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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 Patient Story Alice Webster Receive Verbal 
4 Declarations of Interest Chair Receive Verbal 
5 Minutes of previous meeting  Chair Approve A 
6 Matters Arising and Schedule of Actions Chair Receive B 
  STRATEGY       
7 Chair's Update Chair Receive C 
8 Chief Executive's Update Maggie Oldham  Receive D 
9 Isle of Wight Health & Care Plan Maggie Oldham Receive E 
 Questions from the public arising from this section Chair Receive Verbal 
  PERFORMANCE      
10 Quality Performance Report Suzanne Rostron  Assurance F 
11 Director of Nursing Report Alice Webster Assurance G 
12 Clinical Negligence Scheme for Trusts  

(data submission against 10 standards) 
Alice Webster Agree H 

13 Workforce & Organisational Development 
Performance Report 

Julie Pennycook Assurance I 

14 Financial Performance Report Darren Cattell Assurance J 
 Integrated Divisional Performance Reports    
15 Acute Services Nikki Turner Assurance K 
16 Ambulance Services and Integrated Urgent & 

Emergency Care Services 
Tim Lynch Assurance L 

17 Community Services Alice Webster Assurance M 
18 Mental Health & Learning Disabilities Services Lesley Stevens Assurance N 
 Questions from the public arising from this section Chair Receive Verbal 
 COMMITTEE ASSURANCE AND GOVERNANCE     
19 Freedom to Speak Up Guardian Quarterly Report Maggie Oldham Assurance O 
20 7 Day Services Alistair Flowerdew Assurance P 
21 Board Assurance Framework Quarter 1 Report Suzanne Rostron Approve Q 
22 Committee Reports from the meetings held on  

3 July 2019 
• Quality Committee 
• Performance Committee 
• HR & OD Committee 

Chairs:  
 
Tim Peachey 
Caroline Spicer 
Anne Stoneham 

Assurance Verbal 

 Questions from the public arising from this section Chair Receive Verbal 
  CLOSING MATTERS       
23 Any Other Business Chair Receive Verbal 

Isle of Wight NHS Trust Board  
Meeting in Public 
 
Date:  4 July 2019 
Time:  1.30pm – 4.00pm  
Venue:  Conference Room – Level B Main Hospital 
(opposite Full Circle Restaurant), St. Mary’s Hospital, Newport, 
Isle of Wight PO30 5TG 
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24 Questions from the Public Chair Receive Verbal 
25 Confidential issues to be covered in Private        

• Employee relations matters 
• Patient Safety matters 
• Commercial matters 

Chair Receive Verbal 

         
26 The next meeting in Public of the IW NHS Trust Board 

will be on:  
Date:     Thursday 5 September 2019  
Venue:  Conference Room - Level B,  
St Mary's Hospital, Newport, IW PO30 5TG 
 
Annual General Meeting of the IW NHS Trust will be 
on: 
Date: Wednesday 17 July 2019 
Time:  10.00am – 12 Noon 
Venue:  Main Lecture Theatre – Education Centre,  
St Mary's Hospital, Newport, IW PO30 5TG 
 

Chair Receive Verbal 

  
Public and Staff Attendance  
Staff and members of the public are welcome to attend the meeting.   
 
Questions for the Board 
Staff and members of the public are asked to send their questions in advance at least 48 hours prior to the meeting 
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 

• Suzanne Rostron, Director of Quality Governance 
•  

 

mailto:board@iow.nhs.uk
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Minutes of the meeting of the Isle of Wight NHS Trust Board 
held in public at 1.30pm on Thursday 5 June 2019 in the Conference Room, St Mary’s 

Hospital, Newport, IW PO30 5TG 
 
PRESENT:   
Non-Executive  Vaughan Thomas Chair 
 Kemi Adenubi Non-Executive Director 
 Phil Berrington Non-Executive Director 
 Dr Paul Evans Non-Executive Director 
 Dr Tim Peachey Non-Executive Director 
 Caroline Spicer Non-Executive Director 
 Anne Stoneham Non-Executive Director 
 Sara Weech Non-Executive Director 
Executive Directors Maggie Oldham Chief Executive (CEO) 
 Darren Cattell Director of Finance, Estates and IM&T & 

Deputy CEO (DFEI) 
 Mr Alistair Flowerdew Medical Director (MD) 
 Tim Lynch Director of Integrated Urgent & Emergency 

Care (DIUEC) 
 Julie Pennycook Director of Human Resources & Organisational 

Development (DHROD) 
 Suzanne Rostron Director of Quality Governance (DQG) 
 Dr Lesley Stevens Director of Mental Health & Learning 

Disabilities (DMHLD) 
 Dr Nikki Turner Director of Acute Services (DAS) 
 Alice Webster Director of Nursing, Midwifery, AHPs & 

Community Service (DNMAC) 
Attendees Nick Gerrard NHSI Financial Improvement Director 
 Prof. Ann Jacklin NHSI 
 Kirk Millis-Ward Associate Director of Communications 
 Anna New Vice Chair of Staff side  
 Daniel Robinson Corporate Business & Development Manager 

(CBDM) 
For item 19/T/111 Anne Snow Consultant Cancer Nurse 
For item 19/T/111 Matt Irving Patient 
For item 19/T/111 Karen Irving Wife of Patient 
For item 19/T/111 Alison Toney Communication & Engagement Officer 
Observers: Andrew Bishop Hampshire Hospitals/Hampshire & IW STP 
 Dudley Delannoy Healthwatch 
 Pam Fenna Chair of Patient Council 
Minuted by Lynn Cave Board Governance Officer (BGO) 
 
Members of Staff and 
Public in attendance: 

There were members of the staff, public, Isle of Wight Councillors 
present.  No media representatives attended   

 
PROCEDURAL 
19/T/109 APOLOGIES FOR ABSENCE, CONFIRMATION THAT THE MEETING IS 

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

 
The Chair confirmed that the meeting was quorate 
 

Enc A 
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The Chair welcomed everyone to the meeting and advised that Kirk Millis Ward 
who was working jointly with the Local Authority and the Trust as Associate 
Director of Communication. 
 

19/T/110 PATIENT STORY 
 The Chair welcomed Mr & Mrs Irving and confirmed that they were being 

supported by Anne Snow, Consultant Cancer Nurse.   
 
Mr Irving presented a detailed view of his journey since his first diagnosis in 2015, 
his experiences with primary care through to the cancer surgeons at University 
Hospital Southampton NHS Foundation Trust, his 4 year remission and more 
recent diagnosis.  He explained the impact receiving treatment in Southampton 
had on his family and in particular his wife.  He advised that he had required daily 
treatment and he explained the timings and means of transport needed to be taken 
to access this and the financial impact incurred if his wife needed to accompany 
him.   
 
The Chief Executive expressed the Board’s thanks to Mr & Mrs Irving for taking the 
time to share their story and highlighted the importance of sharing and listening to  
patient experiences as part of their recovery and enhancing learning from their 
experience. 
 
The Board discussed the provision for support to patients needing to go off Island 
for treatment, and the challenges faced by patients due to timing, frequency and 
length of journeys. 
 

19/T/111 DECLARATIONS OF INTEREST 
 Declarations of interest were received from: 

• Darren Cattell as Director of Wight Life Partnership 
• Phil Berrington as an employee of IBM 
• Sara Weech as Chair of Mountbatten  

19/T/112 MINUTES OF PREVIOUS MEETING 
 The minutes of the meeting of the Isle of Wight NHS Trust Board held on 2 May 

2019 were reviewed and the following amendments agreed: 
 
a) 19/T/090 P5/3rd paragraph:  1 To be reworded as follows:  ‘She confirmed that 

the CQC have granted a full inspection of Ambulance and that it is anticipated 
that a rating of good will be achieved by Ambulance and Community - with 
Acute and Mental Health achieving ‘requires improvement’, and stressed that 
work will continue to meet the goal of ‘getting to good by 2020’. 

b)  
c) 19/T/090 P6/2nd paragraph:  To be reworded as follows:   ‘The Director of 

Quality Governance explained that there is a requirement to undergo a ‘Well-
led inspection’ each year with a number of core services inspected as part of 
this.  Whilst it could not be guaranteed that the CQC would inspect all of the 
core services rated as ‘requires improvement’ to ensure we meet the ‘getting to 
good by 2020’ she confirmed that the CQC has been supportive of this aim to 
date.’ 

 
d) 19/T/093 – P8/2nd paragraph:  To be reworded as follows:  ‘The Director of 

Quality Governance confirmed that at the beginning of the changes in 
complaints some responses were overdue by more than 200 days, whereas 
now it is rare to get above 50 days overdue.  The Director of Acute Services 
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confirmed that the most overdue complaint in Acute that week was 19 days 
overdue.’ 

 
Resolution  
Following the amendments above the Chair requested that the minutes of the 
meeting held on 2 May 2019 be Approved.  The motion was carried unanimously. 
 

19/T/113 MATTERS ARISING AND SCHEDULE OF ACTIONS 
 a) Matters Arising:   

There were no matters arising. 
 

b) Schedule of Actions:   
There were no actions due for this meeting 

 
Resolution 
The Isle of Wight NHS Trust Board received the Matters Arising and Schedule of 
Actions Update 
 

STRATEGY 
19/T/114 CHAIRS UPDATE 
 The Chair presented his report and confirmed that contrary to his report the Well 

Led interviews had yet to take place. 
 
He confirmed that he had been invited to attend a meeting in Jersey hosted by 
Digital Jersey which is the government-backed economic development agency and 
industry association dedicated to the growth of the digital sector.  A presentation 
on the plans to integrate systems across Jersey and to make Jersey a world-
leading base for digital innovation.  These included local authority, police and 
healthcare.  He advised that there are a number of comparable areas which the 
Isle of Wight shares with Jersey including integrated social care and health 
provision.  He outlined that there was no NHS GP provision on Jersey and that as 
care was private this has led to access to their services within a day. It was noted 
that does not send as many patients off island for Jersey treatment as the Isle of 
Wight does.  He confirmed that the meeting had been very productive and he 
would be following up links to set up a shared learning platform. 
 
The Medical Director queried if Jersey use health professionals differently and 
operate outside of the NHS system.  The Chair advised that ex NHS staff were in 
key roles and that the system did maintain close links with the NHS with 
partnership working with University Hospital Southampton NHS Foundation Trust 
(UHS) and The Royal Bournemouth and Christchurch Hospitals NHS Foundation 
Trust. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Update.   
 

19/T/115 CHIEF EXECUTIVE’S UPDATE 
 The Chief Executive presented her report and highlighted the following areas: 

 
a) CQC Inspection:  She commended staff for their hard work in May during the 

inspections which had covered all four divisions.  She also advised that in 
addition there had taken place a financial special measures meeting with the 
regulators and a Use of Resources inspection which was part of the well led 
inspection which is due on 18-20 June. 

 
She confirmed that the formal outcome of the inspections would not be 

https://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=760
https://www.nhs.uk/Services/Trusts/Overview/DefaultView.aspx?id=760
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available due to the reporting process until September/October.  However, 
verbal feedback from staff has been positive and indicated that the assessors 
were looking at good practice.  This has been supported by comments made 
by the assessors that they could see changes in culture, staff empowerment 
and to practices.  They have taken photos of areas of good practice which they 
will be sharing with their trusts.  Overall the outcome has confirmed that the 
Trust self-assessment was appropriate, and she advised that formal feedback 
will be embargoed until the release of the final report. 

 
b) Long Term Joint Working Plans:  It was confirmed that the Local Authority 

and the Trust would be developing a paper in July which will outline the 
agreement to work in synch to deliver a unified message.  As part of the Isle of 
Wight Health and Care Sustainability Plan year 1 is the Trust Operating Plan 
for 2019/20.  Further development of the system to ensure productivity, care 
models across the system, structural viability in some services will continue.  
Currently the Local Care Board is the mechanism in place where these plans 
are discussed and this will be redesigned to facilitate the long term progression 
of the plan. 

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

PERFORMANCE  
19/T/116 QUALITY PERFORMANCE REPORT 
 The Director of Quality Governance presented the report which had been 

discussed at the Quality Committee and highlighted the following areas: 
 
a) Serious Incidents:  6 SIs were reported in April and 100% were reported 

within 2 working days of awareness.   
 

b) Complaints:  The divisional completion rates for Ambulance and Community 
have increased to 80%, Acute is at 75% and Mental Health is at 80%.  This 
equates to an overall level of 70% of complaints completed within the target 30 
days which is a significant improvement. 

 
c) RIDDOR1 reporting:  Following a concern that there may have been cases 

which should have been reported, a retrospective review of RIDDOR incidents 
was undertaken and it was established that no case were identified that had 
not previously been reported to Board. 

 
d) Liberty Protection Safeguards (LPS):  It was confirmed that this is an update 

in the legislation which will replace the Deprivation of Liberty Safeguards 
(DoLS) and is expected to be implemented in 2020. 

 
The Board discussed the report and it was queried if DoLS training for staff was 
adequate.  The Director of Quality Governance confirmed that it was in line with 
current policy and would be refreshed to incorporate the changes being made 
under LPS. 
 
The Chief Executive expressed concern that the target for complaints to be 

                                            
1 Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 
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completed is 85% and there remains 15% which are not compliant and those 
teams not achieving the target need to be challenged about their failure to comply.  
The Director of Quality Governance explained that some complaint cases can be 
complex and may require further investigation.  The agreement is that the target is 
30 days with a caveat that further time may be required.   
 
Resolution 
The Isle of Wight NHS Trust Board received the Quality Performance Report. 
 

19/T/117 NURSING REPORT 
 The Director of Nursing, Midwifery, AHPs and Community Services presented the 

report and advised that this was a new report which provides an update of the 
work being undertaken within corporate nursing and confirmed that the report will 
continue to develop over the coming months.  She highlighted the following areas: 
 
a) Workforce Stabilisation:  The apprentice and associate nurse programmes 

are going well and are currently oversubscribed.  There was a media report on 
the BBC which shows that the island is a leader in this programme. 

 
b) Quality Dashboards:  It was confirmed that the acute and mental health 

dashboard are in place with work commencing for the community and 
ambulance teams.  The framework for these will hold manager to account for 
performance. 

 
c) International Nursing Day:  This had been very successful with nurses from 

the Philippines speaking about their experiences, a fund raising bike ride which 
had nurses against other NHS staff, and which the nurses won.  There were 
also awards presented to a range of staff which were sponsored by a local 
estate agent and these were as follows:   

• Healthcare Assistant of the 
Year: 

Winner: Debbie Jordan 
Runner up: Angie Houghton 

• Midwife of the Year:  
 

Winner: Gill Griffin 
Runner up: Sarah Page 

• Registered Nurse of the 
Year: 

Winner: Sherry Morales 
Runner up: Carol Bolton 

• Above and Beyond Award: 
 

Winner: Kate Staplehurst  
Runners up: Tina Beardmore and 
Nicky Tongue 

• Outstanding Contribution to 
Nursing: 

Winner: Sue John 
Runner up: Lucy Merry-Williams 

• Lifetime Achievement 
Award: 

Winner: Ruth Williams 
Runner up: Rosie Parkes 

 
The Board expressed its pleasure in the success of the apprenticeship and 
associate programme with the Director of Nursing, Midwifery, AHPs & Community 
Services providing additional information on how students access a range of 
services including AHPS and Mental Health can access flexible support through 
the Open University as well as through University of Southampton.  The Medical 
Director also highlighted that consideration is being given to the provision of 
Physician Associates which will allow qualified clinicians to work in different roles. 
 
The Director of Nursing, Midwifery, AHPs & Community Services confirmed that 
following the success of the nursing day, there are plans for other teams of staff to 
have events to showcase their talents. 
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Resolution 
The Isle of Wight NHS Trust Board received the Nursing Report. 
 

19/T/118 LEARNING FROM DEATHS REPORT 
 The Medical Director advised that the report had been reviewed previously at the 

Quality Committee. 
 
He confirmed that there has been a steady improvement over the previous year for 
the Summary Hospital-level Mortality Indicator (SHMI) and Hospital Standardised 
Mortality Ratio (HSMR).  He outlined the process by which data is recorded for 
patients who are transferred off island and who subsequently die and how this 
affects the data for the Trust. 
 
The Medical Director confirmed that there is now an embedded system to review 
mortality cases and structured judgement reviews (SJR), as well as reporting 
learning from deaths which is showing good improvements and in particular to the 
deteriorating patients.  He confirmed a presentation had been given to Quality 
Committee on 5 June which provided detail of this process. 
 
Tim Peachey, Chair of the Quality Committee, confirmed that the presentation had 
been informative, and queried what else could be done to learn new lessons.  The 
Medical Director advised that having 24/7 delivery of safe responsive care and 
accountability of staff to act according to policy and pathways at all times would be 
key, and confirmed that quality assurance is being developed within the care 
groups. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Learning From Deaths Report. 
 

19/T/119 ACUTE SERVICES 
 The Director of Acute Services presented the report which had been discussed at 

the Performance Committee and highlighted the following areas: 
 
a) Referral to Treatment times (RTT):  A zero rate growth contract has been 

agreed for 2019/20 and therefore the teams need to maintain levels of activity 
and ensure system support to allow this to take place.   

 
b) Cancer:  The positon for April’s 62 Day Cancer target is 61.8%.  However this 

has not been validated as tertiary data has yet to be included.  Recovery of the 
back log continues and as this reduces the performance levels will rise. 

 
c) Diagnostics:  Performance is at 95.4% against a target of 99%.  It is 

anticipated that the back log will be cleared by the end of June. 
 
d) Sickness:  There is a positive falling position which staff continuing to be 

supported. 
 
e) Mandatory Training:  This is currently at 88%. 
 
f) Finance:  There is a month 1 reported overspend of £146k, which is attributed 

to Compton Ward remaining open and additional drug spend which will be 
recovered. 

 
The Board discussed the report with Tim Peachey highlighting that given the 
contract barriers and that national statistics do not track patients over 18 weeks, it 
would be advantageous to have early indicators of potential 19 – 52 week 
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breaches.  The Director of Acute Services confirmed that hot spot areas would be 
included within future reports.  She also confirmed that a deep dive into RTT would 
take place and that there would be input from the CCG to ensure system view of 
the level of risk and impact 
 
Phil Berrington highlighted that at the Performance Committee it had been noted 
that there were parallel records being maintained for appraisals and he stressed 
the need for this to cease and for effective recording on ESR.  The Director of 
Acute Services confirmed that work was in place to ensure real-time ESR input 
and that the parallel process would cease. 
 
The impact of closing Compton Ward was discussed and it was confirmed that as 
part of the ‘Perfect Week’ there would be a system wide review and future 
modelling to develop earlier discharges with system partner input.  The Director of 
Nursing, Midwifery, AHPs & Community Services provided additional update on 
system capacity for nursing homes which had been impacted by the closure of 
some beds by the CQC.  She advised that whilst these beds were unavailable that 
this had impacted on flow, discharge and the ability to close Compton Ward.  This 
in turn had resulted in the Trust incurring additional costs, and demonstrated how 
reliant the Trust was on system partners.   
 
It was confirmed that the aim of the ‘Perfect Week’ was to ensure how to make 
practices ‘business as usual’ and not to be a marker in time.  There would be 
regular updates from the Communications team on progress to both the Trust and 
Local Authority which will feature agreed messages which will ensure disciple and 
consistency in the approach being taken.  It was stressed by Kemi Adenubi that 
there needed to be honesty in the messages to show accountability and 
transparency.  This was supported by the Chair who agreed there needed to be 
honest and transparent communications despite the challenges being faced. 
 
Action 
Deep Dive into Referral to Treatment Times to be undertaken with input from 
CCG. 

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

19/T/120 AMBULANCE SERVICES AND INTEGRATED URGENT & EMERGENCY CARE 
SERVICES  

 The Director of Integrated Urgent & Emergency Care presented the report which 
had been discussed at the Performance Committee and highlighted the following 
areas: 
 
a) Ambulance: 
 

• 111 Service:  He reported that although the team are maintaining their 
position against benchmarking, the dashboard answering times has 
slipped.  Actions have been taken to address this with additional staff being 
recruited and ring fencing of their time in place.  He confirmed that call 
handlers need to be flexible to answer a range of calls but do require 
specialist training to undertaken their role. 

 
 
b) Integrated Urgent & Emergency Care: 
 

• Dashboard:  He advised that the team are continuing to develop the 
dashboard and to increase visibility and transparency within the sub 
sections to show patient journey from ambulance through the service.   
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• CQC:  Feedback has been positive but the team are continuing to closely 

monitor the key areas to ensure compliance is maintained.  He confirmed 
that there had been incidence of sub optimal staffing in the month where on 
4 occasions/shifts the team had been 1 registered nurse down.  The 
Director of Nursing, Midwifery, AHPs & Community Services advised that 
the acuity and demand was not factored within the metrics and that all 
incidents had been assessed and staffing was deemed to be safe in all 
incidents. 

 
Caroline Spicer, Chair of the Performance Committee, advised that the Committee 
had a limited assurance from the report.  However, she confirmed that a positive 
discussion concerning the transparency of the reporting had taken place and had 
noted that embedding of the process remains to be confirmed.   
 
Tim Peachey, Chair of the Quality Committee, advised that a brief introduction to 
the dashboard had been presented which showed encouraging progress and 
confirmed that a live demonstration was to be provided. 
 
The Director of Acute Services highlighted that the discharge lounge was not being 
consistently used by all wards and that more work is being undertaken to ensure 
that patients who are ready for discharge are automatically referred to the 
discharge lounge.  This will help improve patient flow through the hospital. 
 
Action 
A review of number of days of suboptimal Emergency Department nurse staff (no 
Nurse in Charge or gap of more than one Registered Nurse) to be undertaken by 
the Executive Team Meeting  

Action by:  DIUEC 
 
Resolution 
The Isle of Wight NHS Trust Board received the Integrated Urgent and Emergency 
Care report. 
 

19/T/121 COMMUNITY SERVICES 
 The Director of Nursing, Midwifery, AHPs & Community Services presented the 

report, and advised that it had been discussed at the Performance Committee.  
She highlighted the following areas: 
 
a) CQC Inspection:  The feedback from teams following the inspection has been 

positive with staff confirming that they were able to show good practice across 
the range of services. 

 
b) Allied Health Professional (AHP) Lead:  It was confirmed that recruitment to 

the AHP Lead position has been successful. 
 
c) Mandatory Training:  This is currently at 94% but this will increase over 

coming months. 
 
d) Sickness:  This remains high but there has been improvement since February.  

Top reason is currently cough, cold and flu, and it was confirmed that staff are 
being supported through a range of measures. 

 
e) CIP:  The team are working to address any risks to achieving the targets and 

confirmed that the quality impact assessments (QIA) have been completed.  It 
was advised that there are limited resources within the division to undertake 
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this work and discussions are being undertaken with the local authority to 
review options. 

 
The Chair confirmed that within the sustainability plan there has been highlighted 
the lack of investment within community and mental health. 
 
The Isle of Wight NHS Trust Board received the Community Services Report. 
 

19/T/122 MENTAL HEALTH & LEARNING DISABILITIES SERVICES 
 The Director of Mental Health & Learning Disabilities Services presented the report 

and advised that it had been discussed at the Performance Committee.  She 
highlighted the following areas: 
 
a) Shackleton Ward:  She confirmed that the ward is due to reopen on 14 June 

and off island patients will be returning on a phased programme.  She advised 
that there has been very positive staff engagement and reported that they are 
all keen to return with a new team leader to support them.   

 
b) Community Mental Health Service:  The team are managing the size of their 

caseload which has resulted in an improved position which was positively 
noted by the CQC.  

 
C) Well Being Service:  This is now being provided by a third sector provider 

who is working closely with our team to provide an open service which will 
benefit service users. 

 
d) Staff Survey:  The Divisional Board have reviewed the results in detail and 

whilst there were disappointing, there has been improvement shown in the 
pulse surveys.  A programme of staff engagement meetings have been agreed 
which will ensure staff views are listened to and which will pick themes for 
discussion to ensure staff engagement. 

 
e) Appraisals:  It was confirmed that the appraisals trajectory was on plan. 
 
f) Finance:  There had been an adverse effect seen in month 1 due to 

Shackleton Ward but this would cease once the ward reopens.  Measures are 
in place to recover the position. 

 
g) CIP:  Plans are well in advance and have been able to offset some of the costs 

in month 1.  Agency usage remains an issue within the inpatient wards but this 
is being offset against the development of a mental health staff bank and also 
a review of the skill mix within the wards. 

 
Caroline Spicer, Chair of the Performance Committee, advised that the Committee 
had received with interest updates on how the team were using social media to 
promote and enhance services and suggested that this is an area which could be 
developed within all divisions. 
 
Resolution 
The Isle of Wight NHS Trust Board received The Mental Health and Learning 
Disabilities Services Report.  
 

19/T/123 WORKFORCE & ORGANISATIONAL DEVELOPMENT PERFORMANCE 
REPORT 
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 The Director of Human Resources & Organisational Development presented the 
report which had been discussed at the Performance Committee, and highlighted 
the following areas: 
 
a) Leadership & Culture:  Dashboards are showing improvements as are the 

pulse surveys which are an encouraging indicator that measures are showing 
benefits. 

 
b) Workforce Plan:  Staff costs are down for month 1.  Substantive and bank 

staff have increase although there has been a decrease in agency usage. 
 

c) Appraisals:  Target for all staff to receive their appraisal is the end of quarter 
1, and managers are being requested to ensure all staff have their appraisals 
booked in by this date.  The appraisal pack has been revised and aligned to 
the Trust values and training sessions are being provided for staff and 
managers to facilitate effective and quality appraisals.  The Medical Director 
also confirmed that there is a national appraisal process for clinicians and this 
will be monitored and training provided. 

 
Anne Stoneham, Chair of the HR & OD Committee, confirmed that the Committee 
would be reviewing these areas in detail and in particular would be monitoring 
appraisals closely and reviewing against the pulse survey results to look at 
improving trends.  She also confirmed that the Committee would be reviewing 
recruitment and retention across the organisation to ensure appropriate staffing is 
in place and staff are supported.  The Committee will be focusing on live data to 
ensure that strategic and granular detail is available to demonstrate were staff 
engagement is improving. 
 
Caroline Spicer, Chair of the Performance Committee, advised that the Committee 
has assurance that there is planned movement to recruit and retain staff as well as 
positive reduction in agency usage.  However, there remains underling risks to 
recruitment which are being closely monitored. 
 
The Chair highlighted that 70% of the Trust funds are spent on workforce and 
therefore the Board needed to be mindful of the effects staffing has across the 
organisation and that this is reflected in reports. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Workforce Performance Report. 
 

19/T/124 FINANCIAL PERFORMANCE REPORT 
 The Director of Finance, Estates and IM&T & Deputy CEO presented the report 

which had been to the Performance Committee, and highlighted the following 
areas: 
 
a) Finance:  The month 1 position had been achieved.  He advised that there 

had been some areas of overspend which had been offset against areas of 
underspend.  He did confirm that measures were in place to recover this 
overspend. 

 
b) CIP:  Planning is progressing but is currently slightly behind schedule but 

milestones and plans are in place to recover and achieve the target of £10m. 
 
c) Cash:  There has now been a change to the borrowing model which is now 

moving to transitional funding which is accessed on a quarterly basis.  He 
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stressed that in order to receive this funding the Trust must achieve its targets.  
Discussions are taking place to mitigate against any risks with NHSIE to agree 
the transition to the new funding model. 

 
d) Financial Special Measures:  Regular meetings are in place with regulators 

as well as twice weekly conference calls.  An update on these will be provided 
within future reports. 

 
Caroline Spicer, Chair of the Performance Committee, advised that the Committee 
had noted the risks to funding and organisational reputation within the system and 
the need for commitment to adherence to budgets and activity plans to ensure that 
the quarterly targets are met. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Financial Performance report. 
 

COMMITTEE ASSURANCE & GOVERNANCE 
19/T/125 FIT AND PROPER PERSONS REPORT 
 The Director of Human Resources & Organisational Development presented the 

report which provides assurance that the annual Fit and Proper Persons Test has 
been conducted and all current directors satisfy the Fit and Proper Persons 
Requirement for Directors.  
 
Resolution 
The Isle of Wight NHS Trust Board received the Fit and Proper Persons report. 
 

19/T/126 DECLARATIONS OF INTEREST REPORT 
 The Director of Quality Governance presented the report and confirmed that all 

members of the Board have made their declarations.  She advised that the 
Standards of Business Conduct Policy had been changed in line with the national 
guidance and for 2019/20 the threshold for staff would be raised from Band 7 to 
Band 8d and above.  However, any staff below that level who have an interest to 
declare would still be required to submit an annual declaration. 
 
Resolution  
The Isle of Wight NHS Trust Board received the Declarations of Interest report. 
 

19/T/127 STAFF SURVEY REPORT 
 The Chair advised that the report was being presented for assurance and stressed 

that, as seen at the Compassionate Leadership Conference, when a Trust is in 
special measures that there is evidence that there is a period before the results 
show improvement. 
  
The Director of Human Resources & Organisational Development confirmed that 
the results were in line with the anticipated outcomes and the purpose of the 
results is received feedback from staff and to allow benchmarking with similar 
trusts.  However, it should be noted that the Trust is unique in having all four 
services within one organisation.  It was therefore necessary to have four separate 
surveys to cover acute (inc corporate services), mental health, community and 
ambulance.  She advised that responses have been low and less than the national 
average and related to the period October – December 2018.  Since this time the 
monthly pulse surveys have shown a steady improving picture and improved staff 
engagement.  There are ten core themes (shown below) and there is improvement 
across all areas and interventions in place to address any areas which require 
additional support: 
 

1. Equality, Diversity & Inclusion 
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2. Health & Wellbeing 
3. Immediate Managers 
4. Morale 
5. Quality of Appraisals 
6. Quality of Care 
7. Safe environment – Bullying & Harassment 
8. Safe Environment – Violence 
9. Safety Culture 
10. Staff Engagement 

 
The Director of Human Resources & Organisational Development confirmed that 
data will be reviewed and actioned at divisional level and monitored through the 
HR & OD Committee. 
 
Anne Stone, Chair of HR & OD Committee confirmed that an action plan for 
corporate areas was also in place with clear milestones and timelines, and this 
would be updated also in line with the monthly pulse checks to ensure correlation 
across the organisation. 
 
The Board discussed the report and it was noted that the staff survey was only 
reflective of the period in which it was undertaken and that the monthly pulse 
checks will provide indicators of the change in staff feedback.  It was also 
highlighted that the action plan for the 2018 survey will not affect the outcome of 
the 2019 and that those trusts in special measures do not tend to show 
improvement in the results until year 2/3. 
 
The Chief Executive acknowledged the results and the measures which would be 
taken to address areas of concern and the work which will be undertaken by the 
HR &OD Committee; however, she stressed that it was important to remember 
where the Trust was in October 2018 and where staff morale was.  The Chair 
agreed that this was important but stressed that the organisation needed to have a 
clear aim of where it should be.  He stated that the feedback on the surveys is a 
good indicator but that the aim was for an organisation with high performance, high 
customer engagement and high staff morale. 
 
Resolution 
The Isle of Wight NHS Trust Board received the Staff Survey Report  
 

19/T/128 CHAIR OF QUALITY COMMITTEE REPORT 
 Tim Peachey, Chair of the Quality Committee reported that following the meeting 

held on 5 June 2019, that in addition to issues discussed elsewhere in the 
meeting, the following areas were to be brought to the Boards attention: 
 
a) Falls Strategy:  The Committee received the all island falls strategy earlier in 

the year and this document is specific for the Trust and was deemed to be an 
excellent document which has provided substantial assurance. 

 
b) Dementia Strategy:  The Committee received this strategy which is relevant to 

all areas of care across the organisation.  The document is comprehensive and 
have actions plans which when they go live will be tailored to each services. 

 
c) Healthwatch Cancer Service Report:  The Committee received the report 

which provided helpful insight.  The Committee have requested that 
Healthwatch provide a response to the action plan. 
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d) Clinical Effectiveness:  The Committee receive assurance from the Clinical 
Effectiveness Sub Committee on activities relating to a range of areas 
including CQUIN and Mortality and noted that this is the most mature of the 
sub-committees which report to the Quality Committee and which provides 
consistent high quality reports. 

 
e) Deep Dives:  The Committee received two deep dive presentations on 

Community Mental Health Services which provided significant assurance, and 
also on the NEWS22 system, deteriorating patients and related serious 
incidents which provided assurance that critical elements are in place and are 
providing positive effects for patient but further work to fully embed processes 
will continue. 

 
f) Quality Account 2018/19:  The Committee agreed the final report for 

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

19/T/129 CHAIR OF PERFORMANCE COMMITTEE REPORT 

 
 

Caroline Spicer, Chair of the Performance Committee reported that following the 
meeting held on 5 June 2019, that in addition to issues discussed elsewhere in the 
meeting, the following areas were to be brought to the Boards attention: 
 
a) CIPS:  The Committee received reasonable assurance from the Deep Dive 

presentation on Agency usage, and it was agreed that a CIP rolling 
programme would be provided for review at the next meeting.  The Committee 
noted that not all identified schemes have been finalised but have reassurance 
that this will be completed by mid-July. 

 
b) Data Quality:  The Committee received a report on data quality but have 

referred it to the Executives for review.  The Committee also highlighted that 
the Quality Committee should receive a data quality report for patient 
safety/experience aspects also to ensure alignment between performance and 
quality. 

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

19/T/130 CHAIR OF HR & OD COMMITTEE REPORT 

 Anne Stoneham, Chair of the HR&OD Committee, advised that following the 
inaugural meeting held on 5 June 2019, that in addition to issues discussed 
elsewhere in the meeting, the following areas were to be brought to the Boards 
attention: 
 
a) Terms of Reference:  Following approval at Board on 2 May, the Committee 

                                            
2 National Early Warning Scoring System 
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have agreed to adopt them subject to the addition of the Director of Integrated 
Urgent & Emergency Care to the membership to ensure all divisions were 
represented and the inclusion within the regular attendees of the Interim 
Deputy Director of HR.  

 
b) Diversity & Inclusion:  The Committee received assurance that there is 

positive progress being made however it noted that BME staff are not currently 
represented at senior management level and a review into future development 
of staff would be taking place. 

 
c) Board Assurance Framework:  The Committee highlighted that they would 

review the report at divisional level to ensure that that progress is being 
achieved across all areas.  It would also allow for any underlying issues 
relating to HR to be challenged and escalated to the Executives who would 
review in conjunction with the sustainability plan. 

