowing where the decisions are made. 

 
Actions to date: 

• Review of appraisal training, documentation, reporting systems and processes. 
• Leadership and Management development programmes designed and implemented (as above). 
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• Workforce summit held in May 2018. 
• Recruitment and Retention Strategy developed. 
• NHSi Retention Project commenced. 

 
Next steps: 

• Implementation of actions as a result of appraisal review. 
• Further roll out of Leadership and Management Development programmes. 
• Implementation of the Recruitment and Retention plans. 

 
Support and 
compassion 

All staff being 
supportive and 
compassionate 
to patients and 
colleagues 

Our findings indicate that: 
• Staff are reporting that they do not feel valued or supported at work. There are reports of a blame culture with a lack of 

trust and this is contributing towards work-related stress. 
• There are reports that medical staff are being treated differently. 
• Staff are saying that there are ‘pockets of compassion and support’ with conversations being held regarding staff 

wellbeing and recognition at Board level that more needs to be done. 
• One of the highest levels of long term sickness for staff is related to musculoskeletal issues. 
• The Freedom to Speak up Guardian role has been positively received by staff, along with the Advocates and Anti-

Bullying Advisors.  This is reported to be enabling staff to speak-up and get the support they need.  
 
Actions to date: 

• There is now a programme in place for staff to address musculoskeletal issues.  The Occupational Health department 
have recruited a specialist nurse to work with staff who are both at work (preventative) and off sick.  

• A multi-disciplinary group has been set up to support staff wellbeing. 
• New Medical Director has been recruited, challenging practices of staff being treated differently. 
• Freedom to Speak up Advocates and Anti-Bullying Advisors are providing support to staff. 
• A diversity report is now provided to the Trust Board.  Initial figures show lack of diversity however, recruitment and 

retention plan addressing this issue 
• The first Freedom to Speak up report was presented to the Trust Board in February 2018.  Ongoing reports have 

indicated increasing numbers of staff coming forward to raise concerns including bullying.   
Next steps: 

• Occupational Health are recruiting a nurse to work with staff supporting work related stress. 
• More Anti-Bullying Advisors and Freedom to Speak up Advocates are being recruited. 

 
Learning 
and 
innovation 

Embed 
learning and 
innovation 
across the 
organisation 

Our findings indicate that: 
• There are signs that the Organisation is slowly changing to be patient focussed “there has been a sea change”.  

Changes appear harsh but are moving in the right direction slowly. 
• There is a lack of encouragement or recognition for innovation (also recognised nationally) – lack of empowerment. 
• Lots of meetings are held, sometimes with little action.   
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and create 
opportunities 
to innovate 

• Communication is a common theme in patient complaints and across staff survey feedback. 
• Messages need to be clear with timely feedbacks and reports going to the right people. 
• Staff report that they want more face to face communication and less phones/emails. 
• There is a general lack of aspiration with no clear career pathways.     
• There are areas of excellence and pockets of innovative practice e.g. robotic system in pharmacy, work related to 

sepsis, deteriorating patients and Project Serenity which has been adopted nationally.   
• Staff are constantly seeking permission no encouragement to be creative. 
• There is not a culture of quality improvement or learning/sharing lessons from serious incidents. 
• Staff report that there needs to be opportunities to learn from other Trusts.   
• We don’t celebrate our successes. 

Actions to date: 
• A new Quality Strategy has been published and quality improvement training developed. 
• A review of meetings and governance structures has taken place. 
• There is a new process for managing serious incidents and learning/sharing lessons. 
• A review of the staff awards and celebrations activity is underway. 
• Both the internet and intranet sites are being reviewed with a view to changing the platform to be more aligned and 

accessible for staff.  Areas to be aligned to the new Organisational structures. 
 
Next steps: 

• Regular updates and communication to be published on the Getting to Good website. 
• Leadership and Management development programmes to incorporate empowering others, quality improvement, 

communications and innovation. 
• Implementation of the quality strategy and training. 
• Embedding of the new governance structures and meetings. 
• Developing and implementing the new internet and intranet platforms. 
• Introduction of a subscription newsletter system to renew the current internal ‘E-Bulletin’ communication. 
• Development of clinical and non-clinical career pathways. 
• New awards and celebrations activity in place. 

 
Teamwork Effective team 

based working 
within the 
Trust and 
across 
organisations 

Our findings indicate that: 
• Early indicator results from the team working assessment tool show that most staff are positively reporting about team 

working.  This data still needs to be verified. 
• Staff indicate that there is too much silo working, ineffective teamwork, staff protect their team boundaries and have a’ 

bunker mentality’ with mistrust.  
• Board members are seen to be ‘rolling their sleeves up’ and taking positive action. 
• There is an Acute services review underway which demonstrates a good example of collaboration of working. 
• There needs to be more face to face meetings to give opportunities to share knowledge, offer suggestions and build 
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trust. 
 

Actions to date: 
• Realigned clinical business units will enable more effective and cohesive team working 

 
Next steps: 

• Leadership and Management development programmes will provide opportunities for shadowing within the 
Organisation and at other Trust’s.   The programmes will also focus on effective team working and communication. 
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Quality Report  

Trust Board: August 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 will improve as 
the processes are 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 Quality Strategy Indicator Dashboard has now been developed in addition to the 
evolving Trustwide Quality Dashboard.  The Quality Committee in June received the newly 
developed dashboards and noted them as developing with a clear structure and process in 
place for the collection of identified indicators ( as per the CQC domains :Safe, Effective, 
Experience). The Committee recommended a number of areas for improvement at the July 
meeting when considering partial June data and these are being built into the reporting 
mechanisms going forward.  

Due to the timescales involved in submitting month end information it was proposed by the 
Quality Committee at its July meeting that data could be submitted one month in arrears to 
enable appropriate collation and validation to take place. The full June data has therefore 
been shared for the August meetings.   

Targets for 2018/19, and for 2019/2020 have been developed and progress towards these 
can now be tracked through the dashboard mechanisms.  Areas within the Strategy that 
have baseline data but are only monitored annually will be consistent until the next annual 
audit takes place.   

Areas that are rated as ‘red’ will be prioritised for further discussion within the Committee or 
Board governance structures to seek assurance as to work underway to rectify the current 
position.  

4. Serious Incidents  
4.1 New incidents reported 

22 serious incidents were declared to the Isle of Wight Clinical Commissioning Group 
(CCG) during June 2018.   
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A detailed summary of the incidents reported 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 Immediate actions taken 
The recent incidents that have arisen have received an initial review, with some of the 
immediate actions taken/identified demonstrated below:  
• Nurses reminded to make telephone contact if decisions around equipment are 

needed and family member is not available  
• Identified on initial review immediate learning: pain relief regimes to be strictly 

observed especially when patients are likely to need diagnostic procedures 
• Staff reminded to use discharge home form, especially in case of elderly or vulnerable 

patients, prior to discharge, which includes information on all activities of daily living, 
medication, key package of care and whether next of kin have been informed; reiterate 
again at each handover  

• Identified on initial review immediate learning: patients to receive set of observations 
prior to transfer; regular safety walk-about and review of patients will be undertaken  

• Nurse responsible for depot clinics to complete daily check of depot spreadsheet with 
immediate effect to identify all delayed depots and ensure robust follow up occurs. 
Team Leader to support and manage this process 

• Any transfers of patients from a practitioner’s caseload to be ‘referred’ using usual 
tracker form so transfers do not get lost/forgotten within emails 

• Case discussed with individual involved; both parties understand need for better 
communication and testing of catheters before high dose top ups; to be used to 
disseminate learning at anaesthetic meeting and mortality and morbidity meeting  

• Gentamicin prescriptions being reviewed by pharmacy 
• Sister reminded staff including agency (who are also included in discussion when new 

to ward) about daily documentation of pressure areas; Sister reiterated importance to 
staff about checking patients’ pressure areas, especially those that already have 
pressure ulcers 

• Urgent escalation to Health and Safety Lead to review fire door/alarm 
• Ward Sister/Matron to audit documentation compliance for CVP and PICC line 

 
4.3 New incidents reported in July 

Division Clinical Business Unit Number reported 
Acute Surgery, Women's & Children's 

Health 
5 

 Medicine  9 
 Clinical Support, Cancer & 

Diagnostics 
2 

Ambulance Ambulance 0 
Community Community Services  3 

Mental 
Health 

Mental Health & Learning Disabilities 3 

 
Details are provided to the Board in in private. 
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Division Reported within 2 working days

Apr-18 May-18 Jun-18

Trajectory % 80% 80% 85%

Acute 60% 67% 50%

Ambulance 0% - -

Mental Health 100% 67% 67%

Community 100% - 67%

72 hour report - 3 working days
Apr-18 May-18 Jun-18

Trajectory % 60% 60% 65%

Acute 40% 67% 56%

Ambulance 100% - -

Mental Health 0% 67% 67%

Community 100% - 100%

4.3  Ongoing Serious Incident Management  
Of the 21 cases submitted to the IW CCG for closure in June, 71% were submitted ‘in-time’. 
 
For year 2018/19 so far, the following is a list, by clinical business unit, 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. 

    
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 June 2018. 

 

 
 
 

4.3.1 Charts below demonstrate the KPI status by individual Divisions up to end June 2018 
 
 

 
 
 
 

 
 
 
 
 

 
  

Criteria being measured Apr-18 May-18 Jun-18
New SIs reported in month 23 18 22
SI reported in 2 working days (of awareness) 14 12 12
% in 2 working days 61% 67% 55%
72-hour report completed in 3 working days 10 12 14
% in 3 working days 43% 67% 64%
How many reports included immediate actions 19 10 15

DIVISION Area  Number out of 
time  

Number in-
time 

Downgrades 
requested (of 

totals on left)  
Acute Acute - Surgery, 

Women's, Children's 
5 5 5 

Acute - Medicine 13 12 14 
Acute - Clinical, 
Cancer & 
Diagnostics 

5 6 3 

Ambulance Ambulance 1 2 2 
Mental Health Mental Health & 

Learning Disabilities 
5 2 0 

Community Community services 1 5 3 
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To justify the percentages of the KPIs, it is relevant to also provide the total numbers from 
which the percentages have been taken – as the scale can have a material impact on the 
percentages involved: 
 

  
Acute Mental 

Health 
Community Ambulance 

April 20 1 1 1 
May 15 3 0 0 
June 16 3 3 0 

 

4.4 Progress of SIs 
As of 20 July 2018, there are a total of 94 current cases being managed through the SI 
process; 44 have yet to be submitted to CCG and these have passed their deadline date.  
7 cases that were previously submitted to the CCG for closure have been returned to the 
Trust by the CCG as further assurance is required prior to closure. All other cases are 
ongoing and their investigation is progressing. 

 
5. Inquests 

The Trust has been liaising with the Coroner and her team to streamline the inquest 
process since May 2018 and this has now successfully been achieved and is working much 
better.  Confirmation feedback relating to this has been received directly from the Coroner 
herself with regard to this.   
 
The Serious Incidents still prove to be a sticking problem when information is submitted to 
the Coroner and historic SI reports are still delaying the process.  The SI process going 
forward has been streamlined with a shorter turn-around for the SI Report to be undertaken 
for Coroner Inquests and so hopefully this should show signs of improvement once the new 
process is fully embedded.    
 
Since the last report to the Board, there have been 9 inquests involving the Trust.  6 
Inquests were cancelled during July due to the Coroner’s office re-scheduling and 3 are 
confirmed for 31 July 2018 

 
 

6. National Inpatient Survey 
The National Inpatient Survey results have now been published and the Trust has been 
confirmed as now being an outlier for the feedback received. There were two areas in 
which the Trust scored at a lower level than most other organisations, both of which 
related to our communication with patients. The full results are available 
at http://nhssurveys.org/Filestore/IP17_BMK_Reports/IP17_R1F.pdf  

The results have been shared with staff, and form part of the ongoing projects to support 
‘getting to good’.  In-depth consideration of the results in undertaken by the Patient 
Experience Sub-Committee. 

The next adult inpatient survey is due to commence in September 2018 and early 
fieldwork is underway.   

  

http://nhssurveys.org/Filestore/IP17_BMK_Reports/IP17_R1F.pdf
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7. Quality Strategy 

As referenced above the reporting structures are now in place for all aspects of the 
strategy, with divisional strategies under development to further embed the areas for 
improvement within teams. Sepsis liaison service provided by critical care outreach is being 
rolled out to maternity and paediatrics and the Deteriorating Patient Group has commenced 
work.  

The Divisions have been holding stakeholder events in their divisions to ensure staff 
engagement in the divisional strategies; at the time of reporting the Ambulance Division has 
approved their strategy, other divisions are presenting to Divisional Boards during late July 
and Early August for approval.  Once approved these will be published on the ‘getting to 
good’ website.  
 

 
8. CQC Reports 

A the time of writing the July Board report the 10 week Safe improvement programme had 
commenced in three areas, since then the programme has extended and has now engaged 
with all eight areas of the Trust rated inadequate in the safe domain: medicine, surgery, 
gynaecology, end of life care, mental health crisis, mental health community, mental health 
inpatient and children’s community services 
 
Plans have now been received across the teams with key features including visual indicator 
boards with metrics, team engagement and coaching.  Assurance visits have now 
commenced led by the Quality Improvement Director which have already indicated 
improved compliance with mandatory training, resus trolley checks, infection control (hand 
hygiene) audits. 
 
  

9. 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 
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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 and establishment meetings have been 
held to review current staffing and identify opportunities to realign Registered Nurse care hours to 
Healthcare Assistant care hours in line with staffing recommendations these new establishments will be 
worked in September. 
 
The SafeCare project is now live, with acuity and dependency data being entered three times a day on 12 
wards. 
   
NHSI commenced phase 2 of supporting effective rostering and this work is ongoing most recently 

Enc G   
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meeting on 17th July. 
 
The agency float has been terminated. 
  
Weekly Roster meetings have been established with the Assoiciate 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)  
 
 
Key Recommendation 
 
The Board is asked to receive this report. 
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Safe Staffing Levels Report 
June 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. FUTURE REPORTING 

NHS improvement and NHS England have written to trusts to advise of a change in the 

required reporting of nursing and midwifery staffing levels form July 2018.  This has been 

mandated by the secretary of State for Health and Social Care. 

 

A number of changes are being made, with the ‘Care Hours per Patient Day’ metric replacing 

the current staff planned versus actual fill rates.  This will commence with data for July 2018 

being checked and submitted centrally by the 15th August 2018 and for national publication in 

September 2018.  Over time, it is understood that there will be the ability to benchmark the 

Trust’s data with other trusts on The Model Hospital. 

 

4. 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 
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5. OVERVIEW 
Nurse staffing levels are monitored daily at the 09:00 staffing huddle by Managers of the Day, 

Matrons, Ward Sisters and the Clinical lead for e-Rostering using SafeCare.  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, Matron’s, 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. 

 

See Appendix A - Unify average fill rate data for each ward and quality and safety indicators. 
 

5.1 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. Following the establishment review rota templates 

are currently being relayed to reflect the new establishments.  Due to advanced rostering these 

rosters will not be worked until August and therefore reported on in October. 

 

5.2 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.  

 

5.3 Security Shifts due to building work 

Due to necessary building work within the mental health units additional staff are currently 

employed on every shift to safeguard patient safety this has increased the establishment fill 

rate. 

 

5.4 Acuity and Dependency Monitoring (SafeCare) 
Recording daily acuity and dependency has commenced via the implementation of the 

SafeCare tool. Twelve wards are currently live recording the current inpatients acuity and 

dependency three times a day to generate a Care Hours per Patient per Day score.  This score 

along with professional judgement is measured against available staffing hours to ensure safe 

staffing levels.   
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6 AREAS OF CONCERN WITH REGARDS TO SAFE STAFFING 
There are a number of areas that remain challenged in terms of meeting their establishments.  

These are 

 

• Seagrove (Mental Health) 149.3% average fill rate of care staff for night shifts due to 

increased requirement of 1 to 1 care in June. Total combined vacancy rate of 19.19wte 

across all mental health wards.  This is currently being supported by bank and agency staff. 

 

• Luccombe (Surgery, Women and Childs Health) 148.7% average fill rate for day and 

162.4% average fill rate for night care staff due to increased requirement of 1 to 1 care in 

June.  

 

• St Helens (Surgery, Women and Childs Health) 136.7% average fill rate of care staff for 

night shifts due to increased requirement of 1 to 1 care in June 

 

• Paediatric Ward (Surgery, Women and Childs Health) 66.7% average fill rate for care 

staff at night this is due to reconfiguring the establishment to ensure 3 registered staff are on 

every night as per NQB guidance supporting redeployment of care staff to the day shift. 

 
• Neonatal Intensive Care (Surgery, Women and Childs Health) 63.3% average fill rate for 

care staff during the day this is due to reconfiguring the establishment to ensure BAPAM 

standards through increased registered staff during the day supporting redeployment of care 

staff. 

 
• Compton (Medicine) below average shift fill rate due to reduced bed capacity without a 

change in template therefore shift fill rates report low. 

 
• Appley (Medicine) below average shift fill rate across day and night shifts due to high 

vacancy rate of 12.03wte and 10.4 % sickness. 

