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Executive Summary 
The purpose of this report is to provide the Executive Board with a monthly exception report 
on the Ward to Board quality framework. The Ward to Board dashboard is reviewed and 
scrutinised by the Deputy Director of Nursing, Midwifery and AHPs and the Deputy Director 
of Quality Safety and Innovation in Clinical Practice on a monthly basis at the Head of Care 
Quality Assurance Group meeting where any concerns or escalations are raised and 
equitable check and challenge made where necessary. Key points from the dashboard this 
month include: 
 
There is continued good performance in relation to pressure ulcer care and hospital acquired 
thrombosis. 

Whilst the number of falls has reduced slightly the number being reported is still a concern. 
The four week focus continues into October highlighting the requirements of caring for 
patients who have been identified as requiring level 3 enhanced care. The red socks 
initiative is due to be formally launched during this period which will clearly identify to ward 
staff and visitors those patients who are at increased risk of falls. The new Falls Practitioner 
has now commenced in post and will be working with those areas with the highest number of 
falls to put in place measures to support falls reduction. 

The sickness rate reduced further for the fourth month in a row to 5.5% - all Care Groups are 
taking robust actions to continue to reduce further. 

Friends and Family recommended remains above 90% and the response rate this month is 
above the upper confidence level at 29%. 

Ten in-patient areas triggered QuESTT in August themes are mainly regarding sickness; 
vacancies; New Ward Leaders in post; appraisals; all themes that are reflected in the 
dashboard. The percentage of annual leave and the actions being taken as regards to 
rostering, including piloting central rostering need to be reflected within the August 
performance and the sustained operational pressure. 

All areas have action plans which are being implemented and monitored by Head of Nursing 
with additional scrutiny provided by the Deputy Director of Nursing Midwifery and AHPs and 
Acting Deputy Director Quality Safety and Innovation. 

Aspire, Ward Accreditation, Version 4 is to commence in all areas this month with all 
inpatient areas to be completed by the end of December 2019. Version 4 was successfully 
launched on 1 October with the session opened by the Director of Nursing Midwifery and 
AHPs. The session was attended by Heads of Nursing, Clinical Matrons and Ward Leaders 
who contributed to constructive discussion and provided positive feedback on the changes 
that have been made to Version 4. 

 
Following on from the Director of Nursing, Midwifery and Allied Health Professionals and the 
Acting Deputy Director Quality Safety and Innovation.in Clinical Practice successfully 
presenting the RCHT journey on Ward Accreditation; Aspire at a national conference. It was 
noted that some Trusts had moved from Intensive supportive programmes to ‘white’ 
development plans, with senior cabinet discussion this will be implemented as part of 
Version 4 and will be implemented and monitored by Heads of Nursing with additional 
scrutiny provided by the Deputy Director of Nursing Midwifery and AHPs and Acting Deputy 
Director Quality Safety and Innovation. 

 
Falls focus weeks to continue with the red socks launch to be completed during the final two 
weeks. The launch of the focus weeks commenced with the delivery of an ‘enhanced care’ 
tool box by the Director of Nursing Midwifery and AHP’s, which was supported by an 
‘enhance care’ workshop that was well attended and evaluated extremely well. The staff 
attending the session were charged with returning to their areas to update their meaningful 
activities resources.  



3 
 

A competition has been launched in all in-patient areas for the best Falls 
Prevention/Awareness Board. In the final two weeks of the campaign senior corporate 
nurses and therapists will be visiting the wards to support the implementation of the red 
socks initiative and discussing with staff the importance of and the correct way to record 
lying and standing blood pressures. A relative’s story has been recorded and will be shared 
widely across the Trust during these final two weeks. 
 
