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3.1
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3.2
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(c) three other Members, who shall be Chairman of each of the Policy Review
Committees (ex officio).

3.3
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(iii) consider any financial matter relating to a Government Department or
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(iv) consider such matters as the Committee may think fit in order to scrutinise
the efficiency and effectiveness of the implementation of Government policy; and
(v) lay an Annual Report before Tynwald at each October sitting and any other
reports as the Committee may think fit.

(b)

3.5

be authorised in terms of sections 3 and 4 of the Tynwald Proceedings Act 1876
as amended and the Standing Orders to take evidence and summon the
attendance of witnesses and further to require the attendance of Ministers for
the purpose of assisting the Committee in the consideration of its terms of
reference.

The Chairman, Vice-Chairman and any member of the Committee shall not sit when
the accounts of any body of which that person is a member are being considered.

The powers, privileges and immunities relating to the work of a committee of Tynwald are
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To: The Hon Stephen C Rodan MLC, President of Tynwald,
and the Hon Council and Keys in Tynwald assembled

STANDING COMMITTEE OF TYNWALD ON PUBLIC ACCOUNTS
FIRST REPORT FOR THE SESSION 2017-2018
OVERSPENDING AT NOBLE’S HOSPITAL – FIRST REPORT
Background
1.

The Isle of Man has two hospitals: Noble’s, which opened in its current location in July
2003 and the Ramsey and District Cottage Hospital. For over 20 years Noble’s Hospital
has been overspent in relation to budget1 and so we decided to undertake this inquiry.

2.

We noted that this problem was not a new one; in the 1991 Strategy for Health and
Community Services on the Isle of Man it said:
The team considered the current years' budgets for the hospital services and noted
that the revenue out turn for 1989/90, while overall in balance, masked an
overspending at Nobles hospital. This reflects the developing cost pressures within the
acute service.
Nobles hospital was £600,000 overspent on a £13m budget in 1989/90. An
overspending on the Nobles budget is again anticipated in the 1990/91 financial year.
The main problem areas are non-staff headings, particularly the pharmaceutical
budget.2

1
2
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3.

In 2016/17 Nobles hospital was £14.5 million overspent on a £77.9 million budget3
and overspending is again anticipated in the 2017/18 financial year4.
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4.

The Isle of Man is not unique with regard to spending on healthcare. Fully funded NHS
systems are becoming rarer as demand outstrips supply, especially where there is no
form of co-payment or rationing. The costs of safety, especially staffing and training,
combined with increasing public expectations of the service have been key cost
drivers.

5.

The Island’s National Health Service has grown alongside the UK NHS, and has faced a
similar growth in issues, pressures and expectations. In the Isle of Man 19% of
Government expenditure is on health services, in 2016 in the UK the equivalent
proportion was similar at 20%.

6.

The United Kingdom Office for National Statistics reported in 2015 that spending on
healthcare per United Kingdom resident increased by more than two and a half times
from £941 in 1997 to £2,350 in 20135. In 2013 health spending per capita in the Isle of
Man was £1,926.6

7.

Even in the light of the changes to the VAT sharing agreement in 2009 and 2011 the
Noble’s budget has largely been protected. The budget increased year on year until
2016-17 although since 2013-14 this has been at a lower rate than inflation.7

3
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Future Dependency
8.

In the 1991 Strategy for Health and Community Services on the Isle of Man it was
noted that the population in 1990 was 68,000 and it was predicted that this would rise
in 20 years to 75,800. In fact in 2011 the population was 84,297, with a drop to 83,314
by the 2016 census.8

9.

One of the benefits of improvements in healthcare and medical science is that people
are living longer and alongside a declining birth rate this creates a long term challenge
for health services, the dependency ratio. Put simply the proportion of working
population is decreasing.

10.

This chart shows the dependency ratio for the Isle of Man over the last 40 years and
so we can see that although the current position and future projections are of concern
this is far from the highest the ratio has been.
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11.

8
9

Dependency is a factor which will affect the ability of both Nobles and other health
services to achieve value for money in the long term. However it is a risk which must
be considered alongside the more immediate pressures; rising treatment and supplies
costs, a worldwide shortage of medical professionals, increasing health and safety
requirements and the rising expectations of consumers.

Annex 2
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Scope
12.

At the outset the Committee agreed a broad scope for the inquiry. Our aim was to
understand the reasons for the perpetual and increasing overspend at Nobles
Hospital, focusing on:


the strategic context, and to what extent the plans* designed in the past to mitigate
this problem have succeeded (and why);



the current strategic outlook, and whether the current plans are likely achieve the
desired outcomes;



areas of significant cost inflation, justification and mitigation;



how value is measured including benchmarking;

and to offer any general and specific recommendations for improvement.
*in this context plans is meant in the widest form including quality, financial and
governance.
13.

Early in the process we concluded that the inquiry would be more manageable if it
was taken in parts. This first report will therefore cover strategies and planning,
financial management and the overarching leadership and governance. Staff matters,
operational matters, quality, benchmarking and spending will be covered in more
detail later in the inquiry.

Methodology
14.

We have looked at a significant amount of evidence spanning a number of years to
identify recurring threads.

15.

We must record our thanks to the Department of Health and Social Care who have
been open and responsive in relation to queries and requests for information. We
have invariably received what we wanted in a timely manner.

16.

At the beginning of the inquiry we issued a public call for evidence and we would also
like to thank all of those people who took the time to write to us. Unusually for a
parliamentary inquiry we took the decision not to publish submissions as a matter of
course as some of the information shared was personal. However the information
provided has helped us to shape the scope of the inquiry and we will continue to refer
to that evidence. We were disappointed at the low number of public and staff
contributions to our call for evidence, and we will consider how to engage differently
when considering future themes.
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17.

We have conducted two public oral evidence sessions, first with Hon Kate Beecroft
MHK, Minister for Health and Social Care and Dr Malcolm Couch, Chief Executive and
then with Mr David Catlow, Finance Director and Mr Mike Quinn, Director of Hospital
Services. We also took evidence in private from the three political members of the
Department of Health and Social Care, Miss Clare Bettison MHK, Mrs Ann Corlett MHK
and Mr Jason Moorhouse MHK and from former member Mr Rob Callister MHK. The
Hansard of this evidence is published as part of this report.

18.

Mr Callister is a member of the Public Accounts Committee. However, for this part of
the inquiry he has acted as a witness and has therefore recused himself from any
involvement in the preparation of this report.

19.

Mrs Poole-Wilson joined the Committee following a resolution of Tynwald on 21st
November 2017. This amended paragraph 3.2(c) of the Schedule to the Tynwald
Standing Orders to include the Chairman of the Constitutional and Legal Affairs and
Justice Committee as a member of the Public Accounts Committee.

Strategic Overview
20.

We considered Nobles by looking more broadly at the overall strategy within which it
operates, looking at strategic documents from 1991, 2003, 2011 and 2015. A
comparison of the main themes can be seen in Annex 3. As far back as 199110 the
aspiration was for a main acute centre with three regional community hubs and a
move to integrated care. At that time the aim was to transition within a decade and
yet the 2015 strategy is remarkably similar with integrated care still an aspiration.

21.

It would appear that while business as usual has continued there has been an inability
to deliver strategic change. With costs rising due to an increased demand for services,
particularly in relation to improvements in medical science and drugs and increased
life expectancy, change is needed if health services are to be sustainable. We wanted
to understand why the implementation of previous strategies had apparently failed
and, looking at the current strategy published in 2015, whether there is evidence that
it will be different this time?

22.

It is hard to pinpoint the exact reasons for historic failure but some common themes
have emerged: a disconnect between strategy and action; a lack of delivery plans; and
more recently a high turnover in leadership and senior officer posts. In addition there
has been a lack of robust management information to support decision making; and
uncertainty over funding availability, especially post 2009. We have seen the
hallmarks of all of these over the last decade.
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23.

It is of note that there has been a consistent vision for over a quarter of a century but
an inability to articulate this into changes to the front line service delivery. This issue
was identified in the Healthcare Commission Report in 2006 which noted that in
respect of the 2003 strategy it “had not been translated into an operational plan and
there was not a clear set of priorities and key indicators of performance that were
understood by those working within the acute health services.”11

24.

In evidence Dr Couch said:
there is an elephants’ graveyard of strategies where, if we look at the elements of
them and maybe the recommendations in them, nothing was done; a strategy is a
complete waste of time without an implementation plan or implementation plans, and
I suspect that historically that hump was not got over and again there was just a sort
of settling back and saying, ‘We have the strategy now, it will happen as if by magic’.
We are in a different environment now. 12

25.

We asked Mr Catlow what his view was on the clarity around the current strategy. He
said:
I think that does provide clarity to the Department. As with any strategic document,
the question is how it is implemented and the time taken to implement. I think the
Department’s strategy is very clear. We are looking to improve our services, we are
looking to get more care into the community, we are looking to make better hospital
services, better value for money. I think that is very helpful; it is now a matter of
implementation.13

26.

Mr Quinn said:
I certainly think, based on the conversations I have had and the papers I have read, the
intent has been there. I think it is about taking that intention and delivering it into
operation, which I am pleased to say we are in the process of doing.14

27.

In 2016-17 the Department had published a Service Delivery Plan linked to the 2015
Strategy which included 12 priorities.15 In its 2016-17 Annual Report the Health
Services Consultative Committee commented:
There was no differentiation between the Priorities, they all have equal status.
However, again, the HSCC from their discussion and recommendations have agreed
that Integrated Care, HR, contract sorting and prioritising services through the JSNA
are pivotal to the Strategy and should therefore have been given more focus. This lack

11
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13 th
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14 th
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of focus on important Priorities leaves increasing doubt as to whether the Strategy can
be achieved in 5 years.16
28.

In 2017-18 this plan has been replaced by one which links the 2015 strategy and the
actions in the Programme for Government.17 Dr Couch confirmed that the divisions
still have service delivery plans but for the Department he explained:
the basic departmental thrust was to align with the Programme for Government, and
then the elements of the quarterly reporting for the Programme for Government that
we would have put into DHSC quarterly updates will now be reflected in the national
Government updates.18

29.

We asked Mr Quinn why divisional service delivery plans, that appear to have
provided the bridge from strategy to action in 2016-17, have not been produced for
Noble’s in 2017-18. Mr Quinn explained:
I would say that was not through design, if I am perfectly honest. I suppose it is a little
bit like what you referred to when Mr Couch said about having a strategy and not
having an implementation plan. What I want to move us away from is putting
documents in the way of things happening. Often what people focus on is producing
the paper and they do not become living, breathing, working documents. So, certainly
going into the new financial year we will be having, as you have described,
implementation plans that will be measurable. Our performance monitoring will be
against those plans. They will not be shelved and put away to gather dust and a tick
box exercise completed on an annual basis. I think they have to be living, working and
meaningful and I suppose from my perspective I did not believe that is what was being
delivered at that point in time and nor did I want people to use time, energy and
resource in pulling together an updated version of a document that again would be put
back in the cupboard and gather dust.19

30.

We welcome Mr Quinn’s comments about stopping the production of unnecessary
documents. The implementation plan is a critical tool to act as a driver for change,
which allocates personal responsibility, accountability, budget and a timescale for
delivery. Without this, it is easy for staff to revert to business as usual.

31.

We are concerned that the Department still has a case of strategy-itis with a ‘strategy’
being required for all sorts of things from independent living to eye care.20 Whilst not
decrying the importance of these individual areas, it is hard for the layman, and

16
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18 th
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19 th
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Appendix D p.37-40
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indeed staff, to ascertain what the Department’s priorities are and how the different
work strands fit into a bigger picture. The Minister commented, “It is such a huge
Department it is difficult at first to get your head round all the different strategies and
where you are meant to be going.”21
32.

The scenario where too many goals or conflicting imperatives create a situation where
everything is a priority, is a concern. In that scenario, nothing really gets
accomplished. Business owners must know how to select and prioritize, edit, and
delete. Miss Bettison commented “I do not think there is a bigger picture, I think we
are spending all of our time looking at what we can cut.”22 Dr Couch commented that
“the urgent is always pushing aside the important”23 and “the short-term strategic
which at the moment, to be honest with you, are finances and the quality of care.”24
All three departmental Members mentioned firefighting and a short term focus on
cost savings and the hospital. Mr Moorhouse said “I think the strategy is not as
important as it was. The immediate need has taken over as the key focal point.”25

33.

