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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 Chair's Update Chair Receive C 
7 Chief Executive's Update Maggie Oldham  Receive D 
  STRATEGY       
8 Integrated Improvement Framework Report Frank Sims Assurance E 
9 Board Assurance Framework Suzanne Rostron Assurance F 
10 Annual Business Operational Plan 2018/19 Frank Sims Approve G 
11 Annual Financial Plan 2018/19 Darren Cattell Approve H 
  PERFORMANCE      
12 Quality Performance Report  

 
Suzanne Rostron  
Barbara Stuttle 
Steve Parker 

Assurance I 

13 Safe Staffing Report Barbara Stuttle Assurance J 
14 Nursing & Midwifery Six Monthly Staffing Review Barbara Stuttle Approve K 
15 Learning from Deaths & Mortality  Steve Parker Assurance L 
16 Workforce Performance Report Julie Pennycook Assurance M 
17 Operational Performance Report Shaun Stacey Assurance N 
18 Financial Performance Report Darren Cattell Assurance O 
  COMMITTEE ASSURANCE AND GOVERNANCE       
19 Equality & Diversity Strategy and Delivery Plan  Julie Pennycook Approve P 
20 Junior Doctors Guardian of Safe Working Quarterly Report Steve Parker Assurance Q 
21 General Data Protection Regulation (GDPR) Trust’s 

Readiness for implementation on 25 May 2018 
Frank Sims Assurance R 

22 Committee Reports from the meetings held on 2 May 
2018: 

Chairs of  Assurance Verbal 

  • Quality Committee  Tim Peachey     
  • Performance Committee Charles Rogers     
 • Audit Committee David King   
  CLOSING MATTERS       
23 Issues to be covered in Private         Chair Receive Verbal 
24 Questions from the Public  Chair Receive Verbal 
         
  The next meeting in Public of the IW NHS Trust Board will 

be on:  
Date:     Thursday 7 June 2018 
Venue:  Conference Room - Level B, St Mary's Hospital, 
Newport, IW PO30 5TG 

Chair Receive Verbal 

Isle of Wight NHS Trust Board  
Meeting in Public 
 
Date:  3 May 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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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 
 
 
 
 
 

 
 

mailto:board@iow.nhs.uk


 

IOW NHS Trust Board Meeting Pt 1   5 April 2018 1 

 
 
 

Minutes of the meeting of the Isle of Wight NHS Trust Board  
held in public at 1.30pm on Thursday 5 April 2018 in the Conference 

Room, St Mary’s Hospital, Newport, IW PO30 5TG 
 
PRESENT:   
Voting Members: Vaughan Thomas Chair  
 Darren Cattell Interim Turnaround Chief Financial Officer (ITCFO) 
 David King, Non-Executive Director 
 Maggie Oldham Chief Executive (CEO) 
 Steve Parker Interim Medical Director (IMD) 
 Caroline Spicer Non-Executive Director 
 Anne Stoneham Non-Executive Director 
 Barbara Stuttle CBE Director of Nursing (DN) 
 Nikki Turner Deputy Chief Operating Officer (deputising for Chief 

Operating Officer) (DCOO) 
Non-Voting Members: Julie Pennycook Director of Human Resources & Organisational 

Development 
 Suzanne Rostron Director of Quality Governance 
 Frank Sims Deputy Chief Executive Officer 
 Sara Weech Associate Non-Executive Director 
Attendees Nigel Carr Managing Director, Advisory, KPMG 
 Andy Hollebon Head of Communications & Engagement 
 Shane Moody Consultant Nurse/ACCP 
 Daniel Robinson Corporate Business and Development Manager 
 Alan Thorne NHSI Improvement Director 
   
Observers:   
Minuted by: Lynn Cave Board Governance Officer 
 
Members of Staff and 
Public in attendance: 

There were no members of staff or members of the public present.   

 
 
Minute No.  
Chair’s Opening Remarks 
 The Chair advised the meeting that Kevin Bond who had been with the Trust as Director of 

Mental Health & Learning Disabilities had sadly decided to leave.  He expressed the 
Board’s thanks to him for all his energy and vision for Mental Health during his time and 
wished him well.  He also advised that Dr Paul Evans who had been working with the Trust 
as a Board Advisor for Medical Leadership had come to the end of his time with the Trust 
in this occasion but was likely to return to provide support in the future.  Again the Board’s 
thanks for his work was expressed. 
 

PROCEDURAL 
18/T/050 APOLOGIES FOR ABSENCE, DECLARATIONS OF INTEREST AND CONFIRMATION 

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

• Dr Robert Ghosh, Director of Clinical Improvement 
• Dr Charles Godden,  Associate Non-Executive Director 
• David Haycox, Governance Advisor 
• Charles Rogers, Non-Executive Director 
• Shaun Stacey, Chief Operating Officer 

 
The Chair confirmed that the meeting was quorate. 

Enc A 
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Declarations of interest were received from: 

• Darren Cattell as a Director of Wight Life Partnership 
• Barbara Stuttle, as Non-Executive Director of Basildon and Thurrock University 

Hospitals NHS Foundation Trust 
• Sara Weech in her capacity as Chair of the Earl Mountbatten Hospice  

 
The Board congratulated Barbara Stuttle on her new post. 
 

18/T/051 MINUTES OF PREVIOUS MEETING 
 Minutes of the meetings of the Isle of Wight NHS Trust Board held on 1 March 2018 were 

reviewed and approved. 
 
Resolution 
 
The Chair requested that the minutes of the meeting held on 1 March 2018 be Approved.  
Motion Proposed by Anne Stoneham and Seconded by David King.  The motion was 
carried unanimously. 
 

18/T/052 MATTERS ARISING AND SCHEDULE OF ACTIONS 
 a) Matters Arising:  There were no matters arising. 

 
b) Schedule of Actions:   

i. TB/291 – Contemporary Workforce Strategy: It was confirmed that work 
was progressing but further time was needed to ensure that to ensure that the 
outcome was robust and addressed the needs of the organisation.   

ii. TB/314 – Nursing Establishment:  It was advised that work was progressing 
but it was stressed that it was important to get this correct.  NHSI would be 
coming in April to support the process. 

 
It was noted that there were a number of similar themed actions which have arisen and it 
was agreed that the Executive team would review the actions and agree to close, transfer 
to Sub-Committee for action or consolidate as appropriate. 
 
Action 
• Executive Directors to review all outstanding actions for clarity and to agree to close, 

transfer to Sub-Committee for action or consolidate as appropriate 
Action by: All EDs 

• Following Exec review of open actions, review all open action descriptors to ensure 
clarity of what action is required 

Action by: All EDs 
Resolution 
 
The Isle of Wight NHS Trust Board received the Matters Arising and Schedule of Actions 
Update 
 

18/T/053 CHAIR’S UPDATE 
 The Chair presented his report which outlined his activities over the last month. 

 
He stated that in addition to the activities mentioned in his report, since writing the report 
he had also visited the Sandown District Nursing Team.  During that visit, he had been 
taken on patient rounds with one of the nurses and had met three of the Trust’s patients.  
He paid tribute to the Trust’s staff who provide a first class service, sometimes in difficult 
circumstances with enthusiasm and a dedication to the care of their patients. 
 
Following the meeting at which Baroness Dido spoke, the Chair wrote to suggest that she 
visit the Trust.  Baroness Harding has accepted the invitation and a date is in the process 
of being arranged probably during the summer of 2018.  
 
He advised that during his Trust visits and meetings, a number of points were identified 
which he has documented and passed to the appropriate Executives to take the action 
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forward. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Chair’s Update 
 

18/T/054 CHIEF EXECUTIVE’S UPDATE 
 The Chief Executive presented the report and in addition gave an update on the current 

position of the Executive Director recruitment process, confirming the dates for the 
interviews for the Directors of Acute, Finance and Mental Health.  She confirmed that there 
were good applications for each of the posts.   
 
She reported that to date no suitable candidates had been identified for the post of Director 
of Ambulance Services & Patient Transport Services, and that through the Association of 
Ambulance Chief Executives the Trust had agreed that Bob Williams would be joining the 
team for 6 months from 9 April as a Board Advisor for Ambulance to provide support for the 
team during the recruitment process.   
 
The Chief Executive reported that the outcome of the 2017/18 Flu campaign had shown 
that 69.4% of frontline staff and 51.7% of all staff had received their vaccination which was 
a good improvement on previous year.   
 
She advised that a Workforce Summit would be taking place and also that feedback on the 
introduction of weekly pay for Bank Staff had been positive. 
 
She apologised to the community for the disruption during February caused by the new 
build for Ambulatory Care but confirmed that the project was due for completion in May. 
 
The Chief Executive advised that locally Maggie McIssac has been appointed as the Chief 
Executive for Hampshire CCGs Partnership and that nationally the formal consultation 
process had commenced to restructure NHSI and NHSE into a regional structure which 
should make for a more connected organisation. 
 
She advised that she had visited a number of teams over the recent weeks and saw how 
staff are managing their services under challenging times and advised that she would like 
to make some changes to the Board meeting to allow for service users and staff to come 
and tell their stories and experiences and that she would be discussing this with the Chair 
on what format this would take.  
 
Action 
• Consideration to be given to inviting a staff side representative to attend Board 

meetings 
Action by: CEO 

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

STRATEGY 
18/T/055 INTEGRATED IMPROVEMENT FRAMEWORK (IIF) REPORT 
 The Chair advised that the workstreams within the IIF were being transitioned into 

‘business as usual’ and that it would also feed into the Trust Strategy which was in 
development.   
 
The Deputy Chief Executive presented the report and advised that focused this month had 
been on reviewing and discussing the recovery plans for those work streams that were red 
rated, and that as a result, a clear way forward for oversight and delivery of recovery has 
been agreed.  Projects or areas that are red rated will be put into an internal enhanced 
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oversight process, designed to be short term to ensure executive focus and grip.  Initially, 
this will include; Mental Health, Workforce (recruitment) and Ambulance (CAD1).  He 
confirmed that plans had been received and executive agreed which will allow the 
meetings to ensure the enhanced oversight process to proceed.   
 
The Deputy Chief Executive updated the Board on the current position with the CAD 
system.  He confirmed that despite previous assurances to Board, the new CAD will not be 
in place by 31/3/18 but that the risk of this has been assessed and mitigations are in place. 
The replacement CAD remains a high priority for the Trust and a revised business case is 
being produced that will come to Board.  He advised that one of the risks of the current 
CAD is the inability to accurately report against the new nationally required AQIs (Quality 
and Performance Indicators for Ambulance services) from the 1st April 2018 but that he 
was pleased to confirm that the mitigation for this risk is now in place and the Trust 
Information team have produced manual reports which enable proxy reporting to be in 
place for 1st April 2018.  Praised was received for the work in a recent visit by the National 
Ambulance Team and NHSI.  
 
He confirmed that NHSI Undertakings would be transferred to the remit of the Director of 
Quality Governance and would be monitored by the Assurance, Risk & Compliance 
Committee. 
 
Resolution 
 
The Chair recommended that the Board Approve that the NHSI Undertakings be 
transferred to the remit of the Director of Quality Governance and would be monitored by 
the Assurance, Risk & Compliance Committee.  Motion Proposed by Darren Cattell and 
Seconded by Barbara Stuttle.  The motion was carried unanimously. 
 

18/T/056 TRUST STRATEGY UPDATE 
 The Deputy Chief Executive advised that the strategy had previously been discussed in 

detail at both the Performance Committee and at Board Seminar.   
 
He confirmed that the Board was being asked to adopt the Strategic Objectives for 2018/19 
as agreed at these meetings and are as follows: 
 

1. Provide safe, effective, caring and responsive services – ‘Good’ by 2010 
2. Ensure effective use of resources 
3. Achieve NHS constitutional patient access standards 
4. Achieve excellence in employment, education and development 
5. Lead strategic change on the Isle of Wight 

 
The Board discussed the report and a number of areas of concern were raised.  Sara 
Weech, Non-Executive Director, highlighted that End of Life Care should have a clear 
pathway as it affects all aspects of the services and stated that she would be happy to be 
part of the development process.   
 
The Deputy Chief Executive confirmed that the 7 Day Service project would be included as 
part of the change programme and that it would be further developed with its part within the 
patient flow project to be ascertained.  The Interim Medical Director confirmed that the 
Trust currently benchmarks in the middle of other Trusts and that he was confident that the 
Trust will achieve the aim of having a 7 Day Service. 
 
The Improvement Director queried that in relation to taking the workstreams forward as 
business as usual were the team were happy with the level of technological contribution 
needed to track the progress and how would they link to the overall strategy.  The Chief 
Executive advised that under the changes being made to the business units they would be 
realigned to Mental Health, Acute, Community and Ambulance with each having its own 
Director and management board to review performance.  It was stress that a clear pathway 
for governance and oversight would be put into place and this would link to the strategy 

                                            
1 Computer Aided Despatch System 
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also.  The Deputy Chief Executive confirmed that the technology aspects were within the 
remit of the ICT Sub-Committee which reports into the Performance Committee, and they 
would be working on the priorities identified and would be developing a strategy to align 
and support the business units. 
 
Resolution 
 
The Chair recommended that the Board: 
 

• Adopt the Strategic Objectives for 2018/19.  Motion Proposed by Maggie Oldham 
and Seconded by David King.  The motion was carried unanimously. 

 

• Approve the modular approach to developing a strategy and support for 
development of a business case to drive this by September 2018.  Motion Proposed 
by David King and Seconded by Darren Cattell.  The motion was carried 
unanimously. 

 
18/T/057 ANNUAL BUSINESS OPERATING PLAN (DRAFT) 
 The Deputy Chief Executive advised that the operating plan had previously been discussed 

in detail at both the Performance Committee and at Board Seminar  
 
He confirmed that there were two key risks which had been identified which could affect 
the strategy and they were capacity and delivery of activity within the acute hospital and 
the lack of detailed workforce plans to support the activity.  He confirmed that work was 
ongoing within the business units to agree the detail of their individual plans which will 
include a range of metrics by which achievement can be measured.  It was stressed that 
these would not be to the detriment of patient care and would be monitored through the 
Performance Committee.  The next steps in the process included  

• Agree contractual position  
• Confirm capacity requirements to deliver demand plan and resource implications  
• Agree any funded service development investment requirements  
• Finalise plan including revenue and capital budgets for Board approval  

 
Caroline Spicer, Vice Chair of the Performance Committee, advised that the Committee 
had received assurance that the final approved plan would be ready for submission to 
NHSI by in accordance with national planning requirements on 30 April 2018.  However, 
the Committee were concerned that staff should have sight of a clear week by week, 
month by month plan on how this will embed within their areas.  The Committee wanted a 
clear plan including workforce, finance and quality with the underlying delivery timelines in 
place to give assurance that it will be delivery when it is formally approved. 
 
The Chair invited comments from the Chair of the Patient Council who highlighted the 
importance of involving patients/service users within the consultation as they could feel 
threaten by the modelling process and feel that their access to some treatments will be a 
affected.  She asked that this be taken into consideration and a patient/service user 
consultation strategy is included within the modelling process.  The Chief Executive agreed 
that this was a good point  The Board discussed the issue of procedures of limited clinical 
value, and it was noted that the criteria for this is determined by the Commissioners and 
what they agree to pay for.  It was noted that the Board recognises that it cannot do 
everything and that it was important that this was jointly owned by the CCG and the NHS. 
 
The Chair highlighted that the operation plan was the basis for the control total set by NHSI 
which the Trust was required to sign up to or not by the end of April.  He confirmed that an 
extraordinary meeting would take place on 26 April to discuss and agree the approach the 
Trust would take.  He outlined the options with were: 

• Sign up for the existing Control Total – this was unlikely as the figure was very low 
• Submit a realistic alternative to NHSI 
• NSHI reject and return the alternative for rework. 

 
The Chair stressed that this was a live document which will continue to develop. 
 
Resolution 
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The Isle of Wight NHS Trust Board received the draft Annual Business Operating Plan. 
 

PERFORMANCE  
18/T/058 QUALITY PERFORMANCE REPORT 

 The Director of Quality Governance presented the report highlighting the key points within 
the report which included:  

• Improvement on Serious Incident (SI) performance compared to January  
• Increase in patient safety incident reporting in year, reduction in those causing 

harm to patients  
• Increase in complaints received during 2017-18 compared to 2016-17  
• Concerns raised around patient falls causing harm  
• Assurance exercise undertaken to support mental health services going forward  
• Demonstrable improvement in the Trust stroke data (benchmarked nationally)  
• New referrals to IRIS service temporarily suspended  
• Quality Strategy – first draft completed ready to launch  
• NHSI Undertakings to be monitored by the Assurance, Risk & Compliance 

Committee 
 
David King, as Chair of Quality Committee, advised that the Committee had discussed 
these points and noted that considerable progress had been made which was encouraging 
but that the Committee had concerns over the number of falls and had requested that a 
deep dive be undertaken. The Director of Quality Governance confirmed that the Falls 
Steering Group would be reinstated and would be undertaking this and reporting back to t 
through the Patient Safety Sub-Committee to Quality Committee. 
 
The Improvement Director highlighted the need for clear information.  She confirmed that 
the report was evolving into the new format but more work in being undertaken to improve 
the dashboard which would show the baseline data as well as milestones against each 
area.  In addition a clear flow chart showing how the data is disseminated is being 
developed 
 
The Director of Nursing updated the Board on the position with the IRIS team and advised 
that a significant increase in referrals (283%) without any additional staff had resulted in 
the need to temporarily suspend any new referrals.  She confirmed that she was working 
with the team with additional support to review the model which demand shows is wrong.  
She stressed that this need the CCG to get the model and commissioning correct as this is 
not just a Trust issue. 
 
The Chair of the Patient Council reported that she had attended a meeting of the Staff Side 
Partnership which highlighted some training issues within Compton Ward and asked what 
was being done to address this.  The Director of Nursing confirmed that staff had been 
given the opportunity to work on an acute respiratory ward to update their skills but initially 
staff had not requested additional training and it was only after the staff had started work in 
this area that it had been requested.  She confirmed that this had now been addressed. 
 
Quality Strategy:   
The Improvement Director complimented the process used in developing the Quality 
Strategy and recommended that it be used throughout the Trust.  He did however note that 
the strategy currently lacked some aspects of mental health.  The Director of Quality 
Governance advised that there would be a single overarching Quality Strategy and a 
tailored strategy each business unit which will demonstrate how the Trust will get to ‘Good’.   
 
The Director of Nursing stressed the need for good governance to ensure that all 
information submitted to the regulators is reported to the Board through the governance 
process.  She stressed that the strategy is a live document and that it will be a continuous 
progression to ensure that the care of patients is paramount.   
 
The Interim Turnaround Chief Financial Officer questioned whether it would be quality at 
any cost or would there be financial boundaries.  The Director of Quality Governance 
stated that quality does not need to have a cost and that by working differently quality can 
be achieved. 
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The Chief Executive requested that a review of the implementation of Winter Plan be 
reviewed by the Committees and thereafter to Board. 
 
Actions: 
• Review of Winter 2017/18 to be prepared and to be presented to the Quality 

Committee and Board. 
Action by:  DCOO 

 
Resolution 
 
The Isle of Wight NHS Trust Board received the Quality Performance Report and the Chair 
requested that the Board Approve the Quality Strategy launch.                                       
Motion Proposed by Maggie Oldham and Seconded by David King.  The motion was 
carried unanimously. 
 
 

18/T/059 SAFE STAFFING MONTHLY REPORT 
 The 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 KPI s for rostering. 
 
She advised that this is a revised report which had been discussed at Quality Committee 
and that the data is now being reviewed daily.  She also confirmed that in addition to the 
required Acute data, additional KPIs for Community, Mental Health and Ambulance are 
being developed as there are no national criteria in place. 
 
David King, as Chair of Quality Committee, advised that the Committee had discussed the 
report and was concerned with the levels of sickness and vacancies, but was assured that 
safe levels of staffing were in place through use of agency and bank staff. 
 
The Board discussed the report and Anne, Stoneham, Non-Executive Director queried 
what the particular reasons for sickness were as this was not indicated and the levels 
shown within the report were higher than the 4% target.  The Director of Human Resources 
& Organisational Development advised that the small numbers involved can show as 
higher percentile in reports and that there needs to be a deeper understanding of what lies 
behind the data.  The Director of Nursing confirmed that the data reflected February which 
had experience high levels of respiratory illness and flu but she stressed that in addition it 
was important to recognise that fatigue can make staff more susceptible to illness. She 
also advised that agency staff should be expected to fulfil the full duties of the post they 
were working in and this was being implemented. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Safe Staffing Monthly Report 
 
 

18/T/060 WORKFORCE & ORGANISATIONAL DEVELOPMENT PERFORMANCE REPORT 
 The Director of Human Resources & Organisational Development presented the report and 

advised that the workforce profile and recruitment planning across all areas of staffing is 
underway to address workforce deficits as well as active recruitment to reduce vacancies 
and corresponding use of Bank & Agency staffing.  She advised that agency usage had 
exceeded the NHSI ceiling due in the main to medical and nursing resources required to 
cover for vacancies and higher acuity and additional activity.  
 
The Director of Human Resources & Organisational Development confirmed that a full 
action plan for recruitment and retention would be submitted through the governance 
process and would be linked to the Business Operational Plan. 
 
The Board discussed the report and concern was raised over the appraisal rates and it was 
confirmed that this was being monitored on a weekly basis by service and reviewed at the 
business unit performance meetings.  It was recognised that it was important for staff to 
feel that appraisals were beneficial and productive as they would, within the new Agenda 4 
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Change plans, be linked to staff incremental pay increases. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Workforce & Organisational Development 
Performance Report 
 

18/T/061 OPERATIONAL PERFORMANCE REPORT 
 The Deputy Chief Operating Officer presented the report and in addition to the areas 

mentioned within the report she updated on the following: 
 

• NHS 111 Calls have seen an improvement in the period and achieved 92.1% 
against a national target of 95%. 

 
• Emergency Care 4 Hour Standard under-performed against the national target of 

95% in February at 87.24% but, this is a significant improvement upon January's 
performance at 75.87%.   

 
• Referral to Treatment Times (RTT) performance has continued to decrease from 

January at 85.5% in February to 84.61%, against the 92% incomplete target, due 
to the impact of the forecasted Winter Plan (between 7-10%) to cease inpatient 
activity from mid-December till March 2018.  She advised that it had been a 
positive plan and as an outcome there was learning which could be applied in 
future.  

 
The Chief Executive advised that the national Ambulance team were pleased with the way 
our PID2s team had complied information to comply with the new national ambulance 
reporting criteria.  This is a temporary solution until the new CAD system is in place.  She 
confirmed that once Bob Williams is in post he will be reviewing the system. 
 
Caroline Spicer, Vice Chair of the Performance Committee, advised that the report had 
been discussed in detail at the Performance Committee and a number of actions had been 
taken in relation to adjustments to the report. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Operational Performance Report 
 

18/T/062 FINANCIAL PERFORMANCE REPORT 
 The Interim Turnaround Chief Financial Officer presented the report and advised that the 

financial plan had been discussed in depth at the Performance Committee as well as at the 
Board Seminar earlier in the day. 
 
He confirmed that there had been an improvement in the month 11 position and this trend 
was expected to continue into Month 12.  He did stress that the year-end position was still 
reliant on ongoing discussions with the CCG and NHSI in order to achieve the planned 
£22.2m deficit. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Financial Performance Report 

 
COMMITTEE ASSURANCE AND GOVERNANCE 
18/T/063 2017 NATIONAL STAFF SURVEY – LOCAL RESULTS 
 The Director of Human Resources & Organisational Developed advised that the survey 

had taken place during October and December 2017 which was during a period of 
organisation changes and the results reflect this.  She confirmed that the results are as 
expected in a Trust in Special Measures.  She gave an overview of the results noting that 
improvements had been seen within the Ambulance results.  She confirmed that an 

                                            
2 Performance Information and Decision Support 
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overarching action plan would be implemented with individual plans for each service 
developed by the teams themselves, and this would be monitored through the 
Performance Committee. 
 
The Board discussed the results and it was advised by the Improvement Director that it can 
take a period of time for a Trust in Special Measures to see the improvement in the Staff 
Survey results and gave an example of another Trust who had taken 3 years and were still 
not where they wanted to be. 
 
The Director of Quality Governance advised that the CQC had not reported any 
whistleblowing during their recent inspection which was very encouraging, and the Interim 
Medical Director confirmed that the results aligned with those of the GMC3 feedback. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the 2017 National Staff Survey – Local 
Results 
 

18/T/064 ISLE OF WIGHT NEONATAL REVIEW 
 The Director of Nursing advised that an independent review of the neonatal service had 

taken place led by Professor Mike Bewick and that this report had previously been 
discussed at Committee and Board.  She advised that it recommends that the unit is re-
designated as a Special Care Unit and that this had been agreed by the Trust.  She 
advised that cases which required more specialist treatment would be transferred to a 
specialist unit and this approach was supported by the Wessex Neonatal Network. 
 
She advised that a meeting has taken place on how to move the service forward and that 
support is being provided by the network to allow staff to rotate through other units to 
ensure that their skills are kept contemporary. 
 
The Chair confirmed that the Board has adopted all the recommendations in the report 
which had been redacted in places to protect the families mentioned within the report. 
 
The Board discussed the report and the issue of the transfer of patients was raised by Sara 
Weech, Non-Executive Director who asked for more information on the work being 
undertaken to facilitate this.  The Interim Medical Director advised that this issue extended 
beyond the paediatric areas.  He stressed that it was important for neonatal staff to rotate 
through a busier unit on the mainland to keep their skills current.  He confirmed that 
treatment pathways can vary from patient to patient and that there were variable issues 
concerning transport off island, availability of vehicles and staff to accompany patients, it 
was important to ensure that an effective system is in place.  The Director of Nursing also 
stressed that as there were days when it was not possible to get off island that out staff 
needed to be competent to deal with any issue.  She advised that the use of technology 
would be explored to enable our mainland colleagues to support our staff in this event. 
 
The Chair confirmed that together with the Chief Executive, he was undertaking bilateral 
meetings with both Southampton and Portsmouth colleagues to agree levels of support. 
 
Resolution 
 
The Isle of Wight NHS Trust Board received the Isle of Wight Neonatal Report 
 

18/T/065 PAEDIATRIC DEEP DIVE 
 The Director of Nursing advised that the report had been presented to the Quality 

Committee and would be presented to the NHSI oversight meeting later in April. 
 
She gave an overview of the report and advised that work was progressing to finalise the 
action plans together with relevant costings and these would be presented to the Quality 
Committee and Performance Committee for monitoring. 
 

                                            
3 General Medical Council 
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The Interim Medical Director advised that the paediatric unit was being included in the 
wider Acute Service Redesign and this would include the new model and partnership 
working 
 
Resolution 
 
The Isle of Wight NHS Trust Board Received Paediatric Deep Dive Report and the Chair 
requested that the Board Approve the recommendations within the report as follows: 
 

 Neonatal summary of challenges, implementation of Section 28, managing 
transformation and culture change, and proposed reclassification of Neonatal 
Intensive Care Unit (NICU) to a Special Care Baby Unit (SCBU). 

 Paediatric – Management of safe medical staffing model that adheres to 
Section 28 compliance for Neonatal but also provides safe model for 
Paediatrics covering outpatient activity, on call commitment and in patient. 

 
Motion Proposed by Darren Cattell and Seconded by Barbara Stuttle.  The motion was 
carried unanimously. 
 

 COMMITTEE REPORTS: 
18/T/066 QUALITY COMMITTEE 
 David King, Acting Chair of the Committee which covered the key points raised at the last 

meeting held on 4 April 2018: 
 
Patient Safety 

a) Falls: The Committee was concerned at the level of falls and the accuracy of the 
data.  A deep dive has been agreed to enable better understanding of issues.   

Limited Assurance 
b) End of Life Care: The Committee received assurance that the Quality Strategy 

should help drive a better process which includes all stakeholders.   
Limited Assurance  

c) Safe Staffing:  Sickness and vacancy rates remain high.  A process to quantify 
staffing in ambulance, mental health and community is being developed. 

Limited Assurance  
d) Serious Incidents:  The Coroner has indicated that an external investigator is 

required for each Serious Incidents.  The Committee received assurance that 
processes are in place which are in line with National Requirements. 

Assured  
e) Quality Impact Assessment:  The Committee were advised that no report was 

submitted as no assessments had been undertaken.  The Committee was 
disappointed that this was the case and requested that an Executive review takes 
place as to why this has occurred. 

No Assurance 
f) Infection Prevention & Control:  The Committee were disappointed in the results 

reported but encouraged by the corrective action plans which are being 
implemented. 

Limited Assurance 
Clinical Effectiveness 

g) NICE Guidelines:  The Committee were advised that these are well managed but 
the process of assessing the risk of not being fully compliance needs 
improvement. 

h) Local Audits:  The Committee were pleased to hear that a review of all 
outstanding local audits was being undertaken and those not active would be 
closed or defined time limits set for completion. 

i) Sentinel Stroke National Audit Programme:  The Committee heard that the 
outcome of this audit had been presented at the Clinical Effectiveness Sub-
Committee and that it showed the significant improvements in processes and 
outcomes in relation to the management of hyper acute services 
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Limited Assurance 
j) Deep Dive Paediatric Services:  The Committee were advised that staffing 

remains a challenge but the plan is well supported externally and the risks are 
mitigated at this point. 

 
Resolution 
 
The Isle of Wight NHS Trust Board received the Chair’s Report from the Quality Committee 
 

18/T/066 PERFORMANCE COMMITTEE 
 
 
 
 

Caroline Spicer as Acting Chair of the Performance Committee presented the report on the 
key points raised at the last meeting held on 4 April 2018 
 

a) Draft Operating Plan:  The Committee had received assurance that the final 
approved plan would be ready for submission to NHSI by in accordance with 
national planning requirements on 30 April 2018.  However, the Committee was 
concerned that staff should have sight of a clear week by week, month by month 
plan on how this will embed within their areas.  The Committee wanted a clear plan 
including workforce, finance and quality with the underlying delivery timelines in 
place to give assurance that it will be delivery when it is formally approved. 

Limited Assurance 
b) Operational Performance review:  The Committee discussed the report in detail 

and a number of actions had been taken in relation to adjustments to the report. 
Limited Assurance 

c) Workforce Performance:  The Committee noted that the review into Job Planning 
was not completed, and remains an urgent part of the Trust achieving its operating 
plan.  It is an action under CIP to come back to the Performance Committee in 
May. 

Limited Assurance 
d) Information Technology:  The Committee was not assured by the presentations 

given as this remit had only just been transferred to the Deputy Chief Executive’s 
portfolio. The Committee advised that this remains a critical issue for the Trust.   

Limited Assurance 
• Cyber Security Draft Plan:  The Committee reviewed and an action has been 

raised for the plan to be costed, and for the costings to be made apparent 
when discussing the Operating Plan, so assurance can be provided on 
delivery.   

No Assurance 
• General Data Protection Regulation (GDPR):  The Committee expressed 

concern that this report was not ready for  review , and asked for it to be 
submitted to the May meeting and also to the May Board.  This is an urgent 
matter and needs the Boards attention as the deadline for implementation is 
25 May 2018 

No Assurance 
 
Actions: 
• General Data Protection Regulation (GDPR)4 Trust’s Readiness for implementation on 

25 May 2018 to be presented to the Performance Committee and Board in May 18. 
Action By:  DCEO 

Resolution 
 

                                            
4 Regulation (EU) 2016/679 (General Data Protection Regulation) as a neatly arranged website. All Articles of the GDPR are linked 
with suitable recitals. The European Data Protection Regulation will be applicable as of May 25th, 2018 in all member states to 
harmonize data privacy laws across Europe 
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The Isle of Wight NHS Trust Board received the Chair’s Report from the Performance 
Committee 
 

CLOSING MATTERS 
18/T/067 ISSUES TO BE COVERED IN PRIVATE 
 The Chair advised that the following items would be covered in private: 

 
• CIP Support Contract  
• Employee Relations  
• Infection Prevention & Control Update 
• Quality Report - Supplementary Appendices 
 

18/T/068 QUESTIONS FROM THE PUBLIC 
 None received 

 
18/T/069 ANY OTHER BUSINESS 
 a) Mainland Treatment Referrals:  The following questions were raised by Cllr John 

Nicholson: 
 

• Is anyone aware of the number of people allocated specialist mainland treatment 
that are not receiving that treatment because they cannot endure the travelling? 

• Is anyone aware of the number of people that are not receiving care, as above, but 
could be facilitated locally (to a greater or lesser degree) if this issue was 
addressed? 

• Is anyone aware of the number of people currently receiving treatment or 
medication (e.g. long-term), and do not need that treatment, or for whom that 
treatment/ medication could be counter-productive, and what impact would there 
be on the Health Service if such unnecessary or detrimental treatment was 
ceased? 

 
The Board discussed the questions posed and the Chief Executive advised that the 
decision to refer for treatment was down to the patients GP and that the data would be 
collated by the CCG.  She advised that this information was not provided to the Trust by 
the CCG.  The Interim Medical Director advised that patients who come to the Trust are all 
provided with alternative treatment as appropriate if they are unable to attend off island.  
He provided examples of cases for information. 
 
The Chair requested that this gap in data collection be discussed with the Local Care 
Board and the CCG so that the number of patients affected could be identified. 
 
Actions: 
• 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 

Action By:  CEO 
 

 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 3 May 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 3.50pm 
 
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

06-Dec-17 17/T/193 TB/291 Contemporary Workforce 
Stragety

Review of nursing model to provide a
Contemporary Workforce Stragety to be
submitted to Performance Committee 

Barbara Stuttle 25/01/18 - This report will be presented to the Perforance Committee on 28 
February and the Board  on 1 March.
19/02/18 - Draft going to the Quality Committee on 28 February  and April 
Performance Committee agenda
01/03/18 -  Draft report had been reviewed at the Quality Committee and 
would now go to the Performance Committee and Board .  It was agreed to 
amend the forecast date accordingly.
05/04/18 - It was confirmed that work was progressing but further time was 
needed to ensure that to ensure that the outcome was robust and 
addressed the needs of the organisation.
24/04/18 - Nursing & Midwifery 6 Monthly Staffing Review going to Quality 
Committee and Board in May.  Action Closed

01-Mar-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

06-Dec-17 17/T/203 TB/298 Committee Terms of 
Reference

Quoracy within the Terms of Reference to be 
amended and ratification to go to Board

David Haycox 25/01/18 - This has been included within the revised Board Committee 
Pack and will be brought to Board following the meetings of the Committees 
in January and February where any additional changes to the terms of 
reference will be agreed.
27/03/18 - final terms of reference will be reviewed by the Committees in 
April with the amendments going to Board in May for approval.
24/04/18 - Revised pack will be presented to Board.  Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Feb-18 18/T/004 TB/300 Trust Strategies New Executive structure in place from 1 
March with Executives engaged in 
developing the CBU strategies in Quarter 1 
of 2018/19

Maggie 
Oldham

27/03/18 - Draft Trust Strategy is being presented to Board
24/04/18 -No longer action needed.  Action Closed

05-Apr-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Feb-18 18/T/010 TB/307  Mental Health Blue Print Mental Health Blue Print – future services to 
be provided at a range of levels throughout 
the community and this is to be 
communicated via the communications team 
– The Interim Director of Mental Health & 
Learning Disabilities to discuss with the Head 
of Communications how to effectively do this.

Kevin Bond 22/02/18 - The blue print has been widely circulated and Director of Mental 
Health and senior IW Council/CCG people have made themselves available 
for discussions.  Action is ongoing and further initiative will be agreed 
between Head of Communications and the Director of Mental Health.
24/04/18 - Completed.  Action Closed

05-Apr-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Feb-18 18/T/018 TB/314 Deep Dive into Nursing 
Establishment:  

Highlight summary to go to Board following 
reporting to Quality Committee via the 
Patient Safety Sub Committee 

Barbara Stuttle 15/02/18 - To be added to the next agenda of the Patient Safety Sub-
Committee.  
05/04/18 - It was advised that work was progressing but it was stressed that 
it was important to get this correct.  NHSI would be coming in April to 
support the process.
24/04/18 - Nursing & Midwifery 6 Monthly Staffing Review going to Quality 
Committee and Board in May.    Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Feb-18 18/T/019 TB/315 Workforce Plans Chief Executive to follow up on measures 
being taken in absence of the Director of 
Human Resources & Organisational 
Development

Maggie 
Oldham

Julie 
Pennycook

22/02/18 - Handover provided to the Director of Human Resources & 
Organisational Development.  
10/04/18 - HR & OD Subcommittee commencing week commencing 23 
April and will report through to Performance Committee on all matters 
concerning workforce plans.  Action Transferred and Closed

03-May-18 03-May-18 Action Closed 10-Apr-18

Board in 
Public

01-Mar-18 18/T/034 TB/318 Timescale for recovery Timescales for recovery to be agreed for 
programmes that are red to be included in 
the next report.

Frank Sims 24/04/18 - IIF programmes transferred to business as usual or reviewed by 
new Finance & Service Improvement Board.  Action Transferred and 
Closed.

05-Apr-18 05-Apr-18 Action Closed 24-Apr-18
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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/034 TB/320 Data Collection Review of data collection points for Board & 
Board Committee report to ensure all data 
included in reports is consistent.

David Haycox 24/04/18  - Completed - The Governance Advisor has considered data 
reporting to the Board and Committees with Deputy Director of Information 
and agreed that it would be beneficial for an internal audit to be scheduled 
that considered data quality of the reporting of all data to the Board and 
Committees.   This will be captured within the internal auditors review of 
data quality.  Additionally, previous data quality reviews by PIDS team will 
be repeated to provide a self-assessment of data quality of reporting to 
Committees and the Board, in conjunction with a review of the measures 
being used as part of reporting to the Board and Committees.  Action 
Closed

05-Apr-18 05-Apr-18 Action Closed 24-Apr-18

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
Steve Parker

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.

05-Jul-18 05-Jul-18 Action 
Progressing

Board in 
Public

01-Mar-18 18/T/036 TB/324 Review of E-Rostering 
System

The Director of Nursing to undertake a review 
of the e-rostering system  to ensure that it 
allows for forward planning to allow staff to 
book leave in advance and not be restricted 
to a 6 week forward period.

Barbara Stuttle 24/04/18 - the Erostering system allows staff to request leave up to 12 
months in advance via employee online.  Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Mar-18 18/T/040 TB/325 Freedom to Speak Up 
Guardian accountability

Clarification regarding accountability and the 
position within the governance hierarchy for 
the Freedom to Speak Up Guardian to be 
confirmed and that future reporting to include 
benchmarking and trend data as well as 
details of action plans and resolutions.  
Report to go through the governance process 
and be reported through the HR & OD Sub-
Committee.

Julie 
Pennycook

24/04/18 - Autonomous position with access direct to Board.  Arrangement 
for Freedom to Speak Up Guardian reporting to go to the HR & OD Sub-
Committee.  Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

01-Mar-18 18/T/041 TB/327 Promoting equality and 
fairness for all – meeting the 
public sector equality duty

Revised report to be submitted for approval 
at Board 

Julie 
Pennycook

24/04/18 - Report drafted.  Final version submission to Quality Committee 
and Board in June

06-Jun-17 06-Jun-17 Action 
Progressing

Board in 
Public

01-Mar-18 18/T/042 TB/328 Diversity And Inclusion 
Strategy 2018 To 2021

Revised report to be submitted for approval 
at the May Board meeting.

Julie 
Pennycook

27/03/18 - On May Agenda.  Action Closed 03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

05-Apr-18 18/T/052 TB/332 Review of open actions by 
Exec Directors

Executive Directors to review all outstanding 
actions for clarity and to agree to close, 
transfer to Sub-Committee for action or 
consolidate as appropriate

All Execs 24/04/18 - Review completed.  Action Closed 03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

05-Apr-18 18/T/052 TB/333 Following Exec review of 
Actions

Review all open action descriptors to ensure 
clarity of what action is required

All Execs 24/04/18 - Review completed.  Action Closed 03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

05-Apr-18 18/T/054 TB/334 Staff Side Representation at 
Board

Consideration to be given to inviting a staff 
side representative to attend Board meetings

Maggie 
Oldham

24/04/18 - Included within the updated Terms of Reference of the Board 
provision has been made for the attendance of a staff side representative 
and subject to approval by the Board as staff side representative will be 
invited to attend from June onwards.  Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

05-Apr-18 18/T/058 TB/335 Review of Winter 2017/18 Review of Winter 2017/18 to be prepared 
and to be presented to the Quality 
Committee and Board. 

Nikki Turner 24/04/18 - On agenda for Quality Committee and Board Seminar.  Action Co 03-May-18 03-May-18 Action Closed 24-Apr-18

Board in 
Public

05-Apr-18 18/T/066 TB/336 General Data Protection 
Regulation (GDPR)

General Data Protection Regulation (GDPR)  
Trust’s Readiness for implementation on 25 
May 2018 to be presented to the 
Performance Committee and Board in May 
18.

Frank Sims 10/04/18 - On Performance Committee agenda and Board Agenda for 3 
May.
24/04/18 - On Performance Committee and Board agendas for 3 May.  
Action Closed

03-May-18 03-May-18 Action Closed 24-Apr-18

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

Steve Parker 05-Jul-18 05-Jul-18 Action 
Progressing
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Agenda Item No 6 Meeting Trust Board in Public Meeting Date 3 May 2018 

Title Chair Report 

Sponsoring Executive 
Director 

Vaughan Thomas, Chair 

Author(s) Vaughan Thomas, Chair 

Committees previously 
considered by including 
date 

N/a 

Purpose    
To update the Board on the Chair’s activities Receive X 

Assurance  

Approve  
Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary  
 

Last Board meeting on 5 April 2018. 
 

During the month, I have conducted and participated in meetings with, advisors, stakeholders, staff, and 
partners of the Trust. These have included: 

o Meetings/calls with NHSI including: 
- Fortnightly calls with Transactions and Sustainable Solutions Director 
- Isle of Wight and Prince Edward Island Canada call with Wessex Academic Health 

Services Network  
 

o Meetings with partner organisations including: 
o Local Care Board 12 April 2018 and Joint Seminar LCB & ODG 19 April 2018 
o Chair & CEO of Hampshire Hospitals NHS Trust 
o Getting to Good Leadership & Culture Project Workshop 
o Chair & CEO, Hampshire CCG Partnership 
o Chair & CEO, Southern Health Foundation Trust 
o Chair & CEO, Portsmouth Hospitals NHS Trust 
o Hampshire & Isle of Wight Chairs Meeting – Future Direction of Health Across Hants & 

       IOW 
o Meetings with Individuals including trust executives and candidates for the various  

       Executive Director Interviews 
 

Key outcomes from these activities are: 
 - We have agreed a way forward with our strategy work that now includes the CCG. 
- WAHSN have agreed to fund a visit and talk by Keith Dewar CEO of Prince Edward Island as part of 
an innovation seminar to be held at St Mary’s 

During the course of the month ahead I shall continue the programme of meetings and visits.  
 

Key Recommendation 

The Board is recommended to receive the report. 
 

Enc C  
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Agenda Item No 7 Meeting Trust Board in Public Meeting Date 3 May 2018 

Title Chief Executive Officer’s Report - 27th March to 23rd April 2018 

Sponsoring Executive 
Director 

Maggie Oldham, Chief Executive Officer 

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

Committees previously 
considered by including 
date 

N/A 

Purpose    
To update the Board on key issues within the Trust Receive X 

Assurance  

Approve  
Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary  

This report has been prepared by the Head of Communications & Engagement on my behalf.  The report covers the 
period 27th March to 23rd April 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: 
• Reflections 
• Appointments 
• Departures 
• Bullying 
• Workforce Summit 
• Hospital to Home 
• Kings Fund – Developing new models of care in the PACS vanguards 
• ‘Experience of Care’ week 
• NHS70 
• NHS Provider 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 D  
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Chief Executive’s Report for the period to 27th March to 23rd April 2018 
My report this month covers a range of issues between 27th March to 23rd April 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. 

Reflections 

It is just on a year since I joined the Trust expecting to be here for six months.  Without a doubt I 
joined a very troubled Trust in May last year.   As you know I joined on the day of the Care Quality 
Commission (CQC) Risk Summit, when the Trust was formally rated ‘Inadequate’, following the CQC 
inspection in late 2016.  At the Risk Summit the Trust responded to CQC and other regulatory bodies 
by apologising for the failings, and accepting that we had a lot of work to do to turn the situation 
around.   

During summer and autumn 2017 there were numerous changes of personnel on the Trust board, 
new Executive Directors for Human Resources, Mental Health, Nursing, and Finance.  October saw 
Vaughan Thomas appointed as Chair, and my substantive appointment followed in December 2017.  
The Board supported my proposed changes to the construction of the Executive Director portfolios in 
February 2018.  

So back in May 2017 I was under no illusion that we had a lot to do to regain the confidence of the 
CQC in relation to the quality of our services.  It was also disappointing to learn that we had poor cost 
improvement plans.  I’ve spoken before about our responsibility to make cost improvements year on 
year.  I would say we had lost our way with regards to saving money.  In the absence of structured 
plans, we have in the past few years made some short term savings which have had negative long 
term effects. It’s my experience that saving money does not have to be all pain.  If we focus on getting 
things right the first time for our patients then without doubt we will make savings.  Getting things right 
for our patients first time is a goal we all share; sadly though that won’t consistently happen without a 
plan, and real determination that we will work differently and more efficiently.  I genuinely am looking 
forward to doing this work with you during 2018/19 and 2019/20.  I am 100% confident that if we take 
this seriously and work together then we can achieve great things for our patients and each other, and 
ultimately avoid being placed into financial special measures by NHS Improvement (NHSI). 

So summer and autumn saw significant changes to the Board with knock on challenges throughout 
the Trust, this was followed by winter, and what a winter we have had.  Worst flu for many years, and 
previously we had a poor record of flu vaccination of our staff, achieving just 47% for the previous 
year.  Again credit to staff as we reached almost 70% of staff vaccinated; an amazing turnaround in 
one year.  Sadly though nationally the figure of people who died of flu this winter is high.  

In the middle of winter we saw 80 CQC reviewers join us in January 2018 to inspect our core services, 
and 15 returned in February for our ‘Well Led’ review.  No one really wants the CQC to arrive in the 
middle of winter, especially those of us in such challenged circumstances. Indeed it was a mark of the 
CQCs concern about the NHS that inspections for other Trusts were postponed to allow them to deal 
with winter pressures.  But join us they did and we await publication of their reports.  I would though 
reinterate what I have said all along.  It takes time to deliver the scale of change required.  Our aim is 
to be ‘good’ by 2020 and that remains the aim but we must work at pace to ensure we achieve that. 

Appointments 

I am pleased to welcome Bob Williams QAM to the Trust Board in the role of Board Advisor on 
Ambulance to Trust Board. We advertised this role but were unable to shortlist.  Bob comes to us 
highly recommended by the Association of Ambulance Chief Executives and was until 2016 Chief 
Executive (and before that Deputy CEO) of North West Ambulance Service.    Bob will be with us for 
three days a week for six months and we will advertise again towards the end of that period. 
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I am also pleased to announce that following interview against a strong field of candidates we have 
appointed current Deputy Chief Operating Officer Nikki Turner to the role of Director of [Acute / 
Hospital] Services. 

Interviews are also taking place for the Director of Mental Health and Learning Disability Services, 
Director of Finance and Medical Director roles.  I hope to be able to announce the appointments to 
these roles soon. 

Departures 

I would like to thank Emergency Care Lead Rick Strang; Interim Director of Mental Health and 
Learning Disability Services Kevin Bond; and Medical Engagement Advisor Paul Evans who have now 
all left the Trust. 

Bullying 

We continue to hear that the Trust has a culture of bullying.  I’m told by some that bullying doesn’t 
exist in our Trust, and I’m told by others it’s rife.  I want to be clear that there is absolutely no place for 
bullying here in our Trust or the wider NHS or public sector services.  We work in the NHS because we 
are caring human beings and we all have a responsibility to think about our actions and the impact 
they have on others.  I have written extensively to staff about this issue which I expect to be tackled 
whenever and wherever it arises.   

We have Anti-Bullying Advisers, Freedom to Speak Up (FTSU) Champions and a FTSU Guardian.  I 
and a number of staff including all the Executive Directors have made the commitment shown below: 

 

We want the Isle of Wight NHS Trust to be a great place to work.  This means; 

• We all treat each other with compassion and understanding, like we would like to be treated 
ourselves. 
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• Individuals in the organisation feel valued and fulfilled.  Expectations of each other are clear, 
communication is honest.  People are able to challenge and be challenged.  Feeling confident 
inspires people to do great work for the benefits of patients.   

• There’s an emotional commitment to diversity and recognition of why we joined the NHS.  We 
are all healthier as a result. 

• The Organisation is positive and vibrant place.  A new sense of agility and transparency 
means we are a great place to work.  We are proud of our staff and proud of the communities 
we serve. 

Workforce Summit 

On 12th April many staff (see pictures below) were involved in contributing ideas about how we can 
address our recruitment and retention challenges.  Ideas flowed in via our Getting to Good website, e-
mail, Twitter and Facebook and on the charts completed by many areas following visits from the 
Transformation Team.  Over 300 ideas were received. 

    

The ideas were fed through to the Workforce Summit which took place on 18th April (pictures below) 
attended by over 70 staff from across all areas of the organisation.  We were supported with 
attendance from Health Education England, NHS Improvement and University Hospitals Southampton. 
   

    

The energy and enthusiasm in the room was fantastic and I thank everyone who attended for their 
constructive contributions.   Headlines of the discussions were about creative ideas to attract good 
people to the Trust focusing on: 

1. HR process improvement 
2. Attracting staff to the IOW – what’s our unique selling point 
3. New and vibrant recruitment campaigns – ‘Great Place to Work & Live’ 
4. Flexible working to support families 
5. Support, nurture and value our staff 
6. Learning & Development career pathways 
7. New roles & ways of working 
8. Health & Wellbeing 

 
The other focus as significant as the ability to attract staff to the Trust was all about retention and the 
imperative of valuing our staff; the importance of employee engagement, ‘winning the hearts & minds’ 
of our people and that there are clear links between staff experience and patient experience.    There 
is some great work already in hand and the Workforce Summit outcomes will help us to move this 
forward at pace.  We are focusing on leadership & cultural development, behaviours, attitude and style 
– put simply, improving what it feels like to work here.  Making improvements is vital to our success 
and to our people in feeling this is ‘A Great Place to Work’. 
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Hospital to Home awareness event 

Over 170 staff attended the Hospital to Home event (pictures below) on 19th April. All staff attending 
the event were entered into a free raffle which included tickets for Bestival.  It was a great turnout and I 
understand that staff found it useful. 