Financial Risks Increased use of agency staff  

Key Risks  Principal Risk 6214 Workforce Capacity - right people, right 
time, right place and the potential financial impact 

Disclosure Statement Data has been compiled by the Informatics team utilising 
national and in-house data collection systems 

Equality and Diversity 
Statement 

Potential impacts on vulnerable clients as the majority of falls 
occur in older people. 
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Ward to Board Exception Report 
 
 

1. Purpose 
The purpose of this report is to provide the Executive Board with a monthly exception report 
on the Ward to Board quality framework.  
 
2. Background 
2.1 The Ward to Board dashboard monitors performance at a Ward / Unit, Care Group and 
Trust wide level. The main purpose of the dashboard is to: 
 
• Utilise key quality and safety metrics in relation to patients, nursing and staff safety; 
• Act as an early warning trigger by exposing individual ward performance that might be 

hidden within aggregated data; 
• Allow the Clinical Matrons to hold the Ward Leaders to account; 
• Allow the Heads of Nursing to hold the Senior Nurses to account; 
• Allow the Deputy Director of Nursing, Midwifery and Allied Health Professionals to hold 

the Care Group triumvirates to account for quality and safety through the Performance 
Framework; 

• Allow the Director of Nursing, Midwifery and Allied Health Professionals to hold the 
Clinical Cabinet to account for the quality and safety through the Performance 
Framework; 

• Allow the Trust Board of Directors to hold the Director of Nursing, Midwifery and Allied 
Health Care Professionals to account for the quality, safety and improvement/s at ward / 
unit level. 
 

The dashboard is reviewed and scrutinised by the Deputy Director of Nursing, Midwifery and 
AHPs and the Deputy Director of Quality Safety and Innovation in Clinical Practice on a 
monthly basis at the Head of Care Quality Assurance Group meeting where any concerns or 
escalations are raised.  Reporting templates for Ward Leaders, Clinical Matrons and Heads 
of Nursing have been developed. This will ensure all is reported uniformly preventing any 
variance and allow for equitable check and challenge.  
 
A set of KPIs has been produced for the Heads of Nursing and a set of KPIs for the Clinical 
Matrons is awaiting final sign off. These will ensure that the Heads of Nursing and Clinical 
Matrons have a framework that promotes and hold to professional account for the quality 
and safety of patient care within their Care Group. 
 
The report provides a Trust wide overview of performance. Comments will only be made on 
those areas where there have been sustained improvements or deterioration, or where the 
figure has been reported above or below the confidence levels. 
 
3. Trust wide over view  

 
3.1 Safety 

 
3.1.1 Pressure Ulcers  

 
No >grade 2 pressure ulcer (graph 2) were reported in August.  
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 3.1.2 Hospital Acquired Thrombosis 
 

Zero hospital acquired thrombosis were reported in August. There has been a 
continued improvement in the number of VTE risk assessments completed 
across the Trust 96.6% compliance reported, along with an improvement in 
the prescribing of VTE prophylaxis 93.3% compliance reported. 
 

 
3.1.3 Falls 

 
The number of falls occurring in the Trust decreased slightly in August with 
115 falls reported (graph 4). Despite the reduction, the figures are still of 
concern. Two of the falls have resulted in moderate harm which is a reduction 
on the previous month. Both of these occurred in ED and are being reviewed 
through the serious incident investigation process. Bespoke training is being 
organised for ED staff especially in terms of undertaking and documenting the 
required risk assessments.. 
 
A Trust wide focus on falls prevention has now commenced for a four week 
period. A toolbox talk is currently being delivered in all in-patient areas on 
enhanced care and meaningful activities, reiterating the requirements of 
caring for patients who have been identified as requiring level 3 enhanced 
care and in the exceptional case level 4. This has been a theme in falls SI 
investigations. The enhanced care workshop that was well attended by HCAs, 
RNs and APs. The session evaluated extremely well and as a result, monthly 
workshops are being organised for the next 6 months. During the final two 
weeks of October the red socks initiative will be launched with posters, 
highlighting the key points of the initiative, being distributed along with 
information on the correct way to measure lying and standing blood pressure; 
a key component of falls prevention that is often missed. 