In their 2016-17 Annual report the Health Services Consultative Committee
commented:
The 5-yr strategy remains un-costed. Whilst some regular cost challenging is evident
e.g. Nobles performance meetings, the high level political decision making to enable
service prioritisation has not taken place. Further financial deterioration seems
inevitable.26

34.

We find that the most compelling reason for failure is a lack of ability to articulate the
strategy to a service delivered at the coal face. We are concerned that people can
become at best confused and at worst fearful of change when the strategy is not
related to their roles in a way they can understand and work with.
We conclude that the 2015 strategy is in danger of getting lost, partly due to an over
emphasis on the short term budgetary challenge and partly because of a myriad of
other strategies. The strategy needs to be communicated in a simple form that
resonates with the public, politicians and staff and it needs to be accorded the
priority and resources necessary to ensure its delivery.
Recommendation 1
That the Department of Health and Social Care should focus on a single strategic
document that outlines prioritised goals, service provision, budget and expected

21

th

9 Oct lines 28-29
rd
23 Oct lines 432-33
23 th
9 Oct lines 1799-1800
24 th
9 Oct lines 825-826
25
rd
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outcomes based on a target operating model with underpinning plans detailing the
implementation. This should be brought to Tynwald for approval by October 2018.
Recommendation 2
Significant Departmental change programmes such as integrated care, or a shift to
community care must be allocated dedicated financial and personnel resources,
and be subject to proper project management.

2015 Strategic Aims and Programme for Government
35.

Almost any change to the provision of health services will have an effect on the
demand for or delivery of acute (hospital) services and so progress with all of the
overarching strategic aims27 was of interest to us during this part of the inquiry. We
make the following observations about the 2015 strategic aims and Programme for
Government actions.

Integrated Care Strategy
36.

The strategic summary of the 1991 Strategy for Health and Community Services on the
Isle of Man included the following points:
2. Three community hospitals providing services to elderly and psychiatric patients and
a limited range of acute services. These will be located in the north, the south and the
centre of the island.
4. A range of community based support services aimed at keeping patients in their
homes as long as possible to be urgently developed and in place by the time
community units are completed.28

37.

Compare this with the 2015 Strategy and related 2016 Programme for Government
action:
To help people stay well in their own homes and communities, avoiding hospital or
residential care whenever possible, requiring closer integration of community services,
to treat people as complete individuals, and more partnership with third sector and
faith groups;29
Move more services from the hospital into the community so care is provided closer to
peoples' homes (Jul 21)30

27

Annex 3
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28
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38.

So 25 years later the aim for integrated care appears to be unchanged but also
unrealised.
Unfortunately an Integrated Care (I/C) strategy is long overdue. This is a mainstay of
the 5-yr Strategy and was a specific Ministerial promise at the Public Roadshows in
January 2016. It has barely got off the starting blocks. The new emphasis on I/C, with
collaborative working across all Health provision, appears to remain a pipe dream.31

39.

The question must be why? We asked a number of the witnesses specifically about
progress with this strategic aim.

40.

The Minister, Mrs Beecroft, said:
if you put the people first the efficiencies will flow from that. People want to be treated
in their locality, in their own home and have services near to them, and with truly
integrated care that is what you get. But you also save money at the same time
because you are keeping people out of the high end cost, like the Acute Services in
Noble’s Hospital.”32

41.

She confirmed that work to achieve this is currently being led by the Deputy Chief
Executive, Mrs Michaela Morris, and that “now we have had the initial work done and
with the Deputy Chief Executive driving it forward we will see a lot more progress.”33

42.

Dr Couch appeared more circumspect, saying:
We have not moved particularly far with things like that yet, but I would not discount
the fact that we need to do, because it would still probably be less expensive to wrap
services around people, even out of hours at home in the community, than having
them as an inpatient in Noble’s Hospital.”34
He went on to say:
I think there will be a series of what might seem to be relatively small tweaks and
projects, but they will build up increasingly into a thing where people turn around and
say, ‘Actually, this is far better than it was before’.”35

43.

He also said:
The big things you might see, as I think the Minister was hinting at earlier, we might
start to simply take down some of the divisional walls completely … you could argue
that we only need to think about community services and hospital services … what

31
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then would be within community services and you would manage them all as one
entity. Then, as the Minister said, you could drive some savings out of the top end, but
the people who win are the folk in the community who get that care.”36
44.

Mr Quinn commented:
Integration – we have to be careful it is not just a way of describing something,
because it does require a certain mind set and major culture change – should be
around us following the patient, not the patient following us; and therefore the
patient, if it is successful, should see an extremely seamless set of services, or seamless
service, provided to them, and where that care is provided is determined based on
their respective need at that moment in time.
I think the other thing that it would require is a single budget, because if you are
competing in an integrated model somebody will always come out on top, and the true
essence of integration is about the patient at the centre first and foremost and not the
services that sit around the patient.
So, in answer to your question have I seen a successful model, no is the answer. I think
it is a philosophy which is well thought through, it is a philosophy which people
consider easy to adopt. I think the reality is that making it a reality is extremely difficult
until you start to break down some of the professional boundaries that exist. Here on a
small Island you would expect possibly it is easier to deliver integrated healthcare; I
would say because we are a small Island it will make it more difficult, simply because
of those professional boundaries that currently exist. It requires a lot of trust and a lot
of belief and joined-up working.37

45.

Mr Catlow said:
I think there is a warning, or possibly a rider that should be carried that I do not think
this is necessarily a cheaper model; I think this is more a case of trying to provide the
right care in the right place at the right time. So, whilst I think there is a separation, I
do not think integrated care should be seen as a panacea to the Department’s financial
challenge, I think it should be seen as providing a better healthcare model, and if we
can separate those two … and possibly providing a better healthcare model might
provide benefits to the financial difficulties we face, but it is not a route to a cheaper
healthcare system necessarily, I believe.38

46.

36

Based on what we have heard we have a number of concerns.

th
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th
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47.

The first is that a target operating model for integrated care still does not exist. In
May 2015 the then Minister, Mr Quayle, said:
we are progressing our five-year strategy, incorporating ideas from my recent trip to
New Zealand along with other ideas from the leadership team which will help improve
the service in the longer term. Whilst we are clear that we must make the Health
Service financially sustainable, this cannot be done overnight. It is likely to take three
to five years to implement the necessary changes required for long-term viability. The
five-year strategy we are developing will be accompanied by a five-year financial plan,
which will demonstrate what funding is required in the short term in order to make
these longer-term improvements. I am hopeful that this will enable us to make a
strong case to Treasury for us to be able to access some recurrent funding for a period
until we implement our new model and achieve sustainability.39

48.

When we asked the current Minister about this she said “No, that is with the Deputy
Chief Executive, she is driving that work forward at the moment to decide exactly
which way we are going to go. But as I said previously, it looks like different areas are
going to need different tweaks of the same thing.”40

49.

We are not confident that an integrated care model for the Isle of Man is well
understood. Dr Couch said “when we talk about integrated care we first of all need to
tell our communities what we think integrated care means, or almost ask them what
they think it means.”41 There has been a meeting recently in the West of the Island to
consult on perceived requirements for integrated care there42 but what about other
areas? We note the recent announcement about the ‘step-up, step-down’ 31-bed
inpatient service which will be established at Ramsey and District Cottage Hospital43. Is
this a step towards the development of a community hub or simply a measure to
reduce the overall costs of healthcare delivery, or both?

50.

We asked witnesses about their involvement in the integrated care strategy work:
Mrs Corlett said,
That has been stepped up, I think, in the last few months. The Deputy Chief Executive
has taken that on, but just at this time, we are not hearing very much about it. But I
am sure when they have their strategy together, they will bring something forward.44

39

th
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Mr Quinn said,
I would say from a hospital perspective we are a contributor to the integrated
healthcare agenda, but what it will act as and what it does serve to act as is a catalyst
for change within the hospital as well, because again my observation – and it will not
just be my observation – is that we work within silos, and even within the acute
hospital we work in silos that can sometimes result in things slowing down; and if
things slow down, the impact that has on patients can be dramatic. So I would suggest
it is acting as a facilitation for us to do things differently within the hospital first and
foremost, and it is about how we then contribute to the overall integrated agenda as a
key stakeholder. 45
51.

We asked the Chief Constable about the Constabulary’s involvement in the
Department of Health and Social Care’s plans for community hubs in relation to multiagency working and he said:
We have dialogue with them. I am not sure of the extent to which we are going to play
a part in them, but that is the sort of thing we are talking about where you could
develop ...46

52.

The Chief Constable had explained in evidence that in spite of a much more positive
direction of travel in relation to the Mental Health Strategy his officers continued to
have regular involvement in dealing with people with mental health issues. Examples
included looking for people at risk of harm and waiting with people in hospital when
other health professionals were not available47. Our view is that an integrated care
service, provided in a community hub, should be part of the solution to this issue and
so the comment from the Chief Constable about a lack of involvement in this
development work is a concern.

53.

Finally, and in relation to the management of public money perhaps of most concern,
is that we have not heard or seen any evidence that gives us confidence that
integrated care will deliver the savings that will ultimately help us to achieve long term
cost containment. In 2016/17 the Department’s budget was reduced and “The
Department decided to take the whole £6m reduction away from the Noble’s division.
This was consistent with a fundamental aim in the 5-year strategy, which is to switch
resources from Noble’s Hospital to health and care services in the community.” 48

54.

Simply saying it will be more efficient and taking money away from Noble’s will not
make integrated care happen. The Health Services Consultative Committee noted:
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Integrated Care … languished for 6 months with little progression; it clearly suffered
from the lack of a Project Plan. After 12 months of little action apart from Focus
Groups and a Task and Finish group, it is still far from being moved forward and lacks
even an agreed definition. This lack of focus is worrying because many of the other
Priorities and Actions in the Strategy are dependent on a new approach to Integrated
Care.49
55.

It appears that at present, there is only one dedicated officer on this project, no
specific budget and no clear vision for what it will look like, two years after Mr
Quayle’s announcement.
We conclude that while integrated care should improve patient care and could be a
future model for health care in the Isle of Man, the Department does not have, or
has not shared with stakeholders, the necessary target operating model and it does
not know whether this model will be more financially sustainable than any other.

Prevention and early intervention
56.

Another way to reduce the cost of acute care is to prevent ill health from occurring. In
evidence we heard that the information that is needed to inform such plans comes
from the Department’s Public Health Division, but that with a budgetary deficit
funding health promotion is difficult.50

57.

We commend the Public Health 2017 annual report51 which includes the first set of
results from a two-year programme of work to establish and use a set of measures in
relation to Isle of Man health. The measurement framework is modelled on a UK
dataset which will allow both measurement of progress but also benchmarking with
others.
It is regrettable that the short term budget issues mean that it will be difficult to
fund prevention and early intervention programmes. However the evidence based
outcome measures are key in being able to plan and demonstrate progress in the
future and Public Health are to be congratulated on their work.

Essential Services
58.

It is understandable that even with a clear strategy with implementation plans there
will be “mission creep” in the face of insatiable public and political demand for more
services. The latest Minister has not been immune from these pressures implementing
a Translarna trial, and having referred to “three things I said when I became Health
Minister that I particularly wanted to do: There was stroke thrombolysis, there was an
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ME service, and there was diabetic retinopathy.”52 She went on to explain that in
relation to the stroke thrombolysis service “it was discovered it was on the risk
register so we had to do it anyway, regardless of whether it was on my wish list or
not.”53
59.

It is a serious concern to us that spending is being bid for or going ahead on new
initiatives which are not safety critical despite the considerable extant overspend of
the Department. We believe that the Chief Executive did the right thing in the context
of the over-spend and Clinical Recommendations Committee recommendation in
relation to Translarna to seek a direction from the Minister.54
Recommendation 3
That services should not be expanded or new services introduced until the
Department is back in financial balance, unless a substantial risk to patient safety
has been identified.

60.

As a counter to this we have noted that there are now a small number of Health and
Social Care Clinical Commissioning Policies on the department website. Dr Couch
explained these have been reviewed by a committee of clinical experts and each sets
out the expected treatment pathway for a certain medical condition. There are some
conditions where the treatments are considered to be of low clinical value and these
will no longer be routinely treated.

