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 EXECUTIVE SUMMARY 

Meeting: TRUST BOARD IN PUBLIC – for 
information 

Date: 30.01.20 

Report Title: Ward to Board Exception Report  
 

Agenda Item: 14 

Author: Louise Dickinson Acting Deputy Director Quality Safety and Innovation 
in Clinical Practice 

Executive Lead: Kim O’Keeffe Director of Nursing Midwifery and Allied Health 
Professionals 

  

Purpose of 
Report 

Approve  Endorse  Assurance  Receive x 

 

Alignment to Strategic Objectives 

BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

  

Summary of other meetings discussed with and outcome of discussion: 

This report is presented on a monthly basis to the Quality Assurance Committee. Areas of 
discussion at the last meeting include reduction in the number of falls, two wards triggered 
QUESTT in month, lowest agency spend for 7 months, ward accreditation roll-out continues 
with the completion of the Outpatient Accreditation Assessment Tool. 
 

  

Summary of the report, key points for discussion including any risks: 

The purpose of this report is to provide the Committee 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 has been continued good performance in relation to hospital acquired thrombosis. 
 
The number of falls reported has increased slightly with no obvious themes identified. 
Seventeen of the 101 falls reported occurred in patients who were deemed clinically fit for 
discharge at the time of the fall. The number of falls with harm continues to fall. All inpatient 
areas have now received ‘Call Don’t Fall’ signs to be displayed in the patient bed space. The 
Improvement Practitioner has completed on audit of the use of red socks to see if all patients 
meet the set criteria for use. The findings indicate that red socks are being used as a 
preventative measure rather than an alert to staff that the patient is high risk. Further work is 
underway to improve ownership at ward level to ensure these are used appropriately. 
Five wards triggered QuESTT in November 2019; the themes are mainly regarding sickness; 
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vacancies; new Ward Leaders in post and appraisals. All areas have action plans which are 
being implemented and overseen by the HONs. 
 
Reduction in agency usage has unfortunately not been sustained in November. Increases 
have been noted in three of the Care Groups due to opening of escalation areas, sickness 
and dependency / acuity of patients. However reduction in usage has been seen in three of 
the Care Groups along with WCH and SMH. 
 
A further ward has been awarded white status in the ward accreditation programme. A 
detailed development plan is to be developed by the Clinical Matron and Head of Nursing.  
 

What is the key question(s) for the meeting to consider? 

Is the Board assured that they are receiving the correct information as regards the quality 
metrics from the in-patient areas through the Care Groups and to Board? 
 

  

Recommendation  

The Board is recommended to: 
o Note the content of the report.   

 

 

Equality and Diversity 
Statement 

Potential impacts on vulnerable clients in particular the elderly 
as they are at increased risk of falls, pressure ulcers and 
infections. 
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Nursing and Midwifery Ward to Board Exception Report 

 
 

1. Purpose 
 

The purpose of this report is to provide the Quality Assurance Committee with a monthly 
exception report on the Nursing and Midwifery 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 Leader, 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. 

 
The dashboard will be an integral component of the Integrated Performance Report and 
be used for triangulation with the ASPIRE Ward Accreditation results and Clinical Matron 
review reports (this includes Clinical Matron Rounds). 

 
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. Executive Summary 

 
3.1 Safety 

 
3.1.1 Pressure Ulcers  
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One >grade 2 pressure ulcer (graph 2) was reported in November 2019. This 
occurred in the Anaesthetic Critical Care and Theatres Care Group on the 
Critical Care unit. The case has been investigated as per the SI process and 
the findings indicate that there was a significant deterioration in clinical 
condition where the patient’s immunocompromised state led to the 
development of a skin rash and increased vulnerability to pressure ulceration. 
The Critical Care team have reviewed the number of pressure ulcers reported 
in a 6 month period from 1st April 2019 to 31st October 2019. Eighteen 
pressure ulcers were reported during this period, 13 of which were device 
related, 8 being attributed to ET tubes. The Clinical matron has reviewed 
practice relating to the care of ET tubes and has identified that all 8 patients 
had been identified as being too ill to reposition the tube. As an experienced 
critical care nurse she has challenged this as she believes this can be done 
with senior support. A process has now been introduced whereby a decision 
of this nature has to be agreed by the nurse in charge and the doctor and a 
datix submitted. 
 