 
Resolution 
The Isle of Wight NHS Trust Board received the Chair’s Report from the HR & OD 
Committee. 
 

CLOSING MATTERS 
19/T/131 CHAIRS CLOSING COMMENTS AND ISSUES TO BE COVERED IN PRIVATE 
 The Chair advised that the following items would be covered in a private meeting 

of the Board: 
 

• Employee Relations 
• Patient Safety matters 
• Commercial matters 

 
19/T/132 QUESTIONS FROM THE PUBLIC 
 Questions were raised during the meeting as follows: 

 
a) Procedural Section:  No questions raised 
b) Performance Section:  Pam Fenna, Patient Council, queried that one report 

stated that in part of the trust the highest sickness was due to colds and flu, 
whereas in another report it is shown as stress.  The Director of Human 
Resources & Organisational Development confirmed that the workforce report 
represents the overall position for trust and the highest cause of sickness is 
stress.  She confirmed that there are a range of interventions and support in 
place for staff.  She advised that when reviewed by division the data is broken 
down and in the case of Community their highest reason currently is colds and 
flu.   

c) Committee Assurance & Governance Section:  No questions raised 
 

19/T/133 ISSUES RAISE BY OBSERVERS 
 a) Health Watch:  No Issues raised 

b) Staff Side: No Issues raised 
c) Patient Council:  No Issues raised 
 

19/T/134 ANY OTHER BUSINESS 
 There was no other business. 
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 THE BOARD CONVENED AS CORPORATE TRUSTEE  
19/CT/001 CHAIR OF CHARITABLE FUNDS COMMITTEE REPORT 
 Caroline Spicer, Chair of the Charitable Funds Committee, advised that following 

the meeting held on 5 June 2019 the following areas were of note: 
 
a) Finances:  The fund currently has £400k in the account.  Additional 

contributions have been received via the donation box which has been located 
in the Full Circle Restaurant. 

 
b) Donations:  During the year 2018/19 the Committee achieved its objective of 

92% spending of donations on a range of projects, including through the 
Friends of St Marys and which were valued at £380k.   

 
c) Publicity:  The Committee had a lively debate concerning future publicity 

to encourage more donations. 
 
d) Education Fund:  The Committee are implementing a top slicing approach to 

funds from static funds to set up a dedicated fund for spend on education to 
ensure funding is available to all staff equitably. 

 
e) Risk Register:  The Committee are reviewing potential risks and will be 

creating a register to monitor to align with other Committees. 
 
f) Terms of Reference:  Following approval at Board on 2 May, the Committee 

have agreed to adopt them subject to a number of minor amendments. 
 
Resolution 
The Corporate Trustee received the Chair’s Report from the Charitable Funds 
Committee. 
 

 CHARITABLE FUNDS ANNUAL REPORT & ACCOUNTS 2017/18 
 The Director of Finance, Estates and IM&T/Deputy CEO presented the annual 

report and accounts for 2017/18 which have been reviewed by the external 
auditors and approved by the Charitable Funds Committee.  He confirmed that 
they are here for formal approval by the Corporate Trustee.  It was confirmed that 
the annual report and accounts for 2018/19 are anticipate to be presented in 
November/December depending on when the Charitable Funds Committee 
meetings occur within the new meeting schedule. 
 
Resolution  
The Chair requested that the Charitable Funds Annual Report & Accounts 2017/18 
be Approved.  The motion was carried unanimously. 
 

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

be held in public is on Thursday 4 July 2019.  The venue for this meeting will be 
the Conference Room – Level B Main Hospital – opposite Full Circle Restaurant, 
St Mary’s Hospital, Newport, IW PO30 5TG 

 The meeting closed at 4.00pm 
 
Signed………………………………….Chair   Vaughan Thomas 
 
Date:    
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Board & Board Committee KEY TO RAG STATUS 

ROLLING SCHEDULE OF ACTIONS TAKEN FROM THE MINUTES Action overdue

Action Progressing
Action complete

Name of Meeting Date of 
Meeting

Minute No. Action 
No.

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

Progress RAG Date Closed

Board in Public 06-Mar-19 19/T/047 TB/359 Mortality & Learning from 
Deaths

A further update on mortality and 
learning from deaths to be scheduled as 
a Board seminar topic.   

David Haycox 28/03/19 - To be undertaken ahead of the September report
30/05/19 - On workplan for Board Seminar 
26/06/19 - Included on the updated draft Board Seminar workplan. Propose
action is closed

04-Jul-19 04-Jul-19 Propose Action 
to be closed

Board in Public 06-Jun-19 19/T/119 TB/363 Deep Dive - RTT Deep Dive into Referral to Treatment 
Times to be undertaken with input from 
CCG.

Nikki Turner 01/07/19 -  The Associate Director for Operations - SWCH is working with the 
CCG on this report and outcome awaited ahead of the September deadline to 
Board

05-Sep-19 05-Sep-19 Action 
progressing

Board in Public 06-Jun-19 19/T/120 TB/364 Emergency Department 
Staffing 

A review of number of days of 
suboptimal Emergency Department 
nurse staff (no Nurse in Charge or gap 
of more than one Registered Nurse) to 
be undertaken by the Executive Team 
Meeting 

Tim Lynch 26/06/19 - The ‘Front Door Delivery’ metrics are reviewed at Exec Team 
Meeting every week and are assessing the usefulness of this metric. The 
descriptor needs to move to ‘shift’ from day and the rules for recording 
clarified so not recorded if mitigated.

“Absent NiC or unmitigated gap of more than one RN”

04-Jul-19 04-Jul-19 Action 
progressing
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Agenda Item No 7 Meeting Trust Board In Public Meeting 
Date 

4 June 2019 

Title Chair Report  
Sponsoring Executive 
Director 

Vaughan Thomas, Chair  

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

N/A 

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

 
o Meetings with partner organisations including: 

o Call with Ruth Carnall, Carnall Farrar. 
o Meeting with Katy Steward FRSA. 
o Hampshire & Isle of Wight Chairs Meeting. 
o Local Care Board. 
o CQC Well Led Interview. 
o Professional Feedback Session CQC. 
o IOW & PHT Chairs and CEO meeting. 
o IW Leadership Forum, CCG. 

 
o Meetings with Individuals including trust executives and 

o Non-Executive Director Appraisals throughout June 
o Associate Director of Corporate Affairs Interviews. 
o Meeting with Daniel Robinson, Corporate Business & Development Manager. 
o Introductory meeting with Kirk Millis-Ward, Associate Director for Communications. 

Enc C   
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o End of Life Care Meeting, Shane Moody. 
o Perfect Week Wrap Up Meeting. 
o Visit to Respiratory Department. 

 
Key Recommendation 
The Board is recommended to receive the report. 
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Agenda Item No 8 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Chief Executive Report 
Sponsoring Executive 
Director 

Maggie Oldham, Chief Executive 

Author(s) Maggie Oldham, Chief Executive 
Report previously 
considered by inc date 

n/a  

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

• Care Quality Commission inspection and praise for partnership working 
• Perfect Week 
• Shackleton Ward 
• Staff & Community Engagement 
• Saying goodbye to a wonderful colleague 
• Health and care across the island 
• The Local Care Board 
• The National Picture 

 
Key Recommendation 
The Trust Board is asked to consider the report 

 
 

Enc D   
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Chief Executive’s Board Report July 2019 
 
Reflecting on another busy and productive month, I have been struck by the energy and 
dedication of our teams. We ask a lot of our staff and they continue to give their all. Whether 
that’s on new initiatives aimed at improving our services or whether it is responding to 
unexpected events. 
 
Without their support it would have been impossible to coordinate a Care Quality 
Commission inspection, a Use of Resources inspection from NHS Improvement, our CQC 
Well-Lead inspection, running the Perfect Week initiative and delivering the day job. 
 
So thank you all. 
 
Care Quality Commission inspection and praise for partnership working 
 
Earlier this week the CQC published the first of its inspection reports. It is fantastic news that 
our Urgent Care Service (out of hours) and our NHS 111 services have been rated as Good. 
 
This is a real achievement and shows just how far we have come. Congratulations to 
everyone involved.  
 
Just a few days before the CQC published a case study on some innovative work we are 
doing with Isle of Wight Council.  
 
Working more closely with our colleagues in social care, primary care and the voluntary 
sector isn't just common sense, it is better for the people we look after. 
 
So I am really pleased that the CQC has published a case study on our work with the local 
authority to bring social care practitioners into our Emergency Department and Medical 
Assessment Units. 
 
Since January the work has had a really positive impact on the people we support, with more 
than 80 people being seen and supported home instead of being admitted to the hospital.  
 

Perfect Week 
 
The Board will receive a fuller update on the 
initiative, but I wanted to take a moment to 
thank everyone that was involved.  
 
It was heartening to see the daily updates and 
the pride on display for the people who were 
picked as Team of the Day. 
 
I am proud of how we have started to use real-
time patient data and it’s good to see the 
dashboards being used on the wards. 
 
The Perfect Week shows that we can get 
people home sooner, our challenge is to 

sustain the improvement – both as a Trust and as a system, working with our colleagues in 
social care, commissioning, primary care and the voluntary sector. 
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Shackleton Ward 
 
Shackleton Ward, our four-bed dementia 
care unit, has officially reopened after a 
£200,000 refurbishment.  
 
The new ward is a much more comfortable, 
calming environment for the people we are 
looking after and, importantly, it’s a space 
that our staff can be proud to work in. 
 
We know the current location is not the long-
term solution because we want those 
patients to benefit from outside space but it 
does represent a substantial improvement. 
 
I’m grateful to everyone involved in the work 
to breathe life into Shackleton Ward and I am thankful too for the input provided by 
HealthWatch.  
 
Staff and Community Engagement 

 
A team of 12 members of staff 
volunteered to promote the Trust at the 
Isle of Wight Festival. 
 
I’d like to thank them for giving up their 
free time to meet with members of our 
community and visitors to explain more 
about the organization. 
 
One of the highlights of the weekend 
came from the work being done to 
promote our Restart a Heart campaign 
– which teaches lifesaving skills to local 
people. While our team was promoting 
the campaign they bumped into Laura, 
a local resident who had recently 
survived a sudden cardia arrest.  
 

While she was there she met up with Jon, one of the paramedics who saved her life. 
 
This shows the tremendous impact that our 
work can have and the value in engaging with 
our local community. 
 
Saying goodbye to a wonderful colleague 
 
I wanted to take the opportunity to thank a 
particular member of staff for her incredible 
service to the NHS. 
 
Last week Viv Tomlinson retired from the Isle 
of Wight NHS Trust after 51 years of service as 
a nurse, ward sister and most recently 
supporting dementia care at the Trust. 
 
She has been a tremendous colleague and an 
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inspiration to others. I would like to thank her for her service and I wish her all the very best in 
the future. 
 
Health and care across the island 
 
Included in the papers for this meeting you will find a set out slides that explain the latest 
work being done to deliver sustainable health and care services on the Isle of Wight. 
 
We are holding the first in a series of staff engagement sessions in the coming weeks and 
the council and clinical commissioners will soon be discussing the plan with their teams too. 
 
Later this year we will launch the Isle of Wight Health and Care Plan, a document that will set 
our priorities for the next three years. 
 
A key part of the plan will be working more closely with our partner organisations to improve 
the services we provide. 
 
The Local Care Board 
 
A theme that emerged a number of times during the latest meeting and I am pleased to say 
that we are seeing signs that teams throughout the system, in health and in social care, are 
working better together. 
 
The Local Care Board (LCB) heard about the system-wide initiative, involving colleagues 
from the Clinical Commissioning Group, Council and NHS Trust, called the Perfect Week.  
 
One of the biggest positives from the Perfect Week has been the uptake of new digital 
systems in the Trust to monitor, manage and review patients, where they are in the hospital 
and what they are waiting for before they can be discharged. 
 
Communication between teams and across organisations is vitally important to the success 
of the Perfect Week and to sustaining the improvements that might come from it. Early signs 
are that the initiative will help the system understand what might need to happen to support 
better communication. 
 
The LCB is considering what comes next for health and care on the Isle of Wight, what new 
partnership arrangements might look like and how they will be resourced.  
 
LCB also heard about an informative learning exercise involving colleagues from health and 
social care in Jersey. A delegation from Jersey will be invited to the Isle of Wight to share 
information and approaches in a number of areas. 
 
The National Picture 
 
The plans to move NHS England and NHS Improvement (NHSI) closer together continues 
and this month we heard from the outgoing NHSI Chief Executive Ian Dalton. 
 
He wrote to NHS leaders to confirm his departure before announcing that Amanda Pritchard 
has been appointed as the Chief Operating Officer of the combined NHS England and NHS 
Improvement.  
 
Amanda took up the post on July 31 and I look forward to working with her and the NHS 
England and NHS Improvement teams to keep on improving the services we provide. 
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Agenda Item No 9 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Isle of Wight Health and Care Plan 
Sponsoring Executive 
Director 

Maggie Oldham, Chief Executive 

Author(s) Kirk Millis-Ward, Associate Director of Communications and Engagement 
Report previously 
considered by inc date 

n/a  

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

 
 
 
 
 
 
 

Enc E   





• Our community rightly expects the 
best quality health and care services 

• Health and care needs to improve and 
changes need to happen quickly 

• We have listened to staff and to the 
public 

• Our plan sets out the priorities for 
improving services and making them 
sustainable 



What our plan involves 
 
• Improving services for our 

community 
• Making health and care 

sustainable for future generations 
• Closer working between the NHS, 

council, primary care and the 
voluntary sector 

• Finding partners to support some 
of our services 



• The first year of the plan is already 
happening – it is in our business plans 

• Investing in community services 
• Supporting return to home 
• Transforming mental health services 
• Improving CCG, Trust and social care 

productivity 
• Island organisations working more 

closely together 
• Finding mainland partners to support 

our services 



The challenges 
 

• Quality of services needs to improve 
• Significant financial challenge 
• Our population is 6 years older than 

the national average, but it’s the 
same in areas popular with retirees 

• More people are living alone 
compared to the national average 

• Greater incidence on dementia, 
stroke and learning disability than 
UK average 

 



• Looking after people with the most complex needs – 5% of people use 36% of 
NHS resources because we haven’t planned their care well or worked in a joined 
up way 

• Hospital-based care model is outdated – there has been historic 
underinvestment in community services 

• Admissions and length of stay – too many people are being admitted to hospital 
unnecessarily and staying in hospital longer than need to 

• Mental health model of care – the current system means people come into 
hospital who would be better supported at home or in the community 

• Significant financial challenge – the NHS and social care both face significant 
financial challenge, we need to work differently to ensure our services are 
sustainable 
 



The opportunities 
 
• Finding partners to support our 

services 
• NHS Long Term Plan 
• Primary Care Networks 
• Urgent Care 
• Using technology 



• Finding partners to support our services – clinical networks will 
strengthen our workforce and improve services for the people we 
support 

• NHS Long Term Plan – shows that the NHS needs to invest in care 
outside of the hospital setting 

• Primary Care Networks – will strengthen primary care 
• Urgent Care – making it clearer what people’s options are if they 

need help in a hurry 
• Using technology – joining up people’s healthcare and will reduce 

the need to travel to hospital or the mainland for routine 
appointments 



Our priorities 
 
• Investing in community services 
• Transforming mental health 
• Finding partners to improve services 
• Becoming more efficient 
• Working more closely as an 

Integrated Care Partnership for the 
Island 

 



• Investing in community services – to reduce unnecessary admission into hospital 
and to support people to get home sooner 

• Transforming mental health services – reducing admission and supporting people 
in the community 

• Making services sustainable – by becoming more productive and efficient, across 
the NHS and social care 

• Working more closely on the Island – creating an Integrated Care Partnership to 
take decisions about services and to oversee them 

• Improving services – we are looking to work with neighbouring NHS providers on 
the mainland to improve our services 



What this means for you 
 
• We will work with you to improve 

our services 
• ‘Conversations’ across the Trust, 

Council and CCG about the 
changes 

• Investment in community services 
and mental health 

• New ways of working to improve 
our services 



• Investment in community services – this work has already started 
• Transforming mental health services – has begun with the launch of the 

wellbeing service and will continue  
• Finding partners – we will look to strengthen some of our acute, urgent and 

emergency, and mental health services by finding partners to support us 
• Making our services sustainable – we will have to change how we work, 

improving the quality of our services and our finances 
• Our organisations will need to change – we will set up an Integrated Care 

Partnership in shadow form by April 2020 
 
 



• The CCG, Council and Trust will be 
talking to staff over the coming 
months 

• We will work with you to improve our 
services and our finances 

• We will engage with our community 
as the work progresses 

• An Integrated Care Partnership will be 
set up in shadow form by April 2020 
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Agenda Item No 10 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Quality Performance Report 
Sponsoring Executive 
Director 

Suzanne Rostron, Director of Quality Governance 

Author(s) Vanessa Flower, Head of Quality Governance 
Report previously 
considered by inc date 

Quality Committee, 3 July 2019 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources  
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight  
Link to CQC Domains 
Effective  Responsive  
Caring  Well-led  
Safe X   
Executive Summary  
This report informs the Board of the Quality Improvements, concerns or risks and actions being taken 
to address them. 
The key issues to inform the Board of are: 

• 10 Serious Incidents (SI’s) reported in May; 33% of SI’s submitted in May for closure by CCG 
were in time. 

• 100% of SI’s reported in 2 working days of awareness. 
• 32 Schedule 5 requests received in May for HM Coroner. 
• 4 clinical claims in May and 9 to date for June.  
• 37 New complaints received in May; 1 of which were returning complaints, 90% of these were 

acknowledged within 3 working days 
• 26 complaints were closed in May; 15% of these were managed in time  
• 2 new RIDDOR reportable incidents since the last meeting both being staff  
• CQC Inspections undertaken, improvements noted. Well Led Inspection completed during 18 – 20 

June 2019. 
 
Key Recommendation 

Enc F   
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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. 
• Note the results of the adult inpatient survey, and that an improvement plan is in place.  
• CQC have confirmed the Section 31 notice for Mental Health will be lifted and an enforcement 

notice put in place instead.  

 
 
 



1  Trust Board Quality Report – July 2019 V2  
 

 

 
Quality Performance Report  

Trust Board 
July 2019 

 
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 Performance Report’ summarises key information that has been presented to Quality 
Committee that the Board needs to be sighted on.  The Quality Committee Sub-Committees 
receive more detailed information and interrogate thematic and trend analysis.  The extent of this 
continues to improve as the processes are further embedded. 
 
The Quality Committee receives escalation and assurance reports and will investigate issues to 
seek assurance on behalf of the Trust Board.  This report provides an overview of key issues or 
achievements and seeks approval when necessary. 

 
3. Patient Safety:  

 
3.1   Serious Incidents  

 
3.1.1 New incidents reported 
 
10 serious incidents were declared to the Isle of Wight Clinical Commissioning Group 
CCG) during May 2019.   
 
In June, up to 18.06.19, 5 serious incidents have been declared so far.  A detailed summary of 
the incidents reported in May is included in the report to Board in private.  

 
3.1.2  Ongoing Serious Incident Management  

 
The table below indicates the percentage of those cases submitted for closure “in-time” at the 
point of first submission to the IW Clinical Commissioning Group.   
 

 
83% 33% 

  
 

Those “out of time” during May 2019 related to the previous year’s cases (2018/19). In May 2019, 
7 of 21(33%) closed incidents were submitted “in time”.   However, out of the 15 that were 
scheduled to be submitted in May 2019, the compliance rate is 71%.  From the next report, this is 
the data that will be reported, alongside backlog information.  The diagram below explains the full 
picture. 
 

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
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Further Key Performance Indicators (KPI) against the SI process are demonstrated below and 
relate to Trust-wide status. 
 

 
 
As a result of these investigations, some lessons learned include: 

• Deteriorating patient recognition by medics being addressed through training. 
• Out of Hours escalation – utilizing hospital at night handbook for all clinicians 
• Discharges – looking into increase in discharge concerns/SI and complaints 
• Falls – seeking support from new head of falls for Trust following an increase in some 

medical areas. 
 
These lessons are currently being looked into and action plans will be developed and 
implemented. 
 

3.2  Inquests   
 
During May and June to date the Trust received 32 Schedule 5 requests for information in 
relation to Coroners Inquests.  
 
3.3 Claims  

 
Further to the last report there were a further 4 clinical claims in May and 9 to date for June. 
 
Of these  1 started as an actual claim with a Letter of Claim being received; 
   1 is an inquest case that had been referred for funding; 

21 Submitted  
May 2019 

15 were due for 
submission in May 

(71% met this target) 

In-time (7): 

3 cases submitted in May 
were due during May; a 

further 4 cases were 
submitted in May that were 

due in June 

6 due in May have still 
not been submitted 

(awaiting submission  
& are now overdue) 

Out of time (14): 
7 cases due May  
3 cases due April 

2 cases due February  
(1 in Feb had extension to April  

but still breached) 
2 cases due January 

 

Apr-19 May-19
New SIs reported in month 6 10
SI reported in 2 working days (of awareness) 6 10
% in 2 working days 100% 100%
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 11 are potential claims with just a request for disclosure of medical records being 
received. 

 
There have been no new non-clinical claims. 
 
4. Patient Experience  
 
4.1 Complaints 
 
There were 22 formal complaints in April 2019 and 37 formal complaints in May 2019; of the 
complaints received in May 2019, 36 were new complaints and 1 was a returning complaint.  The 
1 returning complaint related to a patient asking further questions following receipt of response 
and requesting the Trust to increase service provision in the HMP Isle of Wight. 
 
Out of the 37 formal complaints received in May 2019, 22 were in relation to communication and 
a further 9 included an element relating to communication in addition to other matters. 
 
Out of the 37 formal complaints received in May 2019, 8 were in relation to values and 
behaviours of staff and a further 5 included an element relating to staff attitude in addition to other 
matters. 

 
The number of concerns received in May increased with 76 concerns managed, compared to 63 
in April 2019. 
  
The Chart below shows the number of concerns and complaints received per month from 1 May 
2018 to 30 May 2019: 
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90% of complaints were acknowledged in time during May, compared to 89% in April. The 4 
complaints not acknowledged within 3 days have been reviewed for future learning. 

The PHSO closed one case during the month, this was related to Emergency Department, and 
the case was not upheld.  
 
At the time of reporting, the Trust has 10 open requests for information from the PHSO; these 
include the following:  

 
 

Case Date request received Service Current status 
14085 07/03/2018 Rheumatology Under investigation 
13760 18/09/2018 Alverstone Ward 

(was also an SI)  
Under investigation 

13612 22/10/2018 Appley Ward  PHSO Considering 
partly upholding – 

awaiting further contact 
14580 8/3/19 Colwell Ward Under investigation.  
13565 31/1/19 MHLD Under investigation.  
15275 26/2/19 Respiratory Partly Upheld – 

awaiting confirmation 
of closure 

14639 27/11/18 Surgery  Awaiting further 
contact from PHSO 

15372 15/11/18 Medicine Awaiting further 
contact from PHSO 

13827 02/05/19 Medicine Awaiting further 
contact from PHSO 

15798 02/05/19 Emergency Investigation has 
started, waiting further 

contact from PHSO 
 
4.2   National Patient Surveys  
 
The results of the National Adult Inpatient Survey 2018 were published on by the Care Quality 
Commission (CQC) publish on 20 June 2019.  
 
The Trusts Benchmarking Report has been shared with the Quality Committee, and the key 
points from the results are: 
 
The Trust’s results were: 

• Better than most trusts for 0 questions. 
• Worse than most trusts for 11 questions. 
• About the same as other trusts for 52 questions. 

 
In comparison to last year’s survey the Trust’s results were: 

• Significantly higher this year for 0 questions. 
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• Significantly lower this year for 8 questions. 
 
There were no statistically significant differences between last year’s and this year’s results for 51 
questions. 
 
Below are the scores from all questions in the sections which shows the overall score and those 
where we have scored worse compared to all other Trusts.   
 
Section  2018 

Score 
Band 

Section 1. The Accident & Emergency Department 7.9 Worse 
Section 2. Waiting List or Planned Admission  8.0 Worse 
Section 3. Waiting to Get a Bed on a Ward 6.4 Worse 
Section 4. The Hospital and Ward 7.8 

About 
the 

same 

Section 5. Doctors 8.3 
Section 6. Nurses  7.7 
Section 7. Your Care and Treatment  7.7 
Section 8. Operations and Procedures 8.1 
Section 9. Leaving Hospital 6.6 
Section 10. Overall Views of Care and Services 3.1 
Section 11. Overall Experience 7.9 
 
An improvement plan has been developed following a presentation of our results to Trust staff in 
April 2019, and this is being monitored by the Patient Experience Sub-Committee. 
 
The Fieldwork for the 2019 Adult Inpatient Survey begins in July 2019.  

 
5. Compliance:  

 
5.1 Quality Improvement Programme       
 
The Quality Improvement Board took place on 10th June 2019.  This Board, was chaired by the 
Deputy Chief Executive, and is to provide Executive oversight and challenge on the progress of 
the whole Quality Improvement Plan.   
 
The Quality Improvement Plan will be refreshed for 2019/20 to included milestones and outcome 
measures.  The Section 31 for Mental Health has been removed.  The Quality Improvement Plan 
will include the action plan for the 6 month enforcement notice placed on Community Mental 
Health. 
 
A Quality strategy workshop is being held on 3 July 2019 to determine the milestones and 
outcomes measure which will form part of the Quality Improvement Plan. 
 
5.2  Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 

(RIDDOR)  
 

There were 2 new RIDDOR reportable incidents since the last meeting both being staff. Details of 
these incidents can be found in Part 2 Quality Report. 
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A meeting has been set up with the new acute Falls Co-ordinator to carry out some extra checks 
with patient falls, this is an extra overview of the system to make sure patient falls that are 
RIDDOR reportable are not missed.  
 
5.3 CQC Inspection 

 
The CQC inspection took place between the 14th – 23rd May.  Inspection teams looked at 15 
Core Services over the 2 weeks and inspected mental health inpatient wards for older people on 
the 24 and 25 June 2019.  The well led inspection took place during the 18th – 20th June. The 
CQC advised us that the full inspection draft report is due to be received by the Trust in August 
2019.  It is hoped that the publication of the final reports will be in time for the next public Trust 
Board meeting on the 5 September 2019. 
 
Initial feedback given from the Inspection Manager highlighted for all Core Services that 
improvements can be seen from the last inspection in January 2018.  Staff morale and leadership 
were noted to be improving in some areas.  The Mental Health Inspection team have confirmed 
the Section 31 notice will be lifted and a 6 month Section 29a warning notice will be put in place 
instead.  This means that there are no longer any restrictions in place for the Trust’s registration.   
 
The Trust has completed factual accuracy checks for the CQC inspections of NHS 111 and 
Urgent Care Centre/Out of Hours service.  Both of these services demonstrated significant 
improvements.  It has not been confirmed whether these reports will be published at the same 
time as the full Acute/Community/Ambulance and Mental Health report at this stage. 
 
The feedback from the Well-led inspection recognises improvements but also acknowledges that 
a great deal of further work is required, particularly in the areas of: 
 
• Culture 
• Equality and Diversity 
• Accelerating the quality improvement programme 
• Using the governance systems now in place to impact on practice 
• Performance and information management 
 
This is in line with the Trust’s self-assessment of ‘requires improvement’ overall and part of our 
plan to achieve a rating of ‘good’ overall in the 2020 inspection.  

 
  
6    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. 
• Note the results of the adult inpatient survey, and that an improvement plan is in place.  
• CQC have confirmed the Section 31 notice for Mental Health will be lifted and an 

enforcement notice put in place instead.  
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Agenda Item No 11 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Director of Nursing Report 
Sponsoring Executive 
Director 

Alice Webster, Director of Nursing, Midwifery, AHPs & Community 
Services 
 

Author(s) Judy Dyos, Deputy Director of Nursing 
Report previously 
considered by inc date 

n/a 

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

The report outlines some of the key monthly pieces of work completed and shares information in relation 
to the key areas of work ie workforce, Perfect Week and Innovations in practice. 

Key Recommendation 
The report is asked to consider the report and its content. 

 
 

Enc G   
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1.0  Introduction  

June has been a busy month with the Nursing and AHP team focused on the preparation in the run 
up to the CQC inspection and the well led review.  Staff were really keen to show off the 
improvements they have made to wards and clinical services.  We even received reports of teams 
feeling disappointed not to have been inspected, a real sign of the pride that staff are feeling in their 
clinical areas.  

2.0 SIROG and WPSS  

The team are really settling into the new approach to the serious review group and the weekly 
patient safety summit.  Feedback from our CCG colleagues is that the quality of the SI reports have 
significantly improved in the standards of the reports they receive.  There is still work to do in the 
process between the Trust and the CCG to prevent reports being returned with further questions, 
but this is being addressed through the Directors of Nursing for the Trust and the CCG.  

The WPSS is well attended and has become very interactive with positive feedback from the CQC 
team that came to observe the meeting last week.  They observed strong multi-disciplinary working 
and felt assured that the team were very clear about the incidents that had occurred and how we 
manage and learn going forwards  

3.0 Perfect week  

The Nursing and AHP teams were very actively involved with the Perfect Week allowing us to see 
clearly where the Trust has blocks and challenges in the system.  Some valuable learning was 
undertaken in relation to the factors that affect potential discharge dates being set with little 
evidence to the process; this has allowed us to seek clarity about the average time frames for care 
ongoing beyond the Trust to provide more accuracy. 
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In summary, there is much work to be undertaken over the coming months to change the way we 
work on a daily basis, and this has been demonstrated through the system work we have completed. 

4.0 Workforce stabilisation 

Plans for welcoming our overseas nurses are well underway with a welcome party being organised 
each month, a buddy scheme, a welcome pack and accommodation all being put in place. The first 
trip for OSCEs to Ulster University are all booked.  

As expected we have lost some candidates from the process and have had 17 overseas nurses 
withdrawing.   This is a higher rate than you would see for more central hospitals which tend to have 
a withdrawal rate of 10 %.  This means we currently have 66 nurses progressing through all the 
processes.  

Through an NHS jobs advert we have attracted 10 local overseas qualified nurses who are living here 
but have not undertaken the adaptation process that can join the cohorts we are managing from the 
Philippines.  All have NMSC status letters and will hopefully progress well.  We will be working with 
HR to see if we extended this advert to reach other local candidates.  

We are delighted to be interviewing 10 newly qualified nurses on the week commencing 24th June 
2019 to join our teams in the autumn.  

 

5.0 Integrated Advanced Practice Framework  

We are pleased to share the new approved local (non-medical) integrated advanced practice 
framework for Advanced Clinical Practitioners (ACPs) and Clinical Consultant Practitioner Roles. 

This new framework sets out what these roles are, when to think about developing such roles and, 
how to implement a new role such as a ACP. 
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The framework sets out a clear career pathway for the roles locally and sets out the expectation of 
how we will regulate the roles through a local advanced practice register. 

 

6.0  Model hospital  

The Model Hospital is a useful source of comparison information but does present some challenges.  
This is due to the fact that it is based on an acute care data set and this is an integrated Trust that 
includes data submission from community and mental health services, which carry a very different 
acuity requirement.  A further challenge is that the most recent data is quite out of date.  This data 
download in June varies from November 2018 to February 2019. 
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7.0  Safety Thermometer Data  

There has been a drive to increase safety thermometer submissions which has yielded a significant 
improvement in the numbers being captured. However, this means that the data in some fields 
appears to be a worsening picture. The decrease of the safety thermometer data was due to the 
national message that this data would not be collected and then a decision was to maintain it.  

 

 

Harm free care  
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All harms recorded  

 

 

Pressure Ulcers New 

 

Falls with harm  
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8.0  Model hospital data AHP’s  

We have also been reviewing the model hospital data for the review of our AHP services but again 
this data is 2017/2018, so has some challenges to it value.  This data really shows the difference of 
the makeup of us as an integrated trust is clearly demonstrated with the high proportion of AHP’s 
being made up of ambulance staff as a group that does not usually sit within a hospital trust. This 
also shows we fall well below those national peer medians for physiotherapy and dietetic services.  
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9.0  Allocate rostering review  

In June we had Allocate Insight (who supports us with the rostering system) present data finding for 
a snapshot review from 6th January to  2nd February 2019.  Whilst we know there is work to do to 
improve the rostering process, we were pleased to see some positive data. 

Rostering compliance in the six week approval time frame recommended by the carter metrics, 
demonstrated good compliance and placed us very highly against a whole range of trusts.  It has also 
highlighted the lack of traction we have of this with the inpatient mental health wards  

The final chart shows the majority of the unavailability in this time period was made up of annual 
leave and sickness. 
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10.0 Professional News / Development 

10.1 DN Student Nurse Award  

  

10.2  Celebration of Philippines Independence Day     

We were delighted to join a number of our Philippine nurses for their Independence Day celebration 
in the Full Circle Restaurant; this was a joyful occasion of food, singing and dancing. There was a 
display of some amazing costumes and, it turns out, we have some great singers. 

 

10.3 Unsung heroes  

We have launched the nominations for the unsung hero awards and are planning a really exciting 
week of celebrations recognising staff both individually and in groups that are the backbone of the 
Trust who can go unnoticed. This will take place in early October. 

11.0 Conclusion 

This report provides information in relation to both Patient Safety, staffing and professional 
development.  It is of note that whilst we input to the Model Hospital system it is not as 
contemporary as we would like. It is also noteworthy that the data set includes data submission 
from community and mental health services, which carry a very different acuity requirement.  Our 
area of focus continues to be staffing, which we continue to work with both the front line teams on a 
daily basis and also Human Resources in the recruitment and retention of staff as well as the 
management of rostering. This will continue to be a focus of our attention over the coming months. 