61.

Looking more broadly again we explored the foundation for the Minister’s comment
during her statement on Financial Sustainability to Tynwald in July that “we cannot
provide all the services here on the Island, and neither should we try”.55

62.

The Minister advised of the existence of the “Big Strategy Group”56, also referred to by
others as the ‘task and finish’ group, whose role it is to ascertain the mix of on- and
off-Island treatments which will also form an important part of the work required to
define service provision.

63.

Mr Quinn explained:
I am an active member of that group; I was one of the initiators of it. I think it is a
fundamental question we have to ask: what is it that we are required to provide here
on the Island, first and foremost? Without the detailed output of work of that group
we have to respond and provide an emergency service, so we have to deliver babies,
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we have to provide an A&E department and we have to have adequate diagnostic
information at our disposal.
When you look then at the core things, core services, that you are required to provide
to keep it safe, we then start to bolt on what are those other things that we absolutely
must and need to provide locally, and I think there are things that we are currently
providing that, because of economies of scale, we perhaps in the future will not, but
we need to give access to services. 57
64.

We note with some concern that the finance team are not currently part of this
group58 and departmental Members do not appear to be aware of the work of this
group.59 However we look forward to its report in the Spring.60

National Health and Care Service Act 2016
65.

During the second reading of the National Health and Care Service Bill 2016 in the
House of Keys the then Minister (Mr Quayle) said:
This is an important Bill that will modernise the existing legislative framework for our
health and care services set by the NHS Act 2001 and allow the Department to deliver
the five-year strategy that Tynwald Court unanimously approved in November last
year. The Bill also ensures that the Department is well placed to deliver its obligations
in respect of healthcare, including where those obligations are closely linked to the
regulatory regimes in the United Kingdom.
Hon. Members, the Bill has six key deliverables and these are: (1) an integrated health
and care service; (2) provision for a Health and Care Service Charter; (3) provision to
create detailed schemes; (4) a revised approach to charges and contributions; (5)
strengthening our position with regard to commissioning and contracts, including our
requirement to hold an improved service provider list; and finally, (6) strengthening the
role of our committees and complaints process.
The most significant change in this legislation, compared with the current National
Health Service Act 2001, is the proposed introduction of the National Health and Care
Service Charter and the NHCS schemes.
The Charter will set out the Department’s general commitments around standards,
values and behaviours in respect of the NHCS, and will be linked to the Department’s
five-year strategy. The NHCS schemes will provide a more detailed regulatory
framework, setting out how services will be provided in accordance with certain
standards of care.
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66.

Royal Assent was given in July 2016. Just over a year later the Department launched a
consultation on the draft National Health and Care Service Charter61, a response to
recommendations made in the Francis Working Group Report regarding the
introduction of a constitution62, and the draft National Health and Care Service
General Scheme 201763.

67.

This consultation closed on 12 September, and at the time of writing the consultation
response has still not been published. The Government consultation principles and
guidance states “Publish consultation responses within 12 weeks of the consultation
closing. If it will take longer than this, state your expected timescale for publication to
ensure transparency.” 64 This date passed on 5th December and it is disappointing that
a month later it is still not known when the 270 responders’ comments65 and the
Department’s commentary will be known.

68.

We asked witnesses what effect the new Act, Charter and Scheme would have. The
Minister and Chief Executive noted that within the new legislative framework
provided services would be set out with fees and charges.66 Neither Mr Quinn nor Mr
Catlow were able to comment on whether there had been a business case in respect
of the proposed charter or scheme67 and neither was able to describe in any detail the
effect the new legislation would have in relation to their areas of responsibility.68
When asked a similar question about the new legislation the Departmental members
talked primarily about the effect of new charges.69
We conclude that the new legislative framework is required to underpin the delivery
of the 2015 Strategy and that while the General Scheme that went out to
consultation represents a start in managing public expectations, it is not very
digestible as a detailed scope or vision for hospital services. It is a concern that the
original aspirations for this legislation seem to have become lost and that even well
publicised proposals for charging were apparently not supported by a business case.

Change Management and Digital Transformation
69.

Digital transformation of the hospital and health and care services is an aim in the
Programme for Government and a number of different projects are underway. The
Health Services Consultative Committee noted that with regard to the Digital Strategy:
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Milestones have been on target and progress updates are posted publicly and wellcommunicated to relevant stakeholders. It has received substantial funding to ensure
success when many other health business cases have not had the same level of
priority.70
70.

We have not undertaken a close review of the project governance arrangements so
far but we were concerned about an example reported in the Financial Sustainability
Briefing; £300,000 was spent on a Health Roster system, but no savings were
identified and the return on investment was not known.71 Dr Couch explained this
was an older long running project and confirmed that post implementation reviews
are now done.72 Mr Catlow commented:
“it [a post implementation review] should be [done]. Unless the return on investment is
not financial but in terms of improved service, improved outcomes, improved clinical
efficiency, a return on investment normally is a financial measure. Without knowing
the detail of the business case I cannot comment, but normally a return on investment
should, of course, be known.

71.

Mr Quinn went on to talk more generally about the change management process used
within the hospital. He explained any member of staff could propose an idea and then
a person would be nominated to develop the idea which would be reviewed by the
Operations Management team and the Senior Management Team before leaving the
hospital to be considered at Department level. He agreed that a return on investment
would be a fundamental part of any business case.73

72.

It is not clear whether all of this information is reaching the Department level
meetings though as we heard the following from the Departmental Members:
Miss Bettison said:
you are trying to come up with answers to complex decisions that you might not have
had more than a short briefing paper on.74
Mrs Corlett said:
I think we need to be careful that we are making evidence-based decisions. I do not
think the evidence is always supplied and when it is, it is not always as … When
proposals come forward, I feel they are not always as detailed as they should be.
and,
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there are some issues that need decisions that have perhaps been brought before us
several times and each time sent back for more information.75
We conclude that while some good practice may exist in relation to preparing for
change this is not universal. Proper governance, business cases and project
management is required for all projects. With respect to ensuring value for money it
is reassuring that, where necessary, proposals are returned for further information
to be provided before decisions are made.

Financial Management
Savings Target
73.

In his 2017/18 budget speech, with respect to the budget allocated to the Department
of Health and Social Care, the Treasury Minister said that following a request for an
additional £21 million he was proposing the budget be increased by £11 million
placing a requirement on the Department to save £10 million.76

74.

We asked a number of witnesses whether the Department would be on budget this
year.
In October the Minister said:
That’s a really tough question; and the answer to that is, genuinely, I am not sure. As I
say, we had costs to save of about £10 million this year and the things that we put in
place have reduced that down. The forecast at the moment is for five-point-something
overspend – I cannot remember exactly what it is.77;
and went on to explain
it is a little bit of a moving feast at the moment, that we are still trying desperately to
come in on budget, but whether we will be able to implement enough in a timely
manner to turn that round before the end of year, I am not 100% sure.78
In December Mr Catlow advised:
As a Department, I think our central forecast is somewhere between £7 million and
£8.5 million overspent. Obviously, we have a demand-led service. That is only working
on month seven out of 12 and we have still got to go through the winter, so there are a
range of risks to that and opportunities to that forecast which will spread the range. So
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the range could be less than that and the range could be more than that, but as a
Department that is the central forecast at the moment.79;
and for Noble’s Hospital:
there is a large range of possibilities because we are still quite a way out from year
end, I am afraid, but the current year-end forecast centrally is around £10.2 million to
just over £11 million80
75.

In evidence the Minister said “we have made about £5 million cost savings up until
now within the Department”81 and “I am still doing my best, and trying to bring in
things that you can change quickly, even if it is only for short term to come in on
budget we are doing our best”82.

76.

Mrs Corlett commented “it is constantly said that we have got £5m worth of savings
identified. As a political member, I could not tell you where those are.”83 and that she
had not seen a breakdown of how the £10million target would be achieved84. When
asked on 23rd October whether the Department would be in budget for 2016-17 she
said:
No. Definitely not. And I think we ought to be admitting that right now, because what
is the point in saying, ‘Oh yes, we’re going to try, we’re going to try’? It is not going to
happen …. I think everyone is quite clear that this is not happening.85

77.

The current approach to making cuts in order to save money short term is a serious
concern to the Departmental Members, Mrs Corlett said:
This cannot be turned around in five minutes. Like I say, it is health care; it is people’s
lives. We have to do it in the right way and that takes time. It is so huge. We are a year
in and we have made some impression on it – absolutely. But I never believed we could
turn around in a year …. there is just too much firefighting. It is overwhelming. That is
all it is about now: how can we save money? How can we come in on budget? The
things that we are having to discuss now are becoming quite unpalatable, in order to
come in on budget. Should we be doing that? 86
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78.

Miss Bettison said:
I think the Minister has felt pressured when she has presented to Tynwald and the Keys
to say that we are obviously wanting to come in on budget – and we absolutely are; I
think that was absolutely what we intended to do – but ultimately there comes a point
when you have got to say, ‘We can’t. We’ve got it wrong and we are not willing to
make these sorts of decisions,’ because I think they will be entirely unpalatable, some
of them.87

79.

When asked if she thought proposed cuts may have an effect on safety Miss Bettison
said, “I think there is a possibility and I have had feedback from nurses on the floor
that that could be the case.”88

80.

It is of surprise and a grave concern to note that neither before the additional budget
was provided, nor since, has a clear plan existed identifying where the full £10m of
budgeted savings would come from, and what the timescale was for delivery.
We conclude that to have a savings target without a plan for how those savings will
be achieved, almost a year after the need was identified, epitomises poor financial
management.
We conclude that implementing any short term measures that may have negative
long term implications should only be undertaken with extreme caution.

Budgeting
81.

It is clear that the requirement to meet the budget target is placing the Department
under severe pressure. Looking at the figures from across the Department, Noble’s is
the main area of concern in this regard and the budgets allocated in recent years do
not appear to have been based on any objective evidence of what is needed. Without
this information and an idea of whether the current spending is value for money we
would argue that setting an overall savings target is pointless.

82.

Dr Couch said:
if you started afresh you would look at the population of the Isle of Man, determine
what its needs were and determine what services would meet those needs. You would
determine the quality and frequency of those services, you would work out the cost of
the quality and frequency, you would have a budget and you would talk to the
Treasury and say, ‘This is what we think we need to look after the people of the Isle of
Man’. That has never, ever happened.”89
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83.

A Deloitte review of the budget process for the Department of Health and Social Care,
completed in 2015, made a number of recommendations the first of which said:
It is difficult for the Department to gain control of its financial position without
understanding whether the existing budget allocation and baseline is fit for purpose. It
is therefore recommended that the Department and Treasury jointly undertake a
comprehensive exercise to establish a baseline position, which should be supported by
both parties. This would involve reviewing the total activity that the Department must
undertake, including projections of future trends. It would then use workforce analytics
to model the safe workforce required to meet that activity. When the safe baseline
workforce has been modelled, it can then be costed. The political implications of this
rebasing exercise could then be explored if the total cost differs to the current
established budget. This could include looking at a more appropriate allocation /
budget setting process and also more cost effective options for undertaking the
required activity more effectively and efficiently. Such an exercise would provide a
sound foundation on which processes for budget allocation, setting and cost reduction
could be built.90

84.

The Department stated in its Financial Sustainability Briefing paper published in July
2017 that:
The Department plans to move away from the traditional method of setting the next
year’s budget by taking the current year’s figure and making a few adjustments. In
future, the ambition is to measure intended spending more precisely against specific
and achievable objectives. However, the Department was not ready to make this
complex change in time for the setting of the 2016/17 budget.91

85.

We asked the Minister and Chief Executive about these plans. The Minister said:
As you know, I have been as passionate as you about getting the budget process
changed. We are doing some programme budgeting at the moment and we will be
doing more next year, which will actually – apart from breaking down some of the silos
within the Department – give you a better idea of what a whole procedure costs,
taking in all the different elements … the budget process itself, yes, it is being changed
to make it more fit, but it will take a bit of work, it cannot all be done at once within
such a big Department without any additional resource.92

86.