 3.1.2 Hospital Acquired Thrombosis 
 

Zero hospital acquired thrombosis was reported in November 2019. There 
has been a slight improvement in the number of VTE risk assessments 
completed across the Trust in November 2019 to 97% (graph 6). This 
coincides with a slight improvement in prescribing VTE prophylaxis noted to 
be at 94.6% (graph 7) which is the best position for over 12 months. The 
action to include VTE prophylaxis as part of the ward round standard to 
ensure all patients have this aspect of care reviewed each day appears to be 
having some impact. 

 
3.1.3 Falls 

 
Despite reporting the best position with regards to falls since September 2018 
in the last report, there has been a small increase in numbers this month with 
101 falls reported with 17 of these being reported in patients who were 
clinically fit for discharge at the time the fall occurred. There is no obvious 
reason for this increase and early indications for December 2019 suggest that 
the number of falls has reduced again. One of the falls resulted in moderate 
harm; however this has not been declared as a Serious Incident, however a 
concise report has been requested in line with the framework. Despite the 
increase in numbers one ward Kerensa, has seen a month by month 
reduction from 9 falls in July to 2 falls in November 2019. The introduction of 
the Meaningful Activities Co-Ordinators is thought to have contributed to this 
reduction; this will be monitored. 

 
 

3.1.4 Catheter Associated Urinary Tract Infections (CAUTI) 
 

Three CAUTI were reported via the safety thermometer in November 2019 
which is the highest number of cases reported in a month since May 2018. 
The cases occurred on Eden Ward; 2 and Critical Care Unit; 1. The two on 
Eden Ward were incorrectly recorded. The incident on Critical Care is 
currently being investigated by the Clinical Matron as this is an unusual 
situation. 
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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. A copy of the questions can be seen in 
Appendix 2. 
 
There were five in-patient areas that triggered on QuESTT in November 
2019. The wards are: 
 

 Wellington Ward (reported in the previous month) 

 Gastro and Liver Unit; GLU (reported in the previous month) 

 Kerensa Ward 

 St Mawes Unit 

 St Michael’s Ward 
 

All of the wards have action plans in place (Appendix 3) that they are working 
to, in order to improve their performance. The main themes across the 5 
wards include: 
 

 Higher than expected sickness 

 Higher than expected vacancies 

 New Leaders in post 

 Increase in complaints 

 Not meeting appraisal compliance rate 
 

3.2 Nursing and Midwifery Workforce 
 

3.2 1 Sickness 
 

In November 2019 the nursing and midwifery sickness rate remained static in 
November at 6% (graph 15). This brings the average for the last 12 months to 
6%, which is a worse position on the previous 12 months at 4.8%.  

 
The sickness rate has increased across the following Care Groups UET, 
General Surgery, St Michael’s Hospital, West Cornwall Hospital with the 
highest sickness rate Specialist Services and Surgery at 7.3% but this has 
reduced from 12.6% in July which is a significant achievement. 
 
The Employee Relations Advisors aligned to the Care Groups continue to 
support Line Managers with absence management in order that the Care 
Group Triumvirates can be assured that colleagues are receiving the 
appropriate level of support while they are absent from work. They continue to 
be proactive with supporting colleagues to return to the workplace as soon as 
they are able; adjusting their role or redeploying as necessary.  
  