 
• Coronary Care (CSCD) 142.6% average fill rate of care staff for night shifts due to 

increased requirement of 1 to 1 care in June 
 
As indicated in the narrative, support is being provided to wards that have staffing shortfalls 

through redeployment of substantive and temporary staff from elsewhere within the trust. 

Despite the work undertaken, there remain some significant shortfalls in some ward and these 

are risk assessed and managed daily at the staffing huddles.   
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7.  SICKNESS 
 

Sickness rates have remained high across almost all areas. The biggest reported loss of hours 

in June to sickness is reported as anxiety/ stress/ depression/ psychiatric illness. 

 

 
 

8. CURRENT VACANCY POSITION FOR REGISTERED AND NON REGISTERED NURSES 

 
The following graph illustrates a summary of the vacancy position for both Registered and Non-

Registered nurses for June 2018 
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Ward Names
Funded 

RN (WTE)

Contracte
d RN 
(WTE)

 Funded 
Non RN 
(WTE)

Contracte
d Non RN 

(WTE)

TOTAL 
VACANC
Y (WTE)

SHACKLETON 11.6 9.4 11.75 9.93 4.02
SEAGROVE 14.07 9.4 15.13 13.53 3.74
OSBORNE 17.4 13.6 11.95 11.6 4.15

AFTON 15 13.99 11.6 10.8 1.81
WOODLANDS 13.4 8.53 5.73 5.13 5.47
ALVERSTONE 13 11.2 7.46 5.56 3.7
LUCCOMBE 19.3 11.8 14.14 12.9 8.74

MOTTISTONE 12.95 9.62 2.8 2.8 3.33
ST HELENS 18.37 10.76 14.74 8.33 14.02

WHIPPINGHAM 22.83 14.8 12.67 11.46 9.24
PAEDIATRIC 

WARD 22.5 20.43 4.98 6.98 -0.07

MATERNITY 44.31 43.57 18.59 17.66 0.19
NEONATAL 

INTENSIVE CARE 
UNIT

18.14 17.94 5.59 5.6 0.2

MEDICAL 
ASSESSMENT 

UNIT
28.3 17.36 12.08 12.11 10.91

STROKE 23.22 17.6 13.56 11.99 7.19
COMPTON 0 14.67 0 17.04 -31.71
COLWELL 22.71 14.74 18.01 14.58 11.4
APPLEY 23.12 12.2 14.34 13.23 12.03

INTENSIVE CARE 
UNIT 40 37.39 4.26 3.66 3.21

CORONARY 
CARE UNIT 31 26.36 6.66 4.74 6.56

411.22 335.36 206.04 199.63 78.13

NURSLND VACANCL9S

 
 

 

9 SUMMARY OF ACTIONS IN PROGRESS 

 

9.1 Two SBARS are awaiting to go to TLC in August  2018 requesting support and investment to 

undertake international recruitment for 100 further RN in a staged apptroach and the second 

SBAR requested support and investment for the nursing associate role and the regsistered 

nurse apprenticeship role suported via current RN vacancies.  

 

9.2 The 6 monthly staffing report will come to Trust Board in September 2018 after a full acuity and 

dependency study has been completed in relavant areas. 

 

9.3 Establishment meetings have been held with  with the  Director of Nursing, Interim Deputy 

Director of Nursing, Finance Lead, Head of Nursing, Matron and Ward Sister. These meetings 

reviewed current establishments and identify the opportunity to realign RN care hours to HCA 

hours in line with staffing recommendations. The new acute wards and paediatric ward 

establishments were approved at Trust Leadership Committee on 16/05/18 these have now 

been changed on the roster template. Due to advanced rostering these rosters will not be 
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worked until August and therefore reported on in September a month earlier than previously 

reported. 

 

9.5 NHSi commenced Phase 2 of supporting effective eRostering this work is ongoing. Further 

meetings have taken place in June 2018. 

 

9.6 A senior Nurse has been working with Human Resources and nursing to support effective use 

of temporary staffing and reduce agency use across inpatient services through Deep Dives into 

challenged areas at embedding best practice. 

 

9.7  Agency float has been terminated. This is a Safe Staffing decision due wards booking 

temporary staffing on a shift by shift requirement. 

 

9.8 Weekly Roster meetings have been established Assoiciate 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 26 units (24.6.18 - 4 weeks) Previous period This period total % < 4 month trend 

% Total unavailability 25.46% 25.67%   
 
 
KPI 2 6 week roster approval rates 
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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 

 

Trust 26 units (24.6.18 - 4 weeks) Previous period This period total % < 4 month trend 

% Unused hours 2.88% 2.65%   
 
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.  Ongoing work remains to ensure that 

the appropriate request is recorded on Healthroster. 

 

  
Row Labels Count of Additional Duty Reason 
1:1 Close Supervision 66 
Created by Shared Pattern 2 
FromPattern 121 
High Acuity 67 
Increase in Service Capacity 152 
Increase Service Demand 257 
Patient Escort Duty 1 
Safe Care 29 
Sickness (Long-Term) 40 
Sickness (Short-Term) 6 
Staff Request 40 
Training 1 
Using up staff hours 16 
Grand Total 798 

 
 
 

KPI 5 Working restrictions 
 

There is an ongoing project in data collection to ensure meaningful reporting of this metric 
 

 
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. 
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KPI 7 Number of bank requests to the total bank hours worked 
 

 

 
 

 
KPI 8 Number of bank requests on weekend and night duties 
 

 
 

 

 
 

Total Bank 
Requested 1872 
Total Bank Filled 1337 
Total Bank Unfilled 535 

Total Bank Night 
Requested 489 
Monday 70 
Tuesday 66 
Wednesday 59 
Thursday 64 
Friday 71 
Saturday 77 
Sunday 82 

Total Bank Requested 
on weekend 532 
Total Bank Sat 257 
Total Bank Sun 275 
Total Bank Remainder 1319 
Total Bank Requested 1851 
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10  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 and Children’s 

Ward, St Helen’s, Alverstone, Mottistone and Whippingham. With plans to go live with ITU, 

MAU and NICU once appropriate acuity and dependency tools have been identified.  

 

Current Challenges – embedding the three times a day acuity and dependence data gathering 

(census periods) into everyday working practice.  The Safer Nursing Care Tool (SNCT) is now 

licenced through Imperial Innovations applications have been made for a licence. 

 

Current Actions – education, weekly roster meetings, one to one support for ward managers 

and ward walks, Associate Director of  

nursing holding heads of nursing and quality accountable for the delivery of SafeCare in their 

CBUs. 

 
   

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

SEVERE/ 
DEATH

FALLS 
TOTAL 1 2 3 ungradeable

Pressure 
Sore total

SHACKLETON 4 106.5% 68.6% 99.9% 99.4% 189 6.6 8.7 14.9 12.3 6.0 8.1% 11.6 9.4 11.75 9.93 4.02 78% 1 1 0 1

SEAGROVE 6 101.3% 113.9% 98.7% 149.3% 180 10.3 11.6 21.9 14.5 13.7 6.0% 14.07 9.4 15.13 13.53 3.74 76% 1 1 0 2

OSBORNE 16 97.9% 79.4% 95.0% 103.7% 464 4.4 3.2 7.6 14.1 5.0 5.9% 17.4 13.6 11.95 11.6 4.15 79% 0 0

AFTON 10 96.3% 77.7% 95.0% 95.7% 212 8.2 5.5 13.6 13.6 9.6 4.5% 15 13.99 11.6 10.8 1.81 93% 2 5 0 5

WOODLANDS 10 93.9% 104.4% 95.2% 94.8% 237 6.6 3.2 9.8 20.2 0.1 8.9% 13.4 8.53 5.73 5.13 5.47 75% 0 0

ALVERSTONE 16 95.4% 90.4% 101.0% 96.4% 263 5.8 2.9 8.7 16.3 5.7 3.2% 13 11.2 7.46 5.56 3.7 83% 1 1 1 2

LUCCOMBE 24 104.8% 148.7% 103.3% 162.4% 694 3.2 3.9 7.1 15.7 3.1 2.9% 19.3 11.8 14.14 12.9 8.74 72% 2 2 4 0 6

MOTTISTONE 10 101.3% 110.2% 100.2% 284 5.6 1.6 7.2 10.4 3.4 8.0% 12.95 9.62 2.8 2.8 3.33 84% 1 1 0 2

ST HELENS 15 103.3% 113.5% 104.3% 136.7% 382 4.4 3.5 7.9 14.6 7.9 3.9% 18.37 10.76 14.74 8.33 14.02 86% 1 2 3 0 4

WHIPPINGHAM 27 96.0% 97.2% 106.8% 84.2% 773 3.5 2.4 5.9 13.3 2.0 6.7% 22.83 14.8 12.67 11.46 9.24 76% 2 4 3 7 1 1 2 15

PAEDIATRIC WARD 13 97.9% 98.5% 98.9% 66.7% 165 15.0 3.6 18.7 14.4 3.1 4.0% 22.5 20.43 4.98 6.98 -0.07 79% 0 0

MATERNITY 17 95.0% 81.6% 98.4% 100.7% 157 19.1 10.6 29.7 14.8 6.2 2.7% 44.31 43.57 18.59 17.66 0.19 81% 2 0 2
NEONATAL 

INTENSIVE CARE 9 128.1% 63.3% 101.6% 96.7% 69 31.2 8.3 39.6 12.9 4.1 3.4% 18.14 17.94 5.59 5.6 0.2 80% 1 1 0 2
MEDICAL 

ASSESSMENT UNIT
24 100.7% 97.9% 116.6% 96.7% 620 5.2 3.5 8.8 10.0 1.8 3.0% 28.3 17.36 12.08 12.11 10.91 87% 2 2 1 1 3

STROKE 24 87.0% 116.0% 100.0% 131.7% 668 4.2 3.5 7.7 15.3 1.9 11.6% 23.22 17.6 13.56 11.99 7.19 82% 100% 1 1 2 2 7 2 2 4 15

COMPTON 20 68.8% 74.6% 104.7% 83.3% 644 3.0 3.1 6.0 13.2 5.0 13.7% 0 14.67 0 17.04 -31.71 79% 71% 3 1 1 2 5

COLWELL 28 75.8% 98.2% 86.7% 108.3% 811 2.9 2.6 5.5 14.3 1.5 8.5% 22.71 14.74 18.01 14.58 11.4 82% 2 1 4 6 1 1 10

APPLEY 28 80.5% 87.9% 87.8% 75.9% 834 2.8 2.2 5.1 10.9 1.4 10.4% 23.12 12.2 14.34 13.23 12.03 83% 3 5 5 0 13
INTENSIVE CARE 

UNIT 6 85.1% 66.1% 98.1% 59.8% 155 30.4 2.9 33.3 14.2 5.0 4.7% 40 37.39 4.26 3.66 3.21 84% 80% 3 3 3
CORONARY CARE 

UNIT
18 81.7% 94.4% 91.4% 142.6% 502 6.6 2.1 8.7 11.3 5.6 6.70% 31 26.36 6.66 4.74 6.56 83% 1 2 1 2 3 3 8

AVERAGE OR TOTAL: 325 94.9% 94.1% 99.2% 104.5% 415 9.0 4.4 13.4 13.8 4.6 6.3% 411.22 335.36 206.04 199.63 78.13 81% 84% 12 7 17 18 1 45 1 9 5 2 17 98
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Executive Summary  
This is the third quarterly report for the board as per the Learning from Deaths framework published by 
NHS Improvement.  
 
The trust is continuing to embed revised processes to meet the requirements of the above framework. 
The Mortality Policy has been revised and is going through the ratification process however many 
processes have already been changed accordingly and the Mortality Review Group has commenced 
working in the newer format. 
 
The report updates the Trust Board on the progress in respect of the governance around the Mortality 
Review process and aligning other investigation processes such as Serious Incident (SI) investigations. 
 
The HMSR and SMT remain within expected ratios. The latest SHMI is still 1.1 so we remain at the upper 
end of the expected range however there is nothing to.  This still appears to be related to a higher than 
expected number of cases with cardiac arrest and congestive heart failure which in turn links to the island 
demographics.  The mortality data is presented in the accordance with the new Learning from Death 

Enc H    
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Framework.  The challenges in relation to implementing the framework were discussed at the Board 
Seminar on 1 March 2018.  
 
Thematic analysis of learning from the process follows similar patterns identified in SI’s 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  

 
All of these are already progressing as part of either the trust Improvement Plans or learning from 
SI’s. 
 
The Trust is only in the first year of following the new processes so too soon to compare/comment on 
progress year on year. 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 CBUs and 
directorates to learn from deaths and improve outcomes for our patients. 
 
Whilst all acute deaths were reviewed in time work has progressed to reduce the backlog reported last 
quarter in respect of the Structured Judgment Reviews (SJRs) Whilst new SJR’ identified as part of the 
revised process are now being undertaken in a more timely way since the last report there are still some 
outstanding SJR’s from the time before the changes occurred. These are significantly reduced since the 
last report and its anticipated that the trust will be have no outstanding SJR’s by the next report. 
 
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.  
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Trust Board 

Mortality Report and update on Learning from Deaths  

August 2018  

1. Introduction 
 

1.1. This is the third quarterly mortality report to board in accordance with Learning from Death Framework 

this also serves as the report for the Quality Committee, which includes the mandated information 

together with a  summary of work to date in implementation of the Learning from Deaths 

framework/guidance: 

 Latest SHMI and HSMR data -April 2017-March 2018  

 Total number of Trusts In patients deaths including ED 

 Summary of outcomes/learning  from mortality review process and Structured Judgement Reviews 

 Learning from Deaths Guidance progress update and  implementation 

From June 2018 changes to Quality Accounts regulations will require that the data providers publish be 

summarised in Quality Accounts from June 2018 –Annex L to include evidence of learning and action as a 

result of this information and an assessment of the impact of actions that a provider has taken. This report 

also provides a year end April 2017-March 2018 summary. 

1.2. In line with the national guidance Learning from Deaths (March 2017) the Trust Mortality Policy has now 

been reviewed and revised again with the  importance of strong processes, compassionate involvement of 

family and carers and the importance of learning from deaths is emphasised throughout.  Clinicians have 

been the driving force behind the changes to this policy and the policy is currently going through the 

formal ratification process however the processes that underpin the policy have already started to be 

reviewed, revised and in some circumstances already implemented.  Whilst the policy does need formal 

ratification all of the principals within it are already in place. 
 

1.3. The policy takes into account specific deaths occurring in all areas of the Trust not just acute inpatients 

namely patients in contact with Mental Health & Learning Disability services (who die within 12 months of 

contact- regardless of the reason for the death), Maternal/Neonatal deaths and the Death of Child. These 

all have specific frameworks and processes that when necessary align with other processes such as Serious 

Incident Investigations (SI’s), Safeguarding (Adult and Child).    
 

1.4. The Trusts Mortality Group has also been reviewed to align with the framework and work is continuing to 

work with Mortality Review processes that occur in Care Groups and specialty specific services such as ITU. 
 

1.5. Work will continue over the next few months to start to truly embed these revised and enhanced mortality 

processes and very importantly the learning from these reviews.  
 

1.6.  The process of reviewing deaths is also in turn being realigned with the appropriate route of review as the 

governance around this is strengthened.  An additional 2 Clinicians (there are now 11 trained with 7 of 

those having the capacity to undertake SJR’s currently) have been trained to be able to undertake -
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Structured Judgement Reviews (SJR’s) which is the national tool for reviewing deaths and work is ongoing 

with Care Groups to identify more clinicians to engage and train as SJR reviewers in the coming months.  
 

1.7. The Mortality Review group will seek to understand the themes identified from case reviews, receive 

feedback from serious incident investigations and ensure any learning identified feeds directly into quality 

improvement processes and structures. 

 

1.8. In the coming months the Trust will need to explore the roles proposed as part of the Learning from Deaths 

framework of both Medical Examiners and Medical Officers as their roles become more clearly defined 

especially in relation to the relationship with the Coroner. 
 

2. Latest HMSR , SHMI and SMR 

This section reports the latest mortality indicators for the Isle of Wight NHS Trust 

2.1. Hospital Standardised Mortality Ratio 

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 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 April 2017-March 2018 is 91.4 (CL: 

83.7-99.5) this is statistically ‘lower than expected’. There were 524 deaths compared to an expected 

number of 573.4 see below the most recent data from Dr Foster. 

HSMR Monthly trend April 2017-March 2018 

 

To provide a slightly longer term view of performance, the chart below shows the rolling 12-month trend in 

HSMR where each point on the graph represents 12 months of data.    
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Rolling 12 month HSMR trend 

 

2.2. Summary Hospital-level Mortality Indicator 

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.  

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 the SHMI for the last quarter of the year almost certainly remains the same 

as for the previous quarter i.e. 1.1 however the trusts SHMI for the full year is still to be confirmed 

/published at the time of writing this report.  The SHMI must be interpreted in context and is extremely 

important to understand demographics and also type of Trust and the care they are contracted to provide 

i.e. not comparing like with like. 