Dr Couch was asked whether Treasury were supporting the change in approach, he
said:
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I think at the most basic level it is understanding. I think they listen to what we say and
they understand the many issues that we face. I suspect – and we have not had this
particular conversation – if we said to them we want to do this exercise they would be
fully supportive, and I think we would need to do a bid to the Invest to Save Fund to get
some external support to help us to do it. I think there has also been some talk, and
again this is not a particular secret, about whether or not almost an independent
inquiry into our services and budget should be commissioned by Tynwald, or whoever. I
can see that would be quite a valuable thing to do also.93
87.

The Chairman challenged this, pointing out that more than one review had been
undertaken in the last 10 years and asked Dr Couch if he knew what the right
budgetary system would be for the Department. Dr Couch restated the requirement
for an exploration of the baseline but cautioned:
The problem we come back to I think is data. So if I say that first step would need to be
a needs analysis then somebody coming to do the exercise with us would say, ‘Can you
tell us what your needs analyses are?’ And they may not be there yet, so we would
almost need to have a run-up to this sort of exercise and make sure that we had all of
the components that would need to go into the exercise to make it work, otherwise it
would be half-cocked.94

88.

Miss Bettison commented:
There was a tongue-in-cheek comment made at the Treasury meeting by someone in
Treasury that, ‘We gave you extra last year and some savings to try to get … and it has
not worked, so maybe we should play hardball next time and give you less.’ I am not
sure that is going to work. That makes me nervous because we have got no clue what
is going to come out of Treasury.95

89.

Dr Couch96 and Mr Catlow97 both described the programme budgeting approach
which is currently being undertaken for three services, ophthalmology, diabetes and
rheumatology. This is a baseline budgeting approach for discrete services and using
this approach it is possible to benchmark against the same services delivered in a
range of areas in the UK.

90.

In the United Kingdom, Lord Carter of Coles has undertaken a piece of work to bring
together data on resources, activity and quality measures to identify best practise in
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the NHS.98 The three elements of the health service are interdependent and need to
be considered together. Whilst the Isle of Man is far smaller than even the smallest
UK NHS Trust, this approach will allow many areas to be benchmarked – a theme we
hope to return to in a future report.
91.

The Isle of Man Budget system is very much incrementally based, and little
fundamental change has happened since your Committee reported on the subject in
201199. A more sophisticated system of financial and non-financial performance data
is required in order for Government’s desire to be responsive and evidence based can
be realised. There does not appear to be a plan for how the budget system is to
change to respond to this need.
We conclude that the Deloitte report and recommendations are as valid now as
when they were written three years ago. It is still the case that the actual cost of
health care in the Isle of Man and what it should cost is not known. It has been
proven that neither the incremental or ‘hardball’ budget approach works, a true
cooperation is required.
We conclude that if the baseline is not known then Tynwald cannot know whether
value for money is being achieved and whether changes will improve the overall
financial position.
Recommendation 4
That the Department needs to articulate a vision for its financial and non-financial
management information, including its measures for establishing the effectiveness
and efficiency of Nobles hospital in order to provide a sound basis for decision
making going forward.
Recommendation 5
That a five year financial plan for the Department of Health and Social Care,
incorporating funding for the strategic plan, should be brought to Tynwald for
approval by October 2018.
Recommendation 6
That Treasury examines how effective the current budget process is in supporting
Departments with their requirement to deliver public services and reports to
Tynwald with recommendations by July 2018.
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Specific Savings Measures
92.

In the Financial Sustainability Briefing paper published in July 2017 it was stated that
making health and social care services more efficient was necessary but would “not be
sufficient to put services on a sustainable footing in the longer term.”100 A number of
other measures were described and we have reflected on some of these following
evidence given.

Strategic Commissioning
93.

Strategic commissioning has been mentioned as an approach. Mr Catlow explained
what this means:
It is about determining what the needs of the population are, it is about determining
what an appropriate … what it is providing and how it is provided to what level and
what quality, determining an appropriate financial envelope using external
benchmarks, for example, and then working out how on Island we provide that. That
could be provided by Mike’s services at the hospital, it could be provided by services
outside the hospital and we could decide to buy in external services. It is about the
whole pathway from determining a needs analysis to working out how we meet that
needs analysis in an effective financial way, to actually commissioning those services
and then monitoring the delivery of those services against our original commissioning
intentions.101

94.

We note that the previously mentioned reviews of ophthalmology, diabetes and
rheumatology are examples of the work that is necessary before commissioning can
be considered and that this approach will not be possible in all areas until the issues
with lack of data are addressed.

95.

The Department joining the North of England Commercial Procurement Collaborative
in January 2017 is an early success for the Director of Commissioning. The Department
confirmed that 60%102 of the initial £450k target savings are predicted for a full year
going forward.103

96.

We support the drive for better value for money in this area and are hopeful that
additional savings will be identified in relation to this initiative in the future, but are
also mindful that in the context of a £10m savings target, this level of saving will only
have a limited impact.
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Medication Costs
97.

The Department spent around £17 million on prescription medication in 2016-17 and
collected less than £700k in contributions as over 90% of prescriptions are free104. The
Department has been consulting on proposed changes to the system. The Minister
explained this is in an effort to make the system fairer105 and reduce the cost to the
taxpayer.

98.

It is not our place to comment on the merits of the policy around free prescriptions,
however we reserve the right to draw conclusions based on effectiveness, efficiency,
value for money and fairness. It is recognised that the stated aim of the measure was
not principally to increase revenue. We also note that an effective means testing
policy would have added greater legitimacy to the claims of the system being fairer.

99.

In evidence it did not seem clear how much the proposals, if implemented, would
recoup. The Department confirmed in information supplied later that that it had
predicted a reduction to 48% of free prescriptions.106 There is no firm savings
prediction as it is not possible to predict the number of prepayment certificates that
will be taken up, but we do feel that a best and worst case scenario estimate could
have been useful as part of communicating the need for change. We were also
disappointed at the lack of information initially provided as to how many would be
affected in each category, what the cost of providing treatments is in each category,
and the number of people and the cost of exemptions.

Paid for Care Cost Recovery
100. We asked whether all of the care provided, that should be paid for, was being billed.
Dr Couch confirmed that where the Department was aware that a charge should be
levied, it was and told us that the recovery rate in 2016-17 was 98% of a total of
£1,583,306.75 billed.107 However he said “there are always anecdotes about people
who may have lived here and do not really live here now, etc. but pinning that down is
a tough one.”108 In the context of this amount we do not believe that it warrants
prioritisation at this time.
Summary
101. In terms of long term sustainability the biggest ticket item, as would be expected in a
health and care service, is employee costs. These are around 80% of the Noble’s
budget and we will look at staff matters in more detail in a later report.
104
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Leadership and Governance
102. The governance of the Department, is, on the face of it, like every other Government
Department. Mr Catlow described the current system which had been in place for
around 15 months; a monthly departmental meeting and an executive leadership
team with committees for transformation, finance and commissioning, care and
safety, information systems and an HR forum. He said:
I do not see a huge difference in the governance of this Department and the
governance in other organisations that I have worked in. I think in some other
organisations I have worked in perhaps it has been a little more mature, the systems,
but you have got to start somewhere.109
103. Mr Quinn described the system within the hospital; weekly operational meetings and
monthly senior management, finance and performance meetings.110
104. While it is a concern that this structure is still thought of as bedding in when the
department in its current form has been in existence since April 2014, we note the
high turnover of senior staff in the last three years; two entirely different political
teams, three chief executives and a large number of changes in the senior team with
some posts removed and some new ones created. New teams do need time to
develop ways of working together and to build trust.
105. At this time there is probably limited value in exploring in detail why Dr Couch, or his
immediate predecessor Mr Charters, did not take over the reins of a structure they
saw as fit for purpose. But one or two points did strike us as unusual.
Governance Board
106. In 2014 a Governance Board was introduced. This was abolished in April 2016, much
to the surprise of the then political Member of the board Mr Coleman and its
Chairman, Mr Ian Thompson, who advised us:
How and why did it cease to exist – I believe the ‘how’ came solely from a decision by
the Chief Executive. I am not aware of his reasoning or purpose in coming to that
decision and he did not offer me the courtesy of telling me of his decision and the
reasoning behind it. Indeed, I found out about the scrapping of the Board by contacting
the Department’s admin staff in preparation for the forthcoming meeting and was
advised that there wouldn’t be any more meetings.111
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107. We asked Dr Couch about this and he advised that the Governance Board were
briefed by him at a meeting on 11 February 2016. We have noted that the copy
minute provided does not actually state that the Board is to be disbanded just that a
review is taking place:
Any Other Business:
a. Update on Review of Committees and future of Corporate Governance Board.
MC advised that the Department was reviewing the role and function of all committees
and boards. The SMT group had become a Board of Directors and beneath this
structure would sit approx. seven sub committees with responsibility for scrutiny and
oversight of all departmental activity including governance. ToR for all of the sub
committees were being drafted.112
108. We also noted that neither Chief Executive appears to have adopted the
recommendations of the December 2013 management consultant review113, “to
determine how effective existing management arrangements are at Noble’s hospital in
managing and co-ordinating the provision of acute health care”, relating to an
independent Governing Board being established. This may be something worth
revisiting.
109. In evidence from the departmental Members we did hear about some differences in
relation to the current political operation which we thought might be perceived as
issues elsewhere. We would like to express our thanks to the Members for their
candour in giving evidence as we fully appreciate this is not an easy thing to do. Our
overriding impression was of their frustration at lack of progress having tried to
influence this internally.
Inexperienced team
110. In October 2016, the DHSC political team comprised a new Minister and four
departmental Members who were all newly elected. To a certain extent this was
inevitable, although use was not made of Legislative Council experience which was
open to the Minister, although an approach was made to an MLC about a nondepartmental board role. Whilst it is up to the Minister and the Council of Ministers
to formulate an effective team, this might be considered a missed opportunity.
However, it is as important that an effective and cohesive team is in place.
111. When discussing the budget challenge Miss Bettison commented:
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My perspective would be that everyone within the Department of Health and Social
Care … it is the first ministerial post for the Minister and it is the first Department post
for all the Members. So we were an incredibly new team coming into this and I think
there has been almost this determination to prove that we can. I would be the first to
put my hands up and say, ‘No I do not think we can,’ but I think that overall there has
been this feeling that we need to prove it,114
112. Members of Tynwald are not elected by virtue of leadership or strategic experience
and although they work with a Chief Executive it is important that individual politicians
are given the tools to tackle the strategic priorities that their Government work
requires of them.
Recommendation 7
We recommend that needs analysis and training is routinely offered to Ministers
and Members of Departments to assist them in the business of leading a
Government Department.
Political working practices
113. We were surprised to learn that Members did not appear to have been given any real
authority to act in their areas of delegations. We asked each of them to what degree
they were able to make decisions
114. Miss Bettison said:
I do not think we make decisions, essentially. As a departmental Member, the decisions
ultimately fall with the Minister – that would be her perception and that is what she
has explained. She will obviously take our opinions on board, but ultimately it is her
decision because she is the Department.115
115. Mrs Corlett replied:
No. No, I do not make any decisions individually….. Anything that comes through my
Divisions comes to the Department for decisions.116
116. Mr Moorhouse felt it was not dissimilar in some ways to his involvement in Public
Transport but said:
In terms of the way the system appears to work, I have involvement, but when the
decisions are made, it is going to be made through departmental meetings or one of
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the meetings we have got the Members at……. So yes, I have an involvement, but in
terms of running it, that is down to the Minister.117
117. Mr Callister noted a big difference in relation to his role in DED, he said:
I basically did nothing. I did not speak to a single member of staff, other than in a
Department meeting or in the Clinical Recommendation board meetings. Outside the
board environment I did not speak to one single member of staff. I had no input to the
policies or the strategies118
He also said
You have also got to understand last year we were new Members, so I would probably
act slightly differently this year than I did last year. I was a brand new MHK just elected
to the House of Keys, so all I can compare is what was happening in DED, and I
certainly felt that DED was being very open, very welcoming; but it was not the same,
it was almost like a closed shop in the Department of Health and Social Care.119
118. We noted that when he was a departmental Member Mr Callister’s responsibility for
Noble’s Hospital was shared with the Minister. We asked about that and he said:
In respect of the Hospital, I had to be careful because I had joint responsibility with the
Minister; I did not have delegated responsibility. So realistically I needed the approval
of the Minister, I needed to work with the Minister, but unfortunately during every
time I had asked it just never happened.120
I felt that the Minister just could not or would not use the experience that was on offer
from the Members. If you do not want any Members in your Department then you say
you do not have any Members in your Department, and you get on and do the job. I
think that is well documented. If you put Members in your Department then utilise
them and actually try, collectively, to work together.121
119. It is of course a matter for Ministers as to how they delegate powers within their
Department, and experience shows that the form of delegations has varied widely
over time and between Departments. It is for Ministers to reflect on how they get the
best use of their members given the recent Functioning of Tynwald report
recommended that pay should be linked to substantial responsibility. It is hard, based
on the evidence we have seen from Members, to make that link in the current set up
of the Department.
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We conclude that the Minister’s decision to take on Noble’s as her own
responsibility showed a desire to get to grips with the issues there, but that her
apparent reluctance to delegate may have undermined her ability to take a true
oversight role and think strategically about the Department’s challenges.
120. In taking evidence from the departmental Members we noted further evidence of
what Dr Couch described as the urgent always pushing aside the important.122 Noble’s
appears to consume the attention of the Department at the expense of other
Divisions. Miss Bettison commented:
the nine-or-ten-hour meetings do tend to focus predominantly around the Hospital
because that is where the biggest problem is. So there is a feeling, I feel, amongst the
other Divisions that are not Hospital based that they are getting somewhat side
tracked because the focus is on the overspend at the Hospital and that is to the
detriment of those services that will ultimately end up having to pick up some of their
slack, and are already subsidising that loss in the Hospital because they are coming in
… both my Divisions come in under budget and they are helping to subsidise the
Hospital’s overspend.123
121. Mrs Corlett commented that she would support the idea of the Hospital being run by a
Board because it is demoralising for people in her division as any savings made go to
the hospital and while matters of life and death have to take priority there is no
evidence of funding being provided to develop the community care services in line
with the strategy.124
122. Miss Bettison also mentioned that there was a danger of animosity towards the
hospital saying;
I think that is how it could end up and I think people are trying very hard to offer
constructive feedback as to how that would work, but ultimately if you are looking at
reducing any services in the Hospital you are going to push through into the
community because those people are still going to be there with their same perceived
need. But we are looking at cutting everyone’s budget by the 5% or whatever, or
reducing their staff, so how can you expect them to increase their capacity where
fundamentally they are coming in on a budget already – under budget, in fact, in some
cases.125
We conclude that care needs to be taken not to erode community services within
the Department in order to prop up growing demand at Noble’s hospital.
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Disconnect between the staff and politicians
123. The 2006 Healthcare Commission review said “Stronger working relationships need to
be built between healthcare executives and Members of the House of Keys so that the
provision of services are championed and developed in an active evidence-based
manner rather than through the current reactive way of working.” 126
124. From the evidence we heard we do not think this is working well currently. Well
intentioned measures such as the safeguarding practice of having members escorted
lead to an ‘us and them’ atmosphere. Any risk here could surely have been easily
removed by ensuring that Members had the same checks as other hospital staff and
volunteers.
125. Dr Couch was asked about his relationship with the Minister and Department
Members he said:
I think it is a well-understood relationship; certainly all of my senior colleagues are
aware of that relationship and the interface between the political arm and the
operational arm of the Department. I think it works as well as it can do.127
126. He was then asked if he considered political members to be his colleagues. He replied:
If I am absolutely honest with you the answer is no, but I think I have got a very clear
reason for saying that. Public sector employees and the DHSC are all charged with
particular operational roles, and it does not matter whether you are a housekeeper
buffing the floors at Noble's Hospital through to the Chief Executive.
Members of Tynwald have particular roles as public office holders in the Isle of Man
and again there is a very clear holding. Obviously the Minister in law is the Department
of Health and Social Care. That is an incredibly important and heavy responsibility to
bear, and her political Members will support her in that role by covering the policy and
some of the strategic aspects of where the Department is going.
But they are not my colleagues that I work very, very closely with them; I have an
enormous amount of respect with them and we are talking very frequently about
matters, but it is not a relationship of colleagues, in my view.128
127. We consider that this distinction is not helpful to the sense of trust and teamwork that
is required to tackle difficult challenges together.
128. We sent Dr Couch a copy of the information in paragraphs 125-127 and invited him to
comment. His response is included in Appendix 5.
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Concluding Remarks
129. We set out to explore why there is a consistent overspend at Noble’s Hospital and the
true answer to that question has to be nobody knows whether the hospital is
spending more than it should because nobody knows what services it should be
providing, and at what cost.
130. The lack of germane financial and non-financial management information has been
mentioned more than once in this report and is expected to be a continuing theme in
future reports. It is fundamental to know and be able to measure the business in order
to be able to establish a baseline and then to understand the effect of changing the
business. Being able to measure value and the achievement of outcomes is essential.
131. We are encouraged by the fact that the lack of management information is recognised
as an issue by the current executive leadership and steps are being taken to address
this but at this point in time there is still no vision of the perfect end state for Nobles
information technology, i.e. what information it will deliver.
132. Ultimately there is a strategic aim and there is evidence of many activities, some of
which will undoubtedly move health services forward and many people are involved in
trying very hard to deliver these. The evidence of the last 25 years tells us that
working in this way we can deliver business as usual alongside incremental change.
The degree to which this is judged to be successful however is almost completely
subjective. The Department has so far not introduced rigorous performance systems
to ensure delivery.
133. Until there are current and future operating models for the health service which show
current service costs and value and projected costs it is impossible to state with any
degree of certainty whether we could be delivering better value for money.
134. The Minister said: “there is a lot going on and it seems to be working. We keep
changing things and nudging things round every now and again and say, ‘Would it be
better if we did this?’”129 We believe this is simply not enough.