3.2.2 Nursing and Midwifery Agency Usage / Vacancies 
 

In October 2019 the Agency usage across the Trust reduced to the lowest 
level 116.03 WTE for seven months (graph 17). Unfortunately this position 
has not been sustained in November with an increase in use to 131.38 WTE.  
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Agency usage has increased in the Specialist Medicine, General Surgery 
Care Group and Urgent Emergency and Trauma Care Groups. This is as a 
result of opening escalation areas and staffing of the ED queue due to 
ongoing operational pressures, opening of SDMA, sickness rates and acuity 
of patients. Business cases are in the process of being completed for 
additional staffing and in the meantime the HON’s for the areas continue to 
work with recruitment and finance to review ongoing trajectories to monitor 
agency usage. 
On a positive note agency usage has reduced in the Specialist Services and 
Surgery Care Group from 13.49 in October 2019 to 7.94 in November 2019, 
Critical Care where only 0.2 WTE was used in November 2019, Women and 
Children’s with a 50% reduction in 2 months and reductions at West Cornwall 
and St Michael’s Hospitals.  
 
The Trust wide vacancy rate continues to reduce and is currently at 186.74 
WTE (11.2%). This situation is expected to reduce further in the coming 
months with the appointment of further international nurses and approved 
business cases. 
 
The Operational Workforce Group continues to have oversight of agency 
usage with check and challenge to all Care Groups as necessary.  

 
3.2.3 Appraisal 

 
The percentage of nursing and midwifery appraisals completed across the 
Trust during November 2019 has increased from the October 2019 position of 
75.4% to 87.7%. The average for the last 12 months is 75.3% which is a 
slightly worse position on the previous 12 months at 76.8%. 

 
Compliance in the Women and Children’s Care Group for November 2019 
was 100%. Improvements have also been noted in the General Surgery and 
Cancer Care Group for 3 consecutive months; WCH has seen a significant 
improvement over the last 2 months from 67% to 91%. The Urgent 
Emergency and Trauma Care Group, although still below 70% compliance, 
has made and improvement in November 2019. The Care Group have a 
trajectory in place to reach 95% compliance. In order for this to be achievable 
and sustainable the increase month on month is relatively small, however this 
gives the Care Group the opportunity to embed the practices that will help to 
maintain compliance at a steady rate. 
 
SMH is a concern with compliance at only 45%. The Clinical Matron has 
established a local team to drive improvements in their performance. The 
Ward Leaders have been set targets to complete the appraisals and they 
have administration support to ensure timely upload to ESR. 
 
The Employee Relation Advisors are working hard to increase compliance, 
working with Clinical Matrons to determine how to best support Ward Leaders 
with keeping up the momentum of ensuring our colleagues are appraised.  

 
3.3 Patient Experience 

 
3.3.1 Friends and Family 

 
The Friends and Family Recommended, (graph 26) has increased to 94.4% 
in November 2019 across the Trust and remains within normal variation. The 
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Trust wide response rate for the last 12 months was 19.55% which is an 
improvement on the previous 12 months of 16.9%. 

 
 

3.3.2 Complaints 
 

In November 2019 18 formal complaints were received and 21 informal 
complaints were received which is an improvement on the previous month. 
The main theme is regarding communication with patients and relatives. 
Actions being taken include implementation of ‘meet and greet’ providing 
relatives and patients an opportunity to discuss any concerns they have, 
introduction of posters to identify key personnel who patients and relatives 
can speak to in the clinical area if they have a concern or wish to obtain more 
information. 
 

3.4 Operational 
 

3.4.3 Morning Discharge 
 

The Trust wide percentage of patients discharged in the morning has reduced 
from 3.4% in October 2019 to 2.9% in November 2019. Care Groups continue 
to drive measures as per the SAFER care bundle to improve morning 
discharge including the identification of potential discharges overnight to be 
reviewed first thing in the morning; all discharges to have transport booked for 
the morning; challenge for all care groups to have 30 discharges by lunch-
time (home for lunch). 

 
3.5 Supportive measures – Gastro and Liver Unit 

As reported previously the Gastro and Liver Unit has a supportive measures 
Improvement Plan in place. The actions are now being progressed in a staged manner 
(Appendix 4). Key progress points include: 
 

 The current focus continues 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. The team improvement board has now been 
introduced to staff and regular meetings with staff at the board have commenced 
and are embedded. 
 