 

One of Community Nurses, Lianne Worth, received 
recognition this month when she was awarded the 
Philip Goodeve-Docker memorial prize from the 
Queen Nursing Institute. This recognises the top 
performing student from the district nursing 
training programme.  Congratulations Lianne.  
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Agenda Item No 12 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title IOW NHS Trust progress against Clinical Negligence Scheme for Trust 
(CNST) scheme - Maternity Safety Actions 

Sponsoring Executive 
Director 

Alice Webster, Director of Nursing, Midwifery, AHPs & Community 
Services 
Alastair Flowerdew, Medical Director 

Author(s) Amanda Pearson  Head of Midwifery 
Report previously 
considered by inc date 

Trust Quality Committee 5 June 2019 & 3 July 2019 

Purpose of the report 
Information only  Assurance  
Review and discuss  Agreement X 
Trust Board Approval is required X 
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development  
Lead strategic change on the Isle of Wight  
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
The Maternity Safety Strategy set out the Department of Health’s ambition to reward those who have 
taken action to improve maternity safety. maternity safety is an important issue for all CNST members as 
obstetric claims represent the scheme’s biggest area  of spend (500m in 2016/2017) of the clinical 
negligence claims notified to NHS resolution in 2016/2017, obstetric claims represented 10% of the 
volume and 50% of the value 
 
The 10 actions were agreed by the National Maternity Safety Champions as reflecting best practice in 
maternity safety improvement which could be evidenced to demonstrate progress against them. 
Implementing the actions should deliver a qualitative difference in trust performance on improving 
maternity safety and therefore reducing the incidence of harm that lead to clinical negligence claims 
 
The expectation is that trusts will be able to demonstrate the required progress against all 10 of the 
actions in order to qualify for a minimum rebate of their contribution to the incentive fund (calculated at 
10% of the maternity premia. The Trusts current premia is  
 
As part of national requirement by NHS Resolution the Board is required to formally approve and the 
Chief Executive to sign the submission prior to final submission on 15th August  2019. 
 

Enc H   



Page | 2  
 

The Trust board is asked to review the attached evidence that the Trust has progressed against the 
10 actions agreed by the National Maternity safety Champions to reflect best practice.  
 
Following review the Trust has self assessed against all 10 actions. We are subsequently compliant 
in 10 out of the 10.   
 
Evidence of the review process is attached to this document for information. 
 
Key Recommendation 
The Trust Board is recommended to approve the submission and agree that the Chief Executive will 
sign the statement prior to submission on 15th August 2019 

 
 
 



1 of 10

SAFETY ACTION 1 ARE YOU USING THE PERINATAL MORTALITY REVIEW TOOL 

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG
A a review of 95% of all deaths of babies suitable for review using 

the PMRT occuring from Wednesday 12th December 201, have 
been started within 4 months of each death

JP

B At least 50% of all deaths of babies who were born and died in 
your trust (including any home births where the baby died) from 
Wednesday 12th December 2018 will have been reviewed by a 
MDT review team, with each review completed to the point that 
a draft report has been generated, within 4 months of each death

JP

C In 95% of all deaths of babies who were born and died in your 
trust (including any  home births where the baby died)from 
Wednesday 12 December 2018, the parents were told that a 
review of their baby's death will take place and that heir 
perspective and any concerns about their care and that of their 
baby have been sought

JP

D quarterley reports have been submitted to the trust board that 
include details of all deaths reviewed and consequent action 
plans 

JP Qater 4 and quarter 1 to be 
provided by JP for quality 
meeting 

Minimum evidential 
requirements for the 
trust board

A report has been received by the trust Board each quarter from 
Wednesday 12 december 2018 until Thursday 15th August 2019 
that includes details of the deaths reviewed and consequent 
action plans. The report should evidence that the required 
standards a) to c) above have been met

Validation Process self certification by the trust board  and submitted to NHS 
resolution using the board declaration form

NHS resolution will use MBRRACE -  UK data to cross reference 
against trust self certification the number of eligible deaths from 
12/12/18 to 15/8/19

What is the relevant 
time period

FROM WEDNESDAY 12 DECEMBER UNTIL THURSDAY 15 AUGUST 
2019

What is the deadline 
for reporting to NHS 
resolution

Thursday 15th August 2019 12 noon



SAFETY ACTION 2 Are you submitting data to the Maternity Services Data Set to the required standard?

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG
Required standard This relates to the quality, completeness of the submission to the 

Maternity Services Data Set (MSDS) and readiness for 
implementing the next version of the dataset (MSDSv2).

AP/YH due to a problem with the 
national maternity system we 
have been unable to submit last 
months data this will hopefully 

validation from MSDS 

Minimum evidential 
requirements for the 
trust board

NHS Digital will issue a monthly scorecard to data submitters 
(trusts) that can be presented to the Board. The scorecard will be 
used by NHS Digital to assess whether each MSDS data quality 
criteria has been met and whether the overall score is enough to 
pass the assessment. It is necessary to pass all three mandatory 
criteria and 14 of the 19 other criteria (please see table below for 
details

Validation Process Self-certification by the trust Board and submitted to NHS 
Resolution using the Board declaration form.

NHS Resolution will cross-reference self-certification

What is the relevant 
time period

The assessment will include data from the MSDS from January 
2019.

This data needs to be submitted to MSDS for the deadline of 31 
March 2019.

One MSDS criterion relates to data for six months, from October 
2018 to March 2019, which needs to be submitted to MSDS for 
deadlines between 31 December 2018 and 31 May 2019.

One criterion relates to the submission of data for the first month 
of MSDSv2. This data relates to April 2019 and needs to be 
submitted to the deadline of 30 June 2019.

What is the deadline for 
reporting to NHS 
resolution

Thursday 15th August 2019 12 noon



SAFETY ACTION 3

REQUIRED STANDARD ACTION LEAD EVIDENCE RAG
A Pathways of care for admission into and out of transitional care have been 

jointly approved by maternity and neonatal teams with neonatal involvement in 
decision making and planning care for all babies in transitional care.

RO/ET RO to complete the guideline for 
ratification

B A data recording process for transitional care is established, in order to produce 
commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as 
per Neonatal Critical Care Minimum Data Set (NCCMDS) version 2.

MS Badger system

C  An action plan has been agreed at Board level and with your Local Maternity 
Systems (LMS) and Operational Delivery Network (ODN) to address local findings 
from Avoiding Term Admissions Into Neonatal units (ATAIN) reviews.

AW/AP/RO To go to board meeting July 

D Progress with agreed action plans has been shared with you Board and LMS & 
ODN

AW/AP/RO

Minimum evidential 
requirements for the 
trust board

Local policy available which is based on principles of British Association of 
Perinatal Medicine (BAPM) transitional care where:Local policy available which 
is based on principles of British Association of Perinatal Medicine (BAPM) 
transitional care where:
1. There is evidence of neonatal involvement in care planning
2. Admission criteria meets a minimum of HRG XA04 but could extend beyond to 
BAPM transitional care framework for practice
3. There is an explicit staffing model
4. The policy is signed by maternity/neonatal clinical leads

Data is available (electronic or paper based) on transitional care activity which 
has been recorded as per XA04 2016 NCCMDS.

An audit trail providing evidence and a rationale for developing the agreed 
action plan to address local findings from ATAIN reviews.

Evidence of an action plan to address identified and modifiable factors for 
admission to transitional care.

Action plan has been signed off by trust Board, ODN and LMS and progress with 
action plan is documented within minutes of meetings at Board ODN/LMS.

Validation Process Self-certification by the trust Board and submitted to NHS Resolution using the 
Board declaration form

What is the relevant 
time period

a) By Sunday 3 February 2019
b) By Sunday 3 February 2019
c) By Sunday10 March 2019
d) By Sunday 19 May 2019

What is the deadline 
for reporting to NHS 
resolution

Thursday 15 August 2019 at 12 noon.

Can you demonstrate that you have transitional care services to support the Avoiding Term Admissions Into 
Neonatal units Programme?



SAFETY ACTION 4 Can you demonstrate an effective system of medical workforce planning to the required standard?

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG
A  Formal record of the proportion of obstetrics and gynaecology 

trainees in the trust who disagreed/strongly disagreed’ with the 
2018 General Medical Council National Training Survey question: 
‘In my current post, educational/training opportunities are rarely 
lost due to gaps in the rota.’ In addition, a plan produced by the 
trust to address lost educational opportunities due to rota gaps.

NK

B  An action plan is in place and agreed at Board level to meet 
Anaesthesia Clinical Services Accreditation (ACSA) 
standards1.2.4.6, 2.6.5.1 and 2.6.5.6

MP action plan to be completed by  
MP 

Minimum evidential 
requirements for the 
trust board

a) Proportion of trainees formally recorded in Board minutes and 
the action plan to address lost educational opportunities should 
be signed off by the trust Board and a copy submitted to the 
Royal College of Obstetricians and Gynaecologists (RCOG) at 
workforce@rcog.org.uk
b) Board minutes formally recording the proportion of ACSA 
standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 that are met.

Validation Process
Self-certification by the trust Board and submitted to NHS

What is the relevant 
time period

a) 2018 GMC National Training Survey (covers the period 20 
March to 9 May 2018)
b) Six month period between January 2019 and June 2019

What is the deadline 
for reporting to NHS 
resolution

Thursday 15 August 2019



SAFETY ACTION 5

REQUIRED STANDARD ACTION LEAD EVIDENCE RAG
A A systematic, evidence-based process to calculate midwifery staffing establishment has been done AP Birtrite plus tool to be underway 

B The obstetric unit midwifery labour ward coordinator has supernumerary status (defined as having 
no caseload of their own during that shift) to enable oversight of all birth activity in the service

AP cover when shortfall from on call 
community midwifery 

C Women receive one-to-one care in labour (this is the minimum standard that Birthrate+ is based 
on)

AP E3 maternity system

D A bi-annual report that covers staffing/safety issues AP To be completed following 
birtrite plus 

Minimum evidential 
requirements for the 
trust board

A bi-annual report that includes evidence to support a-c being met. This should include:

•A clear breakdown of BirthRate+ or equivalent calculations to demonstrate how the required 
establishment has been calculated.

•Details of planned versus actual midwifery staffing levels.

•An action plan to address the findings from the full audit or table-top exercise of BirthRate+ or 
equivalent undertaken. Where deficits in staffing levels have been identified, maternity services 
should detail progress against the action plan to demonstrate an increase in staffing levels and any 
mitigation to cover any shortfalls.

•The midwife: birth ratio.•The percentage of specialist midwives employed and mitigation to cover 
any inconsistencies. BirthRate+ accounts for 9% of the establishment which are not included in 
clinical numbers. This includes those in management positions and specialist midwives.

•Evidence from an acuity tool (which may be locally developed) and/or local dashboard figures 
demonstrating 100% compliance with supernumerary labour ward status and the provision of one-
to-one care in active labour and mitigation to cover any shortfalls

•Number of red flag incidents (associated with midwifery staffing) reported in a consecutive six 
month time period within the last 12 months, how they are collected, where/how they are 
reported/monitored and any actions arising (Please note: it is for the trust to define what red flags 
they monitor. Examples of red flag incidents are provided in the technical guidance).

Validation Process Self-certification to NHS Resolution using the Board declaration form

What is the relevant 
time period

Any consecutive three month period between January to July 2019

What is the deadline 
for reporting to NHS 
resolution

Thursday 15th August 2019 12 noon

Can you demonstrate an effective system of midwifery workforce planning to the required standard?



SAFETY ACTION 6 Can you demonstrate compliance with all four elements of the Saving Babies' Lives care bundle?

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG
A Board level consideration of the Saving Babies' Lives (SBL) care 

bundle (Version 1 published 21 March 2016) in a way that 
supports the delivery of safer maternity services.

AP/AW

B Each element of the SBL care bundle implemented or an 
alternative intervention in place to deliver against element(s).

AP/SA National database 

Minimum evidential 
requirements for the 
trust board

Board minutes demonstrating that the SBL bundle has been 
considered in a way that supports delivery and implementation 
of each element of the SBL care bundle or that an alternative 
intervention put in place to deliver against element(s).

Validation Process Self-certification to NHS Resolution using the Board declaration 
form

What is the relevant 
time period

The scheme will take into account the position of trusts at end 
July 2019

What is the deadline 
for reporting to NHS 
resolution

Thursday 15th August 2019 12 noon



SAFETY ACTION7

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG
A User involvement has an impact on the development and/or 

improvement of maternity services.
AP/RP Money available through LMS 

for post for 1 year paperwork 
still with finance for sign off 
prior to EPP

maternity face book 
MES 
MVP currently for job matching 

Minimum evidential 
requirements for the 
trust board

Evidence should include:
Acting on feedback from, for example a Maternity Voices 
Partnership.
User involvement in investigations, local and or Care Quality 
Commission (CQC) survey results.
Minutes of regular Maternity Voices Partnership and/or other 
meetings demonstrating explicitly how a range of feedback is 
obtained, the action taken and the communications to report this 
back to women.

Validation Process

Self-certification to NHS Resolution using the Board declaration 
form

What is the relevant 
time period

From January 2019 to July 2109

What is the deadline 
for reporting to NHS 
resolution

Thursday 15 August 2019 at 12 noon

Can you demonstrate that you have a patient feedback mechanism for maternity services and that you regularly 
act on feedback?



SAFETY ACTION 8

REQUIRED STANDARD
ACTION LEAD ACTION EVIDENCE RAG

A 90% of each maternity unit staff group have attended an 'in-
house' multi-professional maternity emergencies training session 
within the last training year.

AG/MP/SA All staff groups should have 
completed training by the 1st 
july  further dates added 3rd 
june 

2 furter sessions planned to 
teach remaining staff  byAugust 

Minimum evidential 
requirements for the 
trust board

Evidence that 90% of each maternity unit staff group have 
attended an 'in-house' multi-professional maternity emergencies 
training session within the last training year through Board sight 
of a staff training database or similar.

Validation Process Self-certification to NHS Resolution using the Board declaration 
form.

What is the relevant 
time period

The scheme will take into account the position of trusts by 
Thursday 15 August 2019.

What is the deadline 
for reporting to NHS 
resolution

Thursday 15th August 2019 12 noon

Can you evidence that 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity 
emergencies training within the last training year 



SAFETY ACTION 9

REQUIRED STANDARD ACTION LEAD ACTION EVIDENCE RAG

A

The Executive Sponsor for the Maternal and Neonatal Health Safety 
Collaborative (MNHSC) is actively engaging with supporting quality and safety 
improvement activity within:
1)the trust
2)the local learning systems 

AW/AP Bi monthly meetings with DON 
in place agenda items 

B

The Board level safety champions have implemented a monthly feedback 
session for maternity and neonatal staff to raise concerns relating to relevant 
safety issues

AW Monthly meetings in place with 
DON

C

The Board level safety champions have taken steps to address named safety 
concerns and that progress with actioning these are visible to staff

AW

Birthrite plus 
Minimum evidential 
requirements for the 
trust board

Evidence of executive sponsor engagement in quality improvement activities led 
by the trust nominated Improvement Leads for the MNHSC as well as other 
quality improvement activity for trusts in waves one and three 
 Evidence that the trust Board have been sighted on the local improvement plan, 
updated on progress, impact and outcomes with the quality improvement 
activities being undertaken locally
 Evidence of attendance at one or more National Learning Set or the annual 
national learning event
 Evidence of engagement with relevant networks and the collaborative LLS 
Evidence of a safety dashboard or equivalent, visible to staff which reflects 
action and progress made on identified concerns raised by staff
 Evidence that safety concerns raised by staff feedback sessions are reflected in 
the minutes of Board meetings and include updates on progress, impact and 
outcomes relating to the steps and actions taken to address these concerns

Validation Process Self-certification to NHS Resolution using the Board declaration form

What is the relevant 
time period 

a) All Board level safety champions and exec sponsor for MNHSC must have set 
up the required mechanisms for supporting quality and safety improvement 
activity in both the trust and LLS by Sunday 27 January 2019
b) Must be implemented by Wednesday 27 February 2019
c) Must be implemented by Wednesday 27 March 2019 with ongoing feedback 
to staff on a monthly basis

What is the deadline for 
reporting to NHS 
resolution

Thursday 15 August 2019 at 12 noon

  

 

 

Can you demonstrate that the trust safety champions (obstetrician and midwife) are meeting bimonthly with Board level champions



SAFETY ACTION 10

REQUIRED STANDARD ACTION LEAD EVIDENCE RAG
A Reporting of all qualifying incidents that occurred in the 2018/19 

financial year to NHS Resolution under the Early Notification 
scheme reporting criteria.

AP/JP/CW NHS resolutions

Minimum evidential 
requirements for the 
trust board

Trust Board sight of trust legal services and maternity clinical 
governance records of qualifying Early Notification incidents and 
numbers reported to NHS Resolution Early Notification team.

Validation Process Self-certification to NHS Resolution using the Board declaration 
form

NHS Resolution will cross reference Trust reporting against the 
National Neonatal Research Database (NNRD) number of 
qualifying incidents recorded for the Trust

What is the relevant 
time period

1 April 2018 to 31 March 2019

What is the deadline for 
reporting to NHS 
resolution

Thursday 15 August 2019 at 12 noon

Have you reported 100% of qualifying 2018/19 incidents under NHS Resolution's Early 
Notification scheme?
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Julie Pennycook, Director of HR & OD 

Author(s) Rowena Welsford, Interim Deputy Director of HR 
Jacqui Skeel, Associate Director of OD 

Report previously 
considered by inc date 

HR & OD Sub Committee – 3 July 2019 
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Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards  
Achieve excellence in employment, education and development x 
Lead strategic change on the Isle of Wight x 
Link to CQC Well Led Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
Headlines from this report are: 

• Culture dashboard/staff surveys show some encouraging signs of improvement, albeit there 
are many areas of development to follow up on 

• Mandatory Training compliance – 85% target achieved 
• Appraisal rate reset from 1st April 2019, currently 28.69%. Appraisal expected to be completed 

by 1st July 2019. 
• Overseas Nurse Recruitment - first cohort of nurses arrive in July 19 – 9 Acute nurses 
• Overseas recruitment of c70 nurses will support reduction of agency from September/October 

2019 
• Over temporary Staffing usage has reduced in year and under plan. 
• Overseas Recruitment Steering Group progressing on-boarding and engagement programme 
• Trust sickness absence rate: 5.16% in month (increase from 5.05% M1). Highest reasons for 

absence: Anxiety, Stress & Depression – action to address in place 
• Staff Turnover 10.39% (rolling 12 months) against local benchmark avg 14% 

Key Recommendation 
The Trust Board is asked to receive the report 
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Workforce – Trust level metrics 

Workforce FTE 
Budget 

Establishment:3109   
In-post : 2750 

Bank Usage: 159 
Agency Usage: 102 

TOTAL: 3011 
Variance: -98 

Sickness 
Absence: 

5.16% 
1.16% above 

4% Target 

Turnover: 
10.39% 

(Rolling 12 
months) 

Appraisal 
Compliance: 

29% 

Mandatory 
Training: 85% 

Target 
achieved 

Vacancy Factor: 
12.5% 

May 2019 data (Finance data includes CIP within establishment) 

• The Trust employs 3234 (headcount) substantive full and 
part time staff, 400 bank workers with additional 
support provided by 300 volunteers.  

• Sickness absence rate is 5.16% in M2 (5.05% M1).  Stress 
Anxiety & Depression remains the highest cause of 
absence, with 28% of total Trust sickness (29% M1) 

• Mandatory training on target of 85% 
• Total Bank and agency usage has increased although 

within plan for spend 
• There has been  an improvement in requesting agency   

earlier, achieving a reduced hourly charge rate.  
Additional recruitment to bank is improving the bank fill 
rate. 75% of temporary staff utilisation (bank& agency) is 
within the Nursing staff group but has reduced by 4% 
since April 

• Master Vendor for Nursing has delivered a further cost 
avoidance of £166k  

• 66 overseas nurses are in process. 1st cohort of 9 nurses 
arriving 19 July 2019.  August will see a deployment of 
12.  Targeted recruitment and social media campaign in 
the UK in progress to address the shortfall 

• Turnover remains lower than regional average of 14% 
• Vacancy Factor decreased to 12.5% (13.2%) from M1 
 
 
 
RAG Ratings Key – 
Appraisal – over 80%: Amber Mandatory Training – 85+ Green 
95+%: Green  75-84 Amber  
Mandatory Training -  
 
Bank/Agency against workforce plan target: 191 FTE 

Workforce Trust level Metrics: M2 

http://www.iow.nhs.uk/
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Values & behaviours: 
• The behaviours framework (Appendix A) is being shared across the organisation and discussed at induction and appraisal training. 
• Toolkit developed and being used by teams to ‘bring to life’ the values and behaviour. 
Culture and Leadership programme plan: 
• Plans from Leadership Strategy and Staff survey merged into one Culture and Leadership action plan. Detailed project plan in development.  A 

‘golden thread’ through all this activity will be values, behaviours and inclusivity.  
• 6 Key work-streams identified, items in brackets indicate the initial key focus activity for that work stream;  

1. Communications and engagement (‘You said, we did’ campaign) 
2. Values and inclusive based employment (Values based recruitment) 
3. Quality improvement, innovation and learning from experience (i.e Schwartz rounds) 
4. Individual and team development (Develop and pilot ‘Team working for Quality Improvement’ programme) 
5. Health and wellbeing (Review for joined up approach to support for stress and anxiety at work) 
6. Speaking up (Review of themes and identification of ‘hot spots’ to determine proactive action) 

• Monthly programme meetings scheduled with work-stream leads. 

Well-Led Culture & Leadership: Programme Update 

• Senior Leaders Development programme –  Audit and evaluation underway to establish the cause. 
• Senior and Medical Leaders programme – discussions underway to ‘merge’ the two groups together in October/November 2019.  Suitable 

facilitator being sourced for initial sessions to be scheduled. 
• Middle Leaders programme – 4 cohorts underway.  Waiting for availability of NHS Elect to confirm dates for cohort 5 to commence Q3. 
• Team Leaders and Supervisors – programme to commence at end of July.  Places through nomination from middle leaders. 
• Fundamentals for personal growth at work – programme commenced in May and sessions will be scheduled on a monthly basis. 
• Other complementary programmes - Programmes for clinical band 6 and 7 in design. 
• Quality Improvement - Quality team attending ‘Quality Improvements Service Redesign’ (QISR) train the trainer programme to be able to provide 

in-house development. 
• Human Factors – 8 staff identified and enrolled onto Terema Human Factors ‘Train the Trainer’ course due to commence in July.  This will create a 

faculty of 10 staff (2 already trained) who will be able to facilitate 1 day in-house Human Factors training workshops. 
 

* Please refer to Appendix B: Getting to Good – Culture & Leadership Programme 
 

http://www.iow.nhs.uk/
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Well-Led Culture & Leadership: Culture Dashboard 

Isle Of Wight NHS Trust Culture Dashboard - Trust Wide 

  
          

  

May 2019 

          
  

 
  

 

          
  

                    
 

  

Area of Improvement Theme Weight  Target Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Trend  

Supportive & Compassionate 
Leadership 

Appraisal Compliance 33% 95% 76% 69% 72% 75% 75% 9% 29%   

Mandatory Training Compliance 33% 85% 83% 83% 84% 85% 85% 86% 86%   

Teamworking                                          

Absence Related to Stress Anxiety&Depression (FTE) % 30% 1.56% 1.6% 1.5% 1.5% 1.4% 1.4% 1.6% 1.4%   

Complaints (Communication Concerns) 20% 24 46 26 26 23 19 12 31   

Complaints (Attitude Concerns) 20% 13 19 13 12 8 9 1 13   

Compliments 30% 50 133 197 85 108 96 121 150   

Staff Feeling Valued     Junior Doctor Survey  (Data To Follow) - - - - - - - - -   

Monthly Staff Survey (Recommend IOW Trust As A Place To Work) % 50% 61.5% 28% 28% 42% 43% 47% 55% 56%   
  

 
  

        
  

  
 

  
        

  

Area of Improvement Theme Weight  Target 2017 2018 2019 2020 2021 2022 2023 Trend  

Supportive & Compassionate 
Leadership 

Annual WRES (% from Shortlisting to Appointment, BME vs White Staff) 33% 0.26 0.26 1.5             

Staff Feeling Valued     Annual Staff Survey (Recommend IOW Trust As A Place To Work)% 50% 61.5% 44.2% 40.4%             

  
          

  
Performance RAG Indicator  

  
Month Performance vs Target 

     
  

Good Overall Score>=0.5 
 

Above Target 
      

  
Need Some Improvement 0.5>Overall Score>=0 

 
On Target 

       
  

Need Significant Improvement Overall Score<0 
 

Below Target 
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Monthly Survey  
• Increase of almost 100 responses since last month (360).  Ongoing engagement with service leads and teams to encourage staff to complete the survey.   
• Slight reduction (3%) on staff recommending the Trust as a place for care and treatment this month.  However at 59% this is considerably higher than the 

reported outcomes for the 2018 national staff survey (Acute 40%, MHLD 38%, Ambulance 44% and Community 37%). 
• Very slight reduction (1%) of staff reporting they know how to report unsafe clinical practice. 
• All other responses are increased from previous month.  
• Although there has been a 22% increase overall since November in staff stating that communication between senior management and staff is effective, it 

still remains a concern at only 44%.  Divisions and directorates are responding to this through their local staff survey action plans, supported by the OD and 
Communications/Engagement teams. 

• This monthly survey information is disaggregated into clinical division response rates and reported through division board meetings. 
 

Annual Survey 
• Report for 2018 annual survey presented to Trust Board in May. 
• Action plan embedded with Culture and Leadership action plan for holistic approach. 
• New provider (Picker) being commissioned to conduct 2019 survey. 
• ‘You said, we did’ campaign to commence in July/August to start to encourage staff to complete the annual survey when it arrives. 

Staff Engagement: Staff Surveys 
Nov Dec  Jan Feb Mar April May 
162 130 362 177 200 265 360 

Responses 

Question 
added 
April 
2019 

http://www.iow.nhs.uk/
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• Trajectory figures provided from divisions according to appraisals booked to take place. 
• There has been a 20% on month increase therefore our projection is 70% by the 30th June.  
• Revised appraisal policy will go to to Partnership Forum and Policy Committee in July. 
• Additional training and support being provided to team leaders and managers to ensure staff are appropriately trained to perform 

compassionate and values based appraisals including use of the behaviours framework. 

Non-medical staff  

Medical & Dental staff 

10.09 
12.81 

0.69 

10.20 

0.00 

15.80 

6.02 
8.11 

14.29 

36.21 

26.53 

7.22 

22.92 22.73 
26.36 25.24 

29.73 

12.50 

0.00

10.00

20.00

30.00

40.00

50.00

60.00

70.00

80.00

90.00

100.00

Acute Services Ambulance
Services & PTS

Finance &
Performance

Mgt

HR & OD Medical
Directorate

MH & LD Nursing,
Midwifery, AHP
& Community

Services

Quality
Governance

Trust
Administration

Appraisal Compliance Status -  01Apr19 - 31May19 

Apr- 19 Reviews
Completed %

May- 19 Reviews
Completed %

Trust Target by  
30 June 2019 - 95% 

Training & Development: Appraisal 
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Division/directorate and staff group outliers: 
• Bank staff (64%) – A decline of 10% in month due to the increase in bank workers added to the Pro4 system.   
• Trust Administration (74%) – A reduction of 3% for this staff group (lowest compliance for substantive staff). Action in place to 

address  
• Estates & Ancillary (77%) – A positive increase this month.  
• Medical and Dental Staff (77%) –  

 
Action in place seeking assurance from all the leads for these areas asking for their plans and trajectory for 85% compliance to be 
reached. 

Graph 1 Graph 2 

Training & Development: Mandatory Training 

http://www.iow.nhs.uk/
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Organisation compliance has declined by 1%, still on target at 85%. 
Course outliers: 
• Infection Prevention and Control (79%) – Compliance dropped by 2% in month. Course is available through e-learning so no capacity 

issues.  
• Information Governance (81%) – Marginal increase since May e-learning so no capacity or access issues to affect staff completing 

this training.  IG team are actively reminding staff to complete. 
• Mental Capacity Act (79%) – Slight reduction on last month.  Completed through e-learning or classroom and increased capacity in 

place for 2019 through clinical induction and mandatory training refresher sessions.   
• Resuscitation (69%) – capacity available 

Graph 1 

Training & Development: Mandatory Training 

Overall Trust Compliance 85% 

http://www.iow.nhs.uk/
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• Positive media coverage of our Registered Nurse and Nurse Associate Apprenticeship programmes.   

• 67 staff currently in learning on a range of apprenticeship programmes funded through the levy. 

• Support provided within month to 35 apprentices as well as their supervisors/assessors during practice placements. 

• Interviews held for next cohort of Registered Nurse Degree Apprentices. 

• All funding from central training budget allocated for 2019-20 through the annual training needs analysis process. 

• Programmes for clinical band 6 and 7 in development with corporate nursing team. 

• Roll out of hydration charts supported training delivery in acute ward areas. 

• OSCE preparation programme and pre-course learning resourced being developed for cohort of overseas nurses due in July. 

• Support and development provided to 56 non-medical learners on placement each week during May. 

• New tamper evident paediatric and neonatal resuscitation trolleys received and commissioned. 

• Advanced skills resuscitation manikins upgraded with new software. 

Training & Development: Learning, Development & Apprenticeships 

http://www.iow.nhs.uk/
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Equality and Diversity Progress 

Strategic Aim Progress to 31.05.2019 Commentary and Actions 

1. Strengthening our legal, 
regulatory and commissioner 
requirements 

• Published Public Sector Equality Duty 
Report (PSED) and Gender Pay Gap 
Reports. 

 
• Planning for Workplace Race, and 

Workplace Disability Standard reports due 
to be published by 30 September 19. 

Themes 
 
• Implement PSED and GPG Action Plans which 

includes breaking down GPG data by 
professional groups 

2. Transforming the delivery of 
equality and diversity 

• Engaged with Divisional Quality forums 
and Patient Experience Committee. 

 
• Launched new E-learning module, target 

100% compliant by January 2021. 
 

• Two staff engagements event held on June. 

 
• LGBT+ event planned for 25th July 2019 
 
• Developing new training module for 

Volunteers. 
 

3. Embed and evidenced 
framework to monitor equality 
performance 

• Divisional EIG members are focusing on 
evidence EDS Goal 1 “Better Outcomes 
for all”.  Aim to be completed by end 
June 19. 

• Explore the introduction of the ‘Disability 
Passport’. 

4. Empower, engage and 
support people 

• Created an ‘Equality Statement’ for use 
in recruitment initiatives. 

• Created ‘Community Calendar’ on 
intranet. 

• Regular attendance at Corporate 
Induction is helping gather staff 
feedback. 

• To improve data compliance of equality 
monitoring information we plan raise 
awareness of Electronic Staff Record Employee 
Self Service which enables the staff to update 
their own personal information. 

Equality & Diversity: 

http://www.iow.nhs.uk/
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Workforce Metrics – M1 Plan  
FTE £ (000’s) 

 

 

• Agency utilisation has increased in month from 
67WTE to 102 wte although sustained a reduction 
from M12 (-28wte) 

 
• The continued reliance on temporary staffing is 

mainly due to high sickness levels and vacancies 
in the Acute areas and an increased number of 
medical outliers.  There has also been significantly 
high levels of 1:1 requests 
 

• Substantive staffing is below the M2 plan level, 
continuing work is being carried out to identify 
gaps against local plans. 
 

• Month 2 sickness rate of 5.16%.  The Mental 
Health division has the highest sickness  rate of 
6.68%, however this is a decrease of 0.51% from 
month 1.  Actions are in place across all divisions 
to reduce absence. 
 

Workforce Metrics: M2 

http://www.iow.nhs.uk/
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Workforce Plan Delivery  
Overview 

More leavers than 
joiners in M2: 

6.4 WTE v 4.3 WTE 

HCA in post below M2 
plan: 3 WTE v 30 WTE 

Temporary staff usage reduction 
behind plan - 1.27 WTE against 
plan of 52 WTE reduction at M2 

More medic joiners than 
leavers in M2 rebalancing 

position against plan 

• at this point in time this is mainly due to under recruitment rather than the reduction of posts through 
organisational change 

• 19 WTE are now being deployed into clinical areas and should have an effect on bottom line in month 3&4   
• Overall overseas RN recruitment is circa 70 WTE 1st cohort due in July which will support a reduction in 

agency usage from September / October.  
• Workforce modelling indicates 70 international nurses are required (along with the other measures) to 

enable the Trust to move to eliminating agency shifts in most acute areas from April 2020.  
• UK Recruitment strategy currently being reviewed. 
• Comparing agency usage to month 12 2018/19 shows that month 2 has seen a reduction in agency usage. 
• There have been a higher number of medical joiners in month 2 rebalancing the position against plan.   

 

Compton not yet 
closed 

http://www.iow.nhs.uk/
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Overview: 
• Agency spend for nursing  shows a 

decrease in spend in April and a 
significant increase for May, this is due to 
reporting adjustments in finance.   

Nursing: 
• Registered Agency Nurses fill rate –  

90% May 19.   
• .  

Medics: 
• Spend has increased due high use of 

agency in Integrated Urgent & 
Emergency Care and General Medicine 
 

Bank Activity: 
• 7 HCA new bank starters 
• 3 RN new bank starter 
• 1 Physio new bank starter 
• 1 Pharmacist new bank starter 
• 9 HCA interviews 
• Bank Nursing & Midwifery  % fill  

rate:  83.12% 
 

Workforce Metrics – Agency/Bank Headlines 

http://www.iow.nhs.uk/
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Workforce – Vacancy/Recruitment 

Successes Process Improvement  Planned activity 

• Confirmed 1st cohort of 9 overseas nurses to start OSCE 
preparation 19 July 2019.  2nd cohort of 12 nurses 
arriving in August 

• Total international nurse offers currently at circa 70 wte. 

• Currently  out to advert  for  75.23 wte nursing  posts 

• Appointments made in May: 
       - 2 RN 
       - 1 OPD 
       - 1 HCA 
 
• Medic starters and offers made in May: 
      - 2 SD Anaesthetics 
      - 1 Locum Consultant Respiratory 
      - 1 SD ED 
      - 1 SD Obs & Gynae   

• Review of Temporary Staffing 
processes and a Project Delivery Plan 
currently is now drafted to support 
this review.   