List of Conclusions and Recommendations
We conclude that the 2015 strategy is in danger of getting lost, partly due to an over
emphasis on the short term budgetary challenge and partly because of a myriad of
other strategies. The strategy needs to be communicated in a simple form that
resonates with the public, politicians and staff and it needs to be accorded the
priority and resources necessary to ensure its delivery.
129
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Recommendation 1
That the Department of Health and Social Care should focus on a single strategic
document that outlines prioritised goals, service provision, budget and expected
outcomes based on a target operating model with underpinning plans detailing the
implementation. This should be brought to Tynwald for approval by October 2018.
Recommendation 2
Significant Departmental change programmes such as integrated care, or a shift to
community care must be allocated dedicated financial and personnel resources,
and be subject to proper project management.
We conclude that while integrated care should improve patient care and could be a
future model for health care in the Isle of Man, the Department does not have, or
has not shared with stakeholders, the necessary target operating model and it does
not know whether this model will be more financially sustainable than any other.
It is regrettable that the short term budget issues mean that it will be difficult to
fund prevention and early intervention programmes. However the evidence based
outcome measures are key in being able to plan and demonstrate progress in the
future and Public Health are to be congratulated on their work.
Recommendation 3
That services should not be expanded or new services introduced until the
Department is back in financial balance, unless a substantial risk to patient safety
has been identified.
We conclude that the new legislative framework is required to underpin the delivery
of the 2015 Strategy and that while the General Scheme that went out to
consultation represents a start in managing public expectations, it is not very
digestible as a detailed scope or vision for hospital services. It is a concern that the
original aspirations for this legislation seem to have become lost and that even well
publicised proposals for charging were apparently not supported by a business case.
We conclude that while some good practice may exist in relation to preparing for
change this is not universal. Proper governance, business cases and project
management is required for all projects. With respect to ensuring value for money it
is reassuring that, where necessary, proposals are returned for further information
to be provided before decisions are made.
We conclude that to have a savings target without a plan for how those savings will
be achieved, almost a year after the need was identified, epitomises poor financial
management.
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We conclude that implementing any short term measures that may have negative
long term implications should only be undertaken with extreme caution.
We conclude that the Deloitte report and recommendations are as valid now as
when they were written three years ago. It is still the case that the actual cost of
health care in the Isle of Man and what it should cost is not known. It has been
proven that neither the incremental or ‘hardball’ budget approach works, a true
cooperation is required.
We conclude that if the baseline is not known then Tynwald cannot know whether
value for money is being achieved and whether changes will improve the overall
financial position.
Recommendation 4
That the Department needs to articulate a vision for its financial and non-financial
management information, including its measures for establishing the effectiveness
and efficiency of Nobles hospital in order to provide a sound basis for decision
making going forward.
Recommendation 5
That a five year financial plan for the Department of Health and Social Care,
incorporating funding for the strategic plan, should be brought to Tynwald for
approval by October 2018.
Recommendation 6
That Treasury examines how effective the current budget process is in supporting
Departments with their requirement to deliver public services and reports to
Tynwald with recommendations by July 2018.
Recommendation 7
We recommend that needs analysis and training is routinely offered to Ministers
and Members of Departments to assist them in the business of leading a
Government Department.
We conclude that the Minister’s decision to take on Noble’s as her own
responsibility showed a desire to get to grips with the issues there, but that her
apparent reluctance to delegate may have undermined her ability to take a true
oversight role and think strategically about the Department’s challenges.
We conclude that care needs to be taken not to erode community services within
the Department in order to prop up growing demand at Noble’s hospital.
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Annex 1 Noble’s Hospital Financial Summary
£000's

Budget
£000’s
130

Net
Spend
£000’s

Net
Spend v
Budget

% Over
Budget

131

89/90

(1)

13,000

13,600

600

4.62%

95/96
96/97
97/98
98/99
99/00
00/01
01/02
02/03
03/04
04/05
05/06
06/07
07/08
08/09
09/10
10/11
11/12
12/13
13/14
14/15
15/16
16/17

*

19,562
18,807
20,305
22,251
24,857
28,021
31,208
35,623
39,031
42,090
46,098
48,125
61,495
67,991
69,957
73,745
74,288
79,141
79,962
81,297
81,842
77,900

19,875
19,907
23,283
26,386
29,248
30,778
34,068
37,532
43,499
46,909
48,718
50,101
67,615
75,508
74,511
75,504
78,612
80,761
85,791
88,121
87,326
92,482

313
1,100
2,978
4,135
4,391
2,757
2,860
1,909
4,468
4,819
2,620
1,976
6,120
7,517
4,554
1,759
4,324
1,620
5,829
6,824
5,484
14,582

1.60%
5.85%
14.67%
18.58%
17.67%
9.84%
9.16%
5.36%
11.45%
11.45%
5.68%
4.11%
9.95%
11.06%
6.51%
2.39%
5.82%
2.05%
7.29%
8.39%
6.70%
18.72%

~
*

* (2)
(2)
*

*~
~
* (3)

%
Increase
in Net
Spend on
previous
year

0.16%
16.96%
13.33%
10.85%
5.23%
10.69%
10.17%
15.90%
7.84%
3.86%
2.84%
34.96%
11.67%
-1.32%
1.33%
4.12%
2.73%
6.23%
2.72%
-0.90%
5.90%

%
Increase
in
Budget
on
previous
year

-3.86%
7.97%
9.58%
11.71%
12.73%
11.37%
14.15%
9.57%
7.84%
9.52%
4.40%
27.78%
10.56%
2.89%
5.41%
0.74%
6.53%
1.04%
1.67%
0.67%
-4.82%

IOM
Financial
Year
Average
% RPI 132

2.9%
2.9%
2.3%
2.5%
2.2%
2.8%
1.4%
3.0%
3.1%
5.6%
3.6%
3.1%
4.1%
4.4%
1.6%
5.4%
5.4%
2.7%
2.8%
2.4%
2.6%
5.5%

* Change of Minister ~ Change of Chief Executive
(1) Figure from 1991 Strategy for Health and Community Services on the Isle of Man.
(2) In 07/08 and 08/09 the amount of around £13 million for the 'Remuneration of
Specialists was moved into the Noble's Hospital budget line.