 A deep dive into 8 Hospital Acquired Pressure ulcers that occurred over the last 6 
months has been completed by the Consultant Nurse for Tissue Viability. The 
findings are to be share with the leadership team this month which will underpin 
any further actions required in this area. 

 

 An investment case is in development 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. 

 

 A toolbox talk on nutrition in order to enhance nutritional care on the ward 
commenced in December 2019 and is expected to have been shared with all staff 
by mid – January 2020. 

 

 Next steps included a renewed focus and education on all aspects of infection 
prevention and control from January 2020 onwards. 
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3.6 ASPIRE Ward Accreditation – White Action Plans 

Four wards have been assessed as white (previously red) as part of the Aspire V4 Ward 
Accreditation process. These are: 

 

Ward  Previous award V4 award 

Trauma Silver White, White but 
increased from 50% to 
57% 

GLU Bronze White 

Kerensa Silver  White 

Wellington Gold Bronze, White 

 
The Gastro and Liver Unit has a detailed improvement plan as described in section 4 
following their fresh eyes review and covers key aspects of Aspire findings. Both Trauma 
Unit and Kerensa Ward 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). Wellington Ward has only just 
been re-accredited and will therefore develop their development plan this month. 
 
 

4 Conclusion 
 
There has been continued good performance in relation to hospital acquired thrombosis. 
 
The number of falls reported has increased slightly with no obvious themes identified. 
The number of falls with harm continues to fall. All inpatient areas have now received 
‘Call Don’t Fall’ signs to be displayed in the patient bed space. The improvement 
practitioner has completed on audit of the use of red socks to see if all patients meet the 
set criteria for use. The findings indicate that red socks are being used as a preventative 
measure rather than an alert to staff that the patient is high risk. Further work is 
underway to improve ownership at ward level to ensure these are used appropriately. 

Five wards triggered QuESTT in November 2019; the themes are mainly regarding 
sickness; vacancies; new Ward Leaders in post and appraisals. All areas have action 
plans which are being implemented and overseen by the Heads of Nursing. 
 
Reduction in agency usage has unfortunately not been sustained in November 2019. 
Increases have been noted in three of the Care Groups due to opening of escalation 
areas, sickness and acuity of patients. However reduction in usage has been seen in 
three of the Care Groups along with WCH and SMH. 
 
A further ward has been awarded white status in the ward accreditation programme. A 
detailed development plan is to be developed by the Clinical Matron and Head of 
Nursing.  
 

 
5 Recommendations and next steps 
 

The Quality Improvement Practitioner continues to work with Medical Unit 1 and Medical 
Unit 2 West Cornwall Hospital to pilot a defined programme of activities in support of the 
‘Work, Rest, Play’ initiative which includes putting in place an activity trolley, a weekly 
newspaper club and offering chair based exercises in the bays. 
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The falls Task and Finish Group met in December 2019 to plan the pilot for the 
standardised approach for debriefing following a patient fall, this is due to be piloted 
throughout January 2020 on Phoenix Ward, Trauma Unit, Kerensa Ward, and Tintagel 
Ward. 

 
Aspire, Ward Accreditation, Version 4 to continue to be rolled out across all adult in-
patient areas with all adult in-patient areas including Critical Care expected to be 
completed by the end of January 2020. The Out Patient Accreditation Tool is being 
launched on the 20 January 2020. Paediatrics and Maternity are expected to be carried 
out in February. 
 
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. 

 
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. 

 
Monthly reports will be submitted to the Committee and a quarterly report to Board.  
 
The Board/Committee 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 GLU 

Division: Specialist Services and Surgery Month ref:  December 2019 QUESTT Score: 13 

Specialty: Specialist Services Owner:  (Clinical Matron) Chris Mitchell 

Ward:  Gastroenterology and Liver Unit Action Plan Leader: (Ward Manager)        Glyn Belt 

 
 Issues identified for action 

 
Quest 
Score 

Actions Responsible 
Person 

By when 
(Date) 

Evidence  

1 New or no line manager in post 
(within last 6 months) 

3 GB now in post, this will continue to flag until 
April 2020 when he will be in post for over 6 
months.  

N/A 01/04/2020 GB now in post.  