2.3. Standardised Mortality Ratio  

The Trust’s SMR for the time –period April 2017- March 2018 was 88.7 (CI: 81.7 – 96.2), this is statistically 

significantly ‘lower than expected’ when compared with hospital trusts nationally.  There were 584 deaths 

compared to an expected 658.4. The crude mortality rate for the all diagnoses basket was 2.2%, which is 

the same as previously reported.  See below extracted from the most recent full year Dr Foster report. 
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3. Dr Foster data 

3.1. A comparison with Trusts in the regional Peer Group shows that Isle of Wight Hospital is one of four Trusts 

in Peer group of 8 which is considered statistically ‘lower than expected’.  

 

 
 

3.2. There have been no new CUSUM alerts since the last report. 
 

3.3. Dr Foster July report (time period April 2017-March 2018) further information in summary: 

 Emergency Weekday/Weekend HSMR- Weekday below expected Weekend as expected 

 Coding trends- HSMR palliative coding is 4.57% which is slightly above the national rate of 4.1% whilst 

this is still above the national rate it’s a downward trend year on year. Further review suggests that this 

aligns with the demographics of the Island and there is nothing of concern. As work progresses with 

the End of Life Improvement Plan and the use of the Priorities of Care documentation the use of the 
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palliative care terminology will be refined and it will be interesting to see if this changes in the coming 

months. 

3.4. Full year Summary of Dr Foster: 

3.4.1. HSMR 91.4 (Cl: 83.7-99.5) this is statistically lower than expected 

3.4.2. Emergency weekday/weekend HSMR –weekday ‘below expected’ and weekend ‘as expected’ 

3.4.3. SMR 88.7 (CL: 81.7-96.2) statistically significantly’ lower than expected’ 

3.4.4. CUSUM there is only one diagnosis group which is statistically higher than expected relative risk which 

is:- Skin and subcutaneous infections and its believed this is the diagnosis of cellulitis which again links 

to the demographic of emergency admissions in particular heart failure. 

3.4.5. In year there was one patient safety indicator (PSI):- ‘decubitus ulcer’ and significant work has already 

happened in relation to assessment of tissue viability and work is already progressing as part of the 

CQUIN (Improving assessments in wounds) to ensure assessment and documentation of the wounds 

are clinically accurate. Please note a CUSUM or PSI do not mean that there is a problem it just alerts an 

organisation early that there is something either out of the ordinary or may give an early indication of 

being an outlier when compared to other organisations it’s a statistical tool on some occasions it’s a 

coding issue and in some cases it needs more of a clinical review which on occasion could mean an 

organisation may be able to address a concern early. 

 

4. Quarterly mortality information 

 Q3 2017/18 Q4 2017/18  Q1 2018/19 

Number of Deaths 159 183 143 

Number of Deaths screened 95 154 128 

SJR’s  37 56 39 

 

5. Mortality Review 

 

5.1. All deaths occurring within the Trust are subjected to an initial review by a core member of the mortality 

review team a copy of the review tool can be seen in Appendix A.  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.  
 

5.2. Any unexpected death within the Trust is investigated to determine if it was as a result of a patient safety 

incident and, if so, then becomes reportable to the National Strategic Executive Investigation System 

(StEIS). If the death occurs after being discharged from the Trusts care then consideration will be given to 

the circumstances surrounding the persons discharge and timescale between the persons discharge and 

unexpected death. In 2018 work will be undertaken to align the Serious Incident (SI) process to the revised 

mortality review process in a more cohesive way.  
 

5.3. There have been 143 deaths in Quarter 1 (April 2018-June 2018) with 126 of  those being reviewed, this is 

considerable progress but there is still some work to do to improve speed and having more clinicians 

undertaking the reviews will support this. 
 

5.4. 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 
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6. Structured Judgmental Review (SJR)  

6.1. Structured Judgement Review is the structured process to the assessment of the care in various domains. 

Appendix B contains a copy of the data collection tool.    The ability to complete the reviews is still 

dependent on the capacity within the Mortality Review Team.   

 

6.2. The assessment of ‘avoidability’ of death following Structured Judgement Review occurs in all cases 

reviewed; the cases where there is thought to have been ‘avoidability’ remains extremely low.  The 

question of avoidability was explored in the board seminar March 2018. 

 

6.3. SJRs are nationally recognised and recommended; The tool provides a standardised approach thus 

giving a degree on consistency to the trust in assessing whether a death was avoidable whilst 

there remains some subjectivity the Mortality Review Group will be testing the subjectivity of the 

reviews and consistency in the coming months. 

 

6.4. Number of deaths reviewed  

 

6.5. Number of SJR’s  
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6.6 SJR Outcomes  

 

 
 

 

6.5 Mortality Reviews and SJRs are currently undertaken by only a few clinicians (7 currently) and there is still a 

backlog however this has reduced significantly and whilst the backlog has been reducing the Mortality 

Review Team have worked hard at staying on top of any new SJRs.  Once more clinicians can undertake 

SJRs and the revised process is up and running its anticipated that this should be resolved and a backlog 

should not arise again however the process in part is based on goodwill as the are no Scheduled PA’s or 

hours in Consultant timetables for this. 

 

7. Being Open and Duty of Candour 

7.1. Its is expected that timely and sensitive contact is made with families, carers and relavant people who are 

affected by the death of patients in contact with Trust services. The requirements are outlined in the Trusts 

Duty of Candour Policy.   

 

7.2. Bereaved families should be provided with support from the time of the death and be confident that any 

findings from the process of review and learning is used to impove care to all patients. This area is due for 

additional focus through 2018 and will include improving staff awareness of the principals of Duty of 

Candour and how to effectively implement this for the mortality review process. In the interim the Trusts 

Bereavement Infiormation leaflet is being revised to outline to bereaved families that all in patient deaths 

are reviewed as part of the mortality process and can progress to an a SJR if recomened.  
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8. Bereavement Survey Information  

 

8.1.  The current information captured by the bereavement team appears to mirror the Dr Foster information the 

majority of feedback is complimentary. A wealth of information is captured via this small team and as part of the 

work being undertaken by the End of Life Improvement project and the Mortality Review Group the 

Bereavement Survey and the Information/Report is being reviewed to utilise the information as proactively as 

possible and align this to other information to be able to review any themes, trends or issues. 

9. Learning Lessons and information sharing 

9.1 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,  it is recognised that learning is shared 

and can be demonstrated within some CBU’s who have well established Mortality Review Meetings . The 

Trust Mortality Review Group has started to look at this in more detal and the learning – no matter how 

small to be captured. Key themes identified in the last year have been: 

 Early identification of patient nearing end of life and subsequent refferals- This is already being 

addressed via the End of Life Improvement Plan 

 Earlier conversations about whether patients wish to be resuscitated or not or whether they have 

existing ‘Purple Form’s- Do Not Attempt Cardiac/Pulmonary Resuscitation (DNACPR)- work is already in 

the Trust underway in respect of this and ‘difficult conversations’. 

 Escalation, consequence  and outcome of deteriorating patient- work is again underway with clear 

improvement plans for this  this has also been a theme in SI investigations  

 Immediate learning is often identified at the first step of the mortality review and action taken for 

example a recent review identified that old documentation had been used and this was immediately 

addressed with the speciality concerned and then shared for wider learning ways of capturing this are in 

development. 

 How Mortality learning and information moves between  the Mortality Review Group, the divisions, care 

groups  and sub specialities, Quality Committee and Trust board   has been reviwed as part of this 

process and a ‘working’ plan is attached in Appendix C that demonstrates how the Mortality Review 

Group expect information to move. 

 

Significant progress has been made in the time since the last report. Process is improving and systems are 

starting to work in a more aligned way. Work will begin now to support the CBUs/care groups in their 

‘operational’ review of mortality and how the process works in its entirety. 
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Appendix A  

Mortality Review Template 

This template will be used to review all adult deaths in order to identify those cases where there is concern regarding quality of care and 

where a Systematic Judgement Review (SJR) is required. 

CBU: Speciality: Place of death: 

Pt ID: DOB: Pt age: 

Date of admission: Date of death: Date of review: 
Was this admission a readmission with in 30 

days?                                      Y/N 
Consultant at time of death: Reviewer: 

Automatic referral for SJR: 

Category Explanation Tick if applies 

Learning Disability Confirmed diagnosis of learning disability, often there is 
a flag on eCL 

 

Significant mental health diagnosis Confirmed diagnosis of: moderate to severe dementia, 
severe depression or anxiety, attempted suicide as part 
of the admission, schizophrenia. Any other MH 
diagnoses can be considered at reviewers discretion.  

 

Elective procedure Any person admitted for an elective procedure  

Complaint Where a formal complaint has been submitted or where 
the documentation indicates significant dissatisfaction 
during stay. 

 

SIRI All notes where a SIRI has been raised.  This might not 
be evident from notes, separate screening required. 

 

ED deaths All deaths in ED  

Other; at reviewers discretion Please give reason: 
 

 

If any of the above apply, tick relevant box and do not continue completing this form.  The notes will 

now be submitted to SJR.  If no categories ticked, please continue to complete form. 

Part 1: General overview of care: 

Diagnosis made within first 24 hours (use consultant post take WR) 
 
 

Summary of main clinical issues during inpatient stay: 
 
 
 
 
Were the notes complete enough for you to make an assessment of the patients journey and 
the care they received 

YES NO 

Was death likely or anticipated at admission or due to a condition that was fully diagnosed 
during their admission? Circle ‘NO’ for all sudden/unexpected deaths. 

YES NO 

In your opinion was the person reviewed regularly enough? (must include post admission 
consultant review by 14 hours), put ‘NO’ if this was not achieved. 

YES NO 

In your opinion were all episodes of care adequately escalated? YES NO 
Is there anything to suggest iatrogenic illness or injury during the inpatient stay? YES NO 
Did the person die after a documented non-clinical delay to DC, where they subsequently 
deteriorated and the opportunity to discharge was lost? 

YES NO 

After initial review of notes, do you feel the care was of an acceptable standard?     YES NO 
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Part 2: Specific Areas of care: 

Was there a DNACPR document completed? (make a note later on page if not countersigned by 

consultant) (N/A if sudden/unexpected death) 
YES NO N/A 

Were there escalation plans documented? (N/A if sudden/unexpected death) YES NO N/A 

Is there evidence that person /family kept informed of situation? YES NO N/A 

Was it recognised that person was in last hours/days of life -clear evidence of use 
of words like death/dying? Even if recognised at risk of death, put ‘no’ if it is not clearly 

documented that team recognised person was actually dying. N/A if sudden/unexpected death 

YES NO N/A 

Was Priorities of Care document used? if it was not identified that person was dying or 

sudden or unexpected death or they died with 24 hours of it being recognised that death was 
imminent circle N/A. ‘No’ if recognised person dying and still not used after 24 hours from that point. 
For ITU patients, POCP should be completed if pt transferred off ITU to ward in last hours/days of 
life, otherwise ‘NA’ for ITU deaths where extubation has occurred with expectation of death . 

YES NO N/A 

 

If you have answered any of the ‘red’ boxes above – please give relevant  information and specific dates to help any 
future  SJR reviewers target the areas of concern. 

Part 3: Death Certification 

Cause of Death – as on death certificate: 

Discussed with coroner YES NO ? 

 
Cause of death on death certificate, if completed: 

1a 

1b 

1c 

2 

death certificate not completed – awaiting post mortem    

Part 4: Mortality Outcomes 

Tick outcome; consider your overall impression of care and whether red boxes were circled to make your decision. 

1 No care concerns – no action taken  

2 Concerns regarding care but not contributing to death– immediate quick action to be taken from 
mortality review meeting, see below.   

 

3 Further review required to establish if changes in care could have altered outcome– local SJR. Final 
outcome will be 1,2 or 4 after review. 

 

4  Significant concerns after initial screening review – submit for SI. Please consider if Safeguarding 
referral need to be made at this stage. 

 

   

 

 

 

  

 

Further information for outcome 2.  Actions taken as result of concerns regarding care.  This outcome can 

include the need for a DATIX submission without necessarily triggering SI or SJR: 
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Appendix B  

National Mortality Case Record Review Programme: Structured 

case note review data collection.  This form has had local adjustments 

made to suit our current requirements. 

Structured Judgement Review (SJR) 
 
Please enter the following. 
Name of person completing SJR:   

IW Number:   

Age at death (years):  

Sex: M/F 

Social deprivation indicator (first 3/4 alphanumeric items of postcode):  

Date of admission: 

Time of admission:  

Date of death:   

Specialty team at time of death:  

Recorded cause of death: 

Type of admission: 1 – emergency, 2 – planned/elective, 3 – other (please specify)   
 

If 3:   

Risk factors 

Did the patient have a learning disability? 
1. No indication of a learning disability – proceed with this review. 

2. Yes – clear or possible indications from the case records of a learning disability. Action: after 

your review, please refer the case to the hospital’s clinical governance group to link with the 

Learning Disability Mortality Review Programme. 

 



1
2 

 

 

Structured case note review data collection 
 

 

Please record your explicit judgements about the quality of care the patient received and whether 

it was in accordance with current good practice (for example, your professional standards or your 

professional perspective). If there is any other information that you think is important or relevant 

that you wish to comment on then please do so. Please consider the routine risk assessments and 

pathways that should take place or start at admission , for example: those related to VTE, AKI and 

sepsis. 

 

 
 

 

 

Phase of care: Admission and initial management (approximately the first 24 hours) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the care received by the patient during this phase.  

Very poor 1  2          3               4                5                 Excellent 

Please select only one option  
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Please record your explicit judgements about the quality of care the patient received and whether 

it was in accordance with current good practice (for example, your professional standards or your 

professional perspective). If there is any other information that you think is important or relevant 

that you wish to comment on then please do so. Please give special consideration to escalation 

management and handover between teams. 
 

 

 

Phase of care: Ongoing care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the care received by the patient during this phase.  

Very poor 1  2          3               4                5                 Excellent 

Please select only one option  
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Using the structured judgement review method: Data collection form 

Phase of care: Care during a procedure 

 

 

Please record your explicit judgements about the quality of care the patient received and whether 

it was in accordance with current good practice (for example, your professional standards or your 

professional perspective). If there is any other information that you think is important or relevant 

that you wish to comment on then please do so. 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the care received by the patient during this phase.  

Very poor 1 2     3       4           5                    Excellent 

Please select only one option. 
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Using the structured judgement review method: Data collection form 

Phase of care: Perioperative care 

 

 

Please record your explicit judgements about the quality of care the patient received and whether 

it was in accordance with current good practice (for example, your professional standards or your 

professional perspective). If there is any other information that you think is important or relevant 

that you wish to comment on then please do so. 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the care received by the patient during this phase.  

Very poor 1      2         3             4 5       Excellent 

Please select only one option. 
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Please record your explicit judgements about the quality of care the patient received and whether 

it was in accordance with current good practice (for example, your professional standards or your 

professional perspective). If there is any other information that you think is important or relevant 

that you wish to comment on then please do so. 
 

 

 

Phase of care: End-of-life care / discharge care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the care received by the patient during this phase.  

Very poor 1    2             3        4         5            Excellent 

Please select only one option. 
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Implicit structured case note review data collection sheet 
 

 

Please record your explicit judgements about the quality of care the patient received overall and 

whether it was in accordance with current good practice (for example, your professional 

standards). If there is any other information that you think is important or relevant that you wish 

to comment on then please do so. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please rate the quality of the patient record in enabling a good quality of care to be provided.  

Very poor 1   2      3        4          5               Excellent 

Please select only one option. 

 

Phase of care: Overall assessment 
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Assessment of problems in healthcare 

 
Please list any problems in healthcare that you identified as part of this review. 

 

Identified problems.  
Please list all issues and feel free to comment on likely cause if it is obvious from the 
notes and seems appropriate to do so. 

Did this 
result in 
harm? 
 Y/N 

Did this 
contribute 
to death? 
Y/N 

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

Please list any examples of good practice in healthcare that you identified as part of this review 
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     Avoidability of death judgement score 

We are interested in your view on the avoidability of death in this case. Please choose from 

the following scale.   

Score 1         Definitely avoidable 

 

Score 2         Strong evidence of avoidability 

 

Score 3         Probably avoidable (more than 50:50) 
 

Score 4         Possibly avoidable but not very likely (less than 50:50) 
 

Score 5         Slight evidence of avoidability 

 

Score 6         Definitely not avoidable 

 

 

 

 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

Please explain your reasons for your judgement of the level of avoidability of death in this case, 

including anything particular that you have identified.  [Please consider that even if a person was in last 

weeks of life, if there were problems in healthcare that led to that death occurring sooner than was 

anticipated, the death should be classified as being avoidable] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please list any lessons to be learnt from this case; lessons can be learnt from examples of good 

practice and from examples of problems in health care:    
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Appendix C  

Trust-wide Mortality Process Overview 

Case selection of deaths for review within services  

 

 

*In addition all ITU deaths and adult deaths of people who are within 30 days of receiving chemotherapy are reviewed within the 

relevant services. 

Frequency of Reporting to Trust Mortality Review Group  

 Maternal Deaths – reported yearly to Trust Mortality Group 

 All MH and LD deaths – reported yearly to Trust Mortality Group. All LD deaths reported via LeDeR system 

(including those deaths of people with LD, while in acute physical health setting) 

 All Adult inpatient deaths – monthly overview of screening and review-outcomes where avoidability thought 

likely. See above for LD deaths.  In addition, the separate Service level mortality groups submit a yearly report 

of their activity and learning. 