• Develop stakeholder feedback 
survey to assist further 
improvements in the recruitment 
process – to include managers and 
candidates 

 

 

• Monthly Recruitment  Drop Ins/Cafes to 
continue 

• Drive on advertising and marketing for 
nurse recruitment in the UK 

• Recruitment and Bank Open Day – to 
develop Island engagement with the Trust – 
anticipated date July 19 

• Medical recruitment - Implement 
accelerated improvement supported by 
Carnall Farrar and the Productivity Work. 
Stream and full review of all hard to fill 
vacancies 

Staff Group Budgeted 
Establishment FTE 

In post 
FTE 

Variance against 
budgeted 

establishment FTE 
Nursing & 
Midwifery 
Registered 

934.94 773.8 
 

161.14 
 

Medical & Dental 281.37 236.94 44.43 

Allied Health 
Professionals 241.79 215.33 26.46 

Decrease from 13.2% vacancy gap M1 Variance in budgeted establishment & active recruitment allows  for temporary staffing headroom and CIPs 
*A further 7.00wte awaiting shortlisting outcome and 7.00wte offers awaiting acceptance, 10 WTE unfilled 
training post 

Recruiting and Retaining a Motivated Workforce 
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Workforce – Vacancy/Recruitment 

• Assumptions about starters and leavers are 
based on the previous 12 months, the 
impact of improvements in culture and 
leadership, promotional activities and 
improved reputation, international offers 
and the appointment of Registered Nurse 
Degree Apprenticeships  and Nursing  
Apprenticeships 

• Offers have been made to 86 international 
registered nurses this has now however  
reduced to 66 confirmed who will join the 
Trust from July onwards.  A decision on the 
recruitment of a further 54 international 
nurses will be made in the Summer. 

700

750

800

850

900

950
April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Nurse Staffing Trajectory 

Establishment In-post

1st Deployment of  
overseas nurses 

Gap after Planned 
Recruitment 
activity: 4.91% 

2019 April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

Vacancies 165 166 165 162 154 145 98 87 75 60 48 46 

Recruiting and Retaining a Motivated Workforce 
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Workforce – Medical Vacancy/Recruitment 

• Trajectory takes into account the recruitment of doctors in 
training due to join the Trust in August 2019.  Final details to 
be confirmed by HEE. 

• Offers have been made to 4 doctors with no start date 
pending visa and GMC approval 

• Contributory factor in the variance between funded 
establishment is due to 10 unfilled doctor in training post. It 
is not known if these post will be filled by HEE. 

• Recruitment plan to be developed for long-term medical 
vacancies (10) 

 

2019 April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 
Vacancies 
 

44.43 38.43 45.43 35.43 23.43 23.43 27.43 21.43 24.43 22.43 21.43 22.43 

Recruiting and Retaining a Motivated Workforce 

http://www.iow.nhs.uk/
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Agenda Item No 14 Meeting Trust Board in Public Meeting 
Date 

4 July 2019 

Title Financial Performance – Month 2 2019/20 
Sponsoring Executive 
Director 

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

Author(s) Gary Edgson – Deputy Director of Finance 
Report previously 
considered by inc date 

Performance Committee, 3 July 2019 

Purpose of the report 
Information only Assurance X 
Review and discuss Agreement 
Trust Board Approval is required 
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality Staff Confidentiality 

Patient Confidentiality Other Exceptional Circumstance 
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards 
Achieve excellence in employment, education and development 
Lead strategic change on the Isle of Wight 
Link to CQC Domains 
Effective Responsive 
Caring Well-led X 
Safe 
Executive Summary 

The key points from the Month 2 financial performance against plan are: 

Income & Expenditure - Rating Green  
• The required in month position for April was £2.2m deficit, year to date (YTD) £5.2m deficit
• The Trust’s in month financial position is £2.2m deficit, YTD £5.2m deficit
• As the Trust has achieved its financial plan to date, financial support PSF/FRF of £1.8m has

been assumed - the reported YTD position is therefore £3.5m deficit.

Whilst there were cost pressures incurred in month, these were mitigated by other benefits. 
Recovery actions are required to limit these cost pressures. 

Cost pressures Recovery actions 
Compton Ward remaining open Closure of ward 
ED staffing Workforce changes July 
Shackleton Ward closed for refurbishment Ward reopened mid-June 

Enc J 
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Pay and Agency 

• Pay pressures continue in the Emergency Department and as a result of Compton Ward 
remaining opening - Centrally held funds have been utilised to offset these additional costs 

• M2 agency costs £1.0m – increase in month as a result of additional nursing hours being 
requested  

• Efficiency plans for 2019/20 aimed at improving productivity and reducing reliance on agency 
staff. Enablers include overseas recruitment 

 

Progress on CIP planning - Rating Amber  
• £10.5m baseline plan 
• Currently £8.0m plans identified (up from £7.9m last month) 
• £6.8m currently rated as ‘green’ (up from £5.5m last month) 
• The closing of the outstanding gap and the progression to green rated plans is being driven 

through the weekly check point meetings and the financial recovery board 
 

Progress to date against CIP - Rating Green  
• £0.4m plan delivery to date 
• £0.6m actual delivery to date 
• Delivery includes £0.5m of non-recurrent workforce savings 

 

Capital Investment Update – Rating Green  
• Available capital funding for the year is £6.4m 
• As at Month 2, capital investment is £0.13m - behind plan by £0.02m 

 
• Capital Investment Group met in early June to agree a capital investment plan for 2019/20 
• New priorities for the Capital Programme have emerged in year and a paper  was presented to 

TLC 27th June to finalise the revised plans 
 

Cash update – Rating Amber  
• Loans of £3.9m for April-June have been secured from DHSC – this reflects the revised deficit 

plan 
• Remaining cash support will be in the form of PSF & FRF funding, access to which is 

dependent on achieving financial plan 
  

Use of Resources rating – Rating Red  
• The Trust’s Use of Resources Rating (UoR) has remained at a score 4 (1 being best and 4 

being worst) 
• As the Trust is under Financial Special Measures the UoR rating will default to 4 

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

To receive the Month 2 Trust performance against the 2019-20 financial plan. The Board is 
asked to note the reasonable assurance on the Trusts overall financial performance but note 
the ongoing actions required to achieve current year plan and the inherent risks at Trust and 
Divisional level that require mitigation. 
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Trust Board Finance Report 
Month 2 - May 2019 

 

Darren Cattell, Director of Finance, Estates & IM&T 
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Area Key issues Current 
month 
(ytd) 

Previous 
month 
(ytd) 

Overall Plan The Trust is reporting a deficit of £3.5m as at the end of May, which is on plan.  
This position assumes the receipt of £1.8m PSF/FRF funding. 

On plan On plan 

Income Income is being reported as favourable to plan.  £0.4m of this variance relates to 
additional income to compensate for the additional costs of drugs that are 
excluded from PbR tariffs (i.e. net nil impact in income and expenditure terms). 

£0.6m fav 
to plan 

£0.2m fav 
to plan 

Expenditure Expenditure is £0.7m adverse to plan as at the end of May.  £0.4m relates to costs 
above plan for drugs excluded from PbR tariffs (additional income received as 
highlighted above). 

£0.7m adv 
to plan 

£0.2m adv 
to plan 

CIP As at the end of the May the trust has delivered £0.6m of CIP against a plan to 
deliver £0.4m.  The Trust has currently £7.9m (75%) of its £10.5m CIP target rated 
as ‘Green’.  A further £1.1m is rated Amber/Red. 

£0.2m fav 
to plan 

£0.2m fav 
to plan 

Capital Capital expenditure of £0.13m has been incurred year to date, this is marginally 
below the YTD planned position of £0.15m.   

£0.02m fav 
to plan 

£0.02m fav 
to plan 

Cash At the end of May the Trust’s cash balance was £4.9m, which is an increase on the 
previous month’s balance by £0.3m.  The Trust has drawn down £0.6m of loan 
support in June and requested a £2.6m advance of PSF/FRF for July. 

£4.9m  
Cash  

Balance 

£4.6m  
Cash  

Balance 

Financial 
risk rating 
(UoR) 

As at the end of May the Trust’s Financial risk rating for use of resources was 4 as 
per the plan (as the Trust is in Financial Special Measures the risk rating will 
default to a ‘4’). 

Overall 
score 4 

Overall 
score 4 

Month 2 Executive Summary 

http://www.iow.nhs.uk/
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Month 2 Overall Financial Performance 

Summary 
The Trust remains on plan at month 2 and the run 
rate in month has reduced in line with expectations.  
Pressures remain in the Emergency Department, 
Compton ward and Mental Health.  Workforce 
changes are planned in ED for July, Compton ward is 
due for imminent closure and Shackleton (Mental 
Health) reopened in mid June to reduce the impact 
of these cost pressures.   These costs have been 
offset by additional income (NCAs and RTAs) and 
centrally held funding .  See Appendix A for details of 
pay variances and agency costs. 

Overall the Trust 
is on plan at the 

end of Month2 to 
deliver its agreed 
£4m control total 

Year (£m)
Plan Actual Variance Plan Actual Variance Plan

Income 14.7 15.1 0.4 29.3 30.0 0.6 176.5
Pay -11.9 -11.9 0.0 -24.5 -24.2 0.3 -137.7
Non Pay -4.2 -4.7 -0.5 -8.5 -9.4 -1.0 -50.8

EBITDA -1.4 -1.5 0.0 -3.7 -3.6 0.0 -12.0
Post EBITDA -0.8 -0.7 0.0 -1.6 -1.6 0.0 -9.5

Pre PSF/FRF -2.2 -2.2 0.0 -5.2 -5.2 0.0 -21.5
PSF/FRF 0.9 0.9 0.0 1.8 1.8 0.0 17.5
Surplus/(Deficit) -1.3 -1.3 0.0 -3.5 -3.5 0.0 -4.0

In Month (£m) Year to Date (£m)

NB – Variances may not sum exactly due to roundings 
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Month 2 Divisional Performance 

Summary 
 
Overall the Trust is on plan at Month 2 however there are on-going pressures in the following areas: 
• Acute Services – staffing Compton Ward 
• Integrated Urgent & Emergency Care – agency staffing costs in the Emergency Department 
• Mental Health and Learning Disabilities – Shackleton Ward and agency costs  
These costs have currently been mitigated by small under spends in other areas and centrally held 
funding (which will impact on funds available for investments) 

NB – Variances may not sum exactly due to roundings 
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Month 2 CIP 

Plan Development  
 
The Trust has currently identified £9m of CIP plans 
against an overall £10.5m target (£9.1m base CIP 
plus £1.4m ‘stretch’).  £7.9m (75%) of the total is 
currently rated as ‘green’*.  The closing of the 
outstanding gap and the progression to green rated 
plans is being driven through the weekly check 
point meetings and the financial recovery board.  
 
 
Delivery 
 
As at month 2 £0.6m of savings have been delivered 
against a phased plan of £0.4m (delivery is ahead of 
plan).   The graph illustrates the planned trajectory 
of required savings which accelerate from October 
onwards.  This is to allow the necessary lead time 
for the more complex savings initiatives.  Work is 
ongoing to develop a pipeline of further 
opportunities which can be used to bridge the gap 
between the plans identified and the stretch target. 

*includes schemes with QIAs which are currently pending.  NB – the divisional gap is the gross total of gaps in divisional plans  

CIP maturity as at 21st June 

2019/20 CIP - ACTUAL VS PLAN          

£0.0

£2,000.0

£4,000.0

£6,000.0

£8,000.0

£10,000.0

£12,000.0

Apr 19 May 19 Jun 19 Jul 19 Aug 19 Sep 19 Oct 19 Nov 19 Dec 19 Jan 20 Feb 20 Mar 20
Actual Forecast Plan Stretch Plan

WORKSTREAM
CIP Plan

£'000
BLACK
(Gap)

RED AMBER GREEN
Total 

Recurrent  
£'000

Corporate & Admin 1,532 -         20          747        767
Agency & Temporary 4,022 -         -         2,410    2,410
AHP 404 -         -         782        782
WLI/Pay Premiums 388 -         -         744        744
Procurement 299 -         -         591        591
Establishment 374 -         30          30
Prescribing 200 -         -         468        468
Divisional 1,027 337 220        33          2,124    2,377
Supporting Return to Home 862 -         862        -         862
TOTAL 9,108 337 220        915        7,896    9,031    
Stretch 1,350 1,350 -         -         0
TOTAL 10,458 1,687 220        915        7,896    9,031    

YTD Savings - £0.6m (£0.5m non-recurrent, £0.1m recurrent) 

http://www.iow.nhs.uk/
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Month 2 Balance Sheet 

Summary 
 
The key balance sheets movements are as follows: 
 
• Reduction to Fixed Assets - reflects the low 

capital expenditure so far in year  
• Increase in Debtors* - mainly due to accrued 

income for non-tariff drugs which is included as 
additional income above plan in the I&E 
position 

• Increase in Creditors* - mainly invoiced 
creditors, due to sustainability funding being 
received in arrears and the need to maintain a 
£1m minimum cash balance 

• Increase in Borrowings > 1 year – additional 
loan funding has been received, although at 
lower levels than planned, due to the CCG 
providing contract income in advance.  This 
results in lower interest payments for the year 

• Retained Earnings - reduction reflects the 
deficit I&E position  

Balance Sheet
M12 

18/19
Month 

1
Month 

2
In Month 
Variance

Fixed Assets 111.5 111.0 110.6 -0.4

Stock 2.3 2.2 2.2 0.0
Debtors 10.8 13.5 14.2 0.7
Cash  4.5 4.6 4.9 0.3

Creditors -18.9 -21.5 -23.0 -1.5
Capital creditors -2.2 -1.2 -0.9 0.3
PDC dividend creditor 0.0 -0.1 -0.2 -0.1
Interest payable creditor -0.2 -0.2 -0.2 0.0

Provisions < 1 year -0.2 -0.2 -0.1 0.0
Borrowings < 1 year -0.1 -0.1 -0.1 0.0
Net current assets/(liabilities) -4.1 -3.0 -3.2 -0.2

Provisions > 1 year -0.2 -0.2 -0.2 0.0
Borrowings > 1 year -68.2 -71.0 -71.7 -0.7
Long term liabilities -68.4 -71.1 -71.8 -0.7

Net assets 39.0 36.9 35.6 -1.3

Taxpayer's equity
Public dividend capital 7.9 7.9 7.9 0.0
Retained earnings -2.4 -4.5 -5.8 -1.3
Revaluation reserve 33.6 33.6 33.6 0.0
Other reserves 0.0 0.0 0.0 0.0
Total tax payer's equity 39.0 36.9 35.6 -1.3

http://www.iow.nhs.uk/
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Summary 
The cash balance held at the end of May is £4.9m, a 
£0.3m increase on the previous month.   
 
The Month 2 cumulative I&E deficit of £3.5m is 
adjusted for depreciation (£1.1m) as it does not 
impact on cash. The charges for Interest 
Payable/Receivable (£0.3m) and PDC Dividend 
(£0.2m) are also added back as the amounts 
actually paid for these expenses are shown lower 
down for presentational purposes. This generates a 
YTD cash  ‘Operating Deficit’ of £1.9m. 
 
The net impact of changes in working capital, 
payments for previous capital expenditure and an 
increase in working capital loans combine to 
generate the £0.3m improvement in the cash 
position. 
 
The Trust has requested a  draw down of £2.6m PSF 
& FRF in advance in order to support  the cash 
position and maintain the minimum £1m cash 
balance.   

Month 2 Cash 

Cash Analysis  - Movement in 
Month

Actual 
M1

Actual 
M2

Actual 
Var

Cash Balance 4.5 4.5

Income & Expenditure Surplus/(Deficit) -2.1 -3.5 -1.3
Depreciation 0.5 1.1 0.5
Interest Payable/Receivable 0.2 0.3 0.1
PDC Dividend 0.1 0.2 0.1
Operating Surplus/(Deficit) -1.3 -1.9 -0.6
Change in Stock 0.1 0.1 0.0
Change in Debtors -2.7 -3.8 -1.0
Change in Creditors & Other Liabilities 2.5 4.2 1.7
Changes in Provisions 0.0 -0.1 0.0
Net Change in Working Capital -0.2 0.5 0.6
Capital Spend -1.0 -1.5 -0.4
Interest Paid/Received -0.1 -0.1 0.0
PDC Dividend Paid 0.0 0.0 0.0
Other 0.0 0.0 0.0
Investing Activities -1.1 -1.6 -0.5
Working Capital Loans 2.7 3.4 0.7
Loan/Finance Lease Repayments 0.0 0.0 0.0
Cash Balance 4.6 4.9 0.3

http://www.iow.nhs.uk/
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Summary 
As at month 2 capital expenditure is marginally 
(£0.02m) behind the year to date plan. 
New priorities for the Capital Programme have 
emerged in year and a paper  will be presented to 
TLC 27th June to finalise the revised plans.  Additional 
investments, including those relating to Outpatients 
and Emergency Department Paediatrics are amongst 
those likely to be prioritised.   

Month 2 Capital 

Source of Funds Plan'£k
Approved 

to Date 
'£k

CRL based on depreciation 6,337 6,337
Donated Assets 50 50

Total Source of funds 6,387 6,387

Application of Funds £k £k
IM&T Systems RRP 250 250
Equipment RRP 500 533
Backlog Maintenance 651 962
Shackleton interim 200 330
Shackleton reprovision 800 0
DSU 1,040 0
ED Paediatrics 200 0
Backup Generators 916 917
Relocation CMHS 1,300 0
Fire Compartment Remediation 230 231
IM&T New Schemes 250 385
Pending prioritisation of projects by TLC 0 2,729
Donated Assets 50 50

Total Application of Funds 6,387 6,387

http://www.iow.nhs.uk/
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The Trust’s Use of Resources Rating 
is a ‘4’.  This is against a score of 1 
being best and 4 being worst. 
 
The Trust is currently achieving all 
UoR ratings as per its financial plan 
(table top left)  however as the 
Trust is under Financial Special 
Measures the overall UoR rating will 
default to 4. 
 

Use of resources risk rating summary
Plan 

Rating
Actual 
Rating Var

Capital Service Capacity 4 4 0
Liquidity (days) 3 3 0
I&E Margin 4 4 0
Distance from financial plan 1 1 0
Agency spend 4 4 0

Overall Use of Resources 4 4 0

As the Trust is under 
Financial Special 

Measures the overall 
UoR rating will 
default to ‘4’. 

Finance & Use of Resources Risk Rating 

http://www.iow.nhs.uk/
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Appendix A1 - Month 2 Pay 

Summary 
Pay pressures continue in the Emergency 
Department and as a result of Compton 
Ward remaining opening to accommodate 
patients which should be cared for 
elsewhere in the local health system.  
Centrally held funds, currently within pay, 
have been utilised to offset these additional 
costs which will restrict future investments. 
  
The graph shows an increase in agency costs 
during May.  This is the result of additional 
nursing hours and is currently being 
investigated by the Finance Department 
 
 
 
 
 
 
 

Despite pressures in the 
Emergency Department 

and staffing Compton 
ward pay remains 

underspent 

Year (£m)
Plan Actual Var Plan Actual Var Plan

Substantive 10.8 10.5 0.3 22.0 21.6 0.5 127.0
Bank 0.3 0.4 -0.1 0.7 0.9 -0.1 4.0
Agency 0.8 1.0 -0.2 1.8 1.8 0.0 6.7

Total 11.9 11.9 0.0 24.5 24.2 0.3 137.7

In Month (£m) Year to Date (£m)

NB – Variances may not sum exactly due to roundings 
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Agenda Item No 15 Meeting Trust Board in Public Meeting Date 4 July 2019 

Title Acute Operational Performance Report – M2 

Sponsoring Executive 
Director 

Nikki Turner – Director of Acute Services 

Author(s) Steve Young – Interim Head of Operational Performance 

Report previously 
considered by inc date 

Acute Performance Committee 2 July 2019 
Trust Performance Committee 3 July 2019 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
RESPONSIVE 
Referral to Treatment ‘Incomplete’ 
 
Issue:  The Trust under-performed against May’s Referral to Treatment incomplete trajectory of 77.5% at 
73.3%. The overall list size has grown faster than forecast due to more clock starts than expected and fewer 
clock stops, particularly in Ophthalmology but also Pain Management and MFU. 
  
The agreed levels of activity for 19/20 will result in a further declining RTT performance trajectory over the 
course of the year. This will also impact on the review dates of patients requiring follow up from a planned (not 
RTT) outpatient waiting list.   
 
A Trust /CCG Executive –led Planned Care Transformation Programme Board has been established, along with 
a Planned Care Operational Group. The actions from this group include: 
 
• Increasing booking efficiency 
• Clinical validation 
• Peer review of waiting list 
• Improving effectiveness of advice and guidance 
• Reducing consultant to consultant referrals  
• Patients fit for surgery 
• Reviewing surgical thresholds 
• Theatre utilization 
• Reducing DNAs  
 
There are also local actions in place .The actions previously reported to improve the elective activity levels 
continue to be implemented, in particular: 
 
• Bed Capacity remains ring fenced on Mottistone avoiding delays to Orthopaedic surgery  

Enc K  
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• The Trust will continue to work closely with its partners to expedite discharges of medically fit patients 
• The plan for long waiting patients is reviewed at patient level on a weekly basis to monitor any variation to plan 
• 6:4:2 theatres scheduling meeting to ensure optimal booking of lists in urgent and date order  
 
Additional actions include: 
Theatre productivity is ongoing delivery via 3 workstreams (scheduling, pre-assessment and processes and 
controls in theatre) 
Additional resource now in PAAU to support scheduling improvements 

External national support for PTL validation  

Cancer:  In 2018/19 the Trust achieved all measurable Cancer Waiting Times standards with the exception of 
62 day.   

 
The number of 62 Day patients beyond 62 Days has fallen to 41 from 102 in January 2019.  This represents a 
significant achievement.   This number is falling much faster than modelled in the trajectory which anticipated 69 
in June.  It was the expectation of the Trust and NHSI that performance would be negatively impacted as a 
result.  As the number of patients beyond 62 days reduces, the number of monthly breaches temporarily 
increases.  As the number of treatments remains fairly constant at 40-45 per month, high breach numbers 
reduce our performance.  19.5 breaches are recorded for May.  Of these, 9 are local breaches and 10.5 are 
potential shared breaches with the tertiary centres.   
 
The current performance against the 62 Day standard for May is 57.6% against a trajectory of 70% and a target 
of 85.  This figure is provisional pending upload at the beginning of July but it must be noted final recorded 
performance can take up to 3 months and will change based on our tertiary centres submission. For example, 
we reported 65.5% in March however the actual is 72%. 
 
The 62 Day standard is recognised as a huge challenge across the Wessex region and nationally. 
 
Actions 
• Continue twice weekly huddles per tumour site and ‘live’ tracking of long waits 
• New Urology Diagnostic Pathway including 
• Booking of MRI/TRUS prior to first Appointment 
• Discharging of 2 DNA 
• Monitoring of patients on treatment for raised PSA 
• Monitoring of Referral Thresholds from Primary Care 
• Prostate Achievement Meetings continue 
• Increased Diagnostic capacity, especially in Endoscopy 
• Monthly Cancer Steering Group meetings to improve performance of the 62 day cancer target 
 
Impact 
The report from the recent NHSI visit to the Cancer Management Team recognised the excellent work being 
carried out at the Trust around cancer and cancer pathways.  It was acknowledged that recovery of 
performance against the 62 Day Cancer Waiting Times standard requires the reduction of patients beyond 62 
days.  Improvement is still anticipated by September/ October. 

Diagnostics:   

The diagnostic return achieved 94.9% against a trajectory of 90.5% and a target of 99%. 
Endoscopy is still the major impact on the national diagnostic returns due to continuing high demand both from 
cancer and 6ww referrals 
 
Actions 
• Move Cystoscopies to provide 3 x additional lists in endoscopy so providing much needed additional capacity for 
July and August 
• Full business case to increase resources in Endoscopy to provide additional long term capacity. 
• Work has been done recently working with Cardiology to ensure accurate recording of Echoes. 
 
Impact 

Additional Endoscopy clinics made available by displacing cystoscopy lists over the 7 weeks will provide a capacity 
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to meet the backlog as a short term measure reducing reliance on external outsourcing through Medinet.  Staffing 
for this is a temporary solution. 

Super Stranded Patients 

The target for reducing super-stranded patients, i.e. those patients who have a stay of 21 days or more, has been 
set nationally to help reduce bed occupancy to increase safe flow through the system.  

At the end of May the trust had 49 super-stranded patients. The current position (26.6.19) 46 super stranded 
patients. This position aligns with a reduction in the delayed transfers of care (DTOC).  In order to continue work on 
this challenging target, the continued embedding of the below actions is vital to support this.  

• Ongoing operational review of discharge pathways and implementation of discharge to assess 
• Bi weekly Executive led community capacity review in place 
• Twice weekly operational level Hard to Place Patient Meeting enabling unblocking of any constraints 
• Weekly strategic Executive led DTOC meeting 
• Daily review and monitoring of all stranded patients by Clinical Navigators 
• Daily escalation of performance issues through system calls as required  

Patient Waits 40+ Weeks - There are a total of 229 patients waiting over 40wks and the majority are within the 
orthopedic specialty.  All patients are monitored weekly and if over 46 weeks, currently 79, they all receive a clinical 
harm review. Actions to address long waiting patients are detailed above in the ‘Incomplete’ target section. 

Two 52 week waits were reported as incomplete in Gynaecology and T&O Admitted Pathway in May and the 
forecast for June is 0. 

SAFE: 

Quality Strategy for the Acute Division; KPI’s now reviewed at Quality meeting second quarter April – June will be 
available first week in July.  Second Pulse Survey to be undertaken to understand awareness of the strategy and 
where the focus is required.  Newsletter to be published in July. 

Serious Incidents:  For the division there were a total of 43 open SI’s in May.  The Care Groups remain focused on 
completing these within required deadlines.  As at the end of May there are 22 overdue.    The SIROG process is 
improving the turnaround times for completion. 

Duty of Candour compliance is an improving picture with CSCD remaining at 100%, Medicine at 71.9% and SWCH 
at 75.8%. 

CQC Regulatory Actions: 76 of the 89 actions attributed to the Acute Division have now been completed with 13 
overdue.  Of the 13 outstanding actions for Acute 7 of these will remain ongoing due to the complexity of the action 
and relate to the following; 

Staffing                  x2 (Medicine) 
Estates/Capital work                 x1 (DSU) 
Competencies and Training         x2 (Medicine) 
Discharging of patients               x1 (Medicine) 
Mixed Sex Breaches                x1 (Critical Care) 

The other 6 actions all within Medicine Care Group will be actioned for end of July and September and an action 
plan is in place to achieve this through; 

• Focussed 10 Week Safety Recovery Programme to address these issues commencing 1st July 2019 

• Expectations to be clearly articulated in relation to behaviour and practice 

• Accountability actions to be followed 

CARING: 

Staff Surveys (monthly pulse check, FFT for staff quarterly, annual national survey) 
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• Staff engagement strategy workshop held 24 June 2019.   The Acute Staff Engagement Strategy will be 
aimed at improving the way in which our teams communicate and engage. It will link to our over-arching 
2018-2020 Strategy and will support increasing staff response rates to staff surveys.  It will help to improve 
the way that all of our staff are engaged with services, leadership, and change processes.  

Next Steps; 

• Nominated lead Amanda Shaw  
• Planning meeting with Lead/ HR Business Partner/Business Manager 18th June  
• Development & Training and Triumvirates facilitated session to implement action plan that focusses on key 

areas for improvement 24th June  
• Staff Engagement Strategy to be approved at Acute Board in July for implementation by end of Q2 

EFFECTIVE 

There have been 28 local audits received and 50 national audits received in total. 

WELL- LED  

The Division is currently showing a overspend year to date position of  £310k. 
  
Areas of focus as contributing to the overspend are; 

• Additional beds open to support patient flow – Now closed in June. 
• RTT, activity performance  in particular additional costs for the MRI scanner & Endoscopy 
• Agency usage continues  

 
CIP position for the division – YTD plan of £202k has been exceeded by £89k.  Total delivery of £291k is made up of 
£39k recurrent and £251k non-recurrent savings  

• Minimise spend associated with additional capacity 
• Weekly monitoring of expenditure  
• 19/20 CIP Green Schemes in place to £3.3m 
• Total CIP target £4.5m excluding additional allocation relating to £1.3m  

  
Actions/Next Steps:  Regular Weekly review at Check and Challenge meetings, however the division is setting up 
deep dives into business unit performance/forecasts and risks after quarter 1 to ensure robust plans to mitigate any 
risks and opportunities are realised 
 
HR/Workforce 
Appraisal Compliance for 18/19 was reported as 77.49 % which was an increase of 1.85% on the previous month.   
2019/20 Appraisal Compliance -  Compliance Appraisal data for May  is below and plans continue within the 
division to achieve 100% by end of Q1 
 

 
 
Sickness absence;  
HR support continues with deep dives in hot spot areas. Key activity delivered in month; 
System Sustainability Programme (SSP) - development of Sickness Absence Delivery Plan; monitored via SSP 
weekly meeting 
HSDU (5th June) and Blood Sciences (6th June); monthly monitoring meetings 
Scoping and development (12th June) of proactive triage support for absence relating to MSK/Back Problems – 
launch anticipated August 2019 
 
HR actions progressing for the division; 
Staff survey action plans; monitoring via divisional board and HROD committee – summary sent to June Acute 
Board 
Recruitment; recruiting managers to review shortlisting approach to achieve KPI 
Equality Impact group – 4 representative from Acute confirmed 
 
Mandatory Training 
Continues to remain above target at 89%. 
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Acute Risks:  The Division added 3 news risks to the register in month all within CSCD and 2 were closed.  A Risk 
Summit will be re-introduced where a deep dive approach against all risks for the Division will be reviewed at a bi-
monthly Board Seminar.  How risks are summarised and presented will be reviewed and updated to a more user-
friendly and understandable format that will provide robust assurances. 

Key Recommendation 
The Trust Board are asked to consider the following recommendation: 

• To receive this information against the Acute Division’s current operational performance. 

Level of Assurance 
This report is intended to provide the Committee with the following level of assurance: 

Substantial Assurance   Limited Assurance X 

Positive Assurance  Negative Assurance  
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RTT Incomplete Performance 

1 1 

Commentary: 
Issue:  The Trust under-performed against May’s Referral to 
Treatment incomplete trajectory of 77.5% at 73.3%. The 
overall list size has grown faster than forecast due to more 
clock starts than expected and fewer clock stops, particularly 
in Ophthalmology but also Pain Management and MFU. 
  
The agreed levels of activity for 19/20 will result in a further 
declining RTT performance trajectory over the course of the 
year. This will also impact on the review dates of patients 
requiring follow up from a planned (not RTT) outpatient 
waiting list.   
 
A Trust /CCG Executive –led Planned Care Transformation 
Programme Board has been established, along with a 
Planned Care Operational Group. The actions from this group 
include: 
 
• Increasing booking efficiency 
• Clinical validation 
• Peer review of waiting list 
• Improving effectiveness of advice and guidance 
• Reducing consultant to consultant referrals  
• Patients fit for surgery 
• Reviewing surgical thresholds 
• Theatre utilization 
• Reducing DNAs  
 
There are also local actions in place .The actions previously 
reported to improve the elective activity levels continue to be 
implemented, in particular: 
• Bed Capacity remains ring fenced on Mottistone avoiding 

delays to Orthopaedic surgery  
• The Trust will continue to work closely with its partners to 

expedite discharges of medically fit patients 
• The plan for long waiting patients is reviewed at patient 

level on a weekly basis to monitor any variation to plan 
• 6:4:2 theatres scheduling meeting to ensure optimal 

booking of lists in urgent and date order  
 Additional actions include: 
• Theatre productivity is ongoing delivery via 3 workstreams 

(scheduling, pre-assessment and processes and controls 
in theatre) 

• Additional resource now in PAAU to support scheduling 
improvements 

• External national support for PTL validation  

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

18/19 84.1% 85.2% 85.1% 84.5% 82.0% 81.1% 80.8% 81.0% 81.6% 80.6% 79.3% 77.2%

19/20 75.7% 73.3%

Target 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

Trajectory 78.5% 77.5% 79.1% 78.3% 77.7% 77.9% 77.4% 77.3% 74.6% 75.0% 75.9% 75.7%

Referral to Treatment Times

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently
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RTT Activity Performance 

2 

  
Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 

              Referral to Treatment   Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 Month 7 Month 8 Month 9 Month 10 Month 11 Month 12 

Number of incomplete RTT 
pathways <=18 weeks i 8,240 8,034 8,522 8,565 8,362 8,541 8,536 8,517 8,022 8,055 8,449 8,642 

Number of incomplete RTT 
pathways Total i 

10,49
4 

10,37
1 

10,77
8 

10,93
3 

10,75
5 

10,96
3 

11,02
8 

11,02
4 

10,75
3 

10,73
9 

11,13
3 

11,41
8 

Referral to treatment 
Incompletes - Performance %   

78.5% 77.5% 79.1% 78.3% 77.7% 77.9% 77.4% 77.3% 74.6% 75.0% 75.9% 75.7% 

Number of incomplete RTT 
pathways >52 weeks i 0 0 0 0 0 0 0 0 0 0 0 0 

Number of completed 
admitted RTT pathways i 458 500 735 511 687 547 530 707 447 550 550 525 

Number of completed non-
admitted RTT pathways i 2,566 2,625 3,512 2,702 3,428 2,728 2,724 3,497 2,500 2,637 2,659 2,666 

Number of New RTT 
pathways (clock starts) i 3,212 3,002 4,654 3,368 3,937 3,483 3,319 4,200 2,676 3,173 3,603 3,476 

 

Month 2 activity against plan  

Trajectory 2019/20 

Nb: produced January 2019 to be reviewed & updated for June 

Commentary: 
Although year to date we have now declared 5 validated 
admitted 52 week breaches, there are a further 9 which have 
now been clinically validated which will be included in the 
month 3 returns and a further 3 anticipated following 
pathway review.  
 
There are currently 249 patients over 40 weeks on the 
admitted waiting list.  

2 
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Cancer Targets 
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Diagnostic Waiting Times 

Commentary:

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

18/19 97.9% 97.5% 95.2% 90.3% 91.5% 96.1% 98.6% 98.8% 98.0% 92.0% 92.0% 93.8%

19/20 95.4% 94.9%

Target 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0% 99.0%

Trajectory 89.2% 90.5% 93.5% 97.6% 98.8% 98.7% 99.0% 99.4% 99.6% 99.2% 99.6% 99.1%

Patients waiting > 6 weeks for diagnostics

Issue
The diagnostic return achieved 94.9% against a trajectory of 90.5% and a 
target of 99%.