     

The event was held to raise awareness of the ‘Hospital to Home’ programme. Hospital to Home is 
about improving our systems and processes which support patient flow and discharge across the 
health and wellbeing system, looking at how we admit patients to hospital, ensure the right support is 
in place to improve their hospital experience and the quality of care we give and ensure their discharge 
home is planned, timely and safe. 

King's Fund - Developing new models of care in the PACS vanguards 

The King’s Fund has published Developing new models of care in the 
PACS vanguards: A new national approach to large-scale change? 
(available at https://www.kingsfund.org.uk/publications/developing-new-
models-care-pacs-vanguards). The report collates a series of first-hand 
accounts from those who have led the development of the PACS model 
to reflect on the process of being part of the programme, and of trying to 
bring about complex change in local systems.  

The report features two local Vanguard programmes in the Isle of Wight 
and the Frimley system. In the report Chris Ham, chief executive of The 
King’s Fund, speaks positively on the Happy, Healthy, at Home 
programme (North East Hampshire and Farnham) and draws on the 
specific example of the adult’s Safe Haven in Aldershot. 

Both Nicola Longson (programme director for My Life a Full Life) and 
Andy Whitfield (Chair and Clinical Lead of North East Hampshire and 
Farnham CCG’s Happy, Healthy, at Home programme) are published in 

the report as a testament to what the achievements have been for local communities. Sir Andrew 
Morris, from Frimley Health and Care Integrated Care System, also contributes to the report and 
explains, from an acute perspective, how the vanguard in North East Hampshire and Farnham has 
transformed the health and care system locally. 

Experience of Care’ week – 23rd to 27th April 

This annual national ‘Experience of Care’ week 
occurred between 23rd and 27th April.  This 
annual event celebrates the positive impact staff 
can have on the patient experience every day. It 
provides a focused time to reenergise efforts to capture the patient’s experience.  On the Monday 23rd 
April from 10.30am – 1.30pm the Conference room was used as a drop in event with patients, family 
and friends visiting to tell us what is important, what are the little things that can be done that would 
have changed their experience, what are the things that are working well and they wouldn’t want us to 
change. 

 

https://www.kingsfund.org.uk/publications/developing-new-models-care-pacs-vanguards
https://www.kingsfund.org.uk/publications/developing-new-models-care-pacs-vanguards
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NHS 70 

26th April marks 70 days until the 70th Anniversary of the NHS on 5th July.   
Celebrations are taking place throughout the year but the main focus will be 
in July.  We have already seen several Friday musical contributions to the 
life of the Full Circle Restaurant.  My thanks to Maintenance Assistant Steve 
Double for making the arrangements. Other activities that are being planned 
include: 

• Invitation sent to all Primary School children to celebrate with us by 
creating a birthday card. The cards will be compiled and judged by NHS staff. Once judged, 
they will all be displayed in community areas such as supermarkets, schools, GP surgeries 
and on public transport 

• Participation in the national ‘End PJ Paralysis 70 Day Challenge’ which focuses on 
encouraging patients in hospitals, where possible, to stop wearing their pyjamas or hospital 
gown when they don’t need to because wearing pyjamas for many patients reinforces the ‘sick 
role’ and can prevent a speedier recovery. 

• A campaign to encourage Islanders to pledge their support help themselves and others, be 
active and healthy, use services appropriately, keep appointments and look after the NHS 

• 11th May – Nurses Day celebrations 
• 9th June – Volunteering Day at St. Mary’s with the aim of recruiting 70 volunteers 
• 1st July – Traditional Summer Fete at St. Mary’s 
• 4th July – NHS70 activities at The Riverside Centre in Newport 
• 5th July – Big 7T tea party for staff and patients 
• 7th July – Careers Event at St. Mary’s for young people 
• 11th July – Multi-faith Service of Thanksgiving at All Saints Ryde 

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: 

• 29-03-18 Summary of statutory board meetings: NHSE, March 2018 
• 29-03-18 CQC fees scheme 2018/19 and consultation response 
• 29-03-18 Fit and Proper Persons Regulations 
• 29-03-18 Charging for overseas visitors 
• 29-03-18 Staff survey 2017 (we reported the Trust results at the Board meeting on 5th April) 
• 29-03-18 Tough task: The NHS delivering for patients and staff in 2018/19 
• 05-04-18 Foundation trust membership and GDPR 
• 09-04-18 The changing nature of regulation in the NHS 
• 19-04-18 Summary of statutory board meetings: CQC, April 2018 

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 21st March 2018 to be 
reported to the Trust Board that are not already covered by agenda items. 

Maggie Oldham 
Chief Executive Officer 
24th April 2018 
 

http://nhsproviders.org/resource-library/briefings/summary-of-statutory-board-meetings-nhse-march-2018
http://nhsproviders.org/resource-library/briefings/cqc-fees-scheme-201819-and-consultation-response
http://nhsproviders.org/resource-library/briefings/fit-and-proper-persons-regulations
http://nhsproviders.org/resource-library/briefings/charging-for-overseas-visitors
http://nhsproviders.org/resource-library/reports/staff-survey-2017
http://nhsproviders.org/tough-task
http://nhsproviders.org/resource-library/briefings/foundation-trust-membership-and-gdpr
http://nhsproviders.org/the-changing-nature-of-regulation-in-the-nhs
http://nhsproviders.org/resource-library/briefings/summary-of-statutory-board-meetings-cqc-april-2018
http://nhsproviders.org/resource-library/briefings
http://nhsproviders.org/resource-library/briefings
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Agenda Item No 8 Meeting Trust Board in Public Meeting Date 3 May 2018 

Title Integrated Improvement Framework Programme Report 
Sponsoring Executive 
Director Frank Sims, Deputy Chief Executive 

Author(s) Jo Case, Head of Service Improvement 
Committees previously 
considered by including 
date 

Integrated Improvement Framework Programme Board – 18th April 2018 

Purpose    
For Review and Discussion Receive  

Assurance X 

Approve X 
Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary  

The Integrated Improvement Framework Programme Board took place on 18th April 2018 and reviewed the following 
reports: 
 

• IIF Programme Transfer Report (Appendix A) 
• Getting to Good Dashboard (appendix B) 

 
Summary 
The main purpose of April’s Board was to discuss the closing down of the IIF Programme Board, as agreed in the 
original terms of reference, given that this was always a task and finish group.  Up to this point, the Trust has been 
operating two improvement boards; the Financial Recovery Board and the Integrated Improvement Framework 
Board.  The IIF Programme Board and the executive agreed that it was important to have a single place to oversee 
and lead improvement across the Trust.  Therefore, the IIF Programme Board received a Transfer Report (Appendix 
A) which gave a number of recommendations: 
 

• Monitoring and oversight of all initiatives detailed in the transfer report to be transferred over to the 
Financial Recovery Board. 

• Financial Recovery Board to adopt the principles set out in the transfer report to enable consistent 
rigour to the initiatives. 

• Renaming of the Financial Recovery Board to ‘Financial & Service Improvement Sub-Committee’ to 
ensure consistency of functions and reporting. 

• Mental Health should continue the weekly meetings with Executive oversight and support and summary 
report should be received at Financial & Service Improvement Sub-Committee. 

• Weekly oversight meeting with Executives should be established for Workforce and summary reporting 
via Financial & Service Improvement Sub-Committee. 

• Integrated Improvement Framework Board be discontinued and closed. 
 
The members of the IIF Programme Board agreed the recommendations and closed down the actions within the 
action and decision log. 
 
 

Enc  E 



 Trust Board Cover Sheet Page | 2  
 

For assurance the below table identifies the original programmes that were monitored via the IIF Programme Board 
and their new governance routes: 
 

Programme Governance Route Date Agreed 

Ambulance  Financial & Service Improvement Sub-
Committee 18/04/2018 

Mental Health 

Weekly Executive Oversight Meeting 
Assurance, Risk & Compliance Committee 
(Section 31 / Regulation 17) 

14/02/2018 

Financial & Service Improvement Sub-
Committee (Transformation work) 18/04/2018 

Acute Planned (Inc Theatres & 
Outpatients) 

Financial & Service Improvement Sub-
Committee 18/04/2018 

People & Leadership 
Weekly Executive Oversight Meeting 
Financial & Service Improvement Sub-
Committee 

18/04/2018 

Communications HR & OD Committee 21/03/2018 

Community Community Services Redesgin, Local Care Plan 21/03/2018 

End of Life Quality Committee 21/03/2018 

Finance 
Closed down.  Financial Recovery monitored 
through Financial & Service Improvement Sub-
Committee. 

14/02/2018 

Estates Estates & Facilities Sub-Committee 14/02/2018 

IM&T ICT Sub-Committee 14/02/2018 

Acute Unplanned 

Co-ordinated Access, Local Care Plan (inc 
Urgent Care Treatment Centre, 111 Service) 14/02/2018 

Unplanned Flow, Financial & Service 
Improvement Sub-Committee (inc SAFER, 
Discharge Planning) 

14/02/2018 

 
 
Action Points: 
 
The IIF Programme Board identified a number of actions that needed to be taken forward for discussion as an 
Executive Team: 
 

• Getting to Good Dashboard - to ensure focus is on the right metrics 
• Performance Reviews – discuss the governance, process and accountability are robust 

 
 

Key Recommendation 

The Board is asked to consider the following recommendations: 

The Board is recommended to note the closing of the IIF Programme Board 
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Appendix A 

 

 

 

 

 

 

IIF Programme Transfer Report 
IIF Programme Board 

18th April 2018 

 

 

 
 

  



Page 2 of 3 
 

Introduction 

Currently the Trust has two boards; Financial Recovery Board and Integrated Improvement Framework 
Board which are independently reviewing the delivery against a number of initiatives. The purpose of this 
report is to transfer the oversight and monitoring of the programmes detailed below to the Financial 
Recovery Board in order to remove duplication of reporting in future.  This will ensure there is clarity on 
scope for all initiatives with the current benefits framework for each project and monitoring and oversight 
happening within one meeting. 

Current Initiatives 

The below Initiatives are currently monitored via the Integrated Improvement Framework Board.  The 
Acute Planned Programme (includes Theatres / outpatients) is a direct duplication of the work already 
being overseen by the Financial Recovery Board. The remaining initiatives would benefit from being 
overseen by Financial Recovery Board to enable management of interdependencies and any efficiencies 
identified will form part of the financial framework. 

 

Programmes RAG Comments 

Ambulance Red 

• Support from Advisor to Trust Board/Interim Director of Ambulance to 
commence 9 April 2018 

• NHSI/ECIP representative to visited service on 10 April 2018 
• Ambulance workshop rescheduled for 19 April 2018, programme to be 

reviewed.  
• CAD project review for consideration by Executive Team, next steps to 

be confirmed. 
• Formal feedback from NHSE Ambulance Response Programme Central 

Team visit to be reviewed once available, partnership working to be 
established 

• Workstream tasks, timescales and owners to be revised in light of 
workshop outputs, recent feedback from reviews and regulator visits.  

Mental Health Red 

• Recovery plan slightly behind but recoverable (Key Project/Ops Lead 
sick leave) 

• Service User project being finalised and completed to embed into 
Business as usual 

• Discussions underway for combining the remaining key elements of 
the IIF into the LCP therefore having one transformation plan for 
Mental Health 

Acute Planned Amber 

• Modelling work has been completed by KPMG for Outpatients and 
Theatres. 

• Workshops taken place on 13/04 and 16/04 to identify the scope 
• Monitoring of progress of both initiatives is currently through Financial 

Recover Board 

People & 
Leadership Red 

• Apprenticeship, Recruitment and planning project – documentation 
signed off. The project huddles have commenced 11/04/18. 

• Rostering project – documentation on final review, to be closed 
20/04/18. Project huddles being set up. 

• Recruitment, Medical and Non-Medical – Project huddles to be agreed 
and documentation signed off. 
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Programmes RAG Comments 
• Equality and Diversity – Draft charter and delivery plan in place. 

Awaiting sign off and support for implementation.  
• Employee Staff Record, Oracle Learning Management System – 

Amalgamating the HR Employee Staff Record into this project. 
Clarification required from HR Senior Management Team regarding 
this and arrange meetings to complete project documentation which is 
in draft presently. 

• Workforce Summit arranged for 18th April 2018.   Ideas have been 
collected from teams across the organisation 

 

Oversight and Monitoring: 

In order for Financial Recovery Board to receive oversight and monitoring of the initiatives there would 
need to be some principles the Board adopts to ensure that these are re-aligned so that all the relevant 
governance is captured and information shared appropriately in a comprehensive yet accessible way. 

Principles: 

• oversee the development of the plan ensuring they contain actions that will deliver the required 
outcome 

• provide oversight and monitoring of the plan to ensure it meets agreed milestones and delivers the 
required actions 

• provide monthly reporting to Board on the status of the plan including highlighting risks and 
describing mitigation 

• consider and approve, or not, any changes requested by Senior Responsible Officer (SRO) for 
material1 changes to actions, timescales, resources etc. within their Programme plans 

• ensure that required resources to deliver the outcome are in place 
• identify, manage and mitigate risks to the plan and maintain an overall plan risk register 

 

Recommendations: 

• Monitoring and oversight of all initiatives detailed in the table above to be transferred over to the 
Financial Recovery Board. 

• Financial Recovery Board to adopt the above principles to enable consistent rigour to the initiatives 
• Renaming of the Financial Recovery Board to ‘Financial & Service Improvement Sub-Committee’ to 

ensure consistency of functions and reporting. 
• Mental Health should continue the weekly meetings with Executive oversight and support and 

summary report should be received at Financial & Service Improvement Sub-Committee. 
• Weekly oversight meeting with Executives should be established for Workforce and summary 

reporting via Financial & Service Improvement Sub-Committee. 
• Integrated Improvement Framework Board be discontinued and closed. 

 

 

                                                           
11 Material = revised timescale for delivery of a final outcome, increase in resources required, removal of an action 



RAG Status

Dashboard R

A

Key Performance Indicators G

A r R r R

R A G R A G R A G R A G R A G R A G

RAG 

Status
2 0 2 6 0 0 1 0 0 2 1 0 6 0 5 3 0 1

Month 11 Report at Tier 1 and above

Deteriorating Patients

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

DP1 G 1 5 5 G 4 5 6 6 7 9 8 6 1 3 4 6

DP2 G 1 9 9 G 6 5 13 9 14 6 8 13 5 10 6 7

DP3 G 1 0 0 R 0 0 0 1 2 0 0 2 1 0 1 0

DP4 G 1 95% 95.0% R 97% 88% 92.7% 100.0% 100.0% 100.0% 65.5% 76.1% 90.0% 98.0% 88.0% 94.3%

HR, Organisation Development & Finance

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

HR1 G 1 85% 85.0% R 79.5% 82.4% 81.1% 80.7% 81.7% 80.7% 81.9% 81.9% 80.8% 78.0% 79.1% 77.7%

HR2 G 1 90% 90.0% R 85.1% 79.1% 68.1% 48.5% 50.0% 47.0% 47.4% 49.4% 59.5% 63.2% 65.1% 61.9%

HR3 G 1 0 0 R 1 1 3 1 3 1 5 3 0 3 3 3

HR4 G 1 £0 £0 R No Data 122 £304.0 £510.0 £431.0 £499.0 £729.0 £428.0 £535.0 £574.0 £520.0 £738.0

HR5 G 1 5% 5.0% R 9.9% 10.4% 10.3% 10.3% 10.1% 9.0% 9.3% 8.5% 8.3% 8.4% 8.0% 8.3%

F1 G 1 R 0 (1) -£0.7 -£0.3 £0.5 £1.4 £2.0 £2.7 £3.5 £4.0 £4.5 £4.9

Community

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

C1 G 1 9 9 G 15 18 13 9 14 14 13 10 6 10 2 1

C2 G 1 1 1 R 12 14 13 10 18 16 9 8 12 15 22 14

Reduction of Pressure Ulcers in the Community

Reduction in Staff Related Incidents

Deteriorating Patients Mental HealthHR, OD & Finance Acute

Overall Financial Variance from Plan (Cumulative)

Appraisal Compliance

P
ri

m
a
ry

 

D
o

m
a
in Community Ambulance

Below target & below trajectory

Below target but above trajectory

Above target and above trajectory

Reduction in in-hospital cardiac arrest calls

Unplanned Admissions to ITU

Readmissions to ITU following discharge to ward

Compliance with Sepsis 6 

Mandatory Training Compliance

Number of staff who leave within 12 months of employment

Agency spend over cap - Variance to ceiling

Current Percentage of Vacancies



RAG Status

Dashboard R

A

Key Performance Indicators G

Deteriorating Patients Mental HealthHR, OD & Finance Acute

P
ri

m
a
ry

 

D
o

m
a
in Community Ambulance

Below target & below trajectory

Below target but above trajectory

Above target and above trajectory

Mental Health

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

MH1 G 1 90% 90% R 50.0% 72.0% 53.8% 100.0% 100.0% 100.0% 100.0% 78.0% 89.0% 80.0% 63.0% 48.0%

MH2 G 1 100% 89% A 62.3% 68.0% 71.8% 75.6% 81.0% 84.6% 86.5% 87.6% 87.3% 86.0% 82.9% 80.8%

MH3 G 1 95% 95% R 89.5% 100.0% 93.9% 97.6% 88.2% 96.9% 89.7% 86.1% 83.3% 100.0% 95.5% 91.7%

Ambulance

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

Am2 G 1 100% 100% R 55.0% 56.2% 51.1% 55.0% 51.6% 60.9% 55.8% 64.2% 69.5% 59.6% 67.5% 73.2%

Am3 G 1 50% 50% R 21.4% 20.7% 23.8% 23.2% 21.7% 21.3% 21.1% 22.6% 21.6% 19.8% 19.0% 19.9%

Am4 G 1 100% 100% R 85.7% 55.0% 64.3% 56.0% 72.7% 64.7% 63.3% 58.8% 71.4%

Am5 G 1 6 6 R 3 4 5

Acute

Ref Measure Available Tier

What 

Good 

Looks 

Like

In Year RAG Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

Ac1 G 1 95% 94.1% R 84.2% 86.5% 80.1% 80.8% 88.2% 94.9% 90.5% 85.4% 87.5% 84.5% 75.9% 87.2%

Ac2 G 1 85% 85.3% R 88.2% 92.5% 72.3% 82.0% 71.2% 92.6% 78.5% 82.9% 83.3% 82.8% 65.3% 83.6%

Ac3 G 1 100 100 G 90.4 92.0 92.0 94.0 94.3 96.3 98.1 98.3 100.3 100.2 98.2 98.2

Ac4 G 1 100 100 R 101.5 103.1 103.1 103.1 104.7 104.7 104.7 105.6 105.6 105.6 109.7 109.7

Ac5 G 1 7 6 R 1 1 3 3 1 0 2 3 1 2 2 0

Number of the 6 ARP Indicators met

Proportion of patients on CPA being followed up within 7 

days of discharge

Percentage of Ambulance coveyance where handover time 

to ED was < 15

NHS 111 - % Calls Closed With Clinical Advice Only

FAST positive patients arriving at hospital within 60 minutes 

of call connecting to Ambulance Service

Summary Hospital-Level Mortality Indicator - SHMI

Hospital Standardised Mortality Ratio - HSMR

62 days urgent referral to treatment of all cancers

Total reported cases of C.Difficile

Emergency Care 4 Hour Standard

Proportion of staff in receipt of Caseload Supervision 

Management

Proportion of patients known to the service with a Risk 

Assessment Completed
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Agenda Item No 9 Meeting Trust Board in Public Meeting Date 3 May 2018 

Title Board Assurance Framework – Quarter 4 

Sponsoring Executive 

Director 

Suzanne Rostron, Director of Quality Governance 

Julie Pennycook, Director of Human Resources and OD 

Darren Cattell, Director of Finance 

Nikki Turner, Director of Acute Services 

Barbara Stuttle, Director of Nursing 

Steve Parker, Medical Director 

Frank Sims, Deputy Chief Executive 

Author(s) David Haycox, Governance Advisor 

Committees previously 

considered by inc date 

Quality Committee, 2 May 2018 

Performance Committee, 2 May 2018 

Purpose 

The purpose of this report is for the Board to receive the Board Assurance Framework 

for quarter 4 and to consider how each strategic risk has been mitigated through actions 

taken during the last quarter, to agree the actual risk scores and to consider the 

proposed risk appetite. 

Information  

Assurance X 

Approve  

Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 

Cost effective, sustainable services X 

Executive Summary  

The Board Assurance Framework at quarter 3 for 2017/18 was considered by the Board and Committees 

during February and March.  Since then consideration has been given by each respective lead Executive 

Director as to further progress made during quarter 4 in delivering the previously agreed actions in order to 

reduce the current risk scores towards the target risk scores.  This report provides a summary of all of the 

strategic objectives and associated strategic risk scores at quarter 4 for overall context and the detail in relation 

to all strategic risks.   

 

A further matter considered with each respective lead Executive Director is the risk appetite for each of the 

strategic objectives and associated risks.  A risk appetite statement has been included for each of the strategic 

objectives and associated risks.  Following support to these statements by the Board, they will be used as a 

guide through the organisation as part of risk management processes. 

 

Both Quality Committee and Performance Committee received a report regarding their respective strategic 

risks on 2 May 2018 and verbal feedback can be provided to the Board. 

 

 

 

Enc F 
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Key Recommendation 

 

The Board is recommended to receive the Board Assurance Framework 2017/18 for quarter 4 and consider 

both the actions taken during the quarter to mitigate each strategic risk and the risk scores.  Additionally, 

the Board is recommended to consider and support the risk appetite statements for those strategic 

objectives and associated strategic risks. 
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BOARD ASSURANCE FRAMEWORK (BAF) – 2017/18 QUARTER 4 

1. INTRODUCTION 
 

All NHS organisations should possess a Board Assurance Framework (BAF) that is designed to be a live 

document used by the Board and its Committees to consider and agree the strategic risks associated with 

delivery of the organisation’s strategic objectives. 

The Trust had not agreed a BAF for 2017/18 until the draft BAF provided to the Board on 6 December 2017, at 

which meeting the Board received proposals for and approved strategic objectives and associated strategic 

risks for each of those objectives, which were included within the BAF.  Updated versions were provided to 

Committees and Board during February and March for quarter 3. 

 
 

This report provides a summary of all of the strategic objectives and associated strategic risk scores at quarter 

4 for overall context and the detail in relation to those strategic risks for which this Committee has the lead for 

overseeing and receiving assurance.  The following standard 5x5 risk matrix was previously agreed to be used: 

 

 

The definitions for each of the likelihood scores and impact scores are included at appendix 2 of this report. 
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2. RISK APPETITE 
 

A further matter considered with each respective lead Executive Director is the risk appetite for each of the 

strategic objectives and associated risks.  A risk appetite view has been included for each of the strategic 

objectives and associated risks.  Following support to these views by respective Committees and the Board, 

they will be used as a guide through the organisation as part of risk management processes. 

 

Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is willing to take on in 

pursuit of value. In other words, the total impact of risk an organisation is prepared to accept in the pursuit of its 

strategic objectives. 

 

Risk appetite therefore goes to the heart of how an organisation does business and how it wishes to be 

perceived by key stakeholders including employees, regulators, rating agencies and the public. 

 

The amount of risk an organisation is willing to accept can vary from one organisation to another depending 

upon circumstances unique to each. Factors such as the external environment, people, business systems and 

policies will all influence an organisation’s risk appetite. 

 

The Good Governance Institute (GGI) has produced a briefing paper on risk appetite for NHS organisations 

with a matrix to support better risk sensitivity in decision-taking.  This is included at appendix 3 and has been 

used to assess risk appetite for each of the Trust’s strategic objectives.  A summary of the proposed risk 

appetite position statements for each of the strategic sub-level objectives is as follows: 

 

STRATEGIC SUB- LEVEL 
OBJECTIVES 

RISK APPETITE LEVELS 

Avoid Minimal Cautious Open Seek Mature 

1a: Quality: Regulatory Compliance       

1b: Quality: Learning from Events       

1c: Quality: Patient Experience       

1d: Quality: Best Clinical Outcomes       

2: Ensure Efficient Use of Resources       

3: Achieve NHS Constitutional Patient 
Access Standards 

      

4: Achieve Excellence in 
Employment, Education and 
Development 

      

5: Lead Strategic Change on Isle of 
Wight 

      

 

3. BOARD ASSURANCE FRAMEWORK 2018/19 
 

The final position reported in this Board Assurance Framework (BAF) for 2017/18 will be the starting point for 
2018/19 and will reflect that the Board has agreed that the strategic objectives should remain the same for 
2018/19.  A new series of actions will need to be agreed with each Executive Director lead to mitigate risks to 
an acceptable level as determined in part by the risk appetite for each of the strategic objectives. 
 
With new Executive Director appointments of the Board in the process of being made, the BAF for 2018/19 will 
include separate risks for each of the Trust’s four services (acute, mental health, community and ambulance) in 
respect of achieving NHS constitutional standards and targets.  Additionally, each CBU will be supported in 
developing their own BAF including correlation to each of the trust’s strategic objectives. 
 

4. SUMMARY OF BOARD ASSURANCE FRAMEWORK – QUARTER 4 
 

Details of the strategic risks against each strategic objective for which the Committee is responsible are 

included within appendix 1.   

 

The following table provides a summary of risk scores for each of the five strategic objectives and underpinning 

strategic risks: 
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STRATEGIC 

OBJECTIVES AND RISKS 

INHERENT RISK 

SCORE 

PREVIOUS RISK  

SCORE AT Q3 

CURRENT RISK 

SCORE AT Q4 

TARGET RISK 

SCORE 

LEAD 

COMMITTEE EXECUTIVE LEAD 

Likeliho

od 

Impact Score Likeliho

od 

Impact Score Likeliho

od 

Impact Score Likeliho

od 

Impact Score  

 

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

Regulatory Compliance 4 5 20 4 4 16 4 4 16 3 4 12 

Assurance, 

Risk & 

Compliance 

Director of Quality 

Governance 

Learning from Events 4 4 16 3 4 12 3 4 12 2 4 8 

Quality 

Director of Nursing (with 

Medical Director) 
Patient Experience 4 4 16 3 4 12 3 4 12 2 4 8 

Best Clinical Outcomes 4 4 16 3 4 12 3 4 12 3 4 12 
Medical Director 

 

STRATEGIC OBJECTIVE 02: ENSURE EFFICIENT USE OF RESOURCES 

Expenditure 5 5 25 4 5 20 4 5 20 3 5 15 
Performance 

Director of Finance 

Income 5 5 25 4 5 20 4 5 20 3 5 15 

 

STRATEGIC OBJECTIVE 03: ACHIEVE NHS CONSTITUTIONAL PATIENT ACCESS TARGETS 

Patient Access Targets 5 5 25 4 5 20 4 4 16 3 4 12 Performance 
Chief Operating Officer 

 

STRATEGIC OBJECTIVE 04: ACHIEVE EXCELLENCE IN EMPLOYMENT, EDUCATION AND DEVELOPMENT 

Recruitment & Retention 4 5 20 3 4 12 3 4 12 3 3 9 Performance 
Director of Human 

Resources & OD 

 

STRATEGIC OBJECTIVE 05: LEAD STRATEGIC CHANGE ON ISLE OF WIGHT 

Strategy 4 4 16 4 4 16 4 4 16 2 4 8 Performance 
Deputy Chief Executive 



 

Page 6 of 6 
 

 

5. RECOMMENDATIONS 
 

The Board is recommended to receive the Board Assurance Framework 2017/18 for quarter 4 and consider both the 

actions taken during the quarter to mitigate each strategic risk and the risk scores.  Additionally, the Board is 

recommended to consider and support the risk appetite statements for those strategic objectives and associated 

strategic risks. 



Appendix 1: BOARD ASSURANCE FRAMEWORK 2017/18 – QUARTER 4 
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SO1: Objective:  REGULATORY COMPLIANCE                                Assurance Committee: ASSURANCE RISK AND COMPLIANCE COMMITTEE 

Executive Lead:  DIRECTOR OF QUALITY GOVERNANCE         Operational Lead: DEPUTY DIRECTOR OF QUALITY   

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

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

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

1. Governance structures 
 

2. Ward accreditation 
programme 

 
3. IIF process 
 
4. CQC workshops and 

roadshows 
 
5. Executive walk rounds 
 
6. Quality Impact 

Assessments for all 
service changes and 
CIPs that are 
considered 

 
7. Professional standards 

 
8. Trust policies and 

procedures 
 
9. Risk Management 

Strategy  
 
10. Corporate secretariat 

function 
 
11. External agency 

process 
 
12. Clinical 

audits/outcomes 
 
13. Operational 

performance 
processes 

1. Quality Governance 
Committee structure under 
review at CBU level. 

 
2. Quality Governance 

Committee structure 
awaiting implementation of 
agreed subcommittees. 

 
3. Ward accreditation process 

not fit for purpose. 
 
4. IIF only focussed on ‘must’ 

and ‘should’ do actions – 
outcomes not clearly 
articulated or monitored. 

 
5. Lack of consistency or co-

ordination of Executive 
walk-rounds. 

 
6. Inconsistent 

challenge/accountability for 
maintaining professional 
standards. 

 
7. Risk Management Strategy 

not fit for purpose. 
 
8. External agency process 

does not capture all 
required information – lack 
of engagement from some 
areas. 

 
9. Interim Board Advisor 

fulfilling corporate 
secretariat role 

 
 

Management 
assurance: 
 
1. Reports to IIF 
 
2. IIF reports to Board 
 
3. Board self-

assessment (Nov 
17) 

 
 

 

Gaps: 
 
1. IIF not producing 

required outcomes. 
 

1. To develop and 
implement a peer 
review/mock inspection 
as part of ward 
accreditation. 

 
 
 
 
2. Maintain PIR 

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

 
3. Implement new 

governance structures 
at all levels of the 
organisation. 

 
 
 
 
4. Provide training to 

develop functional risk 
registers 

 
5. Implement a process 

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

 
6. Decide what the 

corporate secretariat 
function needs to look 
like and recruit 
accordingly 

 
7. Implement ‘core 

service reports’ as part 
of ongoing compliance 
arrangements. 

 
8. Refine IIF and PMO 

processes 

Quality Assurance Group 
(working group) 
commenced March 18.  
Mock inspection tool 
agreed.  Aiming for Q3 
mock inspections with 15-
step, ward/department 
audits and dashboards to 
be introduced first. 

 
Complete & now business 
as usual 
Jan 18 
 
 
Complete at Board 
Committee level.  Only 1 
Sub-Committee not 
formed (HR & OD).  CBU 
structure agreed and 
ready to implement 
following appointment of 
Exec Directors April 18. 
 
Complete & now business 
as usual  Dec 17 
 
Action not commenced – 
needs to be carried 
forward for 18/19. 
 
 
 
Recruited to Corporate 
Business and 
Development Manager, 
Feb 18 
 
 
Powerpoint templates 
developed & agreed for 
implementation Q1 18/19. 
 
New projects & 
frameworks agreed – 
completed April 18. 

Risks from Risk Register: 
 
To be populated with 
Corporate Risks for 2018/19 

Metrics 
1. Internal peer 

review/mock 
inspection ratings 

 
 

Outcomes: 
 
1. Rated ‘Inadequate’ for 

Safe, Responsive and 
Well-led domains.   

 
2. Section 31 received 

Dec 2016 
 
3. Reg 17 received Dec 

2016 

Independent / semi-
independent: 
 
1. CQC Inspection 

Reports (2017) 
 
2. CQC Insight 

Reports 
 
3.  Draft CQC reports 
(2018) 
 

 
Inherent risk level Current risk level Target risk position by 31/3/18 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 4 16 3 4 12 
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SO1: Objective: LEARNING FROM EVENTS                                                        Assurance Committee: QUALITY COMMITTEE 

Executive Lead:  DIRECTOR OF NURSING (WITH MD & DQG)                   Operational Lead: DEPUTY DIRECTOR OF QUALITY  

CQC Domain: SAFE / WELL-LED                                         Enabling Strategy: QUALITY IMPROVEMENT FRAMEWORK 
Risks to objective Controls Gaps in controls Sources of Assurance Assurance 

outcomes / 
gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: Ineffective 
identification, escalation 
understanding and learning 
following significant events 
 
Cause:  Failure to identify root 
causes, failure to analyse 
themes and trends, inability to 
learn from near misses and low 
harm incidents, average incident 
reporting culture, failure to 
respond proportionately to 
events, failure to respond to 
external reviews appropriately, 
capacity and capability 
 
Consequence:  Patient harm, 
poor quality services, 
reputational damage, increased 
staff turnover, failure to comply 
with regulatory requirements. 

1. Incident reporting and 
investigation policies 
and procedures. 

 
2. Regular dialogue with 

regulators and CCGs 
 
3. Quality Improvement 

Framework/Strategy 
 
4. Quality Governance 

committee structures 
 
5. Root Cause Analysis 

training 
 
6. Claims process 
 
7. Scrutiny committees 

(QIPOG, CQRM) 

1. New serious incident 
process only commenced 
Oct 17 – yet to be 
embedded fully. 
 

2. Current policies do not 
detail requirement for 
undertaking trend and 
thematic analysis of data. 

 
3. Current Quality 

Improvement Framework no 
longer fit for purpose. 

 
4. Quality Governance 

Committee structure under 
review at CBU level. 

 
5. Quality Governance 

Committee structure 
awaiting implementation of 
agreed subcommittees. 

 
6. Current RCA training does 

not match new SI 
processes.  Limited 
availability for training. 

 
7. Capacity to deliver claims 

process.  Claims process 
requires amendments 
following external review. 

Management assurance: 
 
1. Serious Incident reports to the 

Board (month, last received 
Apr 18) 

 
2. Serious Incident reports to 

Quality Committee 
 

Gaps: 
 
1. All 

independent 
sources of 
assurance 
conclude that 
there are 
significant 
gaps in Trust 
processes. 

 
2. Management 

assurance will 
not be 
sufficient until 
reporting 
framework 
reflects 
external 
recommendati
ons. 

1. Develop Quality 
Strategy – ensuring 
engagement from staff, 
patients, public & 
stakeholders 

 
2. Approve new SI 

processes. 
 
 
3. Introduce Patient Safety 

Committee 
 
4. Revise DATIX to enable 

greater thematic 
analysis and improve 
reporting ratio. 

 
5. Develop RCA training 

modules for different 
levels of staff/increase 
the pool of staff who can 
be part of an 
investigation panel. 

 
6. Develop a Never Events 

Assurance Framework 
to improve learning from 
near misses. 

 
7. Improve reporting to the 

Board and its 
committees for Patient 
Safety information 
including serious 
incidents, claims and 
inquests. 

Approved by Board in 
April 18 and 
implementation has 
commenced 

 
 

Complete (a review to be 
undertaken regarding 
learning from the process 
for assurance) 
 
Complete 
December 17 

 
Complete 
December 17 

 
 
 
Training developed.  Pilot 
scheduled for May 2018 

 
 
 
 

 
Action not taken – zero 
never events. 
 
 
 
New reports in place – April 
2018. 

Risks from Risk Register: 
 
To be populated with Corporate 
Risks for 2018/19 

Metrics 
1. Reporting ratios 
2. Never Events 
3. Regulation 28s 

Outcomes: 
 
1. Regulation 28 

received 
November 
2017 and April 
2018. 

 
2. Zero Never 

Events 
2017/18 

Independent / semi-
independent: 
 
1. NRLS report (March 18) 
2. Serious Incident Review 

(QGS, Sept 17) 
3. Behavioural Insight Team 

report (Oct 17) 
4. Claims Review (DAC 

Beachcrofts, Nov17) 
5. CQC rating of ‘Inadequate’ for 

Safe & Well-led (Nov 16) 

 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 4 8 
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SO1: Objective: PATIENT EXPERIENCE                                                               Assurance Committee: QUALITY COMMITTEE 

Executive Lead:  DIRECTOR OF QUALITY GOVERNANCE (WITH MD & DON) Operational Lead: DEPUTY DIRECTOR OF NURSING  

CQC Domain: CARING / RESPONSIVE                                Enabling Strategy: QUALITY / PATIENT EXPERIENCE STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: Poor experience 
for those engaging with our 
services. 
 
Cause:  Capacity and 
capability of staff, failure to 
engage and involve patients, 
environment and estate, 
poor staff morale, non-
acceptance of personal and 
professional responsibility, 
excessive waiting times, 
ineffective complaints/PALS 
system, poor staff attitude 
and behaviour 
 
Consequence:  Patients 
fearful of using our services, 
reputational damage, 
substandard care, failure to 
meet regulatory 
requirements. 
 

1. Complaints Process 
 
2. Patient Experience Plan 
 
3. Professional Codes of 

Conduct 
 
4. Mandatory training and 

development for all staff 
groups. 

 
5. Engagement with third party 

stakeholders, including 
Healthwatch and hard to 
reach groups  

 
6. Patient Council 
 
7. Application of policies, 

guidelines, procedures and 
strategies 

 
8. Revalidation and clinical 

supervision 
 
9. Trust values and objectives. 
 
10. Quality Improvement 

Framework 
 

1. Complaints process failing 
 
2. Lack of scrutiny and 

direction for patient 
experience improvements 

 
3. Mandatory training 

compliance 
 
4. Engagement with hard to 

reach groups limited 
 
5. Patient Council not yet fully 

involved in new committee 
structures 

 
6. Policy and guideline 

process has gaps/delays 
 
7. Inconsistent clinical 

supervision 
 
8. Trust values and objectives 

require review. 
 
9. Quality Improvement 

Framework no longer fit for 
purpose 

 

Management 
assurance: 
 
1. Complaints reports to 

the Board. 
 
2. Patient Experience 

report to Quality 
Committee. 

Gaps: 
 
1. All independent sources 

of assurance conclude 
that there are significant 
gaps in Trust 
processes. 

 
2. Management assurance 

will not be sufficient until 
reporting framework 
reflects external 
recommendations. 

1. Rapid changes to the 
complaints process. 
 

2. Review of Patient 
Experience Committee’s 
terms of reference, 
membership and work-
plan. 

 
3. Develop Quality 

Strategy – ensuring 
engagement from staff, 
patients, public & 
stakeholders 

 
4. Liaise with and consider 

the function of the 
Patient Council for new 
quality committee 
structures 

 
5. Develop and implement 

engagement plan 
 
6. Review policy and 

guideline development, 
approval and monitoring 
process. 

 
7. Revise clinical 

supervision 
arrangements 

 
8. DATIX improvement 

plan to develop thematic 
and trend analysis for 
complaints, PALS and 
compliments. 

Complete 
Dec 17 
 
Complete 
Dec 17 
 
 
 
 
Quality Strategy approved 
by Board and now to be 
implemented 
 
 
 
Governance Advisor 
agreed with Patient Council 
for new governance 
arrangements and 
Executive engagement 
 
In development and 
progress in 2018/19 
 
Progressing through 
2018/19 
 
 
 
Progressing through 
2018/19 
 
 
Complete 
Dec 17 

Risks from Risk Register: 
 
 

To be populated with 
Corporate Risks for 2018/19 

Metrics 
1. FFT 
2. Complaints data 
3. Compliments data 
4. IWGC data 

Outcomes: 
 
To be agreed for 2018/19 

Independent / semi-
independent: 
 
1. QGS review of 

complaints (Nov 18) 

 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 4 8 
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SO1: Objective:  BEST CLINICAL OUTCOMES                                 Assurance Committee: QUALITY COMMITTEE 

Executive Lead:  MEDICAL DIRECTOR                             Operational Lead: DEPUTY AND ASSOCIATE MEDICAL DIRECTORS  

CQC Domain: EFFECTIVE          Enabling Strategy: CLINICAL STRATEGY/QUALITY STRATEGY/EFFECTIVENESS STRATEGY 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: Inability to deliver the 
best clinical outcomes for 
patients 
 
Cause: Clinical capabilities and 
competence, recruitment and 
retention problems, Trust Island 
location/remote, poor systems 
for monitoring clinical outcomes, 
ineffective use of benchmarking 
data, poorly designed clinical 
business unit structure, lack of 
horizon scanning, best practice 
identification and effectiveness 
monitoring. 
 
Consequence: Increased 
complication rate, poor clinical 
outcomes for patients, loss of 
commissioner and patient 
confidence in provision of 
services, reputational damage. 

1. Management of NICE 
guidance  
 

2. Governance structure 
 

3. Training programme 
(mandatory and non-
mandatory) 
 

4. Clinical revalidation 
 

5. Governance processes around 
policies and guidelines 
 

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

7. Mortality review process 
 

8. Case note reviews, morbidity 
and mortality reviews. 
 

9. Supervision and education of 
clinical staff across all 
professions. 
 

10. Application of clinical pathways 
and guidelines. 
 

11. R&D programme 
 

1. Operational 
elements of new 
governance 
structure yet to be 
implemented fully 
 

2. Process for guideline 
and policy review 
has gaps/delays. 
 

3. Validation of clinical 
data for national 
audit programmes 
 

4. Not all areas utilise 
clinical audit to its 
full potential 
 

5. Inconsistent 
application of clinical 
pathways 
 

6. Availability of 
allocated time and 
people to undertake 
and provide clinical 
and educational 
supervision. 
 

7. Mortality review 
process does not 
provide the required 
level of assurance 

Management 
assurance: 
 
1. Forward plan 

monitoring reports to 
Clinical Audit Sub-
committee 

 

Gaps: 
 
1. To be populated for 

2018/19 

1. Include ‘Best Clinical 
Outcomes’ in Quality 
Strategy with the 
requirement for all clinical 
services to identify 
appropriate clinical 
outcomes for 
improvement. 
 

2. Develop and implement 
new mortality review 
process.  

 
3. Review Clinical Audit & 

NICE process as part of 
external governance 
review. 

 
 
4. Set up internal data sets 

for national audits and 
clinical outcome data 

 
 
5. Identify appropriate 

clinical benchmarking 
tools/databases and 
analyst support 

 
6. Review policy and 

guideline development, 
approval and monitoring 
process. 

Quality Strategy approved 
by Board and to be 
implemented 

 
 
 
 
 
 

Reported to Board in 
accordance with Learning 
from Deaths Framework 

 
Clinical Audit and NICE is 
now a standing agenda 
item for Clinical 
Effectiveness Sub-
Committee 
 
Current state of national 
audits to be reported to 
Clinical Effectiveness Sub-
Committee in June  
 
Utilising Dr Foster and 
scoping analytic tools from 
other providers 
 
 
Review and progress in 
making improvements 
progressing 

Risks from Risk Register: 
 
To be populated with Corporate 
Risks for 2018/19 

Metrics 
1. HSMR/SMHI 
2. National Audits 
3. Complication Rates 
4. Outlier alerts 
5. NICE compliance 

Outcomes: 
 
1. SHMI = 1.05 

 
2. HMSR = 1.05 
 
3. NELA Mortality 20.1% 
 
4. Hip Fracture – 

proportion operated 
<24hr = 74% 

 

Independent / semi-
independent: 
 
1. CQC Insight Report 

(Nov, 17) 
 
2. Neonatal network 

peer review. 