 All Adult community deaths – yearly overview of screening and review-outcomes where avoidability thought 

likely. 

 All child deaths – reported yearly to Mortality Group.  Trust Board and Trust Quality receive separate 

notification from CDOP 

Trust Board 
Trust Mortality 

Group 

All  deaths 
reviewed fully 

Maternal  and 
Neonatal Deaths 

All deaths 
reviewed fully 

 MH and LD deaths  

All deaths screened 
and a number are 

reviewed * 

Adult inpatient and 
community deaths 

All reviewed fully 
by CDOP 

Child deaths 

Dr Foster - HSMR, 
SHMI 

Submitted coding 
data from all 

deaths 

Quality Committee 
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Output from Trust Mortality Review Group

 

 

 

Service Level Mortality Process Overview 

 

 

 

 

 

 

Trust Mortality Review Group 

Trust Board - quarterly report Publication of avoidable 
deaths and total mortality in 

Trust Quality Account 

Learning from Deaths - 
quarterly summary of themes 

from mortality reviews 

Disseminate  learning via 
Trust Governance systems 
alongside output from  SI, 
Datix, complaints, coronial 

system 

In addition to dissemination of 
the learning through the 

CBUs, there will be additional 
feedback  to the Mortality 

Leads of all the services 

Identification of areas of care 
that may require further 

review 

Escalate to CBU management 
teams or Trust 

Quality/effectiveness team 
(depending on issue) 

Trust Mortality Review 
Group 

Acute CBU Quality 
Meeting 

Acute inpatient Wards, 
ITU, Cancer Services, 
ED,  Paeds, Maternity 

 Ambulance Quality 
Meeting 

Ambulance 

Mental Health and LD 
CBU Quality Meeting 

Inpt, community, 
CCAMS, LD 

Community CBU Quality 
Meeting 

District nursing, RRR 

Monthly meetings led locally.  Service 

level learning 

Quarterly feedback to CBUs and Mortality Service Leads of Mortality report and Thematic review 

Yearly Report to TMRG. Trust-

wide learning 
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At a service level there will be ongoing, typically monthly, Speciality-led Mortality review meetings. These 

allow specialist discussions and education of trainees close to the time of death of individual patients. This 

part of the process is managed and monitored within the quality meetings of the CBUs and will have a 

clinical mortality lead. A yearly report of total deaths, deaths reviewed and the learning from those deaths 

at a local level will come, via the CBU quality meetings, to the Mortality Review Group. 

  Date To receive To submit/release 

Q1 April  Thematic Review of Q4 Q4 Mortality Report for May Trust Board 

May   Thematic Review of Q4 to CBU and 
services 

June    

Q2 July  Thematic Review of Q1 Q1 Mortality Report for August Trust 
Board 

Aug   Thematic Review of Q1 to CBU and 
services 

Sep    

Q3 Oct  Thematic Review of Q2 Q2 Mortality Report for November Trust 
Board 

Nov   Thematic Review of Q2 to CBU and 
services 

Dec    

Q4 Jan  Thematic Review of Q3 Q3 Mortality Report for February Trust 
Board 

Feb   Thematic Review of Q3 to CBU and 
services 

Mar  Yearly reports of local mortality review process 
outcomes  (Feb – Jan) 

 

Individual Services that are monitoring mortality throughout year and from whom a yearly report summarising their 

activity and what has been learnt from deaths will be requested.  These people will be sent the quarterly mortality 

reports and the thematic outputs from screening and reviews as part of learning from deaths. 

CBU Service/speciality Mortality Lead Quality Manager 

Med Medicine  Sarah Gladdish Laura Robinson 

SWCH Gen Surgery Mike Terry Anna Benford 

SWCH Orthopaedics Jason Millington 

SWCH Urology John Makunde 

SWCH Gynaecology Adrian Green 

SWCH ENT Razvan Tasca 

SWCH Paediatrics Emma Blake 

SWCH Maternity and Neonatal Amanda Pearson 

AUCC Emergency Dept & MAU Robin Beal  
John McKie AUCC Community Kate Suitor 

AUCC RRR Emma Pugh 

AUCC Ambulance Tholi Wood 

MHLD Adult MH and OPMH Alexis Bowers Eliza Stanley 

MHLD CCAMHs Lynn Oldman 

MHLD Learning Disability Jasmine Stant 

CSCD Cancer Services Anne Snow Lesley Matthews 

CSCD ITU Muriel Prager 
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Agenda Item No 12 Meeting Trust Board in Public Meeting 

Date 

2 August 2018  

Title Medical Engagement Scale and GMC National Trainee doctor survey 

Sponsoring Executive 

Director 

Alistair Flowerdew, Medical Director  

Author(s) Alistair Flowerdew, Medical Director  

Report previously 

considered by inc date 

Trust Leadership Committee – July 2018 

Purpose of the report 

Information only X 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  

Link to CQC Domains 

Effective X Responsive  

Caring  Well-led X 

Safe X   

Executive Summary  

Medical Engagement of permanent Medical Workforce 

1. The results of the Medical Engagement Score survey demonstrated varying degrees of non-
engagement by medical staff. The group who had managerial responsibility were more engaged 
than those without. The board requested that action be taken and a follow-up report to be 
provided in August 2018. 

2. There has been considerable change in the executive appointments and their respective 
responsibilities in recent months including the appointment of a new full time executive Medical 
Director. Alongside these changes has been the restructuring in the Acute Division of Clinical 
Business Unit to be known in the future as Care Groups and a redistribution of certain 
departments to provide alignment and greater synergy for operating, work force and quality 
measures.  

This will enable the medical leadership within the organisation to be recalibrated to meet the 
demands of the trust in ‘Getting to Good 2020’ 

Medical Trainee Workforce 

3. Also at the end of 2017 the GMC visited the trust and raised several concerns relating to training 
and working conditions of the trainee doctors. As a result of the feedback the trust developed an 
action plan which was submitted to the GMC in February 2018. There were a number of 
requirements that the trust needed to address relating to clinical supervision in general and more 
senior support of F1/F2 doctors at night. The GMC published in July the National Trainee 
workforce Annual Report.   

Enc I   
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ACTIONS UNDERTAKEN 

Medical Engagement 

1. The trust is in the process of procuring a talent and leadership assessment process which will 
then be followed by a Medical Leadership programme spread over several months. All permanent 
doctors who have a current leadership position or have aspirations to become a leader are invited 
to be considered for assessment. Up to 30 doctors may be accommodated which is scheduled to 
be conducted over three days in September. 

2. This will be followed by formal recruitment to all medical leadership positions. The timing will 
synchronise with the end of the three year term of current senior positions in medical 
management. 

3. Key positions will be three Care Group Directors in the Acute Division and the development within 
the Mental Health Division is yet to be decided. The Medical Director has proposed that 
departments with a large number of consultants will be called Clinical Directors and those in small 
departments as Lead Clinicians. New job descriptions are currently drawn up for the Care Group 
Directors. 

4. The decision with regard to Deputy Medical Director(s) is yet to be decided and will be determined 
by the work that is currently addressing the emerging clinical and work force strategies. 

5. A leadership programme specifically for the new medical leaders will commence in late autumn. 
This programme will dovetail with other leadership programmes within the trust and not proceed in 
isolation. 

 

Medical trainee workforce 

1. The recruitment and retention of trainee doctors has presented considerable challenge to the trust 
during the course of the year. The impact on hours of work, training supervision and quality of 
training are all impacted negatively. This was reflected by the GMC visit and the recent GMC 
national survey demonstrates the widespread challenge faced across the country. The trust has 
faced increased challenge due to its special circumstances.  The Executive Summary of the GMC 
2018 National Survey can be found in Appendix A.  The full report can be found at 
https://www.gmc-uk.org/-/media/documents/dc11391-nts-2018-initial-findings-report_pdf-
75268532.pdf  

2. The action plan submitted to the GMC received informal approval via indirect verbal confirmation 
to the deanery. A key action is the recruitment of Resident Medical Officers (RMO’s) to support 
the surgical specialties. This is currently underway. 

3. There are a number of F1 and F2 posts that were not filled following allocation due to medical 
students not attaining their qualification from medical school. This has led to considerable 
challenge to replace the posts and the exact status will be reported to the board verbally to 
provide an accurate position just before the changeover. 

4. The Medical Director has met with the outgoing trainees recently to understand the key concerns 
that need to be addressed. They raised issues relating to: 

Variability of locum capability and capacity to provide education and clinical supervision. 

Uncertainty of medical staffing and frequent requests to provide cover of absent colleagues at 
short notice 

Work load 

Poor induction by certain departments 

Inconsistent clinical guidelines and standard operating procedures 

These deficiencies will need to be addressed in a methodical manner through the junior doctor 
forum and in the immediate situation with induction for new doctors in August 2018 

 

 

https://www.gmc-uk.org/-/media/documents/dc11391-nts-2018-initial-findings-report_pdf-75268532.pdf
https://www.gmc-uk.org/-/media/documents/dc11391-nts-2018-initial-findings-report_pdf-75268532.pdf
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Key Recommendation 

The Board is requested to note the update on the engagement of medical staff and matters relating to 
‘freedom to speak up’ by trainee doctors and that it is assured it is sighted on the actions that are in 
progress. 
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Appendix A  
 

GMC 2018 National Training Surveys: 
Initial Findings Report 
Executive summary 
In 2018 over 70,000 trainees and trainers took part in the national training surveys, giving 
their views on training posts, programmes and environments in England, Northern Ireland, 
Scotland and Wales. 
 
The data generated by the surveys are a powerful quality assurance tool, providing the 
information we need to identify good practice and pinpoint the places where training doesn’t 
meet our standards. The findings also show local and country trends, which drive policy 
developments and interventions designed to tackle problems and improve the training 
experience.   
 
This year, we added new questions to the surveys to help us better understand the extent of 
burnout amongst doctors in training and trainers.   
 
‒ The results are stark. Long and intense working hours, heavy workloads and the 

challenges of frontline medical practice are affecting doctors’ training experience and 
their personal wellbeing.  

 
‒ Nearly a quarter of doctors in training and just over a fifth of trainers told us they’re 

burnt out because of their work. 
 

‒ Almost a third of trainees said that they are often or always exhausted at the thought 
of another shift. And well over a half of trainees, and just under a half of trainers, 
reported that they often or always feel worn out at the end of their working day. 

 
‒ A fifth of doctors in training and trainers told us they feel short of sleep when at work.  

 
‒ Two in five trainees and two thirds of trainers rated the intensity of their work as very 

heavy or heavy; and nearly half of trainees reported that they work beyond their 
rostered hours on a daily or weekly basis. 

 
‒ And around a third of doctors in training and trainers said that training opportunities 

are lost to rota gaps. 
 
Together these findings present a worrying picture. Highly pressurised environments struggle 
to prioritise training in the face of an increasing population with more complex health needs, 
constrained budgets, and a medical profession at a crunch point - where the supply of new 
doctors has failed to keep pace with changes in demand.   
 
However, although there are challenges in this year’s survey results we must also be clear 
that the majority of trainees remain satisfied with their overall educational experience; which 
is testament to the dedication and hard work of those that train them. But as we 
said in last year’s Training environments report, medical training cannot continue to rely on 
the good will of senior doctors. Our Promoting excellence standards are very clear, trainees 
must be educated in high quality, safe and effective environments, where trainers are also 
well supported in their roles. 
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Agenda Item No 13 Meeting Trust Board in Public Meeting 

Date 
2 August 2018 

Title Workforce Report July 2018 
Sponsoring Executive 
Director 

Julie Pennycook, Director of HR & OD 

Author(s) Calum Robertson, Operational Lead, Workforce Information 
Report previously 
considered by inc date 

Performance Committee 1 August 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 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 FTE staffing level is under budgeted establishment by 68 FTE 
 

• The nursing workforce has remained largely stable during the last 12 months but we know we 
must do more to retain staff and promote the Isle of Wight as a great place to work and live.   
• Appointed 19 Nurses – April – June 
• Further 20 nurses due to join Trust in July – October 
• Reaching over 2500 people every week through social media 
• 140 nurses (registered and students) from a recruitment events in London during June 

have expressed an interest to attend an IOW open day on 18th August 
• Participating in the NHS 90 day retention programme 
• Strengthen use of Healthroster to ensure staffing resources are being fully maximised 
• Excellent engagement from nursing leadership and monthly meetings with sisters to 

discuss recruitment and temporary staffing 
 

• Reduction in agency spend by £213k although usage has exceeded the NHSI ceiling due in the 
main to medical and nursing resources required to cover for vacancies and higher acuity and 
additional activity. 

Enc J   
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• Trust sickness absence rate: 4.35% in month (increase from May sickness of 4.13%). Top 

reasons for absence: Anxiety, Stress & Depression remains the highest % reason for sickness 
absence in May, representing almost a third of sickness absence at the Trust.  

 
• Staff Turnover 9.54% (rolling 12 months) 

 
• Mandatory Training compliance has remained at 78% against a target of 85%. 

 
• Data Security Awareness (Information Governance) compliance has decreased at 84% 

 
• Appraisal rate 54.76%.  Improvement plan is currently underway to improve position and 

experience for staff. 
Key Recommendation 
The Board is asked to receive the report. 

 

 
 
 



 

 

WORKFORCE PERFORMANCE REPORT 

1. Workforce Information 

Month 3 Summary 

  Actual Funded 
Establishment Vacancies 

Staff In Post (FTE) 2708     2997 291  
Temporary staff (FTE) 241           

Total 2949       68    

The Trust employs 3118 (headcount) substantive full and part time staff, some 400 
bank workers with additional support provided by 300 volunteers. 

2. Recruitment and Retention 

The nursing workforce has remained largely stable during the last 12 months and 
efforts are on-going to recruit and retain more staff, promoting the Isle of Wight as a 
great place to work and live.   
 
Actions taken:- 

• Appointed 19 Nurses – April – June 
• Further 20 nurses due to join Trust in July – October 
• Reaching over 2500 people every week through social media 
• 140 nurses (registered and students) from a recruitment events in 

London during June have expressed an interest to attend an IOW open 
day on 18th August 

• Participating in the NHS 90 day retention programme 
• Strengthen use of Healthroster to ensure staffing resources are being 

fully maximised 
• Excellent engagement from nursing leadership and monthly meetings 

with sisters to discuss recruitment and temporary staffing 

With clinical colleagues, we are attending another recruitment event on 18/19 
September 2018 in London.  In terms of international recruitment, a proposal has 
been submitted and is awaiting approval. 

Table 1 shows the funded establishment, substantive staffing and temporary staffing 
over the past 15 months. Table 2 shows the comparator monthly budget vs pay 
costs. 

 

 

 



Table 1 

 

Table 2 

 

Table 3

 

 

Table 3 shows the position of substantive staff against the total staffing plan.  The 
gap is bridged by temporary staffing, and recruitment to reduce the gap is 
ongoing. The increase from M3 is aligned to financial phasing & investment 
information, M9 the effect of CIP schemes are shown. 



Table 4

 

Table 5

 

 

In the last 3 months we have confirmed the following medical appointments: 
 

• 4 x Consultants: 
             - Rheumatology 
             - Palliative 
             - Microbiology 
             - Paediatrics 

• 8 x Specialty Doctors:  
              - 2 x Paediatrics 
              - 3 x O&G 
              - 1 x anaesthetics 
              - 2 x ED 

• 8 Junior Doctors FY1/2 
• 1 x Consultant CAMHS (awaiting candidate acceptance) 

3. Agency Information 
 
Agency usage has reduced in month by £213k. Targeted support for the wards 
has enabled more effective and accurate rostering.  A reduction in spend has 
also been achieved through the cessation of agency nursing floats. Efforts 
continue to convert agency workers to substantive and/or bank for both Medics 
and Nursing.  



Highest users of Medical Agency staff in month are General Medicine and 
Emergency Medicine. Highest users of non-Medical Agency staff continue to be 
Mental Health & Acute Nursing.  

4. Compliance with NHSi Agency Ceiling  
 
Table 7 

 

5. Sickness 
 

Trust sickness absence rate: 4.35% in month (increase from May sickness of 4.13%). 
Top reasons for absence: Anxiety, Stress & Depression remains the highest % 
reason for sickness absence in June, representing almost a third of sickness 
absence at the Trust.  Investment is being made in a temporary mental health 
support post for staff.  Recruitment in hand. 

Table 8

 

6. Staff turnover 

Rolling 12 month (July 17 – June 18) at month 3 9.54%.  



7. Education, Training, Leadership and OD Activity Report  
Statutory & Mandatory Training 

 

 

Statutory Mandatory Training Compliance – Substantive and Bank Staff 

• Current Trust position (02/07/18) is 78%. This is a 2% decrease on last month 
due to the addition of Preventing Radicalisation Level 3 for all patient facing 
staff.  