130

Isle of Man Budget – Pink Books
Isle of Man Government Detailed Accounts – Light Blue Books
132
Isle of Man Inflation Historic Datasets – Cabinet Office – Nov 2017 : Isle of Man Retail Prices Index All Items
12 month percentage change (https://www.gov.im/media/1359093/historic-inflation-data-november2017.pdf)
131
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(3) The 16/17 Budget figure is taken from Axapta as the Isle of Man Budget 16-17 (Pink
Book) does not reflect superannuation allocation by division.
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Annex 2 Population Data and Dependency Profiling
Year
1951
1961
1966
1971
1976
1981
1986
1991
1996
2001
2006
2011
2016

Working
Population

Under
16

%

65+

%

Total

Dependency
Ratio

32,542
35,902
36,244
41,459
43,278
47,081
49,485
51,614
50,816

13,207
13,389
12,318
12,904
13,483
14,509
14,571
15,036
14,233

40.6%
37.3%
34.0%
31.1%
31.2%
30.8%
29.4%
29.1%
28.0%

14,747
15,378
15,304
15,425
14,953
14,725
16,002
17,847
18,265

45.3%
42.8%
42.2%
37.2%
34.6%
31.3%
32.3%
34.6%
35.9%

27,954
28,767
27,622
28,329
28,436
29,234
30,573
32,883
32,498

85.9%
80.1%
76.2%
68.3%
65.7%
62.1%
61.8%
63.7%
64.0%

p.13 2016 Census133

133

https://www.gov.im/media/1355784/2016-isle-of-man-census-report.pdf
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Resident
Population
54,024
47,166
49,312
53,228
60,496
64,679
64,282
69,788
71,714
76,315
80,058
84,497
83,314
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Annex 3 A Summary of Strategies
1991 A Strategy for Health and
Community Services on the Isle
of Man
At the start of the 21st Century
the Isle of Man will have in
place a modern Healthcare
system comparable with the
best in the Western World.

2003

To achieve a reduction in
premature mortality.

2011

Overall Aims
services designed around the
needs of the population.

To ensure that access to
services is based on need and
equity.

2015 Health and social care in
the Isle of Man – the next five
years

2016 Programme for
Government

value for money – good value
health and care services for
everyone

To ensure that people receive
good value health and social
care, making better use of
staffing, innovation and
technology to generate
significant efficiency and
productivity savings.

Improve hospital care
- Over 5 years review each
specialism and decide
future delivery model
- Technology – telemedicine
- Improve management
information
- Reduce waiting lists
- WMQRS
recommendations

To improve services for people
who really do need care in
hospital, modernising
procedures, using telemedicine,
and ensuring pathways to
specialised care from UK
centres when it is not available
in the Isle of Man.

Hospital – Acute Services
A single high quality general
hospital providing a full range
of modern acute services in a
central location

Continue the external peer
review process of the hospital
and implement the
recommendations/ outcomes
(Mar 19)
Define the services which will
be provided on-Island and
those which will be provided
off-Island (Mar 19)
Reduce waiting times for
operations (Mar 18)
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Publish hospital waiting lists by
April 2017 (Apr 17)
Integrated Care Strategy
shift from hospital to
community
- Integrated care hubs
- Urgent care centre (A&E
alternative)
- Community crisis response
team
- Hospital at home scheme
- Technology – telemedicine

Three community hospitals
providing services to elderly
and psychiatric patients and a
limited range of acute services.
These will be located in the
north, the south and the centre
of the island.
A range of community based
support services aimed at
keeping patients in their homes
as long as possible to be
urgently developed and in place
by the time community units
are completed.

To help people stay well in their
own homes and communities,
avoiding hospital or residential
care whenever possible,
requiring closer integration of
community services, to treat
people as complete individuals,
and more partnership with
third sector and faith groups.

Move more services from the
hospital into the community so
care is provided closer to
peoples' homes (Jul 21)

Aging Population
Long stay elderly care will be
provided through residential
and nursing homes in the public
and private sectors.

Community units for mentally
handicapped and mentally ill
patients.

Consider
and
recommend
funding options for residential
and nursing care (Jul 18)
Investigate how to ensure we
have accommodation that can
meet the needs of an ageing
population including ‘care’ and
‘extra care’ housing, and
nursing and residential homes
(Target: TBC)

To provide the best possible life
chances for the children and
young people of the Island.

Protect the Vulnerable
appropriate care for the
vulnerable
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protect vulnerable people

To provide safeguards for
people who cannot protect
themselves, supporting

A unit providing residential
provision for the Young Chronic
Sick and Physically Disabled.

vulnerable children and adults,
increasing foster care.
Implement the mental health
services strategy (Dec 20)

To promote independence and
increase disability-free years for
adults.
To improve the mental health
of the population of the Island.

To protect the health of the
population and to minimise the
impact of adverse factors on
health.

Put the Safeguarding Children
Board on a statutory footing
through
legislation,
and
consider putting in place a
statutory
board
for
safeguarding adults (May 18)
Prevention
Health not illness service – shift
emphasis
to
prevention,
screening early intervention

Greater responsibility for own
health through good lifestyle
choices

For people to take greater
responsibility for their own
health, emphasising good
lifestyle choices and illness
prevention.

Each division to produce
document setting out how it
will contribute to the strategic
goals – identifying key
deliverable objectives

Define the essential services
always provided in health and
social care and be clear about
those that aren't (Mar 19)

Next Steps
This strategy is to be achieved
within the financial resources
available and the practical
constraints pertaining to the
island. It is proposed that the
entire strategy is completed
within a decade.

Objectives to be written into
the performance targets of
service managers making them
personally accountable

Continue to digitally transform
the hospital and health and
care services more generally
(Mar 21)
Improve
the
way
we
communicate with the public
about the way we provide
healthcare (TBC)
Improve
governance
and
accountability in the way we
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provide health and care
services (TBC)
Investigate and make proposals
for an independent health and
social care regulator (Jan 18)
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STANDING COMMITTEE, MONDAY, 9th OCTOBER 2017

Standing Committee of Tynwald on
Public Accounts
Health and Social Care
The Committee sat in public at 2.00 p.m.
in the Legislative Council Chamber,
Legislative Buildings, Douglas
[MR SPEAKER in the Chair]

Procedural

5

10

The Chairman (Mr Speaker): Welcome to this meeting of the Public Accounts Committee,
which is a Standing Committee of Tynwald.
For those who do not know, my name is Juan Watterson and I am the Speaker of the House
of Keys and the Chairman of the Committee. With me are: Mr Tim Crookall, Vice-Chairman, Mr
David Cretney MLC, Mr Mike Coleman MLC and Mr Rob Callister MHK, and our clerk Jo Corkish.
If we could all ensure that our mobile phones are on silent or switched off so we do not have
any interruptions; and for the purposes of Hansard I will be attempting to ensure that we have
only one person at a time speaking.
This is the first of a number of public evidence sessions in our inquiry into the overspending
at Noble’s Hospital and I will be focusing on strategy, planning and budgetary matters at this
particular sitting. We anticipate looking at quality and staffing matters in future sessions. Today
we will hear from the Minister and Chief Executive of the Department.
Welcome.

EVIDENCE OF
Hon. K Beecroft, Minister, and
Dr M Couch, Chief Executive Officer,
Department of Health and Social Care
15

Q1. The Chairman: I don't know if you have prepared an opening statement, but if you
haven't then I am happy to launch straight into questions.
So beginning, perhaps, quite broadly, if I may. When you both took up your respective offices
about a year ago from now, how clear was the strategic direction in Healthcare?
20

The Minister for Health and Social Care (Mrs Beecroft): How clear?

25

The Chairman: Yes, how clear was the strategic direction? Did you feel that you were on an
escalator heading off towards the journey to perfection, or how did you find it? What was it you
encountered when you turned up on day one as Minister in terms of the strategic outlook?
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30

35

The Minister: What I would say as far as ‘heading for perfection’ is, I am afraid we have not
quite got to that yet but we are working on it. It is such a huge Department it is difficult at first
to get your head round all the different strategies and where you are meant to be going, the
policy that has been set and how the actions fit in with that.
I did make some changes to start with to try and get a better grip on things because at first
not all the divisional directors were going to the departmental meetings, and I felt that I was not
getting the view and the direct feedback that I needed to get a handle on things. So that is
something that we changed. But, yes, it was following the five-year strategy that was set before I
was Minister, so that is still in progress.
Q2. The Chairman: Malcolm, obviously you have been there a little bit longer.
What was it you found when you arrived and how would you describe it at that point?
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Dr Couch: I was appointed at the end of June 2015, so yes, a little bit longer, and at that stage
the strategy that went to Tynwald in October of that year was already well advanced. I think I
was involved with the former Minister, now the Chief Minister, in polishing that off and getting it
ready for publication. Obviously we got a unanimous vote in Tynwald for that strategy.
I think that the underpinning elements of the strategy were essentially financial
sustainability, but also trying to meet the needs of our communities and move to a better
position than the way things were configured at the time.
Was the Department ready? No, not at all. Obviously the current format of DHSC came
together in 2014, so we had had that period where there was the Department of Social Care and
the Department of Health, and then there was a milling around of different divisions to come
into the current DHSC. Even then it changed a little bit after the spring of 2014, and I think that
the divisions were not used to working with each other, they had individual cultures almost.
Then no doubt as we will be talking about today the standard issue that we have in large
Departments where, when Tynwald votes on Budget Day for the budget for Departments, it
immediately cascades down to a divisional level and then rather locks in. So in terms of thinking
about a broader strategic position I think that is my job and the Minister's job to lift back from
that and say, ‘Are we investing actually in the right places?’
Q3. The Chairman: On that level, Minister, how closely are you, and to a lesser extent the
other political Members, involved with the running of the Department, in particular the
Hospital? Could you maybe say where your work ends and another begins?
The Minister: Oh gosh – how long is a piece of string?
Obviously I am very involved but I cannot run the Hospital, that would be foolish of me to
even think of saying. I get very involved in it to try and understand the challenges they have and
everything that is going on in there, so that when something is brought to the Department I can
base it on something that I have already seen and understood.
I have an office up in the Hospital and I am there every Tuesday afternoon, provided Keys or
Tynwald is not sitting, so that I can listen to feedback from other people as well. And I regularly
meet with our ‘users’, as they are called – the patients – and different members of the public. I
meet with the Hospitals Manager and the Medical Director on a Thursday afternoon on a weekly
basis to try and understand. So it is not about running it, it is understanding the challenges and
how they think is best to change things so that we can have a more effective service and reduce
the cost of the service at the same time.
Q4. The Chairman: So you feel that you have a grip on it at a strategic level now, after a year
as Minister?
The Minister: Yes, I think so.
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Q5. The Chairman: And you are getting all the information that you need to make the
strategic decisions that we would expect a Minister to make?
The Minister: Yes. I think with the financial side of things I am not getting all the information
always quickly enough to make the decisions that I want to make, which is a frustration, but I
think most people involved with how Government and the different Departments work
experience some sort of frustration at various times at the speed at which things move. I am not
the most patient person when it comes to that, I will freely admit.
The Chairman: Mr Callister, you wanted to chip in on that?
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Q6. Mr Callister: Yes, thank you, Mr Chairman.
Minister, you said about your own involvement and you said there that you feel you have got
a grip now on the Department, which is good to hear. What about the political Members which
the Chairman just mentioned? Are they involved in the running of their relevant section? Do you
feel they have a greater input now to actually making those political decisions to help the
Department reach its goals and achievements?
The Minister: Absolutely, I think the political Members have really stepped up to the mark.
Again, they do not run the divisions – they are involved with them, they get an understanding
and they have to make political decisions, but they have to have that understanding for the
decisions we make within the Department. Yes, they are very involved, they are very proactive.
We meet with Malcolm, the Chief Executive, once a month and we meet together the other
fortnight, and then we are in Department meetings. So we see each other and talk about things
most weeks.
The Chairman: Thank you.
Mr Cretney.
Q7. Mr Cretney: Yes, I was just wondering, you described how you meet with various people.
Do you have the opportunity to formally or otherwise meet with the frontline staff in any way to
listen to their concerns or suggestions?
The Minister: Yes. Certainly in the Hospital, which is what we are focusing on at the moment,
most people know that I will be there every Tuesday afternoon and there has been some very
good engagement from various sides saying, ‘If you looked at this, I’m sure you could save some
money’.
So, yes, there is that.
Q8. The Chairman: Mr Couch, how would you describe that relationship in terms of your role
and particularly how the Minister and the Members support you in what you do as Chief Officer
as the main interface with the staff?
Dr Couch: Obviously in terms of how our Government works, I am the accounting officer of
the Department so that means that with all operational matters the buck stops with me. That is
clearly understood by me and the Minister and it is understood by all of my colleagues.
Clearly in your introductory question about the strategy and where things are going, I need
the support of the Minister and Members being aware, alert, informed, thoughtful – which is
not in any way sounding as if it is not happening, because it is. But also linking it with all of you
as fellow Members of Tynwald to guide where we might go with the policies that then affect the
operations.