 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 3 4 12 
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SO2: Objective:  ENSURE EFFICIENT USE OF RESOURCES                                 Assurance Committee: PERFORMANCE COMMITTEE  

Executive Lead:  DIRECTOR OF FINANCE                                                             Operational Lead: DEPUTY DIRECTOR OF FINANCE  

CQC Domain: WELL LED                                                                Enabling Strategy: FINANCIAL RECOVERY PLAN  
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: 
Expenditure incurred 
exceeds income by greater 
than agreed control total 
 
Cause:  
Clinical Business Units and 
Corporate Departments do 
not deliver services within 
agreed budgets and do not 
achieve CIPs 
 
Consequence: 
Impact on investment in 
quality 
Inability to meet regulatory 
requirements 
Reputational damage 
Impact upon recruitment 
Potential for financial special 
measures 
 

1. Devolved and delegated 
budgets based on 2015/16 
outturn in place 

 
2. Improved financial controls 

and governance in place 
 
1. CIP schemes agreed and 

process in place 
 
2. Process commenced for 

expenditure reduction 
throughout the Trust 

 
3. Trust-wide CIP sessions 

held to promote clinicians, 
management and staff 
identifying additional CIP 
schemes  

 
4. Interim Turnaround Chief 

Financial Officer in place 
 

5. Some expertise 
commissioned including 
review of income 
maximisation 

1. Accountability of CBUs 
needs to be improved 

 
2. Limited external 

consideration to the 
identification of additional 
savings 

 
3. Limited challenge of CBUs 

on the monthly finance 
reporting  

 
4. Cost reduction and 

expenditure controls in 
place but with lack of 
consistent application within 
CBUs 

 
5. Limited external expertise 

commissioned to bring to 
the Trust other initiatives for 
CIPs 

 
 

Management 
assurance: 
Specific reports 
identifying assurance to 
be provided in future 
version but the key 
assurance mechanisms 
are: 
1. Clinical Business 

Unit (CBU) reports 
through monthly 
Performance 
Reviews 

2. Consideration at 
Executive 
Management Team 

3. CBU and Executive 
reports to Leadership 
Committee 

4. Reports to 
Performance 
Committee and Trust 
Board 

5. Internal Audit reports 
6. Presentations and 

reviews with 
regulators at 
Oversight and 
QIPOG meetings 

Gaps: 
 
1. Specific gaps of 

assurance to be outlined 
following the 
identification of specific 
assurance reports 

1. Increase accountability 
via monthly financial 
performance review 
meetings 

 
 
 
2. Use scrutiny from 

commercial partners and 
internal auditors to 
identify additional 
savings 

 
 
3. Challenge CBUs on the 

monthly finance 
reporting upwards from 
CBUs to Executive 
Directors 

 
4. Identify real cost 

reduction and 
expenditure controls 
with agreed timescales 
for delivery 

 
5. Work with a commercial 

partner to progress CIP 
schemes and identify 
other cost saving 
options 

 

FPRMs and FRBS 
established from late 
January which each held 
fortnightly and remain in 
place to improve financial 
accountability  
 
Scrutiny has improved and 
commissioning of 
commercial partner support 
completed enabling support 
of KPMG from January and 
Moorhouse from March 
 
Increased robust challenge 
delivered through FPRMs 
and FRB with holding 
CBUs and Corporate 
Functions to account 
 
Progressed with support of 
KPMG and Moorhouse with 
expenditure plans being 
developed for 2018/19 
 
 
Progressed with support of 
KPMG and Moorhouse with 
CIP plans being developed 
for 2018/19 
 

Risks from Risk Register: 
 
To be populated with 
Corporate Risks for 2018/19 

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

Outcomes: 
 
1. Reduced NHSI 

regulation 
2. Achieve agreed financial 

control total 
 

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

 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 4 5 20 3 5 15 
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SO2: Objective:  ENSURE EFFICIENT USE OF RESOURCES                                 Assurance Committee: PERFORMANCE COMMITTEE  

Executive Lead:  DIRECTOR OF FINANCE                                                             Operational Lead: DEPUTY DIRECTOR OF FINANCE  

CQC Domain: WELL LED                                                                Enabling Strategy: FINANCIAL RECOVERY PLAN 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Principal risks: 
 
Condition: 
Income in to the Trust may 
not equate to the activity 
undertaken 
 
Cause:  
Block contract arrangements 
limit scope for payment for 
increased activity 
 
Consequence: 
Inability to ensure efficient 
use of resources 
 

1. Significant executive and 
senior clinical input from the 
Trust to STP process in 
place 

 
2. Mechanisms for joint 

working with other partners 
established 

 
3. Board to Board with CCG 

identified principles for 
future contract negotiation  

 
4. Expert commissioned to 

identify scope for 
maximising income 

1. Limited measures in place 
for capacity restrictions 
 

2. Limited planned demand 
control measures in place 

Management 
assurance: 
Specific reports 
identifying assurance to 
be provided in future 
version but the key 
assurance mechanisms 
are: 
1. Clinical Business 

Unit (CBU) reports 
through monthly 
Performance 
Reviews 

2. Consideration at 
Executive 
Management Team 

3. CBU and Executive 
reports to Leadership 
Committee 

4. Reports to 
Performance 
Committee and Trust 
Board 

5. Internal Audit reports 
6. Presentations and 

reviews with 
regulators at 
Oversight and 
QIPOG meetings 

Gaps: 
 
1. Specific gaps of 

assurance to be outlined 
following the 
identification of specific 
assurance reports 

1. Apply capacity 
restriction measures 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
2. Agree and implement 

planned demand control 
measures through STP / 
Local Care Board and 
with CCG 

The essential operational 
actions in respect of winter 
have impacted upon 
capacity for elective work 
 
For 2018/19 negotiations 
remain ongoing with 
commissioners and 
outcomes will be reflected 
within the final contract 
agreed determining income 
for the Trust 
 
The principle remains of 
only agreeing to activity for 
which the Trust is being 
paid 
 
Suggestions made to CCG 
regarding QIPP which 
would support delivery of 
system-wide demand 
reductions 

Risks from Risk Register: 
 
1212 The Trust does not 
deliver the necessary 
improvements required in 
order to achieve removal 
from Special Measures 
 
1215 Inadequate 
identification and 
implementation of Cost 
Improvement Programmes 
 
1216 Inadequate 
achievement of Capital 
Resource Limit 
 
699 Delivery of CIPs 
 
1213 Failure to deliver the 
17/18 agreed Financial Plan 
 
1214 Failure to plan 
effectively for 18/19 and 
future financial sustainability 
 
 

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

Outcomes: 
 
1. Reduced NHSI 

regulation 
2. Achieve agreed financial 

control total 
 

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

 



Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 4 5 20 3 5 15 
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SO3: Objective:  ACHIEVE NHS CONSTITUTIONAL PATIENT ACCESS STANDARDS    Assurance Committee: PERFORMANCE COMMITTEE  

Executive Lead:  CHIEF OPERATING OFFICER                                                               Operational Lead: DEPUTY CHIEF OPERATING OFFICER       

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

Assurance 
Assurance outcomes 
/ gaps 

Action plan Timescales 

Principal risks: 
Conditions: 
1. Ambulances may be 

queuing at the 
emergency department 
or unable to unload 

2. Our emergency 
department will become 
overcrowded  

3. Medically fit for 
discharge (MFFD) 
patients not progressing 
through the health and 
social care system 

4. The lack of patient flow 
requires a reduction in 
elective activity 

Causes:  
1. Lack of access to 

alternative emergency 
provision across health 
and social care 

2. Unplanned demand for 
our services exceeds the 
predicted capacity 

3. Lack of appropriately 
trained medical, nursing 
and allied healthcare 
staffing 

4. Instances of 
inappropriate use of  
community and 
rehabilitation resources 

5. Access restrictions to 
service provision due to 
funding challenges  

Consequence: 
Inability to achieve NHS 
constitutional patient access 
standards 

1. Ambulance see and 
treat/see treat and transfer 
protocol in place 
 

2. Early intervention through 
Community Crisis teams for 
health and social care to 
reduce unplanned access 
to hospital 
 

3. Ambulatory Care Services - 
converting inpatient 
demand to outpatient 
delivery 
 

4. Joint working between 
CBUs, to determine 
appropriate early access to 
diagnostics and best place 
of treatment for patients 
 

5. Winter Plan including 
system winter plan 
 

6. Acute Services Redesign 
plan in draft and system-
wide approval imminent  
 

7. Clinical staff recruitment 
plan 
 

8. Appropriate use of agency 
and locum staff 
 

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

10. Proactive Local Care Board  
 

11. Effective relationships with 
IW Council and CCG 

 
 

1. Further development on 
discharge to assess 
initiative will support the 
management of unplanned 
demand 
 

2. Improvement required in 
frailty pathway changes 

 
3. An Urgent Care Centres 

model  
 

4. Winter Plan has not been 
fully costed and therefore 
remains unapproved by the 
Board 

 
5. Recruitment gaps in clinical 

areas across all CBUs 
 

6. Unexpected emergency 
demand exceeds the 
inpatient capacity available 
throughout winter with 
further impact on RTT 
performance 

 
7. Clinical workforce redesign 

necessary 
 

8. Lack of local knowledge 
and consistency in 
approach through the 
utilisation of locum and 
agency staff  

 
9. Lack of costed and 

approved plan for Cancer 
target achievement 

 
10. Inadequate diagnostic 

support 
 
11. Ambulance Service 

workforce and vehicle 
capacity not consistently 
meeting demands in 
particular off island 
transfers and supporting 
discharge  

 

Management 
assurance: 
Specific reports 
identifying assurance to 
be provided in future 
version but the key 
assurance mechanisms 
are: 
1. Clinical Business 

Unit (CBU) reports 
through monthly 
Performance 
Reviews 

 
2. Consideration at 

Executive 
Management Team 

 
3. CBU and Executive 

reports to Leadership 
Committee 

 
4. Chief Operating 

Officer  reports to 
Performance 
Committee 

 
5. Chief Operating 

Officer reports to 
Trust Board 

 
6. Internal Audit reports 

 
7. Presentations and 

reviews with 
regulators at 
Oversight and 
QIPOG meetings 

 

Gaps: 
 
1. Specific gaps of 

assurance to be outlined 
following the 
identification of specific 
assurance reports 

1. Fully implement and 
embed discharge to 
assess initiative at front 
of hospital 
 

2. Roll-out frailty pathway 
changes 

 
3. Implement Urgent Care 

Centres model 
 
 
 

4. Finalise a robust and 
fully costed Winter Plan 
owned throughout the 
Trust and ensure 
System Winter Plan is 
committed and adhered 
to by all health and 
social care providers 

 
5. Progress with 

recruitment plan with 
continued delivery within 
all CBUs 

 
6. Clinical Senate / weekly 

task force group through 
winter to review 
operational impact  

 
7. Progress assessment of 

needs and flexible 
approaches to workforce 
redesign  

 
 
 

8. Continue to minimise the 
use of locum and 
agency staff  

 
 

9. Cancer deep dive 
planned with financial 
impact of required 
actions to be presented 
to TLC and  Trust Board 

 
10. Diagnostics recovery 

Commenced and is 
continuing to be progressed 
 
 
 
Roll-out now complete 
 
 
Subject to building work 
being completed and aligns 
to the Co-ordinated Access 
Project 
 
A system-wide review took 
place on 18 April and 
outputs are being reported 
 
 
 
 
 
 
Progressing with 
recruitment for clinical 
posts prioritised  
 
 
Established and concept 
utilised when appropriate 
 
 
 
Progressing with options for 
flexible working utilised 
where applicable and 
permanent recruitment 
results in reduced use of 
locums 
 
Reductions in the use of 
agency and locum staff 
continue but remains in 
hard to fill areas 
 
Deep dive complete and 
presented to TLC and 
Board and target for 62 day 
achieved 
 
 
Progressing with a 

Risks from Risk Register 
(score 15 and above): 
 
To be populated with 
Corporate Risks for 2018/19 

Metrics: 
(as per NHSI SOF) 
1. Ambulance R1, R2, 

19min 
2. A&E 4 hour target 
3. Cancer 62 day target 
4. RTT incomplete 

target 
5. DTOC system 

performance 
 

Outcomes: 
1. Right place right time for 

care 
 
2. Timely access to 

services with consistent 
flow through the health 
and social care system 
 
 



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

visits 

being modelled 
 

11. Ambulance deep dive 
planned with financial 
impact of required 
actions to be presented 
to TLC and Trust Board 

sustainable workforce plan 
 
Paused due to the 
appointment of Bob 
Williams in order for him to 
evaluate 
 
 

 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 4 4 16 3 4 12 
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SO4: Objective:  ACHIEVE EXCELLENCE IN EMPLOYMENT, EDUCATION AND DEVELOPMENT      Committee: PERFORMANCE COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT          Operational Lead: DEPUTY DIRECTOR OF HR  

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

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

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

1. Appraisal policy, paperwork 
in place for all staff 
 

2. High Performing Leaders 
Programme in place 
 

3. Mandatory Training 
programme in place 
 

4. Induction process for all 
new employees 
 

5. Whistleblowing Policy 
 

6. Anti-Bullying Advisors in 
place 
 

7. Freedom to speak up 
guardian 
 

8. Staff Engagement Group in 
place 
 

9. Staff Recognition 
Programme in place 
 

10. OD Policy 
 

11. Clinical Supervision policy 
 

12. Draft HR&OD Strategy 
 

13. Visions & Values  
 

14. Comms Strategy  - meet 
your chief executive 

1. Poor quality of appraisals 
 

2. No clinical supervision 
 

3. Low compliance of 
Mandatory training 
 

4. Releasing staff for training 
 

5. Not talent spotting / 
succession planning 
 

6. Freedom to speak up 
guardian reporting 
 

7. Poor staff morale 
 

8. Vision & values 
 

9. Lack of consistent 
communication at all levels 
 

10. Lack of formal internal 
comms strategy 

Management assurance 
 
1. HR & OD Committee 

Mandatory Training 
Group 

Gaps: 
 
1. Specific gaps of 

assurance to be outlined 
following the 
identification of specific 
assurance reports 

1. Development of 
Recruitment & Retention 
Strategy 

 
 
 
 
2. Workforce & OD 

Strategy to be in place 
 
 
 
 
 

3. Integrated leadership 
competency profiles 
agreed 

 
 

Currently in draft and the 
outputs of the Workforce 
Summit will be utilised to 
finalise a strategy for 
proposing to Committees 
and Board in June 2018 
 
Currently in draft and the 
outputs of the Workforce 
Summit will be utilised to 
finalise a strategy for 
proposing to Committees 
and Board in June 2018 
 
This forms one part of the 
delivery of the Leadership 
Development Programme 
during 2018.  For which, 
the diagnostic stage is 
underway with support from 
NHS Elect regarding 
management kills and with 
NHSI for leadership 
development. Risks from Risk Register: 

 
To be populated with 
Corporate Risks for 2018/19 

Metrics 
1. Mandatory Training 

Compliance 
2. Appraisal Monitoring 
3. Sickness Data 
4. Survey Results 
 
 

Outcomes: 
1. Good Staff Survey 

results 
2. Sickness absence 

above target 
3. Mandatory Training 

above Target 
 

Independent / semi-
independent 
1. NHSI 
2. CQC 

 
Inherent risk level Current risk level Target risk position by 31/3/18 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 3 4 12 3 3 9 
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SO5: Objective:  LEAD STRATEGIC CHANGE ON ISLE OF WIGHT                                                    Committee: TRUST BOARD 

Executive Lead: DEPUTY CHIEF EXECUTIVE                                                                        Operational Lead: NONE 

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

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

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

 
1. Current Trust Strategy 

‘’Working beyond 
boundaries to be the 
preferred choice for 
sustainable integrated care’’ 
agreed by Board in March 
2016, aligned with ‘My Life 
a Full Life’ priorities and 
created the ‘house’ of Trust 
vision, goals and priorities 

2. Five new strategic 
objectives proposed and 
agreed by the Board in 
November 2017 as part of 
Board Assurance 
Framework (BAF) 

3. Business Planning 2018/19 
proposals considered by the 
Board 

4. Plans in place for finalising 
Business Plan 2018/19 and 
supporting Financial Plan 
2018/19 

5. Development of the acute 
services redesign – option 4 
recommended by CCG 
1/2/18 

6. Local Care Board 
established – and created 
10 priorities, reduced to 5 

7. Creation of a community 
services redesign 
programme 

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

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

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

 
1. No Isle of Wight Health 

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

2. Current Trust strategy does 
not adequately meet the 
current and future needs of 
the organisation 
 

3. No Trust supporting 
strategies including Clinical, 
Operational and Financial 
approved by the Board 

 
4. No Trust underpinning 

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

 
5. Trust Strategy did not fully 

or overtly address strategies 
for community, ambulance 
and mental health 

 
6. Trust Strategy did not fully 

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

7. Trust Strategy had no clear 
delivery plan and staff and 
stakeholder engagement 
was limited 

 
8. Trust Strategy did not 

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

 
9. System context is complex 

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

 

 
Management assurance 
 
1. Consideration of 

strategy at recent 
Board and Board 
Seminars 

 
Gaps: 
 
1. Specific gaps of 

assurance to be outlined 
following the 
identification of specific 
assurance reports 
 

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

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

 
The Board to have 
evidence-based options on 
the overall organisational 
strategy and these to be 
worked up into an 
implementation road map 
with milestones, resources, 
engagement and the Board 
to confirm the level of 
appetite for change.  This 
will cover all aspects of 
services the Trust is 
responsible for providing 
and which meets the current 
and future need of the Isle of 
Wight population, whilst 
delivering clinical and 
financial sustainability. 
 
To have answered a series 
of high-level questions that 
will shape the future, 
strategic position of service 
provided by the Trust (and 
partners), including: 
• Does the strategy move 

the Trust to clinical and 
financial sustainability 
and deliver 
performance? 

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

• What are the invest and 
disinvest criteria? 

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

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

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

 
The plan remains for the 
Trust to have a developed 
overall strategy between 
September 2018 and 
December 2018. 
 
Board has agreed the 
modular approach to the 
development of the strategy 
and the need for external 
support. 
 
A draft business case has 
been developed for 
external support and this is 
currently being considered 
for submission to NHSI. 
 
The Trust’s Operational 
and Financial plans for 
2018/19 will be submitted 
to NHSI in accordance with 
regulatory timescales. 
 
 

Risks from Risk Register: 
 
To be populated with 
Corporate Risks for 2018/19 

Metrics 
1. To be a clinically, 

operationally and 
financially 
sustainable Trust 
 

Outcomes: 
1. Isle of Wight Health 

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

2. Trust Strategy approved 
by the Board 
 

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

 
4. Trust enabling strategies 

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

 

Independent / semi-
independent 
1. Local Care Board 

 
2. NHSI 

 
3. CQC 

 
4. Carnall Farrar report 

 
5. Internal Auditors 

  



 

Inherent risk level Current risk level Target risk position by 31/3/18 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 4 4 16 2 4 8 
  



Appendix 2: Definitions of likelihood and impact scores for the 5 x 5 risk matrix: 

 

 

  



Appendix 3: Good Governance institute – Risk Appetite for NHS Organisations 
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Frank Sims, Deputy Chief Executive Officer 
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Committees previously 
considered by including 
date 

Updates have been provided to the Performance Committee at its meetings in 
January, February, March and April 2018. Individual meetings with NEDs on 
finances have also been undertaken outside of Committee. 

Purpose 
The FY2019 Operating Plan submission date was 30 April 2018.  
Full Trust Board sign off of the Operating Plan has been scheduled for 26 April 2018. 
This paper provides an update to the Board in relation to development of the Trust’s 
Operating Plan for FY2019 to allow sign off ahead of the public board on 3 May 2018. 

Receive 
Assurance 
Approve x 

Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary 

NHSI published national planning guidance on 2 February 2018 and the Trust submitted a draft plan to NHSI on the 
8 March 2018 in accordance with national planning requirements.  Submission of the Trust’s final approved plan is 
required on 30 April 2018, which is ahead of the next public board on 3 May 2018.  This virtual Board has been 
convened to allow board to sign off the operating plan and agree risk areas and further actions that reflect the 
contemporary state of delivery plans. 

At the point of writing the Trust’s operating plan has been prepared on as much information as we have but there 
are some things we need to finalise before we have a complete and deliverable plan. A number of issues remain 
open:  

• Patient activity levels are not finalised with the CCG but they are 95% complete. In terms of risk if we are
not paid for the additional 5% Patient activity then the Trust will ask the CCG to refer the Patients to another
Provider. This is not an operational or financial risk therefore but a strategic reputational risk that will need
to be carefully mitigated should it arise. We should be able to sign off the plan on this basis.

• Income levels are not finalised in part for the above reason but also because the Board has requested the
DoF to pursue all income due to the Trust. A process to do this is in place but has not completed. In terms
of risk we have assumed an income uplift of £6m over last year’s contract value. The gap is currently
£11.6m. There is a level of confidence that the £6m will be achieved. If we do not secure this income our
bottom line may change (we would use our Contingency if immaterial) but the process for resolution
includes NHSI. We should be able to sign off this plan on this basis.

• Operational delivery of Patient activity plans are not finalised. This essentially means the number of beds
and staff we will need to operate with during 2018-19. For this submission, we have assumed we will
continue, as a baseline, to operate in the same way as in 2017-18. Once the service and financial
improvement plans are agreed (£8m worth) this will enable operational efficiencies to be delivered, in
practice this means more Patients treated to generate income or bed/staff capacity freed up and
closed/agency staff reductions, saving money. The risk is we do not fully develop and deliver the Service
and Cost Improvement plan. The Executive has committed to this and a more detailed update is available
for the Board under the financial plan section. Despite this risk we should be able to sign off the plan with a

Enc G 
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SCIP level of £8m or just under 5% for an organisation such as ours bearing in mind the National CIP 
expectation is between 3.5% and 7.5%.  

• Detailed work force plans to support overall delivery.  A recruitment and retention plan has been drafted and 
following the work force summit of 18 May 2018 a comprehensive plan is being finalised that links with the 
SCIP and CBU delivery plans. 

• Appendix 1 outlines the current status of key aspects of the plan including risks and controlling actions.  
This will also act as a tracker for the delivery of the operating plan through the year. 

• Appendix 2 is the refreshed operating plan summary narrative. 
•  

Next steps 
• Agree contractual position 
• Finalise service development activities to deliver efficiencies and capacity 
• Finalise workforce plan 
• Finalise plan including revenue and capital budgets for Board approval 

 

Key Recommendation 

The Board is asked to approve the submission of the 2018/19 operating plan, subject to ongoing refinement of 
the finance and delivery plans. 
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Medicine and surgical bed plans are 
currently being finalised. 
 
 
 
Unable to provide diagnostic capacity to 
meet demand. 
 
 
Reliance on temporary staff puts activity at 
risk. 
 
 

Reduce medical beds usage through 
reduced length of stay via SAFER, Bob 
Ghosh work, community rehab beds etc. 
 
working with teams to map capacity to 
activity 
 
 
See workforce plan 
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The current workforce plan does not 
support delivery of activity and finance 
plans.   'Workforce rightsizing' is underway 
with support from KPMG 

Development of detailed workforce plans 
is underway. 
 
Workforce summit held and will be 
followed up with further actions 

Risk Controlling Action Operating Plan Dashboard 

Services are unable to contain spending 
within budget allocations 
 
CIPs are not worked up in sufficient detail 
to provide assurance of in year delivery. 
 
Uncertainty over achievement of income 
 
Current workforce plan does not support 
CIP delivery 

KPMG to provide grip and control process 
via FRB 
 
Moorhouse to provide capacity in the 
development of deliverable plans 
 
 
detailed capacity plans being developed 
with Moorhouse, Bob Ghosh work etc. 
 
Development of detailed workforce plans 
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Available capital resources do not 
sufficiently support the improvement 
needs of the organisation. 
 
Capital prioritisation does not reflect the 
change requirements of the organisation.  

 
Prioritisation is properly governed to 
ensure best value from limited resources 
and timely implementation of capital 
plans. 
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See & Treat / Refer 6,037 5,664 6,260 6,783 7,122 (6.2%) 10.5% 8.4% 5.0%

See, Treat and Convey 14,203 14,162 14,873 15,494 16,114 (0.3%) 5.0% 4.2% 4.0%

111 Service 53,089 56,798 67,771 70,873 77,961 7.0% 19.3% 4.6% 10.0%
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Introduction and context  
The Isle of Wight NHS Trust is unique in the NHS in that it is the only 
organisation that has integrated community, ambulance, mental health 
and acute services.  Designing a single organisational operational plan 
therefore offers more challenge than traditional NHS Providers. 
 
FY2018 has been an exceptionally challenging year for the Isle of Wight 
NHS Trust and this is reflected in the delivery of quality, access and 
financial performance standards.  Following inspections in FY2017 the 
Trust was rated ‘Inadequate’ and placed into quality special measures by 
the Care Quality Commission (CQC) in April 2018.   
 
In response to the CQC rating a Quality Improvement Plan (QIP) has been developed, aligned to the Trust’s 
Integrated Improvement Framework (IIF). The IIF is our vehicle for change. It sets out our immediate priorities in 
order to see real and rapid improvement and establishes a long-term plan, detailing everything we need to do to 
develop a culture of continuous improvement at the Trust. Our improvement journey is about “Getting to Good” 
by 2020 and it is designed to effectively engage staff to ensure that we are all focused on the priority work that 
improves care and safety for those we serve.   
 
The Trust’s financial position has deteriorated during the year and we are now subject to enhanced financial 
oversight by NHSI.  Targeted support has been provided to develop a financial recovery plan (FRP).  This has 
been focused on effective financial stewardship, securing income and identifying and implementing efficiency 
and cost reduction opportunities.  Longer term the FRP will be part of a wider change programme that delivers 
financial, quality and operational sustainability. 
 
Recruitment and retention has remained a significant issue for the Trust and this has continued to impact on the 
financial position.  Our focus is firmly on ensuring we are able to attract key staff to not only reduce agency 
spend, but also enhance the quality and efficiency of the services that we provide.   
 
Both the Trust and the Isle of Wight Clinical Commissioning Group have had changes in leadership. There have 
been significant changes to Trust’s Board and Executive Team during FY2018, including a new Chairman, Chief 
Executive, Director of Quality Governance.  There have also been a number of interim roles within the Executive 
Team including the Turnaround Chief Financial Officer, Medical Director and Chief Nurse together with 
additional senior support.  Following a board leadership review by Carnall-Farrar and the appointment of a 
substantive Chief Executive, a new executive structure that is fit for purpose has been implemented to ensure 
the breadth and complexity of the Trust is represented at Board level.  This will be recruited to in quarter 1. 
  
Significant work has been undertaken with partners to address the sustainability of acute services through the 
Acute Services Redesign (ASR) programme.  A preferred option has been recommended and this will go out to 
public consultation during FY2019, following due diligence by NHSI and NHSE.  We have also agreed a Local 
Care Plan (LCP) through the Local Care Board and this informs our direction of travel for on-island services.   

 
  

 
  

 

Operating Plan: Summary Narrative FY2019 
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Activity planning 
Demand & Capacity Planning 

Approach to demand planning 

The demand plan has been jointly developed with the Isle of Wight CCG and other commissioners. 

The starting point for this work was the development of a detailed forecast outturn for FY2017 as the baseline. 
Forecasts have been set through examining activity trend data back to April 2014. A series of “bridges” have 
been used to link forecast lines together to ensure consistency, these include: referral dropout rates; outpatient 
new to follow-up ratios; % day case rates; and, elective to emergency ratios.  

Four different approaches have been used to determine a forecast for each specialty within each point of 
delivery. They are as follows:  

• Continue with forecast agreed last year (Plan) 
• Use the last 6 months of FY2017 and the first 6 months of FY2018 to set baseline (Reforecast 12) 
• Extrapolate first 6 months of FY2018 (Reforecast 6) 
• Enter a fixed forecast based on known service changes (Bespoke) 

From this baseline a FY2019 ‘Do Nothing’ activity forecast was generated by applying growth assumptions. 
Growth assumptions have been applied in accordance with the Operational Planning guidance. 

Planning Assumptions and Alignment 

Further adjustments have been made to the ‘do nothing’ scenario to take account of known service or counting 
and coding changes and the performance requirements set out in the Operational Planning guidance. We have 
assessed the elective demand using our RTT model to ensure that the demand plan was sufficient to deliver 
required RTT performance standards and where necessary adjustments were made to the demand plan, 
ensuring this plan remains realistic compared with the available capacity. In the next iteration further 
adjustments will be made to take account of activity transformation assumptions included in our CCG’s Quality, 
Innovation, Productivity and Prevention (QIPP) Plan, that in turn will link to the Trust’s Cost Improvement Plan 
(CIP). Finally and where applicable we will also take account of any adjustments associated with the Acute 
Service Redesign or other transformation initiatives.  

The latest activity assumptions have been costed using the 2018/19 national tariff and the associated income 
projection has been used as the basis for planned income in order to ensure financial and activity alignment.  

Approach to Capacity Modelling 

We have taken a bottom up approach to capacity modelling that has focussed on two main aspects, workforce 
capacity and bed capacity, as these are the Trusts primary capacity concerns both currently and going forward 
into FY2018.  

Modelling 

Capacity has been assessed using a range of models including the national IMIS demand & capacity models as 
well as locally developed models. Working in conjunction with the Clinical Business Units these models have 
been used to determine available capacity to deliver the required demand. 

Our assessment to date indicates there are three specialties where the outpatient demand is higher than our 
capacity; these being Urology, Ophthalmology and Gynaecology. This in part is due to current vacancies and 
will be mitigated by recruitment or locum cover. In addition, working alongside our commissioners, we are 
developing plans to reduce demand in particular by targeting Procedures of Limited Clinical Value and reducing 
outpatient follow ups using thresholds and best practice guidance so that our follow up ratio is in line with the 
national top decile.  

To assess demand and capacity for Mental Health and Community services within the Trust we have converted 
our activity plans (demand) from units of activity to units of time; based on agreed assumptions such as average 
appointment times. We have then taken the current workforce for each service and converted that to available 
time using assumptions on patient facing time for each group of staff, taking account of annual leave, other 



3 
 

absences and other non-patient facing duties. This allows us to determine the time available to meet the 
demand. 

Our Ambulance service is currently in the process of implementing a new Computer Aided Dispatch (CAD) 
system which, amongst other things, will improve the Trust’s reporting particularly in relation to the new 
Ambulance Quality Indicators.  As an interim measure we have been working with data from the existing CAD to 
try and understand our demand requirements by the new Incident Categories, this work is still underway and we 
hope to have a better view of this for the next iteration of our plan. 

Bed Modelling 

A locally developed bed model has been used to compare current bed configuration with capacity requirements 
derived from the demand activity plan. Results have been grouped to align as closely possible to how we utilise 
our beds splitting out elective and emergency for Trauma & Orthopaedics; Surgery; Medicine and Paediatrics.  

The model takes account of projected demand, average Length of Stay, patients with a zero day length of stay, 
and planned bed utilisation on a month by month basis.  

Inputs allow for planned improvements in any of the above as well as how we might plan to alter our bed 
configuration for example through winter.  

Our current average Length of Stay (LoS) which has remained relatively constant at approximately 9.0 days for 
medical patients and 3.9 days for surgical patients.  

Modelling suggests that in Medicine we would have an average shortfall of 30 beds increasing up to 60 beds in 
winter months based on a ‘do nothing’ scenario. Plans are being developed to quantify planned improvements 
resulting in length of stay reductions to determine how this shortfall will be mitigated.  

Achieving Constitutional Targets 
Emergency Care Standard 

The Trust is committed to improving its current operational performance and delivering the Emergency Care 
Standard (ECS) at 90% in September 2018 and at 95% in March 2019, and the following improvement actions 
will contribute to this: 

• Increase and develop GP streaming; 
• Develop ambulatory care through AEC Collaborative; 
• Reduce LOS >7 days on Wards and reduce the number of bed days occupied by super stranded (to 

<10% of current bedstock or <benchmarked figure in a comparable Trust) and stranded patients; 
• Reduce delayed transfers of care (DTOCs); 
• Flex medical bed capacity to match seasonal demands; and,  
• Complete Emergency Department estates works. 

In addition, the Trust is continuing to progress implementation of the Emergency Care Data Set during the year, 
and is working towards increasing access to enhanced NHS 111 services, and integrating urgent care through 
the Urgent Care Redesign project within the Co-Ordinated Access Programme.  

 

62 Day Cancer Standard 

The Trust is committed to ensuring all eight waiting time standards for cancer are met, including the 62 day 
referral to treatment cancer standard and acknowledges the impact of implementing the ‘10 high impact’ actions 
on being able to achieve this. In addition, the Trust is developing, alongside KPMG, a cancer project in the 
Integrated Improvement Framework (IIF) Planned Acute Programme which will incorporate the recommended 
improvement actions from the Cancer Deep Dive Report (December 2017) under the headings of process, 
organisation, leadership and culture. The deep dive report particularly identified and highlighted the following 
options for improving performance delivery in 2018/19: 

• Increase the number of cancer pathway trackers in the cancer pathways team;  
• Increase local diagnostic imaging capacity; 
• Increase local endoscopy capacity; and,  
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• Increase cancer nurse specialist capacity to manage increased referrals and increased activity per 
patient. 

In addition, the Trust will work towards NHSE/NHSI’s recent planning guidance and recommendations for 
delivering objectives during the next one to three years, in particular, implementing national pathways and the 
new cancer waiting times system ahead of the 28 day Faster Diagnosis Standard, as well as working towards 
the national bowel screening programme targets. 

Referral to Treatment (RTT) ‘Incomplete’ Standard 

The Trust continues to be committed to reducing its RTT waiting list size and it will be no higher in March 2019 
than in March 2018, along with the local elimination of patients waiting more than 52 weeks for treatment; this 
will be partly achieved through the recommended: 

• Implementation of a robust and realistic RTT recovery plan at specialty and ‘point of delivery’ level; and  
• Making best and flexible use of available capacity across the STP footprint. 

In addition, the Trust is developing, alongside KPMG, two RTT projects in the IIF Planned Acute Programme; 
theatres and outpatients, which will contribute to the improved efficiency and effectiveness of these support 
services. Currently, different elective scenarios have been developed for the delivery of RTT services in 2018/19 
including ‘as is plan’, reducing current long waiting patients, including known service and operational changes, 
and realising KPMG identified efficiencies. The trajectory impact of these scenarios is being modelled to inform 
an Executive led discussion as to which scenario the Trust should deliver next year.  

Mental Health  

The Trust welcomes NHSE/NHSI’s recent planning guidance and the recommendations for delivering objectives 
over the next one to three years. The deliverables for 2018/19 is acknowledged as follows: 

• 53% of patients requiring early intervention for psychosis receive NICE concordant care within two 
weeks; 

• Children and young people access to community services increases to 32% (a relatively new metric 
which we are starting to be monitored on through our monthly MHSDS submissions); and,  

• Improving Access to Psychological Therapies Access nationally increases to 19%, however, locally we 
have agreed a 22% target with the Isle of Wight Clinical Commissioning Group (CCG). 

Ambulance 

The Trust is committed to ensuring: 

• the new ambulance response time standards introduced during 2017/18 are met by September 2018; 
• handovers between the Ambulance Service and the hospital’s Emergency Department do not exceed 

30 minutes; and,  
• a safe reduction in ambulance conveyances to the Emergency Department. 
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Quality planning 

The Trust was inspected by the CQC from 22-24th November 
2016 (all core services) 18th and 19th Jan 2017 (Mental Health) 
and 7th and 8th March (Urgent Care and the 111 service). This 
led to ratings of inadequate for Safe, Responsive and Well Led 
and the Trust was issued with Section 31 and Regulation 17 
notices and placed in quality special measures.  

The approach by the Trust previously to addressing the actions 
from the inspections was to use of the Integrated Improvement 
Framework (IIF) as a vehicle to monitor change, action plans and 
improvements. The IIF was initially focussed on transactional 
actions and development of systems and processes. Monitoring 

arrangements centred on the completion of actions rather than on changing outcomes for patients and staff. 
This was necessary at the time as these actions were required to get the Trust to the point it now finds itself at. 
A new approach has now been implemented. 

Most of the CQC related IIF actions have now been re-classified as ‘Business as Usual’. These will be 
transferred to Clinical Business Units and corporate teams for inclusion in service improvement plans. This will 
release capacity in the Programme Management Office (PMO) to focus resources on the delivery of change 
programmes and situate ownership of improvement plans within clinical teams.  Support, advice and monitoring 
will be provided by the central Quality Governance team. 

Comprising nine programmes and 10 standalone projects, the IIF is now a portfolio of work aimed at taking the 
Trust on a journey of continuous improvement to ‘Good’ and beyond.  The Trust’s success in delivering IIF is 
wholly reliant upon the proactive support of every member of staff. It is important that all members of staff 
understand these programmes and projects and the part they can play in helping achieve their aims to deliver a 
continually improving service.  An organisational engagement programme is underway to underpin our 
improvement journey. 

In addition, a full governance review has been undertaken resulting in an overhaul of the existing committees; 
reviewing their responsibilities and realigning them to ensure there are robust management systems in place to 
monitor and manage quality and risk. 

The Quality Committee will monitor the development and implementation of the Quality Strategy, alongside 
focussing on the learning aspects from incidents, claims, inquests and complaints.   

The Assurance, Risk and Compliance Committee was established to strengthen the understanding, monitoring 
and challenge of compliance with the fundamental standards and timely completion of actions on service 
improvement plans.  

As the Committee develops further, gap analyses of published national reports will be submitted with supporting 
action plans along with horizon scanning. It is essential that our approach to meeting our legal requirements and 
maximising improvements for patients and staff is strengthened. 

As part of the infrastructure development, each Clinical Business Unit (CBU) now has its own Quality Manager 
in post. 

Our Approach to Quality Governance 

Previously there was an Executive Director of Nursing and Quality (EDONQ).  Following the appointment of a 
new Chief Executive Officer, the portfolios of the Executive team have been realigned with the introduction of a 
Director of Quality Governance.  This has been introduced to provide a strategic focus on quality and quality 
governance, and drive the necessary amendments to effect change, in order to improve the quality of our 
services and outcomes for patients.  The Director of Quality Governance is responsible for the overall Quality 
Strategy and Quality Governance arrangements and is held accountable by the Board for Patient Experience.  
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The Executive Director of Nursing is accountable at Board level for Patient Safety and the Medical Director 
accountable for Clinical Effectiveness. 

There have been numerous reviews over the past three years which have highlighted problems with quality 
governance.  As a result of this, a complete restructure of the function has taken place to realign roles and 
responsibilities, ensuring that there are personnel, systems and processes in place to monitor and manage 
quality effectively. 

A new approach to addressing areas requiring improvement arising from inspection has been developed. An 
improvement plan template is being used that will direct the focus towards changing outcomes for patients not 
focussing on actions alone.  The plan challenges the service/department to identify what “good” looks like; 
which is key to identifying improvements that will change outcomes.  

The improvement plans will be managed and led by the Clinical Business Units, departments and areas; and 
supported by the Quality Governance Team. These will be monitored in the new committee structure at service 
level Quality Committee meetings, the Trust Leadership Committee and monitored overall by the Assurance, 
Risk and Compliance Committee. Outcome measures will be reported to the Trust board along with any 
headlines of overdue actions.  

Improvements plans will be live working documents that will be updated as actions are met, assurance given 
and outcomes improved. 

Part of the review into governance has also seen the introduction of new processes for Serious Incidents, 
Complaints, the Risk Register and Board Assurance Framework. 

The Trust previously had a Quality Improvement Framework.  The content of this was not widely consulted on 
and was criticised by the Care Quality Commission for not being applicable to the wide range of services that 
the Trust provides.  To address this going forward, we have changed our approach to how we monitor quality 
and have held multiple focus groups across all areas from November 2017 to January 2018, to ensure that all 
members of staff have had the opportunity to have their say on the quality priorities.  As part of the Quality 
Account process, we have also had a survey running to engage the wider community in the process and enable 
comments on the selected priorities. 

We acknowledge that, whilst for the purposes of the Quality Account we will have a minimum of three, maximum 
of five quality priorities (as set in guidance for Quality Account requirements); our Quality Strategy includes 
additional priorities for Island-wide working such as dementia and end of life care.  The Quality Strategy is 
intentionally more generic in its focus (e.g. learning from incidents rather than specifics such as falls) in order to 
address the needs of all services instead of being primarily acute focussed.  This will enable each area or 
service to look at, for example, the incidents that are pertinent to their area and prioritise accordingly as to 
whether or not this is an area that they particularly need to focus on.  The expectation is that all CBUs will be 
identifying activities to improve the quality of the services provided to ensure we are delivering against 
constitutional and contractual requirements.  Each CBU’s performance against quality targets is assessed at 
monthly performance reviews and this should drive the improvement actions required, together with any new 
requirements 

Implementation plans for these are being developed at Trust level in Quarter 4, and will be developed at CBU 
level in Quarter 1.  Future well led inspections by the CQC will demonstrate an improvement and these will be 
undertaken annually.  

The past 12 months have not seen the significant improvements to quality that we would have liked; however, 
with significant changes at Board level and within operational and corporate teams in recent months we are 
confident that there will be meaningful improvements going forward.   
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Quality Priorities for the Quality Strategy  
 
The priorities we have consulted on and will be taking forward as part of the Quality Strategy are outlined below:  
 

Safe 
Priority Explanation Application 
Learning from Events We will tell you when we have 

made a mistake, investigate fully, 
implement changes and share 
any lessons we learn 

This priority will start as a Trust-
wide initiative to increase 
incident reporting and learning 
from incidents. 
 
It is applicable to all services 
provided.  Data from each 
service will be analysed to 
identify where improvements in 
practice are required. 
 
Outcome measures will include 
incident reporting ratios, harm 
levels and selected incident 
categories from each service 
(e.g. falls, medication errors, 
pressure ulcers, restraint). 

Deteriorating Patient We will recognise deteriorating 
patients at the earliest opportunity 
and identify the most appropriate 
course of treatment for them 

This priority applies to all 
settings but will be different in 
approach. 
 
Initial processes and measures 
will need to be implemented to 
capture baseline data.  This will 
be different dependent on the 
setting. 

Sepsis We will identify and treat sepsis at 
the earliest opportunity 

This priority is applicable to 
ambulance, community and 
acute.  It is likely that this work-
stream will be widened to 
include Acute Kidney Injury.  
Measures need to be agreed, 
baselines determined and 
targets set. 

Effective 
Priority Explanation  
Best Clinical Outcomes We will use best practice care 

bundles and NICE quality 
standards to achieve the best 
clinical outcomes 

Many of our services have not 
identified what good looks like in 
terms of clinical outcomes.  For 
example, how do we benchmark, 
what do our audit results say, 
which areas do we need to 
improve in? 
 
This priority will apply to all 
services.  Quarter 1 will be 
predominantly identifying the 
clinical outcomes that should be 
measured, led by the clinical 
teams. 

Right Patient, Right Place, 
Right Time 

We will ensure that all our 
patients are located in the most 
appropriate place from admission 
to discharge. 

This priority can be applied to all 
care settings.  It should consider 
returns to theatre, readmissions, 
delayed discharges and the 
pathways across our services 
and beyond. 
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Experience 
Priority Explanation  
Learning from Experience We will listen to our staff, 

patients, carers, family and staff 
to continually improve our 
services. 

This priority will start as a Trust-
wide initiative to improve 
complaints and concerns 
processes and learning from 
experience. 
 
It is applicable to all services 
provided.  Data from each 
service will be analysed to 
identify where improvements in 
practice are required. 
 
Outcome measures will include 
complaints ratios, numbers 
upheld and selected complaints 
and concerns categories from 
each service (e.g. staff attitude, 
waiting times, clinical treatment 
etc.). 

Dementia We will improve the care of 
dementia patients to improve their 
quality of life and support the 
development of a dementia 
friendly Island. 

We plan on involving other 
agencies and third sector 
partners, such as Age Concern, 
to play our part in the 
development of a dementia 
friendly Island.   
 
This priority will apply to all four 
elements of our business 
although some actions required 
will be different. 

End of Life Care We will continue to ensure that 
patients at the end of their lives 
are treated in line with their 
wishes and with the utmost 
dignity and respect, working in 
partnership with the hospice and 
others across the Island. 

This priority applies to many of 
our services and requires a 
strong partnership approach. 
 
Some indicators are currently in 
place in the acute setting.  We 
need to identify mechanisms for 
improving end of life care in all 
settings. 

 
Three to five Quality Priorities for the Quality Account will be drawn from this list.  Once agreed, each of the 
quality priorities will have distinct outcome measures that will be monitored through local CBU Quality meetings 
and up through the Quality Committee to Board. 

The Quality Governance team now has 1.4 WTE Quality Improvement Practitioners in post who will be 
instrumental in driving quality improvement throughout the Trust; working across acute, community, mental 
health and ambulance services. 

Quality Impact Assessment 

The Quality Impact Assessment (QIA)  process is owned by the Medical Director (MD) and the Director of 
Nursing, Midwifery, AHPs and Community Services (DNMACS), who also have oversight of the three quality 
domains; namely patient safety, patient experience and clinical effectiveness, alongside the Care Quality 
Commission’s (CQC) Key Lines of Enquiry (KLOEs).  Challenge regarding potential risk and acceptance of new 
schemes is provided by the MD and DNMACS at weekly review meetings.  The completion of the QIA sits with 
the service lead.  All Cost Improvement Plans (CIPS) and key transformation plans are to have an identified 
clinical sponsor and a QIA completed to assess if there is an impact on patients, staff or the service.  The QIA 
forms part of the suite of documentation that is required as part of the Trust’s programme governance 
arrangements and is signed off by the MD and DNMACS.  Project documentation also includes a section for key 
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performance indicators for which baseline data is collated at the outset to assess the impact of delivering a 
project on the quality of care provided.  These metrics are reviewed at quarterly meetings. 

 

 
Workforce plans 
Strategy, planning and governance 
Like many NHS Trusts, the Isle of Wight faces huge workforce, capacity and financial challenges.  As a Trust 
providing services to an island population we are also faced with some unique circumstances which offer both 
additional challenges and, at the same time, opportunities.  

The NHS in 2020 is going to be looking after more patients than today.  Therefore we are going to need to 
continue to improve productivity and grow our frontline workforce, especially in priority areas such as nursing, 
mental health, urgent and community care.  To achieve this we will need to train more staff, improve recruitment 
and improve retention and  return to practice after time out of the NHS.  It will also require flexibility as roles and 
places of work evolve in line with changes in the practice of medicine and the shape of health care. 

The Trust’s interim Human Resources and Organisational Development (HROD) strategy describes how we will 
confront these challenges, embrace the opportunities and work tirelessly to create an environment in which our 
staff can, confidently, realise their potential and give the very best care possible to our patients and clients. It 
sets out a two-year approach and has been designed to address our challenges; and is an essential building 
block of the Trust’s commitment to improve in everything we do as part of our ‘Getting to Good’ journey. 

To achieve “A Great Place to Work” we will focus on the following: 

Governance, systems and processes for effective people management 

Recruiting and retaining a sustainable workforce 

Effective Leadership and Management 

A healthy organisational culture 

Training and developing capable individuals and teams 

The precise future workforce model driven by My Life a Full Life, the Sustainability and Transformation 
Programme (STP), the Acute Service Re-design and the Transformation of Community Services requires 
development.  There are known national skills shortages and our geographical location can be viewed as a 
unique selling point, however this can also create challenges in our ability to attract and retain the very best.  

More people are training to join the NHS every year than are leaving it.  Health Education England (HEE) 
forecasts at least 25,000 to 50,000 net additional clinical staff could be available for NHS employment by 2020.  

During this time of change it becomes even more important that we work with our strategic partners as well as 
with our local staff side representatives, the local authority and voluntary organisations. 

Our workforce plans are approved by the Trust Leadership Committee and Trust Board in line with the Trust’s 
governance processes.   The workforce plan is based on budgeted establishment position and staff in post as at 
January 2018 (month 10) however the bottom up demand and capacity and zero based budgeting approaches 
described in this operating plan will seek to ensure that the workforce plan evolves as system transformation 
plans develop in line with commissioning changes and the STP. 

Workforce establishment 
The workforce plan commences FY2019 and the table below summaries the anticipated workforce changes 
during the year. 
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 FTE Apr-18 Investments Cost 
Improvements 

Mar-19 

Operational Division        
Surgery, Women and Children’s 
Health 

463.69 26.56 -14.24 476.01 

Ambulance, Urgent Care & 
Community 

699.39 37.52 -21.40 715.51 

Mental Health 417.70 5.38 -12.29 410.79 
Clinical Support, Cancer 
Services & Diagnostics 

614.36 8.01 -18.08 604.29 

Medicine 306.80 -21.52 -8.29 276.99 
Chief Operating Officer 47.11 2.00 -1.43 47.68 
Corporate Services         

Finance  39.03  -1.13 37.90 
Nursing  51.95 8.20 -1.75 58.40 
Transformation and Integration** 256.25  -7.44 248.81 
Human Resources and OD 99.00  -2.88 96.12 
Medical Director 4.73  -0.14 4.59 
Trust Administration 32.69  -0.95 31.74 
Other     
Research and Development 12.99   12.99 
Total 3045.69   3021.82 

**includes Estates, Hotel Services, IT and System Transformation  
 
N.B. at the time of writing CIP schemes have yet to be defined and some investments have yet to be confirmed.  
Therefore, the impact of these will need to be finalised to understand any changes to workforce. 

As at the end of January 2018, the Trust employed 2717 FTE employees. Total staffing was 2968 (substantive 
staff and additional temporary workers) against a budgeted establishment of 2975 FTE.  Our efforts to reduce 
our reliance on high cost temporary workers showed a reduction in January 2018 of 48 FTE.  The Trust 
currently also has c.275 volunteers supporting our teams to deliver our vision.  The Trust’s Workforce Plan 
acknowledges that some of the Trust’s services are currently the subject of competitive tendering exercises.  
Once the outcome of the tendering process is known the workforce plan will be updated.  Our opening budgeted 
establishment for FY2019 will be 3045.69 FTE.  This is the result of in-year investments to implement the 
Trust’s Quality Improvement Plan in response to CQC recommendations. 

 
Workforce challenges 
The workforce demand is driven by service demand.  For FY19 the projected growth in demand for our services 
varies, ranging from 0.9% growth for planned inpatients to 10% growth in 111 Calls.  Our challenge is to supply 
a workforce to meet deliver the anticipated growth in a climate of national shortages in some profession. In 
addition, in order to progress towards financial stability, the Trust has set a 5% cost improvement (CIP) target.  
Some of the CIP schemes such as the realignment of registered to non-registered staff will impact on our 
workforce trajectory.   

KPMG has recently undertaken a review of surgical services which focused on bed, theatre and outpatients 
opportunities.  Options to address capacity, demand and contractual issues are currently being worked through. 
The solutions being considered include increasing efficiency of our theatres which will have an impact on 
flexible working and extended working days and investment in additional staff.  At the time of this writing the 
outcome of this option appraisal is not known.   It is anticipated that the implementation of preferred option, will 
also take into account the outcome of the review of theatre staffing against the Association for Perioperative 
Practice (AFPP) guidelines which indicates there is a shortfall in theatre staff of 14 FTE. 

The details to implementation to transform community services are currently evolving.  This plan has only 
reflected the high level changes in our workforce. 
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The table below shows our current turnover rates by staff group. This is lower than our peer groups.  

 
Feb 17 - Jan 18 Rolling year FTE Rolling year 

Headcount 
Nursing 9.93% 10.13% 
Medics 9.82% 11.87% 
AHP 10.92% 10.76% 

 
 
The Trust has significant recruitment issues illustrated by our current vacancy levels and reliance on temporary 
workers and high cost agency staffing. Nursing currently has over 100FTE registered trained nursing vacancies 
notably in Mental Health services.  Whilst turnover is modest compared to national nursing turnover rates 
recruitment is not matching leavers.  The net impact is the loss of 1FTE nurse per month. 

During FY2018 the Trust has initiated a variety of actions to improve oversight, monitoring and recruitment.  
These are summarised below: 

 
ACTION PURPOSE BENEFIT TIMESCALE 
1. Safe Care • Manage Safe Staffing 

levels in a ‘real-time’ 
environment.   

• Minimum staffing levels 
• Safe services 

2017 

2. Master Vendor   
 

• Appointment of preferred 
suppliers 

• Maximise supply 
• Strengthen authorisation 

and governance 

 

3. Nurse lead - 
workforce 

• Bridge nursing and HR 
• Coordinate nurse 

recruitment 
• Accelerate action 
• Intervene when necessary 
• Link with e-rostering 

• Better organisation 
• Improving 

responsiveness and 
performance 

•  

Start in April 

4. Recruitment - 
Processes and 
systems 

• Review processes and 
include timetable alongside 
all ads 

• Candidates and 
managers are clear of 
timetable – closing date, 
s/l, interviews etc. 

• Shorten recruitment time 
 

April 

5. Temp supply - 
Processes and 
systems 

• Review processes to 
ensure timeliness of 
request and supply 

• Reduce delays 
• Prevent duplication/un-

warranted requests 

• More efficient supply 
 

April 

6. Branding and 
promotion 

• Purchase materials to help 
promote IOW as an 
attractive, modern and 
exciting proposition  

• Level par with other 
NHS Trusts 

• Part of modernising 
image 

ongoing 

7. Social Media - 
Instagram 

• Making use of modern 
media platforms to engage 
with young professional 
people 

• Level par with other 
NHS Trusts and 
recruiters 

• Engages with younger 
generations 

• Instant 
• Part of modernising 

image 

April - June 

8. Major 
recruitment 
campaign 

• Coordinated campaign to 
attract UK based nurses 

o Events on 

• Tapping into potential 
supply of nurses 

April/May 
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mainland 
o On the day 

interviews and 
conditional offers 

o Other partners 
involved e.g. 
house builders  

• Supported by radio 
advertising and other 
promotional activities 
 

9. HCA mini 
campaign 

• Increase the number of 
‘float’ HCAs 

• Fill vacancies 

• c20 HCAs March and April 

10. Apprentices • 15 apprenticeship open 
university registered nurse 
4 yr training programme 
(adult and mental health 
RN). To be repeated next 
year but 4 years to train) 

• Longer term supply of 
registered nurses 

ongoing 

11. Recruitment 
events 

• Attendance at major 
events to promote IOW 
and engage with potential 
applicants 

o On the day 
interviews and 
conditional offers 

• Potential supply of 
nurses 

• UK based and organised 
by third parties – we 
only need to attend 

April 
Sept 
Nov (UoS) 

• Potential supply of 
nurses 

• Australia 

2018 

12. International 
recruitment 

• Injection of trained nurses 
• Possible continuous small 

supply if needed 

• 40-100 nurses 
• Supply in 2019 
• Established processes 

 

Agencies – April 
2018 
Nurses - End 2018 

13. Weekly pay for 
bank staff 

• Make the bank more 
appealing (as many work 
on the bank for additional 
income) 

• More staff on the Bank April 

14. Financial 
incentives 

• Establish if incentives are 
required: 
o Travel 
o R&R premia 
o £ to Remain 
o Band 6 

• Level par with 
competitors 

• Improves recruitment 
and retention 

May 

15. Accommodation • To ensure sufficient 
accommodation for both 
temporary staff and 
permanent staff 

• Trust able to attract staff 
from mainland 

May 

16. Bank rates • Must be comparable with 
local NHS trust plus 
premium for travel 

• Less reliance on agency 
• Offers attractive 

proposition to existing 
staff 

May 

17. Workforce 
numbers 

• Firm up establishment and 
in-post figures 

• Common understanding 
of vacancy numbers 

• Assist planning 

April 

18. Leaver form • To increase the categories 
for ‘reason from leaving’ 
from six to 31 (as per ESR) 

• Provide better 
information on why staff 
leave 

March 

19. Flexible working • Modernise and promote 
approach to flexible 
working (poor SOS results 
and below rest of NHS) 

• Reduce turnover 
• Offer attractive working 

hours 

May 
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20. Sickness 
Absence - 
Management 

• Reducing absence must 
be seen as essential part 
of supply line 

• Reduced absence and 
more substantive hours 
in clinical areas 

May 

21. E-rostering • Ensure rules are fair, 
appropriate and being 
adhered to 

• Help staff plan work/life 
balance 

• Assist with planning and 
reducing temporary 
demand 

• Content staff 
• Better forecasting 
• Safer staffing levels 

October 2017 

22. Professional 
development 

• Part of compelling package • Make IOW attractive 2018 

 
We expect agency costs to reduce in April 2018 as a result of the inpatient bed reconfiguration in general 
medicine. 