• overall increase of 2% in activity since last month. 
• Mental Capacity Act, Resuscitation and Safeguarding Adults - increased by 

1% since last month. 
• Information Governance (-1%), Fire Safety (-2%) and Prevent (-21%) have all 

decreased since last month. 



• All 6 other courses have held compliance from last month. 

  

Mandatory Training Recovery Plan commenced on the 4th July 

 

 
Apprenticeships 

 
• Update: As of the 13th July 2018 we have a total of 35 staff in learning on 

apprenticeship programmes. From the previous report 3 staff have now 
completed and achieved.   

• Registered Nurse-Degree Apprenticeships (RNDA). 1st cohort of 15 RNDA 
starting in September 2018, 11 x Adult & 4 x Mental Health Apprentices 
recruited with an additional 4 candidates offered HCA roles to gain more 
experience and to reapply next year. Meet and Greet session 6pm-8pm in the 
education centre on the 23rd August 2018 for our 1st cohort to meet Ward 
Managers, Heads of Nursing and Matrons prior to starting their programme. 

• We have been successful in our application to be a Nursing Associate Test 
Site following a HEE panel meeting date of 26/06/2018. The National panel 
said ” this is by far the best application today” Two Information sessions are 
taking place on Wednesday 18th July 2018 in the Education centre delivered 
by the Open University. Advert to go live on NHS jobs 20th July 2018.     

• 3 x members of staff will be starting their Management Degree 
Apprenticeships in September supported through Portsmouth University and 
OU. 

• September 2018 will see our first successful appointment of an Apprentice 
Cardiac Physiologist working towards Level 6 Healthcare Science 
practitioner-Degree Apprenticeship supported by the University of the West of 
England (UWE Bristol)                     

 
Corporate Induction 
 
A revised programme is planned for all new staff joining the organisation. This will 
ensure that for all clinical staff their mandatory training requirements are being met 
before starting in the workplace.  After final details are to be confirmed within next 

•Collecting information around mandatory training 
from national and local guidelines, Subject Matter 
Experts and benchmarking against other 
organisations.  
•Seeking staff/managers views, to understand issues 
and successes and what support is needed to 
improve completion of training requirements.   

Phase 1  
By 4th Jul 

•Collating and analysing the information collected 
during Phase 1 to inform recommendations for 
approval by the organisation.  

Phase 2  
By 3rd Aug 

•Undertake any necessary changes to 
profiles/processes 

Phase 3 
By 5th Sep 



month the new programme will be commenced in September which will see all staff 
having one start date and a comprehensive introduction to our Trust.  

Appraisals  

Organisation appraisal compliance is 54.76% for June 2018 a fall of 4% from May.  

An improvement plan is currently underway to improve position and experience for 
staff.  

‘Getting to Good’ Leadership and Culture Programme (NHSi toolkit): 

A report has been for the Quality Committee and Board that covers this programme 
with a detailed update. 

8. Agenda for Change Pay Deal  

The NHS Staff Council has reached agreement on a refresh of the NHS Terms and 
Conditions of Service (Agenda for Change), and following a consultation exercise, 
trade union members have voted to accept the proposed changes. 

The deal was formally ratified at the NHS Staff Council on 27 June 2018, meaning 
there will now be a three year pay deal, as well as reform of the pay structure and 
changes to terms and conditions. The new pay structure will: 

• increase starting salaries 

• reduce the number of pay points 

• shorten the amount of time it takes to reach the top of the pay band for most 
staff 

NHS Employers has stated that The Department of Health and Social Care has 
confirmed that the multi-year deal is fully funded and that work continues on the best 
mechanism for ensuring NHS organisations and eligible non-NHS organisations 
receive the additional funding.  The government had already budgeted, as part of the 
2015 spending round, for average pay increases of 1 per cent from 2016/2017 to 
2019/2020. The £4.2b is additional funding on top of what had already been 
budgeted for in the system [reference; http://www.nhsemployers.org/your-
workforce/2018-contract-refresh/questions-and-answers]. 

The Electronic Staff Record (ESR) has been updated for the July pay run and it is 
anticipated that the back pay will be paid to staff in August.  
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Author(s) Gary Edgson – Deputy Director of Finance 
Report previously 
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Performance Committee – 1 August 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  
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Executive Summary  
 
The key points from the Month 3 financial performance against plan are: 
 
Income & Expenditure 

• The Trust’s in month financial position is a deficit of £1.99m 
• £6.4m actual deficit year to date (£0.4m off plan) 

 
 

Enc K   
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• Improved position to date against plan on: 

a) CIP year to date (£0.4m) 
b) Underlying deficit from 2017/18 (£0.3m) 
c) Acute activity over performance (£0.3m) 

• But, offset by: 
a) the cost of Winter bed capacity remaining open without an agreed funding source 

(£0.5m) 
b) Investments ahead of plan to date (£0.3m) 
c) Additional cost pressures in year (eg ED, non-recurrent costs) (£0.6m) 

 
Agency 

• NHSI agency control total ceiling for 2018/19 £4.6m 
• Actual agency spend to date £3.0m. Adverse to date by £1.9m for phased ceiling 
• 3rd consecutive month of agency spend reduction (from £1.2m to £0.8m per month) 

 
Year-end forecast and financial recovery plan 

• The revised planned deficit of £17.149m remains the year end forecast position 
• CCG Contract is not yet signed 
• There is currently an outstanding issue of £1.4m on the CCG Contract for Community 

Services. The year to date position (£0.3m) and year end forecast assume that this 
income will be received 

• CIP delivery is high risk, and further external support is required to help deliver this 
• Deficit plan is stretching, but achievable  

 
 
Progress to date against financial recovery plan 

• Currently identified £8.8m plans against required cost improvement programme of £8m 
• Increase in plans of £0.5m since last month 

 
The Executive has agreed a number of further financial control actions through the Service and 
Financial Improvement Sub Committee. 
 
Specific Actions 
 

1. Finance to concentrate on forecasting full year outturn and longer term planning 
2. ALL additional Quality investments require TLC approval where outside of budget 
3. Actively encourage the use of Bank and in all but the most exceptional circumstances ban non 

clinical overtime 
4. ALL posts and changes to pay require approval by the Exceptional Pay Panel  
5. Continue Grip and Control non pay controls supported by Procurement 
6. Continue negotiations with CCG to resolve income levels and specific funding issues 
7. Utilise contract database to enhance both income and expenditure controls 
8. Agency reduction plans being developed as part of the Temporary spend work stream in the 

Workforce CIP 
 
 
Further assurance for the Board 
 

1. NHSI assessment that Trust has made significant progress on approach to financial recovery, 
however Trust needs to focus on delivery 

2. The Trust has worked to establish a governance structure to support and challenge the 
delivery of the financial requirements - Service and Financial Improvement Sub Committee 
meeting every two weeks with Finance Performance Reviews meeting (PRM) every two weeks 

3. As part of the finance PRMs, CBU leads have agreed non recurrent underspends to count 
towards non recurrent CIP delivery in mitigation of current CIP shortfall 

4. Focused corrective action plans for overspending services are also being produced at CBU 
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level as part of the finance PRMs, for example ED 
5. A Finance PMO team is being developed and aims to be fully resourced by the beginning of 

August 
 
Capital Planning Update 
 

• Initial CRL for 2018/19 based on Depreciation is £6.6m 
• Request has been made to NHSI to spend the underspend from 2017/18 of £0.8m  
• Major Projects expected for 2018/19 include:- 

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 

 
 
In month spend was £480k. 
Year to date spend is £940k, representing 14% of the 18/19 programme. 
 
 
 
Cash update 
 

• Loan funding for 2018/19 is being requested in line with the deficit plan 
• Loans of £6.9m for April to July have been secured 
• A request for £2.420m for August 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 

  
 
Use of Resources Rating 
The Trust’s Use of Resources Rating has improved to a score of 3 (1 being best and 4 being worst) 
due to the in month favourable financial performance. 
This is an improvement over last month, due to the improvement in current position compared 
to plan. 
 
Key Recommendation 
The Board is asked to consider the following recommendations: 

To receive the Month 3 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 
YEAR

Plan Actual Variance Plan Actual Variance Plan
£000s £000s £000s £000s £000s £000s £000s

Income 14,503     14,743     239     42,370     43,412     1,043     171,778     
Pay (11,916)    (11,423)    493     (33,717)    (34,272)    (555)    (131,058)    
Non Pay (4,386)    (4,476)    (90)    (12,161)    (13,018)    (857)    (47,892)    
EBITDA (1,799)    (1,157)    642     (3,508)    (3,878)    (369)    (7,172)    
Capital Charges (545)    (559)    (14)    (1,667)    (1,673)    (6)    (6,670)    
Public Dividend Capital (199)    (199)    0     (597)    (597)    0     (2,389)    
Interest Receivable/(Payable) (81)    (81)    (0)    (244)    (242)    2     (995)    
Bank Charges (0)    0     0     (1)    0     1     (4)    
RETAINED SURPLUS / (DEFICIT) (2,624)    (1,996)    628     (6,017)    (6,389)    (372)    (17,230)    
Receipt of Charitable Donations for Asset Acquisition 0     0     0     0     0     0     (50)    
Depreciation - Donated Assets 11     11     0     33     33     0     131     
REVISED RETAINED SURPLUS / (DEFICIT) (2,613)    (1,986)    628     (5,985)    (6,356)    (372)    (17,149)    

IN MONTH YEAR TO DATE

  
To date the Trust is reporting a deficit of £6.4m against a deficit plan to 
date of £6.0m, a negative variance of £0.4m. 
  
The in-month position is a deficit of £2.0m. 
  
Improved position to date against plan on: 
• CIP year to date (£0.4m) 
• Underlying deficit from 2017/18 (£0.3m) 
• Acute activity over performance (£0.3m) 
But, offset by: 
• the cost of Winter bed capacity remaining open without an agreed 

funding source (£0.5m) 
• Investments ahead of plan to date (£0.3m) 
• Additional cost pressures in year (eg ED, non-recurrent costs) (£0.6m) 
  
  

http://www.iow.nhs.uk/
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Run rate 

• Mth 3 plan includes year to date 
impact of plan rephasing to reflect 
current CIP programme  

• Month1  and 2 plan fixed to original 
plan submission 

• In month improvement from: 
• Increased Acute activity income 
• Delivery of CIP 
• Agency spend reduction, although 

offset by increased substantive costs 

• Plan improvement from Mth 7 
due to expected delivery of CIP 
programme 

http://www.iow.nhs.uk/
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Pay spend 

• Pay spend reduced since month 1: 
• M1 £11.50m 
• M2 £11.35m 
• M3 £11.37m (£11.3m normalised *) 

 
• Decrease in agency spend each month, now 30% lower than M1 
 
* Month 3 substantive pay affected by payment of arrears for clinical excellence 
awards and NHS locum back pay (£70k) 

http://www.iow.nhs.uk/
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Agency 

Agency expenditure in month is £0.8m. 
 
This is the 3rd consecutive month of agency spend 
reduction (from £1.2m to £0.8m per month) 
 
Agency costs have reduced in June due to reduction in MH 
medics and reliance on nurse agency floats. 
  
The year to date expenditure represents 8.8% 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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Overall CIP PLAN £8,000
Overall CIP Actual £8,833CIP DEVELOPMENT BY LEVEL OF MATURITY

£0

£2,000

£4,000

£6,000

£8,000

£10,000

£12,000

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
Level 0 Level 1 Level 2 Level 3 Level 4

2018/19 CIP - ACTUAL VS PLAN
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Forecast Delivered Plan

Progress 

• Identified £8.8m plan against £8m baseline plan. 
• Increased by £500k since last month, mainly due to non 

recurrent underspends 
• A further 11 schemes £0.2m have been completed  - total 21 

schemes (maturity level 4)  
• A further 27 schemes have moved to green £0.5m - total 52 

schemes (maturity level 3) 
• 31 schemes require QIAs assessment (maturity level 2) 

Opportunities 

• Trust and KPMG of same opinion a further CIP stretch of c£3m 
is achievable  - but ongoing KPMG support required 

• Progress development of ideas to deliver the unidentified 
balance £2.2m 

Risks 

• Further validation of KPMG  Workforce Medical data required 
• Project managers being  assigned to workforce schemes 
• HR resources being sourced to deliver workforce scheme 
• Restructuring costs to be offset against gross savings 
• Ongoing KPMG support required to achieve c£3m stretch 
• Assumed capital investment for some CIP schemes 

2018/19 RUN RATE

-2,134
-2,237

-1,986
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Cost Improvement Programme 
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Cash 
Actual Actual Actual

Month 2 YTD YTD VAR
£m £m £m

Cash Balance 01.04.18 6.0 6.0 0.0

Income and Expenditure Surplus / (Deficit) -4.4 -6.4 -2.0
Depreciation 1.1 1.7 0.6
Interest Payable/Receivable 0.2 0.2 0.1
PDC Dividend 0.4 0.6 0.2
Other non-cash items 0.0 0.0 0.0
Operating Surplus / (Deficit) -2.7 -3.9 -1.2

Change in Stock -0.1 0.0 0.2
Change in Debtors -0.6 -2.1 -1.6
Change in Creditors & Other Liabilities 2.8 3.1 0.3
Change in Provisions 0.0 -0.2 -0.2
Net Change in Working Capital 2.1 0.8 -1.3

Capital Spend -3.4 -4.2 -0.8
Interest Paid / Received 0.0 -0.1 -0.1
PDC Dividend Paid 0.0 0.0 0.0
Other 0.0 0.0 0.0
Investing Activities -3.4 -4.3 -0.9

Working Capital Loans 3.4 5.2 1.8
Loan/Finance Lease Repayments 0.0 0.0 0.0
Cash Balance 30.6.18 5.3 3.8 -1.5

The cash balance held at the end of June is £3.8m 
which is a £1.5m negative movement on last month. 
 
• The Month 3 I&E Cumulative Deficit is £6.4m 

which £0.4m worse than plan 
 
• Within the I&E deficit, Depreciation (£1.7m) does 

not impact cash. The charges for Interest Payable 
(£0.2m) and PDC Dividend (£0.6m) 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 £3.9m 

 
• The movement in working capital movements in 

month is due to an decrease in Debtors (Accrued 
Income) and an increase in Creditors due to 
pressures on cash 

 
• Capital Spend is mainly payment of creditors from 

2017/18 
 
• The Trust has borrowed £5.2m of Uncommitted 

Loans in year. These borrowings are subject to 
interest at 1.5% and with interest at 3.5% on 
previous year borrowings will represent costs in 
2018/19 of £1.1m  

http://www.iow.nhs.uk/
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Capital Investment 
 
Our initial CRL is based on forecast depreciation of £6.561m 
and £50k Expected Charitable Donations. 
 
We have also applied to NHS Improvement to use the £788k 
underspend from 2017/18, and projects have been prioritised 
against this to ensure that they can commence if approval is 
given.  
 
Therefore capital funds of £7.6m are anticipated for 2018/19. 
 
As at Month 3 we have spent £940k 
 
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 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 
improved to a score of 3. 
 
This is an improvement over last month, 
due to the improvement in current position 
compared to plan. 
 
This is against a score of 1 being best and 
4 being worst. 