 
 

3.1.4 Catheter Associated Urinary Tract Infections (CAUTI) 
 

One CAUTI was reported via the safety thermometer in August. This occurred 
within the Specialist Medicine Care Group however all measures to prevent 
the incident appear to have been taken.  
 
The total number of CAUTI reported during the last 12 months is 14, which is 
an improvement on the 12 months prior to that 62. 

 
 

3.1.5 QUESTT 
 

The QuESTT tool offers a set of indicators that, taken together, give an 
indication of how well an individual team is functioning. Moreover, it provides 
an early warning, pre-empting more serious concerns and enabling action to 
be taken before things go wrong.  
 
Ten in-patient areas triggered on QuESTT in August 2019 and is the highest 
number of wards to do so in any one month. Whilst this figure is high, the 
following contributed to the results: 
 

• Clinical Matrons now complete the QUESTT review; the questions asked have been re-
worded to ensure that there is no confusion as to the correct response. A copy of the 
questions can be seen in Appendix 2;  
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• Sustained operational demand meant that escalation areas were opened that can lead to 
a suboptimal patient experience with patients outlying outside of their specialist 
requirement; 

• Rostering at ‘holiday’ periods; this is being addressed with the current rostering review, 
including piloting centralised rostering. 

 
The in-patient areas that triggered were: 

• Gastro and Liver Unit 
• Grenville 
• Kerenza 
• Kynance 
• MAU 
• Roskear 
• Surgical Admission Lounge 
• Tintagel 
• Trauma 
• Wheal Coates 

 
 

All areas now have action plans in place (Appendix 3) that they are working to 
in order to improve their performance. The main themes across the 10 wards 
include: 

• Sickness 
• Vacancies 
• New Leaders in post 
• Appraisals 

 
3.2 Workforce 

 
3.2 1 Sickness 

 
In August 2019 the sickness rate reduced further for the fourth month in a row 
to 5.5% (graph 15). This brings the average for the last 12 months to 5.9%, 
which is a worse position on the previous 12 months at 4.3%.  
 
The Care Group with the highest sickness rate is Specialist Services and 
Surgery with a sickness rate of 9.3% which is an improvement on the 
previous month 12.6%. The Care Group has worked hard to understand the 
reasons behind the high sickness rate and has focussed in previous months 
on stress, anxiety and depression. The next focus is on ‘unknown cause’ to 
try and understand why this is used as a reason and whether there are any 
specific themes within this that can be identified in order to take appropriate 
actions. 

 
On a positive note the sickness rate within four of the Care Groups - Surgery 
and Cancer, Urgent Emergency and Trauma, Specialist Medicine and West 
Cornwall Hospital has reduced in month. 

 
 

3.2.2 Agency Usage / Vacancies 
 

In August 2019 the Agency usage across the Trust increased slightly and is 
just above the upper confidence level at 125 WTEs (graph 17). This brings 
the total for the last 12 months to 1278.17 WTE, which is a worse position 
than the 12 months prior to that of 832.36 WTE. 
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Agency usage has reduced in the Specialist Service and Surgery and Urgent 
Emergency and Trauma Care Groups. However usage has increased in the 
other four care groups due to continued vacancies, sickness and the need for 
additional staffing when patients require level 3 enhanced care. 
 
Sustained operational pressure has meant that escalation areas have been 
opened and staffing of the ED queue has been required; this has also had an 
effect on the additional staffing required often bank and agency. 
 
The Trust wide vacancy rate although reduced for the fourth month in a row 
remains high at 227.6 WTE (16.1%). This situation is expected to reduce 
further in the coming months with the appointment of international nurses. 
 
The Operational Workforce Group has been re-convened and is chaired by 
the Chief Executive. The group will be focussing on actions to increase 
recruitment and retention which will ultimately reduce the agency spend. 
 