2 Vacancy rate higher than 3% 

 

3 Involved in generic recruitment and currently 
have x2 WTE band 5 vacancies out to 
advert. 

1.8 WTE band 6 now recruited to aiming for 
start dates early February. We are also 
awaiting 3 further international nurses to 
start on the unit between now and March.  

Glyn Belt/ 

Chris Mitchell 

Ongoing New starters in post and feedback 
from recruitment with confirmed start 
dates.  

OSCE and NMC Pin confirmation of 
international nurses on the ward. 

3 Sickness absence rate higher than 
3.5% 

 

2 Ward Charge Nurse now managing sickness 
levels appropriately with the support of HR. 
x2 long term sickness review meetings 
planned fort January, hopeful that one will 
provide outcome for HCA currently on LT 
sick >1 year. 

Ward team continue to focus on short term 
sickness and timely completion of RTW etc.   

Glyn Belt/ 

Deputies 

Ongoing Long term sickness plans and returns 
to work form’s completed. 

4 Planned annual appraisal rate 
below 95% 

2 Appraisal rate at 65%. GLU currently not 
showing under GB on ESR, contact made 
with ESR so we can develop plans for 
ensuring we improve our compliance.  

Glyn Belt/ 
Deputies 

31/01/2020 Appraisals completed and 
improvement in overall compliance 
figure.  

Appendix 3  
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QuESTT Action Plan Kerensa 
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Key Area Action Target Date Accountable Status Measure of success Progress Date 
Completed 

New ward 
manager in 

post 

Ward manager returned 
from maternity leave 

End Jan Clinical Matron  Ward manager 
returned from 

maternity leave 

 7/1/20 

Vacancy rate 
higher than 3% 

Reviewing ward templates 
and correcting 

establishment to reflect 
acuity 

 

29
th
 

February 
2020 

Ward Leader 
Clinical Matron 

 New template in 
place. Any additional 

posts successfully 
recruited to. 

New template commencing 
Jan/Feb rota 

 

Sickness 
absence higher 

than 3% 

All sickness absence 
monitored with HR 

assistance 

31
st
 March 

2020 
Ward Leader 

Clinical Matron 
 Reduction in 

sickness 
All sickness meetings, return 
to work, formal and informal 
dates set 

 

QuESTT Action Plan St Michael’s ward 
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Key Area Action Target Date Accountable Status Measure of success Progress Date 
Completed 

Unfilled shifts 
and high 

vacancy rate  

Continue to drive 
recruitment 

And reduce reliance on 
agency nurses  

 

 
1/4/2020 

 
Clare Wheeler 

Sally Dale 

  
Less agency spend 

Recruit into FML 

 
1 international Nurse started 
and 2 more in the process 

Interviewing for Band 5 
nurses on Jan 27

th
  

 

 
Poor friends 
and family 
response 

 
To raise in twice daily safety 

briefs 
Incorporate in ward clerk 
role vacancy in ward clerk 

post on SM 

 
1/2/2020 

 
Clare Wheeler 

  
Increase in response 

rate 

 
Finance approved to recruit 

an additional B2 2 – 10 
Monday – Friday who will 
give out surveys on late 
discharges and transfers 

 
New Ward Clerk will 

commence post in January 

 

 
Increase in 
complaints 

 
To share learning re poor 

communication when 
discharging patient 

Will naturally improve when 
more substantive nurses in 

post and less agency 
nurses 

 
1/2/2020 

 
Clare Wheeler 

  
Formal Complaints to 

below 2 per month  

 
Shared learning in safety 

brief has commenced 

 

QuESTT Action Plan St Mawes  
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Appendix 4 GLU Supportive Measures Action Plan  
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Kerensa 
 

 
 
 
 
 
 

Appendix 8 ASPIRE White Action Plans - Wellington in progress 
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Trauma  
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