 

Use of resource risk rating summary Plan Rating Actual Rating Variance

Capita l  Service Capaci ty 4 4 0

Liquidi ty (days ) 3 3 0

I&E Margin 4 4 0

Distance from financia l  plan 4 2 (2)

Agency spend 4 4 0

Overall Use of Resources Rating 4 3 (0)

Basis of scoring mechanism 

http://www.iow.nhs.uk/
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Executive Summary  
Emergency Care Standard: 
The Trust slightly under performed at 77.4% against the Emergency Care Standard trajectory of 79.3% 
for June 2018 (national target is 95%). This is due to an increase in the number of A&E attendances 
during Quarter 1 (including an increase in non Island residents) with conditions influenced by the extreme 
weather; the number of admissions has also increased, however, the proportion of attendances being 
admitted is reducing during the Quarter. Actions during Qtr2 include: 

• Internal Escalation processes (July 18) 
• Clinical Leadership & safety huddles (July 18) 
• 90% bed occupancy achieved & changes in discharge practices (Aug18) 
• Pilot CP clinical streaming (Aug 18) 
• Revamp site function (Sept 18) 
• Safer – embedding in all wards (Sept 18) 

 
62 Day Cancer: 
The Trust has provisionally slightly under-performed in June 2018 at 74.1% against the 62 Day Cancer 
79.3% trajectory for the month; the final performance is subject to actual tertiary centre treatments / 

Enc L   
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breaches for upload in early August. For June there are currently 42 treatments identified with 10.5 
breaches; 85% target under-performance at tumour site level is as follows:  

• Colorectal: 33.33% (3 breaches / 4.5 treatments) 
• Urology: 25.00% (10 breaches / 7.5 treatments) 

Actions include: 
• Improve local performance through sub-contracting routine MR activity to the mainland (Aug18) 
• Forecasting & modelling activity with NHSI (Aug18) 
• Implementation of pathway analyser tool and demand & capacity modelling (Sep18) 
• Improve urology pathway and diagnostic waits with PHT (Qtr 2) 
• Implement improved Clinical Harm Review process (Qtr 2) 

 
Referral to Treatment: 
The Trust slightly under-performed at 85.13% against the Referral to Treatment (RTT) 85.2% trajectory 
for June 2018 (the national target is 92%), sustaining the previous month's performance of around the 
same level. The requirement in quarter one was to have fully mobilised delivery of the 2018/19 planned 
activity levels, however, this has been affected by the impact of medical patients continuing to occupy 
surgical wards.  Actions include: 

• Reduce LOS (Qtr 2) 
• Identify alternative capacity options and suitable patient cohorts (Qtr 2) 
• Implement clinical harm review process and governance for patients with long waits (Qtr 2) 

 
Diagnostics: 
The Trust slightly under-performed in June 2018 at 95.2% against the diagnostic trajectory of 96% 
(national target is 99%) requiring patients receive their diagnostic test within 6 weeks of being referred; 
the trajectory is lower than the target due to planned reduction in endoscopy capacity in May and June, 
however, this has since recovered, and the current under-performance is now due to an unplanned 
reduction in ultrasound capacity. Actions include: 

• Increase diagnostic imaging capacity (MR & CT Additional Staff) Business Case (Aug18)  
• Recruitment of radiologists via reporting capacity business case (Sep18) 
• Gastro consultant commences (Qtr2) 

 
Delivery of these constitutional targets will be monitored by the Clinical Business Unit, Trustwide Patient 
Access Group, the monthly Performance Reviews, Acute Services Performance Committee and Acute 
Services Board.  
Key Recommendation 
The Board is asked to consider the following recommendations: 

• To note the current performance position of the Acute Services. 
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Acute Balanced Scorecard - Aligned to Our Goals

Excellent Patient Care Area
Annual 

Target
YTD

Month 

Trend

A positive experience for patients,               

service users and staff
Area

Annual 

Target
YTD

Month 

Trend

Cost effective, sustainable                         

services
Area In month plan

Annual 

Target
YTD

Month 

Trend

Patients that develop a grade 4 pressure ulcer AS
3 (80% 

reduction on 

15/16)

0 Jun-18 0  Emergency Care 4 hour Standards M 95% 77% Jun-18 83%  RTT % of incomplete pathways within 18 weeks - IoW CCG AS 89.6% 85% Jun-18 

Patients that develop an ungraded pressure ulcer AS 8 Jun-18 10  Emergency Care 4 hour Standards M
Trajectory

88.0%
77% Jun-18 83%  RTT % of incomplete pathways within 18 weeks - NHS England AS 92% 88% Jun-18 

VTE (Assessment for risk of) AS >95% 99.7% Jun-18 98.6% 
Number of patients who have waited over 12 hours in A&E from decision to 

admit to admission
M 0 0 Jun-18 0  Zero tolerance RTT waits over 52 weeks (Incomplete Return) AS 0 0 Jun-18 0 0 

MRSA (confirmed MRSA bacteraemia) AS 0 0 Jun-18 0  All Cancelled Operations on/after day of admission AS 32 Jun-18 87  RTT Incomplete Trust Combined AS
Trajectory

85.5%
85% Jun-18

C.Diff

(confirmed Clostridium Difficile infection - stretched target)
AS 7 1 Jun-18 6 

Cancelled operations on/after day of admission 

(not rebooked within 28 days) - including those not rebooked at the time of 

reporting

AS 0 0 Jun-18 0  No. Patients waiting > 6 weeks for diagnostics AS <8 97 Jun-18 <100 184 

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
AS 10 0 Jun-18 0  Patient Satisfaction (Friends & Family test - Total response rate) AS 0% Jun-18 0%  % Patients waiting > 6 weeks for diagnostics AS <1% 95.2% Jun-18 <1% 96.8% 

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
AS 0 Jun-18 2  Patient Satisfaction (Friends & Family test -  A&E response rate) AS 0% Jun-18 0%  % Patients waiting > 6 weeks for diagnostics AS

Trajectory

96.0%
97.5% Jun-18

Falls - resulting in significant injury AS 5 3 Jun-18 10  Mixed Sex Accommodation Breaches AS 0 12 Jun-18 28  Theatre utilisation AS 83% 77% Jun-18 83% 80.3.8% 

Symptomatic Breast Referrals Seen <2 weeks* AS 93% 92.5% Jun-18 88.6%  Formal Complaints AS 39 Jun-18 94  Theatre Utilisation - Audit Commission  (NEW) AS 72% Jun-18 80%

Cancer patients seen <14 days after urgent GP referral* AS 93% 96.3% Jun-18 96.3%  Compliments received AS N/A 82 Jun-18 308  Variable Hours (£000) (Trust Wide) TW £222 1,391 Jun-18 £647 4,533

Cancer Patients receiving subsequent Chemo/Drug <31 days* AS 98% 100.0% Jun-18 100.0%  Staff absences - Acute AS 3.5% 3.59% Jun-18

Cancer Patients receiving subsequent surgery <31 days* AS 94% 100.0% Jun-18 100.0%  Skilled and capable staff Area
In month 

plan

Year to 

date plan
YTD Appraisal Monitoring CCD 100.0% 56.82% Jun-18

Cancer diagnosis to treatment <31 days* AS 96% 100.0% Jun-18 98.4%  Total Workforce (inc flexible working) (FTE's) AS 2,980.80 2,949.0 Jun-18 N/A N/A Appraisal Monitoring SWC 100.0% 65.37% Jun-18

Cancer Patients treated after screening referral <62 days* AS 90% 100.0% Jun-18 91.7%  Total workforce SIP (FTEs) AS 2,778.40 2,708.0 Jun-18 N/A N/A Appraisal Monitoring M 100.0% 50.93% Jun-18

Cancer Patients treated after consultant upgrade <62 days* AS
No measured 

operational 

standard
100% Jun-18 100%  Variable Hours (FTE) AS 202.4 241.0 Jun-18 694.0 Mandatory Training* AS 85% 78.0% Jun-18 78.0%

Cancer urgent referral to treatment <62 days* AS 85% 74.1% Jun-18 68.8%  Staff Turnover AS 5% 0.9% Jun-18 5% 0.8%

Cancer urgent referral to treatment <62 days* AS
Trajectory

68.1%
66.7% Jun-18  Employee Relations Cases AS 0 13 Jun-18 141

Summary Hospital-level Mortality Indicator (SHMI)

July-16 - June-17
AS 1 1.097

Published 

Jan 2018
N/A 

Never events AS 0 0 Jun-18 0 
Working with others to keep                          

improving our services
Area

Annual 

Target
YTD Month Trend * Rolling year

Stroke patients (90% of stay on Stroke Unit) M 80% 80% Jun-18 87%  Delayed Transfer of Care (lost bed days) - (Acute) AS N/A 33 Jun-18 247 

High risk TIA fully investigated & treated within 24 hours (National 60%) M 60% 100% Jun-18 100% 

*Cancer figures for April are provisional.

Notes

Delivering or exceeding Target  Key to Area Code

Underachieving Target  AS = Acute Services

Failing Target  SWC = Surgery, Women's and Children's Health

M = Medicine

CCD - Clinical Support, Cancer and Diagnostics

Actual 

Performance
Actual Performance Actual Performance

Actual Performance

Actual Performance

Improvement on previous 

month

No change to previous 

month

Deterioration on previous 

month
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Emergency Care 4 hour Standards

Commentary:

M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

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 82.4% 88.0% 77.4%

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%

Target - Step Change required if required performance is to be achieved

Trajectory - Within normal variation so may be achieved but not consistently

Emergency Care 4 hour Standards

Issue:

The Trust slightly under performed at 77.4% against the Emergency Care 

Standard trajectory of 79.3% for June 2018 (national target is 95%). This is due 

to an increase in the number of A&E attendances during Quarter 1 (including 

an increase in non Island residents) with conditions influenced by the extreme 

weather; the number of admissions has also increased, however, the 

proportion of attendances being admitted is reducing during the Quarter. 

Actions during Qtr2 include:

- Internal Escalation processes (July 18)

- Clinical Leadership & safety huddles (July 18)

- 90% bed occupancy achieved & changes in discharge practices (Aug18)

- Pilot CP clinical streaming (Aug 18)

- Revamp site function (Sept 18)

- Safer – embedding in all wards (Sept 18)

Impact:

The impact of these improvement actions will be towards a sustainable 

recovery against the current position in alignment with the trajectory, whilst 

needing to accommodate the planned reduction of medical bed capacity during 

this Summer period, thereby, contributing to an improved performance against 

this target. 

Governance:

As with other urgent care service delivery, hourly and daily monitoring takes 

place, informing Clinical Business Unit leadership meetings, the monthly 

Performance Reviews, Acute Services Performance Committee and Acute 

Services Board. (15.0%)
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Cancer urgent referral to treatment <62 days*

Commentary:

M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

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% 74.1%

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%

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently

Cancer urgent referral to treatment <62 days*

Issue:

The Trust has provisionally slightly under-performed in June 2018 at 74.1% 

against the 62 Day Cancer 79.3% trajectory for the month; the final 

performance is subject to actual tertiary centre treatments / breaches for 

upload in early August. For June there are currently 42 treatments identified 

with 10.5 breaches; 85% target under-performance at tumour site level is as 

follows: 

- Colorectal: 33.33% (3 breaches / 4.5 treatments)

- Urology: 25.00% (10 breaches / 7.5 treatments)

Actions:

- Improve local performance through sub-contracting routine MR activity to the 

mainland (Aug18)

- Forecasting & modelling activity with NHSI (Aug18)

- Implementation of pathway analyser tool and demand & capacity modelling 

(Sep18)

- Improve urology pathway and diagnostic waits with PHT (Qtr 2)

- Implement improved Clinical Harm Review process (Qtr 2)

Impact: 

Recovery of performance against revised trajectory and continued reduction of 

patients waiting over 62days and 104days, ensuring timely treatment.

Governance:

Daily oversight of tumour site level waiting lists continues with the Clinical 

Business Units, feeding into the weekly Trustwide Patient Access Group, the 

monthly Performance Reviews, Acute Services Performance Committee and 

Acute Services Board. (30.0%)
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June 18

Referral to Treatment Times

Commentary:

M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

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% 84.8%

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%

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently

Referral to Treatment Times

Issue:

The Trust slightly under-performed at 85.13% against the Referral to Treatment 

(RTT) 85.2% trajectory for June 2018 (the national target is 92%), sustaining 

the previous month's performance of around the same level. The requirement 

in quarter one was to have fully mobilised delivery of the 2018/19 planned 

activity levels, however, this has been affected by the impact of medical 

patients continuing to occupy surgical wards.   

Actions:

- Reduce LOS (Qtr 2)

- Identify alternative capacity options and suitable patient cohorts (Qtr 2)

- Implement clinical harm review process and governance for patients with long 

waits (Qtr 2)

Impact:

Undertaking inpatient activity will improve patient experience, reduce waiting 

times for elective procedures and recover the current under-performance. 

Delivery of outpatient efficiencies will improve the non-admitted element of this 

performance target thereby, offsetting the current under-performance of the 

admitted element. 

Governance:

Daily oversight of the elective activity is undertaken by the Clinical Business 

Units, feeding into weekly RTT specialty meetings and the Trustwide Patient 

Access Group, the monthly Performance Reviews, Acute Services 

Performance Committee and Acute Services Board. 
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Patients waiting > 6 weeks for diagnostics

Commentary:

M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

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%

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

Patients waiting > 6 weeks for diagnostics

Issue:

The Trust slightly under-performed in June 2018 at 95.2% against the 

diagnostic trajectory of 96% (national target is 99%) requiring patients receive 

their diagnostic test within 6 weeks of being referred; the trajectory is lower 

than the target due to planned reduction in endoscopy capacity in May and 

June, however, this has since recovered, and the current under-performance is 

now due to an unplanned reduction in ultrasound capacity.

Actions:

- Increase diagnostic imaging capacity (MR & CT Additional Staff) Business 

Case (Aug18) 

- Recruitment of radiologists via reporting capacity business case (Sep18)

- Gastro consultant commences (Qtr2)

Impact:

Delivery of the recovery actions with realistic actions and timescales will enable 

a manageable waiting list size to be achieved, which, in turn will enable 

performance against the diagnostics target for all tests. 

Governance:

Delivery will be monitored by the Clinical Business Unit, Trustwide Patient 

Access Group, the monthly Performance Reviews, Acute Services 

Performance Committee and Acute Services Board.
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Isle of Wight NHS Trust Board Performance Report 2018/19

Benchmarking of Key National Performance Indicators: Summary Report

June 18

Best Worst Eng

Emergency Care 4 hour Standards 95% 100% 70% 88.5% 82.4% 133 / 161 Red Qtr 4 17/18

RTT:% of admitted patients who waited 18 weeks or less 90% 100% 0% 86.9% 67.6% 155 / 161 Red May-18

RTT: % of non-admitted patients who waited 18 weeks or less 95% 100% 33% 95.4% 95.7% 119 / 186 Amber Red May-18

RTT % of incomplete pathways within 18 weeks 92% 100% 0% 87.7% 85.2% 146 / 184 Red May-18

%. Patients waiting > 6 weeks for diagnostic 1% 0% 27% 2.8% 2.5% 138 / 174 Red May-18

Cancer patients seen <14 days after urgent GP referral 93% 100% 68% 94.5% 96.9% 29 / 149 Green Qtr 4 17/18

Cancer diagnosis to treatment <31 days 96% 100% 85% 96.4% 95.5% 120 / 153 Red Qtr 4 17/18

Cancer urgent referral to treatment <62 days 85% 100% 56% 83.0% 81.1% 108 / 152 Amber Red Qtr 4 17/18

Symptomatic Breast Referrals Seen <2 weeks 93% 100% 51% 92.3% 93.3% 79 / 129 Amber Red Qtr 4 17/18

Cancer Patients receiving subsequent surgery <31 days 94% 100% 77% 94.5% 96.7% 81 / 148 Amber Red Qtr 4 17/18

Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100% 89% 99.0% 100.0% 1 / 130 Green Qtr 4 17/18

Cancer Patients treated after screening referral <62 days 90% 100% 0% 90.7% 88.9% 79 / 135 Amber Red Qtr 4 17/18

Key: Better than National Target = Green Top Quartile = Green

Worse than National Target = Red Median Range Better than Average = Amber Green

Median Range Worse than Average = Amber Red

Bottom Quartile Red

Data PeriodIW Rank
National 

Target

National Performance IW 

Performance
IW Status
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Isle of Wight NHS Trust Board Performance Report 2018/19

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

June 18

Other Small Acute Trusts

Emergency Care 4 hour Standards 95% 82.4% 21 87.6% 15 98.1% 2 98.7% 1 82.7% 20 84.7% 18 91.7% 10 NA 94.1% 6 92.3% 9 81.3% 24 96.0% 3 93.2% 7 90.3% 13 NA 85.0% 17 90.5% 12 NA 94.9% 4 86.7% 16 81.3% 23 82.8% 19 89.2% 14 90.7% 11 81.8% 22 93.1% 8 NA 94.3% 5 Qtr 4  17/18