Endoscopy is still the major impact on the national diagnostic returns due to 
continuing high demand both from cancer and 6ww referrals

Actions
• Move Cystoscopies to provide 3 x additional lists in endoscopy so providing 
much needed additional capacity for July and August
• Full business case to increase resources in Endoscopy to provide 
additional long term capacity.
• Work has been done recently working with Cardiology to ensure accurate 
recording of Echoes.

Impact
Additional Endoscopy clinics made available by displacing cystoscopy lists 
over the 7 weeks will provide a capacity to meet the backlog as a short term 
measure reducing reliance on external outsourcing through Medinet.  Staffing 
for this is a temporary solution.

Target - Within normal variation so may be achieved but not consistently

Trajectory - Within normal variation so may be achieved but not consistently
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WL 6+ Wks % <6 Wks
Magnetic Resonance Imaging 213 0 100.0%
Computed Tomography 254 0 100.0%
Non-obstetric ultrasound 712 0 100.0%
Barium Enema 0 0
DEXA Scan 0 0
Cardiology - echocardiography 79 11 86.1%
Neurophysiology - Nerve conduction studies 40 0 100.0%
Respiratory physiology - sleep studies 41 0 100.0%
Urodynamics - pressures & flows - Urology 5 3 40.0%
Urodynamics - pressures & flows - Gynae 8 1 87.5%
Colonoscopy 175 23 86.9%
Flexi sigmoidoscopy 59 1 98.3%
Cystoscopy 35 2 94.3%
Gastroscopy 205 53 74.1%
Total 1826 94 94.85%

Service

Imaging

Physiolo
gical 
Measure
ment

Endosco
py

May-19Area
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  Culture Dashboard [April 2019 Data] 
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Well-Led - Workforce  
Scorecard Summary Data based on May data 

* Sickness data May 2019/   **Appraisal May19 *** Mandatory Training – May 2019  

Previous month 

Current Month May  

Appraisal update: 
• Appraisal Compliance  for 18/19 was reported as 77.49 % which 

was an increase of 1.85% on the previous month.   
2019/20 Appraisal Compliance 
• Compliance Appraisal data for April and May  is below and plans 

continue within the division to achieve 100% by end of Q1 
 
 
 
 

 
 
Sickness absence;  
HR support continues with deep dives in hot spot areas. Key activity 
delivered in month; 
• System Sustainability Programme (SSP) - development of 

Sickness Absence Delivery Plan; monitored via SSP weekly 
meeting 

• HSDU (5th June) and Blood Sciences (6th June); monthly 
monitoring meetings – ward based Deep Dive schedule during July 

• Scoping and development (12th June) of proactive triage support 
for absence relating to MSK/Back Problems – launch anticipated 
August 2019 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HR actions progressing for the division; 
1. Staff survey action plans are required; monitoring via divisional board and 

HROD committee – summary to June board received and draft 
engagement strategy to July Board 

2. Recruitment; recruiting managers to review shortlisting approach to 
achieve KPI 

3. Equality Impact group – 4 representative from Acute confirmed 
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Finance M2 – 2019/20  

7 

Commentary: 
The Division is currently showing a overspend year to date 
position of  £310k. 
  
Areas of focus as contributing to the overspend are; 
• Additional beds open to support patient flow – Now closed 

in June. 
• RTT, activity performance  in particular additional costs for 

the MRI scanner & Endoscopy 
• Agency usage continues  
 
CIP position for the division – YTD plan of £202k has been 
exceeded by £89k.  Total delivery of £291k is made up of 
£39k recurrent and £251k non-recurrent savings  
 
• Minimise spend associated with additional capacity 
• Weekly monitoring of expenditure  
• 19/20 CIP Green Schemes in place to £3.3m 
• Total CIP target £4.5m excluding additional allocation 

relating to £1.3m  
  
Actions/Next Steps:  Regular Weekly review at Check and 
Challenge meetings, however the division is setting up deep 
dives into business unit performance/forecasts and risks after 
quarter 1 to ensure robust plans to mitigate any risks and 
opportunities are realised 

Budget Actual Variance Budget Actual Variance
£'000's £'000's £'000's £'000's £'000's £'000's

Income (591) (682) (91) (1,180) (1,263) (83) 
Pay 5,691  5,922  231  11,665  11,864  198  
Non-Pay 2,450  2,479  29  4,824  5,019  195  

Total 7,549  7,719  169  15,309  15,620  310  

Year to DateIn Month

Acute Management 16  
General Medicine 310  
Clinical Support, Cancer and Diagnostics 47  
Surgery, Women's and Children's Health (64) 
Total 310  

Acute Division 2019/20 
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Complaints, Concerns, Compliments, SI’s & 
Risks (May) 

8 

Complaints  
• 17 complaints received compared to 10 for 

April. Common Themes: Communication 
and Patient care 

• 46 open complaints across the division 
• Longest overdue complaint is 11 days 
• Weekly SI/Complaints review with Director 

Acute Services  

Concerns & Compliments 
• 28 concerns received compared to 16 for 

April 
• 31 compliments were received in May 

compared to 33 for April 

 

Serious Incidents 
 
• 43 SI’s currently open  
• 22 overdue SI’s (at end of May) 
• 8 SI’s reported in month and SIROG process is 

improving the process around reporting and 
declaring SI’s 

• No Grade 3 or 4 pressure ulcers reported 
• Patient Slip/Trip/Falls still remains the highest 

category but this has improved overall and falls 
reported in month had no or minor harm to 
patients.  Deep dives still continue in hot spot 
areas 

• Duty of Candour compliance levels continue to 
increase with CSCD having now met 100%,  
Medicine at 71.9% and SWCH 75.8%  
 

Risks 
• 3 new risks were added to the 

register in month all within CSCD  
• 2 risks were closed in month 

related to CSCD  
• Risk Summit to be re-

introduced 
 



M
2 

 1
9-

20
 O

pe
ra

tio
na

l P
er

fo
rm

an
ce

 –
 A

cu
te

 S
er

vi
ce

s 
Safe - Acute Regulatory Actions 

Service Total no 
Actions Overdue Completed Ongoing 

Actions 
Comments 

Critical Care 2 1 1 1 Critical Care Beds (ACP) 

Surgery 7 1 6 1  Day Surgery Unit Works 

Medicine 43 11 32 5 Various 

Outpatients 1 0 1   
Children & Young 
People 8 0 8 

Diagnostic Imaging 7 0 7 

Maternity 7 0 7 

End of Life 14 0 14 

Totals 89 13 76 

Areas that have completed 
Must Do Actions are;  
• Maternity 
• Diagnostics 
• Outpatients 
• End of Life Care 
• C&YP Strategy 

Completion by 2.7.19 

Of the 13 outstanding actions for Acute 7 of these will remain ongoing due to the complexity of the action and relate to the 
following; 
 
Staffing    x2 (Medicine) 
Estates/Capital work   x1 (DSU) 
Competencies and Training   x2 (Medicine) 
Discharging of patients x1 (Medicine) 
Mixed Sex Breaches  x1 (Critical Care) 
 
The other 6 actions all within Medicine Care Group will be actioned for end of July and September. An action plan has been 
implemented and the care group are taking the following steps to achieving these deadline;  
• Focussed 10 Week Safety Recovery Programme to address these issues commencing 1st July 2019 
• Expectations to be clearly articulated in relation to behaviour and practice 
• Accountability actions progressed 

9 
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Risks  

A Risk Summit will be re-introduced as part of the bi-monthly Acute Board Seminars which will undertake a deep dive approach 
in to all Acute BAF and Divisional risks.  This is in addition to the monthly monitoring at Care Group and Acute Quality 
meetings.  
 
A new risk will be added during the next period regarding financial risk to achieving CIP/financial targets for the Division as 
agreed and discussed at the Acute Board 25.6.19 
 

Delayed closure 
of Compton 

Ward 

Cancellation of Respiratory 
Clinics due to Consultant 

capacity 

Gastroenterology 
capacity 

impacting service 
delivery 

Errors in reporting 
of 

Echocardiograms 

Medicine Risks 

OHPIT 
staffing 
levels 

CSCD Risks 

Staffing in theatres - Continue 
with Long line agency. Review of 

rotas and Staffing review in 
progress. 

RTT recovery 

DSU and mixed sex 
accommodation 

ADHD services - ongoing 
conversations with CCG and locum 

consultant undertaking clinics to 
reduce backlog 

SWCH Risks 

Environment in 
Cellular 

Pathology 

Breast 
Screening Unit 
KPI’s affected 
by GP Merger 

OPARU Capacity 
versus Demand 

Endoscopy 
Demand 

outweighs 
Capacity – may 
impact on JAG 
Accreditation 

Changes to 
NICE 

Inter hospital 
transfers CCU 

Oncology 
services 
Contract 

CAFT Cancer 
Fast Track and 

Diagnostic 
Capacity 
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231 
discharges 

43% 
of pathways recorded 

79% 
of pathways recorded 

11% 
of PDDs accurate 

56% 
of PDDs accurate 

Created an energy and enthusiasm around change across the whole 
organisation 
 

Implemented live bed management and ward dashboards to begin to 
manage flow using eCareLogic 
 
Compton ward closed 
 
Launched simplified discharge pathways 
 
Created a focus on action 

All acute teams rostered 9 weeks out 

Launched a flow management 

dashboard 

Successes   
Perfect Week outcomes 

210 
discharges a week 

15 
patients in Compton 
ward 

15 
patients  discharged to 
appropriate care settings 

Perfect week outcomes 

Previous Week Data 

What is the Perfect Week? 
Perfect Week is a national initiative designed to help us improve patient safety, experience and staff morale through better patient flow in the acute, community and social care 
Our Perfect Week was a system-wide initiative, led by the executive directors, with the full support of the care group clinical, nursing and operational leads 
We reviewed how patients move around the hospital and how they move into the community or social care and worked together to improve that process 
The perfect week has energised staff around improvements and supported improvements in patient flow and rostering 
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Perfect week Actions 
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Acute Dashboard 
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Acute Dashboard 
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Agenda Item No 16 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Ambulance Service Trust Board Report 
Sponsoring Executive 
Director 

Tim Lynch – Director of Integrated Urgent and Emergency Care 

Author(s) Victoria White – Head of Ambulance 
Report previously 
considered by inc date 

Ambulance Divisional Board – 21 June 2019 
Trust Performance Committee – 3 July 2019 

Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
Achieve excellence in employment, education and development x 
Lead strategic change on the Isle of Wight x 
Link to CQC Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
The division’s Quality, Performance and Divisional Board Meetings took place w/c 17th June. The 
purpose of this report is to provide an overview of the key current opportunities, issues, challenges or 
risks affecting the division. A full summary is provided in the attached appendix. 
 
Key Items of Information for Trust Board: 

• Quality and Safety: 
o The service remains non-compliant with NICE NG94 and QS174, advanced paramedic 

practitioners; there are no current plans for implementing this post so service will remain 
non-compliant however the service has progressed over the last 2 years to introduce 
specialist paramedics to support the urgent and emergency agenda.  

o The service is compliant with NG128 
o The service remains non-compliant with NARU cores standards. The National Ambulance 

Resilience Unit has redrafted 167 interoperable capability standards to specifically align 
them to the IoW.  These have now been reviewed by the trust and SCAS in order to agree 
SLA required in order to reach compliance. A meeting is planned for 1/7 with NHSE and 
NARU to agree and sign off the contract variation  

o Ambulance Appraisal at 12.81% Mandatory training at 88% and IG at 89% 
o No new SI’s in May, No new complaints in May 

Enc L1  
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o CQC Compliance (Must Do/Should Do) 
Three points raised as a result of CQC inspection  
Actions plans regarding these have been put in place.  

• Patient Group Directives 
• Vehicle cleanliness 
• Length of time to answer 999 calls.  

 
• Operational Performance: 
 
The May performance for the 999 Ambulance Response Programme (ARP) standards and NHS111 
standards are attached as appendix 1 and were discussed in detail at the Ambulance Divisional 
Performance subcommittee and Ambulance Divisional Board  

 
o Performance for 999 has declined slightly in the month across all standards compared 

to April. Standards are not being met consistently.  
o The service has commissioned a capacity modelling report through SCAS which 

demonstrates that the service is under capacity in relation to fleet/crews in order to 
meet the national standards consistently. Discussions to continue with commissioners 
regarding the funding gap within the contract for both operations and EPRR 

o The service is using the data now available through the CAD to identify areas where 
efficiencies can be made and will be using the recommendations from the Lord Carter 
report for Ambulance Services to determine if further efficiencies can be made 

o The NHS111 performance standards are also attached in appendix 1 and demonstrate 
a decline in the call handling standards. The service currently has call handler 
vacancies and sickness which due to the nature of the small size of service is 
impacting on performance. Recruitment is complete and staff are undergoing 
pathways training  

o The Patient Transport Service continues to not be in a position to report against KPI’s due 
to the manual workaround currently in place since CAD implementation however the 
service has implemented a manual collection of reporting data 

 
• Programme items: 

o The PTS Computer Aided Dispatch (CAD) Programme continues in order to support 
integration between the CAD and the electronic booking system. Awaiting sign off for 
capital spend in order to progress 

o Integration of EPCR to the CAD continues – go live 27th June 2019 
o The Quality Improvement Programme in on track and incorporates the CQC Must Do / 

Should Do tasks into a separate work stream which is monitored through this Programme 
and the Divisional Board  

 
Key Items of Risk: 

• Contract value of 999 ambulance service and EPRR impacting on operational performance 
• 999 performance 
• 111 performance 
• PTS CAD integration to the electronic booking system – lack of PTS reporting 

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

• To receive this report 
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Ambulance Service Dashboard 
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Performance– Ambulance 
Victoria White 

111 / IUC 
Performance 

Standard Performance 

Call Answer 95%  < 60 seconds 89.82% 

Calls abandoned <5% after 30 seconds 5.23% 

111 clinician input >20% 25.012% 

IUC (CAS) clinician – 
calls triaged 

>50% 53.84% 

    

Initial Performance report  May 2019 

999 
Performance 

Mean 
standard 

Mean 
(mm:ss) 

90% 
standard 

90% 

Call Answer N/A 9.71s N/A 
11.0s(90%) 

11.0s(95% old) 

Category 1 7 minutes 11:28 15 minutes 21.24 

Category 2 18 minutes 23:49 40 minutes 50:24 

Category 3 N/A 69:10 120 minutes 164:54 

Category 4 N/A 118.32 180 minutes 268:57 

999 
Performance 

November December January February March April May 

999 Call Volumes (A0) 2572 2783 2715 2501 2547 2614 2789 

111 Call Volumes (5.3) 7040 7807 7146 6739 6459 6697 7165 

Total Ambulance Responses (A7) 1974 2046 2015 1894 1933 1961 2022 

http://www.iow.nhs.uk/
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999 Ambulance performance - 
May 

http://www.iow.nhs.uk/
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Workforce Scorecard 

KPI Budget In-post Variance 

In post v 
Budgeted FTE 

377.14 303.86 -73.28 

In month YTD Trust In Month Trust YTD 

Turnover 0.47% 5.41% 0.69% 10.44% 

In month YTD KPI Target RAG 

Sickness 4.09% 6.05% 5.5% 

Appraisal 12.81% 12.81% 85% 

Mandatory 
Training 

88% 88% 85% 

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


Ambulance, Community, Corporate, Hospital, Learning Disability & Mental Health Services - www.iow.nhs.uk              5  

 
 
 
 

                       
 

 

 

Overall Position – M2 2019/20 

Subjective
Class Budget Actual Variance Budget Actual Variance
PAY 632,609 643,041 10,432 1,289,258 1,307,878 18,620 
NON-PAY 191,413 173,926 (17,486) 383,550 355,645 (27,905)
INCOME (26,973) (26,861) 112 (53,946) (54,628) (682)
Grand Total 797,049 790,106 (6,942) 1,618,861 1,608,894 (9,967)

M2 Position as per Bi
In month (£000s) YTD (£000s)

No changes required to Bi position have been identified post 
month end close down.  

http://www.iow.nhs.uk/
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CIP Progress 2019/20 – M2 
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Agenda Item No 16 Meeting Trust Board in Public Meeting 
Date 

4 July 2019 

Title Integrated Urgent & Emergency Care Services Performance report for 
June 2019 

Sponsoring Executive 
Director 

Tim Lynch, Director of Integrated Urgent and Emergency Division 

Author(s) Michaela Morris, Operational Manager ED/MAU 
Report previously 
considered by inc date 

Trust Performance Committee – 3 July 2019 

Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
Achieve excellence in employment, education and development x 
Lead strategic change on the Isle of Wight x 
Link to CQC Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
The purpose of this report is to provide an overview of the key current service opportunities, issues, 
challenges, or risks affecting the performance of the division.  
 
Issue: 
The Trust under-performed against the Emergency Care Standard (ECS) trajectory of 85% at 
76.63%; Attendances were in line with the previous month, but breaches continued to rise. 
 
 (Please refer to Performance dashboard at appendix 1 for additional performance indicators.) 
 
Actions: 
The actions previously reported continue be implemented and embedded to enable intense focus on flow 
and escalation within the Emergency Department (ED) and in particular:  

• Use of Same Day Emergency Care for Medical patients continues to rise  
• Acute Physicians now operating seven days per week 
• Continue to work with surgical colleagues to deliver 20% minimum specialty activity shift from ED 

to Specialty Assessment Services (SAU) in line with the recommendations of ‘Getting it Right First 
Time’ and the Acute Services Redesign 

• Development Urgent Treatment Centre – joint IT system workshops in July 

Enc L2   
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• Expedite early patient moves from ED 
 
 
Impact  

• SAU function within AEC/SDEC will further improve risk of crowding and reduce the risk of 
surgical breaches within the ED: 

• Compliance with Children and Young Persons requirements in Emergency care settings 
• Paediatric ED development will release space to be re-designated as a Clinical Decisions Unit this 

will help reduce risk of breaches and improve episode of care 
• Improved business continuity planning within the ED 
• These actions will enable the service to align with the ECS trajectory 

 
Immediate improvement actions; 
The emergency department and medical assessment unit are concentrating on three specific actions 
through July and August; 

• Ward based processes – to reduce length of stay on MAU 
• Maximize minors performance – assist with seasonal activity 
• Same Day Emergency Care throughput and the potential for a ‘six hour stay’ facility – 

to prevent unnecessary admissions and improve quality 
These issues form part of the Divisions overall improvement plan, this additional emphasis is 
designed to stabilise our four hour performance and assist in the mitigation of seasonal activity.  
 
 
Key Recommendation 
 
The Board is recommended to note the challenges within Urgent and Emergency Care and the 
mitigation actions being taken to ensure a safe service is delivered. 

For note 
 



Urgent and 
Emergency care 

dashboard 



Performance Trajectories 

Source: QlikView data. * Symphony outage on 13/02 may affect data quality and reported figures for w/c +Occupancy calculated as a percentage of Core G&A beds. Core beds defined as MAU, Appley, Colwell, 
CCU, Stroke, Alverstone, St Helens, Luccombe, Wippingham, Mottistone & Compton (Dec-March only), and excludes ITU, HSU, Shackleton, ED, Paeds and maternity and any escalation beds in use in AEC, Discharge 
Lounge or Endoscopy  



  

Key metrics: Front Door Projects 

Metric Project w/e 22/6/2019 Week target  

4 hour emergency care standard (%) All 78% 85% 

% attendances streamed away from ED  Streaming 8% 20%* 

Average time to triage Triaging 18 15 mins 

Average time to initial assessment (Majors)  IAT  66 15 mins 

Average time from exam to referral (admitted) Nurse in Charge role 101 90 mins 

Average time from referral to response Specialty referral 30 mins 

Average time from specialty response to DTA Specialty referral 30 mins 

Average time from exam to discharge (non-admitted) Nurse in Charge role 128 3 hours 

Average time from DTA to admission Bed moves and 
turnover 325 30 mins 

% safety round conducted     Safety 95 95% 

Number of hours > 30 patients in ED / day Escalation policy 11 5 hours / day 

Number of days of suboptimal ED nurse staff  
(no NiC or gap of >1 RN)   

ED nurse staffing 0 0 

Source: Data provided by PIDS on 04/03/2019, for period running 24/02 - 02/03. *Target % of patients streamed to be reviewed in 6 months to reflect progress from other workstreams aiming to reduce 
inappropriate ED attendances overall  



Metrics of performance 

Source: St Mary’s data, IoW Council data, CF analysis 
 

4 

Number of weekly discharges 

Non elective cumulative weekly discharges (target is 250) 

R 

Reported: W/E 22nd June 

Discharges before < 14:15 R 

• The weekly number of discharges has remained largely within a range 
with slight increase noted during Perfect Week period. Remains well 
below the required number for optimal flow. 

• The highest level of productive discharge activity is occurring late 
afternoon. The impact of this on flow and admitted performance 
accounts in part for the 29% admitted performance (note admitted 
performance dropping as low as 8% on individual days)   

0

50

100

150

200

250

11th May18th May25th May 1st June 8th June 15th
June

22nd
June

11th May 16.04
18th May 15:55
25th May 16:00
1st June 15:33
8th June 15:42
15th June 15:31
22nd June 15:58
Target <14:15



MAU & SDEC Performance 

MAU < 48 Hours performance remains low 80% range. This position has been static through 
the month of June to date. 
 
SDEC performance has peaked at end of week 22nd June – 62 patients. GP attendances direct 
to SDEC have increased and surgical attendances have increased marginally. 

11/05 18/05 25/05 01/06 08/06 15/06 22/06 
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Specialty Performance 

Some correlation does exist 
between the time taken to refer to 
specialty and the subsequent ECS 
performance for that specialty, e.g.  
on average patients who require 
referral to General Medicine =  
>2:41.    
 
Optimum time would be <120 mins 

 
 ECS performance for these 

patients is at 28.9%. 
 
 

Data from 1st Apr’18 to 31st May’19 

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


Page | 1  
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Date 
4 July 2019 

Title Community Division Report 
Sponsoring Executive 
Director 

Alice Webster, Director of Nursing, Midwifery, AHPs & Community 
Services 

Author(s) Nicola Longson, Deputy Director of Out of Hospital Services 
Report previously 
considered by inc date 

Community Divisional Board 18 June 2019 
Community Quality & Performance Meeting 18 June 2019 
Trust Performance Committee 3 July 2019 

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

• Mandatory training compliance rates are reported at 90% (noting this is April data provided by 
HR). The Division continues to perform above the target of 85%. 

• Community Nursing – continued interventions on diabetic caseloads are having a positive 
impact.  Implementation of NEWS2 and Lessons Learnt framework are well-embedded and 
performing well.  Compliance with NEWS2 continues to increase across Community Nursing. 

• There are currently a high number of incidents where the review date has passed. Work is 
underway across the Division to address this. 

• No safeguarding concerns regarding Community Services raised in May 2019 (no Section 42s 
referrals made and no outstanding investigations). 

• The Division continues to improve its vacancy position with 35 requests approved through 
EPP for May.  Vacancy levels are now in line with expected vacancy levels for Divisional 
average turnover rates. 

 
EFFECTIVE 

• Appraisal compliance rates stand at 89.17% as at end of June. The remaining appraisals are 
booked in with managers in July. 

• Paediatric Speech & Language therapy services are demonstrating flexible and creative 

Enc M   
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management of demand (slide 2).  All children are seen within 12 weeks and currently have 
an average wait time of 4 weeks. There has been successful implementation of many new 
types of therapy intervention, for example, Isle Attend – training for pre-schools and schools. 

• The Division has evidenced excellent performance in Community Clinics around the 
attending/disposing of clinics within May, figures as follows: Week 1: 259 – only 1; Week 2: 
294 – only 2; Week 3: 475 – only 4; Week 4: 495 - only  3; therefore running at a rate of 0.66% 
of clinic appointments not recorded as complete following clinics. 

• Increased demand in Orthotics & Prosthetics service - 5 new amputees since April 2019 
compared with 11 in total in 2018, with all cases being more complex and resulting in a 
reducing speed at which discharged. Service Leads from both Podiatry and Orthotics are 
carrying out further investigations. 

 
CARING 

• The Orthotics & Prosthetics service have provided before and after videos for a patient using 
lightweight carbon fibre knee-ankle-foot orthosis (KAFO – slide 3). Important to highlight that 
the regular falls experienced previously were resulting in visits to A&E for other injuries. 

• The monthly Pulse Surveys for the Division are continuing to see improvements to both 
response rates (5% of staff in February (22) to 25% of staff in May (109)) and survey results 
(slide 4).  

 
RESPONSIVE 

• There is an increasing referrals trend across many of the Community Divisions services, for 
example Physio, OT, Podiatry & Community Rehab. Further work underway to investigate. 

• Review of Paediatric SLT activity has identified that changes in commissioned provision by IW 
Council has led to Year 1 children with Speech & Language Therapy needs no longer being 
met. Conversations with IW Council commissioners will explore this further.  This highlights 
the impact of partner decisions on both services and patients.  

• There is an emerging risk around adult eating disorder patients as there is no consultant lead 
if admission is required and no mental health Eating Disorder pathway in place.  The Dietetics 
Service is seeing an increase in the eating disorder caseload and they are reviewing clinic 
utilisation to ring-fence urgent slots to support this demand.  The service has also seen a 
substantial reduction in Acute referrals over the last month and a deep dive is underway 
around MUST screenings. 

• Increased demand in Acute Therapies is resulting in risk of failure to deliver key therapy 
indicators eg. SNAP audit for Speech & Language Therapy. Risk will be raised to enable 
mitigation to be identified. 

 
WELL-LED 

• The deficit in the Technology Enabled Care budget is a continuing cost pressure to 
Community Division.  The team who support the Technology Enabled Care agenda for the 
Trust are utilised by all Divisions. 

• Work continuing with Staff Engagement Strategy. A draft of the strategy is currently out to all 
Community staff for feedback. Planning underway for 3 ‘Big Conversation’ staff events in the 
autumn. 

• Divisional sickness rates are continuing to improve slowly with a performance figure of 4.07% 
for April against a target of 3.5%. The data also continues to highlight a shift away from 
Stress/Anxiety as the highest reason for absence, replaced with Cough, Cold & Flu. The 
Division is still focused on improvements in this area, supported by our HR Business partner. 

• Phase 4 of the quality improvement cycle has started across all services. Enhancements to 
this cycle are: 

o Quality Impact Assessments to be built in to any change to service provision 
o Alignment of improvements to enable delivery of Divisional strategies 

• The Division continues to refine its governance arrangements to ensure: 
o meetings/reports make best use of staff time 
o check and challenge of performance data is owned by Services and prepared in 

advance of meetings 
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o Service Leads are proactively held to account in Quality & Performance Committees, 
demonstrating real ownership of quality and performance at service level  

These arrangements, coupled with a ‘bottom-up’ approach to change are resulting in positive 
engagement with Service Leads and transparent forums for discussions. 

 
WORKFORCE & INNOVATION 

• The Sexual Health Service has started providing point of care testing for chlamydia and 
gonorrhoea.  

• District Nursing student, Lianne Worth has been awarded Phillip Goodeve-Docker memorial 
prize for District Nursing students at Queens Nursing Institute Awards. 

• The TEC service is working on a pilot of the ‘Droplet’ hydration cup with a number of Care 
Homes in conjunction with Wessex AHSN. 

• Paediatric SLT are using national Themes Outcomes & Measures (TOMs) to learn from the 
experience of service users to improve the quality of service provision. 

 
FINANCES 

• The month 2 financial position of the Division sees an underspend against budget of £68K 
and under delivery of CIP by £9K (slide 5). Recovery of CIP position will be made during June 
and primarily relates to accountancy processes as opposed to non-delivery of CIP. 

• The Community Division has a green rated CIP plan in place and a process has been 
implemented to monitor delivery with Divisional governance. 

 
COMMUNITY RISK   
The Division currently has one high scoring risk to escalate to the Board: 
Current risk 
Score 

Risk Description 

15 Risk that delivery of divisional financial CIP will reduce front line service provision for 
services currently under pressure 

 
 
Key Recommendation 
The Trust Board is asked to: 

• Note the update provided 

• Receive assurance on performance in relation to CQC key lines of enquiry 

 
 



Performance Report 
Review of Month 2 

Trust Board 
Community Division 
3 July 2019 



Paediatric Speech & Language Service 

• Providing appointments in family centers, homes, 
preschools, schools, hospital 

• A variety of interventions to meet the needs of the 
children 
– Sparkle Groups 
– Isle Attend – role out to reception classes 
– Isle Play/Isle Explore 
– Sound group 
– Direct interventions (SLTA/SLT) 
– Training/demo/coaching to support 

implementation of advice 
 



Orthotics & Prosthetics Service 

PATIENT STORY  
 

Before: Patient with MS. No sensation from hip down with foot drop and 
unstable knee.  Wearing ankle-foot orthosis to control ankle but falls every 

2 weeks  
Video link - Carbon Fibre KAFO Before 

 
After: Patient now wearing lightweight carbon fibre  KAFO (knee-ankle-foot 
orthosis) with locked knee joint.  No falls since provision and patient wears 

all day 
Video link - Carbon Fibre KAFO After 



Community Division  
Pulse Survey Results 



Community Financial Performance – M2 2019/20 
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Dr. Lesley Stevens, Director of Mental Health and Learning Disabilities 

Author(s) Sue Nelson, Business Manager MH/LD  
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considered by inc date 

N/A 

Purpose of the report 
Information only  Assurance x 
Review and discuss  Agreement  
Trust Board Approval is required  
Reason for submission to Trust Board in Private only (please indicate below) 
Commercial Confidentiality  Staff Confidentiality  
Patient Confidentiality  Other Exceptional Circumstance  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 x 
Ensure efficient use of resources x 
Achieve NHS constitutional patient access standards x 
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Lead strategic change on the Isle of Wight x 
Link to CQC Domains 
Effective x Responsive x 
Caring x Well-led x 
Safe x   
Executive Summary  
The report outlines performance, risks and financial position for the Mental Health and 
Learning Disabilities Division. 
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Mental Health and Learning Disabilities Performance Report 
 
 
1. Performance Summary: 
 

Effective: 
 
 Shackleton refurbishments are complete and an open day was held on 14th June.   

The transfer of patients back from the mainland is underway, and will be complete 
week commencing 24th June.   

 Performance against the  Gatekeeping indicator has improved in April with 100% 
achievement.  Work has been undertaken with Local Authority Approved Mental 
Health Practitioners (AMHPs) to ensure  Home Treatment staff are involved in 
Mental Health Act assessments and decisions to admit. The position will be closely 
monitored in order to maintain this improved position.    
 
Well Led 
 

 Senior managers will attend team meetings to present results of the staff survey and 
get feedback from staff regarding the current position and how we can improve.   
  

           Caring 
 
 The Quality Strategy has been printed and sent to all teams. Key Perfomance 

Indicators for monitoring performance against the Quality Strategy have been agreed 
and a report is being developed to monitor performance at team and Division level.  
The Interim Head of Nursing will attend team meetings across the Division during 
Quarter 2 to discuss the strategy and how this relates to individual teams.    
 
Safe 
 

 Performance against the CPA 7-day follow-up indicator was under the required 95% 
in April due to 3 breaches, which have been examined in detail, and changes in 
process agreed to prevent recurrence.  

 
 The Division has submitted an improvement plan to CQC to address the concerns 

raised in the warning notice issued by the CQC in relation to Risk Assessment for 
CPA and non-CPA patients and waiting lists in CMHT. Trajectories for improvement 
have been agreed, and are being monitored in weekly risk assessment panel 
meetings chaired by the Director of MH&LD. A dashboard is in development and will 
be included in future performance reports. 

 
 Central reporting is now in place to monitor the number of completed risk 

assessments and an audit plan will be developed by the Head of Nursing to monitor 
quality of risk assessments and person centred care plans.  This will ensure 
continued improvement and processes to maintain quality of risk assessment and 
care planning are embedded into practice.   
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 Bespoke risk assessment/care plan templates are to be developed in Paris for use in 

Child & Adolescent Mental Health Services and Memory Services.  
 

 Learning Disability services have recently gone live with an assessment and care plan 
developed within Paris specifically to meet the needs of their service group.      
 
Responsive 
 

 Bed Pressures continue across all in-patient areas.    Unfortunately during April it was 
necessary to place one service user requiring a Psychiatric Intensive Care Unit 
(PICU) bed on the mainland – the service worked to make a bed available for 
repatriation as soon as possible.  

 RTT Waiting times for Older People’s Mental Health service (OPMH) remain a 
concern.   Agency Consultant Psychiatrist cover is now in  place in OPMH until end 
August 2019 and this has increased capacity to book from the waiting list.  Work is 
ongoing to validate the waiting list and the Business Manager will work with the 
administrative team to ensure robust booking processes to book date order.       
 
Adult Mental Health performance is reported as 66.7% for April. However, recent 
validation of the waiting list has identified a number of administration errors resulting 
in a number of incorrect waits being reported.     Work with administrative staff is 
underway to ensure pathways are allocated and managed correctly.  Refresher  RTT 
training will be offered to staff where needed.   
 

 Performance against the Improving Access to Psychological Therapies (IAPT) access 
rate was below the target of 22% in April.  The Team Lead has reviewed the April 
patient level data and identified a high number of ‘did not attends’ impacted on 
performance.   The service is updating the text message service in order to send 
additional reminders and will put in place a telephone reminder service when 
recruitment has been completed and full admin staff compliment in post.      
 

 The Early Intervention in Psychosis (EIP) waiting times target was not achieved in 
April 2019.  Performance was impacted by a number of difficult to engage patients 
not commencing on the EIP pathway within the required two weeks.  The Team Lead 
continues to work with colleagues in Single Point of Access to ensure timely onwards 
referral to the EIP team.   
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2. Operational Risks: 
 
At the time of Divisional Board there were 39 risks on the MH/LD risk register.   The MH/LD 
has agreed to form a risk committee to ensure that our risks are better managed moving 
forwards.  The first meeting of the new committee is expected to take place at the end of 
July.     
 