__________________________________________________________________
5 PAC-HSC/17-18
55

STANDING COMMITTEE, MONDAY, 9th OCTOBER 2017
130

135

So I think it is a well-understood relationship; certainly all of my senior colleagues are aware
of that relationship and the interface between the political arm and the operational arm of the
Department. I think it works as well as it can do.
Q9. The Chairman: So a question for both of you, then. Do you think that the tone at the top
is working well – that you have got a good relationship?
The Minister: Yes, it seems to be working fine.
The Chairman: Mr Coleman.

140

Q10. Mr Coleman: Would you consider the political Members to be your colleagues?
The Chairman: Who is that directed at?
145

150

155

Mr Coleman: Mr Couch.
Dr Couch: If I am absolutely honest with you the answer is no, but I think I have got a very
clear reason for saying that. Public sector employees and the DHSC are all charged with
particular operational roles, and it does not matter whether you are a housekeeper buffing the
floors at Noble's Hospital through to the Chief Executive.
Members of Tynwald have particular roles as public office holders in the Isle of Man and
again there is a very clear holding. Obviously the Minister in law is the Department of Health and
Social Care. That is an incredibly important and heavy responsibility to bear, and her political
Members will support her in that role by covering the policy and some of the strategic aspects of
where the Department is going.
But they are not my colleagues that I work very, very closely with them; I have an enormous
amount of respect with them and we are talking very frequently about matters, but it is not a
relationship of colleagues, in my view.

160

Q11. Mr Coleman: I have actually heard you state that previously. But when we have
politicians delegated with responsibilities for certain areas, then essentially what you are saying
is that they are dealing with people not on a colleague-to-colleague basis.
How would you describe how they actually should operate together?

165

Dr Couch: If we try to think of an analogy – and obviously I know you have got a lot of private
sector experience – it would be similar to a corporate structure with non-executive directors and
a non-executive chairman. So, people who know enormous amounts about what is happening,
but their area of responsibility is somewhat different than operational and executive.

170

Q12. Mr Coleman: The non-executive directors are normally not so involved with elements of
a commercial enterprise – mostly the non-execs come in, attend the board meetings, take their
20 grand and disappear! That's not quite the same relationship, because you are asking the
political Members to have a degree of accountability when you have your Department meetings,
and I just wonder how you rationalise that?

175

The Minister: Are you asking me now or still talking to Mr Couch?
Mr Coleman: Anyone who wants pipe up!
180

The Minister: I think actually you have hit the nail on the head. There is obviously the clear
distinctions between the public servants and the politicians, but there is this huge grey area in
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190

195

between. So for me to understand some of the difficulties I need to delve down into it to get
that understanding, and it is the same I would imagine with the political Members in their areas.
You have to understand what you are looking at, what you are dealing with and the other
person's point of view before you can make a balanced and informed decision, which at the end
of the day is what we are meant to do.
We are there to make the decisions and to make sure that the strategies we set and that
Tynwald has set with the policies, etc. are being carried out. But you have to understand what
lies beneath that – usually, I find, anyway. I tend to be quite proactive and I go out and look
around places so I get an image in my head, when something crosses my desk, of what is going
on in that area. I have met the people, usually, who are involved in that area and they have had
the opportunity to tell me what their concerns are. It does not mean that I interfere with that,
but it is about information-gathering and being in touch with what is going on. I know the other
political Members do the same thing.
So it is a grey area, that you are looking at more detail than maybe you would in the private
sector, but it does not mean that you are involved in making the decisions of that detail – if that
makes sense.
Q13. Mr Coleman: Other than at the Department meeting?

200

The Minister: Yes.

205

210

215

Q14. Mr Coleman: So what you are really saying is that your non-execs are just like non-execs
in commerce, your political Members are more like paid advisers because they have no actual
control of anything within their Department responsibility. They are garnering information and
providing that back to the Department meeting.
The Minister: No, I would not say that is actually strictly true because, yes, on a lower level
they will be making decisions and they will be dealing with some of the aspects that they have to
deal with as political Members – the same as I do with my delegated responsibility obviously
with Noble’s Hospital. We get correspondence coming in on that and I have to deal with it.
Sometimes I will go back to the officers for the information so that I can deal with that, but I am
still dealing with something on a day-to-day basis.
So it is not really as advisers, it is more that we set what we are expecting, or we are agreeing
the recommendations that come to us having got the knowledge to know what the
recommendations involve.
Mr Coleman: I was relating back to your analogy of non-exec directors.

220

Dr Couch: Forgive me, but that was my analogy, Mr Coleman, not the Minister’s.
Mr Coleman: I thought you might have a common view on it! (Laughter)
The Minister: We have never discussed that one!

225

Q15. Mr Coleman: Or is that too much to expect?

230

Dr Couch: Forgive me, but as I say the Minister is a corporation sole in Manx Law, so she is
the DHSC; and she therefore has the reins of all the legislation and policies related to our
Department at this time. She also has the ability, through the Tynwald process and the Branches
of Tynwald, to effect all of that legislation, all of those functions and all of those policies in the
future; and by the delegation to the Members it actually says in the delegations that to the piece
of the pie, if you will, the functions that she has are delegated with reference back to her.
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Maybe there is a grey zone. It is a much bigger constitutional matter than I came prepared
for, but if you look at the Government code it actually says that I am the senior officer
controlling operations of the Department. So I think, as the Minister said, there is maybe a large
grey area there and that is part of the unique relationship between a chief executive and a
Minister in the Isle of Man and between the chief executive and the political Members, and
between the political Members and the divisional leads.

240

The Chairman: Mr Crookall.

245

250

255

260

Q16. Mr Crookall: Just a point of clarity really, Chairman, at the moment. Can I just go back
to the Minister? I think in the last-but-one question you mentioned about meeting the political
Members of the Department and I think you said ‘once a month’.
Is that at the departmental meeting?
The Minister: No we have a separate meeting as well. The departmental Members and I
meet on our own once a month; we meet with Mr Couch once a month; and we meet in the
Department.
My door is open for them any other time, as long as I am not in a meeting. They can always
ring up and check, and come up and have a chat about anything that they would like to do.
Q17. Mr Crookall: Okay, and are you feeling that is enough at the moment for everybody
with everything that is going on in the Department?
The Minister: Yes, there is a lot going on and it seems to be working. We keep changing
things and nudging things round every now and again and say, ‘Would it be better if we did
this?’ And we are open to criticism from the officers if it is making more work for them, or it is
not as streamlined as they would like it, or whatever. So we are open to constructive criticism as
well in changing things.
The Chairman: Mr Callister.

265

270

275

Q18. Mr Callister: Yes, thank you, Mr Chairman.
Just following up on Mr Couch's answers, or listening to them quite closely, you seem to give
the impression that the relationship between the Minister and the political Members and the
Department is slightly different than, say, other Government Departments. I am just trying to
work out why you feel the relationship is slightly different, because realistically the Minister and
the political Members are there to make the policy that will help forge the policy and the vision
and strategy. But I got the impression from your answer that the relationship in the Health
Department is slightly different than how other Government Departments work.
Am I correct, or slightly incorrect, there?
Dr Couch: I apologise if I gave that impression. I have worked in the Treasury and the DHSC
and the relationship between senior officers and politicians was the same. But I have not worked
in other Departments.
The Chairman: Mr Cretney.

280

Q19. Mr Cretney: Yes, mine was just to try and close off the bit about where the buck stops.
You said, Mr Couch, that in terms of operational matters the buck stops with you; you have also
described that the Minister is the Department in law, which I endorse.
So ultimately the buck stops with the Minister. Am I correct?
285
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Dr Couch: Yes.
The Minister: Yes.
290

Mr Cretney: Good, thank you.
Q20. The Chairman: So, Minister, in your first year, what policy decisions have you made
which have changed the direction of the Department from that escalator that you joined about a
year ago?

295

300
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310

The Minister: My goodness!
I do not know whether it has actually particularly changed the direction, as refining it and
saying the areas that I am very comfortable for us to look at and get more information to make
decisions on – things like the telemedicine side of things. That is obviously one of the things that
is going to give a more effective and efficient service for people who need to use it, and also
hopefully to save us some money that we can spend in other areas, or help towards the
budgetary deficit.
One of the things that I was really keen on was having a 24/7 stroke thrombolysis service –
that is now in the process of being implemented.
Gosh, we seem to be making policies all the time – I am trying to think …
Things like some of the surgical and other treatments that really had little clinical benefit. We
have a very proactive Public Health division which brings us recommendations that are
evidence-based that actually some of these procedures do not do any good, or you need to do
this before you would even think of doing this. So we change our policies in that way so that we
are not necessarily giving people everything they have been used to if there is no clinical base
for doing so. But it is always caveated that not everybody is the same and there will always be
exceptions to any rule. So for anybody whose GP thinks that they are an exception, if we say we
are not going to do this as a matter of a regular thing, as an exception they can always write and
that will be looked at.

315

320

325

330
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Q21. The Chairman: I think it is fair to say that in the previous House you took quite an
interest in Health matters, and obviously the difference between presiding over a Department
and leading a Department is about changing its direction from what it was to that which you
wish it to be, as a Minister.
So it was really a case of what other sorts of things that you think you particularly owned as
changes to the strategic direction of the Department as a result of you being Minister, as
opposed to if anyone else had been Minister.
The Minister: Okay, one of the big things particularly in the Hospital, but it will cascade down,
is that we have a strategy group now – a ‘task and finish’ group – looking at the acute care,
because we have to decide once and for all … Well, not once and for all because you always
revisit these things, but we have to have a plan now for actually what we should be doing on the
Island. What we should, at the moment, always be sending away and for what we should be
bringing the service into the Island. And that is quite a big piece of work. It sounds very simple at
the big top level glossy stuff, it is a very simple piece to come up with an answer you would
think, but it obviously is not. We are looking at reconfiguring the Hospital so that the Emergency
and the Acute Medical sit close together, and maybe the ambulances come under that division
as well.
As I say, we are looking at all the different options, what should go out and what should be
sent away to centres of excellence – things like cancer. I cannot see that changing because we
would not have the throughput for any oncologist to maintain competency in a particular area.
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340

That is a very big piece of work but it is one that we get reported on now every month. I really
want to make sure that is driven forward because it is absolutely essential.
I think people are going to have to be aware of the reason sometimes why they cannot have
a particular service on the Island. Everybody wants everything done here – and I can understand
why they would – but it is not always in their best interest for everything to be done here. But if
there are enough of those people, then it may be very feasible to bring somebody from a centre
of excellence over, once a month, once a week, or whatever the need is here – and it is needdriven.

345

Q22. The Chairman: So I have got the thrombolysis service, on-off Island delivery decisions,
and the combining of A&E and Acute being the key policy areas that you have perhaps taken a
change in direction on in the last year. Is that a fair summary?
350

355

360

The Minister: Yes, but if I had a couple of minutes I would probably think of more!
Q23. Mr Cretney: I am sure we have got more than a couple of minutes – we will be here for
some time.
I am sure it is welcome, the announcement you made in relation to the stroke service. But I
just wondered is that new money, or how is it being funded? Is it money that has been shifted
around from somewhere else?
The Minister: At the moment it is money that is being shifted around from somewhere else –
we put a business plan in. A business plan went into Treasury several times, but because of the
length of time that things were taking it was flagged up in a Department meeting as a serious
patient safety issue, and I made a ministerial decision that we had to carry on and do it.
Q24. Mr Cretney: So where has the money come from? What aren’t you doing now that you
were doing?

365

370

The Minister: We have not stopped doing anything now, we are just trying to reshuffle and
trying to put other efficiencies in place, because we have not met all our budgetary deficit
targets yet anyway.
But I am sorry, if it is a serious patient safety issue then it has to be done, in my book.
(Mr Cretney: Absolutely.) You cannot just say we have got to wait until we find the money, you
have to do it.
The Chairman: Mr Coleman.

375

Q25. Mr Coleman: You mentioned that you are making these decisions, and starting these
innovations are evidence based. Are you getting sufficient data coming out of your systems as a
matter of course?
The Minister: No.