 
3.2.3 Appraisal 

 
The percentage of nursing appraisals completed across the Trust during 
August has increased slightly from the July position of 71.6% to 75.4%%. The 
average for the last 12 months is 74.8% which is a slight improvement on the 
previous 12 months at 76.1%. 
 
Compliance in five of the Care Groups is around or above 80% compliance 
however compliance in the Urgent Emergency and Trauma Care Group is 
only 61%. The Care Group continues to cleanse the ESR data to ensure that 
the supervisor hierarchies are correct and have additional administration 
support to validate the information and chase up progress with Clinical 
Matrons and Service Managers, a further workshop was held on the 27 
September. Staff structure is being reviewed to limit the number of appraisals 
allocated to individuals. Trajectories for each area are being established. 

 
 
3.3 Patient Experience 

 
 

3.3.1 Friends and Family 
 

The Friends and Family Recommended, (graph 26) has increased to 92.9% 
in August across the Trust and remains within normal variation. There has 
also been an increase in the Trust wide response rate to 29% just above the 
upper confidence level. 

 
 

3.3.2 Complaints 
 

In August 2019 22 formal complaints were received and 23 informal 
complaints were received – a reduction in both categories from the previous 
month. 
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3.4 Operational 
 

3.4.1 Morning Discharge 
 

The percentage of patients discharged in the morning decreased in August 
2019 to 2.4% from 3% in the previous month and reflects the operational 
status of the hospital in August. The figure is worse in the General Surgery 
and Cancer Care group where many of the patients who have had surgery on 
the previous day are waiting for the results of blood tests, ability to tolerate 
food or pass urine once a catheter has been removed. These are not always 
possible to achieve before 10am.  

 

4. Supportive measures – Gastro and Liver Unit 

As reported previously the Gastro and Liver Unit had triggered on QuESTT and a 
detailed review by the Head of Nursing for the Care Group (providing a fresh eyes review 
of the situation) has been completed. The report of the findings and associated 
recommendations has been shared with all relevant staff and the actions are now being 
progressed in a staged manner (Appendix 4). Key progress points include: 
 

• A new Ward Leader has been appointed and is due to commence during 
November. This individual will be key to the leading and driving the required 
changes and then being able to support the teams to sustain the improvements; 

• The current focus has been on the reduction of patient falls, pressure ulcers and 
the introduction of a governance framework within the ward to share and monitor 
progress with the whole team;  

• An investment case is being completed to increase the staffing levels on the ward 
in response to the findings of the Safe Nursing Care Tool audits over the past 12 
months. 

 
 

5. ASPIRE Ward Accreditation – White Action Plans 

Three wards have been assessed as white (previously red) as part of the Aspire Ward 
Accreditation process. These are: 

 

Ward  Previous award V4 award 
Trauma Silver White 
GLU Bronze White 
Kerensa Silver  White 
 

The Gastro and Liver Unit has a detailed action plan as described in section 4 following 
their fresh eyes review and covers key aspects of Aspire findings. Both Trauma and 
Kerensa have detailed improvement plans in place that are being implemented and will 
continue to be monitored and reported on each month to the Committee until all actions 
are completed (Appendix 5). 

6. Conclusion 
 
There has been continued good performance in relation to pressure ulcer care and 
hospital acquired thrombosis. 
 
Whilst the number of falls has reduced slightly the number being reported is still a 
concern. The four week focus continues into October highlighting the requirements of 
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caring for patients who have been identified as requiring level 3 enhanced care and in 
the very exceptional circumstance level 4. The red socks initiative is due to be formally 
launched during this period which will clearly identify to ward staff and visitors those 
patients who are at increased risk of falls. The new Falls Practitioner has now 
commenced in post and will be working with those areas with the highest number of falls 
to put in place measures to support falls reduction and sustaining the prevention actions. 
 
The sickness rate reduced further for the fourth month in a row to 5.5% - all Care Groups 
are taking robust actions to continue to reduce further. 
 