Sickness absence is also a contributory factor affecting our capacity.  As at March 2018 it was 4.47%. This is 
marginally higher than the nationally sickness rates of 4.43%. The main reasons for sickness are: Cold, Cough, 
Flu (22.5% of total sickness) and Anxiety, Stress and Depression currently 22.73% of total sickness. Human 
Resources and Occupational Health regularly undertake a review of long term-term sickness cases these then 
generate actions to ensure line managers are managing individuals in accordance with Trust policy.  Line 
managers have access to range of resource to enable them to manage sickness absence effectively.   

Workforce transformation 
Our outline workforce transformation and productivity schemes for FY2019 are shown below, the expected 
impact of which will be understood as each programme plan is developed: 
 

 Programme Anticipated benefit 
Efficiency 
 

• Recruitment and retention initiatives to 
reduce agency utilisation increasing value 
for money including the introduction of 
weekly pay for bank staff from April 2018. 
 

• Re-branding our reward package 
including refreshing our recruitment 
image 

 
• Senior health professionals to participate 

in local and national recruitment fairs 
 
• Review our recruitment systems and 

process 
 
• Support the implementation of Safe Care 

and MedicsOnLine 
 
• Eliminating all manual pay claims to an 

automated solution 
 

• Surgical Services capacity and demand 
modelling. 

 
• Responding to review of staffing levels in 

theatres 
 
• Support service managers in the 

achievement of cost improvement 
programmes 

 
• Support realignment of the workforce 

• Improve quality of care using less 
agency workers 
 
 
 

• Engagement with workforce of the 
future  
 
 
 
 

• Reduce total recruitment time from 
approval to in post 

 
 
• Safe Care will provide real time patient 

dependency information so we use our 
workforce to meet patient need. 
 

• Enable delivery of demand plan – as 
agreed with commissioners 

• Achieve theatre staffing 
recommendations 

 
• Financial sustainability 

 
 
 
 
• Rightsizing of the workforce 
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initiatives  
Transforming 
people 
management 
systems and 
processes 
 

• Implement the recommendations for Job 
Planning Review 

 
• Addressing staff sickness 
 
 
• Supporting the implementation of Acute 

Service Redesign, Transforming 
Community Services 
 

• Develop and implement a healthcare 
assistant pool to support demand for 1:1 
and dementia care 

 
• Creating an inclusive culture were diversity 

is recognised and valued 
 

• Consistent and fair approach to job 
planning. 
 

• Proactive support for managers and 
those unable to come to work due to ill 
health 

 
• Workforce implications are considered 

alongside patient and service needs 
 

• Patient safety and to be able to have a 
flexible workforce to meet the needs of 
the patients 

 
• Celebrating diversity as well as 

compliance with legislation. 

 
 
Developing our workforce:  
The Trust’s Nursing Workforce 5 Year Plan addresses how we plan to address the challenges within the nursing 
workforce.  The plan uses the approached developed by the National Quality Board (NQB) – “Right Staff, Right 
Skill, Right Place and Time” to deciding staffing levels based on patient need, acuity and risks.    

We recognise that as the needs of our patients change, we need to look at service redesign to meet those 
needs.  Therefore, the skills and competencies of our workforce may change as a consequence of this redesign.  
We will be building on the Advanced Clinical Practice project, supporting the developing of Nursing Associates 
and Physicians Assistants. Advanced Clinical Practice roles are valuable in their own right, and also have 
shown sometimes offer a better alternative to medical locums and unstable Tier 1 rotas.  

To support development of workforce capacity for the future the Trust’s Future Careers Development Facilitator 
has been working to engage with Health Care Ambassadors, students, schools and colleges to communicate 
more effectively about and develop interest in careers in the local health care economy.   

We plan to consult on creating a new fast track ‘Nurse First’ programme, similar to the Teach First programme.  
It will provide financial support to graduates from other disciplines to undertake ‘top up’ training to become a 
registered nurses. 

A programme to review the mix of registered and unregistered nurses at ward level commenced during 2018.  
The outcome of this review will emerge during FY19.  The table below highlights how we aim to address the 
workforce gap required to deliver the Trust’s demand plan.   

 
What do we need? Source Trajectory Monitoring National Driver 

Nurses 
Registered Nurses – 
focus on mental 
health, Emergency 
Department nurses, 
Community nurses 
and paediatrics 

Domestic supply 
 
International 
recruitment 40 FY19, 
60 FY20 
 

 
 
Tender – Business 
Case approval 

 
 
Approval of Business 
Case and offers 
made 

 
 
To reduce agency 
spend 

Nursing Associates Realignment of 
registered/non-
registered roles within 
inpatient areas 
 
2 year Training 
programme – 4 
cohorts 

By 9/2021 Realignment of 
registered/non-
registered roles 
 
Recruitment to 
training programme 
 
40 nurse associates 
in place in September 
2021 

Career progression 
and opportunities 

Apprenticeships Local supply ongoing Apprentice Levy 
 

Increase number of 
staff training through 
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New workers joining  
and number of 
workers completing 
an apprenticeship 
programmes 

an apprenticeship 
programme 
 
Apprentice Levy 

Physicians 
Associates 

Recruitment 
 
Train our own in 
Partnership with 
Portsmouth University 

2 year training 
programme. 
 
In post by Sept 2020 

 New models of care 
 
Shortage of medical 
practitioners 
 
Career progression 
and opportunities 

Health care 
Assistants 

Local supply Q1 Increase of HCA’s in 
post 

Reduce agency 
spend 

Theatre Practitioners Domestic and 
European supply 

Q3/Q4 Subject to Business 
Case approval 

Respond to AFPP 
recommendations 

Medical and Dental Practitioners 
Psychiatrist – Old 
Age, Adult and 
CAHMS 

Targeted recruitment 
and working with 
Agencies. 

September 2018 Doctor To reduce 
agency spend  
 
Meet patient need s 
in post 

To reduce agency 
spend  
 
Meet patient need 

Acute General 
Medicine 

International supply Q4 Doctors in post To reduce agency 
spend  
 
Meet patient need 

Emergency Medicine 
– Consultant and 
Specialty Doctor 

Targeted recruitment 
and working with 
Agencies. 

March 2019 Doctors in post External Review 

Allied Health Professionals 
Radiographers European Journals 

 
Internal development 
plan 

Q2  Shortage occupation 

Biomedical Scientists Targeted recruitment 
 
Professional journals 

Q2  Shortage occupation 

Physiotherapists Targeted recruitment 
 
Professional journals 

Q2  Shortage occupation 

 
Advanced Clinical 
Practitioner 

Local supply 
 
Integrated framework 

40 to be validated 
against framework 

Completion of 
validation of existing 
practitioners 
 
Approval of SBAR for 
Medicine 

Change from medical 
model 
 
Responding to 
medical workforce 
shortages 

 
A Workforce Summit in April 2018 will involve a range of staff from across the Trust to help generate ideas and 
solutions to our recruitment and retention problems.  
 
Efficiency:  
The Trust will continue to maximise the flexibility offered in national and local terms and conditions to attract and 
retain the skilled workers we need to maintain safe, high quality patient care.  A key lever to engaging with our 
future workforce will be to involve senior clinicians in attending recruitment fairs.   

Our most recent CQC inspection identified that recruiting managers feel that our current process to recruit new 
members of staff are cumbersome and bureaucratic.  We will involve manager in a review what we currently do 
and in the design of revised version.  

Within our contract with our payroll provider we are signed up to increase the automation of our ad hoc 
payments such as expenses.  During FY2019 we will progress work towards eliminating automating all ad hoc 
payments.  

Transforming people management systems and processes:  
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The outcome of an internal Job Planning audit identified improvements required to make the job planning 
process more effective.  This also needs to include improving flexible working practices to accommodate 
fluctuations in demand and seasonal variations. 

The health and wellbeing of our staff is extremely important for all of us.  Often temporary workers are used to 
cover absences.  We will continue to work with managers and proactively manage short and long term sickness 
absences. 

The Nursing Workforce Plan identified a range of actions to address the shortfall in our nursing workforce. 
Amongst the actions set out in the plan includes the development of a healthcare assistant bank to help us meet 
patient need and maintain patient safety. 

The CQC have highlight in their most recent inspection that valuing diversity is not consistent across the 
organisation. During FY2019 we will publish our interim Diversity and Inclusion Strategy, which will reflect the 
actions we plan to take to address inequalities identified by our Workforce Race Equality Report and from to the 
analysis of our initial gender pay gap data. 

Culture and Leadership Programme 
The Trust embarked on, at the beginning of 2018, a major and ambitious culture and leadership programme.  
There are six proposed elements to the programme which are summarised below.  The aim is to improve 
behaviours and skills and ensure our organisational processes and structures underpin continued improvement.  
In turn these will lead to compassionate leadership where staff feel valued and supported, our patients feel safe 
and our wider community have trust in our organisation. 
We are at the beginning of this programme and much is to be done with staff, our stakeholders and the 
specialist organisations supporting us to define and refine the interventions needed, the outcomes and how 
success will be measured. 

In summary: 
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Financial planning 
 
Bridge analysis and underlying deficit for FY2018 Year End 
The below analysis explains the significant variance from the Trust’s financial plan submitted for FY2018 and 
FY2019.  

The Trust Board approved a deficit plan of £18.835m for FY2018 against a control total of £0.366m deficit. 

At Month 10, the Trust is forecasting to achieve a deficit of £23.8m for the year. No Sustainability and 
Transformation Funding (STF) has been received in year due to the control total not being met. 

The two key cost pressures affecting the projected outturn position compared to plan are  

• investment in quality improvement as a result of the Trust being placed in Quality Special Measures in 
April 2017 

• agency premiums associated with covering our high level of vacancies 

A summary of prior year performance, current year forecast and current plans for FY2019 are shown below: 

 

The FY2018 forecast outturn of £23.8m includes both non recurrent costs and benefits. Taking these into 
account, along with the full year effects of FY2018 costs commencing in year, the underlying position for the 
Trust is £24.98m as shown below. 

Income and Expenditure

Income 171,867 174,278 170,225 169,328 168,528 174,076 
Expenditure (170,254) (174,263) (178,583) (182,038) (192,329) (192,567) 
Sustainability and Transformation Fund 1,750 

SURPLUS/(DEFICIT) FOR THE FINANCIAL YEAR 1,613 15 (8,358) (10,960) (23,800) (18,491) 

Total CIP (£'000) (8,733) (7,749) (8,656) (7,772) (5,188) (8,000) 
CIP v income (%) 5.1          4.4          5.1          4.6          3.1          4.6          

2013/14
Outturn
£'000's

2014/15
Outturn
£'000's

2015/16
Outturn
£'000's

2017/18
Forecast
£'000's

2016/17
Outturn
£'000's

2018/19 
Plan 

£'000's
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Financial forecasts and modelling 
The Trust's financial control total for FY2019 has been set at £3.232m surplus. 

The current draft plan for FY2019 is a deficit of £18.491m. This assumes no STF income will be received as the 
control total will not be achieved. 

There are a number of complexities and variables that have impacted on the development of our financial plans 
for FY2019, and we have been working closely with internal and external stakeholders to support their 
development. 

Significant negotiation has been ongoing in recent weeks with Isle of Wight CCG, with support from NHS 
England and NHS Improvement, on financial principles for FY2019 and beyond. A contractual agreement for 
FY2019 has yet to be finalised but an assumption, based on the outcome of the financial principles discussions, 
has been made for the Trust financial plan. 

 

These negotiations will continue and the final plan submission will be aligned with final Isle of Wight CCG 
commissioning intentions and agreed contract value. 

This will also have an impact on the final cost plans from Clinical Business Units (CBU’s) to deliver the agreed 
contract activity. 

 
 
 
 
 
 
 
 
 
 
 

Income Expenditure TOTAL
£'000 £'000 £'000

2017/18 Forecast Outturn 168,528    (192,329)   (23,800)   

Quality Improvement Programme

Non recurrent costs 17/18 2,137    2,137    

Recurrent balance to full year effect (826)   (826)   

Cost Improvement Programme 17/18

Non recurrent savings 17/18 (1,636)   (1,636)   

Recurrent balance to full year effect 0    0    

Winter Plan 2017/18 (1,377)   1,377    0    

Other non recurrent 2017/18 (51)   (414)   (465)   

Other recurrent - balance to full year effect (345)   (44)   (389)   

2017/18 underlying position 166,755    (191,735)   (24,980)   
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The key movements from the FY2018 underlying position to draft FY2019 plan are set out below: 
 

 

One of the key financial issues for the Trust in FY2018 has been the impact of the Quality Improvement 
Programme of £4.2m. The recurrent underlying impact of this is £2.9m for FY2019. In addition to this, a further 
£0.5m has been included in the FY2019 financial plan to address any additional quality issues that may arise. 

The financial impact of winter planning for FY2019 of £1.4m has been included, with an assumption that there 
will be no centrally available funding to cover this cost. 

An increase in finance costs for cash loans is expected in FY2019. The draft plan includes £0.4m, but the final 
cost will be dependent on the final Board approved deficit position and cash loan phasing during the year. 

Additionally, a contingency reserve of £0.8m has been set aside, representing around 0.4% of turnover. The 
contingency reserve is allocated for both risk and discretionary expenditure which includes rolling replacement 
of revenue equipment. 

 
Efficiency savings for FY2019 
As a result of the Trusts financial position and Quality Special Measures, the Trust is subject to Enhanced 
Financial Oversight with NHS Improvement. KPMG have been appointed as Special Financial Advisors to the 
Trust to support financial recovery plans and governance. A significant part of their work has been to work with 
Operational and Corporate Teams to identify efficiency opportunities. The initial view of potential efficiency 
opportunities are shown below. 
 

Income Expenditure TOTAL
£'000 £'000 £'000

2017/18 underlying position b/fwd 166,755    (191,735)   (24,980)   

2018/19 Plans

Changes in CCG income 6,000    6,000    

Changes in NHSE income 0    

Demand plan impact on CBU's 0    

1% Pay Award 2018/19 - national cap (1,321)   (1,321)   

Pay Award above national cap 1,321    (1,321)   0    

Reduction in annual CNST Premium 1,070    1,070    

Winter Plan 2018/19 (1,377)   (1,377)   

Increase in capital charges (434)   (434)   

Increase in finance loan costs (367)   (367)   

Other developments (3,783)   (3,783)   

Contingency (800)   (800)   

Additional costs of quality provision (500)   (500)   

Cost Improvement Programme 18/19 8,000    8,000    

2018/19 Financial Plan 174,076    (192,567)   (18,491)   
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Capital Planning FY2018 and FY2019 
The Trust’s capital expenditure plans are determined by the Capital Investment Group which has delegated 
authority from the Trust Board. The group works in conjunction with the Clinical Business Units, Estates and 
IM&T to prioritise projects in line with clinical need, to ensure the Estate is fit for purpose, and to gain maximum 
benefit from IT solutions. Projects are supported by robust business cases which are signed off by the business 
unit’s management triumvirate in order that their clinical strategies can be achieved. 

Capital expenditure plans for FY2019 include some projects that were started during FY2018 and will provide 
improvements to patient environments and patient flow, and IT infrastructure. New projects for FY2019 are 
mainly focused on backlog maintenance to ensure that infrastructure is in place to support clinical activity. 

The source and application of funds for FY2019 Capital Expenditure is as follows. 
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Single Oversight Framework – Use of Resources 
 
Under the Single Oversight Framework, the Trust currently has a Use of Resources (UoR) rating of 4 (1 being 
the best, and 4 being the worst). 

Based on the current financial plan for FY2019, the UoR for the Trust would be 4. 

 

 
 
 
 

Isle of Wight Local Care System and STP Alignment 
 
The Isle of Wight Local Care System, as one of the 5 Hampshire and Isle of Wight local delivery systems, 
represents a different way of working with partner organisations across the Isle of Wight to hold each other to 
account for transforming the Local Care System to meet the needs of the local population.  The Local Care 
System development is overseen and driven by the Local Care Board.  The aim of the Local Care Board (LCB) 
is to: 
 

• Transform the care system and drive the delivery of the best outcomes for Island residents 
• Improve the physical, mental health and wellbeing of local residents through the integrated 

commissioning and provision of adult social care, health, children’s and public health services 
• Develop and deliver of a Local Care Plan (LCP) to transform care on the Isle of Wight within available 

resources 
 
The LCB is chaired by an independent System Convenor bringing together senior officers from the Isle of Wight 
Council, Clinical Commissioning Group and NHS Trust. The Trust is represented by the Chair, Chief Executive 
and Medical Director. All partners remain accountable to their Governing Boards and will ensure that all plans 
and decisions are approved via their respective governance arrangements. The Isle of Wight Local Care system 
has established relationships with STP programmes and leadership across the local care system oversight 
groups and many working groups.  The below diagrams show the Local Care System governance and links with 
the STP oversight boards.   
 

Plan 
Rating

Capital Service Cover rating 4
Liquidity rating 4
I&E Margin rating 4
Variance From Control total rating 4
Agency rating 4

Overall Use of Resouces Rating 4
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The Local Care Plan is the Island’s 2 year transformation plan, developed to drive forward delivery of the new 
model of care for the Island Health and Care System.   This plan has been informed by NHS England’s Primary 
and Acute Care System (PACS) framework building on work the Island has done through the New Care Models 
Programme (Vanguard) and is aligned with the Hampshire and Isle of Wight Sustainability and Transformation 
Partnership (HIOW-STP) plans. This alignment is shown in the table below: 
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The Local Care Plan was developed and prioritised by focusing on the implementation of the new care model 
and by addressing the agreed case for change which was based on the triple aims of optimising quality and 
outcomes; service user access and experience and affordability and efficiency. From this, six core priorities 
were agreed as summarised below. 
 

Initiative 
Acute Service Redesign (ASR) 
Complete acute re-design including modelling options. Integrate output of acute redesign into whole 
integrated system redesign,  including NHS Assurance processes and consultation 
Co-ordinated Access 
Extended scope of existing integrated hub by adding in further functions and services, including review and 
implementation of required 111 changes and GP Out Of Hours. 
Community Service Redesign 
Provision of integrated and co-located primary care, community health and social care services in the 
Island's three localities. Initial focus will be on community rehabilitation; recovery and reablement services; 
and implementation of an end to end frailty pathway. 

Hospital to Home 
Minimise the negative impact associated with a prolonged hospital stay by making sustainable improvements 
to services and process  focusing on timely appropriate assessments and admissions, improving ‘in hospital’ 
patient flow and application of standardised  discharge pathways, and ensuring the correct capacity to care 
for patients in more appropriate and cost effective settings. 
Mental Health Recovery 
Development of blueprint for IOW Local Care Plan Mental Health Services and redesign and implementation 
of Mental Health Rehabilitation and Reablement pathway, Acute pathway, and Community pathway. 

Transforming Learning Disabilities 
Transforming services and outcomes for Islanders, reducing reliance on institutional care. 

 
These priorities are reflected in each organisation’s own operational plans – Isle of Wight Council’s Care Closer 
to Home’ the CCG’s Operational Plan and the Trust’s Getting to Good plan, the LCB has ensured duplication 
across this work has been removed. 
 
The Trust Transformation Programme consists of a number of initiatives that support the organisation on its 
improvement journey ‘Getting to Good’.  The focus of the initiatives are resetting standards, efficiencies and 
helping to stabilise the organisation. The Integrated Improvement Framework Programme Board is the 
governance mechanism which monitors the delivery of progress against each initiative. 
 
 

Community Improvements - Case Load Management 
- Implementation of System One 

Mental Health Improvements - Children & Young People 
- Staffing Engagement 
- Service User Engagement 
- Substance Misuse & Dual Diagnosis 
- Electronic Patient Record 

Ambulance Improvements - Workforce & Training 
- Implementation of CAD 
- Fleet & Estates 
- ARP 

Acute Planned - Theatres 
- Outpatients / Waiting Lists & RTT  
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- Cancer & Diagnostics 

People & Leadership - Strategy  
- Communications & Engagement   
- Recruitment & Retention  
- Training & Development  
- Culture 

Standalone Projects - End  of Life Care 
- 7 Day Services 

 
 
On 1 February 2018 the Isle of Wight Clinical Commissioning Group (CCG) Governing Body approved the 
blueprint for the future configuration of acute services to meet the needs of local residents based on the 
recommendation made by the Isle of Wight Local Care Board (LCB).  The IOW NHS Trust Board in February 
received and reviewed this recommendation.  The proposal identified that: 

• The optimal level of acute services to be retained ‘On Island’ (approximately 89% of current activity) to 
provide maximum local access in a sustainable configuration; 

• A proportion of higher acuity/more complex activity (11%) to be transferred to mainland providers where 
better outcomes can be ensured; 

• The need to maximise the repatriation of activity back to the Island for routine planned care services to 
deliver a net reduction in the overall patient journeys across the Solent (by approximately 500 p.a.) in 
recognition of the strong and consistent feedback from the local stakeholders and the public on the 
impact  of cross-Solent travel 

 
This decision provides a clear direction of travel for the future configuration of acute services to meet the needs 
of Island residents over the next decade. The next steps are to further develop and refine the proposals before 
they are subjected to formal external Assurance and then Public Consultation through: 

 
• Further stakeholder and public pre-consultation engagement: more intensive work to engage with 

local residents to discuss the recommended proposals to ensure that the work to refine and develop the 
proposals continues to reflect the views of local people  

• Accelerating the development of the Community Services Review: prioritise implementation of the 
community and out of hospital model to flatten projected growth in demand for acute services by 
3.5% p.a. 

• Developing the preferred acute services configuration proposal: work with STP and mainland Solent 
Acute Alliance partners (Isle of Wight NHS Trust, University Hospital Southampton and Portsmouth 
Hospitals) to agree solutions to deliver the Island’s blueprint and address the workforce and activity 
challenges by:  

– HIOW Urgent & Emergency Inter Hospital Transfer Pathways – rapid operational 
improvement of transfer arrangements and agree a stabilisation, transfer and retrieval model  

– SAA Workforce and Pathway Resilience – to develop the service models and workforce 
arrangements to deliver the transfers in activity and support the key IW services where change 
is most required 

– IW Digital Maturity – to develop digital alternatives to reduce the need for IW residents to 
travel across the Solent for face-to-face outpatient attendances 

 
The below summarises the system redesign timeline to Public Consultation. 
 
Phase 1: Workforce and 
Pathway resilience 

Phase 2: Programme 
Assurance 

Phase 3: Public Consultation 

March to August 2018 September to December 2018 January to April 2019 
Detailed clinical model 
development with SAA 

Clinical Senate Review Public Consultation phase 
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Completion of Community 
Services Review 

Health Gateway Review  

Draft business case development Pre-Consultation Business Case 
(PCBC) development 

 

Comms and stakeholder 
engagement 

NHS England Stage 2 
Programme Assurance 

 

NHS England Stage 1 Strategic 
Sense Check meeting 

Public Consultation planning and 
preparation 

 

 
The trust is also continues to work with Solent Acute Alliance into FY2019 to develop shared service models for 
the future configuration of Pathology, Radiology and Spinal services,  as well as reviewing back office functions. 
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Purpose 

The 2018/19 Financial Plan submission date was 30 April 2018.  

Full Trust Board sign off of the Financial Plan has been scheduled for 26 April 2018. 

This paper provides an update to the Board in relation to development of the Trust’s 
Financial Plan for 2018/19 to allow sign off ahead of the public board on 3 May 2018. 
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Executive Summary 

NHSI published national planning guidance on 2 February 2018 and the Trust submitted a draft financial plan to 
NHSI on the 8 March 2018 in accordance with that guidance. 

Submission of the Trust’s final approved financial plan is required on 30 April 2018, which is ahead of the next public 
board on 3 May 2018.  This virtual Board has been convened to allow board to sign off the financial plan and agree 
risk areas and further actions that reflect the contemporary state of delivery plans. 

At the point of writing the Trust’s financial plan has been prepared on as much information as we have but there are 
some things still need to be finalised before we have a complete financial plan. 

At present, the forecast financial plan for 2018/19 is £18.526m deficit. 
The NHSI Control Total for 2018/19 is £4.286m surplus. 

A number of issues remain open: 

• Patient activity levels are not finalised with the CCG but they are 95% complete. In terms of risk if we are
not paid for the additional 5% patient activity then the Trust will ask the CCG to refer the Patients to another
Provider. This is not an operational or financial risk therefore but a strategic reputational risk that will need
to be carefully mitigated should it arise. We should be able to sign off the plan on this basis.

• Income levels are not finalised in part for the above reason but also because the Board has requested the
DoF to pursue all income due to the Trust. A process to do this is in place but has not completed. In terms
of risk We have assumed an income uplift of £6m over last years contract value. The gap is currently
£11.6m. There is a level of confidence that the £6m will be achieved. If we do not secure this income our
bottom line may change (we would use our Contingency if immaterial) but the process for resolution
includes NHSI. We should be able to sign off this plan on this basis.

Enc H 
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• Operational delivery of Patient activity plans are not finalised. This essentially means the number of beds 
and staff we will need to operate with during 2018-19. For this submission, we have assumed we will 
continue, as a baseline, to operate in the same way as in 2017-18. Once the service and financial 
improvement plans are agreed (£8m worth) this will enable operational efficiencies to be delivered, in 
practice this means more patients treated to generate income or bed/staff capacity freed up and 
closed/agency staff reductions, saving money. The risk is we do not fully develop and deliver the Service 
and Cost Improvement plan. The Executive has committed to this and a more detailed update is available 
for the Board under the financial plan section. Despite this risk we should be able to sign off the plan with a 
SCIP level of £8m or just under 5% for an organisation such as ours bearing in mind the National CIP 
expectation is between 3.5% and 7.5%. 
 

• Detailed work force plans to support overall delivery.  A recruitment and retention plan has been drafted and 
following the work force summit of 18 May 2018 a comprehensive plan is being finalized that links with the 
SCIP and CBU delivery plans. 
 

 
Given the current issues that remain open, a number of assumptions have been made in preparing this current 
financial plan: 

• 1% pay award – any increase from recent DoH announcements will be funded by DoH 
• £8m CIP target included – current schemes identified with a value of £9.9m 
• £1.4m cost of winter plan included – assumed no national funding available 
• £0.8m contingency for new service developments included 
• £0.5m included for further costs to address Quality Special Measures 
• Loan funding from DoH will continue 

 
 
Next steps 

• Agree contractual position 
• Finalise service development activities to deliver efficiencies and capacity 
• Finalise workforce plan 
• Finalise plan including revenue and capital budgets for Board approval 

 

Key Recommendation 

The Board is asked to approve the submission of the 2018/19 financial plan, subject to ongoing refinement of 
the finance and delivery plans. 
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Board 3 May 2018 
• Purpose 

– To present a summary update to the Board on 
the status and risk within the 2018-19 
financial plan prior to submission  

• Contents 
– 2017-18 final outturn and end of year run rate 
– 2018-19 Financial plan summary 
– 2018-19 plan for monthly run rate deficit 
– 2018-19 CIP plan status and next steps 
– 2018-19 CCG contract (income) status 
– Longer term Financial Recovery Plan framework  
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Finance and Use of Resources 
Confirmation of 17/18 outurn 
 

We needed £3.7m additional income from the CCG to hit our £22.2m deficit forecast, 
 

£2.1m 
essential to 
achieve our 
trajectory of 

£23.8m deficit 

£1.6m 
would further 
improve the 

bottom line to 
£22.2m deficit 

as well as continued internal actions. 

Actual additional income was £2.8m, so 
£2.1m essential + £0.7m improvement to bottom line  

£23.8m deficit + £0.7m improvement = £23.1m year end deficit  

http://www.iow.nhs.uk/
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Finance and Use of Resources 
17/18 outturn run rate 

Month 12 position - £0.66m deficit in month, £23.1m year end position

In month Year to date
Plan Actual Variance Plan Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000

Adjusted retained surplus / (deficit) (1,234) (664) 570 (18,835) (23,136) (4,301)

http://www.iow.nhs.uk/
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Annual Financial Plan 2018/19 

• 2 stage process in developing 18/19 plan 
i. Calculation of 17/18 recurrent underlying run rate, based on 17/18 actual outturn 
ii. Add in 18/19 developments (discretionary & non discretionary) 
 

• Final 17/18 actual outturn position agreed with NHSI 20th April 
 

• Activity levels not yet finalised with CCG, so income level not yet agreed 
 

• Current assumption that CCG income will be £6m higher than in 17/18, based on contract 
negotiations to date 
 

• Assumptions made: 
• 1% pay award – any increase from recent DoH announcements will be funded by DoH 
• £8m CIP target included – current schemes identified with a value of £9.9m 
• £1.4m cost of winter plan included – assumed no national funding available 
• £0.8m contingency for new service developments included 
• £0.5m included for further costs to address Quality Special Measures 
• Loan funding from DoH will continue 

Finance and Use of Resources 
2018/19 financial plan summary 

http://www.iow.nhs.uk/
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Annual Financial Plan 2018/19 Finance and Use of Resources 
2018/19 financial plan summary 

i) Movement from 2017/18 outturn to 2017/18 recurrent underlying run rate 
Income Expenditure TOTAL

£'000 £'000 £'000

2017/18 Outturn 171,498    (194,748)   (23,250)   

Quality Improvement Programme

Non recurrent costs 17/18 2,137    2,137    

Recurrent balance to full year effect (826)   (826)   

Cost Improvement Programme 17/18

Non recurrent savings 17/18 (1,636)   (1,636)   

Recurrent balance to full year effect 0    0    

Winter Plan 2017/18 (1,377)   1,377    0    

CCG Transitional Support (700)   (700)   

Sustainability and Transformation Fund (STF) (469)   (469)   

NHSI CQUIN income adjustment 583    583    

Other non recurrent 2017/18 (51)   (414)   (465)   

Other recurrent - balance to full year effect (345)   (44)   (389)   

2017/18 underlying position 169,139    (194,154)   (25,015)   

http://www.iow.nhs.uk/
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Annual Financial Plan 2018/19 Finance and Use of Resources 
2018/19 financial plan summary 

i) 2018/19 developments (discretionary & non discretionary) 

Income Expenditure TOTAL
£'000 £'000 £'000

2017/18 underlying position b/fwd 169,139    (194,154)   (25,015)   

2018/19 Plans

Changes in CCG income 6,000    6,000    

Changes in NHSE income 0    

1% Pay Award 2018/19 - national cap (1,321)   (1,321)   

Reduction in annual CNST Premium 1,070    1,070    

Winter Plan 2018/19 (1,377)   (1,377)   

Increase in capital charges (434)   (434)   

Increase in finance loan costs (367)   (367)   

Other developments (3,783)   (3,783)   

Contingency (800)   (800)   

Additional costs of quality provision (500)   (500)   

Cost Improvement Programme 18/19 8,000    8,000    

2018/19 Financial Plan 175,139    (193,665)   (18,526)   

http://www.iow.nhs.uk/
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Finance and Use of Resources 
Forward look at 2018/19 plan - run rate trajectory 

• Analysis and trajectory for in month run rate towards break even 

Q4 17/18 run rate improvement from non recurrent benefits, as well as some improvement in underlying position 
Good engagement to date from CBUs on improving financial performance 
Underlying improvement throughout 18/19 
Actual run rate deterioration in Q4 18/19 due to winter pressure costs with no specific income assumed 

http://www.iow.nhs.uk/
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Performance 
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Finance and Use of Resources 
CIP development assurance statement 

w/c 19 Mar 26 Mar 2 Apr 9 Apr 16 Apr 23 Apr 30 Apr 

Activities 

Overall Status CIP kick off workshops held, with follow ups scheduled for w/c 23rd April. Scope definition, planning and financial savings 
in progress for all CIPs. PMO Assessment report presented at FRB - optimisation recommendations to follow.  

Mobilise 

Review, Analysis & Planning 
Develop, implement and support delivery architecture recommendations  

Enhance planning and support delivery of CIP programmes 
Findings & 
next steps 

Next fortnight This fortnight POD RAG 

Fo
cu

s a
re

as
 

• Identified SRO and project team 
• Researched and facilitated project kick off workshop 
• Defined 18/19 CIP project scope in alignment with 

current in-flight activities 

Theatres 
• Prepare and facilitate planning and delivery workshop 
• Confirm implementation approach and sequencing 
• Validation and agreement of projected CIP savings 

• Identified SRO and project team 
• Researched and facilitated project kick off workshop 
• Identified in flight activities and began refinement of 

scope 

Flow 

• Confirm scope for 18/19 CIP 
• Prepare and facilitate planning and delivery workshop 
• Confirm implementation approach and sequencing 
• Validation and agreement of projected CIP savings 

• Identified SRO and project team 
• Researched and facilitated project kick off workshop 
• Defined 18/19 CIP project scope 

Outpatients 
• Prepare and facilitate planning and delivery workshop 
• Confirm implementation approach and sequencing 
• Validation and agreement of projected CIP savings 

PMO 
• 1-2-1 sessions held with top five Corporate CIP SROs 
• Draft PMO Assessment report produced 
• Optimisation recommendations in progress  

• Refinement of Assessment report proposals 
• Work with transformation team to optimise central 

support approaches in CIP delivery 
• Formulate proposals for BAU PMO optimisation 

17/4 FRB – PMO Alignment plan & CIP draft plans 1/5 FRB – ”Get-to-Green” CIP presentation 

18/19 plan & delivery – CIP - Cross functional change programmes 

http://www.iow.nhs.uk/
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Annual Financial Plan 2018/19 Finance and Use of Resources 
2018/19 CIP plan 

Type Programme / Portfolio
No of 

schemes

Indicative 
opp* 

(£000)
Level 1: Flow 1 966
Crossfunctional Change Programmes Outpatients 1 316

Procurement 2 670
Theatres 1 2,100

Levels 2 & 3: Workforce 3 1,770
Divisional Change Projects AUCC 9 160
and Operational Initiatives COO 1 59

CSCD 9 2,030
Estates & Facilities 6 263
Finance 7 80
GM 2 77
H&S and Security 3 20
HR & OD 5 134
IM&T 3 95
MH 2 955
Performance & Info 4 42
Support Services 3 83
SWCHS 4 82
PMO 2 9

68 9,911

http://www.iow.nhs.uk/
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Finance and Use of Resources 
18/19 plan & delivery – CIP - current status 

85 schemes with a value of £9.9m have been identified, but require further validation and robust plans to be developed. 
There remains a significant amount of work to get all CIP schemes to ‘green’ and this will require time and effort from 
staff who are already facing significant operational pressures. 

• Opportunity 
identified 
• SRO confirmed 
• Operational 
Delivery Lead 
confirmed 

• Clear narrative on how opportunity 
can be achieved 
 
• No overlaps / duplication with 
existing projects or other schemes 
 
• Buy-in from clinical / operational 
leads 
 
• Outline plan developed 
 
• Benchmarked opportunity or 
estimated margins (with supporting 
data) 

• Operational changes to be made 
identified and agreed 
 
• Detailed milestones and KPIs with 
owners and dates 
 
• Dependencies identified and plans 
agreed 
 
• Phased financials with robust 
evidence, including PYE if appropriate 
 
• Signoff by financial, clinical and 
operational delivery leads (HR for 
workforce) 
 
• All key roles identified and mobilised 

• QIA complete 
 
• Cost codes included 
 
• Any contracting changes 
required signed off by 
Commissioners 
 
• Milestones and KPI 
baselined and progress 
reporting established 

The majority of schemes 
at all levels are red or 

amber as at 17th April. 

10 / £0k   38 / £8,571k 30 / £1,163k 
3 / £104k 

4 / £73k 

http://www.iow.nhs.uk/
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Finance and Use of Resources 
18/19 plan & delivery - Contracting 
 

Current 
gap with 

CCG 
£11.6m 

Acute 
Contract 
£2.5m 

Community 
Services 
Contract 
£2.4m 

Urgent Care 
Service 

Contract 
£0.4m 

2018/19 
CCG QIPP 

£2.6m 

Ambulance 
Contract 
£1.2m 

Mental 
Health 

Contract 
£2.5m 

£2.4m 17/18 QIPP b/fwd 

Cost of service over contract offer 
Baseline review required 

£1.4m 17/18 QIPP b/fwd 
£1.1m Quality Improvement 

No plans shared for delivery of 
18/19 QIPP 

£1.4m 18/19 demand plan gap 
£1.1m counting & coding issues 

http://www.iow.nhs.uk/
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What are the next steps we propose to take? 
• Joint Exec level dialogue (daily) to review and finalise any escalated 

items from negotiations meetings/service lead discussions. 
 
• Finalise our local contracting strategy/ mechanism by way of 

collaborative system approach to addressing financial risks in 
realisation of our respective control total commitments.  
 

• Progress joint discussions around QIPP planning and delivery for 
2018/19 (community services meeting started w/c 9th April and others 
to follow with the view to enact agreement via contract variation). 
 

• Request for supporting information made to CCG to validate position 
and make a decision on some of the outstanding issues. 
 

Contract – the Process for 
Resolution 

http://www.iow.nhs.uk/
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Process for Development of the FRP 
• Size of the 3 year challenge – system deficit 
• Timescale for Implementation 
• Key Components of the solution 

Baseline –
Trust, LA and 
CCG financial 
projections 

KPMG 
Desktop 
Long Term 
Financial 
Plan 

Provider 
CIP incl. 
Model 
Hospital 
for Trust 

Rightsizing 
Baseline Activity 
and Income with  
and from 
Commissioners 

Commissioner 
CIP + 
Commissioner 
Intentions and 
QIPP savings for 
the Trust 

Additional Local 
Care Plan savings 
across all  
6 programmes incl. 
any Transitional 
costs 

IOW system 
back office 
and non 
clinical 
support 
savings 

STP 
solutions / 
Strategy 

Structural 
Deficit – 
Island 
Premium/ 
Tariff Top 
up 

System Financial 
Sustainability by 
2020-21 

£ £ £ £ £ £ £ £ £ £ 

Key - Colour code is 
progress status not 
comfort zone! 

Outlined below is the proposed Joint framework for change 

Finance and Use of Resources 
System wide FRP development  

http://www.iow.nhs.uk/
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• Concerns raised around patient falls causing harm
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Quality Report  

Trust Board 
3 May 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 
new processes become 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 new Quality Report template is now starting to take shape.  An example of the 
dashboard was shared at the last Trust Board meeting.  The approach for exception reports 
is illustrated for Falls at Appendix 1.   

A similar dashboard will be developed for the Quality Strategy to ensure that all ‘measures 
of success’ are captured with greater detail provided to the Patient Safety Sub-Committee, 
Patient Experience Sub-Committee and Clinical Effectiveness Sub-Committee.  As each of 
the CBUs develops its elements of the Quality Strategy, a Quality dashboard for each CBU 
will be added to the Trust Board report with service level information reporting into the CBU 
Boards.   

To enable improvements time to be undertaken and trends to be meaningful the Board will 
receive data on a quarterly basis for the overarching Quality Dashboard and three times a 
year for the full Quality Strategy indicators.  This will enable baseline data to be established 
and milestones for each year to be set.  Data will still be collected each month enabling 
early escalation via the Quality Committee for any immediate concerns. 

4. Serious Incidents  
 

4.1 New incidents reported 
20 serious incidents were declared to the Isle of Wight Clinical Commissioning Group 
(CCG) during March 2018.   
 
Up to the 18 April 2018 14 incidents have been declared. There were a further 5 reported in 
March following the submission of the Trust Board paper. 
 
The break-down of where these incidents occurred and the type of incident is in the table 
below.  A more detailed summary of the incidents and immediate actions taken is included 



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

 

 
 

 
 
 
 
 
 

Clinical 
Business 
Unit  

Total Location and Type of Incident 

Ambulance 1 Emergency Dept 
• Missed 

diagnosis 
 

 

Clinical 
Support, 
Cancer & 
Diagnositics 

3  Endoscopy 
• Delay in 

treatment; 
alleged 
discrimination 

PAAU 
• Delay in treatment for 

group of patients due to 
wrong code allocated 

ICU 
• Patient safety 

concerns; no 
safe haven for 
patient 

Medicine 7 Stroke Unit x 2 
• Alleged suffering 

of patient (via 
“friend”) 

• Double dose of 
medication given 

Appley ward x 2 
• Patient self-

discharged; 
later 
presented with 
cannula in situ 

• Poor nursing 
care 
(concerns 
around safe 
practice) 

General Medical 
Team x 2 
• Medical history 

of diabetes not 
documented; 
delay in 
prescribing 2 
types of 
medication 

• Unsatisfactory 
monitoring of 
therapy – no 
follow up appt 

 

Colwell 
ward 
• Patient 

fall; 
(patient 
died 2 
days 
later) 

Mental 
Health & 
Learning 
Disabilities 

1 Crisis Resolution & Home 
Treatment 
• Unexpected death of 

community patient 
(suspected suicide) 

 

 

Surgery, 
Women’s & 
Children’s 
Health 

5 Luccombe ward x 3 
• Resus attempted - patient 

had valid DNACPR in place 
• Medical outlier; no clinical 

review over 3 days 
• Patient fall; patient later had 

myocardial infarction 

Whippingham 
ward 
• Grade 3 

pressure 
ulcer 

General Surgery  
• Lost to follow 

up on cancer 
pathway 



 
 

4.2  Ongoing Serious Incident Management  
Of the 9 cases submitted to the IW CCG for closure in March, only 33% were submitted ‘in-
time’.   This reflects the predicted drop that the Quality Committee and Board were advised 
of in the last report. 
 
For year 2017/18 the following is a list, by clinical business unit, of those cases that were 
submitted for closure in-time, out of time or were subsequently downgraded by the CCG 
following submission of evidence that they no longer meet with SI criteria 
 

    
  

4.3 Serious Incident Performance 
Key Performance Indicators (KPI) against the SI process were agreed when the new 
process was implemented in October 2017. Reporting of serious incidents within the 
required 2 working day period has shown sustained significant improvement from the old 
process.  Ultimately we will are aiming to improve to at least 90%.   

    

 
 

The KPIs have been amended slightly for 2018/19 for the completion of the 72-hour report 
to be within 3 working days, rather than the submission to the CCG.  The table below show 
the SI management for April (up to 23.04.18); of those 3 cases had not yet lapsed in their 
completion of the 72-hour report. 

Criteria being measured Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
New SIs reported in month 15 13 15 18 25 20
SI reported in 2 working days (of awareness) 12 11 8 16 21 17
% decision and reported 80% 85% 53% 89% 84% 85%
72-hour report sent to CCG in 3 working days 8 7 9 5 14 9
% of reports sent in time 53% 54% 60% 28% 56% 45%

11 11 20 13

73% 61% 80% 65%

immediate action taken recorded in 72-hour reports 
(on initial receipt)

CLINICAL BUSINESS UNIT Number out of time  Number in-time Numbers 
downgraded  

Surgery, Women's, 
Children's 

11 9 6 

Medicine 5 7 4 
Clinical, Cancer & 
Diagnostics 

3 4 0 

Ambulance, Urgent Care, 
Community 

8 13 7 

Mental Health & Learning 
Disabilities 

6 5 2 

Corporate services 4 1 1 



      

There are a total of 99 current cases being managed through the SI process; 38 are 
overdue for submission to the CCG.  Of those overdue, 8 were subject to non-closure by 
the CCG and further information was requested.   

Those overdue cases are listed below, by clinical business unit. 

 

 

 

 
 
 
 
 

 
The oldest case should have been completed in November 2017 but is overdue because it 
is being investigated by an external investigator. 
 
The annual data shows that the number of Serious Incidents declared has more than 
doubled (from 63 to 129) in 2017/18 from 2016/17.  The Director of Quality Governance 
has reviewed a sample of cases and believes that we are over-reporting.  Whilst we are 
pleased to have seen an increase in our patient safety incident reporting overall, we must 
be proportionate in the way serious incidents are reported and managed.  There have been 
many examples of care falling below expected standards or pathways not being followed 
that have declared as a Serious Incident.  Without a doubt these are important issues that 
need to be investigated to inform continuous learning but these do not need to follow the 
full serious incident process.  This is putting additional strain on the small central team and 
the clinical teams involved.  A series of workshops will be undertaken to improve our 
recognition and reporting of serious incidents. However, it should be recognised that this is 
largely a response to issues not being escalated to the Board effectively in the past; staff 
now understand that serious incident information is reported to and discussed at the Board. 

 
5. Claims and Inquests 

Ten new claims were received from December 2017 until the 31 March 2018.  Of these, 
only 1 is an actual claim at this stage.  Potential claims are still reported and analysed to 
enable any learning to take place and for the Trust to be assess any potential risks. 
 
The Trust has 203 open claims. These include 45 PCT originated incidents and 158 against 
the Isle of Wight NHS Trust. Of these, 115 are potential claims with only medical records 
requested to date.   The remaining 88 are actual claims.  Further information is provided in 
the Quality Paper in the private board. 

New SIs reported in month 17
SI reported in 2 working days (of awareness) 11
% in 2 working days 65%
72-hour report completed in 3 working days 4
% in 3 working days 24%
How many reports included immediate actions 5

CLINICAL BUSINESS UNIT Number OVERDUE  
Surgery, Women's, Children's 8 
Medicine 9 
Clinical, Cancer & Diagnostics 1 
Ambulance, Urgent Care, 
Community 

14 

Mental Health & Learning 
Disabilities 

6 

Corporate services 0 



 
A further 6 inquests were concluded since the last data set to the Board up to the end of 
March 2018.  The outcomes of these are summarised in the private quality board paper. 

 
6. Complaints, Compliments and Concerns 

The data within the charts below is subject to change for March as this had not been 
validated at the time of writing.  The annual complaints report is being collated to include 
analysis into the key themes and trends and to provide baseline information for the Quality 
Strategy. 

 

      
 

As reported at the last Board meeting, the number of complaints received has increased 
significantly during 2017/18.  There is a marked spike following the Trust being placed into 
special measures and publication of the inspection reports.  This then returned to a similar 
pattern to the previous year but with a greater volume received.  However, concerns raised 
with the Trust reduced over the same period. 
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From the chart below, it is clear to see that the increase in complaints has impacted on 
response times.  A substantial improvement was seen when the new processes were 
introduced but this was not sustained.  To enable the new processes the opportunity to be 
successful, dedicated support has been put into complaints for the next 4 weeks to clear 
the backlog of 44 overdue complaints.  A verbal update will be provided at the Board on the 
impact this intervention is having. 

 

      
 
 

7. Quality Accounts 
The draft Quality Accounts were submitted to Quality Committee for information and 
alignment and to the Audit Committee for approval.  The accounts will be updated with any 
information received between now and printing, which will include responses from or 
stakeholders, completion of the Mental Health information, auditors opinion, Chair and 
Chief Executive sign off and potentially the CQC findings (should these be published before 
the Quality Accounts go to print).   
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8. Compliance 
The Trust received the draft CQC inspection reports in batches from the 12th April through 
to the 20th April.  With the new style of CQC inspection reports, the evidence appendices 
for each core service were able to be shared with core service leads and executives for 
factual accuracy checking without sharing the provisional ratings.  As the factual accuracy 
process is part of the CQC’s validation to ensure accurate information about the Trust is in 
the public domain, the reports and ratings are embargoed until the CQC publishes them.  
The Trust needs to respond to the Acute reports by the 30th April 2018 with the remainder 
being staggered between the 3rd and 7th May 2018. 

 
Many of the reports reflected the Trust Board’s self-assessment with a couple of anomalies 
which will be discussed in the private board.  It was encouraging to see that the majority of 
the required actions are already in place as part of the Quality Strategy, Programme work-
streams or local improvement plans.  The Trust will not be taking an IIF approach to 
implementing actions in 2018/19.  It is vital that improvements are owned locally and 
become business as usual.  This will be supported with strong Executive oversight and the 
existing governance committee structures. 

 
Further work is required on ensuring compliance with all external agency requirements.  A 
number of previous visits, accreditations and reviews have not been escalated to the Board 
in the past.  A review took place on the 20 April 2018 by the United Kingdom Accreditation 
Service.  This will be discussed in more detail during the private board. 

 
9. Clinical Effectiveness 

 
Lost to Follow Up Clinical Advisory Group 

 
The Lost to Follow up Clinical Advisory Group (CAG) was convened following identification 
that a number of clinical incidents had been reported involving patients where their clinical 
pathways had been closed down using the autodischarge function in the Patient 
Administration System (PAS).  This resulted in patient episodes with no defined outcome 
no longer being visible to the administrative staff and the patients therefore being 
potentially ‘lost to follow up’.  The group 

 
• Reviewed the three cases that had been identified through DATIX reports 
• Looked at the use of the autodischarge function in other Trusts 
• Retrospectively reviewed two cohorts of patients who had been autodischarged 
• Recognised and communicated the ongoing risk associated with the use of 
autodischarge 
• Developed and endorsed an Standard Operating Procedure to mitigate the risk 
• Developed a communication strategy to clinicians 
• Considered the need for ongoing support to administrative staff to embed change 

 
During the retrospective review of over 2,000 patients in two cohorts no further patients 
were identified who may have been lost to follow up.  No harm was identified.  The SOP 
has been escalated to all administrative staff.  A dashboard has been developed to be used 
by the patient access teams to identify patients at risk of future autodischarge.  A 



communication plan has been developed by the Interim Medical Director to be sent to all 
consultants and General Practitioners to allow reporting and pathway review of patients 
who many have been lost to follow up.  Compliance with the SOP will be monitored by the 
patient access team. 