RTT % of incomplete pathways within 18 weeks 92% 85.2%
17

92.0%
13

92.9%
6

88.2%
16

93.3%
5

NA 89.4%
15

NA 91.1%
14

92.6%
8

81.9%
21

84.0%
20

95.4%
2

93.4%
4

NA 92.2%
10

92.1%
11

NA 93.4%
3

85.0%
18

N/A 84.7%
19

92.3%
9

92.6%
7

80.5%
22

92.0%
12

NA 97.0%
1

May-18

%. Patients waiting > 6 weeks for diagnostic 1% 2.5%
19

0.8%
14

0.6%
10

14.4%
23

0.2%
6

27.1%
24

0.6%
11

NA 0.8%
13

10.1%
22

0.5%
9

1.2%
18

0.0%
1

0.1%
4

NA 0.5%
8

4.7%
20

NA 0.8%
12

9.2%
21

0.0%
1

0.3%
7

0.0%
1

1.0%
16

1.0%
17

0.9%
15

NA 0.1%
5

May-18

Cancer patients seen <14 days after urgent GP referral 93% 96.9%
5

94.0%
25

96.1%
14

92.2%
28

95.6%
21

91.7%
30

94.3%
23

NA 96.5%
11

96.5%
12

97.2%
3

95.8%
19

89.4%
31

95.7%
20

NA 96.6%
9

97.0%
4

NA
NA

96.9%
7

96.2%
13

92.9%
27

98.3%
1

96.5%
10

96.0%
15

95.9%
18

94.3%
23

NA 95.9%
17

Qtr 4 17/18

Cancer diagnosis to treatment <31 days 96% 95.5%
19

93.7%
21

97.1%
16

96.3%
18

100.0%
1

97.3%
15

93.4%
23

NA 99.2%
9

100.0%
1

97.5%
13

98.0%
10

100.0%
1

97.7%
12

NA 100.0%
1

97.4%
14

NA 95.5%
20

100.0%
1

93.4%
22

97.0%
17

100.0%
1

100.0%
1

97.9%
11

84.8%
24

NA 100.0%
1

Qtr 4 17/18

Cancer urgent referral to treatment <62 days 85% 81.1%
19

73.9%
24

85.3%
15

79.5%
21

92.1%
2

76.4%
23

83.4%
18

NA 90.6%
4

90.4%
6

80.7%
20

89.0%
8

91.4%
3

90.5%
5

NA 84.7%
16

85.7%
14

NA 85.9%
13

88.4%
10

87.9%
11

86.1%
12

92.9%
1

88.8%
9

89.4%
7

83.5%
17

NA
NA

79.4%
22

Qtr 4 17/18

Breast Cancer Referrals Seen <2 weeks 93% 93.3%
15

95.1%
12

98.8%
4

90.9%
19

51.2%
23

91.7%
18

92.0%
17

NA 89.4%
21

95.2%
11

97.0%
7

95.9%
8

NA 95.8%
9

NA 92.4%
16

98.8%
5

NA 99.5%
2

90.6%
20

72.0%
22

99.7%
1

94.8%
14

95.0%
13

99.1%
3

97.9%
6

NA 95.3%
10

Qtr 4 17/18

Cancer Patients receiving subsequent surgery <31 days 94% 96.7%
16

92.9%
22

94.1%
19

97.1%
15

100.0%
1

100.0%
1

94.4%
18

NA 96.6%
17

100.0%
1

93.3%
21

100.0%
1

100.0%
1

100.0%
1

NA 100.0%
1

85.2%
24

NA 100.0%
1

100.0%
1

90.9%
23

94.1%
19

100.0%
1

100.0%
1

100.0%
1

100.0%
1

NA 100.0%
1

Qtr 4 17/18

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

90.9%
20

100.0%
1

98.0%
18

NA 95.7%
19

100.0%
1

NA 98.8%
17

100.0%
1

99.1%
16

100.0%
1

100.0%
1

100.0%
1

NA 100.0%
1

100.0%
1

NA 100.0%
1

100.0%
1

NA 100.0%
NA

NA 100.0%
1

100.0%
1

100.0%
1

NA NA Qtr 4 17/18

Cancer Patients treated after screening referral <62 days 90% 88.9%
15

81.8%
19

80.0%
NA

100.0%
1

100.0%
1

66.7%
23

90.3%
14

NA 100.0%
1

85.0%
17

94.4%
12

81.5%
20

100.0%
1

91.0%
13

NA 95.1%
11

79.2%
22

NA 98.3%
8

100.0%
1

95.7%
10

88.2%
16

50.0%
24

83.7%
18

96.0%
9

100.0%
1

NA 100.0%
1

Qtr 4 17/18

Key: Better than National Target = Green R1F ISLE OF WIGHT NHS TRUST RC3 EALING HOSPITAL NHS TRUST RFW WEST MIDDLESEX UNIVERSITY HOSPITAL NHS TRUST RLT GEORGE ELIOT HOSPITAL NHS TRUST

Worse than National Target = Red RA3 WESTON AREA HEALTH NHS TRUST RCD HARROGATE AND DISTRICT NHS FOUNDATION TRUST RGR WEST SUFFOLK NHS FOUNDATION TRUST RMP TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Target Not Applicable for Trust = N/A RA4 YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST RCF AIREDALE NHS FOUNDATION TRUST RJC SOUTH WARWICKSHIRE GENERAL HOSPITALS NHS TRUST RN7 DARTFORD AND GRAVESHAM NHS TRUST

RBD DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST RCX THE QUEEN ELIZABETH HOSPITAL KING'S LYNN NHS TRUSTRJD MID STAFFORDSHIRE NHS FOUNDATION TRUST RNQ KETTERING GENERAL HOSPITAL NHS FOUNDATION TRUST

RBT MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST RD8 MILTON KEYNES HOSPITAL NHS FOUNDATION TRUST RJF BURTON HOSPITALS NHS FOUNDATION TRUST RNZ SALISBURY NHS FOUNDATION TRUST

Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking RBZ NORTHERN DEVON HEALTHCARE NHS TRUST RE9 SOUTH TYNESIDE NHS FOUNDATION TRUST RJN EAST CHESHIRE NHS TRUST RQQ HINCHINGBROOKE HEALTH CARE NHS TRUST

 out of the 28 other small acute trusts RC1 BEDFORD HOSPITAL NHS TRUST RFF BARNSLEY HOSPITAL NHS FOUNDATION TRUST RLQ WYE VALLEY NHS TRUST RQX HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST

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

Target
Data PeriodRLQ RLTRJD RJFRFF RFW RGR RJC RQQRNZRNQRN7RMP
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Isle of Wight NHS Trust Board Performance Report 2018/19

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

 

June 18

Emergency Care 4 hour Standards 95% 82.4% 8 NA 98.7% 2 85.2% 6 NA 91.9% 3 87.4% 5 84.3% 7 89.5% 4 99.5% 1 Qtr 4 17/18

RTT % of incomplete pathways within 18 weeks 92% 85.2%
10

99.8%
1

88.2%
7

88.4%
6

96.0%
2

90.0%
5

87.6%
8

86.6%
9

91.0%
4

95.5%
3

May-18

%. Patients waiting > 6 weeks for diagnostic 1% 2.5%
7

1.5%
5

14.4%
10

1.1%
4

0.0%
1

0.6%
3

3.0%
8

1.9%
6

5.2%
9

0.0%
1

May-18

Cancer patients seen <14 days after urgent GP referral* 93% 96.9%
5

NA 92.2%
28

98.2%
2

NA 96.0%
16

93.9%
26

95.6%
22

96.8%
8

NA Qtr 4 17/18

Cancer diagnosis to treatment <31 days* 96% 95.5%
6

NA 96.3%
5

97.9%
3

NA 96.8%
4

89.6%
7

99.0%
2

99.2%
1

NA Qtr 4 17/18

Cancer urgent referral to treatment <62 days* 85% 81.1%
5

NA 79.5%
6

87.6%
2

NA 89.1%
1

78.7%
7

83.9%
4

85.3%
3

NA Qtr 4 17/18

Breast Cancer Referrals Seen <2 weeks* 93% 93.3%
5

NA 90.9%
6

98.3%
2

NA 100.0%
1

81.4%
7

95.1%
4

95.9%
3

NA Qtr 4 17/18

Cancer Patients receiving subsequent surgery <31 days* 94% 96.7%
4

NA 97.1%
2

97.1%
2

NA 95.7%
6

86.7%
7

98.0%
1

96.5%
5

NA Qtr 4 17/18

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

NA 98.0%
7

100.0%
1

NA 100.0%
1

100.0%
1

99.1%
6

100.0%
1

NA Qtr 4 17/18

Cancer Patients treated after screening referral <62 days* 90% 88.9%
7

NA 100.0%
1

98.6%
3

NA 93.3%
5

89.3%
6

94.0%
4

100.0%
1

NA Qtr 4 17/18

Key: Better than National Target = Green R1F Isle Of Wight NHS Trust

Worse than National Target = Red R1C Solent NHS Trust

RBD Dorset County Hospital NHS Foundation Trust

Note the large font figure represents the Trusts performance and the small font figure represents the Trust Ranking RD3 Poole Hospital NHS Foundation Trust

 out of the 10 other trusts in the Wessex area RDY Dorset Healthcare University NHS Foundation Trust

RDZ The Royal Bournemouth And Christchurch Hospitals NHS Foundation Trust

RHM University Hospital Southampton NHS Foundation Trust

RHU Portsmouth Hospitals NHS Trust

RN5 Hampshire Hospitals NHS Foundation Trust

RW1 Southern Health NHS Foundation Trust

Data PeriodRDZ RHM RHU RN5 RW1RDY
National 

Target
IW R1C RBD RD3
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Isle of Wight NHS Trust Board Performance Report 2017/18
June 18

Glossary of Terms

Terms and abbreviations used in this performance report

Quality & Performance and General terms QCE Quality Clinical Excellence

Ambulance category A Immediately life threatening calls requiring ambulance attendance RCA Route Cause Analysis

BAF Board Assurance Framework RTT Referral to Treatment Time

CAHMS Child & Adolescent Mental Health Services SUS Secondary Uses Service

CBU Clinical Business Unit TIA Transient Ischaemic Attack (also known as 'mini-stroke')

CDS Commissioning Data Sets TDA Trust Development Authority

CDI Clostridium Difficile Infection (Policy - part 13 of Infection Control booklet) VTE Venous Thrombo-Embolism 

CQC Care Quality Commission YTD Year To Date - the cumulative total for the financial year so far

CQUIN Commissioning for Quality & Innovation

DFI Dr Foster Intelligence

DNA Did Not Attend

DIPC Director of Infection Prevention and Control

EMH Earl Mountbatten Hospice Workforce and Finance terms

FNOF Fractured Neck of Femur CIP Cost Improvement Programme

GI Gastro-Intestinal CoSRR Continuity of Service Risk Rating

GOVCOM Governance Compliance CYE Current Year Effect

HCAI Health Care Acquired Infection (used with regard to MRSA etc) EBITDA Earnings Before Interest, Taxes, Depreciation, Amortisation

HoNOS Health of the Nation Outcome Scales ESR Electronic Staff Roster

HRG4 Healthcare Resource Grouping used in SUS FTE Full Time Equivalent

HV Health Visitor HR Human Resources (department)

IP In Patient (An admitted patient, overnight or daycase) I&E Income and Expenditure

JAC The specialist computerised prescription system used on the wards NCA Non Contact Activity

KLOE Key Line of Enquiry RRP Rolling Replacement Programme

KPI Key Performance Indicator PDC Public Dividend Capital

LOS Length of stay PPE Property, Plant & Equipment

MRI Magnetic Resonance Imaging R&D Research & Development

MRSA Methicillin-resistant Staphylococcus Aureus  (bacterium) SIP Staff in Post

NG Nasogastric (tube from nose into stomach usually for feeding) SLA Service Level Agreement

OP Out Patient (A patient attending for a scheduled appointment)

OPARU Out Patient Appointments & Records Unit

PAAU Pre-Assessment Unit

PAS Patient Administration System - the main computer recording system used

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

PATEXP Patient Experience 

PATSAF Patient Safety

PEO Patient Experience Officer - updated name for PALS officer

PPIs Proton Pump Inhibitors (Pharmacy term)

PIDS Performance Information Decision Support (team)

Provisional Raw data not yet validated to remove permitted exclusions (such as patient choice to delay)
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Agenda Item No 16 Meeting Trust Board in Public Meeting 

Date 
2 August 2018 

Title Ambulance Service Report 
Sponsoring Executive 
Director 

Bob Williams, Ambulance Advisor to the Board 

Author(s) Bob Williams, Ambulance Advisor to the Board 
Report previously 
considered by inc date 

n/a  

Purpose of the report 
Information only  Assurance X 
Receive X 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 Quality, Performance and Divisional Board meetings all took place w/c 16th July 2018. 
The purpose of this report is to provide an overview of the key current service opportunities, issues, 
challenges, or risks affecting the division.  
 
Key Items of Information for Trust Board: 

• Quality items: 
The Ambulance Quality Strategy has been approved at the Divisional Board and goes to the 
next Trust Quality Committee for ratification. 

• Performance items: 
All Emergency Preparedness, Resilience and Response (EPRR) plans were completed and in 
place for the Isle of Wight Festival 21st to 24th June 2018, which went well and ambulance 
debrief for learning was held 6th July. 
We have had two high profile out-of-hospital cardiac arrest survivals. A report is attached at 
appendix 1, which highlights the excellent work of the community defibrillation programme. 
The 999 Ambulance Response Programme (ARP) standards are being measured in proxy 
form and most standards being met consistently. Category 1 is not being achieved, although 
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Category 1T is. These patients equate to less than 1 per day and this position will not be fully 
addressed until the replacement CAD is in place and the ability to see these incidents live in 
isolation is enabled. The full Quarter 1 standards position is attached as appendix 2 
The NHS111 performance remains good on call handling but below standard on clinician 
input. 
Both 111 and 999 services saw a marked increase in activity and corresponding drop in 
performance for the first week in July, but these have now both returned to expected levels. 

• Programme items: 
The replacement ambulance Computer Aided Dispatch (CAD) programme is on track for go-
live on 9th October with training currently ongoing. 
 

Key Items of Risk: 
• Lack of Health EPRR lead for the Trust. A proposal for collaborative support from University 

Hospitals Southampton EPRR team is currently in discussion.   
• Current Tactical Commander capacity level within the ambulance service is significantly 

reduced. Interim measures have been put in place and shared with the appropriate governing 
bodies. 

• The current volume of technical and procedural changes within both the 111 and 999 services 
combined with the training requirements and senior management sickness are stretching the 
managerial capacity. Opportunities for collaborative working, role sharing and welfare 
checking have all been enabled. 

 
 
Key Recommendation 
 

The Trust Board is recommended to receive the report. 

 
 



Appendix 1 
Isle of Wight NHS Trust Ambulance Service 

Community Defibrillator Scheme 
 
Situation 
 
Anyone of any age could potentially suffer a sudden cardiac arrest. A cardiac arrest 
is when a casualty becomes unconscious and is not breathing normally because the 
heart has stopped pumping oxygenated blood around the body.  
 
It’s thanks to the safe use of the defibrillator and good quality effective Cardio-
Pulmonary Resuscitation (CPR) that someone’s chance of survival from an out of 
hospital cardiac arrest can increase from as little as 5% to as much as 74%. 
 
An Automated External Defibrillator (AED) will analyse a casualty’s heart rhythm and 
will only shock them if needed. For every minute that passes without defibrillation 
and Cardio-Pulmonary Resuscitation (CPR), chances of survival decrease by around 
ten per cent.  
 
It’s the first three minutes that are absolutely time critical with regards to recognition 
of cardiac arrest, good quality CPR and early defibrillation hence the importance of 
defibrillators in our local community. 
 

 
 

Background 
The Ambulance Training and Community Response Services (ATCoRS) was initially 
set up as the commercial arm of the Ambulance Service but over the last five years 
has evolved into a community response link and now maintains the Trust’s 107 
Public Access Defibrillator (PAD) sites (this was just 14 sites five years ago) and 
supports the 21 Community First Responders (CFR’s). 



 

Recent Successes  

1. 32 year old Laura Summers of Sandown Bay Academy suffered at sudden 
cardiac arrest whilst at work, she is a fine example of why it is so important 
that all schools have immediate access to a defibrillator and everyone knows 
how to recognise cardiac arrest and perform CPR. Thanks to the quick 
actions of her colleagues and the immediate access to the IW NHS Trust 
PAD, Laura continues to enjoy her life with her Husband and two young boys. 

2. A few weekends ago an awful event occurred, a parent’s worst nightmare and 
something that we all dread. An eight year old little girl went into sudden 
cardiac arrest in a school playground. Thankfully her chain of survival was 
met by the quick thinking/acting teaching staff, the immediate access the IW 
NHS Trust PAD and the hospital care she received. We last heard that she 
was sat up and talking with a completely normal neurological assessment. 

3. Recent news featured on the national web-site 
https://www.resus.org.uk/features/community-stories/small-island-big-heart/ 

These survival stories are only made possible thanks to the following: 

• Education around good quality CPR and early defibrillation 
• Our 999 Emergency Call Assessors  
• The number of PAD’s we have available thanks to; charitable donations, 

income generation and private sales. 
• Our Ambulance Crews and Officers who attended the scenes 
• Our ED team and their collaborative working. 
• The ATCoRS defib super user and Medical Electronics for being able to 

download defib data thus assisting with the patient’s management plan. 
 

Further Action 

• There are 11 schools that are left on the Island who do not have a defibrillator. 
Work has begun with them to help obtain one. 

• ATCoRS will continue raising public awareness into the importance of the 
Chain of Survival. 

• Increasing the number of Island PAD’s which currently sits at over 420 
(geographically speaking we have a good number) through public awareness 
campaigns such as the IW NHS Trust summer fete, Safety in Schools event 
and Restart a Heart Day. 

 

 
 
 

https://www.resus.org.uk/features/community-stories/small-island-big-heart/


Ambulance Service 

 
 
 

                       
 

 

 

Appendix 2 
Ambulance Dashboard - Quarter 1 

Performance report for end Quarter 1 - 2018 

999 
Performance 

Mean 
standard 

Mean 90% standard 90% 

Call Answer N/A 00:04 N/A 00:20 

Category 1 7 minutes 09.14 15 minutes 18:08 

Category 1T N/A 10:31 30 minutes 18:06 

Category 2 18 minutes 12:05 40 minutes 33:54 

Category 3 60 Minutes 32:38 120 minutes 86:04 

Category 4 N/A 89:11 180 minutes 215:45 

Current programme of works Due date 

Coaching and leadership development of 
ambulance SMT 

July 2018 

Appoint substantive EPRR Health lead and 
develop full action plan 

August 
2018 

Strategy for future ambulance service 
provision 

September 
2018 

Implementation of new ambulance hub & 
operational processes to deliver ARP 
sustainably 

October 
2018 

111 
Performance 

Standard Performance 

Call Answer 95%  < 60 seconds 96:12% 

Calls abandoned <5% after 30 seconds 1:78% 

Calls with clinicians 
‘warm transferred’ 

>95% 92:33% 

Triaged calls with 
clinician 

>50% 42:45% 

    

Key risks Status 

Data quality of ARP performance 
reporting – Proxy reporting in place 

Replacement of ambulance CAD – 
Project on track for implementation 
09/10/18 

Completion of NARU audit 
requirements – Training completed 

http://www.iow.nhs.uk/


Agenda Item No 17 Meeting
Meeting 

Date

Title

Sponsoring Executive 

Director

Author(s)

Report previously 

considered by inc date

X

X

X

X

X

X X

X X

X

Executive Summary 

The first Quality and Performance Committee for the Community Division took place on the 13th July.