All high risks are reviewed on a monthly basis as the Divisional Board.  
Nine  of the risks were rated as high at the time of the last MH/LD Divisional Board:-   

• Extensive waiting list for care co-ordinators in CMHT 
• Low level of completed risk assessments for service users on CPA 
• Delivery of financial plan due to agency staff 
• Inadequate estate for Shackleton ward impacts patient standards 
• Risk to the delivery of safe and effective services due to inability to recruit and retain 

sufficient staff 
• Lack of staff engagement and poor staff morale across MH&LD division 
• Patients with a significant dementia diagnosis being cared for on Functional Mental 

illness ward 
• Insufficient resources allocated to the Adult ADHD service resulting in increasing 

waiting times 
• Insufficient resources allocated to Adult ASD resulting in excessive waiting times and 

limited post diagnostic support 
  
3. Finance 
MH Position M1 19/20 

 
 
   

• Community Mental Health Services overspent by £28k in April.  Largest overspend is 
in EIP due to Agency usage 

• Acute and Crisis overspent by £28k in April as acuity of patients on ward necessitated 
high use of 1:1 nursing  

• Community MH Service covered costs of Well Being Service in M1 which is now 
being paid for by Isorropia so will stop in M2 

• Overspend on medical staffing  is in the non consultant grades due to agency and 
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locum cover to backfill acting up arrangements 
• A Divisional leadership finance meeting is planned for 28th June. This will be 

facilitated by the Finance Business Partner, and start with a Senior Leadership Team 
deep dive into CIPS and cost pressures, followed by a wider session including service 
managers and team leaders to support them in taking greater ownership of the 
finances in their services. 

 
4. Workforce  
 

 
 

• Sickness absence has increased in April to 7.14% from  6.49% in March 
• Stress/Anxiety and Depression remains the highest reason for sickness absence 
• Sickness absence trajectory for the division is currently under development 
• As part of the sustainability plan/productivity work stream a sickness absence delivery 

plan is in place 
• A trajectory for completion of appraisals across the Division is under development 

and will be used to monitor appraisals completed at individual and team level.   It is 
expected there will be significant improvement in the number of appriasals 
undertaken during May and June.   
  

Key Recommendation 
The Trust Board is asked to take assurance from the current performance position of the 
Mental Health & Learning Disabilities Service. 
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Executive Summary  

The Freedom to Speak Up independent review into creating an open and honest culture in the NHS 
(2015) recommended the widespread introduction of the Freedom to Speak Up Guardian (FTSU) role 
in each NHS organisation. The Trust has appointed Leisa Gardiner as the Freedom To Speak Up 
Guardian. The FTSU Guardian/Team received 41 concerns for Quarter 4 (January – March 2019). Of 
the 41 concerns raised during this Quarter 2 related to patient safety and Quality and 35 related to 
behaviours in particular bullying and harassment. The biggest staff group to raise concerns were 
Administrative & Clerical Staff. When a concern is raised the Freedom To Speak Up Guardian, a 
Freedom To Speak Up Advocate or Anti Bullying Advisor meets with the member of staff to hear the 
concern, provide support and escalate when appropriate including having direct access to the Chair 
and CEO. The intension of this FTSU report is that it will be submitted quarterly to be in the public 
domain. 
 
Key Recommendation 
The Board is asked to consider the following recommendations: 

To receive and have assurance given by the report that there is a robust policy and structure which 
allows our staff to safely raise concerns, to be supported in doing so and to ensure they are treated 
according to the principles outlined by Sir Robert Francis. 

 

Enc O  



FREEDOM TO SPEAK UP REPORT  

1 Purpose 

1.1 This report outlines activity and progress to date of the Freedom To Speak Up 
Guardian (FTSU) role and provides a summary of concerns raised for Quarter 4  
(January-March 2019). 

2 Background  

2.1 The Freedom to Speak Up independent review into creating an open and  
honest culture in the NHS (2015) recommended the widespread introduction of 
the Freedom to Speak Up Guardian (FTSU) role in each NHS organisation.  

2.2 The standard NHS contract requires all trusts and foundation trusts to nominate a 
Freedom to Speak Up Guardian by October 2016. 

2.3 Leisa Gardiner, took up this Guardian role in October 2016. Prior to this as part 
of her role as Lead for LiA (Listening into Action) staff approached her to raise 
their concerns and she encouraged staff to speak up and well as providing 
support. 

2.4 This report outlines activity and progress to date and provides a summary of 
concerns raised for Quarter 4.  

3 Structure of the Freedom to Speak Up Model 

The Trust has a nominated Freedom To Speak Up Guardian who is supported 
by a team of Freedom To Speak Up Advocates and Anti-Bullying Advisors. The 
team will provide support for the workforce to raise and respond to concerns in 
relation to patient safety, bullying and harassment and any other concerns by 
ensuring an environment of trust, openness and respect. The Freedom to 
Speak Up Guardian will help to raise the profile of raising concerns in the 
organisation.  Provide confidential advice and support to staff in relation 
to concerns they have and/or the way their concern has been 
handled. Facilitate the raising concerns process where needed. Ensure the 
organisational policies are followed correctly.  

3.1   When a staff member raises a concern either through the Freedom To Speak 
Up route or via an Anti Bullying Advisor, a meeting is arranged to meet with the 
staff member. At the meeting the concern is heard, the member of staff is 
supported and options how their concern can be dealt with are discussed. 
Where appropriate, concerns are escalated and direct access is available to the 
Chair and CEO.  Ongoing contact and support is available to the staff member 
until they feel their concern has been addressed or resolved. A feedback form 
is sent to the staff member who has raised the concern to ask whether they felt 
supported and would raise a concern again. 

 



 

4 Communication plan 

The Freedom To Speak Up Guardian attends staff induction (including Student 
Nurse and Junior Doctor inductions) and attends the Junior Doctors Forum and 
staff team meetings to provide updates on Freedom To Speak Up. Speaking up 
forms part of a wider programme of work in helping to create an open and 
transparent culture. It is important that we provide different mediums of 
communication for all staffing groups. Plans for the FTSU Guardian to attend 
staff meetings to ensure that staff from all areas get an opportunity to  hear 
about speaking up. 

5 Freedom to Speak Up Activity in the Trust 

5.1 Concerns raised in Quarter 41 

There have been a total of 41 concerns raised to the FTSU 
Guardian/Advocates and Anti Bullying Advisors during Quarter 4 (January – 
March) 2019 

5.2  Concerns were raised by the following staff groups 

 

Doctors Nurse Administrator Other Healthcare 
Assistants 

Ancillary 
staff  

Corporate  

3 9 17 1 2 5 4 

 

        Concerns were categorised as follows 

 

Patient Safety and 
Quality 

Behavioural including 
Bullying and Harassments 

Other 

2 35 4 

 

 

 

 

 



5.3  Data 

        Isle of Wight NHS Data on “Speaking Up” 

 

 
It is a requirement for all FTSU Guardians to submit data to the National Guardian Office and 
the graft above shows the total number of concerns raised and the number by category.  
There was an initial peak in Quarter 3 which was (October-December 2017) when we 
launched the first Freedom To Speak Up Advocates and Anti Bullying Advisors. There was a 
significant increase in Quarter 3 (October-December 2018). Specifically in October 2018 
alone the total number of concerns recorded was 31 concerns. The increase relates to the  
Freedom To Speak Up Guardian’s hours were increased and October 2018 was the first 
National Speak Up month campaign where the picture nationally was one of a rise during 
this time period. 

 

Data Quarter 1 2019/2020 

April 2019 17 concerns  

May 2019 16 concerns  

June – Awaiting data 
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6 Themes of concerns raised 

The majority of cases related to poor behaviours and or bullying/harassment. 
There were low number of cases raised relating to patient safety concerns. It is 
felt that staff are confident in raising patient safety concerns and know the 
process to raise these concerns i.e. through their line managers and this is 
often supported with the completion of a Datix. This is also evidenced in the 
staff survey 

7 Monthly Staff Pulse Surveys 
 

Number of staff (%) who responded to Question 8 of the pulse survey that states 
have not personally experienced harassment, bullying or abuse in the last month. 

 

 

8 Lessons learnt 

8.1 The number of concerns being raised by staff remains at approximately 40 per 
quarter with the majority of concerns relating to poor behaviours. There needs 
to be a continued focus on delivering the new values and Behaviours 
Framework to all staffing groups. 

8.2 The monthly staff pulse survey results show us that there continues to be a rise 
in the number of staff who have reported positively that they have not 
experienced harassment, bullying or abuse. We need to encourage more staff 
to complete the survey to get an improved overall picture. 

9 Activity and progress to date 
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9.1 Delivered FTSU update and values session to mental health teams and other    
teams across the Trust.  

10.2. Completion of Board self assessment 

10.3 Supported the Leadership conference  

10.4 Regular weekly 1:1 sessions with the CEO 

10.5 Creation of pull out leaflet on FTSU 

PULL OUT FTSU LEAFLET 

 

 



10 National and Regional Developments and update  
10.1 Quarter 4 National data (2018/2019) included: 3,406 cases were raised to 

Freedom to Speak Up Guardians, Champions and Ambassadors. 928 of these 
cases included an element of patient safety and quality of care 1,312 included 
elements of bullying and harassment. 122 related to incidents where the person 
speaking up may have suffered some form of detriment 506 anonymous cases 
were received. 

10.2 The National Office a 100 Voices campaign has been launched where case 
studies are highlighting where speaking up has led to learning and 
improvements for the benefit of patients and the experience of NHS workers. 
This learning is shared with the FTSU Guardians.  
 
 

11 Next Steps and future priorities 

11.1 With the support of the FTSU Advocates and Anti Bullying Advisors continue to 
engage with staff to make Freedom to speak up more visible and encourage 
staff to raise concerns.  

11.2 Following review of the monthly Staff Pulse Survey results and annual staff 
survey work with teams around increasing staff confidence around speaking up 
about unsafe practice  

11.3 Update the intranet around speaking up to make it easier for staff to navigate 
and access the relevant information.  

11.4 FTSU Guardian to complete the train the trainer training to support the delivery 
of “Human Factors”  training to staff  

11.5 Continue to work with teams to engage staff with the Trust values and expected 
behaviours. In particular teams in the community and Ambulance Service. 

11.6 Work alongside staff to understand and experience their concerns first hand 

11.7 Attendance at regional and National meetings  

12.10 Continue to provide reports to the National Office 

12.11 Continue to provide quarterly reports for the Trust Board and contribute to the           
        Annual Quality Account Report 
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Achieve NHS constitutional patient access standards x 
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Executive Summary  
This report and mandated 7 Day Service Board Assurance Framework (7DSBAF) provides the Trust Board with 
assurance that work is still ongoing to provide a sustainable 7 day service for its patients.  The content for the 
submission of the 7DSBAF was agreed and signed off at Quality Committee and Acute Board dates as above 
as per the ‘sign off processes agreed by the Medical Director.  
Whilst significant progress has been made and sustained there are still some gaps in meeting some elements 
of the 7DS standards for example twice daily ward rounds by consultants, collection of ‘patient experience’ of 
services at weekends and the documentation of some services Multi-Disciplinary Team ( MDT) procedures. The 
Trust has declared that it’s largely compliant with the standards and details in the report where it’s not, 
mitigation and actions accordingly. 
Key Recommendation 

The Trust Board is being provided with a copy of the 7 Day Service BAF and this accompanying report for 
information and assurance that it was submitted as per the revised guidance  by the 28th June 2019 to NHS 
England (NHSE) and is a true reflection of services provided. 

 

Enc P   
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REPORT TO SUPPORT THE COMPLETION AND SUBMISSION OF THE  

SEVEN DAY SERVICES BOARD ASSURANCE FRAMEWORK 
 

REVIEW AND PROGRESS OF THE 7 DAY SERVICE INITIATIVE JUNE 2019 
 

 
This report supports the formal introduction of the Seven Day Services (7DS) ‘board assurance 
framework’ (7DSBAF). This new measurement system replaces the existing self-assessment 
survey and consists of a standard measurement and reporting template, which all trusts must 
complete with self-assessments of their delivery of the 7DS clinical standards. This self-
assessment will then be formally assured by the nominated trust board and the completed 
template submitted to regional and national 7DS leads to enable measurement against the 
national ambitions for 7DS.  
 
This 7DSBAF provides details of progress towards the provision of a seven day service and will 
highlight any gaps or issues. The first ‘dummy run’ of the 7DSBAF was presented to the Acute 
Board in February 2019 and was then submitted to NHS England. 
 
Further audits to populate future 7DSBAF submissions will be required on a 6 monthly basis.   
This is the first 7DS BAF in the new format that will be submitted to NHSE on the 28th June 2019. 
It has been formally agreed for submission at Quality Committee 5th June 2019 and Acute Board 
25th June 2019 as part of the agreed process for sign off prior to submission to NHSE.  
 
This report details the work being undertaken in providing the evidence to support the information 
on the 7DSBAF however please note the 7DS BAF is designed to be the ‘one truth’ for 7DS and 
is what will be uploaded on the 28th June 2019. Recent revisions from NHSE have now advised 
that trusts can also submit associated explanatory reports to help under pin the 7DSBAF and this 
report will be submitted for that purpose.  
 
The requirement for the current review is to assess the provision of seven day services during the 
period of one week between January 2019 – March 2019.  The week of 6th – 13th January 2019 
was randomly selected for the case note audit.  The 7DSBAF (attached) was initially completed 
by the Head of Nursing in the Clinical Support, Cancer and Diagnostic Services (CSCD) Care 
Group with additional information being provided by colleagues throughout the Trust including the 
Care Group Director for CSCD, the Heads of Nursing and Quality, the Patient Experience Team, 
and the Director of Medical Education.  The 7DSBAF represents the provision of services during 
the period under review however the report also includes progress to date.. 
.  
By the end of July 2019 full implementation of the 7DS should have been achieved. 
 
The BAF concentrates on the following standards -  

• Standard 2 – Time to first consultant review 
• Standard 5 – Access to diagnostic tests 
• Standard 6 – Access to consultant-directed interventions 
• Standard 8 – Ongoing review by consultant twice daily if high dependency patients and 

daily for other patients. 
 

Delivery against the Four Priority Standards will ensure that patients 
• Wait no longer than 14 hours to initial consultant review 
• Have access to diagnostic tests within a 24-hour turnaround time - for urgent requests, 

this drops to 12 hours and for critical patients, one hour 
• Have access to specialist, consultant-directed interventions 
• With high-dependency care needs, receive twice-daily specialist consultant review, and 

those patients admitted to hospital in an emergency will experience daily consultant-
directed ward rounds 
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To evidence clinical standards 2 & 8 a clinical audit has been undertaken.   
 
Standard 2 - Time to first consultant review 
A simple questionnaire was developed to establish whether a patient was seen by a Consultant 
within 14 hours of admission or decision to admit and thereafter the regularity of Consultant 
review for high and low dependency patients.  67 case notes out of 70 have been reviewed.   
The results on this sample indicate that all patients are seen either from admission to the ward or 
from the decision to admit within 14 hours by an appropriate consultant.  
 
Standard 8 - Ongoing review by consultant twice daily if high dependency patients and daily for 
other  
This standard requires that high dependency patients are reviewed ‘twice daily’ by a consultant if 
clinically indicated and that there is a step down to ‘once daily’ thereafter as necessary when the 
pathway has been decided and implemented.  
 
Discussions are underway to investigate a consistent way to record when a patient is determined 
to be high depedency, when no longer considered high dependency and thereafter when on an 
agreed pathway and a consultant review is no longer required. Once a process to record the 
agreed level of Consultant involvement has been determined the results of the case note audit 
should show a marked improvement. 
 
The audit of this standard for the period under review (6th – 13th January 2019) had the following 
results – 
 
High Dependency Patients 
There were 6 patients considered high dependency patients, and of those 6 patients, 67% were 
seen twice daily throughout the week.  5 of those patients were ‘in-patients’ at the weekend and 
40% were seen twice daily by a consultant. 
 
Low Dependency Patients. 
There were 61 patients considered low dependency patients, and of those 61 patients 93% of the 
patients were seen daily by a Consultant throughout the week.  There were 28 low dependency 
patients (in-patients at the weekend) and 54% were seen daily by a consultant. 
 
Consultant job plans have been completed and awaiting sign off.  Once sign off has been 
completed, a review of the Consultant job plans can be undertaken to identify any gaps in service 
provision.  Evidence to date indicates that - 

o Consultant rounds rarely take place twice daily except General Surgery where 
there is a consultant ‘mop up’ round at 6.00pm 
 

o The job planning process in Surgery, Women and Children’s Health still has a 
reasonable way to go. With regards to General Surgery and Orthopaedics 
weekdays is a possibility however two ward rounds a day at the weekend is 
unlikely with the proposed job plans. Identification of gaps will be confirmed once 
the planning process had been completed 

 
o Urology have one consultant making 24/7 consultant rounds not practicable as do 

the number of patients within ENT 
 

o With effect from 20th May 2019 Acute Medicine will be working 7 days a week. 
However, medicine is not currently resourced in any subspecialty or clinical area 
to provide twice daily consultant ward rounds during the week or at weekends.  
For CCU and HASU that would require significant time commitment, and 
therefore significant additional consultant time, with corresponding changes to 
present Job Plans and to do so would impact substantially on other timetabled 
services, such as outpatient activity in an organisation of this size that’s not 
practicable or efficient use of resources. 
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o Paediatrics have a ward round twice a day during the week and have a ward 
round in the mornings at weekends but are always available by bleep at other 
times 

 
o Gynaecology and Obstetrics have one ward round during the week and a 

consultant is on site throughout.  There is a morning consultant round at 
weekends for handovers and emergencies. 

 
Wider sources of performance and patient experience measures which include amongst others 

o Wider patient flow 
 

o Weekday and weekend mortality, LOS and re-admissions.  Data from DR Foster 
indicates that the Trust is below expected levels of deaths during both weekdays 
and weekends with a consistently reducing SHMI over the past 12 months to 0.99 
currently. 

 
o Audits of staffing levels 

 
A standard operating procedure (SOP) has already been written by a consultant for the Surgical, 
Women’s and Children’s Health (SWCH) Care Group embodying the requirements of the 7 Day 
Service initiative. However it does not incorporate twice daily consultant rounds or a ‘step down’ 
process for which discussions will be undertaken. 
 
Clinical standards 5 & 6 will continue to be self-assessed.  The results of all of the audits will be 
submitted to the regional network. 
 
CLINICAL STANDARD 1 – Patient Experience (Friends and Family, Complaints and Serious 
Incidents) 
 
Currently there are no questions on the Friends and Family questionnaire to extract information 
to establish the standard of care specifically at the weekends in comparison to that of the week.  
This is being addressed and some means of capturing this information will be in place to enable 
this to be reported in the next BAF audit in November/December 2019 (the date is yet to be 
confirmed). 
 
 A list of Serious Incidents (SI) for the whole of January has been obtained and none of the SI 
recorded during that period relate to a decline in the provision of care at weekends. 
 
No complaints were received in January in the period under review, relating to the standard of 
care provided during the weekend. 
 
CLINICAL STANDARD 3 – Multidisciplinary Team (MDT) Review & CLINICAL STANDARD 4 
– Shift Handovers 
 
Some progress is being made towards Standard 3 but more evidence of documented specialist 
MDT review procedure would be useful.  Cancer has a dedicated section in their Operational 
Policy covering MDT involvement and procedure.  
 
The Trust uses the SAFER (Senior review, All patients, Flow, Early discharge, Review) flow 
bundle which advocates MDT discussion on general wards, supported by additional pharmacy 
provision on wards and review of therapy staff rota to provide ward based care 7 days a week. As 
part of that bundle all patients have an Expected Discharge Date (EDD) and Clinical Criteria for 
Discharge (CCD) are planned, agreed and discussed.  Measurement of this will need to be 
undertaken by way of ward audits.  The Hospital at Night Team is a MDT that provides hospital 
activity throughout the night.  
 
 
CLINICAL STANDARD 4 – Shift Handovers  
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Handover processes between shifts, clinical teams and care providers, including communication 
and documentation to be used, are contained in The Clinical Review, Hospital at Night and 
Handover Policy. This is supported by the Hospital at Night Handbook which provides some 
specialty specific processes - e.g. ENT and Obstetrics and Gynecology for urgent admissions, 
with detailed entries on the process for the treatment of Stroke or suspected patients admitted at 
night. 
 
CLINICAL STANDARD 5 – Mental Health 
 
The Emergency Department has access to this service although it is not situated in the 
department.  Service is provided by the Crisis team until 22:00hrs and then via bleep which goes 
to either Seagrove or Osbourne which are located at Sevenacres. Sevenacres is the Mental 
Health Unit located in the same grounds as St Mary’s Hospital. 
 
CLINICAL STANDARD 9 – Transfer to community, primary and social care. 
 
The last year has seen a significant amount of work being undertaken regarding the discharge 
process.  This has been aided by the presence of a Commissioning for Quality and Innovation 
(CQUIN) for the last two years and significant progress has been made in the timely discharge of 
patients aided by the support of other services which has also been developed.  Discharge 
coordinators are present on site during the weekend and they work in the same way as during 
the week with the management of flow. 
 
The Red to Green alert does not operate at the weekend and ward ‘huddles’ are not held.  Initial 
information received indicate that there is a reluctance for consultants to discharge the patients 
under the care of other consultants as there is no criteria led discharge process in place in the 
Trust.  This issue can be resolved by the patient’s consultant writing a letter confirming that their 
patient can be discharged if certain parameters are met.  This would encourage other 
consultants to discharge patients that are not their own and so aid patient flow. This requires 
further discussion and agreement. 
 
The Community Team has undertaken a significant amount of work over the past two years, 
again supported by the presence of a (CQUIN).  A new discharge checklist which is utilised by 
the ward for all discharges to NHS bed settings in the community, and this will be extended to 
additional non trust community bed providers within the next 6 months. 
 
The Community Team has devised a clear SOP for the process of Discharge from the Acute 
Hospital to a community bed. This has developed following a Plan, Do, Study, Act (PDSA) 
cycle over the past year.  
 
Membership Engagement Services (MES) and friends and family tests are used at the point of 
discharge from the service for all those willing to take part. Feedback is generally positive and a 
review to establish if this reflects discharges at weekends is underway. 
 
The homes have all been set up with NHS. Net accounts to support the safe electronic transfer of 
clinical information. All assessments are sent to the home to this account. All clinical information 
is sent via this method to protect IG requirements. 
  
Pharmacy operate a reduced service at the weekend with a skeleton staff and are not funded to 
provide a ward service akin to that during week, however even though the opening times of the 
pharmacy department are reduced there is always cover at the weekend with an on call 
pharmacist with the aim to provide prescribed medicines, To Take Out (TTO’s), within the same 
timescale as during the week.  This is generally being achieved.  There is an appetite to create a 
fully integrated 7 day ward and dispensary pharmacy service with ward based discharges, patient 
counselling, clinical advice, ward round support etc (i.e. treating the weekend the same as a 
week day).  The development of Pharmacy services at the weekend will be dependent on the 
increase of other services provided throughout the acute hospital and appropriate funding being 
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available. 
 
Physiotherapy provides an on-call physiotherapist 24/7.  During the week there is a full 
physiotherapy service 08.30 – 16.30 and an on-call service 16.30 – 08.30.  Outside these times 
there is an on-call service.  In addition there is a ward based physiotherapy service for 
orthopaedic patients to assist and facilitate the discharge process or to start mobility if the 
procedure was undertaken on a Friday. 
 
 STANDARD 10 – Quality Improvement 
 
The Trust encourages quality improvement in all arms of the services it provides. The various 
committees of the Trust Board review the quality of the provision of its service and the effect of 
the outcomes on patients. 
 
The Trust follows the Learning from Deaths Framework and ‘screens’ all ‘inpatient’ deaths in 
some way. Where a Serious Incident or Case Note Review using the Structured Judgement 
Review methodology is indicated the outcomes are reviewed at the Trust Mortality Group and 
learning is disseminated. This in turn informs the mandated quarterly Public Trust Board report 
and the Quality Account yearly.  The Trust utilises Dr Foster reports to identify alerts and issues 
which are thoroughly investigated.  During the period of review (the audit period) the Trust’s 
SHMI was at 1.01 and indicated Emergency Weekday/Weekend Hospital Standardised Mortality 
ratio (HSMR) within the Trust were below expected. As of June 2019 the weekend and weekday 
HSMR remains below expected and the current SHMI is 0.99 (January 2018 – December 2018). 
 
Results of all National Clinical Audits are reviewed and the Clinical Effectiveness sub-
Committee receives presentations from the Trust’s National Audit leads. Areas of concern and 
excellence are reported to the Quality Committee.  Robust action plans are requested and 
expected at the presentations for all National and local clinical audits.  Proposals to undertake 
clinical audits are reviewed at the Care Group Quality Meetings for agreement prior to be 
undertaken to ensure that they meet the needs of the Care Group.  Reports and action plans are 
presented at the Care Group Quality meetings to ensure that the Care Group are aware of what 
is required to improve the services and that the Clinical audit lead is provided with the support to 
instigate the changes. 
 
The Trust is fully engaged with the Getting it Right First Time (GIRFT) initiative and has been 
part of their programme since 2014 when Orthopedics became the first specialty to become 
involved.  Since the end of 2018 oversight of the GIRFT process has been with the Clinical 
Effectiveness Team. More specialties are becoming involved in the GIRFT process and regular 
and frequent visits from the GIRFT team have enabled the momentum of improvement to be 
continued.  The Clinical Effectiveness Team, part of the Medical Director’s portfolio will continue 
to have oversight and update plans accordingly for the continued improvement cycle in the work 
undertaken by the Specialties.   
 
The Specialties involved with the GIRFT initiative and the dates of the commencement of their 
involvement and visits are listed in the table below.   
 

Service Original visit Re-visit 

Orthopaedics End 2014 December 2018 & March 2019 

Obstetrics & Gynaecology August 2017 August 2018 

Ophthalmology August 2017 TBC 

Urology February 2016 December 2018 

Oral and Maxillofacial June 2017 February 2019 
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Service Original visit Re-visit 

Vascular  July 2016 (Southampton led) OPT OUT 

ENT June 2018 February 2019 

Emergency Medicine October 2018 TBC 

Radiology  November 2018 TBC 

Surgical Litigation December 2018 TBC 

General Surgery Deep Dive – March 2019  

Breast Surgery Deep Dive- March 2019  

Hospital Dentistry Deep Dive – June 2019  

Endocrinology Deep Dive – July 2019  

Surgical Site Infection Deep Dive – TBC 6/12 Audit 
commenced May 2019 SSI 
Champion Identified as Julie Hailes 

 

Cardiology Deep Dive – TBC  

Rheumatology Questionnaire completed  

Coding Questionnaire completed  

Diabetes Deep Dive April 2019 May 2019 

Acute and General Medicine Awaiting   

Litigation Notified  

Pathology Notified  

Gastroenterology Notified  

Geriatric Medicine/Frailty in 
conjunction with NHSBN 

Notified  

Out patients in conjunction with 
NHSBN 

Notified  

Emergency care in conjunction with 
NHSBN 

Notified  

Dermatology Questionnaire completed  

Anaesthetic and preoperative care Notified  

 
Junior Doctor Supervision  
 
There has been ongoing work in relation to improving the supervision of junior doctors both in 
and out of hours. The recent GMC review of junior doctor experience identified areas where 
supervision could be improved and this has led to the clinical supervision on MAU being 
improved since the increase in the number of Consultants in that area. However, it has been 
highlighted that the Consultant cover of Medical and Surgical specialties out of hours is not 
appropriate.  
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There are only three substantive Medical Consultants on a 1 in 11 Medical rota and only 3 
Specialist trainees in Medicine on a 1 in 10 Medical Registrar rota. It should also be noted that 
the GMC are very concerned that there is no General Surgeon senior doctor rostered to be onsite 
overnight. The junior doctors (Foundation Year 2 doctors on the combined surgical rota) feel that 
this exposes them and the surgical patients to unnecessary, unfair and unsafe risks.  This is 
currently being addressed through the re-design of the Hospital at Night team and the Hospital at 
Night Board which is chaired by the Medical Director. A new escalation processes is included in 
the junior doctors’ Hospital at Night booklet which has been designed to support junior doctor 
decision making overnight. 
 
Conclusion/Summary 
 
The 7DSBAF indicates that we do not meet the requirement of supplying and Echocardiogram 
either on or off site by formal arrangements at the weekend.  It is unlikely that this service will be 
provided as it would not be cost effective and, most importantly, patient care as a result of not 
having this services is not deemed to be compromised. The Trust provides the other diagnostic 
tests and all the consultant directed interventions seven days a week either within the Trust or off 
site by formal arrangement. The Dr. Foster report (January 18 – December 18) confirms that 
patients’ deaths within the Trust during both the week and during the weekend are still 
significantly lower than expected. 
 
MDT meetings should be formalised and the procedure for them documented in a Standard 
Operating Procedure.  Similarly, there are a number of handover processes between shifts, 
clinical teams etc. and there should be some aim to standardise them and their requirements 
documented. 
 
To assist patient flow, implementation of a criteria led discharge process in place in the Trust 
should be considered.  Patient flow can be improved by the writing of a letter by the patient’s 
consultant confirming that their patient can be discharged if certain parameters are met.  This 
would encourage other consultants to discharge patients that are not their own and so aid patient 
flow. 
 
It is important that patients, family and friends experiences of the provision of services at the 
weekend are captured which will assist in identifying anomalies.  This has already been 
highlighted to the Patient Experience team and a method of capturing this information is being 
considered. 
 
A comprehensive review of Consultant job plans to identify gaps in service provision, as identified 
above, is required.  In conjunction with this review, work on the identification of patients that 
require consultant attendance twice daily and the process of ‘stepping down’ once a clear 
treatment pathway has been identified should be undertaken. This will help identify the patients 
where one or possibly no consultant attendance is required and thereby produce a picture 
reflective of the requirements of Standard 8. 
 
The 7DS BAF being submitted therefore reflects that the Trust is declaring itself to meet the 
majority of the standards with the exception of Standard 8 whilst the trust met the requirement 
that 90% of patients were reviewed once daily during weekdays this standard was not met during 
the weekend and therefore the overall standard was not met. 
 
Following agreement of the contents of the 7DSBAF and associated reports at Acute Board on 
the 25th June 2019 a decision was made to manage this process as part of ‘business as usual’ 
and the Acute Directorate will develop a further working action plan arising from the actions in the 
report either outstanding or new. This will be led by the Care Group Director for the Medicine 
Care Group and oversight from the Acute Director and Acute Board. 
 
 
 
Alistar Flowerdew- Medical Director(Nominated Executive Director) 
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Carlton Symonds- Clinical Effectiveness Lead 
Lisa Reed- Associate Director 
 
June 2019 
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Isle of Wight NHS 

The text below is transcribed from the Board Assurance Template to 
assist with the reading of the text boxes on the template 

7 Day Service - Board Assurance Framework June 2019 Submission 

Clinical Standard 2 

All emergency admissions must be seen and have a through clinical assessment by a 
suitable consultant as soon as possible but at the latest within 14 hrs from the time of 
admission. 
 
Provide a brief summary of performance against this standard, highlighting any areas for 
improvement in the case of non-compliance  
 
Evidence Source 1.  
The case note audit undertaken in May 2019 shows that the Trust overall achieved 100% 
compliance for weekdays and for weekends.  This was based on time taken from date of 
admission and in some cases from the time of 'decision to admit'.  Some issues around 
documentation were identified and more details around this will be identified after the Medical 
Records Audit later in the year (probably August) and addressed with the Care Groups Directors 
and a robust action plan being written.  Further investigations as to the timing and frequency of 
ward rounds on Orthopaedics, Urology and ENT need to be undertaken to establish sustainability 
and/or whether economically viable due to the small number of patients in these specialties and 
that in some cases they are single consultant led. 
 
Evidence Source 2.  
Triangulation of other outcome data reinforces that care of emergency admissions is good. 
Mortality review via Dr Foster indicates that there is no difference between weekday and weekend 
mortality, both are below expected. Similarly there is no evidence that any complaint has been 
received regarding care at the weekend and no Serious Incident has been recorded for the whole 
of January relating to care at the weekend. GMC trainee survey and deanery visits confirm that 
consultant support to trainees is improving and more is being implemented to support trainees.  
 
Evidence Source 3.  
Some emergency specialties have Consultant on call rotas to ensure on site presence during the 
evening and at weekends, to allow ward rounds and review of new patients within 14 hours. A 
review of Consultant job plans is currently being undertaken and sign off is awaited. There are 
gaps where patients are admitted during the evening, after the last ward round especially at 
weekends. These issues are being addressed as part of the job planning cycle and an audit of the 
continuing gaps after the current review and sign off needs to be undertaken.  Similarly an audit as 
to the timing and frequency of last ward rounds needs to be undertaken to ensure that patients 
who are admitted after the first ward round are seen by the Consultant on the day of admission.  
ITU and MAU have constant Consultant presence.  There is a gap in Stroke for example where 
there is no specialist Consultant presence at the weekends and the Stroke Unit is attended by the 
discharge consultant. 
  
This standard is met for both weekdays and weekend for over 90% of patients admitted in an 
emergency. 
Overall standard is met. 
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Clinical Standard 5 

This standard covers the availability of six consultant-directed diagnostic tests for patients to 
clinically appropriate timescales, which is within 1 hour for critical patients, 12 hours for 
urgent patients and 24 hours for non-urgent patients. 
 
Are the following diagnostic tests and reporting always or usually available on site or off site 
by formal network arrangements for patients admitted as an emergency with critical and 
urgent clinical needs, in the appropriate timescales? 
 

• Computerised tomography (CT) 
• Ultrasound (USS) 
• Echocardiography 
• Upper GI endoscopy 
• Magnetic resonance imaging (MRI) 
• Microbiology 

 
Evidence Source 
Formal echocardiography is not available out of hours. The low number of patients would 
require a risk/cost analysis.  There are a small numbers of patients and where clinically 
indicated they would be admitted.  If urgent, the patient would be transferred to 
Southampton General Hospital (SGH). Acute stroke services are provided and access to 
CT is available 24/7. Patients requiring intervention are transferred by formal agreement 
to SGH. Patients with MI are treated following diagnosis and are transferred if required 
and clinically indicated by formal agreement to Queen Alexandra Hospital Portsmouth. 
Imaging for Trauma is available and major trauma is transferred by formal agreement to 
SGH either from scene or following assessment with ED. No Emergency vascular 
services are offered and are transferred under formal agreement to SGH but CT is 
available 24/7 for diagnostics. 

 

The standard is met with only Echocardiogram not being available either on site or off site 
by arrangements at weekends.  There is no plan to provide this diagnostic test as it is not 
cost effective due to the low number of patients on the Isle of Wight and the patients care 
would not be compromised. 
 