 
10. 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 Steve Parker 
Director of Quality Governance  Interim Director of Nursing Interim Medical Director 
April 2018    April 2018   April 2018 



Isle of Wight NHS Trust Quality Report
February 2018 (Month 11)
Exception Report - Patient Falls

Safe Service Provision - Patient Falls Data to Target

Patient falls per 1000 bed days - Acute Jan-18 6.67 8.13 #### #### #### #### ####
Patient falls per 1000 contacts - Community Jan-18 0.92 1.49 #### #### #### #### ####

Commentary Patient falls per 1000 bed days - Acute
M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

16/17 5.63 8.90 8.34 6.32 5.87 8.83 7.25 6.85 7.15 9.05 8.67 6.16

17/18 8.24 7.69 7.13 9.09 8.90 8.20 7.41 7.38 7.03 10.26 6.47 -

18/19

Patient falls per 1000 contacts - Community
M01 M02 M03 M04 M05 M06 M07 M08 M09 M10 M11 M12

16/17 0.56 0.75 0.50 0.61 0.72 1.75 1.59 0.86 1.19 1.61 1.34 0.83

17/18 1.89 1.49 1.71 2.32 1.60 1.49 1.17 0.99 0.93 1.26 0.42 -

18/19

Expected Date to Meet Target Signed of by

Signed of by



A rise in falls over the winter is a common theme across the NHS and we would expect to see  
an overall reducing trajectory from the previous year however in this winter  we have seen a 
rise above the level of the previous year  This rise runs in line with a period where staffing has 
been challenging for the nursing teams and there has been a heavy reliance on agency nurses 
within the acute hospital wards. The Fall Collaborative is being recommenced to increase the 
focus on this area of care, it also imperative that we stabilise our workforce going forwards to 
reduce the usage of agency nurses and ensure clinical standards are maintained . A project to 
reset clinical stadards is also in progress.  The work to reduce the incidence of falls in the 
community services has been very successful with a positive reduction, there has been a 
slight increase from target over the winter period but this remain below the levels seen in 
2016/2017 

YTD Current 
Performance 4 Month Trend Previous Performance Forecast
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Quality Committee 2nd May 2018 

Purpose 
To provide the Board with assurance that plans and actions are in place to minimise any 
risk  of unsafe staffing levels  
To provide information on the previous months nurse staffing for Inpatient areas which 
enables the Board to meet requirements set out in the National Quality Board guidance 

Receive 
Assurance X 

Approve 

Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary 

This paper is the required monthly report required to be sent to Trust Board as part of the National Quality 
Board expectations for nurse staffing in inpatient areas. 

This paper outlines key definitions of terms used and measured within nurse staffing 
This paper details the information for nurse staffing for the last month ( March 2018) 
This paper details the average fill rate for Registered Nurse and Healthcare Assistants for day and night shifts 
and highlights where the fill rate has been below 90% and the reasons why. 
The report also highlights there remains challenges in staffing complying with mandatory training and sickness 
levels in specific areas remain high. 
The paper concludes with ongoing actions that are taking place to address the concerns identified within this 
report. 

Key Recommendation 

The Committee is asked to consider the following recommendations: 

Review the information in the report and consider any further actions required. 

Enc J  
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Monthly Safer Staffing Report 

March 2018  
 
 

1. Overview 
 

Nurse staffing levels are monitored daily at the 08:45 staffing meeting by Matrons, 
Ward Managers and the Clinical lead for e-Rostering using SafeCare. We risk assess 
and redeploy agency and substantive staff to ensure staffing levels are as safe as 
possible across the wards. Staffing is reviewed for the immediate working 24hrs and 
the following 72hrs. Any emergency staffing issues occurring are managed by Ward 
Managers, Matrons, Temporary Staffing and Clinical Lead for e-Rostering 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. 

 
1.1 Total hours planned is our planned staffing levels to deliver care for each area. This 

is based on our current establishment and rota templates. 
 

1.2 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% 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.  

 
1.3 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. 

 
 
1.4 Acuity and Dependency Monitoring 

Daily Acuity and Dependency has commenced via the implementation of the Safe Care 
tool. Eight wards are currently live and a further four are planned for 1st April. The three 
times daily acuity and dependency measure is used during the daily staffing meetings to 
make our daily risk assessment of staffing more robust. The compliance and use of 
SafeCare is poor and needs to improve to ensure that this software can be maximised to 
support safe care and staffing levels based on real time patient need. 
 

1.5 CHPPD  
(Care Hours Per Patient Day) is a measure which shows on average how many hours 
of care time each patient receives on a ward /department during a 24 hour period - 
this will vary across wards and departments based on the specialty and type of care 
required. Both Registered Nurses and HCA staff care hours are include in the 
calculation.  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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2 Monthly Data 
 
 

2.1 The monthly average day shift fill rate of registered staff for March shows five ward 
areas had red ratings (less than 90% fill rate), five had amber (90-94% fill rate) and 
ten achieved green (greater than 94%). The five areas that were rated red: Afton, 
Luccombe, NICU, The Stroke Unit, Colwell and CCU 

 
2.2 The monthly average night shift fill rate of registered staff for March shows three ward 

areas had red ratings (less than 90% fill rate), two had amber (90-94% fill rate) and 
fifteen achieved green (greater than 94%).  The three areas that were rated red: 
Paediatric Ward, NICU and Appley. 

  
2.3 The monthly average day shift fill rate of HCA staff for March shows six ward areas 

had red ratings (less than 90% fill rate), five had amber (90-94% fill rate) and nine 
achieved green (greater than 94%). The six areas that were rated red: Shackleton, 
Woodlands, NICU, Medical Assessment Unit, Compton and ITU. 
 

2.4 The monthly average night shift fill rate of HCA staff for March shows six ward areas 
had red ratings (less than 90% fill rate), one had amber (90-94% fill rate) and twelve 
achieved green (greater than 94%).  The six areas that were rated red: Afton, 
Whippingham, Medical Assessment Unit, Compton, Appley and ITU. 
 

2.5 Long lines of agency nurses continue to be booked for Medical Wards, Surgical 
Wards, Medical Assessment Unit, ITU and CCU wards during March. This has 
enabled vacancies to be filled in a planned way, so that whilst vacancy rate is high, 
wards are not depleted to an unsafe position.  

 
2.6 Luccombe, Colwell, CCU and The Stroke Unit have challenges with Registered Nurse 

fill below 85%. Luccombe continues to be bolstered with HCA’s. Colwell, The Stroke 
Unit and CCU are challenged due to the high vacancy and sickness rate.  
 

2.7 Sickness across almost all areas has improved greatly. Eleven Wards are rated 
green for sickness in March (less than 3%) in February there was only one ward rated 
green. 

 
2.8 There has been a slight improvement with Mandatory Training attendance with eight 

wards rated green (above 80%) compared to seven in February. Ward Managers 
continue to be challenged in being able to ensure staff can achieve not only 
mandatory training but also additional training for competencies and improving 
practice, or for new initiatives. 

 
2.9 Vacancy rates at the time of reporting remain high. With the majority of wards 

reporting that local intelligence projects further vacancies in the coming months. This 
has resulted in increased agency nurse bookings to ensure safe staffing whilst longer 
term strategies are put in place to manage this in a more sustainable way. 
 

2.10 In March our CHPPD indicates we have provided over 5 care hours per patient per 
day across all areas this may be a result of patient acuity and dependency. Some 
areas showed extremely high CHPPD levels, these are predominantly specialist 
areas where higher staffing levels are mandated.  
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3 Summary of actions in progress 
 

 
3.1 The three year strategy for managing nursing workforce is in progress; this details the 

recommendations for the organisation to take forward which include utilsing new roles 
and apprenticeship models.  We are also looking to provide additional HCA staff to 
support 1 to 1 care.  Job vacancies have now been shortlisted for Registered Nurse 
Degree apprenticships and secondments 

 
3.2 Establishment meetings have been held with  with the  Director of Nursing, Finance 

Lead, Head of Nursing, Matron and Ward Sister. These meetings were to review 
current establishments/skill mix and identify the opportunity to realign RN care hours 
to HCA hours in line with staffing recommendations.The result of this review is going 
to Quality Committee and Board in May 2018. 
 

3.3 Weekly Roster meetings have been eatablished between the interim Associate 
Director of Nursing, Midwifery and AHPs 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  
• KPI 2 6 week roster approval rates 
• KPI 3 Lost contracted hours not used per month (unused hours) 
• KPI 4 Additional shifts and reasons for booking;  
• KPI 5 Working restrictions;  
• KPI 6 Auto-roster percentage enabled;  
• KPI 7 Number of bank requests to the total bank hours worked 
• KPI 8 Number of bank requests on weekend and night duties 

 
 

 
3.4 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 and NICU once appropriate acuity and dependency tools have been 
identified. Further education and support is being put in place to ensure full utilisation of 
this system is achieved in delivering safe staffing levels based on patient need.  
 
 

3.5 NHSi commenced Phase 2 of supporting eRostering this work is ongoing. 
 
 
   
Barbara Stuttle 
Interim Executive Director of Nursing 
 
Prepared by: 
Emily Mullan 
Clinical Lead for eRostering and SafeCare
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Appendix A Percentage rate and KPI’s for each area – RAG rated March 2018 
 
 
 

Mar-18

SHACKLETON 90.9% 66.4% 105.7% 105.3% 205 5.4 8.3 13.7 7.1% 71% 3
SEAGROVE 122.8% 93.0% 102.8% 131.0% 131 16.9 13.8 30.7 2.8% 80% 0
OSBORNE 93.1% 94.9% 96.6% 107.0% 376 5.5 4.6 10.1 5.9% 79% 0

AFTON 87.5% 95.3% 97.6% 85.5% 241 7.0 5.6 12.7 1.8% 95% 1
WOODLANDS 96.1% 67.7% 98.9% 100.1% 208 8.0 3.5 11.5 4.8% 83%

ALVERSTONE 117.2% 95.9% 129.7% 145.5% 497 4.0 1.9 5.9 5.6% 72% 0 2
LUCCOMBE 84.0% 152.9% 100.4% 138.7% 705 2.8 3.8 6.6 1.4% 64% 0 1

MOTTISTONE 98.5% 99.5% 98.5% 239 6.7 1.6 8.3 9.3% 83% 0 0
ST HELENS 99.1% 102.5% 100.0% 140.6% 435 3.8 3.0 6.7 1.2% 83% 3 0

WHIPPINGHAM 99.3% 100.0% 118.8% 85.1% 808 3.7 2.4 6.1 2.3% 76% 13 1
PAEDIATRIC WARD 91.7% 93.9% 77.4% 90.3% 188 12.1 3.6 15.6 2.1% 73%

MATERNITY 97.5% 90.2% 104.4% 100.3% 228 13.6 7.3 20.9 3.6% 71%
NEONATAL INTENSIVE CARE UNIT 127.4% 63.0% 82.8% 96.8% 122 16.7 4.8 21.5 1.2% 75%

MEDICAL ASSESSMENT UNIT 114.1% 79.8% 124.9% 89.4% 679 5.5 2.9 8.4 1.1% 84% 4 1
STROKE 79.7% 96.9% 106.5% 117.5% 723 3.8 2.9 6.7 4.2% 80% 1 3

COMPTON 96.3% 84.1% 153.2% 89.0% 896 3.1 2.5 5.6 2.8% 78% 1 2
COLWELL 82.5% 100.7% 94.6% 106.5% 862 3.1 2.5 5.6 6.3% 77% 1 1
APPLEY 90.6% 92.5% 82.8% 78.9% 858 3.0 2.4 5.5 2.6% 86% 1 1

INTENSIVE CARE UNIT 93.4% 87.1% 105.4% 87.7% 181 29.3 2.7 32.0 2.6% 87% 0 6
CORONARY CARE UNIT 79.3% 95.8% 91.2% 116.9% 534 6.3 1.9 8.2 5% 78% 1 4

95% - 100% fill rate 90% - 94.9% fill rate as per as per 0 0
<90% fill rate quality quality 2 2

dashboard dashbaord >2 >2

Care Staff Overall Sickness
Mandatory 

TrainingWard name

Falls 
w ith 
any 

harm

Pressure 
Ulcers 
(new 

reported)

Day Night Care Hours Per Patient Day (CHPPD)

Average fill rate - 
registered 

nurses/midwives  (%)

Average fill rate - 
care staff (%)

Average fill rate - 
registered 

nurses/midwives  
(%)

Average fill rate - 
care staff (%)

Cumulative 
count over 

the month of 
patients at 

23:59 each day

Registered 
midwives/ 

nurses
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Purpose 
This paper advises the Trust Board of the outcome of the Nursing establishment and 
skill mix reviews that have taken place for all in-patients wards and a number of other 
specialties in the Trust in the last 2 months. 

The board is required to review and agree staffing establishments  
in a prescribed manner as described in the NQB guidance,  
for In-Patient areas only, but this paper also cover other relevant nursing establishments 
that are fundamental to the delivery of care in our integrated Trust.  
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Skilled and capable staff X 
Cost effective, sustainable services X 
Executive Summary 

This papers details our current position of key nursing establishments, details of core measures we use to 
assure safe staffing, details of how we evidence staffing establishments are safe and the outcome of the annual 
review of establishments. This has resulted in key recommendations/actions and costs that need to be 
discussed and agreed in order to secure safe staffing over the next 2 years. 

Post the publication of the Francis report 2013 and safe staffing in adult inpatient wards in acute hospital (NICE 
2014) and the National Quality Board (NQB 2016) has defined a framework and set of expectations (July 2016) 
to achieve the  “right staff, with the right skills, in the right place at the right time”, including the responsibilities 
of Trust Boards.(See Appendix A) 
NHS organisations have a responsibility to undertake an annual comprehensive nursing and midwifery skills 
mix review to ensure that there are safe staffing levels to provide assurance to the board and our stakeholders 
that the organisation is safe and providing high quality care. 

A triangulated approach undertaking skill mix reviews is required to include; 
• Workload and patient information of acuity, dependency and activity using a validated tool ( where

available) 
• Guidance ( where available)
• Professional judgment – of the clinical leaders and  clinical staff working in that area
• Professional consultation and review of best care indicators (NQB 2016)

This organisation utilises the Shelford tool to measure acuity and dependency in the general Inpatient setting.  
Moving forward we are currently implementing ‘SafeCare’ to monitor and review acuity and dependent levels of 
patients on a daily basis and this will also support real time accurate data about the staffing requirements that 
are required to meet the patients’ needs. 

Enc K 
 



The use of professional judgement is still the most important tool. It is recognised by the NQB guidance as key 
to ensure the right staff skill mix is available. We use professional judgement to review the rota’s at the 6 
monthly reviews alongside acuity and dependency studies. 
The Carter Metrics we measure for staffing and rostering can be found in Appendix C, along with current 
performance. 
 
This reports details the skill mix and establishment review undertaken during April 2018. 

 
The last formal acuity and dependency study was undertaken in October 2017.This was undertaken manually 
and as a one off snap shoot and compared to the last study. 
 
This current skill mix review and establishment review referred to relevant quality metrics that are 
recommended as nurse staffing sensitive indicators (See Appendix B) as well as the professional judgement 
of the Ward/department Sisters and Charge Nurses. The NICE guidance (2014) on Safe Staffing for nursing in 
adult inpatient wards in acute hospitals recommends the use of “informed professional judgement” to make a 
final assessment of the nursing needs of each clinical area. 
 
No formal acuity and dependency tool was used within this review because no study was in place or 
undertaken since 2017. The plan going forward to capture the acuity and dependency information is via the 
implementation of SafeCare. 
 
This paper sets out the current establishments, vacancies and use of temporary staffing and agency against 
these establishments. 
 
The summary of the establishments and skill mix reviews are located in Appendix F, these outline current 
position and what we need going forward. 
 
In order to also address the longer term challenges around the recruitment and retention of Registered Nurse 
the paper also outlines the detail of plans to recruit and train our own Nurses via the apprenticeship route 
(Funded from current vacancy factor).  
 
The paper also puts forward the proposal of training 20 nursing associates for 2018-19 and a further 20 starting 
in 2020 and funding that separately over 4 years which will result in these roles being live in February 2021.  
 
The paper also details further developments being taken forward to address immediate and longer terms 
challenges around the nursing workforce. 
 
In order to have a more focused and defined performance framework for managing staffing an accountable 
framework that details the board to ward concept of everyone’s role in this has now been defined and can be 
found in Appendix D. 
 
The total cost of delivering the proposed changes and developments set out in this paper is £1,902 million. 
 

Key Recommendation 

The Board is asked to consider the following recommendations: 

The Board is asked to review this paper, consider the proposals contained within it and make a decision in 
relation to supporting the proposed changes in establishments, skill mix, Cost/ spend and other actions to 
tackle longer term nurse staffing shortages across the Isle of Wight NHS Trust over the next 2-4 years. 
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1.0 Purpose: 
 
This paper advises the Trust Board of the outcome of the Nursing 
establishment and skill mix reviews that have taken place for all in-patients 
wards and a number of other specialties in the Trust in the last 2 months. 

 
2.0 Introduction: 
 
Post the publication of the Francis report 2013 and safe staffing in adult 
inpatient wards in acute hospital (NICE 2014) and the National Quality Board 
(NQB 2016) has defined a framework and set of expectations (July 2016) to 
achieve the  “right staff, with the right skills, in the right place at the right time”, 
including the responsibilities of Trust Boards. 
 
These updated expectations form a triangulated approach – ‘Right Staff, Right 
Skills, Right Place and Time’  This is an approach to deciding staffing levels 
based on patient need, acuity and risks, which is monitored from ‘Ward to 
Board. This will enable the Trust Board to make appropriate judgements 
about delivering safe sustainable and productive staffing. The CQC supports 
this triangulated approach to staffing decisions rather than making 
judgements based solely on numbers or ratios of staff to patients. 
 
The full ten expectations set out by the NQB are set out in Appendix A. 
 
The board is required to review and agree staffing establishments  
in a prescribed manner as described in the NQB guidance,  
for In-Patient areas only, but this paper covers all nursing establishments. 

           
           We have chosen to do this so that we can have one accurate position on our 

current workforce requirements. This will ensure that the levels of staffing are 
safe, that we have an accurate picture of vacancies, we can assess the risk 
and that the cost is accurate and agreed in order to provide these revised 
nursing establishments. 

 
 
NHS organisations have a responsibility to undertake an annual 
comprehensive nursing and midwifery skills mix review to ensure that there 
are ‘SafeCare’ staffing levels to provide assurance to the board and our 
stakeholders that the organisation is safe and providing high quality care. 
 
A triangulated approach undertaking skill mix reviews is required to include; 

• Workload and patient information of acuity, dependency and activity 
using a validated tool ( where available) 

• Guidance ( where available) 
• Professional judgment – of the clinical leaders and  clinical staff 

working in that area 
• Professional consultation and review of best care indicators (NQB 

2016) 
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The organisation utilises the Shelford tool to measure acuity and dependency 
in the general Inpatient setting.  
 
The tool enables staff to group aspects of care into categories, and a WTE 
staffing requirement can be calculated as a result.  This tool has been 
developed by nurses and is a nationally recognised tool recommended by 
NICE. 
 
Moving forward we are currently implementing ‘SafeCare’ to monitor and 
review acuity and dependent levels of patients on a daily basis and this will 
also support real time accurate data about the staffing requirements that are 
required to meet the patients’ needs. This will cover all in-patient areas. 
Separate tools are utilised in Maternity and in ITU which enable benchmarking 
across peers through networks. We are also working with mental health, the 
emergency department and community nursing to adopt a relevant evidence 
based tool to ensure we can accurately assess acuity and dependency in 
these areas.  
 
The use of professional judgement is still the most important tool. It is 
recognised by the NQB guidance as key to ensure the right staff skill mix is 
available. We use professional judgement to review the rota’s at the 6 monthly 
reviews alongside acuity and dependency studies. 
 
 
3.0 Background and National Context: 
 
There has been continued emphasis on safe nursing levels following the 
publication of the Francis report (February 2013) and the launch of the chief 
nursing officer for England 6 Cs strategy for nursing: Compassion in Practice. 
 
Boards are required to receive monthly updates on workforce information, and 
staffing capacity and capability should be discussed at the public board 
meeting at least every 6 months on the basis of a full nursing and midwifery 
establishment review. 
 
To date the Trust Board has not received a comprehensive skill mix review 
which includes specialities outside of adult inpatient wards. 
 
It should be noted that although there has been considerable national debate 
on the subject of skill mix and nurse patient ratio, to date no national 
standards for staffing levels in inpatient areas have been mandated although 
a minimum Registered Nurse to patient ratio of 1:8 in the day and 1:11 at 
night is supported by professional organisations such as the Royal College of 
Nursing and the Safe Staffing Alliance. 
 
NICE published guidance on safe staffing for nursing in adult inpatient wards 
in acute hospitals in July 2014 based on best available evidence. The 
guideline also identified indicators that should be used to provide information 
on whether safe and effective care is being provided. Further national 
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guidance has been published in 2017 and this year by the National Quality 
Board. This included staffing improvement resources for adult inpatient areas, 
emergency departments, neonatal care areas, district nursing services and 
learning disability services. 
 
Care Hours Per Patient Day (CHPPD) was recommended as part of the 
Carter review. NHS Improvement (NHSi) have devised a new set of metrics 
including CHPPD, which can be used to describe both the staff required and 
staff available in relation to the patient numbers. 
 
CHPPD is calculated by adding the hours of Registered Nurses to the hours 
of healthcare support workers and dividing the total by the number of patients 
at midnight. 
 
NHS acute Trusts are required to submit this data as part of UNIFY fill data 
upload on a monthly basis and to publish the data on the Trusts internet site. 
It is recommended that CHPPD is not used in isolation but as part of a quality 
dashboard. Please see Appendix E for local CHPPD. Please note that some 
areas have CHPPD that is much higher than expected (average 6) this is 
because these areas have few patients and a high ratio of staff for example 
the Intensive Care Unit and NICU. 
 
The Carter Metrics we measure for staffing and rostering can be found in 
Appendix C. 
 
This reports details the skill mix and establishment review undertaken during 
April 2018. 

 
4.0 Safe Care and Acuity and Dependency: 
 
The last formal acuity and dependency study was undertaken in October 
2017.This was undertaken manually and as a one off snap shoot and 
compared to the last study. 
 
This current skill mix review and establishment review referred to relevant 
quality metrics that are recommended as nurse staffing sensitive indicators 
(See Appendix B) as well as the professional judgement of the 
Ward/department Sisters and Charge Nurses. The NICE guidance (2014) on 
Safe Staffing for nursing in adult inpatient wards in acute hospitals 
recommends the use of “informed professional judgement” to make a final 
assessment of the nursing needs of each clinical area. 
 
No formal acuity and dependency tool was used within this review.  
 
The plan going forward to capture the acuity and dependency information is 
via the implementation of SafeCare. SafeCare is a software product which has 
design flexibility to support various Acuity models. The system was originally 
designed to replicate the Shelford Safer Nursing Care Tool (SNCT).  
SafeCare will be implemented in all in-patient areas by June 2018. The 
SafeCare software enables the acuity and dependency data to be entered 
three times a day at ward level and will give us constant live status on acuity 
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and dependency within our in-patient areas. The benefit of this will be up to 
date contemporary information and on a day to day basis will enable ward 
leaders to make safe and accurate decisions about staffing levels according 
to patient needs. 

 
5.0 Additional Data Collection: 

 
In accordance with the SNCT guidance nursing sensitive indicators (NSIs) are 
also required as part of the data collection process. Numerical data was 
pulled from our local information systems regarding: 

• Complaints 
• MRSA 
• C-Diff 
• Falls 
• Pressure ulcers ( ulcers developed while under NHS Care) 
• Medication Errors 

 
Others measures that were also collected was staff sickness, use of 
temporary and agency hours, occurrence of serious incidents and staffing 
incidents reported via Datix. (See Appendix B) 
 
This data shows us where there is high sickness, high agency use and a high 
number of staffing incidents that it has an impact on the delivery of safe care. 
 
 
6.0 Current Position: (Vacancies /Temporary and Agency use/spend 

for areas)  
 
During March 2018, there were c72 wte nursing vacancies across the 
adult inpatient wards, which equates to c2,700 hours.  
365 days were lost due to sickness.  
 
Circa 5,000 agency hours and c9,000 bank hours were utilised, 
equating to a cost of approximately £400k during the month. 
 
It appears that more temporary staffing (bank and agency) hours are 
being utilised than hours available; this could be due to short term 
sickness but perhaps the main reason is due to the validity of the data 
recorded in MAPs. The validity is being addressed through focused 
pieces of work. 
 
This is demonstrated in the table below. 
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7.0 Adult In-patient Establishment Review and Recommendations  – 
(All wards) 

(See Appendix F) 
 

The outcome of the review is a reduction of 16.02wte Registered 
Nurses (RNs) and an increase of 30.31wte Healthcare Assistants 
(HCAs). This has a financial opportunity of circa £130k. 
 
 
 
 
 
 
 

Ward Vacancies Mar18
WTE Days Lost % Hours £'000 Hours £'000

Adult Inpatient Wards
CCU 3.90 51 4.6% 730 13 65 0
ICU 4.47 34 2.6% 48 0 557 0
Alverstone 2.70 33 5.6% 433 9 636 24
Luccombe 10.24 11 1.4% 1,655 32 247 7
Whippingham 7.04 22 2.3% 799 14 711 34
St Helens 12.22 8 1.2% 512 9 39 4
Mottistone 3.93 46 9.3% 865 15 202 10
Appley 11.10 21 2.6% 1,073 15 945 61
Colwell 7.54 63 6.3% 991 20 856 60
Compton 6.85 29 2.8% 903 14 895 36
Stroke 2.26 46 4.2% 1,078 16 170 10

72.25 365 3.7% 9,087 157 5,323 246
Other
Critical Care Outreach -1.55 0 0.0% 0 0 0 0
DSU 2.56 97 10.2% 82 3 0 0
Emergency Dept 5.87 58 4.4% 400 11 1,512 84
Endoscopy 2.24 4 0.6% 511 3 0 0
ENT 0.40 2 2.6% 29 1 0 0
MAAU 7.74 13 1.1% 940 16 719 14
Maternity 4.09 69 3.6% 368 1 0 0
Neonatal -3.13 8 1.2% 154 3 0 0
Ophthalmology 0.15 34 5.8% 212 6 0 0
Outpatients 0.02 31 6.6% 63 1 0 0
PAAU -1.00 60 9.7% 77 0 0 0
Paediatric Diabetes 0.00 1 2.8% 34 0 0 0
Paediatric Outpatients 0.00 0 0.0% 0 0 0 0
Paediatric Ward 1.80 19 2.1% 50 1 0 0
Respiratory 0.60 27 10.6% 0 0 0 0
Theatres 1.77 65 4.5% 551 13 0 0

21.56 487 4.3% 3,471 60 2,231 97
Community
0-19 Service (HV & SN) -4.15 54 3.4% 94 5 0 0
Community Matrons 0.80 8 4.5% 0 0 0 0
Community Paediatrics 0.38 6 2.3% 69 1 0 0
Community Rehab -2.84 31 4.2% 0 0 0 0
Community Stroke 0.40 33 6.9% 0 0 0 0
North East Wight District Nurses 3.80 48 6.9% 90 0 0 0
South Wight District Nurses 2.90 59 8.2% 300 2 0 0
West & Central District Nurses 4.71 64 8.8% 172 2 0 0

6.00 303 5.6% 725 10 0 0
Total 99.81 365 4.3% 13,283 227 7,554 343

Sickness Mar18 Bank Mar18 Agency Mar18
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8.0 Maternity 
 
A separate piece of work is underway to finalise the nursing 
establishment for maternity. Early thoughts are to increase the 
midwifery roles by 3.74wte in order to emulate the barrow model and 
provide practice development, bereavement, audit, IT and an Advocate 
roles.  
 
Further work is required to determine the funding source so for the 
purpose of this paper, the current funded establishment remains the 
same. 
 

9.0 Staffing Review and Recommendations Outside of the Safer 
Nursing Care Tool Acuity Process(See Appendix F): 
 
Reviews were carried out in other areas with nursing establishments 
and it was found that the majority required changes in order to enhance 
the already safe service. 
 
It is recommended that separate papers are developed, if not in 
development already, in order to review the necessity on an individual 
basis.  
 
All the areas can be seen in Appendix F. Areas worth highlighting are 
as follows: 

 
10.0 Emergency Department  

 
A significant increase in both RNs and HCAs is required in order to 
make the Emergency Department safe and in line with other 
organisations; a net increase of 32.34wte c£1m. 
 
For this reason a separate paper will be development for approval and 
will not be considered in this paper. 
 
MAU 
 
For the same reasons as the Emergency Department, a separate 
paper will be produced to approve the increase to the nursing 
establishment. 
 
 

11.0 Neonatal Intensive Care Unit 
 
Quality measures during 2017/18 resulted in an approved increase to 
the Neonatal nursing establishment. This requirement has been 
recognised in the budgets for 2018/19 so for the purpose of this paper, 
not changes have been recognised. 
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12.0 Theatres/DSU 
 
The current funded establishment is sufficient but it is recommended 
that the 2018/19 Theatres Project includes a review to theatre rosters, 
including the compensatory rest rota. 
 
The DSU establishment is also sufficient but it is to be acknowledged 
that a paper will be developed during 2018/19 to improve the pattern 
and flexibility. 

 
 

13.0 Outpatients 
 
No changes are required to the outpatients nursing establishment. 
 

14.0 Head and Neck Services 
 
It is recommended that a paper is developed to separately approve the 
changes required to the ENT, Ophthalmology and Maxillofacial Unit 
(MFU), as requirements include other staffing grades/groups as well as 
nursing.  
 

15.0 Community 
 
Separate papers are already in development for the Community areas 
and so for the purpose of this paper it is assumed that no changes are 
required. 
 

 
 

16.0 Other Current Workforce Activity and Plans Relevant to Nursing 
 
 

• Recruitment of 15 Registered Nurse Apprenticeships – c£500k over 4 
years until qualification, when there is then a recurrent £31k cost 
pressure per annum (if paid top of band 5). 
Savings are only realised if posts are not backfilled and agency is not 
utilised. 
 

• Recruit 20 nursing associates to start training in February 2019 and 
another 20 in February 2020 and – working in partnership with two 
independent nursing home providers to provide training and 
development of nursing associates across the Isle of Wight System. 
Paid under annex 21 until qualification (year 2 (2021) and 4(2022), 
estimated full year effect saving of £1.8m in year 4 due to the reduction 
in agency utilisation. This will only be realised if a band 5 vacancy is 
converted and agency ceases.  
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• 8 salary supported pre-registration Registered Nurse training places 
2018-19. This means in practical terms we will train 8 of our own 
healthcare support workers to be Registered Nurse and we will secure 
backfill funding from HEW to support there release.  

 
• Temporary secondment of a senior nurse for six months to work with 

HR. the key areas that this will improve include; reduction in demand 
for agency workers and corresponding expenditure, improved 
recruitment processes for permanent nurses and sustainable 
improvement in systems. 

 
• A Steering group set up to take forward the proposal for further 

international recruitment of Registered Nurses in 2018-19/2019-20 
 

• We have a permanent senior clinical rostering nurse to support drive 
improvement with local challenges around rostering to ensure it is safe, 
meets patients’ needs and meets the challenges of productivity and 
efficiency.  
 
 

• In May 2018 we are launching an accountable framework for staffing 
that spans from ward nurse to Board.(See Appendix D) 
 

• We are currently engaged with work with NHSi undertaking a roster 
deep dive and entering a retention programme in relation to nursing 
workforce. This will support our ongoing improvement in relation to 
rostering practices, efficiency and productivity and recruitment and 
retention of nursing staff.   
 

• Undertaking review of the current clinical induction programme for 
temporary staff into the Trust. 

 
 

• In order to ensure Nursing staff (registered and unregistered) are 
clinically inducted in a timely manner to enter the workforce to deliver 
high quality care. We are in the process of agreeing that all new 
substantive new Nursing staff will all commence on the 1st Monday of 
every month and then will enter a fixed programme of development and 
then join the workforce the following week. This proposal is also being 
considered for nursing bank staff in order to streamline education 
resources when clinically inducting nursing staff. 
 

17.0 Overall Summary: 
 
The developments outlined in this paper will secure the following being in 
place to deliver the Registered Nurse Element of Nursing Care: 

• 2021 we will have 20 nursing associates trained 
• 2022 we will have 23 Registered Nurses trained and ready to work 
• 2022 we will have a further 20 nursing associates trained 

 
Overall estimated financial impact from this staffing review:  
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The savings estimated in the table above will only be realised if agency 
is not used to cover the RN vacancies which will be converted into the 
RN Apprentice and Nursing Associates roles. 
 
 
 
18.0 Recommendations to Board: 
 

1. The Board are requested to review and discuss this report at public 
Board. 
 

2. The Board are requested to support the proposed changes in the 
nursing establishments and skill mix reviews. 

 
3. The Board are requested to make a decision on supporting the costs 

associated with the reviews and other actions required to secure a safe 
nursing workforce over the next 2 – 4 years. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2018/19 2019/20 2020/21 2021/22 2022/23
Adult Inpatient Ward 
Establishment changes

(112) (112) (112) (112) (112)

Other establishment changes* 161

Registered Nurse Apprentices 
(start Sep18)

(94) (162) (136) (110) 31

Nursing Associates (137) (866) (1,185) (1,670) (1,821)

Snr Clinical Rostering Nurse 13

Total Financial Impact (169) (1,140) (1,433) (1,891) (1,902)

* Excluding SBARs in development as stated in the paper

Financial Impact £'000
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Appendix A 
 

National Quality Board Expectations  
 

EXPECTATION 1: Boards take full responsibility for the quality of care provided to 
patients, and as a key determinant of quality, take full and collective responsibility for 
nursing, midwifery and care staffing capacity and capability. 
 
EXPECTATION 2: Processes are in place to enable staffing establishments to be 
met on a shift-to-shift basis. 
 
EXPECTATION 3: Evidence-based tools are used to inform nursing, midwifery and 
care staffing capacity and capability. 
 
EXPECTATION 4: Clinical and managerial leaders foster a culture of professionalism 
and responsiveness, where staff feel able to raise concerns. 
 
EXPECTATION 5: A multi-professional approach is taken when setting nursing, 
midwifery and care staffing establishments. 
 
EXPECTATION 6: Nurses, midwives and care staff have sufficient time to fulfil 
responsibilities that are additional to their direct caring duties. 
 
EXPECTATION 7: Boards receive monthly updates on workforce information, and 
staffing capacity and capability is discussed at a public Board meeting at least every 
six months on the basis of a full nursing and midwifery establishment review. 
 
EXPECTATION 8: NHS providers clearly display information about the nurses, 
midwives and care staff present on each ward, clinical setting, department or service 
on each shift. 
 
EXPECTATION 9: Providers of NHS services take an active role in securing staff in 
line with their workforce requirements. 
 
EXPECTATION 10: Commissioners actively seek assurance that the right people, 
with the right skills, are in the right place at the right time within the providers with 
whom they contract. 
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Appendix B 

Ward Metrics 
 

Ward/Department Sickness 
Temporary 
Staffing use 

(hours) 

Agency Use 
Nursing/AHP 

hours 

Staffing 
Incidents 

Medication 
Errors 

Pressure 
Ulcers Falls Serious 

Incidents C-Diff MRSA Complaints 
(formal) 

Acute            
MAU 1.11 856.75 650.50 0 3 1 8 1 - - 1 

Appley 2.57 983.50 869.00 0 2 1 10 - - - 1 
Colwell 6.29 939.33 788.00 2 3 1 5 - - - 1 

Compton 2.83 839.50 817.75 - 2 - - 2 - - - 
Stroke Unit 4.24 1006.00 156.50 1 1 3 3 - - - - 

CCU and CCU Step 
down 

4.59 688.25 60.25 - 2 4 1 - - - - 

ICU 2.61 42.25 494.75 1 1 6 - - - - - 
Whippingham 2.31 742.75 658.25 3 1 1 16 1 - - - 

St Helens 1.24 476.00 35.50 - - - 5 - - - 1 
Mottistone Suite 9.31 813.50 186.25 1 1 - - - - - 1 

Luccombe 1.39 1546.25 228.00 4 - 1 2 - - - 1 
Alverstone 5.62 399.50 585.00 3 2 2 1 - - - - 

Paediatric Ward 2.12 50.00 - - 3 - - - - - - 
NICU 1.19 139.50 - - - - - - - - - 

Maternity Wards 3.59 355.00 - - - - - - - - - 
Mental Health            

Afton 1.80 548.25 - - - - 3 1 - - - 
Shackleton 7.14 512.50 22.50 - - - 3 - - - - 

Osborne 5.89 587.00 405.50 - 2 - - 1 - - - 
Seagrove -PICU 2.79 612.25 660.75 1 - - - - - - - 

Woodlands 4.77 193.75 477.85 - - - - - - - - 
Other            

Outpatients 6.63 59.75 - 4 - - - - - - - 
Day Surgery 8.57 12.00 - - - - - - - - 1 

Theatres  4.45 525.91 207.00 1 - - - 1 - - 1 
ED 4.35 369.25 1370.58 5 4 2 1 1 - - 6 

Community  6.17 525.50 - - 2 14 3 - 3 - - 
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Appendix C 
 

 
 

Carter Measures 
 

KPI 1 
Headroom and usage of annual leave, study leave, sickness, maternity leave and other leave;  

 
KPI 2 
6 week roster approval rates;  

 
KPI 3 
Lost contracted hours not used per month;  

 
KPI 4 
Additional shifts and reasons for booking;  

 
KPI 5 
Working restrictions;  

 
KPI 6 
Auto-roster percentage enabled;  

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

 
 KPI 8 

Number of bank requests on weekend and night duties.  
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Appendix D 
 

Accountable and Responsive Framework for Nursing and Midwifery Staffing 
‘Ward to Board’ 

 
 

A nursing workforce oversight meeting/process will oversee the delivery of these key 
expectations and will report into the nursing and midwifery monthly meeting.  
 
 
 
 
  
 

• Report to the Board on nursing, midwifery and care staffing capacity and capability, 
highlighting concerns and making recommendations where necessary. Workforce data 
should be triangulated with data on quality of care. 
 

• Where staffing capacity and capability is insufficient to provide safe care to patients and 
cannot be restored, undertake a full risk assessment and consider the suspension of 
services and closure of wards in conjunction with the Directors of Operations, Chief 
Executive and Commissioners. 

 
• Foster a culture of openness and honesty amongst staff, supported by nursing and 

midwifery leaders, where staff feel able to raise concerns, and concerns are acted upon. 
 

 
 
 
 
 

• Holding clinical leaders to account for core quality metrics related to nurse rostering and 
staffing. 
 

• Develop capability and capacity within the nursing and midwifery leadership teams to 
ensure that they understand the principles of workforce planning. Ensure that they can 
use evidence based tools informed by their professional judgement to develop workforce 
plans and make staffing decisions on a day to day basis. 
 

• Assure the Board that there are nursing and midwifery workforce plans are in place for all 
patient care areas/pathways  
 

• On a monthly and six monthly basis report workforce information to the Quality 
Committee and Trust Board on expected vs actual staff in post on a shift-to-shift basis 
together with information on key quality and outcome measures. 
 

• Ensure there is uplift in planned establishments to allow for planned and unplanned 
leave and ensure absence is managed effectively. 

 
 
 
 
 
 
 

Trust Board 

Director of 
Nursing 
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• Oversee the operational implementation of the nursing workforce strategy across the 
Trust and compliance with the National quality board standards for staffing. 
 

• Clinical Advisor/expert on nurse staffing. 
 

• Monitor compliance with staffing standards locally in conjunction with clinical business 
unit (CBU) leaders and put in place solutions where risk is identified via CBU leaders. 
 

• Develop responsive systems and local policy for the provision of safe nurse staffing 
across the Trust in conjunction with CBU leaders. 

 
• Implement Safe care across the Trust. 

 
• Chair weekly and monthly check and challenge meetings – frequency dependent on 

performance against core staffing metrics. 
 

 
 
 
 

• Review data provided by matrons/MAPS and monitor compliance with Rostering Policy, 
Lockdown and Approvals. 
 

• Hold Matron and Ward sisters to account for staffing capacity and capability across the 
CBU. 

 
• Support Matrons and Ward Sisters to work collaboratively with other CBU’s to manage 

staffing capacity and capability across the Trust. 
 

• Escalate concerns to the Director of Nursing where staffing is insufficient to sustain safe, 
effective care or positive patient experience. 

 
 
 
 
 

• Review and 2nd approve rosters submitted from wards/Departments. 
 

• Ensure all unused hours are utilized before the roster is 2nd approved.  
 

• Reallocate staff and authorise the use of temporary staffing solutions if necessary and 
where required. 

 
• Continuously review and monitor nursing, midwifery and care staffing capacity and 

capability across areas of responsibility. 
 

• Produce data / information and reports as required to inform the CBU, the quality 
committee, Trust Board, management of the organisation, and to inform workforce 
planning. 

 

Deputy Director 
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•  Hold Ward Sisters/Charge Nurses to account for having appropriate staffing capacity 
and capability on a shift to shift basis, and following escalation procedures where 
necessary. 
 

• Work as a leadership teams to undertake daily review of trust wide staffing to ensure 
parity and safety cross all wards.    

 
 
 
 
 
 
 
 

• Ensure efficient rosters are produced, managed and first approved in line with local 
policy. 
 

• Ensure all unused hours are utilized before the roster is 1st approved.  
 

• Ensure you ward/department is adequately covered in your absence and if not achieved 
this has been escalated to the matron and/or a plan left for local resolution to ensure safe 
staffing. 
 

• Measure quality of care and outcomes achieved for patients and the capacity and 
capability of staff on a ward-to-ward basis. 

 
• Take responsibility for recruitment and retention of the nursing workforce within their 

service. 
 

• Take responsibility for attendance management to ensure staff are fit and able to attend 
work 
 

• Ensure all staff are aware of your local escalation plan for staffing. 
 

• Respond in a timely manner to unplanned changes in staffing, changing patient acuity 
/dependency or numbers, including the request for and use of temporary staffing where 
nursing/midwifery shortages are identified. 
 

• Manage temporary staff covering your ward within local policy to ensure safe delivery of 
care. 

 
• Escalate concerns to line manager where staffing capacity and capability are inadequate 

to meet patient needs and complete a Datix risk form when indicated. 
 

• When a staffing incident occurs ensure the team know what action has been taken 
locally to correct it with 48 hours of the incident. 

 
• Attend bi annual staffing review meetings and staffing cafes as required. 

 
• Produce reports on your staffing when required. 

 
• Understand the evidence based methodology used to determine the nursing and/or 

midwifery staffing in your area of responsibility. 
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• Ensure ward team comply with dependency and acuity data collection processes that will 
influence staffing levels three time daily. . 

 
 
 
 
 
 
 
 
 

• Ensure you understand the safe staffing requirements of your ward/department area for 
each shift. 
 

• Ensure the roster policy is complied with. 
 

• Ensure the Health roster is kept live and up to date including the input of agency and 
bank staffing. . 

 
• Complete any required data returns that relate to staffing. 

 
• Ensure the ward is adequately covered when you leave your shift. 

 
• Escalate any staffing concerns to the ward sister /charge nurse/matron or clinical site 

manager for action and where unsafe staffing occurs report this via the Datix incident 
form reporting. 

 
• Participate in professional discussions about staffing requirements in your area when 

required. 
 
 
 
 
 
 

• Complete data returns where requested about the staffing in your workplace to inform 
workforce planning decisions. 
 

• Participate in discussions and decisions regarding staffing in your clinical area. 
 

• Look after your own health and welling to ensure you are fit for work. 
 

• Understand the agreed staffing capacity and capability is for your clinical area on a shift 
by shift basis. 

 
• Raise concerns regarding staffing and/or the quality of clinical care within your 

organisation when they arise via the line manager and completing a Datix Incident form. 
 

• Comply with dependency and acuity data collection processes that will influence staffing 
levels three time daily.  
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Appendix E 
 
 

KPI’s for each area – RAG rated March 2018 
 

 
 
 
 
 

 

Mar-18

SHACKLETON 90.9% 66.4% 105.7% 105.3% 205 5.4 8.3 13.7 7.1% 71% 3
SEAGROVE 122.8% 93.0% 102.8% 131.0% 131 16.9 13.8 30.7 2.8% 80% 0
OSBORNE 93.1% 94.9% 96.6% 107.0% 376 5.5 4.6 10.1 5.9% 79% 0

AFTON 87.5% 95.3% 97.6% 85.5% 241 7.0 5.6 12.7 1.8% 95% 1
WOODLANDS 96.1% 67.7% 98.9% 100.1% 208 8.0 3.5 11.5 4.8% 83%

ALVERSTONE 117.2% 95.9% 129.7% 145.5% 497 4.0 1.9 5.9 5.6% 72% 0 2
LUCCOMBE 84.0% 152.9% 100.4% 138.7% 705 2.8 3.8 6.6 1.4% 64% 0 1

MOTTISTONE 98.5% 99.5% 98.5% 239 6.7 1.6 8.3 9.3% 83% 0 0
ST HELENS 99.1% 102.5% 100.0% 140.6% 435 3.8 3.0 6.7 1.2% 83% 3 0

WHIPPINGHAM 99.3% 100.0% 118.8% 85.1% 808 3.7 2.4 6.1 2.3% 76% 13 1
PAEDIATRIC WARD 91.7% 93.9% 77.4% 90.3% 188 12.1 3.6 15.6 2.1% 73%

MATERNITY 97.5% 90.2% 104.4% 100.3% 228 13.6 7.3 20.9 3.6% 71%
NEONATAL INTENSIVE CARE UNIT 127.4% 63.0% 82.8% 96.8% 122 16.7 4.8 21.5 1.2% 75%

MEDICAL ASSESSMENT UNIT 114.1% 79.8% 124.9% 89.4% 679 5.5 2.9 8.4 1.1% 84% 4 1
STROKE 79.7% 96.9% 106.5% 117.5% 723 3.8 2.9 6.7 4.2% 80% 1 3

COMPTON 96.3% 84.1% 153.2% 89.0% 896 3.1 2.5 5.6 2.8% 78% 1 2
COLWELL 82.5% 100.7% 94.6% 106.5% 862 3.1 2.5 5.6 6.3% 77% 1 1
APPLEY 90.6% 92.5% 82.8% 78.9% 858 3.0 2.4 5.5 2.6% 86% 1 1

INTENSIVE CARE UNIT 93.4% 87.1% 105.4% 87.7% 181 29.3 2.7 32.0 2.6% 87% 0 6
CORONARY CARE UNIT 79.3% 95.8% 91.2% 116.9% 534 6.3 1.9 8.2 5% 78% 1 4

95% - 100% fill rate 90% - 94.9% fill rate as per as per 0 0
<90% fill rate quality quality 2 2

dashboard dashbaord >2 >2

Care Staff Overall Sickness
Mandatory 

TrainingWard name

Falls 
w ith 
any 

harm

Pressure 
Ulcers 
(new 

reported)

Day Night Care Hours Per Patient Day (CHPPD)

Average fill rate - 
registered 

nurses/midwives  (%)

Average fill rate - 
care staff (%)

Average fill rate - 
registered 

nurses/midwives  
(%)

Average fill rate - 
care staff (%)

Cumulative 
count over 

the month of 
patients at 

23:59 each day

Registered 
midwives/ 

nurses
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Appendix F 
Nursing Establishment Review 

 

 

Ward
Bed 
Base

RNs HCAs RNs HCAs RNs HCAs
Adult Inpatient Wards
CCU 18 30.00 6.66 28.00 7.28 (2.00) 0.62 (96)
ICU 6 39.00 4.26 41.60 5.60 2.60 1.34 (17)
Alverstone 16 12.00 7.46 11.20 10.24 (0.80) 2.78 32
Luccombe 24 18.30 14.14 16.24 20.16 (2.06) 6.02 34
Whippingham 27 21.83 12.67 21.28 20.16 (0.55) 7.49 167
St Helens 15 17.37 14.74 13.44 7.84 (3.93) (6.90) (261)
Mottistone 10 11.95 2.80 11.20 7.28 (0.75) 4.48 67
Appley 28 22.12 14.34 18.48 19.60 (3.64) 5.26 2
Colwell 28 21.71 18.01 16.24 21.84 (5.47) 3.83 (107)
Compton 30 20.40 18.63 21.84 20.16 1.44 1.53 54
Stroke 24 22.22 12.96 21.36 16.72 (0.86) 3.76 (11)

236.90 126.67 220.88 156.88 (16.02) 30.21 (134)
Other
Critical Care Outreach 2.96 1.40 5.80 5.60 2.84 4.20 94
DSU 21.63 1.49 21.63 1.49 0.00 0.00 0
Emergency Dept 31.50 8.40 31.50 8.40 0.00 0.00 0
Endoscopy 12.28 4.72 12.28 4.72 0.00 0.00 0
ENT 0.40 1.00 0.40 1.00 0.00 0.00 0
MAAU 27.30 12.08 27.30 12.08 0.00 0.00 0
Maternity 30.46 17.42 30.46 17.42 0.00 0.00 0
Neonatal 11.22 5.59 11.22 5.59 0.00 0.00 0
Ophthalmology 4.71 5.27 4.71 5.27 0.00 0.00 0
Outpatients 3.55 11.62 3.55 11.62 0.00 0.00 0
PAAU 5.36 2.21 6.43 2.69 1.07 0.48 55
Paediatric Diabetes 0.20 0.00 0.20 0.00 0.00 0.00 0
Paediatric Outpatients 0.60 0.53 0.60 0.53 0.00 0.00 0
Paediatric Ward 21.30 6.98 22.60 5.36 1.30 (1.62) (41)
Respiratory 1.60 2.16 1.60 2.16 0.00 0.00 0
Theatres 33.64 3.87 33.64 3.87 0.00 0.00 0

208.71 84.74 213.92 87.80 5.21 3.06 108
Community
0-19 Service (HV & SN) 7.90 8.48 7.90 8.48 0.00 0.00 0
Community Matrons 6.60 0.00 6.60 0.00 0.00 0.00 0
Community Paediatrics 3.73 2.80 6.73 4.80 3.00 2.00 211
Community Rehab 0.00 6.68 0.00 6.68 0.00 0.00 0
Community Stroke 4.00 7.87 6.02 7.87 2.02 0.00 85
North East Wight District Nurses 17.33 4.47 17.33 4.47 0.00 0.00 0
South Wight District Nurses 19.28 6.05 19.28 6.05 0.00 0.00 0
West & Central District Nurses 19.88 4.71 19.88 4.71 0.00 0.00 0

78.72 41.06 83.74 43.06 5.02 2.00 295
Total 524.33 252.47 518.54 287.74 (5.79) 35.27 269

Financial 
Impact 

(Saving) 
£'000

Movement 
WTE

Current Budget
WTE

Proposed Budget
WTE
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Executive Summary 

The Learning from Deaths framework published by NHS Improvement places a number of new requirements 
on NHS Trusts, including publishing information on deaths, reviews and investigations via a quarterly agenda 
item and paper to its public board meeting. Since the publication Trusts processes have been reviewed and 
revised to meet the requirements of the framework. The Mortality Policy has been revised and the Mortality 
Review Group has undergone changes and the first meeting has taken place in its revised format. This is the 
second report of this nature to the Trust Board. 