Friends and Family recommended remains above 90% and the response rate this month 
is above the upper confidence level at 29%. 
 
Ten wards triggered QuESTT in August themes are mainly regarding sickness; 
vacancies; new Ward Leaders in post and appraisals. All areas have action plans which 
are being implemented.  

 
7. Recommendations and next steps 

 
Aspire, Ward Accreditation, Version 4 to commence in all areas this month with all 
inpatient areas to be completed by the end of December 2019. 
 
Aspire ‘white’ development plans to be implemented and monitored by Heads of Nursing 
with additional scrutiny provided by the Deputy Director of Nursing Midwifery and AHPs 
and Acting Deputy Director Quality Safety and Innovation. 
 
Falls focus weeks to continue with the red socks launch to be completed during the final 
two weeks. 
 
All QuESTT action plans to be implemented and monitored by Head of Nursing with 
additional scrutiny provided by the Deputy Director of Nursing Midwifery and AHPs and 
Acting Deputy Director Quality Safety and Innovation. The Ward Leaders and Clinical 
Matrons are responsible for the delivery and frontline support. 
 
It has been noted that the Ward Accreditation Framework is in the main nursing led 
however other members of the MDT are involved at the time of audit. Early adopters of 
the Ward Accreditation Framework are currently devising a ‘Board Round’ MDT 
framework and we will monitor how this progresses and adopt accordingly during 2020. 

 
Monthly reports will be submitted to the Executive Board and a quarterly report to Board.  
 
The Executive Board is requested to note the content of the report. 
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Appendix 1 Ward to Board Dashboard 
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QUESTION  GUIDANCE Score 
New Ward / Unit Leader in post (< 6 
months) 

 3 

Vacancy rate higher that 3%  3 

Unfilled shifts higher that 6%  2 

Sickness absence higher that 3.5%  2 

Quality indicators have not been 
reviewed by speciality governance 
group 

It the ward’s Ward to Board and QUANT 
results were not reported into the last 
Speciality Governance Meeting, score 
Yes 
If this did happen last month, score No.  
NB: there should be evidenced meeting 
minutes available on request. 

3 

Planned annual appraisal rate below 
95% target  

Below 95%, score Yes 
95.01% or greater, score No 

2 

No participation by Ward/Unit Leader at 
Care Group meetings 

If no participation, score Yes 
If they did participate, score No 

2 

Friends and Family Test feedback has 
not reached target level this last month 

If it did not reach target level, score Yes 
If it did achieve or exceed the target, 
score No 

2 

One or more formal complaints in 
CCU/ITU); two or more formal 
complaints last month (Wards); or three 
or more (ED/OPD) 

If complaint(s) in the last month, score 
Yes. 

3 

Resolution to recurring themes not 
evident (e.g. staffing, harms, 
compliance, complaints) 

If performance target for improvement 
are not improving, score Yes. 

3 

Unusual demand on service exceeding 
capacity to deliver (e.g. TES evoked, 
queuing experienced, dedicated 
escalation areas open) 

 2 

Hand hygiene audits not performed If not performed, score Yes 3 

No participation by clinical staff in Mitie 
cleaning audit 

If no participation by clinical staff, score 
Yes. 

3 

Ward / Department appears cluttered 
and untidy 

 2 

Effective multidisciplinary team working 
not evident (e.g. SAFER, ward round 
participation and communication) 

If examples of MDT working 
are not evident, score Yes. 
This maybe evident in complaints, 
serious incident investigations, poor audit 
performance in SAFER. 

1 

Ongoing investigation (e.g. Serious 
Incidence, Root Cause Analysis, HR 
disciplinary procedure) 

 2 

 

Appendix 2 QuESTT questions 
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QuESTT Action Plan - Gastro and Liver Unit  

 

Appendix 3 QuESTT Action Plans 
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QuESTT Action Plan - Surgical Admissions Lounge 
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QuESTT Action Plan - Grenville 

Key Area Action Target 
Date 

Accountable Status Measure of success Progress Date 
Complete
d 

2 or more 
complaints 

Matron actively working 
with ward senior nurses 
on actions; standard set 
for daily ‘meet & greet’ 
with patients/ families as 
well as ‘check and 
challenge’ on nursing 
standards. 