Clinical Standard 6 

Hospital patients must have timely 24 hour access 7 days a week to consultant directed 
interventions either on site or via formal network arrangements.  The consultant directed 
interventions are 
Critical care 
Interventional radiology 
Interventional endoscopy 
Emergency Surgery 
Emergency renal replacement therapy 
Urgent radiology 
Stroke thrombolysis 
Percutaneous coronary intervention 
Cardiac pacing 
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Evidence Source 
All the consultant directed interventions are available 7 days a week either onsite of via a 
formal agreement.  If necessary patients are transferred to the care of a Consultant on the 
mainland. 
 
This standard is met 

 

Clinical Standard 8 

All patients with high dependency needs should be reviewed by a consultant twice daily.  All 
other patients admitted in an emergency should be reviewed by a consultant once daily 
unless the consultant has delegated this review to another competent member of the 
multidisciplinary team on the basis that it would not affect the patient’s care pathway. 
 
Evidence Source 

Provide a brief summary of performance against this standard, highlighting any areas for 
improvement in the case of non-compliance:                                                                                                                                 
Evidence Source 1  
The twice daily consultant ward rounds for high dependency patients was met for the Urology 
patient during the weekdays where 100% was achieved (they were not in hospital during the 
weekend). The audit undertaken in May 2019 which reviewed the patients admitted as an 
emergency during the week 6 - 13 January showed that 67% (5) of high dependency patients were 
seen twice daily during the week and 40% (2) were seen twice a day at the weekend. The low 
numbers of patients is indicative of the demographics of the Isle of Wight.  Daily ward rounds for 
patients that were not considered high dependency showed 93% of patients were reviewed daily 
during weekdays, reducing to 54% at weekends.  An improvement in documentation when the 
patient steps down from high dependency to once daily review and thereafter medically fit for 
discharge is required.  Discussions are underway to investigate an approriate way to record when a 
patient is no longer considered high dependency and thereafter when on an agreed pathway and a 
consultant review is no longer required. 
 
Evidence Source 2:  
All clinical teams have consultant job plans that are under review. 
 
Evidence Source 3:   
Systems to support on-going review 
3.1 Board rounds are routinely held across all wards during weekdays.  They are Multidisciplinary 
Teams with a consultant, nurses, Occupational Therapists, Physiotherapists, and PAs in 
attendance.  As is normal practice, each patient is reviewed and the appropriate pathway 
determined and appropriate steps taken for their care and recorded accordingly. 
3.2 A system of escalation for deteriorating patients - The Critical Care Outreach (CCO) team work 
24/7 on site to support clinical teams in recognising and effectively managing deteriorating patients. 
They have a 'tracking system' that identifies high dependency patients around the hospital so that 
they can be provided with the right care at the right time.   They also receive automatic alerts from 
the NEWS system on Electronic Patient Record (EPR). The team acts as a broker to bring together 
all specialist teams, including the patient and their families, to make the best decisions regarding a 
patient’s on-going care, whether that includes escalation to higher levels of care or supporting end 
of life. The Trust also uses the Nervecentre system to escalate patients as required. 
 3.3: The Trust continues to improve performance with end of life care-  Recent National Audit 
results have improved significantly. 
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This standard could be met with the introduction of a proforma/sticker that indicates the level 
of consultant cover required.  The lack of sufficient documentation to indicate what level of 
consultant care each patient requires prevents this standard being met.  Immediate 
consideration should be given so that the further audit can be undertaken in 6 months to 
confirm that appropriate consultant care is being provided for each patient.  If the 
development of a means to record Consultant involvement is undertaken expeditiously then 
the Trust would have a better means of establishing whether the Trust achieves this 
standard. 
 
Only the requirement that 90% of patients were reviewed once daily during weekdays 
was met.  This standard was not met during the weekend and therefore the overall 
standard was not met.   
 
 
7DS for continuous improvement 
 
These consist of the following standards –  
 
CLINICAL STANDARD 1 – Patient Experience (Friends and Family, Complaints and Serious 
Incidents) 
CLINICAL STANDARD 3 – Multidisciplinary Review & CLINICAL STANDARD 4 – Shift 
Handovers 
CLINICAL STANDARD 4 – Shift Handovers 
CLINICAL STANDARD 5 – Mental Health 
CLINICAL STANDARD 9 – Transfer to community, primary and social care. 
STANDARD 10 – Quality Improvement 
 
Evidence Source 
   
Standard 1 Patient Experience  
The Trust employs well-established programmes for seeking and acting on patient and 
relative feedback supported by a "friends and family" programme -MES.   Patient experience 
and shared decision making is one of our key aims - involving patients in all decision every 
step of the way.  A Patient Experience story goes before the Trust Board regularly.  Work is 
being undertaken so that friends and family information that differentiates experiences 
between weekdays and weekends can be captured. 
 
Clinical Standard 3 MDT review  
Some progress is being made towards this standard but more evidence of documented 
specialist MDT review procedure would be useful.  Cancer has a dedicated section in their 
Operational Policy covering MDT involvement and procedure. The Trust uses the SAFER 
(Senior review, All patients, Flow, Early discharge, Review) flow bundle which advocates MDT 
discussion on general wards, supported by additional pharmacy provision on wards and 
review of therapy staff rota to provide ward based care 7 days a week. As part of that bundle 
all patients have an Expected Discharge Date (EDD) and Clinical Criteria for Discharge 
(CCD) being planned, agreed and discussed.  Measurement of this will need to be 
undertaken by way of ward audits.  The Hospital at Night Team is a MDT that provides 
hospital activity throughout the night. 
  
Clinical Standard 4 Handover  
Handover processes between shifts, clinical teams and care providers, including 
communication and documentation, are contained in The Clinical Review, Hospital at Night 
and Handover Policy. This is supported by the Hospital at Night Handbook which provides 
some specialty specific processes - e.g. ENT and Obstetrics and Gynaecology for urgent 
admissions, with detailed entries on the  out of hours process for treatment of Stroke or 
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suspected  stroke patients admitted at night.  
 
Clinical Standard 7 Mental Health  
Whilst not situated in the ED due to a withdrawal of commissioning arrangements, the Trust 
has a Crisis team which provides support and advice and availability to attend ED.  After 
22.00 there is a bleep system in place for advice and support and attendance if required. A 
lounge area is available within ED which enables staff to undertake their patients' 
assessment in private. Patient records held by the organisation are available through various 
platforms for review whilst the patient remains in ED.   
 
Clinical Standard 9 Transfer to Community, Primary and Social Care 
Significant work has been undertaken and reported through the CQUIN scheme.  These 
CQUINS dealt with the proactive and safe discharge from Acute providers to the community 
and supportive discharges to Care Homes.  A rehabilitation Standard Operating Procedure 
has been developed and amongst other things, a ward checklist for completion prior to 
discharge to Care homes.  Patient Reported Outcome Measures (PROM) data is 
continuously being received to improve the service. Pharmacy operate a reduced service at 
the weekend with a skeleton staff.  However, even though the opening times of the 
pharmacy department are reduced there is always cover at the weekend with an on call 
pharmacist with the aim to provide prescribed medicines to take out (TTO’s) when the 
patient is discharged within the same timescale as during the week.  This target is generally 
being achieved. Physiotherapy provides an on-call physiotherapist 24/7.  During the week 
there is a full physiotherapy service 08.30 – 16.30 and an on-call service 16.30 – 08.30.  
Outside these times there is an on-call service.  In addition there is a ward based 
physiotherapy service for orthopaedic patients to assist and facilitate the discharge process 
or to start mobility if the procedure was undertaken on a Friday. 
 
Clinical Standard 10 - Quality Improvement 
All staff access training and development in quality improvement, and the review of patient 
outcomes is focused on the three pillars of quality care: patient experience, patient safety 
and clinical effectiveness.  The Clinical Effectiveness Team supports the completion of NICE 
baseline assessments and facilitates the undertaking of Clinical Audits.  Clinical audit 
proposals and reports are presented to Care Group Quality meetings so that the Care Group 
is cited on improvement and actions required for improvement.  The Trust is committed to 
working with GIRFT and its ethos and initiatives and is currently involved in 20 services. 
 

7 DS and Urgent Network Clinical Services 

Hyperacute Stroke 
Clinical Standards 2, 5 and 6 are met however Clinical Standard 8 is not.  Patients are not 
seen twice daily by consultants.  No stroke physician is on site at weekends. However all 
HASU patients are reviewed once daily at weekends by on site consultant physician. 
Conversations are being held with Trust partners as to how changes can be implemented to 
enable compliance with 7 Day Service.  A local audit is scheduled to be undertaken to verify 
current understanding The action indicated above -  a proforma or sticker to indicate the 
level of care required for each will determine the extent of non-compliance to Clinical 
Standard 8 within the HASU as well as in the rest of the Acute Hospital. 
 
STEMI Heart Attack 
Clinical Standards 2 and 8 are met.  Clinical Standards 5 & 6 are not applicable as the 
services are not provided by the Trust. 
 
Major Trauma Centres 
All Clinical Standards are met. 
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Agenda Item No 21 Meeting Trust Board in Public Meeting 

Date 
4 July 2019 

Title Board Assurance Framework 
Sponsoring Executive 
Director 

Suzanne Rostron, Director of Quality Governance 

Author(s) David Haycox, Governance Advisor 
Report previously 
considered by inc date 

Board Seminar – May 2019 
Quality Committee – 3 June 2019 
Performance Committee – 3 June 2019 
Human Resources & OD Committee – 3 June 2019 
Trust Leadership Committee – 27 June 2019 

Purpose of the report 
Information only  Assurance X 
Review and discuss  Agreement  
Trust Board Approval is required  
Link to Trust Strategic Objectives 
Provide safe, effective, caring and responsive services – ‘Good’ by 2020 X 
Ensure efficient use of resources X 
Achieve NHS constitutional patient access standards X 
Achieve excellence in employment, education and development X 
Lead strategic change on the Isle of Wight X 
Link to CQC Well Led Domains 
Effective X Responsive X 
Caring X Well-led X 
Safe X   
Executive Summary  
This report provides Trust Board with details of the Board Assurance Framework (BAF) for 2019/20.  It 
builds upon the outputs of the Board Workshop held in May 2019, at which the strategic objectives were 
agreed and strategic risks were considered.  Draft BAF reports were provided to the relevant Committees 
of Board in early June and agreement was reached regarding each of the strategic risks, together with the 
risk scores, including inherent, initial and target.  The outcome of discussions from the Committees of 
Board is also being reported to Trust Leadership Committee.  A report will be provided to Audit Committee 
in September 2019, identifying progress and continual improvement in processes, aligned to 
recommendations received following the internal audit report.  
 
A specific request by two of the three Committees was for an assessment to be undertaken by each 
Division to identify current risk scores for each of the strategic risks, where relevant.  This will be 
progressed through Operational Risk Sub-Committee during July in readiness for inclusion within future 
BAF reports for quarter two.  The benefit of this exercise will be to highlight in which divisions the Trust is 
most vulnerable for each of the strategic risks. 
 
Given that the date of Board is following the end of quarter one, a very brief indicator is included against 
those actions where it had been stated that the action would be completed within quarter one.  Where 
relevant, more detail will be included within the respective reports to Board. 
Key Recommendation 
Trust Board is recommended to: 

• Receive the report for assurance; and  
• Confirm agreement to the strategic objectives, strategic risks and their associated risk scores. 

Enc Q 
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BOARD ASSURANCE FRAMEWORK 
 

1. INTRODUCTION 
 

During May 2019 the Board held a workshop that agreed the strategic objectives for 2019/20 and 
considered the strategic risks for each of those strategic objectives.  It also gave consideration to the 
risk appetite and inherent, current and target risk scores for each of those strategic risks. 
 
Since the workshop the Board Secretary and Governance Advisor worked with each of the Executive 
Directors to build upon the outputs of the workshop, with the output of a Board Assurance Framework 
for 2019/20.  Following which, draft BAF reports were provided to each of the relevant Committees of 
Board and agreement was obtained by Quality Committee, Performance Committee and Human 
Resources and Organisational Development Committee on 3 June 2019 regarding each of the 
strategic risks, the controls, assurances, gaps, actions required to address the gaps and the inherent, 
initial and target risk scores.  The outcome of discussions from the Committees of Board is also being 
reported to Trust Leadership Committee.   
 
Given that the date of Board is following the end of quarter one, a very brief indicator is included 
against those actions where it had been stated that the action would be completed within quarter one. 
Where relevant, more detail will be included within the respective reports to Board. 
 
A report will be provided to Audit Committee in September 2019, identifying progress and continual 
improvement in processes, aligned to recommendations received following the internal audit report.  

 
2. SUMMARY OF PROPOSED STRATEGIC OBJECTIVES AND STRATEGIC RISKS 

 
At the Board Workshop in May 2019 consideration was given to the strategic objectives and strategic 
risks and scores which were subsequently further developed in accordance with the Risk 
Management Strategy, including the following scoring matrix.   
 
 

 Impact Score 
1 2 3 4 5 

Li
ke

lih
oo

d 
Sc

or
e 

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

 
Risk Score 

1 – 3 Low 
4 – 6 Moderate 

8 – 12 High 
15 – 25 Extreme 

 
 
 
Appendix A provides full details for each of the strategic objectives. 
 
The following table provides a summary of the agreed inherent, initial and target risk scores for the 
strategic risks for each of the strategic objectives: 
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STRATEGIC OBJECTIVES 
AND PRINCIPLE RISKS 

INHERENT RISK SCORE RISK SCORE AS AT 1/4/2019 TARGET RISK SCORE BY 
31/3/2020 LEAD 

COMMITTEE 
LEAD EXECUTIVE 

DIRECTOR 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

STRATEGIC OBJECTIVE 01:  PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 
SR01-1: Inability to achieve and 
maintain regulatory compliance 4 5 20 4 3 12 2 3 6 

Quality 

Director of Quality 
Governance SR01-2: Non-delivery of the 

outcomes of the Quality 
Strategy 

4 4 16 3 4 12 2 3 6 

SR01-3: Failure to deliver safe 
care  4 5 20 3 4 12 2 4 8 Medical Director / 

Director of Nursing 

STRATEGIC OBJECTIVE 02:  ENSURE EFFICIENT USE OF RESOURCES                                  
SR02-1: Expenditure incurred 
exceeds income by greater than 
agreed control total 

5 5 25 4 5 20 3 5 15 

Performance Director of Finance, 
Estates & IM&T SR02-2: Inability to achieve 

productivity improvements as 
required across all areas 

5 4 20 4 4 16 3 4 12 

STRATEGIC OBJECTIVE 03:  ACHIEVE PATIENT STANDARDS     
SR03-1: Failure to deliver 
patient standards of care to 
constitutional and contractual 
levels as agreed with 
commissioners  

4 5 20 4 4 16 3 4 12 Performance Divisional Directors 

STRATEGIC OBJECTIVE 04: ACHIEVE EXCELLENCE IN EMPLOYMENT 
SR04-1: Unable to recruit 
sufficient numbers of people 
with the right skills and values 

4 5 20 3 5 15 3 4 12 Human 
Resources and 
Organisational 
Development 

Director of Human 
Resources & 

Organisational 
Development 

SR04-2: Unable to retain the 
right people  4 5 20 4 4 16 3 4 12 

SR04-3: Unable to achieve 
necessary cultural change  4 4 16 3 4 12 3 3 9 

STRATEGIC OBJECTIVE 05:  IMPLEMENT THE ISLE OF WIGHT HEALTH AND CARE SUSTAINABILITY PLAN                                                  
SR05-1: Pace of 
implementation of the IoW 
Health and Care Sustainability 
Plan for achieving clinical and 
financial sustainability is not 
delivered 

5 4 20 4 4 16 2 4 8 

Performance Chief Executive SR05-2: Strategic partner to 
support delivery of phase two of 
the Acute Services Redesign 
may withdraw from agreement 

4 4 16 3 4 12 2 4 8 

SR05-3: Underpinning and 
supporting Trust plans aligned 
to Sustainability Plan not 
implemented 

4 4 16 3 4 12 2 4 8 
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3. SUMMARY OF PROPOSED RISK APPETITE FOR STRATEGIC RISKS 
 
At the Board Workshop in May 2019 consideration was given to the risk appetite for each strategic objective 
and strategic risk.  The following table shows the outputs of those discussions considered further with 
relevant Executive Directors and agreed by each of the relevant Committees of Board. 

 
STRATEGIC OBJECTIVES 
AND STRATEGIC RISKS 

RISK APPETITE LEVELS 
Avoid Minimal Cautious Open Seek Mature 

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

SR01-1: Inability to achieve and 
maintain regulatory compliance 

      

SR01-2: Non-delivery of the outcomes 
of the Quality Strategy 

      

SR01-3: Failure to deliver safe care        

STRATEGIC OBJECTIVE 02:  ENSURE EFFICIENT USE OF RESOURCES                  
SR02-1: Expenditure incurred 
exceeds income by greater than 
agreed control total 

      

SR02-2: Inability to achieve 
productivity improvements as required 
across all areas 

      

STRATEGIC OBJECTIVE 03:  ACHIEVE PATIENT STANDARDS     
SR03-1: Failure to deliver patient 
standards of care to constitutional and 
contractual levels as agreed with 
commissioners  

      

STRATEGIC OBJECTIVE 04: ACHIEVE EXCELLENCE IN EMPLOYMENT 
SR04-1: Unable to recruit sufficient 
numbers of people with the right skills 
and values 

      

SR04-2: Unable to retain the right 
people  

      

SR04-3: Unable to achieve necessary 
cultural change  

      

STRATEGIC OBJECTIVE 05:  IMPLEMENT THE ISLE OF WIGHT HEALTH AND CARE 
SUSTAINABILITY PLAN                                                  

SR05-1: Pace of implementation of 
the IoW Health and Care 
Sustainability Plan for achieving 
clinical and financial sustainability is 
not delivered 

      

SR05-2: Strategic partner to support 
delivery of phase two of the Acute 
Services Redesign may withdraw from 
agreement 

      

SR05-3: Underpinning and supporting 
Trust plans aligned to Sustainability 
Plan not implemented 

      

 
The Trust recognises it is impossible to deliver its services and achieve positive outcomes for its 
stakeholders without taking risks.  Indeed, only by taking risks can the Trust realise its aims. It must, however, 
take risks in a controlled manner, thus reducing its exposure to a level deemed acceptable from time to time 
by the Board and, by extension, external inspectors/regulators and relevant legislation. 
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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. 
 

4. RECOMMENDATIONS 
 

Trust Board is recommended to: 
o Receive the report for assurance; and  
o Confirm agreement to the strategic objectives, strategic risks and their associated risk scores. 
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SO1: Objective:  PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020  
Assurance Committee: ASSURANCE RISK AND COMPLIANCE COMMITTEE 
Executive Lead:  DIRECTOR OF QUALITY GOVERNANCE          
CQC Domain: ALL                                                         Enabling Strategy: QUALITY STRATEGY/ RISK MANAGEMENT STRATEGY 

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR01-1 
Condition: Inability to 
achieve and maintain 
regulatory compliance 
Cause: Lack of robust 
processes and 
management systems to 
provide evidence and 
assurance to regulatory 
agencies, poor 
understanding of minimum 
standards, ineffective 
governance, poor 
leadership. 
Consequence: 
Enforcement action, special 
measures, prosecution, 
financial penalties, 
reputational damage, loss 
of commissioner and 
patient confidence in 
provision of services 

 
1. Governance 

structures 
2. Clinical standards 

programme & 
professional standards 

3. Board walk arounds 
4. Quality Impact 

Assessments for all 
service changes and 
CIPs  

5. Trust policies and 
procedures 

6. Quality Strategy and 
Risk Management 
Strategy  

7. Improved 
effectiveness of Board 
governance  

8. Clinical 
audits/outcomes 

9. Strengthened 
Divisional governance 
processes  

10. Performance 
Framework in place for 
reviewing divisional 
areas of strengths and 
areas of development  

11. Registers for external 
agency visits and 
accreditations with 
mechanisms  to identify 
and deliver regulatory 
requirements   

12. Mandatory training 
targets achieved in 18/19 
and monitoring in place 
for maintenance   

13. Effective risk 
management in place 
with improving maturity 
levels  

 
1. Embedding of 

lessons learnt  
 
2. Inconsistent 

challenge/accountability 
for maintaining 
professional standards. 

 
3. Maturing of 

divisional governance 
structures building on 
work in 1819 and 
consistency of 
monitoring of standards  
 

4. IG Toolkit 
mandatory training not 
achieved 

 
5. Ongoing capturing 

of PIR levels of 
information capture  

 
6. Acute monitoring 

and escalation of 
completion of 
regulatory actions 

 

Management assurance: 
 

1. Quality Committee  
2. Performance 

Committee 
3. Divisional 

Committees and 
Boards 

4. Information 
Governance Sub-
Committee 

5. Operational Risk 
Sub-Committee   

6. Quality 
Improvement Board  

7. Well led reviews 
8. Assurance visits 

and mock inspection 
reports 

9. Action tracker for 
regulatory actions  
 

Gaps: 
 
1. IMT visibility of 

challenges and 
progress through sub-
committee to 
Assurance Committees  

1. Implementation of action plan 
following inspection feedback  
(awaiting formal feedback) 
 

2. Actions to address ED 
warning notice  
(in place and to be implemented) 

 
3. To continue a programme of 

assurance visits/ mock 
inspections and reviews across 
the Trust 

 
4. Maintain Provider information 

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

 
5. Implement a process for 

formal recording of Board walk 
rounds and any subsequent 
actions. 
(schedule agreed with Chair) 

 
6. Implementation of action plan 

to achieve improved 
performance within IG training 
and compliance  

 
7. Interim IMT update report to 

set out timeline for future 
developments 

(briefing to Board Seminar 4 July) 
 
8. Development of IMT strategy 

with stakeholder engagement  
 

9. Actions as detailed within the 
Quality Strategy at a Trustwide 
and Divisional basis 

 
10. Reporting against 

performance frameworks  
 

11. Horizon scanning & learning 
from thematic reviews/ insight 
reports 

 
12. Actions to address MH 

warning notice  

1. Q1 / Q2  
 
 

 
2. Q1  

 
 
 

3. Q1 / ongoing  
 
 
 
 

4. Q1 / ongoing  
 
 
 

5. Q1 
 
 
 
 
 

6. Q2 / ongoing  
 
 
 
 

7. Q1 
 
 
 
 

8. Q3 / Q4  
 
 

9. Q1 / ongoing  
 
 
 

10. Q2 / ongoing  
 
 

11. Q2 / ongoing 
 
 
 

12. Q3  
 

Risks from Risk Register: 
1394 Inability to achieve & 
maintain regulatory 
compliance  
 
1274 Risk that the 
Inadequate estate for 
Shackleton impacts patient 
standards 
 
1521 CMHS waiting lists  
 
1544 Low levels of 
completed CPA Risk 
Assessments that are 
within date 
 
1061 CPA not used 
appropriately  
 
549 Electronic Patient 
Record is not fit for purpose 
MH services  

Metrics 
1. Internal peer 

review/mock inspection 
ratings 

2. Improved 
regulatory standing 

3. SI/Never Events 

Outcomes: 
 
1. S29A warning 

notice for ED (Jan ‘19) 
lifted  

2. Section 31 
removed & addressing 
requirements of 
warning notice/ removal 
before end of 19/20 

3. Improved 
regulatory position 
across the Trust  

4. Progress on 
“Getting to Good” 

5. Accreditations of 
key services in place 
(Pathology & JAC) 

Independent / semi-
independent: 

1. CQC  
2. QIPOG & Oversight  
3. CCG, Healthwatch  
4. NHSI regional visits 
5. NHSI national visits 
6. Improvement 

Director report 
7. Internal Audit 

reports 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 3 12 2 3 6 
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SO1: Objective: PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 
Assurance Committee: QUALITY COMMITTEE 
Executive Lead:  MEDICAL DIRECTOR/ DIRECTOR OF NURSING/ DIRECTOR OF QUALITY  
CQC Domain: ALL                                              Enabling Strategy: QUALITY STRATEGY 

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR01-2 
Condition: Non-delivery of the 
outcomes of the Quality 
Strategy 
Cause:  Implementation of 
year two of strategy collating 
quality matters from across the 
Trust for consistent application 
and roll out  
Consequence:  Failure to 
provide safe, effective, caring 
and responsive services.  
 

 
1. Divisional level 

Quality strategies and 
plans in place  
 

2. Quality Strategy 
delivery reviewed at 
Divisional Quality 
Committees and 
Divisional Boards on a 
monthly basis  

 
3. Quality Improvement 

Board receives updates 
from areas on 
compliance with 
regulatory actions  

 
4. Islandwide Quality 

Committee review of 
actions and 
implementation linked 
with partners for system 
approach to delivery of 
agendas  

 
5. Research and 

development annual plan 
and reporting in place  

 
6. High levels of 

engagement in audit 
 

7. Mortality reporting 
and improving results 
comparable with national 
average 

 
8. GIRFT programme 

covering range of 
specialties to reduce 
variation and apply best 
practice 

 
1. Further development 

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

 
2. Divisional 

implementation of 
Quality Strategy at 
pace 
 

3. Lack of visibility of 
engagement events 
and approach 
 

4. Effective visibility of 
data relating to 
delivery of the strategy 
and its outcomes  
 

5. Work with Acute 
Service Redesign 
partner to be 
confirmed; model to be 
consulted, progressed 
and implemented 
which will support 
qualitative 
improvements  
 
 

 
 

Management assurance: 
1. Quality Committee   
2. Divisional Quality 

Committees 
3. Patient Safety Sub-

Committee  
4. Patient Experience 

Sub-Committee  
5. Clinical 

Effectiveness Sub-
Committee  

6. Divisional Boards 
7. Quality 

Improvement Board 
8. Board 

 

Gaps: 
 
1. Further 

strengthening of 
Divisional Boards and 
supporting 
committees  

2. Visibility of data to 
support effective 
reporting and analysis 
of progress  
 

 
1. Quality Strategy work 

plan for year 2 of delivery  
(report to QC on 3 July) 
 

2. Improved visibility of 
quality strategy outcomes 
and quality dashboard  
 

3. Divisional level Quality 
Strategies & implementation 
plans 
(ref within report to QC, 3/7) 
 

4. Overarching Trust level 
communications & 
engagement approach to be 
developed  

 
5. Divisional 

Communications & 
engagement approach to be 
developed  

 
6. GIRFT programme 

extension to 17 areas  
(extension agreed) 

 
7. Reporting on 

improvement plans arising 
from GIRFT programme by 
service through governance 
routes  

 
1. Q1 

 
 
 

2. Q2 
 
 
 

3. Q1 
 
 
 
 

4. Q2 
 
 
 
 

5. Q2 
 
 
 
 

6. Q1 
 
 
 

7. Q2 
 

Risks from Risk Register: 
 

1479 Insufficient resources 
allocated to Adult ADHD / ASD 
resulting in excessive waiting 
times and limited post 
diagnostic support 
 
1475 Insufficient capacity 
within Paed ADHD 
 
1154 Mixed sex breaches in 
Day Surgery Unit 
 
1218 Risk to patients and staff 
due to gaps in management of 
aggressive/agitated patients 
 
1277 Unreviewed 
Ophthalmology follow-up 
outpatient backlog 
 
 

Metrics 
1. As detailed in 

Quality Strategy; 
including bed 
occupancy 90%, 
decreased stranded 
patients, improved 
PLACE results 

2. Complaints & 
compliments data 

3. National Inpatient 
Survey 

4. Pulse survey 
improvements  

5. HSMR/SHMI 

Outcomes: 
 
1. Progress on 

“Getting to Good” 
 

2. Improved patient 
experience 

 
3. Improved clinical 

outcomes (national 
audits, benchmarking) 

 
 

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

Meetings 
3. CCG  
4. Healthwatch 
5. Islandwide Quality 

Committee 
6. Internal Audit 

reports  
7. GIRFT 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 12 2 3 6 
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SO1: Objective:  PROVIDE SAFE, EFFECTIVE, CARING AND RESPONSIVE SERVICES – GOOD BY 2020 
Assurance Committee: QUALITY COMMITTEE 
Executive Lead:  MEDICAL DIRECTOR/ DIRECTOR OF NURSING/ DIRECTOR OF QUALITY   
CQC Domain: SAFE / WELL LED                                                                                Enabling Strategy: QUALITY STRATEGY 

Risks to objective Controls Gaps in controls Sources of Assurance Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR01-3 
Condition:  
Failure to deliver safe care  
Cause: multiple grounds of 
causality for failure to deliver 
safe care as identified in the 
2018 CQC report/ 2019 ED CQC 
notice indicating the Trust is 
inadequate on the safe domain 
across Community, Acute, 
Mental Health and Learning 
Disability services and requires 
improvement within Ambulance 
services.  
Consequence:  
Increased complication rate, 
poor clinical outcomes for 
patients, loss of commissioner 
and patient confidence in 
provision of services, 
reputational damage, continued 
regulatory intervention (special 
measures)  

1. Clinical standards 
clearly stated across the 
Trust’s services  
 

2. Governance structures  
 

3. Improved medical 
leadership in place  
 

4. Training programme 
(mandatory and non-
mandatory) including 
leadership development, 
human factors, QI 
methodology, and 
professional standards  

 
5. Supervision and 

education of clinical staff 
across all professions. 
 

6. Clinical revalidation 
 

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

8. Mortality & SJR process  
 

9. Internal Audit 
programme to review 
Coronial process and other 
key areas 
 

10. Application of clinical 
pathways and guidelines. 
 

11. Research & 
development programme 

 
12. SI and Inquest 

processes and learning 
 

13. Quality Strategy 

 
1. Patient risk 

assessment and 
escalation 
 

2. Staffing levels 
and development 
of new support 
roles/ ways of 
working  

 
3. Systems and 

connectivity 
 

4. Safeguarding 
 

5. Mandatory 
training 
 

6. Standard of 
record keeping 
 

7. Learning from 
incidents  

 
8. Medical 

Examiner role  

Management assurance: 
 
1. Quality Committee   
2. Quality Improvement 

Board 
3. Operational Risk Sub-

Committee   
4. Patient Safety Sub-

Committee  
5. Patient Experience Sub-

Committee  
6. Clinical Effectiveness 

Sub-Committee  
7. Divisional Boards 

 

Gaps: 
 
1.  