The report outlines changes made or in progress in respect of the governance around the Mortality Review 
process and aligning other investigation processes such as Serious Incident (SI) investigations. The report 
presents HMSR and SHMI data.  Our HMSR and SMT remain within expected ratios. The latest SHMI is still 
1.1 so we remain at the top of the expected range.  This appears to be related to a higher than expected 
number of cases with cardiac arrest and congestive heart failure and investigation demonstrates that this may 
be down to incorrect diagnosis groupings.   

The mortality data is presented in the accordance with the new Learning from Death Framework.  

The achievements and challenges in relation to implementing the framework were discussed at the Board 
Seminar on 1 March 2018   

Enc L 



2 

Key Recommendation 

The Board is recommended to receive assurance that the information provided by HMSR and SHMI is being 
used to support an understanding of ratios and where relevant to learn in accordance with the Learning from 
Deaths Framework.  
There remains a backlog of Mortality Reviews the Board is asked to consider dedicated time being assigned to 
catch up and also to consider how time is allotted for clinicians going forward. 
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Trust Board 

Mortality Report and update on Learning from Deaths  

April 2018 

1. Introduction 
 
Since the publication of the National Guidance Framework on Learning from Deaths the Trust has 
continued to make progress with implementation.  The Mortality Policy has been reviewed and 
revised and the ratification process has commenced.  The structure around the review process for 
specific groups of patients has been clearly defined.  The structure of the Trust’s Mortality Group 
has been aligned with the policy and framework and the meeting agenda.   
 
The process of reviewing deaths has been strengthened and the governance around this is 
improving.  Clinicians have been trained to undertake Structured Judgement Reviews (SJR’s) which 
is the national tool for reviewing deaths and more will be trained in the coming months.  There are 
ongoing capacity challenges to deliver the agenda and a gap analysis is presented later in this paper 
 
The Mortality Review group is embedding processes 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. 
 
This is the second quarterly mortality report to board in accordance with Learning from Death 
Framework and it includes: 
 

• Latest SHMI and HSMR  (January 2017-December 2017) 
• CUSUM alerts 
• Mortality Review Group data 
• Latest Bereavement Data 
• Latest Dr Foster Data 
• LeDer Programme 
• Being open/Duty of Candour 
• Coroner Inquests concluded in month/quarter 
 

2.  Latest HMSR , SHMI and SMR 
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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. 

 

 

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 are 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.  

The Trust’s HSMR for the time-period January 2017-December 2017 was 96.7 (CL: 88.5-105.1) this is 
statistically ‘as expected’.   There were 553 deaths to an expected 572. The crude mortality rate for 
the HSMR basket was 5.7%. 

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 basis. The SHMI follows a similar 
principle to the general standardised mortality ratio; a measure based upon a nationally expected 
value.   

SHMI can be used as a potential smoke alarm for potential deviations away from regular practice.  
The SHMI is the ratio of the Observed number of deaths in a Trust vs. Expected number of deaths 
over a period of time the trusts SHMI for the reporting period is 1.10.  

3    CUSUM alerts 

Cusum alerts provide early warning of potential changes in mortality.   In February 2018, it was 
noted that the SHMI that there was an alert specifically related to acute appendicitis, cardiac arrest 
and acute unspecified renal failure.  These have since been investigated. 

Acute appendicitis 

The Cusum for acute appendicitis was due to one death in January 2017 which triggered an alert 
due to an expectation of a low number of deaths. 

Cardiac arrest  

All our cardiac arrest data is submitted to the National Cardiac Arrest Audit (NCAA) which includes 
data from around 200 hospitals across the UK.  Quarterly reports from NCAA detail our recent 
submission and benchmark us against the other members of NCAA.  Criteria for submission of the 



5 

data includes the placement of a 2222 call, the patient being >28 days old and the patient receiving 
chest compressions and/or defibrillation. 

We continue to be outliers in terms of number of cardiac arrests per 1000 admissions and outliers in 
terms of number of arrest on the wards.  It is important to note that all of the cardiac arrests at St 
Mary’s are entered onto the data base as the 2222 call is placed for all arrests including ED, ICU and 
Theatres.  Many of the larger hospitals in NCAA do not submit data related to ED, ICU, and theatres 
as they are dealt with by the teams in those areas and the hospital cardiac arrest team is not called, 
therefore they do not meet the NCAA criteria, excluding them from the data set.  At present teams 
within our ED & ICU are not sufficiently resourced to be able to manage and run cardiac arrests 
without further assistance (resource) of the cardiac arrest team.  

In terms of our performance related to Return of Spontaneous Circulation (ROSC) and Survival to 
Hospital Discharge we compare well to others: 

• Our ROSC percentage for 2016/7 was 58.8% against a national average of 56.2%, this year 
(2017/18 Q2*) it is 57.6%. 

• Our ratio of predicted to observed ROSC >20 minutes for 2016/17 was 1.33, this year 
(2017/18 Q2*) it is 1.40. 

• Our Survival to Hospital Discharge for 2016/17 was 26.5% against a national average of 
20.1%, this year (2017/18 Q2*) it is 21.2% 

• Our ratio of predicted to observed survival to hospital discharge for 2016/17 was 1.44, this 
year (2017/18 Q2*) it is 1.37. 

Work will continue led by the resuscitation team to correctly group the diagnostic classifications 
more appropriately going forward. 

Acute renal failure 

A quarterly audit of the management of acute kidney injury (AKI) if ongoing.  Every three months 
approximately 500 patients with AKI are identified and alerted to the admitting team.  Concerns 
have been expressed regarding the timeliness and appropriateness of the response.  Measures have 
been developed by the Critical Care Outreach and adopted by the Trust to address prevention and 
early recognition of AKI.  These include 

• Urine output has been reintroduced in the NEWS chart. 
• AKI awareness has been integrated in the deteriorating patient e-learning module. 
• Blood chemistry results (including AKI staging) form part of the recently introduced IV fluid 

prescription charts. 
• Education is being delivered to all nursing staff within adult in-patient clinical areas, which 

includes fluid management. 
• A sticker has been developed (awaiting printing) which should be completed and attached 

to patient’s notes when AKI is identified in the blood results. The sticker is a tool that 
prompts the clinicians to review drug prescription and stop nephrotoxic drugs, and alerts all 
professionals of the presence of AKI. 
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3. Dr Foster data 

Following a meeting with Dr Foster in February 2018 the Trust is now being provided with not only 
comparative data for Trusts within the regional peer group  but also with Trusts who have more 
similar demographics. This will enable the trust to compare itself to trusts of a similar size. 

 

 

 

Figure 1.  HSMR Peer Comparison of trusts of similar size 

 

 

Figure 2.   HSMR Regional Peer Comparison 
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4. Quarterly mortality information 
 
Assessment 

All deaths occurring within the Trust are subjected to an initial review by a core member of the 
Mortality Review Team.  Some of these patient deaths will have been ‘expected’ or due to natural 
causes, but some will be reported as ‘unexpected’ (where natural causes are not suspected or not 
known).  Unexpected deaths are reported to HM Coroner by the treating clinician.   Ongoing 
discussions are occurring with the Coroner’s Office to align mortality review processes, serious 
incident (SI) reporting and the Coroner’s system. 

Any unexpected deaths within the Trust are investigated to determine if it was as a result of a 
patient safety incident and 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 death.   

There have been 183 deaths in the last quarter with 138 of those being reviewed, this is 
considerable progress but there is still some work to do. 

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 

 

Structured Judgmental Review 

Structured Judgemental Review (SJR) is the structured process to the assessment of the care in 
various domains.    The ability to complete the reviews is dependent on the capacity within the 
Mortality Review Team.   There is a back log of reviews with 70 SJR’s still to complete dating back to 
October 2017.   

The assessment of avoidability of death following Structured Judgemental Review remains 
extremely low.  The question of avoidability is very dependent on the reviewer and will be explore 
in more depth in the board seminary planned for March 2018.  The reviews undertake since the last 
report there has been identified one death in which there is slight evidence that the death was 
avoidable. 

Whilst SJRs are nationally recognised and recommended the value that this review has 
should not be underestimated. 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. 
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Figure 3.  Assessment of avoidability as result of the Outcome of the Structure Judgmental reviews 
 

 
Figure 4.  Number of SJRs assigned and completed 
 

 
Figure 5.  Number of deaths reviewed 

0 0 

2 
1 

2 

16 

0 0 0 0 
1 

7 

0

2

4

6

8

10

12

14

16

18

1. Strongly
avoidable

2. Strong
evidence of
avoidability

3. Probably
avoidable

(more than
50:50)

4. Possibly
avoidable but

not very
likely (less

than 50:50)

5. Slight
evidence of
avoidability

6. Definitely
not avoidable

Quarter 3

Quarter 4

37 

15 21 

62 

5 8 

0

20

40

60

80

SJR's SJR's assigned Completed

Quarter 3

Quarter 4



9 

 

Mortality Reviews and SJRs are currently undertaken by only a few clinicians and there is currently a 
significant backlog on mortality screening and SJR’s. Once more clinicians can undertake SJRs and 
the revised process is up and running its hoped 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.  A review has been undertaken of the current situation and 
has estimated that at least 70 hours of senior clinical time is required to bring the Trust up to date  

 Oct Nov Dec Jan Feb Marc 

Total Deaths 51 37 71 75 55 53 

ITU deaths – department review own deaths  4 3 8 5 2 

ED deaths – all undergo SJR  5 6 13 7 9 

Number of deaths that require screening (- ED, 
-ITU) 

 28 62 54 43 42 

Not screened 23.4.18  6 22 27 10 16 

Screened  22  40 27 33 26 

Of those screened – require SJR  9 13 8 16 8 

Total SJRs (ED + other) required  14 19 21 23 17 

Total SJRs completed  7 9 8 0 0 

Total SJRs outstanding  7 10 13 23 17 

 

 

There are currently 81 outstanding deaths to screen (at 10 mins each = 13.5 hours) and 70 outstanding 
SJRs (at 45 mins each = 52.5 hours).  This gives a total of 66 hours of senior clinical time to bring the 
organisation up to date.  This is likely to be an under underestimate as the outstanding screening will 
likely produce more SJRs. Therefore it’s not unreasonable to estimate that 70 hours of time is required. 

Being Open and Duty of Candour 

Its is expected that timely and sensitive contact is made with families, caresrs 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. 

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.   The 
Bereavemnt information sheet is currently being updated to to inform relatives of the mortality review 
process.  The new Mortality Review Policy contains infoirmation as to how Duty of Candour will be 
achieved following SJR and the death may be regarded as avoidable. 
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6 Bereavement Reports (February and March 2018) 
 

In February 2018 the service dealt with 55 deaths (29 female and 26male).  Of the 55 Deaths in February 
19 were referred / discussed with the Coroner and of these 12 went on to have a Post Mortem (PM) to 
establish cause of death.   Of the 55 deaths there were 2 patient with learning difficulties.   
 
In March 2018 the service dealt with 53 Deaths (30 female and 23 male). Of the 53 deaths in March 
2018  Deaths, 27 were referred / discussed with the Coroner and of these 12 went on to have a Post 
Mortem (PM) to establish cause of death,. There were no deaths of patients with learning difficulties 
during March 2018 
 
The current information captured by the bereavement team appears to mirror the Dr Foster 
information. A wealth of information is captured via this small team and as part of the work being 
undertaken by the Mortality Review Group the Bereavement Information/Report will be 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 over. 

 
7 Learning Lessons 

Learning from any death is of paramount importance and work has commenced in respect of how to do 
this 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 .  

2 deaths that occurred during November were subject to an Structured Judgement Review and received 
the outcome 3 (probably avoidable (more than 50:50)).  Each case was reviewed in depth at the 
Mortality Review Group and highlighted lessons to be learnt around managing fluids, escalation and 
transfer .  Good areas of practice noted around these cases included good admission and history taken 
and good communication with the families.   

The Trust Mortality Review Group will be review this in more detail and proactively working to enhance 
the learning form deaths process.  The Mortality Review Group have discussed the definition of 
avoidability, it has been agreed to review in detail all Structured Judgement Reviews with outcomes of 
1-3.  Those with outcomes of 4-6 are shared with the members of the Mortality Review Group, any 
concerns or issues can be raised and that individual case can be reviewed in more detail at the Mortality 
Review Group.   Any outcome of 1-3 to be sent to the Consultant and/or Ward Sister for feedback and 
action to be taken.   

8 LeDer- Learning  Disabilities Mortality Review- LeDer Programme 

The LeDer Programm is underway on the Isle of Wight and Dr Sarah Gladdish attended a meeting in 
March 2018 to review the Terms of Reference to ensure that they reflected what we are aiming to 
achieve on the Island. Information alignment was agreed as were the roles of key individuals who will be 
at the panel to ensure the right people are identified to implement the programme. The role of the 
Local Area Contact (LAC) The IOW LAC is Pat Hobson, and that this will be to support the Panel and 
provide updates from the Steering Group on the progress of the LeDeR programme. 
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How LeDeR works within the context of other Mortality Reviews, such as the Safeguarding Adults 
Reviews, Domestic Homicide Reviews, Trust Mortality and Morbidity Reviews and CDOP for children and 
young people was discussed and it was clarified that LeDeR will only focus on adults, however, any 
CDOP reviews on children and young people will be explored at the Panel, by inviting the CDOP Lead to 
discuss and update on any reviews around this and also to share any learning arising from the CDOP 
reviews for children and young people with LD who have died. There is work still to do in respect of the 
role of the reviewers and the training required. There is also a need for more reviewers and as the 
programme moves forward there will no doubt be a greater expectation on the trust to support in the 
programme.  Work continues on the action plan for this programme and the trust remains committed in 
its participation 
 
 
 
 
 
 
 
Mr Steve Parker 
Interim Medical Director 
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Executive Summary 

Headlines from this report are: 
• Total fte staffing level is under budgeted establishment by 9 FTE, although costs are higher than budget

due to use of agency.  
• Workforce profile and recruitment planning is underway to address workforce deficits
• Good progress in recruitment activity to reduce vacancies and corresponding use of Bank & Agency

staffing
• Workforce Summit held 18 April 2018 to focus on Recruitment & Retention challenges for the Trust
• Agency 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.
• Sickness absence 4.48% in month (4.51% rolling 12 month period). Top reasons for absence: Anxiety,

Stress & Depression was the highest % reason for sickness absence Trustwide in March and has
significantly increased in month by 53.49%. Cold, Cough, Flu – Influenza, has significantly decreased
again in March, equating to 13.97% of the total sickness absence incurred in month. The Trust
appraisal compliance is 61.85%, a decrease in month of 3%.

• Staff Turnover has decreased to 9.49% (rolling 12 months)
• Mandatory Training compliance has remained at 80% against a target of 85%.
• Data Security Awareness (Information Governance) compliance has increased by 12% to 86%
• There has been a further increase in Bank Staff activity this month and an overall increase in Bank

Compliance by a further 2%. 70% is the highest compliance that the Bank has achieved to date.

Key Recommendation 

• The Board is asked to receive the report.

Enc M 
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WORKFORCE PERFORMANCE REPORT 

1. Workforce Information 

Month 12 Summary 

  Actual Funded 
Establishment Vacancies 

Staff In Post (FTE) 2723 2996 273 

Temporary staff (FTE) 264     

Total 2987   9 

The Trust employs 3129 substantive full and part time staff, some 400 bank workers 
with additional support provided by 300 volunteers. Small reduction on previous 
month FTE reflecting cessation of a number of fixed term contracts. 

Tables 1 & 2 show that whilst staffing levels are under budgeted establishment, costs 
are in excess due to the high cost of agency and in particular medical staffing.  Action 
is underway to recruit more substantive staff and offer long term agency doctors 
employment with the Trust. We have successfully recruited 22 Health Care 
Assistants and some are ready to start work with us. We are liaising with Nursing 
colleagues to confirm location of work & arrangements for their induction. 

2. Recruitment and Retention 
 
• We have had some success in recruiting to a number of previously hard to fill 

medical posts, these include:  
o 2 x Specialty Dr’s in Anaesthetics – bringing them to full complement 
o 1 x Specialty Dr in Emergency Department 
o 2 x Specialty Dr in Obstetrics & Gynaecology 
o 1 x Consultant in Palliative Care 
o 1 x Consultant Rheumatology 

• We have Advisory Appointment Committees arranged for Radiology, 
Paediatrics, CAMHS, Microbiology & MAAU and are optimistic that we will 
appoint to all. 

• We attended the Health sector Jobs Fair in London on 14th April, and had a 
considerable amount of interest from student nurses looking at the IOW as a 
career option. Interest was particularly strong from those looking to work within 
Mental Health. We are actively following up this interest and will invite these 
student nurses to visit the Island and encourage them to apply for jobs in our 
services. 

• Having issued an invitation to tender document, we are interviewing 
international nurse specialist companies on the 10th May with a view to running 
an international campaign later in 2018.  
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• From 1 April interview dates are shown when advertising key appointments 
notably senior clinical vacancies.  This will reduce delays between closing 
dates and interviews.  We will also ensure that offers of employment and pre-
employments checks are processed promptly after interview. 

• Our planning to reintroduce weekly pay for Bank Staff is complete and a 
weekly payroll is now in place.  

We had a highly successful Workforce Summit on the 18th April attended by over 70 
staff and representation from NHSi & HEE. The event focussed on Recruitment & 
Retention challenges and options for the Trust. The outcomes will be incorporated 
into the final Recruitment & Retention Strategy due for publication in June.  

Table 1 shows the changes in funded establishment, substantive staffing and 
temporary staffing over the past 18 months. Table 2 shows monthly budget vs pay 
costs for the past 18 months. 

Table 1
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Table 2 

 

 
 

3. Agency Information 

Continued Agency usage in month was predominantly to cover medical posts and 
continued cover for nursing vacancies.  Medical and nursing usage in month remains 
high in MH/LD. Outcomes of revised Workforce Controls and establishment reviews 
are yet to be reflected.  

Agency Use: Breakdown of agency staff groups actual spend: 

Table3 

  

Highest users of Medical Agency staff: General Medicine and Psychiatry Adult.  
Highest users of non-Medical Agency staff continue to be Mental Health & Acute 
Nursing.   There has been a slight reduction in agency nursing spend due to a 
reduction in booked float capacity. 



4 
 

 

 

 

Agency Use: Breakdown of agency staff groups FTE and cost: 

 
Staff Group 

Monthly 
Hours 

Monthly Cost 
£000 Weekly FTE 

Consultant 1609 £182k 10.05 
Specialty Doctor 325 £28k 2.03 
Specialist Registrar 466 £26k 2.91 
Core Trainee/ST1&2 (formally 
SHO) 

 
627 

 
£38k 3.92 

Nursing *12,518 £539k 83.45 
TOTAL 15545 £813k 102.36 

*There is an increase in hours but a reduction in the use of agency for premium 
shifts (10,693 last month), resulting in £34k less spend in the month. 

 
 

4. Compliance with NHSi Agency Ceiling  

The Trust has exceeded the NHSi Agency ceiling.  Table 4 shows actual spend 
resulting in the Trust overspending by £5,893k by the end of 17/18.  

 

*agency data provided by Finance 

We recognise the importance and urgency of managing downwards our use and 
costs of agency staffing. We have introduced a range of measures but the focus 
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must be to strengthen substantive and in-house Bank staffing. Our priority remains 
maintaining safe staffing levels. 

 

5. Sickness 
 

Trust sickness absence rate: 4.48% in month (stable level from February sickness of 
4.47%). Top reasons for absence: Anxiety, Stress & Depression was the highest % 
reason for sickness absence Trustwide in March and has significantly increased in 
month by 53.49%. Cold, Cough, Flu – Influenza, has significantly decreased again in 
March, equating to 13.97% of the total sickness absence incurred in month.  
 
Acute and Ambulance continue to exceed individual absence KPI’s in month albeit 
with there is a reduction from the previous month. MHLD are consecutively under 
their individual absence KPI for a consecutive month.  
 

Table 5 
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Table 6 

 

 
 

6. Staff turnover 

Staff turnover has decreased in month 12, rolling 12 month % is 9.49%, decrease 
from 10.57% in February. 

7. Statutory Mandatory Training Compliance  

Current Trust position (03/04/18) is 80% against target of 85%. This has remained 
the same as last month.  

We have seen an overall increase of 3% in activity since last month. 

IG has increased by 12%, reaching a total of 86% compliance at the end of the 
financial year. However, this was 9% less than the annual 95% target. 

Mental Capacity Act has increased by a further 2% this month. ‘Prevent’ L1 and 2 
training is up a further 2% giving a 59% increase since August. 

DNA percentage for all training has decreased by a further 2% on last month; 
however is still 4% above the 10% tolerance.  
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Action:  

There has been a further increase in Bank Staff activity this month and an overall 
increase in Bank Compliance by a further 2%. 70% is the highest compliance that the 
Bank has achieved to date. 

Bank Staff below 85% compliance will be removed from the Bank until compliance 
has improved.  

Prevent Level 3 training is available as an e-Learning package via ESR e-Learning 
and will be added to mandatory training profiles during April. 
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8. Learning and Development 

During 2017-18 Health Education England provided funding to support the following 
learning for staff at the Isle of Wight NHS Trust: 

Salary Support for: 

• 12 new starters for 2017-18 on the following courses: Adult Nursing (Pre 
Reg), BSc Paramedics, Children’s Nursing, District Nursing, Mental Health 
Nursing (Pre reg), Pre-reg Pharmacy MSc and Pharmacy Technician (NVQ 3) 

• 8 staff continuing their training on the following courses:  Adult Nursing BSc, 
BSc Paramedics, Mental Health Nursing BSc, Pharmacy Technician (NVQ 3) 
and Sonography. 

16 staff on the following courses that completed their training in 2017-18: Adult 
Nursing PgDip, District Nursing, Health Visiting, IAPT HI, IAPT PWP, Mental Health 
Nursing BSc, Pharmacy Technician (NVQ 3), Pre-reg Pharmacy MSc, and School 
Nursing. 

Funding support was also provided towards: 

• Foundation Degree modules for 7 members of staff, Pharmacy Technician 
NVQ3 course fees for one member of staff and course fees for Sonography 
course. 

• Course fees for Bands 1-4 (25 staff completing various courses, 2 courses 
were put on for staff in the Education Centre max 15 per course) 

• Course fees for bands 5-9 through the Non-Preferred Provider flexible spend 
(65 staff completing various courses/conferences, 2 courses were put on for 
staff to book on to in the Education Centre max 25 per course) 

• Fund courses for bands 5-9 through ‘preferred provider’ funding (72 staff 
members started University modules) 

• Non-Medical Prescribing  

All external funding was spent/allocated throughout 2017-18.  

We are awaiting HEE budget confirmation for 2018-19. The Training Needs Analysis 
was completed in 2017-18 to identify training needs across the organisation for 2018-
19. We will provide an update as soon as funding allocation has been confirmed. 

9. Apprenticeships 

From 1 April 17 to 31 March 18 we had a total of 74 staff in learning on 
apprenticeship programmes. The Trust target for this period was 70. 

From the 74 staff, 23 have accessed course fees through our Levy, 26 have now 
completed and achieved their Apprenticeship framework.  

Registered Nurse-Degree Apprenticeships (RNDA).  We received a combined total of 
114 Applications, 67 for (Adult Nursing) and 47 for (Mental Health Nursing). 21 (Adult 



9 
 

Nursing) and 11 (Mental Health) applications have been shortlisted to complete Open 
University application with a closing date of 20th April 2018. Further shortlisting will 
take place in May 18 with interviews early June 18, with our 1st cohort starting in 
September 2018.      

Nursing Associate Test Site partnerships Application form submission deadline 
19/06/2018, advised of outcome two weeks post the panel meeting date of 
26/06/2018. 

The Apprenticeship Project Charter is now complete and has been signed off by all 
parties. Our weekly update meeting for this takes place every Wednesday at 
11:30am in the Education Centre-all welcome.                

10. Leadership and OD  

Anti-bullying advisors are working to ensure all of our staff feel safe and supported 
within their workplaces. This initiative aims to signpost concerned staff to enable 
them to seek the right assistance and improve their confidence when faced with 
perceived bullying behaviour.  

The advisors meet monthly and receive regular supervision and support for 
themselves in order to undertake this challenging voluntary role.  

Coaching support is currently being well utilised and we are supporting many staff 
throughout the whole organisation 

We continue to offer and deliver bespoke team development – we have commenced 
3 new teams for April with another 6 planned.  

Each Leadership Development Facilitator who is a qualified coach is currently 
coaching 2-3 individuals per week. Capacity and demand are to be assessed and 
evaluated. There are 7 staff in the Organisation who have been identified as potential 
coaches and are awaiting training to become accredited, this will increase our 
capacity. 

Cohort 7 of the High Performing Leaders and Managers programme is being revised 
and expanded to 5 days. This is commencing on the 16th April there are 13 NHS 
people booked and 3 attendee’s from the Council. Further building blocks are being 
devised to support these new leaders and managers.  

11. Staff Surveys: 

The Director of HR & OD provided an update to Board at the April meeting.  

Next steps are that the feedback will be addressed as a part of the whole 
Organisation “Getting to Good “ project and our Culture and Leadership programme 
will assist the diagnosis and plan to address concerns raised by staff. 

All CBU leads have been made aware of the content of their section of the report and 
will be supported to provide plans for future support with their staff. 
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12. ‘Getting to Good’ Culture and Leadership Programme (NHSi toolkit): 

Phase 1 – discovery phase - of the project is underway and we are working through 
our plan for focus groups and interviews to gain further insight into the Culture and 
Leadership challenges faced by our Organisation. Initial groups have been very 
pleased to be taking part and have volunteered valuable insights into the Culture of 
our Organisation. 

Action: 

Board interviews to be planned and delegated to the change team when they meet 
on the 2nd May 2018 

13. Library & Knowledge Services 

E-learning 

March was dominated by the assistance Trust staff needed to take the ESR e-
learning module on Data Security Awareness.   

Four new requested clinical e-learning modules have been completed in the month 
and the Duty of Candour e-learning module is almost finalised, written in new 
‘Storyline’ software (available free via Health Education England), which allows more 
interactive and attractive presentation. 

 

14. Appraisals  

The rolling 12 month appraisal compliance at month 12 is 62.30%, a marginal 
increase on last month’s figure. This rate is significantly lower than the end of 16/17’s 
rate of 85.13%. Weekly appraisal compliance reporting by cost centre has been 
introduced to ensure Business Units are aware of their appraisal compliance rates. 
Performance is reviewed monthly at CBU Performance Review meetings. This will 
also be picked up as part of the discussions with the CBU’s on their staff opinion 
survey results.  

Appraisal documentation review is currently being reviewed and should be finalised 
by the w/c 23rd April 2018. A supportive guide has also been written to assist the 
appraiser and the appraisee to achieve a meaningful appraisal that is not just a “tick 
box” exercise. There will be an appraisal campaign to raise awareness will follow 
launch of new paper work.  

 

Table 9 
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15. Equality & Diversity  

Our Gender Pay Gap Report has been prepared.  It shows that our female workforce 
are paid 19% less than males.  This is very high level information, so during FY19 we 
will be undertaking a detailed analysis by professional group.   

A programme of “Getting to Good for Diversity and Inclusion” has commenced with 
our Equality & Diversity Strategy and the publication of our Public Sector Equality 
Duty (PSED) Equalities Information.  The Strategy, to be ratified by the Trust Board 
in May, also outlines our framework and toolkit for embedding diversity and inclusion.   

Action: 

Following the approval of the Equality & Diversity strategy we will be attending 
business meetings to launch the new toolkit.   

 

 

 



Agenda Item No 17 Meeting
Trust Board in 
Public

Title

Sponsoring Executive Director

Author(s)
Committees previously considered by including 
date
Purpose

X

* The 3 national targets continued to under-perform in March, however, the Service improved in month performance by 13.6% for  Red 
1. Red 2 performance reduced by 7% and Cat A 19 minutes performance reduced by 3% largely due to the focus on Red1 performance.

* In A&E the Trust continued to under-perform against the national target of 95% in March at 79.36% this, is a significant reduction upon
February's performance at 87.24%. The reduction in performance in March continued to be challenging in terms of high acuity of patients, 
patient flow and the use of ED to support bed stock overnight. Bed occupancy has remained near to 100% throughout the period. 

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

The Board is recommended to receive the report

* 2 patients have waited over 12 hours in A&E from decision to admit to admission in March.

* Trustwide sickness it has increased very slightly from 4.47% to 4.48% in March.

* The Trust appraisal position has not changed from 62% in February and 62% in March.

* Staff Turnover has increased to 1.03% in March.

* Mandatory training has stayed the same at 80% over whole of the Trust.

* Total theatre utilisation has dropped from 78.5% in February to 70.6% in March. Under performance continues against the 83% local
target due to planned light lists as part of the ongoing winter plan, an increased amount of cancellations on the day and the day before 
due to winter pressures, as well as delays to the start of some theatre lists due to lack of bed capacity and some delays in patients being 
clerked on time ready for theatre.    

* NEW Page - Proxy reporting of new Ambulance Response Programme national targets commenced for December to March data;
March's position is shown here. 

Link to Trust Goals
Excellent Patient Care X

Work with others to keep improving our services X

A positive experience for patients, service users and staff X

Skilled and capable staff X

Cost effective, sustainable services X

Executive Summary 

To inform the Board of the progress

Receive

Assurance

Approve

Performance Committee 

Meeting Date 03 May 2018

Operational Report 

Shaun Stacey, Chief Operating Officer

Iain Hendey, Deputy Director of Information

Enc N 
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Single Oversight Framework

Ref Indicator Timeframe (If different to 
current data)

Threshold Jan-18 Feb-18 Mar-18
YTD/Annual 

Figure

1 3% 5.98% 4.47% 4.48% 4.48%

2 5% 0.54% 0.73% 1.03% 0.63%

3 - 0.00% 0.00% 0.00% 1.71%

4 2016 - - 44%

5 Q2 2017/18 - 658.14

6 - 20 25 29 280

7 Q4 2017/18 - 57.00%

8 0 0 0 0 0

9 - 1 1 1 -

10 0 22 6 18 146

11 - 18.14% 15.1% 17.4% 23.83%

12 90% 85.19% 78.38% 80.72% 87.01%

13   <15%                >15% 17% 10% 16% 15%

14 90% 83.33% 91.67% 0.00% 98.63%

15 95% 98.25% 98.38% 98.22% 98.96%

16 - 1 0 0 -

17 7 2 0 0 18

18 0 0 0 0 0

19 Jan-17 - - 89.6 (low)

20 Jan-17 - - 99.6 (as exp)

21 Published January 2018 1 - 1.097

22 - 7.5% 6.0% 6.2% 6.2%

23 Published 15th November 2017 - - 26.0%

24 90% 95.35% 94.16% 95.64% 93.37%

25 90% 95.92% 95.92% 95.56% 94.50%

26 - 0 0 0 0

27 95% 95.45% 91.67% 100.00% 93.53%

28 - 35% 34% 34% -

29 - 9% 9% 9% -

30 90% 0% 0% 100% 66.67%

31 - 60% 80% 71% -

32 - 1 2 1 15

33 Submitted in April 2018, figures 
from December 2017 - 1 3 0 -

*0 responses in April, 1 response in May, 0 responses in June, 1 response in July

**Pending further validation, snapshot as at end of month

A
m

bu
la

nc
e 

P
ro

vi
de

rs

Ambulance see and treat from Friends and Family Test - % positive

Return of Spontaneous Circulation (ROSC) in Utstein group

Stroke 60 minutes (Thrombolysis delivery within 60 minutes)

ST Segmented elevation myocardial infarction (STeMI) 150 minutes (As at month of submission)

Summary Hospital Mortality Indicator 

Emergency Re-Admissions within 30 days following an elective or emergency spell at the provider

M
en

ta
l H

ea
lth

 P
ro

vi
de

rs Mental Health scores from Friends and Family Test - % positive (Recommended)

Admissions to adult facilities of patients who are under 16 years old

Care Programme Approach (CPA) follow up - proportion of discharges from hospital followed up within 7 days - MHMDS

% Clients in settled accommodation**

% Clients in employment**

Community Providers
CQC Inpatient/Mental Health and Community Survey - Response Rate 

Community scores from Friends and Family Test - % positive

Maternity scores from Friends and Family Test - % Positive 

VTE Risk Assessment

Clostridium Difficile - Variance from plan

Clostridium Difficile - Infection rate

MRSA Bacteraemias

A
cu

te
 P

ro
vi

de
rs

Mixed Sex Accomodation breaches

Inpatient Scores from Friends and Family Test - % Positive (Response rate)

A&E Scores from Friends and Family Test - % Positive (% Recommended)

Emergency C-Section rate

Hospital Standardised Mortality Ratio (DFI)

Hospital Standardised Mortality Ratio - Weekend (DFI)

March

Current Data

O
rg

an
is

at
io

na
l H

ea
lth

 In
di

ca
to

rs Staff Sickness

Staff Turnover

Executive Team Turnover (Staff within Trust Board)

NHS Staff Survey - Response Rate 

Proportion of temporary staff -

Written complaints - Rate

Staff Friends and Family Test % recommended - Care -

Occurance of any Never Event

NHS England/NHS Improvement Patient Safety Alerts Outstanding 
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March 18

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 TW
3 (80% 

reduction on 
15/16)

0 Mar-18 2 � Emergency Care 4 hour Standards AUC 95% 79% Mar-18 85% � RTT % of incomplete pathways within 18 weeks - IoW CCG TW 89.6% 85% Mar-18 �

Patients that develop an ungraded pressure ulcer TW 2 Mar-18 21 �
Number of patients who have waited over 12 hours in A&E from decision to 
admit to admission

AUC 0 2 Mar-18 11 � RTT % of incomplete pathways within 18 weeks - NHS England TW 92% 75% Mar-18 �

VTE (Assessment for risk of) TW >95% 98.2% Mar-18 99.0% � Ambulance Category A Calls % < 8 minutes AUC 75% 57% Mar-18 65.8% � Zero tolerance RTT waits over 52 weeks (Incomplete Return) TW 0 0 Mar-18 0 6 ��

MRSA (confirmed MRSA bacteraemia) TW 0 0 Mar-18 0 �� Ambulance Category A Calls % < 19 minutes AUC 95% 86% Mar-18 90% � No. Patients waiting > 6 weeks for diagnostics TW <8 29 Mar-18 <100 264 �

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

TW 7 0 Mar-18 18 �� Number of Ambulance Handover Delays over 1 hours AUC N/A 4 Mar-18 133 � % Patients waiting > 6 weeks for diagnostics TW <1% 1.7% Mar-18 <1% 1.7% �

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

TW 6 1 Mar-18 11 �� % of CPA patients receiving FU contact within 7 days of discharge MH 95% 100.0% Mar-18 93.5% � Theatre utilisation SWC / CCD 83% 71% Mar-18 83% 78% �

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

TW 2 Mar-18 7 � % of CPA patients having formal review within last 12 months MH 95% 98.8% Sep-17 98.2% � Total pay costs (inc flexible working) (£000) TW £10,226 £11,035 Mar-18 £125,177 £131,870

Falls - resulting in significant injury TW 5 0 Mar-18 3 ��
% of MH admissions that had access to Crisis Resolution / Home 
Treatment Teams (HTTs)

MH 95% 93.3% Mar-18 96.0% � Staff in Post (£000) TW £10,115 £9,575 Mar-18 £124,177 £115,161

Symptomatic Breast Referrals Seen <2 weeks* CCD 93% 93.7% Mar-18 97.0% � All Cancelled Operations on/after day of admission 
SWC / 
CCD

12 Mar-18 211 � Variable Hours (£000) TW £111 £1,460 Mar-18 £1,000 £16,709

Cancer patients seen <14 days after urgent GP referral* CCD 93% 94.8% Mar-18 97.4% �

Cancelled operations on/after day of admission 
(not rebooked within 28 days) - including those not rebooked at the time of 
reporting

SWC / 
CCD

0 3 Mar-18 13 � Staff absences - Acute Acute 3.5% 3.53% Mar-18

Cancer Patients receiving subsequent Chemo/Drug <31 days* CCD 98% 100.0% Mar-18 99.7% � Patient Satisfaction (Friends & Family test - Total response rate) TW 23% Mar-18 26% � Staff absences - Ambulance Ambulance 5.5% 6.83% Mar-18

Cancer Patients receiving subsequent surgery <31 days* CCD 94% 100.0% Mar-18 99.3% �� Patient Satisfaction (Friends & Family test -  A&E response rate) TW 3% Mar-18 3% � Staff absences - MHLD MHLD 4.5% 3.90% Mar-18

Cancer diagnosis to treatment <31 days* CCD 96% 98.1% Mar-18 99.0% � Mixed Sex Accommodation Breaches TW 0 18 Mar-18 146 � Staff Turnover TW 5% 1.03% Mar-18 5% 0.63%

Cancer Patients treated after screening referral <62 days* CCD 90% 100.0% Mar-18 97.2% �� Formal Complaints TW 29 Mar-18 280 � Mandatory Training* TW 85% 80.0% Mar-18 80.0%

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

operational 
standard

67% Mar-18 50% �� Compliments received TW N/A 124 Mar-18 2,294 � Appraisal Monitoring TW 100% 62.0% Mar-18 62.0%

Cancer urgent referral to treatment <62 days* CCD 85% 86.2% Mar-18 81.0% � Achievement of adjusted financial performance TW (£0,664) Mar-18 (£18.8m) (23.136)

Summary Hospital-level Mortality Indicator (SHMI)
July-16 - June-17

TW 1 1.097
Published 
Jan 2018 N/A � Variance against adjusted financial performance TW (£0.57) Mar-18 £0 (£4.30)

Never events TW 0 0 Mar-18 0 �� Liquidity ratio days metric TW Mar-18 4.0 3.0

Stroke patients (90% of stay on Stroke Unit) M 80% 81% Mar-18 87% � Capital Servicing Capacity (times) TW Mar-18 4.0 4.0

High risk TIA fully investigated & treated within 24 hours (National 60%) M 60% 100% Mar-18 100% �� Agency spend variance against plan (£000's) TW £0 (£510) Mar-18 £0 (£5901)

*Cancer figures for December are provisional. Capital Expenditure as a % of YTD plan TW 3089% Mar-18 =>75% 90%

Working with others to keep                          
improving our services

Area
Annual 
Target

YTD Month Trend Skilled and capable staff Area
In month 

plan
Year to 

date plan
YTD I&E Margin Rating TW Mar-18 4.0 4.0

I&E Margin Variance from Plan TW Mar-18 1.0 4.0

Delayed Transfer of Care (lost bed days) - (MH) TW N/A 0 Mar-18 51 � Total Workforce (inc flexible working) (FTE's) TW 2,964.10 2,987.0 Mar-18 N/A N/A Single Oversight Framework - Use of Resources TW Mar-18 2.8 3.8

Delayed Transfer of Care (lost bed days) - (Acute) TW N/A 106 Mar-18 827 � Total workforce SIP (FTEs) TW 2,750.80 2,723.0 Mar-18 N/A N/A Debtors over 90 days as a % of total debtor balance TW Mar-18 =<5% 13.0%

Delayed Transfer of Care (lost bed days) - (Community) TW N/A 106 Mar-18 1565 � Variable Hours (FTE) TW 213.3 264.0 Mar-18 2346.3 2708.0 Creditors over 90 days as a % of total creditor balance TW Mar-18 =<5% 6.0%

Notes Agency Spend above Ceiling TW Mar-18 1.0 4.0

Delivering or exceeding Target � Key to Area Code Total CIP savings achieved TW 100% 86% Mar-18 100% 63%

Underachieving Target �� TW = Trust Wide Recurring CIP savings achieved TW 100% 83% Mar-18 100% 62%

Failing Target � SWC = Surgery, Women's and Children's Health Contract Penalties TW £0 Mar-18 £0.0 £48,674

M = Medicine Employee Relations Cases TW 0 19 Mar-18 147

CCD = Clinical Suppprt, Cancer and Diagnostics * Rolling year

AUC = Ambulance, Urgent Care and Community

MH = Mental Health and Learning Disabilities

Sparkline graphs wil be included in M1 

Report to present the trends over time for 

Key Performance Indicators

Actual 
Performance

Actual Performance

Improvement on previous 
month

No change to previous 
month

Deterioration on previous 
month

Actual 
Performance

Actual Performance Actual Performance
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Performance Summary - Surgery, Women's and Children's Health

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Mar-18 0 0 0 0 Mixed Sex Accommodation Breaches Mar-18 0 0 0 0

C.Diff (confirmed Clostridium Difficile infection) Mar-18 0 5 No. of Complaints Mar-18 6 71

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Mar-18 1 1 3 3 No. of Concerns Mar-18 19 171

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Mar-18 1 3 No. of Compliments Mar-18 75 1020

Falls - resulting in significant injury Mar-18 0 0

Cancelled operations on/after day of admission 

(not rebooked within 28 days) - including those not rebooked at 

the time of reporting

Mar-18 0 3 0 13

Emergency 30 day Readmissions Mar-18 3.6% 4.0% All Cancelled Operations on/after day of admission Mar-18 12 211

Never Events Mar-18 0 0 0 0 No. of Reported SIRIs * Mar-18 3 29

Pressure Ulcers - Grade 1 Mar-18 1 18 Physical Assaults against staff Mar-18 4 28

Pressure Ulcers - Grade 2 Mar-18 2 29 Verbal abuse/threats against staff Mar-18 1 19

Pressure Ulcers - Grade 3 Mar-18 0 1

Pressure Ulcers - Grade 4 Mar-18 0 1

Pressure Ulcers - Ungradable Mar-18 1 5

Target Actual Target Actual Target Actual Target Actual

Appraisals Mar-18 74.16%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Feb-18 3,293,083£       3,200,895£       37,572,201£      37,469,618£      
RTT % of incomplete pathways within 18 weeks (IoW CCG + NHS 

England)
Mar-18 92% 82.7%

Zero tolerance RTT waits over 52 weeks (Incomplete Return) Mar-18 0 0 0 6

% Sickness Absenteeism Mar-18 3.5% 3.11% 3.69%

*12 hour breaches are now included in Siri figures 

**The Acute Service Level Agreement performance reports a month behind, therefore figures are from February 2018.

YTD

Income**
Latest 

data

In Month YTD Cost effective, sustainable             
services

Latest 

data

In Month

Skilled and capable staff Latest 

data

In Month

YTD

Working with others to keep                       
improving our services

Latest 

data

In Month YTD

March 18

Balanced Scorecard - Surgery, Women's and Children's Health

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,           
service users and staff

Latest 

data

In Month YTD

Key Headlines:

• RTT performance was artificially improved by the DNAs on the 2nd of March when snow prevented patients attending their outpatient appointments (the open pathways in the denominator increased), this will result in an offsetting deterioration over the next few months as the 

activity cannot be reprovided. The level of cancelled operations on the day reflects the shortfall in allocated beds available to the CBU for planned urgent work although performance on 28 day rebooks has improved. 
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Performance Summary - Medicine

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Mar-18 0 0 0 0 Mixed Sex Accommodation Breaches Mar-18 0 6 0 12

C.Diff (confirmed Clostridium Difficile infection) Mar-18 0 13 No. of Complaints Mar-18 5 42

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Mar-18 1 0 3 3 No. of Concerns Mar-18 16 106

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Mar-18 1 2 No. of Compliments Mar-18 0 223

Falls - resulting in significant injury Mar-18 0 1 No. of Reported SIRIs * Mar-18 6 30

Emergency 30 day Readmissions Mar-18 10.3% 9.4% Physical Assaults against staff Mar-18 5 22

Stroke patients (90% of stay on Stroke Unit) Mar-18 80% 81.0% 80% 86.6% Verbal abuse/threats against staff Mar-18 1 24

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

60%)
Mar-18 60% 100.0% 60% 100.0%

Never Events Mar-18 0 0 0 0

Pressure Ulcers - Grade 1 Mar-18 3 14

Pressure Ulcers - Grade 2 Mar-18 4 41

Pressure Ulcers - Grade 3 Mar-18 0 3

Pressure Ulcers - Grade 4 Mar-18 0 0

Pressure Ulcers - Ungradable Mar-18 0 9

Target Actual Target Actual Target Actual Target Actual

Appraisals Mar-18 41.04%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Feb-18 2,258,570£      2,224,276£       25,753,405£       25,904,606£       
RTT % of incomplete pathways within 18 weeks (IoW CCG + NHS 

England)
Mar-18 92% 98.0%

Zero tolerance RTT waits over 52 weeks (Incomplete Return) Mar-18 0 0 0 0

% Sickness Absenteeism Mar-18 3.5% 3.56% 4.19%

*12 hour breaches are now included in Siri figures 

**The Acute Service Level Agreement performance reports a month behind, therefore figures are from February 2018.

Income**
Latest 

data

In Month YTD

Skilled and capable staff Latest 

data

In Month

YTD

YTD

Cost effective, sustainable             
services

Latest 

data

In Month

Working with others to keep                       
improving our services

Latest 

data

In Month YTD

March 18

Balanced Scorecard - Medicine

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,           
service users and staff

Latest 

data

In Month YTD

• Sickness absenteeism has reduced to 3.56% from 3.87, sickness absense largely relates to the Inpatient  Medical Wards and is being managed against the Attendance Management Policy.

• The 6 SIRIs in March 5 on Compton  - prescribing issues, Safeguarding vulnerable adult, no review for over 24 hours, failure of discharge process, incorrect dose of insulin given - 1 on medical input during the resuscitation 
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Isle of Wight NHS Trust Board Performance Report 2017/18

Performance Summary - Clinical Support, Cancer and Diagnostics

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Mar-18 0 0 0 0 Mixed Sex Accommodation Breaches Mar-18 0 12 0 133

C.Diff (confirmed Clostridium Difficile infection) Mar-18 0 0 No. of Complaints Mar-18 5 30

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Mar-18 1 0 3 1 No. of Concerns Mar-18 37 193

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Mar-18 0 1 No. of Compliments Mar-18 49 665

Falls - resulting in significant injury Mar-18 0 1

Cancelled operations on/after day of admission 

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

reporting *

Mar-18 0 3 0 13

Emergency 30 day Readmissions Mar-18 0.0% 0.0% All Cancelled Operations on/after day of admission Mar-18 12 211

Symptomatic Breast Referrals Seen <2 weeks* Mar-18 93% 93.7% 93% 97.0% Theatre utilisation Mar-18 83% 70.6% 83% 77.5%

Cancer patients seen <14 days after urgent GP referral* Mar-18 93% 94.8% 93% 97.4% No. of Reported SIRIs *** Mar-18 1 11

Cancer Patients receiving subsequent Chemo/Drug <31 days* Mar-18 98% 100.0% 98% 99.7% Physical Assaults against staff Mar-18 0 9

Cancer Patients receiving subsequent surgery <31 days* Mar-18 94% 100.0% 94% 99.3% Verbal abuse/threats against staff Mar-18 3 33

Cancer diagnosis to treatment <31 days* Mar-18 96% 98.1% 96% 99.0%

Cancer Patients treated after screening referral <62 days* Mar-18 90% 100.0% 90% 97.2%

Cancer urgent referral to treatment <62 days* Mar-18 85% 86.2% 85% 81.0%

Never Events Mar-18 0 0 0 0

Pressure Ulcers - Grade 1 Mar-18 4 24

Pressure Ulcers - Grade 2 Mar-18 5 44

Pressure Ulcers - Grade 3 Mar-18 0 1

Pressure Ulcers - Grade 4 Mar-18 0 0

Pressure Ulcers - Ungradable Mar-18 1 4

Target Actual Target Actual Target Actual Target Actual

Appraisals Mar-18 75.3%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Feb-18 1,179,044£      1,181,875£      13,431,601£      13,724,103£     RTT % of incomplete pathways within 18 weeks (IoW CCG + NHS England) Mar-18 92% 77.8%

Zero tolerance RTT waits over 52 weeks (Incomplete Return) Mar-18 0 0 0 0

No. Patients waiting > 6 weeks for diagnostics Mar-18 <8 29 <100 264

% Patients waiting > 6 weeks for diagnostics Mar-18 <1% 1.7% <1% 1.7%

% Sickness Absenteeism Mar-18 3.5% 4.01% 4.54%

*These are subject to further validation and may change.                          ***12 hour breaches are now included in Siri figures **The Acute Service Level Agreement performance reports a month behind, therefore figures are from February 2018.

Income**
Latest 

data

In Month YTD

Skilled and capable staff Latest 

data

In Month

YTD

YTD

Cost effective, sustainable                       
services

Latest 

data

In Month

Working with others to keep                     improving our 
services

Latest 

data

In Month YTD

March 18

Balanced Scorecard - Clinical Support, Cancer and Diagnostics

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,                                                    
service users and staff

Latest 

data

In Month YTD

Key Headlines:
• Cancer Performance – As at 16 April 2018 the Trust was achieving all Cancer Waiting Times Standards for March.  Performance against the 62 Day standard was 86.7% including potential tertiary centre treatments/breaches.  45 treatments were identified with 5 local breaches (1 x Colorectal, 1 x Lung, 3 x Urology) and 2 x 0.5 potential shared 

tertiary centre breaches (0.5 H&N – PHT, 0.5 Urology – PHT).   This represents the worst case scenario as actual tertiary centre treatments/breaches are not confirmed until upload in early May.  Breach reports have been prepared and root cause analysis is undertaken for each of these by operational management to identify the lessons learned 
and implement actions to mitigate such further delays; these are shared with the Head of Performance.  Tertiary centre delays for diagnostics and treatment are escalated to PHT/UHS management via the Lead Cancer Nurse.  The tertiary referral system is continuously monitored and issues highlighted as above.  Weekly PTL and Patient Access 
meetings continue to focus on reducing the number of patients passed the 62 day target. Site specific huddles are now taking place twice weekly for all tumour sites.  Colorectal pathway review meetings have commenced.   Successful recruitment to vacant CNS posts has taken place to minimise impact on local performance. One temporary band 
4 MDT Co-ordinator is now in post for nine months to assist with patient pathway tracking and provide prospective cover for absence. NHSI Workload Tool has being used to identify necessary resource for the Cancer Pathways Team and will support a Business Case.  Support is being received from NHSI Intensive Support Team focussing on 
demand & capacity, performance management and pathway best practice.  Pathway Analysis Tool is being developed by PIDS to demonstrate pathway delays.  The PTL dashboard is being further developed to highlight non-compliance with milestones.  Improved performance against revised trajectory as per Deep Dive Cancer Report (Dec17) 
and continued reduction of patients waiting over 62days and 104days.  Deep Dive Report recommendations are being incorporated into revised Integrated Improvement Framework cancer workstream for delivery and management by the CBU and monitoring by the Trust.