30th 
November 
2019 

Ward Leader/ 
Matron 

 No complaints reported. 
Any outstanding complaints 
to be investigated within 
appropriate timescale and 
lessons learned shared with 
all staff. 

  

Planned 
appraisals 
below 95% 

The staff with out-of-date 
appraisals have a set 
date and plans for those 
due in coming weeks. 

15th 
October 
2019 

Ward Leader/ 
Matron 

 100% of staff have in date 
appraisals 

  

Resolution to 
recurring 
themes not 
evident 

Compliance with 
mandatory training, 
vacancy rates and PDR’s 
below target for 
successive months.  
Training to be booked for 
non-compliant staff with 
every effort to protect 
training. 

December 
2019 

Ward Leader/ 
Matron  

 Training to be at 95% or 
above; other key areas to 
be within targets 

  

Unusual 
demands on 
service 
exceeding 
capacity 

TES evoked on 
numerous occasions – 
not within the control of 
the clinical teams. 
Continue to identify 
golden patients and apply 
SAFER principals  

N/A Ward Leader/ 
Matron 

 TES to be invoked only with 
the approval of the clinical 
matron. 

  

Vacancy rate 
higher than 

To continue to be 
involved in all recruitment 

1st 
November 

Ward Leader/ 
Matron 

 Vacancy rate to be below 
3% 
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3% events as well as 
bespoke events. 
Predicted vacancy rate of 
0.13% by November 
2019 

2019 
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QuESTT Action Plan -  Roskear 

Key Area Action Target 
Date 

Accountable Status Measure of success Progress Date 
Complete
d 

Planned 
appraisals below 
95% 

The 4 staff with out-of-date 
appraisals to have a set 
date for appraisal and 
plans in place for those 
due in coming weeks. 

15th 
October 

Ward Sister/ 
Matron 

 100% of staff have 
in date appraisals 

  

Resolution to 
recurring themes 
not evident 

Compliance with 
mandatory training, 
vacancy rates and PDR’s 
below target for 
successive months.  
PDR & sickness plan as 
detailed. Training to be 
booked for non-compliant 
staff with every effort to 
protect training. 

December 
2019 

Ward Sister/ 
Matron 

 Training to be at 
95% or above; other 
key areas to be 
within targets 

  

Sickness above 
3.5% 

To continue to manage 
staff according to absence 
policy. 2 members of staff 
previously on LTS have 
returned to work. Accurate 
recording of sickness. 

November 
2019 

Ward Sister/ 
Matron/ HR 
support 

 Sickness to be 
below 3.5% 

  

Unusual 
demands on 
service 
exceeding 
capacity 

TES evoked on numerous 
occasions – not within the 
control of the clinical 
teams. Continue to identify 
golden patients and apply 
SAFER principals  

N/A Ward Sister/ 
Matron 

 TES to be invoked 
only with the 
approval of the 
clinical matron. 

  

Vacancy rate 
higher than 3% 

To continue to be involved 
in all recruitment events as 
well as bespoke events. 