 
1. Implementation of 

action plan following 
inspection feedback  
(awaiting formal 
feedback) 

2. Research and 
development programme 
and expansion of audit 
approach  

3. Increased analysis of 
SJR as part of learning 
from deaths process  

4. Application of 10 
week programmes 
across additional areas 
including stroke, PARIS, 
pharmacy monitored 
through PSSC 

5. Actions to address 
ED warning notice  
(actions completed by 
29/4, focus on sustaining. 
 CQC report will confirm if 
actions completed 
satisfactorily) 

6. Finalisation of 
Islandwide plan 
programme & resource 
(system-wide agreement 
in principle in place) 

7. Support consultation, 
progression and 
subsequent 
implementation of the 
ASR.  
(Full support in place)  

8. Appointment Medical 
Examiner  

9. Audit of seven day 
working programme 

10. Continued delivery of 
training and development 
programme 

11. Progress on clinical 
standards roll out and 
application 

 
1. Q1 / Q2 

 
 
 
 
 

2. Q2 / ongoing 
 
 
 

3. Q2 / ongoing 
 
 

4. Q1 / ongoing   
 
 
 
 
 

5. Q1  
 
 
 
 
 

6. Q1 
 
 
 
 

7. Q1 
 
 
 
 
  

8. Q1/Q2 
 

9. Q2 
 

10. Q4 
 
 

11. Q1 / ongoing  
 

Risks from Risk Register: 
 
1426 Risk that Significant 
shortages in nurse staffing 
across the organisation impact 
patient safety and staff morale 
 
1410 Risk that ED and Medical 
Assessment Unit Monitoring 
Equipment is not effectively 
maintained impacting patient 
safety 
 
1288 Risk that Non-compliance 
with EPRR Standards for ED 
Lock down could impact patient 
and staff safety in the event of 
an incident 
 
1545 Patients with a significant 
dementia diagnosis cared for on 
Functional Mental illness ward 

Metrics 
1. National Audits 
2. Complication Rates 
3. Outlier alerts 
4. HSMR/SHMI 
5. NICE compliance  
6. Internal peer review/ 

mock inspection 

Outcomes: 
1. Progress on 

“Getting to Good” 
2. Improved 

patient outcomes  
3. S29A warning 

notice for ED(Jan 
‘19) lifted  

4. Section 31 
removed & 
addressing 
requirements of 
warning notice/ 
removal before end 
of 19/20 

5. Improved 
regulatory position 
across the Trust  

6. Improved 
clinical outcomes   

 
 

Independent / semi-
independent: 
1. NHSI: QIPOG/Oversight  
2. CCG 
3. CQC 
4. Healthwatch  
5. NHSI regional visits 
6. NHSI national visits 
7. Improvement Director 

report 
8. Islandwide Quality 

Committee 
9. Internal Audit reports  
10. GIRFT 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 3 4 12 2 4 8 
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SO2: Objective:  ENSURE EFFICIENT USE OF RESOURCES                                 Assurance Committee: PERFORMANCE COMMITTEE  
Executive Lead:  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 

Strategic risk: SR02-1 
Condition: 
Expenditure incurred exceeds 
income by greater than agreed 
control total 
Cause:  
Divisions and Corporate 
Departments do not deliver 
services within agreed budgets 
and do not achieve CIPs 
Capped and block contract 
arrangements limit scope for 
payment 
Additional activity delivered may 
not result in increased income; 
due to levels of activity or coding 
issues  
Consequence: 
Impact on investment in quality 
Inability to meet regulatory 
requirements 
Reputational damage 
Impact upon recruitment 
Continuation of financial special 
measures 
 

1. Devolved and 
delegated budgets based 
on 2018/19 outturn in 
place with amendments 
for recurrent/non recurrent 
schemes  

 
2. Matured contractual 

arrangements with PbR 
models in place for acute 
based activity subject to 
risk share elements/caps 

 
3. Financial Special 

Measures regime  
 
4. Strengthened CIP 

process building on 
learning from 1819  

 
5. Establishment of 

contingency element 
under development  
 

6. Financial Performance 
Review meetings in place 
with Divisions 

 
7. Continuation of 

process for expenditure 
reduction throughout the 
Trust 
 

8. Mechanisms for joint 
working with other 
partners established and 
operating effectively with 
CCG and local authority 
through Islandwide Plan 

 
9. Revised committee 

models to support focus 
on key areas  

 
10. Realistic and 

achievable plan in place 
developed with staff input 
and sustainability funds 
identified 

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

 
2. Block contractual 

arrangements remain in 
place for certain areas  

 
3. Cost reduction and 

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

 
4. Gap in identified 

CIP schemes and 
required level  

 
5. Failure to include 

sufficient buffer on 
deliverability of CIP 
schemes  

 
6. Limited measures 

in place for capacity 
restrictions 

 
7. Limited planned 

demand control 
measures in place 
across system  

 
8. Development of 

Islandwide Plan into 
operational delivery  

 
9. Development of 

system governance 
model to support 
implementation of 
Islandwide Plan and 
management of system 
pressures on control 
total  

Management assurance: 
1. Divisional 

Performance 
Committee and Boards 

2. Finance 
Performance Reviews  

3. Financial Recovery 
Board  

4. Performance 
Committee  

5. Trust Board  
 

Gaps: 
 
1. Divisional 

awareness of spend 
within new structures 
as budget centres 
have shifted  

2. Clarity of 
ownership of 
schemes  

3. Pace of delivery  

1. Monthly monitoring 
and assessment of risk 
share arrangements within 
contractual models against 
delivery of activity  

2. Monthly review at 
system level of demand 
management  

3. CIP to be green rated 
within Q1  
(Progress reports to PC 

and TB on 3 and 4 July) 
 
4. CIP weekly check and 

challenge meetings in 
place schemes and FSMID 
to explore robustness of 
plans and provide 
assurance on delivery to 
report through 
strengthened governance 
processes  

5. Continued 
development of CIP 
pipeline with quarterly 
updates to provide ongoing 
opportunities 

6. Monthly control totals 
issued to divisions and 
care groups 

7. Monthly reporting to 
FSM regime  

8. Finalisation of Island-
wide plan programme Q1  
(Trust supportive of agreed 
plan programme) 

 
9. Confirmation of 

governance of Islandwide 
plan 

10. Plan finalised to 
ensure effective grip 
and control & providing 
assurance to national 
team  

1. Q1 / ongoing  
 
 
 
 

2. Q1 / ongoing  
 
 

3. Q1 
 
 
 
 
4. Q1 / ongoing  

 
 
 
 
 
 
 
 

5. Q1 / ongoing  
 
 
 
 

6. Q1 / ongoing  
 
 

7. Q1 / ongoing  
 

8. Q1 
 
 
 
 
9. Q2 
 
 
10. Q1 / ongoing  
 

Risks from Risk Register: 
1566 Risk to achievement of 
2019/20 Financial Plan 
 
1564 Risk that CIP are not 
achieved affecting achievement 
of the 2019/20 Financial Plan 
 
1563 Potential deterioration of 
cash position if financial position 
goes off plan 
 
1565 Contractual Income from 
CCG not at required levels to 
achieve financial plan 
 
1562 Insufficient Capital funding 
to achieve all requirements for 
2019/20 

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

performance 
against plan  

5. Cash flow 

Outcomes: 
1. Reduced NHSI 

regulation 
2. Achieve Board 

approved financial 
plan 

3. Achieve financial 
control total at Trust 
and system level  

 
Independent / semi-
independent: 
1. NHSI: FSM & 

Oversight  
2. CQC 
3. Internal Audit 
4. External Audit 
5. Local Counter 

Fraud Specialist 
 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

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

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR02-2 
Condition: 
Inability to achieve 
productivity improvements as 
required across all areas 
Cause:  
Divisions and Corporate 
Departments do not deliver 
productivity improvements in 
accordance with plans and 
as included within CIP and 
operating plan assumptions 
Consequence: 
Do not deliver results that are 
comparable to the Trust’s 
peers in clinical, clinical 
support and corporate 
functions  
Impact on investment in 
quality 
Inability to meet regulatory 
requirements 
Reputational damage 
 

 
1. Islandwide Plan  

 
2. Mechanisms for joint 

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

3. Review of operational 
activity on a monthly basis 
through internal governance 
processes  

 
4. Implementation of 

GIRFT programme to 
identify and address areas 
of inefficiency and minimise 
negative variance  

 
5. Improved financial 

controls and governance in 
place 

 
6. CIP process in place 

and establishment of 
contingency element under 
development  
 

7.  

 
1. Project resource to 

support delivery of 
improvement 
programmes  

 
2. Level of capability 

within existing staff 
teams to drive service 
changes and 
productivity 
improvements 
alongside BAU  

 
3. Service Line 

reporting 
implementation to be 
developed and 
extended  

 
4. Robust application 

of model hospital and 
NHS benchmarking 
comparators to be 
progressed 

 
5. Lack of IMT 

strategy  
 
6. Lack of clinical 

strategy to provide 
consistent direction 
over and above that 
contained within the 
Islandwide Plan  

 
 
 
 
 
 
 
 

Management assurance: 
1. Divisional 

Performance 
Committee and 
Boards 

2. Clinical 
Effectiveness Sub-
Committee  

3. Trust Leadership 
Committee  

4. Finance 
Performance Reviews  

5. Financial 
Recovery Board  

6. Performance 
Committee  

7. Trust Board  
 

Gaps: 
 
None 

1. Finalisation of 
Islandwide plan 
programme & resource 
(Trust supportive of 
agreed plan programme) 

 
2. GIRFT programme 

delivery throughout the 
financial year with 
quarterly updates 
through clinical 
effectiveness reporting  
Total of 17 specialities 
reviewed by end Q1  

 
3. Investments in IMT 

to support development 
of productivity across the 
Trust supported by STP 
wave 4 funding for 
digitalisation and through 
capital funds for 
streamlining of service 
delivery  
 

4. Interim IMT update 
report to set out timeline 
for future developments 
(Update to Board seminar 
4 July) 

 
5. Development of IMT 

strategy with stakeholder 
engagement  

 
6. Investment in DSU to 

increase capacity and 
support flow through 
capital programme  

 
7. Improved theatre 

utilisation – c. 10% 
improvement in Q1  

 
8. Patient flow working 

with system partners in 
the delivery of the 
Islandwide plan  

9. Outpatient 
throughput development  

1. Q1 
 
 
 
 
 
 

2. Q1 / ongoing  
 
 
 
 
 
 
 
 

3. Q2 / ongoing 
 
 
 
 
 
 
 
 

4. Q1 
 
 
 
 
 

5. Q3 / Q4 
 
 
 

6. Q2 
 
 
 
 

7. Q1 / ongoing  
 
 
 

8. Q1 / ongoing 
 
 
 

9. Q1 / ongoing  
 

Risks from Risk Register: 
 
1564 Risk that CIP are not 
achieved affecting 
achievement of the 2019/20 
Financial Plan 
 

Metrics 
1. Benchmarking  
2. Delivery of 

financial plan  
3. Activity 

performance 
 

Outcomes: 
4. Achieve Board 

approved financial 
plan 

5. Achieve financial 
control total 

 
Independent / semi-
independent: 
1. NHS 

Benchmarking 
2. GIRFT 
3. NHSI & Oversight 

meetings  
4. CQC 
5. Internal Audit 
6. External Audit 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 4 4 16 3 4 12 
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SO3: Objective:  PATIENT STANDARDS                                                              Assurance Committee: PERFORMANCE COMMITTEE  
Executive Lead:  DIVISIONAL DIRECTORS                                                         
CQC Domain: RESPONSIVE                                                         Enabling Strategy: OPERATIONAL STRATEGY  

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR03-1 
Conditions: 
Failure to deliver patient 
standards of care to 
constitutional and contractual 
levels as agreed with 
commissioners  
Causes:  
Flow, demand and capacity 
across Acute, MHLD 
Ambulance, Community, and 
wider issues of system-wide 
challenges including social 
care, 111, primary care etc.   
Lack of appropriately trained 
medical, nursing and allied 
healthcare staffing 
Instances of inappropriate 
use of system resources 
Service restrictions due to 
funding challenges  
Consequence: 
Medically fit for discharge 
patients not progressing 
through the health & social 
care system 
ED breaching 4-hour targets 
Failure to achieve cancer 
standards and RTT timeline 
 

1. Islandwide plan 
agreed between 
partners to support 
service development 
with increased focus on 
community models and 
self-care 
 

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

3. Annual Operating 
Plan developed with 
increased staff input  

 
4. Integrated Trust 

provides the 
opportunity for 
collaborative working 
without organisational 
boundaries 
 

5. Plans in place to 
finalise selection of 
system partner to 
support delivery of 
Acute Services 
Redesign and progress 
at pace  
 

6. Collaborative 
approach to care 
planning with service 
users across mental 
health  

 
7. Winter Plan 

including system winter 
plan 
 

8. Workforce 
strategies in place  
 

 
 

1. Governance 
developments to support 
delivery of Islandwide plan 
between partners  
 

2. Capitalise on 
opportunities to maximise 
benefits of unified Trust  

 
3. Plan with Acute Service 

Redesign partner to be 
confirmed; model to be 
consulted, progressed and 
implemented  
 

4. Inconsistent approach to 
promoting and educating 
users on self-management 
and collaboration  

 
5. Limited planned system 

demand control measures 
 

6. Urgent Care Centres 
model development 

 
7. Quarterly planning cycle 

to address seasonal 
pressures required 
 

8. Inconsistency in 
standards re utilisation of 
locum and agency staff  

 
9. Plan for achievement of 

Cancer targets & ECS 
require further development 

 
10. RTT Total Incomplete 

performance will be 75.7% in 
March 2020 and52 week 
breaches expected in 19/20 

 
11. Current plans indicate 

that we will be non-compliant 
against the Ambulance 
performance standards 

Management 
assurance: 

 
1. Divisional 

Committees and 
Board 

2. Trust Leadership 
Committee 

3. Performance 
Committee 

4. Trust Board 
 

Gaps: 
 
1. Improved visibility 

on reporting on pace 
of delivery 

2. Review of IMT 
reporting and data 
responsiveness  

 
1. Finalisation of 

Islandwide plan programme 
& resource 
(Trust supportive of plan 
programme) 
 

2. Confirmation of 
governance of Islandwide 
plan 
 

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

4. Developing parallel path 
model linked with mainland 
Trusts 
 

5. Improved visibility and 
reporting on KPIs within 
ED/IUEC 
(Initial consideration at 
Integrated Performance 
Review in June) 

 
6. ED environmental 

developments and Urgent 
Treatment Centre 

 
7. Quarterly seasonal 

planning to address 
challenges and implement 
operating plan 

 
8. Minimise use of locum 

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

 
9. Further development of 

plans for Cancer & ECS 
target delivery  

 
10. Develop, cost and seek 

approval of a plan for 
achievement of RTT targets 
& to address 52-week 
breaches 

 
1. Q1 
 
 
 
 
 
2. Q2 
 
 
 
3. Q4  
 
 
 
4. Q4 
 
 
 
5. Q1 
 
 
 
 
 
 
6. Q2 
 
 
 
 
 
7. Q1 / ongoing  
 
 
8. Q1 /ongoing 
 
 
 
 
9. Q2 
 
 
 
10. Q2 

 
 

Risks from Risk Register 
(score 15 and above): 
661 Oncology service 
contract 
1544 CPA levels of risk 
assessment within date  
1475 Inadequate capacity 
within Paed ADHD service  
Risks scoring12: 
1287 Unable to discharge all 
patients within 4hr 
Emergency Care Standards  
Themed risks ED & MAU 
staffing: 
1289/1290/1292/1365/1437  
1334 Delays in 62day Cancer 
Pathway 

Metrics: 
1. Ambulance Cat 

1-4 
2. A&E 4 hour 

target 
3. Cancer 62 day  
4. RTT incomplete  
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 

 
3. Achievement of 

constitutional and 
contractual levels of 
service provision  
 
 

Independent / semi-
independent: 
NHSI- Oversight & 
QIPOG 
CQC 
Internal Audit 
External agency visits 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 4 16 3 4 12 
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SO4: Objective: ACHIEVE EXCELLENCE IN EMPLOYMENT      

Committee: HUMAN RESOURCES AND ORGANISATIONAL DEVELOPMENT COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT           

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

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / Time scales 

Strategic risk: SR04-1 
Condition:  
Unable to recruit 
sufficient numbers of 
people with the right 
skills and values 
Cause:  
1. Shortage of 

appropriately trained 
and skilled clinical 
staff throughout the 
NHS in certain 
specialties 

2. The Trust’s 
geographical location  

Consequence:  
1. Inability to deliver 

high quality clinical 
services 

2. High use of 
agency and locum 
staff leading to 
increased costs 

 

1. Improved effective and 
efficient recruitment processes, 
including automation in place 
 
2. Appraisal Policy and 
paperwork in place for all staff 
 
3. Leadership Strategy 
and programme in place 
 
4. Mandatory Training 
programme in place 
 
5. Induction process for all 
new employees 
 
6. Staff Recognition 
Programme in place 
 
7. Visions & values in 
places and promoted 
 
8. Recruitment and 
Retention Strategy approved  
 
9. Recruitment campaigns 
in place including overseas 
 
10. Recruitment brand 
‘Great place to live, great place 
to work’ in place 
 
11. Careers Facebook 
page live with high level of 
followers 
 
12. Collaboration with CCG 
and council with some joint 
appointments 

1. Implementation 
required of the Workforce 
and OD Plan, aligned to 
Sustainability Plan 
 

2. Staff development 
programme not fully in 
place  
 

3. Not all new starters 
attending induction  
 

4. Operational demands 
restricting release of staff 
for training 
 

5. Limited talent spotting 
in place 

 
6. Limited succession 

planning in place 
 

Management 
assurance 
 
1. HR&OD 

Committee 
 

2. Quality 
Committee 
 

3. Performance 
Committee  

 
4. Audit Committee 

 
5. Trust Leadership 

Committee 
 

6. Integrated 
Performance 
Reviews 

 
7. Divisional Boards 

 
8. Operational Risk 

Sub-Committee 

Gaps: 
 
1. Trajectory 

and forecast 
reporting against 
the recruitment 
plan 

1. Implement the 
Workforce & OD Plan, 
aligned to the 
Sustainability Plan 

 
2. Staff development 

programme to be fully 
rolled out 

 
3. Mandate for all staff to 

attend induction on first 
day of employment 

 
4. Further recruitment 

initiatives to be explored 
and introduced jointly with 
external STP partners  

 
5. Further incentives to 

be agreed and introduced 
to attract health 
professionals  

 
6. Deliver further cohorts 

to appoint additional nurse 
apprentices and trainee 
nursing associate 
apprentices 

 
7. Develop new initiatives 

to enhance talent spotting 
 

8. Develop new initiatives 
to enhance succession 
planning 

 
9. Improve reporting on 

trajectories and 
forecasting against the 
recruitment plan 

 

1. Q4 
 
 
 
 

2. Q4 
 
 
 

3. Q2 
 
 
 

4. Q2 
 
 
 
 

5. Q2 
 
 
 
 

6. Q3 
 
 
 
 
 

7. Q2 
 
 

8. Q2 
 
 
 

9. Q2 
 

 

Risks from Risk 
Register: 
 
1426 - Risk that 
Significant shortages in 
nurse staffing across the 
organisation impact 
patient safety and staff 
morale 
1499 - Risk that the Trust 
fails to attract and recruit 
the right staff 
1427 - Risk to the 
delivery of safe and 
effective services due to 
inability to recruit and 
retain sufficient staff 
 
 

Metrics 
1. Time to fill posts 
2. Sickness rates 
3. Vacancy rates  
4. Usage of agency 

and locum staff 
 

Outcomes: 
1. Delivery of 

Operating Plan 
2. Improved 

Staff Survey 
results 

3. Improved 
CQC rating Independent / semi-

independent 
1. NHSI 
2. CQC 
3. CCG 
4. Internal Auditors 
5. National award 

(Recruitment Team 
was a finalist by 
nursing Times for 
‘Best Recruitment 
Experience’  

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 3 5 15 3 4 12 
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SO4: Objective: ACHIEVE EXCELLENCE IN EMPLOYMENT                                Committee: HUMAN RESOURCES AND OD COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT           

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

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR04-2 
Condition:  
Unable to retain the right 
people   
Causes:  
1. Poor staff morale 
2. Lack of clarity re 

objectives 
3. Lack of ability to 

influence 
4. Insufficient numbers 

of staff with appropriate 
skill mix 

5. Inconsistent quality 
of appraisals 

6. Poor 
communication 

Consequence:  
1. Inability to deliver 

high quality clinical 
services 

2. High use of agency 
and locum staff leading 
to increased costs 

 

1. Appraisal paperwork in 
place for most staff 

2. Leadership Programme  
3. Mandatory Training 

programme in place 
4. Induction process for all 

new employees 
5. Whistleblowing Policy 
6. Anti-Bullying Advisors  
7. Freedom to speak up 

guardian process  
8. Staff Engagement 

Group in place 
9. Staff Recognition 

Programme in place 
10. Clinical Supervision 

Policy 
11. Updated Visions & 

Values  
12. Recruitment and 

Retention Strategy in place 
13. Process for all new staff 

to receive a comprehensive 
induction and receive 
additional support in their 
first few months 

14. Consulting staff on new 
workforce policies and 
practices that create a 
positive and supportive 
working environment 

15. Professional 
Development Frameworks 
for Clinical bands 2-8 

16. Advanced Practice 
Framework implemented 

17. Faculty of Medical 
Leadership and 
Management programme in 
place 

1. Implementation of the 
Workforce and OD Plan, 
aligned to Sustainability 
Plan 

 
2. Poor quality of 

appraisals 
 
3. Clinical supervision not 

consistently in place 
 
4. Low compliance of 

mandatory training 
 
5. Inability to release staff 

for training 
 
6. Lack of formal internal 

Communications Strategy 
and process 

 
7. Lack of consistent exit 

interview / questionnaire 
process  

 
8.  

 
 

 

Management assurance 
 
1. HR&OD 

Committee 
 

2. Quality 
Committee 
 

3. Performance 
Committee  

 
4. Audit Committee 

 
5. Trust Leadership 

Committee 
 

6. Integrated 
Performance 
Reviews 

 
7. Divisional Boards 

 
8. Operational Risk 

Sub-Committee 

Gaps: 
 
1. Trajectory and 

forecast reporting 
against the 
retention plan 

 
1. Implement the Workforce 

& OD Plan, aligned to the 
Sustainability Plan 
 

2. Development programme 
to include Kings Fund culture 
programme and published 
organisational standards 

 
3. Leadership development 

programme for all managers 
to be fully delivered 

 
4. New policies to be agreed 

reflecting the needs of staff 
development  

 
5. Improve reporting on 

trajectories and forecasting 
against the retention plan 

 
6. Revise and implement 

robust exit interview / 
questionnaire process 

 

 
1. Q4 
 
 
 
2. Q2 
 
 
 
 
3. Q4 
 
 
 
4. Q2 
 
 
 
5. Q2 
 
 
 
6. Q3 

Risks from Risk Register: 
 
1427 - Risk to the delivery of 
safe and effective services 
due to inability to recruit and 
retain sufficient staff 
 

Metrics 
1. Sickness rates 
2. Vacancy rates  
3. Usage of agency 

and locum staff 
4. Mandatory 

training compliance 
5. Appraisal rates 
 
 

Outcomes: 
1. Delivery of 

Operating Plan 
 
2. Improved Staff 

Survey results 
 

3. Improved CQC 
rating  

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

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 5 20 4 4 16 3 4 12 
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SO4: Objective: ACHIEVE EXCELLENCE IN EMPLOYMENT                                Committee: HUMAN RESOURCES AND OD COMMITTEE  

Executive Lead: DIRECTOR OF HUMAN RESOURCES & ORGANISATIONAL DEVELOPMENT           

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

Assurance 
Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR04-3 
Condition:  
Unable to achieve 
necessary cultural change   
Cause:  
1. Inappropriate staff 
behaviours 
2. Leaders in roles without 
support or development 
3. Equality and Diversity 
not fully recognised 
4. Lack of clarity of 
direction for staff roles 
5. Ineffective team working 
and communication  
7. Lack of staff 
engagement and 
ownership by services of 
results from staff surveys 
Consequence:  
1. Inability to deliver 

high quality clinical 
services 

2. High levels of staff 
sickness, low morale 
and motivation 

 

 
1. Vision and values 

developed and rolled-out 
 

2. Leadership 
programmes throughout the 
organisation  
 

3. Visible leadership  
 

4. Equality & Diversity 
programme  

 
5. Board Development 

Programme agreed with 
NHSLA 

 
6. Freedom to speak up 

and Anti-bullying campaigns 
 

7. Consult staff on 
strategy, planning and 
policies 

 
8. Partnership approach 

with Council to driving 
improvements in 
communicating with staff 
through joint appointment 

 
9. The 10 core behaviours 

mapped to the values 

 
1. Implementation of the 

Workforce and OD Plan, 
aligned to Sustainability 
Plan 
 

2. Culture and Leadership 
programme not yet fully 
completed 

 
3. Not all Leadership 

Development Programmes 
have yet had the desired 
impact  

 
4. Equality impact 

assessments not yet 
developed in divisions 

 
5. Staff have not yet 

completed the refreshed 
Equality and Diversity 
mandatory training 

 
6. Benefits not yet 

embedded of Occupational 
Health nurse recently 
commenced in post  

 
7. Review of results of 

staff survey and agreed 
actions not yet implemented 

Management assurance 
 
1. HR&OD 

Committee 
 

2. Quality 
Committee 
 

3. Performance 
Committee  

 
4. Audit Committee 

 
5. Trust Leadership 

Committee 
 

6. Integrated 
Performance 
Reviews 

 
7. Divisional Boards 

 
8. Operational Risk 

Sub-Committee 

Gaps: 
 
1. Development of 

culture dashboard not 
implemented through all 
divisions 

 
1. Implement the 

Workforce & OD Plan, 
aligned to the 
Sustainability Plan 
 

2. Fully implement the 
Culture and Leadership 
Programme 
 

3. Fully deliver the 
Leadership Development 
Programme 
 

4. Develop equality 
impact assessments in 
divisions 
 

5. Equality and diversity 
mandatory training to be 
consistently completed  
 

6. Deliver the objectives 
of the Occupational 
Health nurse 
appointment 
 

7. Agree action plan 
following staff survey and 
implement it 
 

8. Implement culture 
dashboard across 
divisions 

 
1. Q4 

 
 
 
 

2. Q4 
 
 
 

3. Q4 
 
 
 

4. Q2 
 
 
 

5. Q2 
 
 
 

6. Q2 
 
 
 
 

7. Q4 
 
 
 

8. Q2 
 

Risks from Risk Register: 
 
1424 - Lack of staff 
engagement / poor staff 
morale across MH&LD 
division 
 

Metrics 
1. Recruitment & 

retention  
2. Sickness data 
3. Staff Survey 

results 
 

Outcomes: 
1. Behaviours 

framework in place and 
embedded 

2. Reduction in the 
number of reported 
incidents to F2SU and 
surveys 

3. Development of 
action learning sets  

4. Evidence of co-
production 

5. Evaluation and 
change in practice 

 

Independent / semi-
independent 
1. NHSI 
2. CQC 
3. CCG 
4. Internal Auditors  
5. Professional 

bodies  
 

Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 
Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 3 3 9 
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SO5: Objective:  IMPLEMENT THE ISLE OF WIGHT HEALTH AND CARE SUSTAINABILITY PLAN                                                                     
Committee: PERFORMANCE COMMITTEE                                                                              Executive Lead: CHIEF EXECUTIVE                            
CQC Domain: WELL LED                                                                                                Enabling Strategy: SUSTAINABILITY PLAN 

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance outcomes 
/ gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR05-1 
Condition:  
Pace of implementation of 
the IoW Health and Care 
Sustainability Plan for 
achieving clinical and 
financial sustainability is not 
delivered 
Cause:  
Insufficient capacity and 
capability resource to deliver 
the plan 
Consequence:  
Failure to deliver the vision 
of effective, efficient, 
affordable high-quality 
health and care services for 
the population of the Isle of 
Wight, with increased 
regulatory scrutiny 
 

 
1. Implementation plan for 

the Sustainability Plan 
agreed by Trust, Council 
and Partnership of CCGs  

2. Trust Operating Plan for 
2019/2020 including activity, 
quality, workforce and 
finance plans – year one of 
sustainability plan 

3. System-wide Senior 
Responsible Officer (SRO) 
and Programme 
Management Office (PMO) 

4. Weekly SRO meeting 
5. Weekly CEOs meeting 
6. Fortnightly Project 

Board meeting / Leadership 
Forum 

7. Acute Services 
Redesign Programme 

8. Community Services 
Redesign Programme 

9. Mental Health and 
Learning Disabilities blue 
print 

10. Solent Acute Alliance 
review of the coordination of 
a range of services 

11. Sustainability Plan 3 
domains in place with 
Senior Responsible 
Officers: Care models, 
Productivity, and Networks 

12. Assessment of capacity 
and capability of Island 
resources to complete each 
domain undertaken 

13. Detailed evidenced 
based approach completed 
to understand the 
challenges and population 
needs to inform planning 
and decision making 
 

 
1. Assessment of capacity 

and capability resource 
requirements to deliver the 
Sustainability Plan not 
finalised and approved 

 
2. Mapping of 

implementation plan 
milestones to actual 
delivery outputs not 
finalised and approved 

Assurance: 
 
1. Local Care Board 

and supporting 
system-wide 
governance 

2. Trust Board 
3. Performance 

Committee 
4. Financial 

Recovery Board 
5. Quality 

Committee 
6. Quality 

Improvement Board 
7. Human 

Resources and 
Organisational 
Development 
Committee 

8. Internal Trust 
confirm and 
challenge meetings  

Gaps: 
 
1. Contemporaneous 

reporting not yet fully 
developed to include 
metrics, KPIs and 
outcomes 

 
2. Changes to system-

wide governance 
arrangements in 
discussion to support 
improved accountability, 
reporting and assurance 
mechanisms 

 
1. Finalise and approve 

assessment of capacity and 
capability resource plan to 
deliver the Sustainability 
Plan 
 

2. Appoint as necessary 
 

3. Finalise and approve 
mapping of implementation 
plan milestones to actual 
delivery outputs 

(Trust supports mapping 
work in progress) 
 

4. Fully develop 
contemporaneous reporting 
metrics, KPIs and outcomes  

(Trust supports mapping 
work in progress) 

 
5. Contribute to the 

discussions and agreement 
for changes to system-wide 
governance arrangements 
to ensure accountability, 
reporting and assurance 
mechanisms  
(Trust fully contributing to 
system-wide improvements 
in governance)  

 
1. Q2 
 
 
 
 
 
2. Q3 
 
3. Q1 
 
 
 
 
 
 
4. Q1 
 
 
 
 
 
5. Q1 
 Risks from Risk Register: 

 
Operational risks that may 
impact upon this strategic 
objective to be considered 
by each Division at 
Operational Risk Sub-
Committee in June 
 

Metrics 
1. Clinically, 

operationally and 
financially 
sustainable 

Outcomes: 
1. Implementation of 

Sustainability Plan 
 

2. Fully resourced 
Sustainability Plan 
developed and agreed 
taking account of all 
capacity and capability 
requirements Independent / semi-

independent 
1. STP 
2. Local Care Board 
3. System-wide 

CEOs meeting 
4. NHSI 
5. CQC 
6. Internal Auditors 
7. External advisors 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
5 4 20 4 4 16 2 4 8 
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SO5: Objective:  IMPLEMENT THE ISLE OF WIGHT HEALTH AND CARE SUSTAINABILITY PLAN                                                                     
Committee: PERFORMANCE COMMITTEE                                                                              Executive Lead: CHIEF EXECUTIVE                        
CQC Domain: WELL LED                                                                                                Enabling Strategy: SUSTAINABILITY PLAN 

Risks to objective Controls Gaps in controls Sources of 
Assurance 

Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR05-2 
Condition:  
Strategic partner to support 
delivery of phase two of the 
Acute Services Redesign 
may withdraw from 
agreement 
Cause:  
Full due diligence and 
diagnostics not yet 
undertaken by strategic 
partner 
Consequence:  
Failure to deliver the vision of 
effective, efficient, affordable 
high-quality health and care 
services for the population of 
the Isle of Wight, with 
increased regulatory scrutiny 
 

 
1. Implementation plan 

for the Sustainability Plan 
agreed by Trust, Council 
and Partnership of CCGs 
  

2. Acute Services 
Redesign stocktake, 
including scope, 
approach, leadership, 
governance, project 
management, 
engagement, regulatory 
support and immediate 
next steps 

 
3. Potential partners 

identified, approached 
and formalised positive 
intent received from one 
partner 

 
4. Outline plans in place 

and agreed for 
establishing service 
baseline and defining 
requirements to deliver 
phase 2: develop the 
new acute services 
model and assess all 
options 

 
1. Full due diligence and 

diagnostics in progress by 
strategic partner 

 
2. Capacity and 

capability requirements of 
strategic partner not yet 
fully scoped  

 
3. Optimal configuration 

of services not fully 
identified 

 
4. Parameters of the 

partnership model not yet 
agreed 

 
5. No full-time SRO in 

place to manage the 7-
month initial process 

Assurance:  
 
1. STP 

 
2. Local Care Board 

and supporting 
system-wide 
governance 
 

3. Trust Board 

Gaps: 
 
1. Formal 

governance for initial 
7-month process not 
yet agreed with 
strategic partner 

 
1. Support strategic 

partner as required in 
undertaking full due 
diligence and diagnostics 
 

2. Support strategic 
partner in scoping capacity 
and capability 
requirements 

 
3. In conjunction with 

strategic partner, identify 
optimal configuration of 
services 

 
4. Agree the parameters 

of the partnership model 
 

5. Jointly validate the 
appointment of an SRO as 
nominated by the strategic 
partner 

 
1. Q3 

 
 
 
 

2. Q2 
 
 
 
 

3. Q3 
 
 
 
 

4. Q2 
 
 

5. Q2 
Risks from Risk Register: 
 
Operational risks that may 
impact upon this strategic 
objective to be considered by 
each Division at Operational 
Risk Sub-Committee in June 
 
 

Metrics 
1. Clinically, 

operationally and 
financially sustainable 
 

Outcomes: 
1. Implementation of 

Sustainability Plan 
 

2. Delivery of 7-
month process 

 
3. New acute 

services model 
developed and all 
options assessed 

Independent / semi-
independent 
1. STP 
2. Local Care Board 
3. System-wide 

CEOs meeting 
4. NHSI 
5. CQC 
6. Internal Auditors 
7. External advisors  

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 12 2 4 8 
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SO5: Objective:  IMPLEMENT THE ISLE OF WIGHT HEALTH AND CARE SUSTAINABILITY PLAN                                                                     
Committee: PERFORMANCE COMMITTEE                                                                              Executive Lead: CHIEF EXECUTIVE                      
CQC Domain: WELL LED                                                                                                Enabling Strategy: SUSTAINABILITY PLAN 
Risks to objective Controls Gaps in controls Sources of 

Assurance 
Assurance 
outcomes / gaps 

Action plan Progress / 
Timescales 

Strategic risk: SR05-3 
Condition:  
Underpinning and 
supporting Trust plans 
aligned to Sustainability 
Plan not implemented 
Cause: 
Plans recently developed 
for clinical, workforce, 
estates & facilities and ICT  
Consequence:  
Failure to deliver the vision 
of effective, efficient, 
affordable high-quality 
health and care services for 
the population of the Isle of 
Wight, with increased 
regulatory scrutiny 
 

 
1. Acute Services 

Redesign Programme 
 

2. Community Services 
Redesign Programme 
 

3. Mental Health and 
Learning Disabilities blue 
print 
 

4. Solent Acute Alliance 
review of the coordination of 
a range of services 

 
5. Recruitment & 

Retention Strategy  
 

6. Leadership Strategy 
 

7. Trust-wide plans in 
place to address gaps in 
workforce, estates, facilities, 
ICT and information 
provision 
 

8. Estates, facilities, ICT 
and information forums and 
groups in place including 
regional groups  

 
9. Agreement in place for 

7-month process for 
development of clinical 
plans 

 
1. Implementation of 

workforce plan aligned 
to Sustainability Plan in 
progress 

 
2. Development of 

estates & facilities plan 
aligned to Sustainability 
Plan in progress 
 

3. Implementation of 
ICT plan aligned to 
Sustainability Plan in 
progress 

Assurance: 
 
1. Trust Board 

 
2. Performance 

Committee  
 

3. Quality 
Committee 

 
4. Human 

Resources and 
Organisational 
Development 
Committee 

 
5. Financial 

Recovery Board 
 

6. Quality 
Improvement Board 

 
7. Integrated 

performance Reviews 
 

8. Divisional Boards 
 

Gaps: 
 
1. HR & OD 

Committee recently 
approved not yet fully 
established 

 
1. Implement workforce 

plan aligned to 
Sustainability Plan 

 
2. Estates and facilities 

plan to be developed (in 
conjunction with Council 
and CCG) and 
implemented aligned to 
Sustainability Plan 

 
3. Implement ICT plan 

(in conjunction with 
Council and CCG) aligned 
to Sustainability Plan 
 

4. HR & OD Committee 
to become fully functional 
(HR&OD Committee fully 
functional) 

 
1. Q4 
 
 
 
2. Q4 
 
 
 
 
 
 
3. Q4 
 
 
 
 
4. Q1 

Risks from Risk Register: 
 
Operational risks that may 
impact upon this strategic 
objective to be considered 
by each Division at 
Operational Risk Sub-
Committee in June 
 

Metrics 
1. Vision: “people 

will live healthy and 
independent lives” 
 

2. Clinically, 
operationally and 
financially sustainable 
 

Outcomes: 
1. All underpinning 

strategies supported 
by funded plans, 
aligned to 
Sustainability Plan and 
approved by Trust 
Board 

Independent / semi-
independent 
1. STP 
2. Local Care Board 
3. System-wide 

CEOs meeting 
4. NHSI 
5. CQC 
6. Internal Auditors 
7. External advisors 

 
Inherent risk Risk as at 1/4/2019 Target risk position by 31/3/2020 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 
4 4 16 3 4 16 2 4 8 
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