• Theatre utilisation has improved from 72.0% in January  to 78.5% in February (this does not include all theatre activity). Under performance against the 83% target is due to a combination of factors including an increased amount of cancellations on the day and the day before due to winter pressuress, planned light lists as part of the winter plan, 
and late starts caused by late availability of in patient beds..  PIDS to develop a dashboard and provide information to include all theatre activity prior to the next Trust Board. Individual surgeon utilisation to be shared with the lead clinicians for the speciality and to include reasons for late starts.  Reduction in the number of late starts due to surgeon 
not arriving on time to start the list will improve utilisation against the local target.  Thrice weekly huddles to review theatre lists and escalate any under-utilised lists, alongside regular review of day surgery capacity to ensure maximisation of cases on lists. Escalation of under utilised lists to operational managers for addressing.

• The Trust continues to under-perform against the national diagnostic target requiring 99% of patients waiting to receive their diagnostic test within 6 weeks of being referred, due to Endoscopy Nurse and Consultant vacancies proving difficult to recruit to, however, shows improvement  up until end of February. Due to consultant annual leave, study 
leave, on-call etc there has been a  reduction of lists during the month of March leading  to breaches in all secialities - colonoscopy, gastroscopy, flexible sigmoidoscopy, cystoscopy. additional lists in place through agency to clear the outstanding backlog.  Delivery of the planned sub-contracting will enable a manageable waiting list size to be 
achieved, which, in turn will enable the diagnostics target for the endoscopy procedures to be achieved.   Delivery will be monitored by the Clinical Business Unit and Patient Access Group.  

• Mixed Sex Breaches - Options paper drafted to refurbish DSU and address mixed sex accommodation going forward. Work will not commence until 2018. Risk being mitigated in interim.
• Sickness Absence Monitoring Analysis - significant decrease in short term sickness again in March.  Management is addressing long term absences and supporting their return to work.
• 28 Day Re-book data is currently being validated.
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Isle of Wight NHS Trust Board Performance Report 2017/18

Performance Summary - Ambulance, Urgent Care and Community

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Mar-18 0 0 0 0 Mixed Sex Accommodation Breaches Mar-18 0 0 0 0

C.Diff (confirmed Clostridium Difficile infection - stretched target) Mar-18 0 0 No. of Complaints Mar-18 7 66

Clinical Incidents (Major) resulting in harm (all reported, actual & potential, 

includes falls & PU G4)
Mar-18 1 0 3 3 No. of Concerns Mar-18 18 159

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

investigation)
Mar-18 0 0 No. of Compliments Mar-18 0 137

Falls - resulting in significant injury Mar-18 0 1 Emergency Care 4 hour Standards Mar-18 95% 79.4% 95% 85.2%

Never Events Mar-18 0 0 0 0
Number of patients who have waited over 12 hours in A&E from decision to admit 

to admission
Mar-18 0 2 0 11

Pressure Ulcers - Grade 1 Mar-18 0 17 Category A 8 Minute Response Time (Red 1) Mar-18 75% 63.6% 75% 60.2%

Pressure Ulcers - Grade 2 Mar-18 3 32 Category A 8 Minute Response Time (Red 2) Mar-18 75% 56.2% 75% 67.0%

Pressure Ulcers - Grade 3 Mar-18 0 0 Category A 19 Minute Response Time Mar-18 95% 86.0% 95% 89.8%

Pressure Ulcers - Grade 4 Mar-18 0 1 Number of Ambulance Handover Delays over 1 hours Mar-18 4 133

Pressure Ulcers - Ungradable Mar-18 0 3 No. of Reported SIRIs * Mar-18 6 50

Physical Assaults against staff Mar-18 0 19

Verbal abuse/threats against staff Mar-18 2 52

Target Actual Target Actual Target Actual Target Actual

Appraisals Mar-18 57.7%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Feb-18 2,300,083£      2,271,236£      26,464,825£      26,723,424£      % Sickness Absenteeism Mar-18 5.5% 5.07% 4.81%

Ambulance re-contact rate following discharge from care by telephone Mar-18 3% 7.9% 3% 9.7%

Ambulance re-contact rate following discharge from care at scene Mar-18 2% 5.2% 2% 6.0%

Ambulance time to answer call (in seconds) - median Mar-18 1 1 N/A N/A

Ambulance time to answer call (in seconds) - 95th percentile Mar-18 5 1 N/A N/A

Ambulance time to answer call (in seconds) - 99th percentile Mar-18 14 28 N/A N/A

NHS 111 Call abandoned rate Mar-18 5% 2.9% 5% 3.9%

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

message 
Mar-18 95% 94.2% 95% 91.1%

NHS 111 Where disposition indicates need to pass call to Clinical Advisor this should 

be achieved by ‘Warm Transfer’ 
Mar-18 95% 92.5% 95% 93.9%

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

mins 
Mar-18 100% 37.4% 100% 36.0%

*12 hour breaches are now included in Siri figures      **The Acute Service Level Agreement performance reports a month behind, therefore figures are from February 2018.

Income**
Latest 

data

In Month YTD

Skilled and capable staff Latest 

data

In Month

YTD

YTD

Cost effective, sustainable services Latest 

data

In Month

Working with others to keep                                    
improving our services

Latest 

data

In Month YTD

March 18

Balanced Scorecard - Ambulance, Urgent Care and Community

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,                                                
service users and staff

Latest 

data

In Month YTD

Key Headlines:
Ambulance:

Indicative  data from proxy shadow monitoring for new ambulance performance response indicatoris demonstartes   in December that the ambulance service is meeting Category 2, 3 and 4 indicators , but not meeting C1 mean or C1T mean which is response within 7 minutes and response including tranporting vehicle within 7 minutes. . 

Data also shows indication that call answering times are above england average, but see and treat and see and convey are below national average

January and February proxy reporting data has been produced confirming the above. 

National ARP programme manager visit in March confirming proxy data can be submitted to central team from April 2018

Urgent Care:

Variation  to ED performance in month continues. 12 hr breaches have been vreviewd and validated by a multi-disciplincary group. There were no concerns about the standard of individual patient care.

The capital works in ED for the new ambulatory care area continue

Community:

Reduction in Community waiting lists through productivity measures 

Improvement in acute therapy response times  supporting patient flow throughout the hospital

Ongoing support from the Acute Frailty Network

AUCC CBU:

Continued work to address  timely reponse to complaints  and SIRI investigations although capacity of staff to undertake investigations currently is proving problematic
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Isle of Wight NHS Trust Board Performance Report 2017/18

Performance Summary - Mental Health and Learning Disabilities

Target Actual Target Actual Target Actual Target Actual

MRSA (confirmed MRSA bacteraemia) Mar-18 0 0 0 0 FFT - % Response Rate Mar-18 1.3% 1.6%

C.Diff (confirmed Clostridium Difficile infection) Mar-18 0 0 FFT - % Recommending Mar-18 90% 96% 90% 95%

Clinical Incidents (Major) resulting in harm

(all reported, actual & potential, includes falls & PU G4)
Mar-18 1 0 3 1 No. of Complaints Mar-18 4 29

Clinical Incidents (Catastrophic) resulting in harm

(actual only - as confirmed by investigation)
Mar-18 0 1 No. of Concerns Mar-18 7 50

Falls - resulting in significant injury Mar-18 0 0 No. of Compliments Mar-18 0 117

Never Events Mar-18 0 0 0 0 No. of Reported SIRIs * Mar-18 4 24

% of EIP pathways completed within two weeks Mar-18 50% 100.0% 50% 82.8% Physical Assaults against staff Mar-18 9 128

IAPT – Proportion of people who have completed treatment and 

moving to recovery
Mar-18 50% 52.7% 50% 56.5% Verbal abuse/threats against staff Mar-18 8 158

% of Users known to CMHS with a risk assessment completed 

within the last 12 months
Mar-18 100% 92.6% 92.6% % of CPA patients receiving FU contact within 7 days of discharge Mar-18 95% 100.0% 95% 93.5%

% of CPA patients having formal review within last 12 months Sep-17 95% 95% 98.2%

% of MH admissions that had access to Crisis Resolution / Home 

Treatment Teams (HTTs)
Mar-18 95% 93.3% 95% 96.03%

Target Actual Target Actual Target Actual Target Actual

Delayed Transfer of Care (lost bed days) - (MH) Mar-18 0 51 Appraisals Mar-18 59.2%

Plan Actual Plan Actual Target Actual Target Actual

Total SLA Value Feb-18 25,700.816£    12,128.633£    35,832.450£      57,629.670£     
RTT % of incomplete pathways within 18 weeks (IoW CCG + NHS 

England)
Mar-18 92% 89.3%

11 19685000 Zero tolerance RTT waits over 52 weeks (Incomplete Return) Mar-18 0 0 0 0

% Sickness Absenteeism Mar-18 4.5% 3.90% 5.44%

Caseload management supervision Mar-18 90%
Not 

Available
78%

Bed occupancy Mar-18 82.9% 84.5%

*12 hour breaches are now included in Siri figures                                **The Acute Service Level Agreement performance reports a month behind, therefore figures are from February 2018.

Income**
Latest 

data

In Month YTD

Skilled and capable staff
Latest 

data

In Month

YTD

YTD

Cost effective, sustainable             
services

Latest 

data

In Month

Working with others to keep                     
improving our services

Latest 

data

In Month YTD

March 18

Balanced Scorecard - Mental Health and Learning Disabilities

Excellent Patient Care
Latest 

data

In Month YTD A positive experience for patients,           
service users and staff

Latest 

data

In Month YTD

Key Headlines:
Sickness  levels  continued to improve in March resulting in the  achievement of the target in month.  

The 7-day follow-up target  was achieved in  March but unfortunately the CBU has been unable to consistenly achieve this  target in year resulting a year end position lower than the required target.  The CBU will discuss issues and improvement plans for this indicator at the next Leadership Meeting.  

The CBU is working with PIDS to develope new reports for reporting against the CPA formal review within 12 months indicator. Data validation is underway and the report is expected to  be available in May and will be backdated to October 17.  

RTT performance has dipped below target this month due to a number of long waits in the Single Point of Access for Adult MH Services.  The CBU is aware of capacity issues within the Single Point of Access  and work is  ongoing  to review Consultant Job Plans across the community service to create additional capacity for new patient assessments in the longer term.  A new Consultant 

Psychiatrist has  been appointed to the in-patient  Consultant post  but will be  supporting Single Point of Access  providing additional capacity in the short term whilst completing the qualifications necessary for the in-patient role.  .
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Emergency Care 4 hours Standard (ECS)

Commentary: Analysis:

Analysis:

March 18

Issue:
The Trust continued to under-perform against the national target of 95% in March at 
79.36% this, is a significant reduction upon February's performance at 87.24%. The 
reduction in performance in March continued to be challenging in terms of high acuity 
of patients, patient flow and the use of ED to support bed stock overnight. Bed 
occupancy has remained near to 100% throughout the period. 

Action:
Ongoing pressure has meant that the intended work to re-establish the surgical wards 
has not been realised, however, the Trust  will continue to work to deliver the following 
to aid flow and increase ECS compliance:
- Robust management of Super Stranded; 
- Clinical Director for Patient Flow to review clinical pathways;
- Reduce acute bed stock to <95% occupancy; and, 
- Review of Ambulatory Care function. 
In addition, a weekly strategic review of patient flow across the Trust will be 
implemented looking at the shared delivery of performance of the ECS target. 

Impact:
The impact of these improvement actions will be quantified as to their contribution 
towards a sustainable recovery against the current position as we exit the Winter 
period, whilst needing to accommodate the planned reduction of medical bed capacity 
as we approach the Summer period. 

Governance:
As with other urgent care service delivery, hourly and daily monitoring takes place, 
informing Clinical Business Unit leadership meetings and Executive Performance 
Reviews, with recovery actions where required. 

Emergency Care 4 hours Standard
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Isle of Wight NHS Trust Board Performance Report 2017/18

Ambulance Performance

Commentary: Analysis:

Analysis:

March 18

Issue:
The 3 national targets continued to under-perform in March, however, the Service improved in month performance by 13.6% for Red 1. Red 2 performance 
reduced by 7% and Cat A 19 minutes performance reduced by 3% largely due to the focus on Red1 performance. 

Action:
The Service will continue to work with the Trust's information team in order to comply with reporting the new Ambulance Response Programme (ARP) 
standards that come into effect from April; proxy data from December to March is now available. The national ARP programme manager and national lead for 
informatics visited the service in March to review work undertaken to date and confirmed with the Service plans to report proxy data weekly and monthly from 
April 2018. Ambulance performance data from April 2018 will be submitted and monitored in line with the new ARP standards and reporting against the previous 
Red 1 & 2 and 19mins standards will cease.

Impact: 
National reporting of the new ARP standards and its data will inform further changes required to the operating model in order to comply with all of the new 
standards.
                                                                                                                                                                                                                                   
Governance:
The performance of the Service is being monitored and managed throughout the Trust, however, the Ambulance Service is currently reviewing its governance 
structures in line with the new Trust Executive stuctures.
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New Ambulance Response Programme

Commentary: Analysis:

Analysis:

March 18

Position:
Proxy reporting of new Ambulance Response Programme national targets commenced for December to March data; March's position is shown here. 

Action:
Priority actions alongside the implementation of reporting against the new Ambulance targets are: 
- review of governance and leadership requirements;
- review of current transfer and discharge process;
- review of hub and operational processes to deliver ARP sustainably; and, 
- implementation of new CAD.

Impact:
Performance information, as it develops, will inform the trajectory for delivery against the new ARP standards; it is forecast it will remain at baseline for quarter 1 
with an increase upwards to meet the core standards by September.

Governance:
The performance of the Service is being monitored and managed throughout the Trust, however, the Ambulance Service is currently reviewing its governance 
structures in line with the new Trust Executive stuctures.
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Theatre Utilisation

Analysis:

March 18

Commentary

Issue: 
Total theatre utilisation has dropped from 78.5% in February to 70.6% in March. Under 
performance continues against the 83% local target due to planned light lists as part of the 
ongoing winter plan, an increased amount of cancellations on the day and the day before due to 
winter pressures, as well as delays to the start of some theatre lists due to lack of bed capacity 
and some delays in patients being clerked on time ready for theatre.    

Action:
Theatre Project has commenced to review Theatre Utilisation and support the actions already 
identified by the CBUs to improve performamnce and efficiency. PIDS developing a dashboard to 
provide information to include all theatre activity. Individual surgeon utilisation to be shared with 
the lead clinicians for the speciality and to include reasons for late starts. Involvement in the 
national Theatre Productivity Programme being led by NHSI, as well as external support for Trust 
on identifying potential improvements to theatre activity through KPMG and Moorhouse 
consultancies. Orthopaedics are trialling 4.25 hours theatre lists instead of a 5 and 3.5 lists over 
the day to accommodate an additional joint. In April, the current thrice weekly huddles will 
increase to 5 days per week to provide an increased oversight of theatre and bed utilisation.

Impact: 
Reduction in the delays in getting patients clerked and ready for theatre, and reduction in number 
of late starts due to surgeon not arriving on time to start the list will improve utilisation against the 
local target. Implementation of national best practice will improve the Trust's theatre utilisation 
and service delivery. The change of practice for orthopaedics should see an additional 4 joints a 
week being undertaken.

Governance:  
Thrice weekly huddles to review theatre lists and escalate any under-utilised lists, alongside 
regular review of day surgery capacity to ensure maximisation of cases on lists. Escalation of 
under utilised lists to operational managers for addressing. 
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Referral to Treatment Times

Analysis:

March 18

Commentary:
 

Issue:
Under-performance continues into March at 84% against the national 92% incomplete 
target, due to the ongoing impact of the forecasted Winter Plan to cease inpatient activity 
from mid-December till March 2018 (negative impact of between 7-10% from the pre-
Winter starting position of 91%). Two bad weather days in early March preventing 
outpatient and inpatient activity led to an increase of approx. 600 patient pathways on the 
waiting list.  

Action:
Finalise the activity plan for 2018/19 including agreeing options for recovering the impact 
of reduced elective activity during the Winter period and commencing treating long 
waiting patients in a timely manner, alongside resuming normal activity levels during April 
post any prolonged Winter affect. Patients scheduled for cancer and urgent operations 
continued to be prioritised. In addition, KPMG have identified efficiencies available to the 
Trust particularly with regards to theatres and outpatients, for implementing and realising 
during 2018/19.

Impact:
Undertaking inpatient activity will improve patient experience, reduce waiting times for 
elective procedures and recover the current under-performance as we commence 
2018/19. 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, 
alongside the monthly Executive Performance Reviews. 
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Patients waiting > 6 weeks for diagnostics

Commentary: Analysis:

March 18

Patients waiting > 6 weeks for diagnostics
Issue:
The Trust under-performed against the national diagnostic target requiring 99% of 
patients waiting to receive their diagnostic test within 6 weeks of being referred. The 
under-performance by 0.7% is due to the ongoing endoscopy capacity issues leading 
to longer waits for some tests. 

Action:
Short term actions include sub-contracting of activity to increase capacity with the aim 
of reducing the backlog and managing new referrals; additional capacity is being 
provided in-house for colonoscopies and cystoscopies. Review of increased demand 
on some tests compared to previous years will take place and 2018/19 actions will 
include staffing and utilisation of third Endoscopy theatre, Clinician led lists as part of 
OPD review and review of booking and administration. These actions will inform the 
2018/19 diagnostics recovery plan, also including the review of the referral process 
and validation process. 

Impact:
Delivery of the planned sub-contracting will enable a manageable waiting list size to 
be achieved, which, in turn will enable performance against the diagnostics target for 
the endoscopy procedures to be improved. The 2018/19 recovery plan will ensure 
robust management of the delivery against this target with realistic actions and 
timescales. 

Governance:
Delivery will be monitored by the Clinical Business Unit, Patient Access Group, and 
Executive Performance Review.  
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Isle of Wight NHS Trust Board Performance Report 2017/18

Benchmarking of Key National Performance Indicators: Summary Report
March 18

Best Worst Eng

Emergency Care 4 hour Standards 95% 100% 65% 85.0% 80.5% 112 / 161 Amber Red Qtr 4 17/18

RTT % of incomplete pathways within 18 weeks 92% 100% 68% 87.6% 84.9% 149 / 183 Red Feb-18

%. Patients waiting > 6 weeks for diagnostic 1% 0% 26% 1.7% 0.9% 119 / 175 Amber Red Feb-18

Ambulance Category A Calls % < 8 minutes - Red 1 75% 39% 39% 38.9% 38.9% 1 / 1 Red Jan-18

Ambulance Category A Calls % < 8 minutes - Red 2 75% 60% 60% 59.6% 59.6% 1 / 1 Red Jan-18

Ambulance Category A Calls % < 8 minutes - Red 1 & Red 2 75% 59% 59% 58.8% 58.8% 1 / 1 Red Jan-18

Ambulance Category A Calls % < 19 minutes 95% 85% 85% 84.6% 84.6% 1 / 1 Red Jan-18

Cancer patients seen <14 days after urgent GP referral 93% 100% 68% 95.8% 97.0% 43 / 149 Amber Green Qtr 3 17/18

Cancer diagnosis to treatment <31 days 96% 100% 88% 97.0% 100.0% 1 / 153 Green Qtr 3 17/18

Cancer urgent referral to treatment <62 days 85% 100% 63% 83.0% 81.5% 106 / 151 Amber Red Qtr 3 17/18

Symptomatic Breast Referrals Seen <2 weeks 93% 100% 28% 95.1% 98.5% 29 / 130 Green Qtr 3 17/18

Cancer Patients receiving subsequent surgery <31 days 94% 100% 79% 95.6% 100.0% 1 / 149 Green Qtr 3 17/18

Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100% 94% 99.4% 100.0% 1 / 136 Green Qtr 3 17/18

Cancer Patients treated after screening referral <62 days 90% 100% 33% 90.7% 93.6% 63 / 137 Amber Green Qtr 3 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 2017/18

Benchmarking of Key National Performance Indicators: IW Performance Compared To Other 'Small Acute Trusts'
March 18

Other Small Acute Trusts

Emergency Care 4 hour Standards 95% 80.5%
17

76.0%
21

94.9%
2

96.1%
1

78.1%
18

85.7%
11

84.3%
15

N/A 92.7%
4

92.5%
5

76.8%
20

88.1%
10

90.0%
6

88.9%
7

N/A 84.7%
13

85.1%
12

N/A 88.7%
9

71.2%
23

72.5%
22

77.7%
19

84.7%
14

82.6%
16

68.8%
24

88.8%
8

N/A 93.4%
3

Qtr 4  17/18

RTT % of incomplete pathways within 18 weeks 92% 84.9%
20

89.2%
14

92.2%
8

88.9%
15

94.1%
3

NA 88.4%
16

NA 89.9%
12

92.6%
4

83.2%
21

87.9%
18

95.4%
2

92.4%
6

NA 89.6%
13

92.2%
9

NA 92.5%
5

87.9%
17

N/A 85.2%
19

92.3%
7

92.0%
11

78.9%
22

92.1%
10

NA 96.1%
1

Feb-18

%. Patients waiting > 6 weeks for diagnostic 1% 0.9%
19

0.7%
13

0.9%
18

9.1%
23

0.1%
6

16.3%
24

0.3%
9

NA 0.6%
11

2.4%
20

5.7%
22

0.6%
10

0.0%
1

0.8%
15

NA 0.2%
8

0.9%
16

NA 0.1%
4

4.0%
21

0.0%
3

0.2%
7

0.0%
1

0.7%
12

0.9%
17

0.7%
14

NA 0.1%
5

Feb-18

Cancer patients seen <14 days after urgent GP referral 93% 97.0%
11

91.5%
31

95.5%
25

96.7%
13

97.3%
7

92.2%
30

95.3%
26

NA 98.8%
2

96.2%
19

96.0%
21

95.6%
23

97.1%
8

96.4%
15

NA 92.5%
29

98.4%
4

NA
NA

96.4%
16

97.4%
6

94.4%
27

97.6%
5

97.0%
10

95.7%
22

98.4%
3

95.5%
24

NA 96.3%
18

Qtr 3 17/18

Cancer diagnosis to treatment <31 days 96% 100.0%
1

98.2%
16

96.7%
21

97.9%
18

99.4%
10

93.5%
24

96.8%
20

NA 98.0%
17

100.0%
1

98.9%
12

100.0%
1

100.0%
1

98.3%
14

NA 99.6%
6

98.7%
13

NA 99.4%
9

99.0%
11

93.6%
23

97.2%
19

100.0%
1

99.5%
8

99.6%
6

95.5%
22

NA 98.2%
15

Qtr 3 17/18

Cancer urgent referral to treatment <62 days 85% 81.5%
19

65.4%
24

78.0%
23

79.1%
20

96.0%
1

78.3%
21

89.4%
6

NA 90.8%
4

86.2%
11

85.2%
17

87.4%
9

78.2%
22

91.1%
3

NA 90.0%
5

85.6%
15

NA 85.6%
13

85.6%
14

88.4%
8

86.6%
10

91.4%
2

85.5%
16

85.9%
12

82.4%
18

NA
NA

88.6%
7

Qtr 3 17/18

Breast Cancer Referrals Seen <2 weeks 93% 98.5%
9

96.1%
16

96.3%
14

100.0%
1

93.2%
21

91.0%
23

93.9%
20

NA 96.3%
13

94.6%
19

98.6%
8

96.1%
15

NA 98.7%
7

NA 99.7%
2

99.0%
5

NA 99.6%
3

96.9%
12

91.6%
22

97.4%
11

97.6%
10

95.4%
18

99.0%
6

99.2%
4

NA 95.7%
17

Qtr 3 17/18

Cancer Patients receiving subsequent surgery <31 days 94% 100.0%
1

100.0%
1

92.9%
22

97.4%
19

100.0%
1

92.7%
24

93.8%
21

NA 97.6%
18

100.0%
1

100.0%
1

100.0%
1

100.0%
1

100.0%
1

NA 100.0%
1

100.0%
1

NA 94.7%
20

100.0%
1

92.9%
22

100.0%
1

100.0%
1

100.0%
1

100.0%
1

100.0%
1

NA 100.0%
1

Qtr 3 17/18

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

100.0%
1

100.0%
1

100.0%
1

NA 97.2%
20

100.0%
1

NA 100.0%
1

100.0%
1

98.7%
19

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 3 17/18

Cancer Patients treated after screening referral <62 days 90% 93.6%
15

77.8%
21

NA
NA

97.1%
9

90.9%
17

33.3%
23

96.7%
10

NA 90.5%
18

100.0%
1

100.0%
1

93.9%
13

100.0%
1

88.9%
19

NA 91.9%
16

100.0%
1

NA 100.0%
1

100.0%
1

93.8%
14

100.0%
1

88.9%
19

94.2%
12

94.9%
11

56.3%
22

NA 100.0%
1

Qtr 3  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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Benchmarking of Key National Performance Indicators: IW Performance Compared To Other Trusts in the 'Wessex Area'
March 18

Emergency Care 4 hour Standards 95% 80.5%
7

NA 96.1%
2

86.7%
4

NA 91.9%
3

83.9%
5

71.1%
8

81.3%
6

100.0%
1

Qtr 4 17/18

RTT % of incomplete pathways within 18 weeks 92% 84.9%
10

99.7%
1

88.9%
5

87.8%
7

96.6%
2

88.5%
6

86.7%
8

86.1%
9

91.2%
4

94.2%
3

Feb-18

%. Patients waiting > 6 weeks for diagnostic 1% 0.9%
7

0.0%
1

9.1%
10

0.7%
6

0.3%
3

0.5%
4

3.0%
9

0.6%
5

1.0%
8

0.0%
1

Feb-18

Cancer patients seen <14 days after urgent GP referral* 93% 97.0%
11

NA 96.7%
13

99.4%
1

NA 97.1%
9

93.1%
28

96.1%
20

96.3%
17

NA Qtr 3 17/18

Cancer diagnosis to treatment <31 days* 96% 100.0%
1

NA 97.9%
5

98.3%
4

NA 97.4%
6

92.3%
7

98.7%
3

98.8%
2

NA Qtr 3 17/18

Cancer urgent referral to treatment <62 days* 85% 81.5%
5

NA 79.1%
7

85.5%
3

NA 88.1%
1

86.4%
2

81.2%
6

81.6%
4

NA Qtr 3 17/18

Breast Cancer Referrals Seen <2 weeks* 93% 98.5%
4

NA 100.0%
1

100.0%
1

NA 100.0%
1

63.3%
7

94.8%
6

96.5%
5

NA Qtr 3 17/18

Cancer Patients receiving subsequent surgery <31 days* 94% 100.0%
1

NA 97.4%
4

99.2%
2

NA 96.0%
6

88.9%
7

96.9%
5

97.9%
3

NA Qtr 3 17/18

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

NA 100.0%
1

100.0%
1

NA 100.0%
1

98.9%
7

99.4%
6

100.0%
1

NA Qtr 3 17/18

Cancer Patients treated after screening referral <62 days* 90% 93.6%
6

NA 97.1%
2

97.6%
1

NA 95.7%
4

93.8%
5

93.2%
7

96.4%
3

NA Qtr 3 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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Benchmarking of Key National Performance Indicators: Ambulance Performance
March 18

Ambulance Category A Calls % < 8 minutes - Red 1 75% 38.9%
1

- -
-

-
-

-
-

- -
-

-
-

- - Jan-18

Ambulance Category A Calls % < 8 minutes - Red 2 75% 59.6%
1

- -
-

-
-

-
-

- -
-

-
-

- - - Jan-18

Ambulance Category A Calls % < 8 minutes - Red 1 & Red 2 75% 58.8%
1

 -
-

-
-

-
-

-
-

-
-

-
-

-
-

-
-

-
-

Jan-18

Ambulance Category A Calls % < 19 minutes 95% 84.6%
1

- -
-

-
-

-
-

- -
-

-
-

- - - Jan-18

Key: Better than National Target = Green

Worse than National Target = Red RX9

RYC East of England Ambulance Service NHS Trust

R1F

RRU

RX6

RX7

RYE

RYD

RYF

RYA

RX8

National 

Target

IW 

Performance
RX9 RYC RRU

East Midlands Ambulance Service NHS Trust

Isle of Wight NHS Trust

London Ambulance Service NHS Trust

North East Ambulance Service NHS Foundation Trust

RX6 Data PeriodRYARX7 RYE RYD RYF RX8

Yorkshire Ambulance Service NHS Trust

North West Ambulance Service NHS Trust

South Central Ambulance Service NHS Foundation Trust

South East Coast Ambulance Service NHS Foundation Trust

South Western Ambulance Service NHS Foundation Trust

West Midlands Ambulance Service NHS Foundation Trust

Page 19



Isle of Wight NHS Trust Board Performance Report 2017/18

Data Quality

Analysis:

Review the increase in the blank Conclusion Time in the A&E dataset. Deputy Director of Information 'April 2018 Ongoing

March 18

Commentary:

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

The latest information is for April 2017 to February 2017. Overall we now have 7 red rated indicators. Four 
in the Admitted Patient Care (APC), one in the Outpatient Dataset and two in the A&E Dataset.

Admitted Patient Care (APC):
Two of the red indicators in the APC dataset are Primary Diagnosis and the HRG4 (Healthcare Resource 
Grouping). Following month on month improvement this has risen considerably and will need to be 
reviewed to understand what has caused this change. We also have high number of missing patient 
pathways. Previous investigation has shown that this relates to Direct Access Endoscopy patients as these 
are not allocated a pathway at the point of referrral for a diagnostic test in accordance with the national 
guidance. Prior to recording Endoscopies as daycases these patients would have been recorded in the 
outpatient CDS therefore no further action is required as this is not a data quality issue. We also have a 
higher than usual number of invalid Commission Codes, these will be investigated and corrected where 
appropriate. 

Outpatients Dataset (OP):
The red indicator in the OP dataset relates to patient pathways. This has been red since 2015/16 and was 
investigated, it is due to the number of patients that have an open episode but a closed RTT pathway, it is 
not considered a data quality issue.

A&E Dataset:
There are curently two red indicators in the A&E dataset. The first of which is the Commissioner Code, 
proportionally the number of invalid Commissioner Codes has not significantly changed from last year but 
we are lower than the national average. The second is the conclusion time this has changed to red this 
month and the deterioration needs to be reviewed.

Action Plan: Person Responsible: Date: Status:

Review the invalid HRG 4 Codes and the missing Primary Diagnosis Codes in the APC 
dataset.

Deputy Director of Information April 2018 Ongoing
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February 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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Purpose 
1. To receive an update on the financial position and to receive limited assurance

on the Trusts financial performance
2. To receive an update from the Financial Recovery Board on the actions taken

and the risks to delivering the Financial Recovery Plan

Receive 
Assurance X 

Approve 

Link to Trust Goals 

Excellent Patient Care 

Work with others to keep improving our services 

A positive experience for patients, service users and staff 

Skilled and capable staff 
Cost effective, sustainable services X 
Executive Summary 

The key points from the Month 12 financial performance are: 

Income & Expenditure 
• The Trust’s in month financial position is a deficit of £0.78m
• This included year end transactions:

o +£0.7m of CCG Transitional Support income
o +£0.5m of year-end national STF funding
o -£0.6m reduction for national CQUIN risk reserve

• Excluding these year-end transactions, the in month financial position is a deficit of £1.36m
• This position was reviewed at Financial Recovery Board on 17 April

Enc O  
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• The Trust’s year-end financial position is a deficit of £23.25m 
• Performance against plan to date: £4.4m adverse variance 

 
• Achievement of the year end Board approved deficit of £22.2m was dependent on receiving additional 

CCG income to improve on the predicted £23.8m deficit 
 

 
Agency key points 

• Agency control total ceiling for 2017/18 £4.990m 
• Actual agency spend for the year was £10.9m. Adverse against ceiling to date by £5.9m 
• Agency costs reduced compared to previous month (£0.9m Mar v £1.2m Feb) 
• As part of the FRP enhanced pay controls are already in place which will reduce agency expenditure  

 
Financial recovery plan 

• Enhanced financial governance is now in place 
o fortnightly Financial Recovery Board (FRB), chaired by CEO 
o fortnightly Financial Performance Review Meetings (FPRM) with each CBU and Corporate 

Directorate, chaired by ICFO 
o KPMG support being received, including attendance at FRB and FPRM 
o Additional PMO finance support now also being received 

• Progress and actions reviewed fortnightly at FRB 
• New reporting dashboards being developed for FRB 
• Draft Financial Recovery Communication and Engagement Plan developed and reviewed at last FRB 
• Weekly communications on financial issues to all teams 
• Fortnightly update on financial recovery to all staff  

 
Financial Recovery Board Report 
 
In the last month there have been 2 meetings of the Financial Recovery Board, on 3 April 2018 and 17 April 
2018. 
A summary of the highlights and lowlights from these Board meetings are attached. 
 
 
Capital Planning Update 

• Capital allocation for the year was £9.1m 
• Actual capital programme expenditure was £8.3m 

 
Cash update 

• The cash position for the Trust remains a significant risk 
• Cash loans for 2017/18 of £23.8m have been accessed 
• As at April, cash loans for 2018/19 of £1.6m will have been accessed 
• A request for loan funding for May 2018 has been made at £1.7m 

 
Use of Resources Rating 
The Trust’s Use of Resources Rating is still a score of 4 (1 being best and 4 being worst) due to our financial 
performance. 
 

Key Recommendation 

The Board is asked to consider the following recommendations: 

1. To receive an update on the financial position and to receive limited assurance on the Trusts financial 
performance 

2. To receive an update from the Financial Recovery Board on the actions taken and the risks to delivering the 
Financial Recovery Plan 
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INCOME & EXPENDITURE – SUMMARY 
 

 
 
 
 
 
 
 
 
 
 
 
 

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

Income 13,743     16,363     2,619     164,943     171,395     6,452     164,943     
Pay (10,226)    (11,035)    (809)    (125,177)    (131,870)    (6,693)    (125,177)    
Non Pay (3,812)    (4,699)    (887)    (48,144)    (52,273)    (4,129)    (48,144)    
EBITDA (295)    628     923     (8,378)    (12,747)    (4,370)    (8,378)    
Capital Charges (558)    (591)    (33)    (6,676)    (6,492)    184     (6,676)    
PDC (256)    (142)    114     (3,068)    (2,873)    195     (3,068)    
Interest Receivable/(Payable) (82)    (51)    31     (749)    (636)    113     (749)    
Bank Charges (1)    (3)    (3)    (10)    (6)    4     (10)    
RETAINED SURPLUS / (DEFICIT) (1,192)    (159)    1,033     (18,880)    (22,754)    (3,874)    (18,880)    
Receipt of Charitable Donations for Asset A (50)    (46)    4     (50)    (46)    4     (50)    
Depreciation - Donated Assets 8     10     2     95     133     38     95     
CQUIN Risk reserve adjustment (583)    (583)    (583)    (583)    
REVISED RETAINED SURPLUS / (DEFICIT) (1,234)    (778)    456     (18,835)    (23,250)    (4,415)    (18,835)    

IN MONTH YEAR TO DATE
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The year-end position for the Trust is a 
deficit of £23.25m against a deficit plan to 
date of £18.84m, a negative variance of 
£4.4m. 
 
As previously reported, a year end deficit 
of £23.8m was achievable. The Board 
approved forecast deficit of £22.2m was 
dependent on receiving additional CCG 
transitional support income. 
 
A deficit of £23.8 m was achieved before 
the following year end transactions: 
• +£0.7m CCG Transitional Support 

income 
• +£0.5m year end national STF funding 
• -£0.6m reduction for national CQUIN 

risk reserve  
 
The in-month position is a deficit of £0.8m. 
Excluding additional year-end transactions 
there is a £1.4m in month deficit. 
 
 
 



2 
 

 
 
 

 
  

AGENCY EXPENDITURE 
 
 
 
 
 
 

Agency expenditure in month is £0.9m, a total spend for 
the year of £10.9m. 
 
Expenditure represents 8.3% of the total Trust 
expenditure on pay. 
For comparison, agency expenditure in 2016/17 was 
6.8% of total pay. 
 
As part of the FRP enhanced pay controls are already in 
place which will reduce agency expenditure: 
 

• Exceptional Pay Panel – at least weekly 
• Finance and HR sign off on change forms 
• Interims & consultancies reviewed 
• E Rostering “Safe Care” reporting system 

training held 
• Unused hours data review 
• E Rostering Clinical Lead now in place 
• Recruiting bank HCAs weekly 
• Reduction in agency rates 
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CASH 
 
 
 
 

 
 
 
 
 

Cash Analysis 2017/18 - Movement in Month 

Actual Actual Actual
Month 11 YTD YTD VAR

£m £m £m
Cash Balance 01.04.17 7.3 7.3 0.0

Income and Expenditure Surplus / (Deficit) -22.6 -22.8 -0.2
Depreciation 5.9 6.5 0.6
Interest Payable 0.6 0.7 0.1
PDC Dividend 2.7 2.9 0.1
Other non-cash items 0.0 0.0 0.0
Operating Surplus / (Deficit) -13.3 -12.7 0.6

Change in Stock 0.1 0.0 -0.1
Change in Debtors -6.3 -3.8 2.5
Change in Creditors & Other Liabilities 4.8 2.0 -2.8
Change in Provisions -0.4 -0.1 0.2
Net Change in Working Capital -1.8 -2.0 -0.2

Capital Spend -6.6 -7.7 -1.0
Interest Paid -0.3 -0.6 -0.3
PDC Dividend Paid -1.5 -2.9 -1.4
Other 0.0 1.0 1.0
Investing Activities -8.5 -10.2 -1.8

Working Capital Loans 20.9 23.8 2.9
Loan/Fince Lease Repayments -0.1 -0.1 0.0
Cash Balance 28.02.18 4.4 6.0 1.6

The cash balance held at the end of March is £6.0m which is a £1.0m positive movement on last month. 
However the actual cash balance has reduced in year by £1.3m, reducing from £7.3m at the end of March 2017 to £6.0m at the end of March 2018.  
 

 

Month 12 YTD Cash Movements 

- The Month 12 I&E Cumulative Deficit is £22.8m which £3.9m worse than plan

- Within the I&E deficit, Depreciation (£6.5m) does not impact cash. The 
charges for Interest Payable (£0.6m) and PDC Dividend (£2.9m) 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 
£12.8m

- There have been small working capital movements in month due to an 
decrease in Debtors (Accrued Income) but an increase in Creditors and Other 
Liabilities

-  The Trust has borrowed £23.8m of Uncommitted Loans (£2.9m in month). 
These borrowings are subject to interest at 1.5% and with interest at 3.5% on 
previous year borrowings will represent costs in 2017/18 of £0.65m 
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CAPITAL INVESTMENT PROGRAMME 
 
 
 
 
 
 
 
 
 

Our initial CRL is based on forecast depreciation of £6.570m plus £1.7m slipped from the capital programme in 2016/17 and £50k Expected Charitable 
Donations.  This gives an initial CRL of £8.32m.  The Department of Health has confirmed the Trust’s bid for £715k of A&E Streaming funding and the 
Trust will also receive a further £38k from NHS South Central and West CSU for IM&T New Schemes – Strategic. 
Therefore capital funds of £9.1m were available for 2017/18. 
 
Actual capital programme expenditure for 2017/18 was £8.297m. 
 
 

2017/18 Capital programme expenditure 
 

 

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

Actual

£

Other

IM&T

Equipment

QIP

Estate Developments



5 
 

 
 

 
 

USE OF RESOURCES RATING 
 
 
 
 
 

 
 
 
Basis of scoring mechanism 
 

 
 

Use of resource risk rating summary Plan Rating Actual Rating Variance

Capita l  Service Capaci ty 4 4 0

Liquidi ty (days ) 4 3 (1)

I&E Margin 4 4 0

Distance from financia l  plan 1 4 3

Agency spend 1 4 3

Overall Use of Resources Rating 3 4 1

The Trusts Use of Resources Rating as at 31 March is a score of 4, as set out below. 
 
This is against a score of 1 being best and 4 being worst. 



Agenda Item No 19 Meeting Board Meeting in Public Meeting Date 3 May 2018 

Title Equality and Diversity Strategy 2018/22 

Sponsoring Executive 
Director 

Julie Pennycook. Director of Workforce and Organisational Development 

Author(s) Liz Nials, Senior HR Manager 

Sub Committees 
previously considered 
by inc date 
Purpose 
To approve the Equality and Diversity Strategy Information 

Assurance 
Approve X 

Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services 
Executive Summary 

Our equality and diversity plan will contribute to the delivery of the Ttrust vision, values and priorities over the 
next 4 years. It sets out a clear approach that everyone in our organisation will be taking to ensure that we 
embed equality, diversity and inclusion into everything we do.  

The strategic aims of our equality plan are to: (i) enable our people to connect with our vision, values and 
behaviours; (ii) respond positively to our quality, safety, operational and financial obligations and (iii) recruit, 
retain and develop skilled and committed people.  

We will embed an evidenced based framework that empowers, engages and supports everyone who comes in 
to contact with us and monitor performance through a new Diversity Scorecard.  

Key Recommendation 

The Board is asked to consider the following recommendations: 

Timetable for implementation (critical actions) Q1 2018/19 

(i) Devise and implement a new delivery model for equality and diversity and deliver the critical actions 
contained within the High Level Summary Plan 2018/19.  

(ii) Publish information to demonstrate compliance with the PSED at least annually, by 30th April 2018 and 
annually from 31st January from 2019 

(iii) Prepare and publish specific and measurable equality objectives at least every four years starting by 
April 2018; 

(iv) Undertake a baseline assessment of EDS2 performance and embed the Equality Standard across 
each Clinical Business Unit; 

(v) Publish WRES Reporting template and associated action plan by 1 July 2018. 

Enc P  
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Prepared in accordance with the Equalities Act 2010  
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1. Introduction 

1.1 Welcome to our Equality Standard. This strategy will provide Isle of Wight NHS Trust with 
sustainable delivery model for equality and diversity and help us respond positively to our legal, 
regulatory and commissioner requirements, including the Equality Delivery System (EDS2) and 
Workforce Race Equality Standard (WRES). 

 
1.2 Equality, Diversity and Human Rights are enshrined in the NHS constitution and are central to 

everything we do at our Trust. We aim to be recognised as a national leader for the delivery of 
equality and diversity and our aims are illustrated in our Equality Standard Roadmap to 2022.  

 
1.3 We have set ourselves ambitious targets and responded by launching a work programme for equality 

and diversity that is evaluated on positive measurable outcomes as an employer and service provider. 
 
1.4 We will embed equality and diversity in everything we do. 
 
 

 
 
2. Vision, Values and Behaviours 
 
2.1 Isle of Wight NHS Trust is the only integrated acute, community, mental health and 

ambulance health care provider in England.  Established in April 2012, the Trust provides a full 
range of health services to an isolated offshore population of 140,000.  

 
2.2 Our equality and diversity strategy will complement our wider workforce and clinical strategy and 

our inclusive culture will be defined by our organisational vision and values: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Equality Standard Roadmap to 2022 
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3. Equality Delivery System (EDS2) and Workforce Race Equality Standard (WRES)  
 
3.1 Equality Delivery System (EDS2) 
 

3.1.1 The Equality Delivery System 2 (EDS2) framework is a national tool developed for the NHS 
by the NHS to aid the delivery of personal, fair and diverse services. The EDS2 is a quality 
improvement driver for staff and patient services. It plays an important role in helping us to evidence 
work to demonstrate compliance with our statutory Public Sector Equality Duty (PSED) - Equality Act 
(2010) to cover 9 protected characteristics. 

 
3.2 Workforce Race Equality Standard (WRES) 
 

3.2.1 Recent research and high profile reports (e.g. Kline 2014 and Francis QC 2015) as well as a 
considerable body of evidence, has shown that the treatment and experience of BME staff within the 
NHS, is on average, significantly worse than those of white NHS staff.  Across the NHS as a whole, 
the research highlights workforce inequality that includes areas such as promotion, grading, 
disciplinary, and bullying and access to mandatory training. The absence of representation in senior 
leadership positions across the NHS is also significant. 
 
3.2.2 The Workforce Race Equality Standard is now mandated through the NHS standard contract 
and in the CCG Assurance Framework. The Workforce Race Equality Standard began to be 
inspected against by the CQC from 2016/17 to help assess whether organisations are well-led.  

 
4. Aims and objectives 

4.1 Promoting equality, diversity and human rights is closely related to the pursuit of quality and actions to 
address and reduce gaps in health inequalities. A quality service is one that recognises the needs and 
circumstances of each patient, carer, community and staff member, and ensures that services are 
accessible, appropriate and effective for all, and that workplaces are free from discrimination where 
staff can thrive and deliver. 

 
4.2 Our strategy therefore contributes to obtaining the greatest possible benefit for everyone who comes 

into contact with the trust. The needs and circumstances for patients, carers, communities and staff 
from protected groups can be distinct and specific. In providing quality services and workforce 
environments that are appropriate and effective for all, the Trust will prioritise and promote equality, 
diversity and human rights. 

 
4.3 Our Equality Objectives have been inspired by the EDS2 Goals: 
 

• Better Health Outcomes for All 
• Improved Patient Access and Experience 
• Empowered, Engaged and Well Supported Staff 
• Inclusive Leadership at All Levels 

 
4.4 Equality Standard performance reports will be issued to the Trust Board via the Equality Steering 

Committee.  
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5. Methodology 

5.1 Crucial to the delivery of our Equality Standard is to develop an understanding of our roles and  
 responsibility to equality and diversity. We aim to achieve this through the: 

 
Equality Steering Committee The purpose of the committee is to provide support,  
advice, assurance to the Trust Board and the wider organisations in:  
 

o Developing and embedding a culture of promoting Equality and Diversity and eliminating  
  unlawful discrimination; 
 
o Meeting its duties and responsibilities under Equality, Diversity and Human Rights  

   legislation and codes of practice, including NHS, commissioners and regulatory  
   requirements 

 
o Promoting, recognising valuing the diverse nature of communities and staff groups within 

  the organisation. 
 
5.2 Equality Standard is designed to mainstream equality and diversity in everything we do and 

offer incremental recognition of improvement with three award levels: bronze, silver and gold. The 
Equality Standard toolkit includes a guidance document outlining standard criteria and a Provider 
Compliance Assessment (PCA) to record evidence. More specifically, the Equality Standard: 

 
o provides a single reference point incorporating all elements of the Equality Act 2010 
         and EDS2; 
 
o aims to significantly impact upon the way EDS2 is integrated into everyday business 
         activity; 
 
o provide clinical and corporate services with a toolkit to plan and monitor their work 

       on Equality and Diversity; 
 
o outline the key criteria services will work towards and the level of evidence provided 
   will determine the standard level achieved;  
 
o identify our performance and raise standards in equality and diversity practice; and 

 
o improve organisational response to legal, commissioner and regulatory 

        requirements.  
 
5.3 VOX POP is our workforce diversity engagement programme. We will offer our people   opportunities 

to learn and develop in the area of equality and diversity with a specific focus on the vision and values 
of the organisation. Inclusive learning, education and development opportunities are essential for 
continuous professional development and this programme will give our people the opportunity to share 
their unique and diverse insight in regard to our workforce and clinical strategy.  

  
5.4 Diversity Moments is the learning, education and development programme for equality, diversity and 

inclusion. Diversity Moments offers a series of high impact learning modules.  
 
5.5 Diversity Scorecard This is how we measure our equality and diversity progress using a variety of 

research methods (qualitative and quantitative). This includes our EDS2 evidence and grading; PSED 
and WRES. Under the Equality Act 2010, we have a duty to ’publish information relating to persons 
who share a relevant protected characteristic who are its employees’ and ‘publish information relating 
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to persons who share a relevant protected characteristic who are other persons affected by its policies 
and practices’.  

 
The public sector equality duty, which came into force on 5 April 2011, was created by the Equality Act 
2010 in order to harmonise the race, disability and gender equality duties and extend protection to the new 
protected characteristics of age, sex, gender re-assignment, pregnancy and maternity, religion or belief 
and sexual orientation.  There is now a requirement for public bodies to publish: 
 

o equality objectives, at least every four years  

o equality information to demonstrate their compliance with the equality duty, at least  
annually. 

 
Our workforce data will form part of the equality information we will collate, monitor and publish to help us 
meet our responsibilities under the new duty and ensure equality considerations are reflected in our 
employment practices and policies.  
 
6. Analysis of Results 

6.1 Equality and Diversity is a systematic process of culture change in our organisation and progress is 
measured through our Diversity Scorecard. The scorecard will track both quantitative and qualitative 
metrics and ensure we are recruiting, developing and retaining a highly skilled diverse workforce. 

 
6.2 Our workforce reporting is structured across the following key aims: 
 

o Inclusive leadership at all levels 
 

o A representative and diverse workforce across all levels 
 

o An inclusive workplace culture and environment 
 
Inclusive leadership at all levels 

To gain value from equality and diversity requires leadership and a sustained, systematic approach 
and long-term commitment.  
 
Leaders are responsible for being able to manage a diverse workforce, work alongside members of 
diverse teams and create an inclusive culture.   We are committed to continuing to build the capabilities of 
our leaders so that they can champion our leadership commitment to diversity.  This supports our on-going 
compassionate leadership programme which aims to improve behaviours and skills and ensure our 
organisational processes and structures underpin continued improvement.  In turn these will lead to 
compassionate leadership where staff feel valued and supported, our patients feel safe and our wider 
community have trust in our organisation. 
 