Since last month Community services have further developed their dashboard alongside the Performance and 

Information Team, the data is split into the following profiles:

Referrals

Activity

DNAs

Caseloads

Waiting Lists

Performance information for Community Nursing will continue to develop as the SystemOne is embedded within 

the teams.

Referral data across services indicates an increase in demand for all services, both childrens and adults.

Productives work continues in Community services:

Orthotics waiting list continues to improve according to trajectory, with 79.7% of patients wating within target

All paediatric therapies have increased in activity since the same month last year. This is due to efficiencies 

within services and improved data capture

There are increasing caseload sizes for all 3 Community Nursing localities, the primary reason for referral is for 

wound care management.

Sexual Health and the 0-19 Service continue to meet their key performance indicators for access

Community Flow

Community Flow through the Community Rehab service remains high, decreasing inpatient length of stay. The  

main risks and issues are medical cover: working on an alternative service provision to access medical cover 

(inclusive of Reablement beds). 

Safeguarding restrictions: Applied to one provider resulting in a reduction of 11 beds –reopened on 4/7/18

NoroVirus confirmed in one rehab setting between 26/06/18 and 4/07/18

Lack of Governance and assurance regarding surge flex beds

Key Recommendation

The Board is asked to consider the following recommendations:

- To note the current performance position of the Community Services.

Effective Responsive

Caring Well-led

Safe

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

Link to CQC Domains

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

Purpose of the report

Information only Assurance

Review and discuss Agreement

Trust Board Approval is required

Trust Board in Public 2 August  2018

Performance Report - Community Services

Barbara Stuttle, Director of Community Services

Charlise Cuthbert, Operations Manager - Community Services

Performance Committee - 1st Aug 18

Enc N



Isle of Wight NHS Trust Board Performance Report 2018/19

Index

Community Services

    Community - Dashboard…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..3

    Community Waiting List - Dashboard…………………………………………………………..……………………………………………………..…………………..………………………………………………….………….. 4

    Community Activity - Dashboard…………………………………………………………..……………………………………………………..…………………..………………………………………………….………….. 5

    Locality Caseload - Dashboard………...…...…..……….………………………………..……………………………………………………..…………………..………………………………………………….………….. 6

June 18

Page 2



Isle of Wight NHS Trust Board Performance Report 2018/19
Jun-18

Community Services Dashboard

Key Performance Indicator
17/18 

Baseline

4 Month 

Trend

1 Month 

Forecast
Key Performance Indicator

17/18 

Baseline

4 Month 

Trend

1 Month 

Forecast

Total Referrals Data to Jun 18 Data to May 18

Nurse Contacts 4,178 972  258
The percentage of first time service users offered and accepting an HIV test 

(excluding those already diagnosed HIV Positive)
76.5% 77.0%

AHP Contacts 18,254 4,891  1,595
A minimum of [ 56 ] males aged between [ 15 and 24  ] must be tested for 

chlamydia per month
116 55

Other Contacts 2,063 722  383
A minimum of [ 139  ] females aged between [ 15 and 24  ] must be tested for 

chlamydia per month
241 132

Total Activity Data to Jun 18
% of women accessing the Service who are being offered advice and assistance in 

relation to contraceptive methods 
100.0% 100.0%

Nurse Contacts 17,585 3,903  1,301
% of women accessing the Service who are provided with access to full range of 

contraceptive methods
100.0% 100.0%

AHP Contacts 93,145 24,347  8,176
People accessing the Service are redirect to their GP for the contraceptive pill and 

the contraceptive injection as routine.
100.0% 100.0%

Other Contacts 213 66  28

Total DNA's Data to Jun 18

Nurse Contacts 436 123  46

AHP Contacts 5,534 1,393  464

Other Contacts 8 3  3 Data to Jun 18

Total Caseload Data to Jun 18
Mothers who received a first face to face antenatal contact with a Health Visitor at 

28 weeks or above
101

Nurse Contacts 5,292 5,628  5,628
Births that receive a face to face New Born Review within 10 - 14 days of the birth 

date by a Health Visitor
95.5%

AHP Contacts 18,413 18,753  18,753 Children who received a 1 year development review by the time they turned 1 year 97.0%

Other Contacts 31,139 31,497  31,497
Children who received a 2 to 2 1/2 year review before they turn 30 months using 

ASQ:SE2
93.4%

Total Waiting List Data to Jun 18 Children who received a 6-8 weeks review 98.8%

Nurse Contacts 356 406  406
Infants for whom breastfeeding status is recorded at 6 to 8 week check and the 

number of each being ascertained
37.6%

AHP Contacts 1,999 2,111  2,111
Urgent referrals, including safeguarding, who received a same, or next working day 

response and a Health Visitor contact with the family within 2 working days.
-

Other Contacts - -  -
School Entry Reviews carried out for school age children prior to their first school 

term
-

Children who are monitored within the requirements of the National Child 

Measurement Programme
-

Referrals relating to the Strengthening Families agenda allocated to a named 

worker for targeted support within 5 working days
-

Key Performance 4 Month Trend

Referral data only captured from Dec'17 onwards Data to Jun 18 On Target  Strong Increase

Referrals 523  251 Off Target  Increase

% Wound Care for Leg Ulcers 9.5%  8.8%  No Change

Caseload 1,293 1,368  1,368  Deterioration

 Strong Deterioration

District Nursing

Key Performance Indicator
17/18 

Baseline

Actual 

YTD

4 Month 

Trend

Actual 

Month

1 Month 

Forecast

0-19 Services

Key Performance Indicator
17/18 

Baseline

Actual 

YTD

4 Month 

Trend

Actual 

Month

1 Month 

Forecast

Service Activity The Provision of an Integrated Sexual Health Service

Actual 

YTD

Actual 

Month

Actual 

YTD

Actual 

Month
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Waiting List Dashboard

Data to Jun 18

Key Performance Indicator
17/18 

Baseline

4 Month 

Trend

1 Month 

Forecast

17/18 

Baseline

4 Month 

Trend

1 Month 

Forecast

50th 

Percentile

Longest 

Wait

Nurse Contacts

Community Matrons - -  - - -  -

Pediatric Nurse 110 99  99 12 10  10

Continence Service - -  - - -  -

Specialist Nurses 2,519 2,681  2,681 160 178  178

Multiple Sclearosis Nurse Specialist 251 251  251 3 3  3

Osteoporosis Nurse Specialist 2,043 2,187  2,187 114 132  132

Parkinson's Disease Nurse Specialist 225 243  243 43 43  43

Heart Failure 144 167  167 24 40  40

Allied Health Professionals

Dietetics 1,697 1,703  1,703 132 130  130

Occupational Therapy 149 149  149 108 103  103

Orthotics & Prosthetics - -  - 152 118  118

Physiotherapy 7,579 7,753  7,753 785 851  851

Podiatry Services 7,144 7,227  7,227 514 591  591

Pulmonary Rehab 126 150  150 47 76  76

Community Respiratory Service 199 218  218 16 20  20

Speech & Language 1,519 1,553  1,553 245 222  222

SPARCCS - -  - - -  -

Other Services

Home Oxygen Service - -  - - -  -

0-19  Service 31,139 31,497  31,497 - -  -

Performance 4 Month Trend

On Target  Strong Increase

Off Target  Increase

 No Change

 Deterioration

 Strong Deterioration

Caseload Waiting List Size

Actual 

YTD

Actual 

Month

Actual 

YTD

Actual 

Month
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Community Activity Dashboard

Data to Jun 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

4 Month 

Trend

1 Month 

Forecast

Nurse Contacts

Community Matrons - -  - 1,731 198  75 - -  -

Pediatric Nurse 183 56  17 2,163 714  253 0.0% -  -

Continence Service 1,634 361  109 2,075 513  160 1.7% -  -

Specialist Nurses 1,118 249  60 5,050 1,042  343 3.3% 5.1%  5.8%

Multiple Sclearosis Nurse Specialist 27 1  - 1,191 186  62 2.5% 4.6%  4.6%

Osteoporosis Nurse Specialist 863 210  45 2,306 569  182 5.0% 6.4%  7.6%

Parkinson's Disease Nurse Specialist 228 38  15 1,553 287  99 1.4% 2.7%  2.9%

Heart Failure 125 57  12 1,516 394  127 3.3% 2.7%  3.1%

Allied Health Professionals

Dietetics 2,171 553  176 3,507 912  282 7.1% 7.4%  6.3%

Occupational Therapy 84 28  9 653 312  129 3.3% 5.5%  5.1%

Orthotics & Prosthetics 1,403 383  115 4,274 1,282  483 3.8% 3.2%  3.0%

Physiotherapy 6,188 1,728  575 15,326 3,972  1,339 6.8% 6.9%  6.8%

Podiatry Services 3,291 962  319 40,832 10,419  3,635 7.7% 7.4%  7.3%

Pulmonary Rehab 178 62  10 975 210  1 6.4% 2.3%  -

Community Respiratory Service 211 56  14 1,547 337  120 6.0% 5.6%  5.5%

Speech & Language 1,733 410  142 12,895 3,552  1,175 1.4% 1.7%  1.3%

SPARCCS 2,995 709  235 13,136 3,351  1,012 1.6% 1.4%  1.6%

Other Services

Home Oxygen Service - -  - 213 66  28 3.6% 4.3%  9.7%

0-19  Service 2,063 722  383 - -  - - -  -

Performance 4 Month Trend

On Target  Strong Increase

Off Target  Increase

 No Change

 Deterioration

 Strong Deterioration

Referrals Activity DNA

Actual 

YTD

Actual 

Month

Actual 

YTD

Actual 

Month

Actual 

YTD

Actual 

Month
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Locality Caseload Dashboard

District Nurse Caseload

M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

North East

17/18 322 370 407 424 362 325 350 384 372 391 416 421

18/19 435 426 439

South Wight

17/18 308 310 321 286 294 286 335 296 343 416 481 396

18/19 424 357 391

West & Central

17/18 397 409 442 400 428 379 443 386 475 448 471 476

18/19 506 518 538

250

300

350

400

450

500

550

600

Apr-17 Jun-17 Aug-17 Oct-17 Dec-17 Feb-18 Apr-18 Jun-18

Locality District Nurse Caseload 
North East South Wight West & Central
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Agenda Item No 18 Meeting Trust Board in Public Meeting 
Date 

2 August 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 - 1st Aug 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  
Progress report: 
• First MH&LD senior Leadership team away day with the new senior leadership team happened on 

the 9th July 2018 where objectives and priorities were agreed 
 

• New Governance structure approved at the new divisional board on 10th July 2018 and structure 
will be implemented in August 2018. A new MH&LD dashboard is being developed that will 
support the governance structure and extend to team level performance boards. Consequently 
please note the dashboard in this report is in development. 

 
• The Quality Strategy is in development that describes our priorities for quality improvement, and 

will set out the measureable outcomes we want to achieve. Our priorities are preventing suicide; 
improving physical health care for people with serious mental illness, and people with learning 
disability; improving collaborative CPA practice; learning from experience; improving end of life 
care; improving dementia care and delivering evidence based practice 

 
• We have seen a real change in the recruitment of staff recently. The CMHS alone has 8 new staff 

members joining the team in the next few months 
 
• Afton ward are the top performing service across the trust for statutory and mandatory training, 

and are sharing their good practice in the Trust.   
 
Summary of Performance: 

Enc O  
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Effective: 
• CMHS: % on caseload increased by 13% from last month 
• A person placed on the mainland to support their LD has been repatriated back to live on the 

Island 
 
Well Led: 

• A bespoke mental health and LD staff engagement survey is underway, with 124 responses which 
will inform an action plan to be driven by the staff engagement committee to improve the rating of 
3.51 over 12 months. Target to be agreed at first committee meeting. 

• Recording of caseload management supervision is low, new team level dashboard being created 
which will improve data quality. 

 
Safe: 

• Restrictive practice forum is being set up to support the work with seclusion and restraints, and 
linking to the equivalent forum in Southern Health NHS Foundation Trust, in order to share 
learning. 

 
Caring: 

• 3 Service User and carer experience co-ordinators have started in post this month to improve 
service user and carer engagement and involvement in service delivery and governance. 

 
Finance: 

• YTD position is £55k overspent due to extension of liaison winter service to 30 June, and Adult 
MH Medics agency usage to cover vacancies.   

• Focus remains on controlling spend of temporary staffing and recruiting to substantive positions 
and staff retention 

 
Responsive: 

• MH & LD RTT task and finish group commenced to improve waiting times and share best practice 
across the division. 

• Number of people waiting in A&E for a MH assessment for more than 4 hours increased to 10 this 
month from 6, this was expected due to liaison team funding ceasing this month. 

 
Operational Risks: 
• The IRIS alcohol service continues to be in business continuity, with ongoing challenges around 

staff sickness. The new service manager for the service is now in post, and is reviewing the team 
structure, and seeking recruitment of an interim clinical lead. The Division will place IRIS into the 
10 week getting to safe programme in order to ensure staff engagement, pace and executive 
oversight for the recovery programme required in the service.  
 

• Early Intervention in Psychosis service (EIP): The service is still in business continuity due to staff 
sickness and annual leave, additional staff are being requested through EPP. There is a risk of 
breaching the 2 week waiting standard in July. The Seconded Team Leader has given notice and 
interim solution for management being explored whilst recruitment takes place. Business 
continuity to continue into august whilst the ongoing investigation and staff shortages continue. 
 

• Funding of Placements: Funding process for section 117 MHA has changed and moved to West 
Hampshire CCG, whilst Hampshire have been clear about the process the IOW CCG and LA still 
receive the application first, currently there have been issues with this process and this is causing 
delays in achieving agreement for placements for the most vulnerable of our client groups and 
delaying people receiving the most appropriate care in the right place at the right time. We are 
liaising with commissioners to support the move to the new process. 

Key Recommendation 
The Board is asked to note the current performance position of the Mental Health and Learning 
Disability 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
May-18 100% 88% 100% 88% No. of Reported SIRIs * Jun-18 3 7

CMHS: % of CPA patients having formal review within last 12 

months 
Jun-18 Not Available Not Available

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Jun-18 1 0 3 0

CMHS: % of caseload on CPA Jun-18 50% 36% 39%
Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Jun-18 0 0

CMHS: % of people over expected cluster time May-18 7% Number of Restraints Jun-18 6

Number of people followed up within 7 days of inpatient 

care
Jun-18 94% 96% Number of Seclusions Jun-18 2

% of admission gatekept by CRHT (incl MHA assesments) May-18 95% 79% 83% Vacancies May-18 54

% of IRIS KPI's met Q1 2018/19 next month next month

Readmission rates within 90 days May-18 Not set 8% Not set 8.7%

Caring
Latest 

data

Number of complaints Jun-18 0 7

Clinical supervision Jun-18 Not Available Not Available Number of compliments Jun-18 0 0

Mandatory training compliance  Jun-18 80% 78% 80% 78% Friends and Family Test data - % Response Rate Jun-18 0.83%

Friends and Family Test data - % Recommending Jun-18 100.00%

Target Actual Target Actual Responsive
Latest 

data

Staff surveys Jun-18 3.51/5 IAPT Access Jun-18 23% Not Available Not Available

Appraisal % Jun-18 49%
EIP: Psychosis treatement with a NICE approved Care Package 

within 2 weeks
May-18 50% 100% 50% 100%

Caseload management supervision Jun-18 36% 39%
CAMHS: % of children and young people under 18 estimated with 

a diagnosable mental health condition accessing 

CAMHS+EIP(under 18)

Jun-18
In 

Development 

In 

Development 

Sickness levels Jun-18 5% 7% 5%
CAMHS: Proportion of CYP with Eating Disorder (routine) that wait 

4 weks or less from referral to NICE approved pathway
Jun-18

In 

Development 

In 

Development 

CAMHS: Proportion of CYP with Eating disorders (urgent) that wait 

1 week or less from referral to NICE approved pathway
Jun-18

In 

Development 

In 

Development 

Risk Register info May-18 12 19 RTT within 18 weeks (all services) Jun-18 92% 89%

Inpatients: Bed Occupancy, Jun-18 91% 92%

Inpatients: Out of area placements for non specialist adult acute 

care
May-18 0 1

Finance Latest data
Number of patients in A&E waiting for a mental health assessment 

for 4 hours or more 
Jun-18 10 19

Jun-18

Scoring 15+ Scoring 12+

Well Led Latest data

In Month YTD

In Month

Target            Actual

YTD

Target           Actual

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)

Jun-18 8 9

In Month

Target              Actual

YTD

Target          Actual

June 18

Balanced Scorecard - Mental Health and Learning Disabilities

Effective Latest data
In Month YTD

Safe
Latest 

data

In Month
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