December 
2019 

Ward Sister/ 
Matron 

 Vacancy rate to be 
below 3% 
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Current vacancies 7.7% 
with further international 
nurse expected 



23 
 

QuESTT Action Plan – Wheal Coates 
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QuESTT Action Plan – AMU 
 
Key Area Action  Target 

Date 
Accountab
le 

Status Measure of success Progress Date 
Complete
d 

Vacancy Rate 
higher than 3% 

Ensure attendance at every 
recruitment day 
 

30.10.1
9  

JM/JP  Reduced/zero 
vacancy rate 

In September will 
have recruited to 
template, additional 
duties to 
accommodate SDMA 
awaiting business 
case to be signed off 

 

Unfilled shifts 
higher than 6% 

Prior to roster approval ensure 
all staff have no unused working 
hours  
All Shifts to be sent to 
Kernowflex on approval of roster 
Band 6/7’s to review rosters 
daily and escalate any unfilled 
shifts via Matron to agency in a 
timely manner 
Matron to oversee rosters daily 
to ensure all unfilled shifts out to 
kernowflex/agency in a timely 
manner 

30.10.1
9 

JM  Reduction in unfilled 
shifts to <6% 

  

Sickness 
Absence higher 
than 3.5% 

Band 6/7’s to document 
sickness absence as it occurs, 
commence RTW sheet and 
store in sickness folder.  
All outstanding RTW interviews 
documented in shared drive.  
Senior Staff to check sickness 
folder when in charge to ensure 
RTW interviews are completed 
in a timely manner 

Ongoin
g 

JM/JS  Reduced sickness 
absence in line with 
Trust target 
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Band 6’s to ensure any 
outstanding RTW interviews are 
completed during their 
Management days 
All RTW interviews to be logged 
on Healthroster 

Planned Annual 
Appraisal Rate 
below 95% 

PDR dates documented and 
colour coded on Team List to 
enable ease of access 
Outstanding PDR’s discussed at 
monthly Band 6/7 meetings and 
plans made to complete 
Oversight of completion by 
Matron and Care group 

30.10.1
9 

  100% of PDR’s 
completed 
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QuESTT Action Plan - Kerensa 
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QuESTT Action Plan – Kynance ward 
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31 
 

QuESTT Action Plan - Tintagel 

 

Key Area Action Target Date Accountable Status Measure of success Progress Date 
Completed 

Vacancy rate 
higher than 3% 

Attend all recruitment days, 
recruit International Nurses. 2 x  

March 2020 
to be fully 
recruited 

Ward sister  Reduction in 
vacancies and 
retention of staff – 
vacancy rate to 
below Trust rate. 

International nurses 
appointed. 1 x 
qualified NA 
appointed, waiting 
start date. 

 

Planned Annual 
Appraisal Rate 

Below 95% 
Target 

 

To develop plan to complete 
outstanding PDRs.  
To set targets with senior band 5 
nurses who are able to complete 
PDRs 
 

December 
2019 

Ward Sister  Improvement to PDR 
compliance – 100% 
of staff with effective 
PDR completed. 

Meeting held with B7 
& B6 to set out 
expectations and 
discuss priority PDRs 
to be completed 

 

No Participation 
By Ward 

Sister/Charge 
Nurse/Unit 

Manager At Care 
Group Meetings 

 

Ward sister to attend weekly 
ward sister meetings, 
Governance huddles and 
speciality governance meetings 

October 
2019 

Ward 
Sister/Matron 

 Attendance at 
meetings – minuted 
evidence and sharing 
of information to 
wider team. 

  

Friends And 
Family Test 

Feedback Has 
Not Reached 

Target Level This 
Last Month 

To encourage and promote use 
of Ipad.  
To discuss at safety brief daily 
and involved all members of the 
MDT 

October 
2019 

All ward staff  Improvement in 
response rate – 
above 30% 

  

Ongoing 
Investigation 
(E.G. Serious 

Incidence, Root 
Cause Analysis, 
Hr Disciplinary 

Procedure) 

SI x 2 to be completed. Waiting 
final action plan to be agreed. 

End of 
October 
2019 

Ward sister 
and HR 

 No ongoing 
investigations – 
outstanding 
investigation 
completed and 
lessons learned 
shared with wider 
team. 
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QuESTT Action Plan - Trauma 
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Appendix 4 GLU intensive support action plan 
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Appendix 5: Aspire Action Plans 
 
Kerensa 
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Apsire Action Plan -Trauma 
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