What we will do: 

o Equality and Diversity training will be put in place for all staff  

o Engaging and communicating with staff  

o Governance will be strengthened to ensure equality and diversity considerations are 
   embedded in our decision-making processes. 

o Implement the requirements of the public sector equality duty 
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Representative workforce across all levels 

Our diverse workforce enables us to benefit from the creativity and skills of all our staff and it is important 
that this diversity is present across all levels of the organisation. It enables us to tap into a broad spectrum 
of experience and ideas that comes as being part of a diverse team. 
 
What we will do: 
 

o Ensuring staff at all levels continue to have access to appropriate learning and   
 development opportunities and continuing professional development. 

o We will continue to monitor the diversity of our workforce through the Diversity Scorecard 
  and WRES 

An inclusive workplace culture and environment 

We want to enable all our staff to be fully involved in the Trust’s work, to protect them from unfair 
treatment and ensure each individual can reach their potential. We have developed a set of Equality 
Standards that will aim to embed equality and diversity throughout the organisation and continue to identify 
innovative ways to promote an inclusive workplace culture for all our staff.  
 
We are at the beginning of this programme and much is to be done with staff, our stakeholders and the 
specialist organisations supporting us to define and refine the interventions needed, the outcomes and 
how success will be measured. 

What we will do: 
 

o Promote our values and associated behaviours through training, development and   
 communications to progress and encourage an appreciation of an inclusive workplace. 

o Continue to develop better engagement and communication with our staff groups. 

6.3 Diversity Scorecard 
The Diversity Scorecard (Workforce) will include the six themes included in goal 3 of the EDS. These 
themes cover:  
 

• recruitment and selection  
• pay and related terms and conditions  
• support, training, personal development  
• Grievance 
• Bullying and Harassment 
• Disciplinary 
• Performance 
• Sickness Absence 
• Leavers 

 
For patients and the public, the information should at least address the nine themes included in goals 
1 and 2 of the EDS. These themes cover:  
 

• meeting health needs, promoting well-being and reducing health inequalities  
• assessments of individual need and delivery of services  
• changes across services and smooth transitions  
• patient safety, including tackling abuse, harassment and victimisation  public health, 

vaccination and screening programmes  
• access to services  
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• information about services and choice over treatments  
• patient experiences, respect, dignity and privacy  
• patients’ complaints and redress.  

 
7. Embedding equality, diversity and inclusion in everything we do  
Our equality and diversity strategy is aligned to our organisational values and objectives to ensure a 
consistent and sustainable delivery model for equality, diversity and inclusion.  
 
We aim to respond positively to our legal, regulatory and commissioner requirements for equality and 
diversity, including the EDS2 and WRES.  
 
Patient, workforce and customer involvement is central to everything we do. We will ensure our 
equality journey involves everyone in everything we do.  



Appendix 1 
Isle of Wight NHS Trust – Diversity and Inclusion High Level Summary Plan 2018/22 
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Diversity and Inclusion High Level Summary Plan 
 

Vision and Strategy 
Vision Strategy 
Our equality and diversity plan will contribute to the 
delivery of the trust vision, values and priorities over the 
next 4 years. It sets out a clear approach that everyone 
in our organisation will be taking to ensure that we 
embed equality, diversity and inclusion into everything 
we do.  

The strategic aims of our equality plan are to: (i) enable 
our people to connect with our vision, values and 
behaviours; (ii) respond positively to our quality, safety, 
operational and financial obligations and (iii) recruit, 
retain and develop skilled and committed people.  

We will embed an evidenced based framework that 
empowers, engages and supports everyone who comes in 
to contact with us and monitor performance through a new 
Diversity Scorecard. 

In developing our equality plan, careful consideration of the workforce and clinical strategy has been undertaken. 
The table below illustrates our framework to embed an evidence based framework for equality and diversity: 
 

Integration criteria Improving our equality 
performance 

1. Equality Steering 
Committee 

Governance and Reporting 

2. Equality Standard Organisational Development 

3. Staff Networks Workforce Engagement 

4. Diversity Moments Learning, Education and 
Development 

5. Diversity Scorecard Employee Relations 
Performance 

 

 
 
 
Equality and Diversity Outcomes 
 

Strengthening our legal, regulatory and commissioner requirements for equality and diversity  
 
1 Ensure we deliver the operational requirements of equality and diversity to achieve CQC Well Led requirements 
2 Meet our legal, regulatory and commissioner requirements for equality and diversity demonstrating our capability to understand  and meet their needs 
3 Embed a culture of continuous quality improvement related to EDS2 and WRES requirements 
4 Ensure our corporate and clinical services provide the support needed to meet legislative requirements and equality plan objectives 
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Transforming the delivery of equality and diversity 
 
5 Develop a compelling, shared strategic direction for equality and diversity 
6 Build collective and distributed leadership 
7 Adopt supportive and inclusive leadership styles 
8 Give staff the tools and resources to lead equality and diversity transformation in clinical and corporate services  
9 Establish a culture based on the organisational vision, values and behaviours 
10 Place equality and diversity firmly on the board agenda 

 
Embed an evidence framework to monitor equality performance 
 
11 Develop a Diversity Scorecard to monitor diversity and employee relations outcomes at service, divisional and organisational level 
12 Embed the Equality Standard across clinical and corporate divisions 
13 Ensure full alignment between the staff equality plan and our trust objectives and desired culture.  
14 Embed a culture of continuous quality improvement 

 
Empowered , engaged and supported people  
 
15 Deliver the equality plan, assess its impact and ensure benefits are realised.  
16 Through support, training, personal development and performance appraisal, staff are confident and competent to do their work, so that services are appropriate and 

responsive to the needs of our local population  
17 When at work, staff are free from abuse, bullying, harassment and violence from any source 
18 The workforce is supported to remain healthy, with a focus on addressing major health and lifestyle issues that affect individual staff and the wider population 
19 Improve our engagement with staff from protected groups and key stakeholders to promote delivery of the equality plan and achievement of our objectives 
20 Staff report positive experiences of their membership of the workforce through NHS Staff Survey and Staff Friends and Family Test 
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Critical Success Factors (April 2018 – March 2019) 
Phase 1 Description 
Committing to a 
new way of 
working 

• Define the desired culture and new way of working (equality and diversity strategy) 
• Equality and Diversity steering group formed  
• Launch of a clear framework (building on what we already have in place) 
• Large scale ‘Organisational Development’ has begun  

Phase 2  
Engaging our 
staff around 
what matters 

• A round of high profile Staff Conversations to share where we are going and why this is important 
• Best insight to inform longer term strategy and ‘quick wins’ 
• Creating an appetite for teams to adopt the Equality Standard, to engage all the right people around the outcomes they want to see 

Phase 3  
Empowering 
teams to drive 
change 

• Develop and empower team leaders to use the methodology (Equality Standard) 
• Create inspiring stories to ‘fuel’ wider spread 
• Managers supporting teams and helping to remove any barriers to success 
• Surfacing of ‘diversity champions’ who will role model this new way of working 
• Starting the culture shift through widespread adoption 

Phase 4  
Embedding this 
new way of 
working 

• Structured and regular communications in place; share success stories and measurable outcomes 
• Network of diversity champions and support infrastructure in place to spread to further teams  
• Evidence-base of tangible improvements to patient experience, safety, quality, working life for staff and organisational performance (introduce 

patient and staff stories) 
 
 

Strategic Risks 
 Risk Impact Mitigation 
1 Staff do not engage with delivery of 

the organisational values and 
priorities via the Equality Plan 

Delivery of programmes/initiatives and 
service developments is blocked or 
delayed. Improvements to quality, 
transformation, money and people 
priorities are not achieved.  
 

Engage at the earliest opportunity with the Board, Equality Steering Group and Staff to 
share and discuss equality plans. Use this to sense check plans and begin process of 
encouraging staff ownership of plans and priorities.  

2 The organisation fails to meet at a 
minimum the essential regulatory or 
contractual requirements for 
equality and diversity (Quality, 
Financial, Contract Monitoring etc).  
 

Non-delivery will impact on trust wide 
status with key statutory bodies including 
CQC.  

Ensure clear and full understanding of requirements and translate this to local service 
requirements.  
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3 Not meeting the legal, regulatory 
and commissioner requirements to 
equality and diversity 

Reputational damage to Trust; loss of 
credibility as an employer of choice; poor 
performance on national staff survey, 
negative employee relations; high 
sickness absence, turnover and poor 
retention.  
 

Ensure robust performance monitoring and management are in place to maximise 
performance against legal, regulatory and commissioner requirements. Work with 
information, HR&OD and other clinical/corporate colleagues to ensure systems and 
services are supported by appropriate governance and reporting arrangements.  

4 The trust is unable to sustain and 
maintain an effective and well-led 
equality and diversity service due to 
a mismatch between the 
organisations understanding of the 
needs of staff.  
 

Equality Plan not based on crucial 
people insight. As a result, the 
organisation is unable to deliver a quality 
equality and diversity service.  

Ensure a partnership and collaborative approach that involves staff at every point of 
the employee journey. Look to make meaningful use of staff feedback as part of 
service design and improvement.  

 
 

Key Performance Indicators 
Ref Name and description 
1 Response rate and results of the annual National NHS Staff Survey, including Staff Engagement Score: 

• Violence, bullying and harassment 
• Health and wellbeing 
• Staff motivation 
• Staff reporting they are able to contribute to improvements at work 

3 Response rate and results to the quarterly Friends and Family Test for staff 

4 Diversity Scorecard to include workforce demographic profile and employee relations performance, including recruitment and retention levels 
 

5 On-Boarding and Exit Interview feedback  

6 Taking the temperature through observations, walk-arounds , peer reviews and ‘back to the floor’ by senior leaders 

7 Benchmarking data from other NHS Trusts (local and national) 
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Diversity and Inclusion High Level Summary 

Diversity and Inclusion High Level Summary Plan 
 

Vision and Strategy 
Vision Strategy 
Our equality and diversity plan will contribute to the 
delivery of the trust vision, values and priorities over the 
next 4 years. It sets out a clear approach that everyone 
in our organisation will be taking to ensure that we 
embed equality, diversity and inclusion into everything 
we do.  

The strategic aims of our equality plan are to: (i) enable 
our people to connect with our vision, values and 
behaviours; (ii) respond positively to our quality, safety, 
operational and financial obligations and (iii) recruit, 
retain and develop skilled and committed people.  

We will embed an evidenced based framework that 
empowers, engages and supports everyone who comes 
in to contact with us and monitor performance through a 
new Diversity Scorecard. 

In developing our equality plan, careful consideration of the workforce and clinical strategy has been 
undertaken. The table below illustrates our framework to embed an evidence based framework for 
equality and diversity: 
 

Integration criteria Improving our equality 
performance 

1. Equality Steering 
Committee 

Governance and Reporting 

2. Equality Standard Organisational Development 

3. Staff Networks Workforce Engagement 

4. Diversity Moments Learning, Education and 
Development 

5. Diversity Scorecard Employee Relations 
Performance 

 

 
Equality and Diversity Outcomes 
 

Strengthening our legal, regulatory and commissioner requirements for equality and diversity  
 
1 Ensure we deliver the operational requirements of equality and diversity to achieve CQC Well Led requirements 
2 Meet our legal, regulatory and commissioner requirements for equality and diversity demonstrating our capability to understand  and meet their needs 
3 Embed a culture of continuous quality improvement related to EDS2 and WRES requirements 
4 Ensure our corporate and clinical services provide the support needed to meet legislative requirements and equality plan objectives 
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Transforming the delivery of equality and diversity 
 
5 Develop a compelling, shared strategic direction for equality and diversity 
6 Build collective and distributed leadership 
7 Adopt supportive and inclusive leadership styles 
8 Give staff the tools and resources to lead equality and diversity transformation in clinical and corporate services  
9 Establish a culture based on the organisational vision, values and behaviours 
10 Place equality and diversity firmly on the board agenda 

 
Embed an evidence framework to monitor equality performance 
 
11 Develop a Diversity Scorecard to monitor diversity and employee relations outcomes at service, divisional and organisational level 
12 Embed the Equality Standard across clinical and corporate divisions 
13 Ensure full alignment between the staff equality plan and our trust objectives and desired culture.  
14 Embed a culture of continuous quality improvement 

 
Empowered , engaged and supported people  
 
15 Deliver the equality plan, assess its impact and ensure benefits are realised.  
16 Through support, training, personal development and performance appraisal, staff are confident and competent to do their work, so that services are 

appropriate and responsive to the needs of our local population  
17 When at work, staff are free from abuse, bullying, harassment and violence from any source 
18 The workforce is supported to remain healthy, with a focus on addressing major health and lifestyle issues that affect individual staff and the wider 

population 
19 Improve our engagement with staff from protected groups and key stakeholders to promote delivery of the equality plan and achievement of our objectives 
20 Staff report positive experiences of their membership of the workforce through NHS Staff Survey and Staff Friends and Family Test 
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Critical Success Factors (April 2018 – March 2019) 
Phase 1 Description 
Committing to a 
new way of 
working 

• Define the desired culture and new way of working (equality and diversity strategy) 
• Equality and Diversity steering group formed  
• Launch of a clear framework (building on what we already have in place) 
• Large scale ‘Organisational Development’ has begun  

Phase 2  
Engaging our 
staff around 
what matters 

• A round of high profile Staff Conversations to share where we are going and why this is important 
• Best insight to inform longer term strategy and ‘quick wins’ 
• Creating an appetite for teams to adopt the Equality Standard, to engage all the right people around the outcomes they want to see 

Phase 3  
Empowering 
teams to drive 
change 

• Develop and empower team leaders to use the methodology (Equality Standard) 
• Create inspiring stories to ‘fuel’ wider spread 
• Managers supporting teams and helping to remove any barriers to success 
• Surfacing of ‘diversity champions’ who will role model this new way of working 
• Starting the culture shift through widespread adoption 

Phase 4  
Embedding this 
new way of 
working 

• Structured and regular communications in place; share success stories and measurable outcomes 
• Network of diversity champions and support infrastructure in place to spread to further teams  
• Evidence-base of tangible improvements to patient experience, safety, quality, working life for staff and organisational performance 

(introduce patient and staff stories) 
 
 

Strategic Risks 
 Risk Impact Mitigation 
1 Staff do not engage with delivery of 

the organisational values and 
priorities via the Equality Plan 

Delivery of programmes/initiatives and 
service developments is blocked or 
delayed. Improvements to quality, 
transformation, money and people 
priorities are not achieved.  

Engage at the earliest opportunity with the Board, Equality Steering Group 
and Staff to share and discuss equality plans. Use this to sense check plans 
and begin process of encouraging staff ownership of plans and priorities.  

2 The organisation fails to meet at a 
minimum the essential regulatory or 
contractual requirements for 
equality and diversity (Quality, 

Non-delivery will impact on trust wide 
status with key statutory bodies 
including CQC.  

Ensure clear and full understanding of requirements and translate this to 
local service requirements.  
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Financial, Contract Monitoring etc).  
3 Not meeting the legal, regulatory 

and commissioner requirements to 
equality and diversity 

Reputational damage to Trust; loss of 
credibility as an employer of choice; 
poor performance on national staff 
survey, negative employee relations; 
high sickness absence, turnover and 
poor retention.  

Ensure robust performance monitoring and management are in place to 
maximise performance against legal, regulatory and commissioner 
requirements. Work with information, HR&OD and other clinical/corporate 
colleagues to ensure systems and services are supported by appropriate 
governance and reporting arrangements.  

4 The trust is unable to sustain and 
maintain an effective and well-led 
equality and diversity service due to 
a mismatch between the 
organisations understanding of the 
needs of staff.  

Equality Plan not based on crucial 
people insight. As a result, the 
organisation is unable to deliver a 
quality equality and diversity service.  

Ensure a partnership and collaborative approach that involves staff at every 
point of the employee journey. Look to make meaningful use of staff 
feedback as part of service design and improvement.  

 
 
 

Key Performance Indicators 
Ref Name and description 
1 Response rate and results of the annual National NHS Staff Survey, including Staff Engagement Score: 

• Violence, bullying and harassment 
• Health and wellbeing 
• Staff motivation 
• Staff reporting they are able to contribute to improvements at work 

3 Response rate and results to the quarterly Friends and Family Test for staff 

4 Diversity Scorecard to include workforce demographic profile and employee relations performance, including recruitment and retention levels 
 

5 On-Boarding and Exit Interview feedback  

6 Taking the temperature through observations, walk-arounds , peer reviews and ‘back to the floor’ by senior leaders 

7 Benchmarking data from other NHS Trusts (local and national) 
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Agenda Item No 20 Meeting Trust Board in Public Meeting Date 3rd May 2018 

Title Junior Doctor’s Guardian of Safe Working Quarterly Report 

Sponsoring Executive 
Director 

Mr Steve Parker – Interim Medical Director 

Author(s) Dr. Sreeshyla Basavaraj – Guardian of Safe Working 

Committees previously 
considered by including 
date 

None 

Purpose 
No decision is required from the Trust Board. This report provides assurance that the 
Trust is meeting its obligations set out in the Terms and Conditions of Service for NHS 
Doctors and Dentists in Training (England) 2016 

Receive 
Assurance X 

Approve 
Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services 

A positive experience for patients, service users and staff X 

Skilled and capable staff 
Cost effective, sustainable services 
Executive Summary 

This report highlights that there has been significant improvement exception reporting.  The main causes of is 
the additional hours trainees are working hours, over and above their rostered hours, due to unfilled vacancies.  
The vacancies rise from unfilled Health Education England (HEE) trainee doctor posts.  Attempts have been 
made to fill the vacancies with little success due the short and fixed term nature of the roles. 

Attendance by members of the Executive Team at the Junior Doctors Forum has been welcomed and had a 
positive impact. 

Key Recommendation 

The Board is asked to consider the following recommendations: 

• Support the recruitment process to fill funded HEE training posts

Enc Q 
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1. Executive summary  
 

The 2016 Junior Doctors’ contract became operational in October 2017. On the Isle of Wight 
the first group of doctors to transitioned onto the new terms and conditions in December 
2016.   

The 2016 contract requires NHS organisations to appoint a Guardian of Safe Working. This 
is a senior appointment that ensures that issues of compliance with safe working hours are 
addressed by the doctor and/or employer as appropriate and provides assurance to the 
Board of the employing organisation that doctors' working hours are safe.  
 
The Guardian is also required to provide the Trust Board with quarterly reports.  This is the 
first of the Guardian’s report to the Trust Board. 
 

2. Introduction 
 
2.1. Dr Sreeshyla Basavaraj, an ENT consultant, was appointed as the Trust’s Guardian of 

Safe Working in July 2016.  
 

2.2. This report will be shared with the Junior Forum, the Joint Local Negotiating Committee 
(JLNC) and is required by the 2016 contract, to be incorporated into the Trust Quality 
Accounts. 

 
2.3. The Board is responsible for providing annual reports to external bodies as defined in 

these terms and conditions, including Health Education England (Local office), Care 
Quality Commission, General Medical Council and General Dental Council.  

 
2.4. Under the 2016 contract, doctors in training raise concerns through ‘exception 

reporting’.  Their concerns may relate to working hours, working patterns, patient safety 
or educational requirements of their role.  

 
2.5. A trainee can raise an exception report for one of the following reasons. Exception 

Reporting has replaced working hours monitoring as the mechanism used by doctors to 
inform the Trust when their day-to-day work varies significantly from the agreed work 
schedule.  Primarily these variations will be: 

• Differences in total hours worked , including rest breaks 
• Differences in the pattern of work 
• Differences in the educational opportunities 
• Differences in support available to the doctor 

 
2.6. Appendix A provides a flow chart of the Exception Reporting Process and timelines. 

3. Guardian of Safe Working Exception Report Summary 
 

3.1. The Guardian of safe working hours for junior doctors was appointed in July 2016 in 
view of implementing new contract obligation set by NHS England. During initial months 
he took opportunity to engage with juniors and make them aware of terms and 
conditions with regards to new contract working hours.  
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3.2. The Guardian attends national conferences and the national forum events forum for 
Guardians and receives national updates which are brought back for local discussions.  

 
3.3. The 2016 contract was implemented locally in accordance with the national 

implementation plan.  The Trust’s first group of trainees transitioned onto the new 
contract in December 2016.   

 
3.4. To enable trainees to submit an exception report, the Trust’s E-Rota system was 

updated to accommodate the requirements of the new contract.  There were some initial 
teething problems with the system set up. These were quickly resolved by Medical HR 
and the system suppliers, Allocate Software.  The juniors were trained on ad hoc basis 
by Guardian and HR team, by end of the year 2016, the juniors had some confidence in 
using the exceptional reporting.  

 
3.5. Once an exception report has been raised, the trainees Education Supervisor is 

required to meet with the trainee so the issue/concern can be resolved.   
 

3.6. Leading up to the implementation of the 2016 contract all Rota’s were reviewed with the 
Clinical Business Unit managers and senior clinicians.  All are compliant with the 
working hours.  

 

Table 1                      High Level Data 

 
 

3.7. In August 2017 all doctors training transitioned on to the 2016 contract.  The Trust is the 
Lead Employer for trainees based in GP Practices. 
 

3.8. The following tables show the number of exception reports raised between November 2017 
and March 2018. 
 
Table 2        Exceptions by Department – December 2017 to March 2018 
 

 

 August to November 2017 Dec 2017 to March  2018 
Number of doctors in training allocated 
to the Trust 98 98 

Trainees in post 88 92 
Number of doctors on the 2016 TCS’s 
including Locum in Appointment for 
Service (LAS’s) posts 

88 92 

Amount of time available in job plan 
for the guardian to do the role 1 PA per week/ 4 hours 

Admin support to the guardian role Ad hoc 
Amount of job-planned time for 
Educational Supervisors 0.25 PA per trainee 

Specialty 
Exceptions 
carried over 

from last report 
Exceptions 

raised 
Exceptions 

closed 
Outstanding 
exceptions 

Obs and Gyane 0 0 0 0 
Acute Medicine 10 24 10 14 
Psychiatry 0 0 0 0 
Urology / surgery 1 48 20 28 
Total 11 72 30 42 
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All the exception reports were raised by Foundation Year 1 (66), BST trainee (4) and ST3 
(2). 

Table 3  Exception Reports by Rota November 2017 to March 2018 

 

 

 

 

4. Exception Reporting Analysis and Trends  
 
The Guardian of Safe Working is required to review all exception reports to identify whether 
a breach of the terms and conditions has occurred which incurs a financial penalty.   
 

 
Total number of hours: 79 hours. 30 mins 
 
Urology:   9.30 hours 
General Surgery: 45.15 hours 
General Medicine: 24.45 
Safety Concerns: 21 reports 
2 full locum shifts in medicine. 
 
11 reports unresolved from August 2017 – Nov 2017.  

4.1. Matters Arising From Concerns 
 

During the reporting periods there have been 72 exception reports raised. 21 one of them 
related to safety concerns. In these situations action should be taken within 24 hours of 
these reports; this has not always happened.   

4.2. Use of locum and Agency doctors continue to have an impact on the working 
hours and quality of training of trainees in some specialties, especially where there are 
training posts that have not been filled either by Health Education England (HEE) or the 
Trust.  This affects trainees in all specialties especially General Medicine, Cardiology and 
General Surgery.  
 
 

Rota Number and Reason 
  
BST Rota 1 x hours 
Gen Med FY1 16 x hours 
ST3 Medicine 1 x Education 
Surgery FY1 9 x hours 
Psychiatry FY1 1 x Service Support 

Time period  April to July 2017 August to November 2017 
Breach of 48 hours average 
working week 

2 
( MAU and Surgery) 0 

Breach of maximum 72 
hours limit in 7 days 0 0 

Minimum of 11 hours rest 
between shifts has been 
reduce to less than 8 hours 

0 0 

Rest break missed on at 
least 25% of occasions 0 0 

Work schedule reviews None 1 
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5. Guardian of Safe Working Qualitative Information 
 

The first group of trainees transitioned on to the new terms and conditions in December 
2016.  Over the past year we have focused on embedding the principles and working 
arrangements set out in the new contract.  Whilst this continues to be a learning process, the 
roles and responsibilities set out in the contract are slowing being better understood.  Our 
main success continues to be the involvement of Executive Board members attending the 
Junior Doctors Forum which is held every month.  It has been productive for trainees and the 
Trust with both parties being able to express concerns and in resolving some them with the 
best interest of our patients at the heart.   

The gaps in trainee Rota’s has contributed to the increase in exception reporting this quarter. 
To alleviate the impact of such gaps, a review of the systems and processes for Rota 
management is recommended.  

Trainees routinely raise concerns over the concerns in the day to day management of Rota’s 
due to the lack of understanding about the rules and regulations of the new contract by the 
Rota-coordinators.   This needs to be addressed as a matter of urgency.  

There has been constant effort in engaging clinical and educational supervisor in exceptional 
reporting process, so far there has been significant improvement in both these areas. 

 

Table 5 Concerns and action plans 

Reference Concern Action Situation 

1 

67 concerns resulted in 
doctors working longer than 
their set Rota.   In these 
situations the doctor gets 
paid for the additional hours, 
incurring potentially 
avoidable costs to the 
organisation in terms of pay 
and fines to the CBU. 

Doctors have been paid 
for the additional hours 
worked and CBU’s have 
been fined. 
 
To review Rota and to 
provide Phlebotomist 
cover out of hours. 

On-going.  This will 
be completed by 
end of May 2018 so 
that new Work 
schedules can be 
issued to trainees 
rotating to us August 
2018. 
 

2 

Gaps in the duty Rota 
contributed to the 48 hour 
breaches in General Surgery 
and MAU.   
 

Vacancies not filled.  
One FY1 doctor covering 
two doctors rota’s in 
Cardiology, now in 
General Surgery 

Guardian to request 
FY1 vacancy has 
been filled joining 
the Trust end of 
April 2018. 

3 

Trainees report that a 
phlebotomist cover at the 
weekend would release 
juniors to other doctor jobs. 
 

 Medical Director 
working with Head 
of Operations to find 
a solution 
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Agenda Item No 21 Meeting Trust Board in Public Meeting Date 3 May 2018 

Title General Data Protection Regulations Briefing 

Sponsoring Executive 
Director 

Frank Sims, Deputy Chief Executive and Senior Information Risk Owner 

Author(s) Tony Martin, Information Governance Lead Officer 

Committees previously 
considered by including 
date 

Information Governance Sub Committee 26.4.18 
Performance Committee 2.5.18  

Purpose 
The purpose of this paper is to provide an overview to the Board that plans are in place 
for the new General Data Protection Regulations which come into force on 25th May 
2018. Whilst not directly applicable post Brexit (as it will cross refer with the new Data 
Protection Act 2018) GDPR will ensure continuity for data protection across EU member 
states. GDPR will bring significant changes to modern data practices and the associated 
risks including stronger enforcement action for non-compliance. 

Receive 
Assurance X 

Approve 

Link to Trust Goals 

Excellent Patient Care X 

Work with others to keep improving our services X 

A positive experience for patients, service users and staff X 

Skilled and capable staff X 
Cost effective, sustainable services 
Executive Summary 

GDPR replaces the Data Protection Act 1998 (DPA) and comes into effect from 25/5/18 and applies to all business 
operating within the EU.  It brings changes to how we address modern data practices and risks and relates to the 
collection, use and sharing of personal data. 

GDPR includes some key changes for businesses and these are: 
• Broader definition of “personal data”, which could include IP addresses.
• Requirement to demonstrate compliance, for example, by documenting processing activities, and where

applicable, using privacy impact assessments.
• Higher standard for obtaining consent.
• New or enhanced rights for individuals, including the right to withdraw consent, and the right to be forgotten.
• Tougher notification regime for data breaches.
• Requirement to provide more information to data subjects, for example, storage periods.

GDPR is an evolution from the DPA and the trust has most of the systems and processes in place already, however, 
failure to comply with the new legislation brings much greater fines and breaches can be for any aspect of GDPR 
and not just data breaches as under DPA. 

The Trust has developed a GDPR programme of work which will ensure critical actions are taken ahead of 25/5/18, 
for example to ensure privacy notices are well communicated and contractors are contacted about the changes. 
Ongoing work to improve our compliance with the replacement assessment of the IG Toolkit, which is called The 
Data Security Protection Toolkit (DSPT), is set out in a detailed action plan. 

Key Recommendation 

The Board is asked to consider the following recommendations: 

That the briefing and the attached ‘headline’ programme of work are reviewed by the Board so that the full 

Enc R  
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GDPR implementation (and subsequent Data Protection Act 2018) are effectively rolled out to all staff with the 
key requirements successfully in place by 25th May 2018 with ongoing and subsequent actions completed in 
accordance with the detailed action plan. 

 

 
 
 



General Data Protection Regulations (GDPR) – Briefing paper /update for TLC (18/4/18), IGSC (26/4/18), 
Performance Committee (2/5/18) Trust Board (3/5/18)  
 
This briefing note highlights the actions that the Trust need to consider to prepare for the EU General Data 
Protection Regulation (GDPR) which will apply from 25th May 2018. Provisions of the GDPR will apply post-
Brexit, and for the foreseeable future. In addition the new Data Protection Bill is currently at the report stage in 
the House of Commons and once it receives Royal Assent this will repeal and replace the existing Data 
Protection Act 1998. 
 
GDPR will bring important changes in the law governing the management and use of patient data and this 
briefing has been prepared in order to give the Trust Board, Leadership Committee, Performance Committee 
and Information Governance Sub Committee a strategic overview of where we are currently and to understand 
the implementation necessary for operational changes within Information Governance and across the wider 
Trust. 
 
 
Headline impacts:  

 
• Organisations obliged to demonstrate 

that they comply with the new law  
 

 
• Appointment of Data Protection 

Officer mandatory for all public 
authorities  

 
 

• Significantly increased penalties 
possible for any breach of the 
Regulation – not just data breaches  

 

 
• Data Protection Impact Assessment 

required for high risk processing  
 

 
• Legal requirement for security breach 

notification  
 

 
• Data protection issues must be 

addressed in all information 
processes  

 
 

• Removal of charges, in most cases, 
for providing copies of records to 
patients or staff who request them  

 

 
• Specific requirements for 

transparency and fair processing  
 

 
• Requirement to keep records of data 

processing activities  
 

 
• Tighter rules where consent is the 

basis for processing.  
 
 

Accountability and Demonstrating Compliance 
The GDPR, which was approved in 2016 comes into force on 25th May 2018 and will be directly applicable as 
law in the UK.  
 
It will replace the Directive that is the basis for the UK Data Protection Act 1998, which will be repealed once 
the new Data Protection Act 2018 is enacted.  
 
Evolution NOT Revolution  
Although in general the principles of data protection remain similar, there is greater focus on evidence-based 
compliance with specified requirements for transparency, more extensive rights for data subjects and 
considerably harsher penalties for non-compliance. 
 
The GDPR introduces a principle of ‘accountability’. This requires that the Trust must be able to demonstrate 
compliance. The key obligations to support this include: 
 

• The recording of all data processing activities with their lawful justification and data retention periods 
• Routinely conducting and reviewing data protection impact assessments where processing is likely to 

pose a high risk to individuals’ rights and freedoms 
• Assessing the need for a data protection impact assessment at an early stage, and incorporating data 

protection measures by default in the design and operation of information systems and processes. 
• Ensuring demonstrable compliance with enhanced requirements for transparency and fair processing, 

including notification of rights 
• Ensuring that data subjects’ rights are respected including; 

 



o the provision of copies of records free of charge,  
o rights to rectification,  
o erasure,  
o to restrict processing (including the right to be forgotten) 
o data portability,  
o to object, 
o to prevent automated decision making 

 
• Notification of personal data security breaches to the Information Commissioner 
• The appointment of a suitably qualified and experienced Data Protection Officer. 

 
Getting to Good!  
Some of these requirements are already established good practice. The Trust’s Information Governance 
Toolkit (IGT) submission for 31st March 2018 was 68% and evidences that the Trust is continuing to perform 
reasonably well for all Information Governance subject related matters and provides a good baseline to work 
from.   We did however, declare at level 1, the lowest level, due to not being able to meet the 95% figure for 
staff with IG training.  In addition, a recent audit by the Information Commission’s Office (ICO) into records 
management and data security, highlighted that there is more work to done.  Nevertheless, these legal 
requirements require the Trust to take specified actions, and have evidence to demonstrate that we have done 
so. The DoH replacement for the IGT – The Data Security Protection Toolkit (DSPT) is expected to be 
launched within the next few weeks and is expected to further develop and strengthen the IG agenda. 
 
By establishing or adjusting our governance arrangements to comply with the GDPR, the Trust will be more 
confident not only that we are respecting the law and data subjects’ rights but more importantly that we are 
mitigating risk appropriately and have a defence in the event of a breach.  Under the GDPR, the fines available 
are significantly increased (from a maximum of £500,000 to a maximum of 20 million euros) and a range of 
enforcement actions may be imposed by the Information Commissioner for any infringement of the Regulation, 
not (as previously) which were only enforceable for data security breaches. 
 
Action Plans for Compliance  
All health organisations have had to consider the development and implementation of action plans to achieve 
this demonstrable compliance. Areas to be addressed include the following and a ‘status snapshot’ has been 
provided against each:-  
 

• Appointment of a Data Protection Officer whose job description is compliant with GDPR requirements  
A final decision on this has not been made by the Trust at the time of this report, but it is likely to be 
the Information Governance Lead Officer.  We are also looking to share a DPO with another 
organisation.  This will be resolved before 25/5/18. 

 
• Revision of information governance and related policies to address organisational accountability, Data 

Protection Officer reporting arrangements within the organisation, and statutory reporting 
requirements. 
IG Policies were reviewed as part of the IG Toolkit work. However this will need further updating to 
include the new role of DPO once agreed. Other Trust policies will also need reviewing and updating 
as required in order to comply with GDPR.  This will take place during the next six months 

 
• Assessment and allocation of resources needed to support the Data Protection Officer role. 

This will be agreed with the DPO, but there is an existing IG team and IG will become part of IM&T 
following the current organisational change proposals, which will strengthen oversight and 
management. 

 
• Development of an action plan / project plan including but not limited to the following measures:  

 
o establishing comprehensive records of processing activities (building on existing information asset 

registers and maps of information flows) Processing activities are a fundamental part of the 
information flow mapping returns and Information Asset Registers which are required as part of 
the IG Toolkit. Accurate and up to date population of these is even more essential in light of the 
GDPR and all business units will need to remain focussed on this task which will continue to be 
supported by the IG department.  

o review and revision of fair processing information (to provide full disclosure of what personal data 
is used, for what purpose, who it is shared with and the legal basis for doing so and how long it will 
be retained)  
Privacy notices are being revised by the IG department and a Communications Plan which was 
developed for the IG Toolkit will be key to ensuring that this is completed. 



o revision of policy and procedures on the introduction of new processes to ensure that the Data 
Protection Officer is consulted as a matter of routine on the need for data protection impact 
assessment and other governance matters. 
Data Protection Impact Assessments (DPIAs) (previously Privacy Impact Assessments) which 
subsequently lead to Information Sharing Agreements where applicable are already in place. 
However the awareness across the Trust of the use of these and the process to follow will require 
ongoing education and support to the business units. A policy and supporting procedures is in the 
early stages of development. 

o assurance of compliance is addressed by default in design and implementation of information 
systems. This also applies to existing business processes and systems 
As above – the processes to establish DPIAs needs to be embedded into the culture of all 
business units and the support for this will be through the Information Risk Management of these 
and the Information Asset Owners and Information Asset Administrator function. 

o review of contracts on renewal / new contracts (including liability for fines in the event of a serious 
breach) to ensure compliance with GDPR 
Contract review work is being planned however this is a very large piece of work and involves 
multiple stakeholders. New contract clauses have already been included in the NHS standard 
Terms and Conditions however it is anticipated that the existing contract review will not be 
completed prior to the 25th May 2018 and will continue to be an ongoing action until completed.   

o revision to subject access procedures to reflect new timescales and the removal of the fee in most 
cases. 
The IG department are revising procedures and this is on target. It is anticipated that the removal 
of the fee – in addition to impacting on the Trust by approximately £24,000 annually – will result in 
increased volume of requests and forecasting this is difficult. 

o development of or revision to procedures to address the other data subjects’ rights that are 
established by the GDPR (highlighted above). 
The majority of data and the purpose of the processing that the Trust processes will not change 
significantly, Whilst GDPR extends the rights of processing for data subjects not all are applicable 
for the purpose of health and social care and the IG department (and DPO) will support this work 
with new procedures. 

o collating comprehensive documentation of advice given by the Data Protection Officer, 
independent risk assessments and management response to provide evidence of compliance with 
the GDPR.  
Any decisions around patient information are already documented as part of the support to the 
Trust’s Caldicott Guardian and similar processes will be developed and expanded on to provide 
further evidence. 

 
 
Organisations are obliged to demonstrate that they comply with the new law  
Based on the above, the table in Appendix 1 contains further ‘highlight’ details of where the Trust is in terms of 
working towards GDPR compliance – for the 25th May 2018 and ongoing. The Programme of Work (Appendix 
2) contains a comprehensive ‘headline’ list of the associated activities and tasks required and a current status. 
In addition there is an overall detailed action plan being developed which provides the details to the specific 
tasks. This has not been provided for the purpose of this meeting as it is being revised on an almost daily 
basis and is at a very detailed level.  
 
The Role of the Data Protection Officer  
Appointing a Data Protection Officer, as mandated by the GDPR, is essential to achieving effective facilitation 
across the organisation. The Trust must ensure that the Data Protection Officer has proven expert knowledge 
of data protection law and practices, and the ability to perform the tasks specified in the GDPR:-  
 

• provision of advice to the organisation on compliance obligations, and when data protection impact 
assessment is required 

 
• monitoring compliance with the GDPR and organisational policies  

 
• co-operating and liaising with the Information Commissioner  

 
• taking into account information risk when performing the above.  

 
Further requirements of the role are:  
 

• that the Data Protection Officer directly reports to the highest management level of the organisation  
 

• that there is timely involvement of the Data Protection Officer in all data protection issues  
 



• that the Data Protection Officer is supported by the necessary resources and is able to maintain 
expertise  

 
• that the Data Protection Officer is not pressurised by the organisation as to how to perform his or her 

tasks, and is protected from disciplinary action when carrying out those tasks  
 

• where the Data Protection Officer performs another role or roles, that there is no conflict of interest.  
 
The role of the Data Protection Officer may be shared by multiple organisations that are ‘public authorities’ 
taking into account organisational structure and size, and may be either a member of staff or may fulfil the 
tasks on the basis of a service contract, provided there is no conflict of interest.  
 
The Data Protection Officer should have a good understanding of the organisation’s business, and how it 
processes personal data.  
 
There is no specific requirement which states who should be the DPO however it is important to consider EU 
Guidelines that ‘the DPO cannot hold a position within the organisation that leads him or her to determine the 
purposes and the means of the processing of personal data. Due to the specific organisational structure in 
each organisation, this has to be considered case by case’.  
 
Positions that involve the authorising or commissioning of IT or manual records management systems are 
likely to meet the criteria for determining the purposes and the means of processing. 
 
Currently the Trust is in the process of confirming the DPO and this could be the head of IG.  We are also 
working with partner organisations to see if sharing a DPO is an option  This will be confirmed before 25th May 
2018.  
 
Summary 
 
GDPR replaces the Data Protection Act 1998 (DPA) and comes into effect from 25/5/18 and applies to all 
business operating within the EU.  It brings changes to how we address modern data practices and risks and 
relates to the collection, use and sharing of personal data. 
 
GDPR includes some key changes for businesses and these are: 

• Broader definition of “personal data”, which could include IP addresses. 
• Requirement to demonstrate compliance, for example, by documenting processing activities, and 

where applicable, using privacy impact assessments. 
• Higher standard for obtaining consent. 
• New or enhanced rights for individuals, including the right to withdraw consent, and the right to be 

forgotten. 
• Tougher notification regime for data breaches. 
• Requirement to provide more information to data subjects, for example, storage periods. 

 
GDPR is an evolution from the DPA and the trust has most of the systems and processes in place already, 
however, failure to comply with the new legislation brings much greater fines and breaches can be for any 
aspect of GDPR and not just data breaches as under DPA. 
 
The Trust has developed a GDPR action plan which will ensure critical actions are taken ahead of 25/5/18, for 
example to ensure privacy notices are well communicated and contractors are contacted about the changes.  
Ongoing work to improve our compliance with the replacement assessment of the IG Toolkit, which is called 
The Data Security Protection Toolkit (DSPT), is set out in a detailed action plan. 
 
 
 
Tony Martin  
Information Governance Lead Officer  
Isle of Wight NHS Trust  
 
 
24th April 2018 



 

 

 

 
 
 



 
Appendix 1 
 
Key points and RAG status – 19.4.18  
 
Key points  Rag status of 

current position 
Justification  Additional 

comments and risks 
to compliance 

Appointment of a 
Data Protection 
Officer whose job 
description is 
compliant with GDPR 
requirements 

RED No decision made by 
Trust  

Nationally there is a 
shortage of 60,000 
DPO’s.  

Assessment and 
allocation of 
resources needed to 
support the Data 
Protection Officer role 

AMBER  No decision made by 
the Trust yet. The 
DPO role will also be 
supported by the IG 
Department. 

 

Revision of 
information 
governance and 
related policies to 
address 
organisational 
accountability, Data 
Protection Officer 
reporting 
arrangements within 
the organisation, and 
statutory reporting 
requirements 
 

AMBER IG Policies were 
reviewed as part of 
the IG Toolkit 
however will need 
updating to include 
new role of DPO 
once agreed. Other 
Trust policies will also 
need review and 
updating as required. 

 

Development of an action plan / project plan including but not limited to the following 
measures: 
Establishing 
comprehensive 
records of processing 
activities (building on 
existing information 
asset registers and 
maps of information 
flows)  
 

AMBER  Information Flow 
Mapping – as part of 
the IG Toolkit – has 
been a requirement 
for several years and 
the content of the 
returned flow maps 
should identify the 
processing activity 

Flow mapping and 
Information Asset 
registers have not 
been returned from all 
departments as 
required and this is 
pivotal to fully 
understand what is 
being processed and 
the associated risks, 
and mitigations with 
the processing. This 
would also include 
contracts and 
overseas processing 
both of which 
represent high risks to 
the Trust. 

Review and revision 
of fair processing 
information (to 
provide full disclosure 
of what personal data 
is used, for what 

AMBER Transparency, fair 
processing and the 
ethos of ‘no surprises’ 
of the use of data to 
any data subject 
needs to be 

Privacy notice was 
reviewed for the IG 
Toolkit and needs to 
be reviewed before 
25.5.18.  
Communications Plan 



purpose, who it is 
shared with and the 
legal basis for doing 
so and how long it will 
be retained) 

strengthened. 
Promotion and 
publicity are key 
deliverables to be 
able to provide this 
assurance. Trust 
Privacy notices need 
to be updated to 
reflect the changes 
required 
 

needs to be thorough 
and provide full 
coverage across the 
Trust including 
Intranet, Internet, 
Social Media, Posters 
and Leaflets  

Revision of policy and 
procedures on the 
introduction of new 
processes to ensure 
that the DPO is 
consulted as a matter 
of routine on the need 
for data protection 
impact assessment 
and other governance 
matters 
 

AMBER Privacy Impact 
Assessments are 
currently (when 
received) assessed 
by the IG 
Department. These 
are usually identified 
by Trust staff as part 
of Business Case or 
Change 
Management. Data 
protection Impact 
Assessments are the 
same thing 
(rebranded). 
Processes needs to 
be more formalised 
and supported by 
policy and 
procedures as 
indicated  

There is a risk to the 
Trust that not all 
changes of process 
currently consider the 
completion of a DPIA 
and often these are 
completed after the 
change. The culture of 
the Trust needs to 
change to always 
consider DPIAs. The 
Information Asset 
Owners and 
Information Asset 
Administrators will be 
key to this assurance 
as will policy and 
procedures. 

Assurance of 
compliance is 
addressed by default 
in design and 
implementation of 
information systems  
 

AMBER  As above. DPIA’s are 
key to ensuring that 
all processing 
activities which 
involve data are 
recognised at the 
early stages of 
project development. 

As above.  The 
greatest risk to the 
Trust is not being able 
to account for a 
processing activity 
that it is not aware of – 
either through it’s 
Information Asset 
Registers, Information 
Flow Mapping or 
DPIA’s 

Assurance of the 
compliance of 
existing business 
processes and 
systems 

AMBER  Assurance can only 
be provided for what 
the Trust knows and 
risks can only be 
mitigated if known. 
Information Asset 
Registers, 
Information Flow 
Mapping and DPIA’s 
are the tools to 
ensure compliance 
but can only be 
effective with the 
support of the IAOs 
and IAAs.  

As above.  The 
greatest risk to the 
Trust is not being able 
to account for a 
processing activity 
that it is not aware of – 
either through it’s 
Information Asset 
Registers, Information 
Flow Mapping or 
DPIA’s 

Review of contracts 
on renewal / new 

AMBER All IG incidents are 
already reported 

Mitigating risks via 
reporting and IG 



contracts (including 
liability for fines in the 
event of a serious 
breach) to ensure 
compliance with 
GDPR  
 
 

through the Trust 
Incident Management 
system and graded 
against the HSCIC 
Checklist Guidance 
for IG Incidents with 
level 2 or above 
reported through the 
IG Toolkit and notified 
to the Information 
Commissioners 
Office. A contract 
review is necessary 
to identify the total 
number of contracts 
that the Trust has 
with any external 
stakeholders or 
suppliers and from 
that review to use the 
findings  to update 
the contracts for 
GDPR compliance 
including the need for 
all incidents to be 
reported to the Trust.  

oversight/scrutiny 
together with existing 
Serious Incidents 
processes would be a 
factor with any 
potential enforcement 
by the ICO. Of the 8 
IG SIRI’s reported to 
the ICO in 2017/18 the 
ICO was satisfied with 
the Trust’s responses 
and actions taken.  

Revision to subject 
access procedures to 
reflect new 
timescales and the 
removal of the fee in 
most cases 

GREEN The Trust (through 
established and 
revised processes 
within the IG 
Department) already 
responds to 1,000 
plus requests a year 
under the Subject 
Access provisions of 
DPA 1998  

Loss of income will be 
approximately 
£24,000 however the 
greater unknown is 
the likely increase in 
the volume of 
requests with the 
removal of charges. 

Development of or 
revision to 
procedures to 
address the other 
data subjects’ rights 
that are established 
by the GDPR 
(highlighted above)  
 

AMBER  Whilst consent is a 
major factor of the 
new GDPR, for the 
majority of the Trust 
processing will still 
require on implied 
consent (as is 
current). 

The lawful basis for 
direct care and 
administrative 
purposes will apply for 
the majority of 
processing  
6 (1) (e) for the 
performance of a task 
carried out in the 
public interest or in the 
exercise of public 
authority’ 
9 (2) (h) medical 
diagnosis, the 
provision of health or 
social care or 
treatment or the 
management of health 
or social care 
systems.   
 
There are additional 
changes in consent 
which will need to be 



considered including 
those around 
commissioning and 
planning, research, 
adults who may lack 
capacity, Children’s 
information, and the 
right to object to 
processing.  
 

Collating 
comprehensive 
documentation of 
advice given by the 
Data Protection 
Officer, independent 
risk assessments and 
management 
response to provide 
evidence of 
compliance with the 
GDPR 
 

AMBER Currently any 
decisions made 
around data 
protection issues are 
recorded within 
processes within the 
IG Department. 
These include 
Caldicott reviews.  

Similar processes will 
be put in place for the 
DPO so that all 
responses and 
decision making can 
be evidenced and 
accessed where 
necessary. 

Significantly 
increased penalties 
possible for any 
breach of the 
Regulation – not just 
data breaches  
 

GREEN  All IG incidents are 
already reported 
through the Trust 
Incident Management 
system and graded 
against the HSCIC 
Checklist Guidance 
for IG Incidents with 
level 2 or above 
reported through the 
IG Toolkit and notified 
to the ICO.  

Mitigating risks via 
reporting and IG 
oversight/scrutiny 
together with existing 
SI processes would be 
a factor with any 
potential enforcement 
by the ICO. Of the 8 
IG SIRI’s reported to 
the ICO in 2017/18 the 
ICO was satisfied with 
the Trust’s responses 
and actions taken.  
 

Legal requirement for 
security breach 
notification  
 

GREEN All IG incidents are 
already reported 
through the Trust 
Incident Management 
system and graded 
against the HSCIC 
Checklist Guidance 
for IG Incidents with 
level 2 or above 
reported through the 
IG Toolkit and notified 
to the ICO 

This has been 
embedded in the Trust 
since the HSCIC 
Checklist Guidance for 
Reporting, Managing 
and Investigating 
Information 
Governance and 
Cyber Security 
Serious Incidents 
Requiring 
Investigation was 
introduced over five 
years ago. 
 
 

Requirement to keep 
records of data 
processing activities  
 

AMBER  Information Flow 
Mapping – as part of 
the IG Toolkit – has 
been a requirement 
for several years and 
the content of the 
returned flow maps 

Flow mapping has not 
been returned from all 
departments as 
required and this is 
pivotal to fully 
understand what is 
being processed and 



should identify the 
processing activity 

the associated risks 
and mitigations with 
the processing. This 
would also include 
contracts and 
overseas processing 
both of which 
represent high risks to 
the Trust. 

Data protection 
issues must be 
addressed in all 
information 
processes  
Specific requirements 
for transparency and 
fair processing 

AMBER  Transparency, fair 
processing and the 
ethos of ‘no surprises’ 
of the use of data to 
any data subject 
needs to be 
strengthened. 
Promotion and 
publicity are key 
deliverables to be 
able to provide this 
assurance. Trust 
Privacy notices need 
to be updated to 
reflect the changes 
required 

Privacy notice was 
reviewed for the IG 
Toolkit and needs to 
be reviewed before 
25.5.18.  
Communications Plan 
needs to be thorough 
and provide full 
coverage across the 
Trust including 
Intranet, Internet, 
Social Media, Posters 
and Leaflets  
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