380

Q26. Mr Coleman: And so each one of these is tackled on … essentially someone does a
special exercise and says, ‘How many of these are we doing?’

385

The Minister: Public Health is very good at gathering the evidence but it is very expensive –
as you know, they go out and do a joint strategic needs assessment and –
Mr Coleman: Can I just say, I chair that group! (Laughter)
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The Minister: Which is why I am saying you are well aware that Public Health do a very good
job. When they bring their proposals they are backed up with evidence.
The data particularly around some of our service areas is not as robust as we would want and
data is not always turned into information. I would say that the data is there somewhere but
they cannot always extrapolate it and give you reports based on it. We are improving on that
area.
As you know, Mr Chairman, when I was a backbencher I was very keen on data and
benchmarking and how we were doing, and that is progressing. That is something – another
area, that I said I would think of if you gave me another minute – that I am pushing on. I wanted
it because one of the things I challenged as a backbencher was that we were not publishing
things. People should be able to look at these things and compare us to other places. We are
doing that now, and more and more is going to get published.
Q27. Mr Coleman: When I chaired the Francis Committee in that – and I did it in 2013 – we
made recommendations about data that should be freely available to people, such as exists in
the UK where you can say, ‘Right, how many successful operations did this surgeon do? How
many knee operations?’ and stuff like that. People much prefer to be treated by someone who is
used to doing 10 knee operations in a morning than someone who does three a year.
We had – I think it was the Mersey Independent Audit Authority – over here, and one of the
things they said in their report, years back, was the fact that without the information … And I can
remember the existing Chief Minister, when they were reporting back on that, and the then
hospital manager was asked, ‘Can you tell me how many knee operations were done?’ ‘No.’ (The
Minister: I know.)
You were probably at that meeting – yes. And it meant that the Chief Minister, at that time
was then made the Health Minister. So it is a bit of a poison chalice, I think.
I just wondered where you are in getting to that stage where people can look and see
whether this really should be done on the Island without it being a special exercise, because
these special exercises remain static, they become history, and it has to be done on the basis of
rolling once a year. Is it still valid?
The Chairman: I am going to put my Speaker’s hat on, Mr Coleman, and say you are coming
to a question soon, aren’t you? (Mr Coleman: Sorry?) You are coming to a question soon, aren’t
you?
Mr Coleman: Yes, that is the question –

425

The Minister: Yes, I think I heard a question.
Mr Coleman: The question was basically about the availability of data to make quite
fundamental strategic decisions.

430

435

440

The Minister: If I could say, the Hospitals Manager has come from across and he has got
some very good experiences in extracting data, and he has used the data dumps to extrapolate
quite a bit. I am sure he will not have to carry on doing that, I would hope, for too much longer
and for the volume that is going to be needed. But it was because of his extrapolating the data
from the data dumps and putting it together into information, which informed the decision over
the endoscopy.
So, yes, we are getting better. We have a way to go but we will get there.
Have you got anything that you can add to that, Malcolm?
Dr Couch: I go back to when I started as Chief Executive – and obviously we overlapped and
you remember, Mr Coleman, I think the information environment in DHSC was poor.
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I think there was a quantity of information gathered regularly and systematically, and
probably, honestly, not much was done with it. There were big gaps where measurements were
not taking place at all. There was a risk.
Even if you look within the Government accounting system, which is Microsoft AX, to have
good comparisons you need to make sure that all colleagues who are using that system are
using the same codes for the same event, so to speak. Again there has been lots of tidying up
done there. So I think we are in a better position than we were, there is far more information
being collected.
The other thing I think that we were chronically bad at – and maybe this is an issue for Isle of
Man Government more generally – is saying can we find a comparator for the type of activities
that we are doing, elsewhere? Classically we would look to England to compare and contrast
with our outcomes, our effectiveness, our costs, etc. Already we are starting to do that and
again it is a policy that Mrs Beecroft has driven quite assertively. I think that is when you finally
start to get to the situation, which is partly the theme of this Committee’s review, that there will
be aspects of our services where at that level of review you realise there is something
completely out of whack with what you would see in England. Then you need to ask, why is
that? Then you need to change it if you are happy that the reason is not good enough.
Q28. The Chairman: I am conscious that benchmarking and reporting are things we will come
to in a little bit, perhaps further down the line in the Committee, not necessarily even today.
But as a question to you both, and perhaps a walk down memory lane for both of you, but in
different roles at the time: what did you think of the recommendations from the Beamans
Review in terms of governance, and especially the separation of the political and operational?
It seems to be something that, whilst it was rejected by the Department at the time, seems
still to be at least partially alive from the way it is operating, but that there is not a separate
Government structure. So what were your views on it when it came out and whether its death
was untimely or not?
The Minister: Do you know, I cannot remember the recommendations. It is not a report that I
have looked at in detail, particularly recently, because there has been quite a bit of shifting since
then and we are in the middle of looking at possibly merging divisions and different initiatives
within the Department now. So I have not referenced it back to the Beamans.
The Chairman: That’s okay.
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Dr Couch: If we are talking about the review done in 2014 of the sort of senior end of the
Department, and issues about how to manage the Hospital my understanding was, when I
started in the summer of 2015, that was already seen as something rather historical and was not
an active piece of work.
Some things were done – for example, a full-time rather than a part-time Medical Director
was recruited. But I think that the general sense I inherited, was that had been reviewed and for
whatever reason was not considered fit for the purposes of the time, and was not really
continued with.

485

Q29. The Chairman: I think one of the other recommendations from it was about divorcing
the running of the Department of Health at that time from politicians, and having a separate
board that might be chaired by a politician – but it was not the traditional Department model
that we have. Is that a model that you would both reject?

490

The Minister: If I can speak personally? At the moment, yes, I would, because I do not think
the Department is in the place where it should be before handing it over to somebody else and
then just keeping that really high level overview. I would feel much more comfortable when we
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have finished doing all the changes and driving the efficiencies that I think we should. And when
we are talking about driving efficiencies it is not always about following the money. The clever
people now say you put your patient first, in every instance, and if you do that the efficiencies
will flow from that.
Q30. The Chairman: That rather neatly brings me onto the next theme, really, in terms of the
Financial Sustainability Briefing Paper. It stated in there, ‘Efficiencies alone will not keep the
services sustainable’, which I think is quite a powerful quote. It mentions that strategic work is
needed in integrated care, commissioning, sustainable workforce, digital, drugs spending,
private care and UK treatment. Given that there was a clearly identifiable strategy as far back as
2003, reiterated in 2011 and 2015, and the strategic aims do appear to have been consistent,
particularly since 2011, why hasn’t more progress been made in achieving them? This has been
an objective for the Health Service for 10 years.
The Minister: That is a very good question.
Since I have been Minister, it is now on the Department agenda every month. The Deputy
Chief Executive is in charge of driving the integrated care working through so that it does not fall
behind. As I say, it is reported on every month. There has been a lot of work that has gone on.
As you know, we have been looking at Ramsey for a potential northern hub and we are
looking at Thie Rosien for potentially the southern hub, but what we have discovered is that not
every community wants the same thing. We thought we could just roll out a model in different
places of the Island and it would be fit for purpose, but it does not seem to be working that way.
As I say, different places want different things and really it is about providing what people want
in their communities, in the community. There is no point providing something if there is no
need or want for it there. So there is further work to do on that. But, as I say, I am hoping that
now we have had the initial work done and with the Deputy Chief Executive driving it forward
we will see a lot more progress.
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Dr Couch: I have no answers, either.
I would make the same observation as you, Chair, that there is an elephants’ graveyard of
strategies where, if we look at the elements of them and maybe the recommendations in them,
nothing was done.
I can share a simple nostrum where you look at things like policies – you need to have
policies and practice, so you need to be sure that you do not simply put a glossy brochure on the
bookshelf and then say, ‘Aren’t we good boys and girls?’ And then move away from it.
The other thing I would say is that a strategy is a complete waste of time without an
implementation plan or implementation plans, and I suspect that historically that hump was not
got over and again there was just a sort of settling back and saying, ‘We have the strategy now,
it will happen as if by magic’. We are in a different environment now.
Q31. The Chairman: So you are happy that your strategy is now perhaps more grounded than
it has been, down to filtering through all the levels of the organisation in a way that perhaps just
had not happened before. Is that what you think is your winning formula that has not been done
before?
Dr Couch: Yes, and it sounds incredibly simplistic but I think that is true.

540

The Minister: If I may add, I think some of it is because we actually focus every month now
and nothing gets dropped off; so you do not think you are waiting for somebody to report on it
and you will wait until they bring it to you, it is there every month. We have a whole list of
actions, matters arising, projects and everything, and everybody reports on all the individual
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ones every month. So if no action has happened it is recorded and then it is looked at again the
following month, it is not going to be left to slide.
The Chairman: Okay. Mr Crookall was first, I think.
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Q32. Mr Crookall: A slight digression, just to the Minister.
You mentioned hubs in the north and the south, but you never mentioned the west. Can I ask
is there a policy or a thought to have a hub there?
The Minister: It was only because those two have been potentially identified. We have not
identified somewhere in the west, we know it is needed but we have not identified a particular
place for that in the west where we think it would be suitable.
Obviously there has to be one in the west, I would not leave it out; but there has not been a
clear, or even a vague, idea of where would be the best place for that yet because there is quite
a bit going on, as I am sure you are aware, at the GP practice there and things. So that is
something that absolutely has to be looked at, but we need to get a picture for exactly where we
are going with it.
The Chairman: Okay, if we get down to the Cronk y Voddy hub!
Mr Coleman.
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Q33. Mr Coleman: Thank you, Mr Chairman.
The Chief Executive mentioned the fact that we seem to have had a lot of strategies without
implementation plans. That was actually pointed out in the Healthcare Commission Report in
July 2006, which was 11 years ago, and yet we still continue to seem to have strategies without
implementation plans. Are we at the end of that now? When we get a strategy presented to us
will we now get an implementation plan with it?
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Dr Couch: I can give you an example. Shortly after the five-year departmental strategy went
to Tynwald, the Mental Health Services strategy went – I think it was in the December – and
again got a unanimous vote of approval. That has a very clear implementation plan which is
being assiduously worked on. So things are different, yes.
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Mr Coleman: Can I say that I have to declare an interest in that as well, because I was looking
after mental health at that time.
580

The Chairman: Mr Callister.
Q34. Mr Callister: Maybe we can now have a look at some of those strategies in a little bit
more detail. Integrated care was one of the key aims of the previous administration. Do you
agree that it is the long-term model for the Isle of Man?
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The Minister: Absolutely, it has to be.
Again it is about if you put the people first the efficiencies will flow from that. People want to
be treated in their locality, in their own home and have services near to them, and with truly
integrated care that is what you get. But you also save money at the same time because you are
keeping people out of the high end cost, like the Acute Services in Noble’s Hospital. If you can
deliver things in their homes, in their communities, it is a lot more cost efficient and it is better
for them at the same time so you get a double outcome of goodness, if you like, putting it that
way. (Interjection and laughter) I know is not politically correct, but that is how it feels. Everyone
is happy: the accountants are happy, and most importantly the people who you are providing
the services to are happy.
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Q35. Mr Callister: Do you have any target operating model for integrated care and the Health
and Social Care Service?
The Minister: Sorry, how do you mean?
600

Mr Callister: Do you have any targets – a target operating model – that you are going to use
to actually achieve this goal?
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The Minister: No, that is with the Deputy Chief Executive, she is driving that work forward at
the moment to decide exactly which way we are going to go. But as I said previously, it looks like
different areas are going to need different tweaks of the same thing.
Q36. Mr Callister: Okay, with regard to some of the ongoing projects: can I ask for an update
on the single-source integrated care record for primary and community care, along with an
update on the roll-out of patient access, health records and test results, which are mentioned
here in the report. Have you got any updates on those?
Dr Couch: Well, they are all elements of that Digital Strategy. Again it is underpinned by a
series of very detailed project implementation plans, which we could provide the Committee
perfectly happily with. They are all costed, planned, timed, etc. and they are all running
remarkably well.
The integrated community record, I think we have just almost finished now rolling out our
system, which is called EMIS, which is normally used by GPs, that is now being made available to
all of our district nursing teams, etc.
So, yes, I am very happy with the Digital Strategy rollout.
Q37. Mr Callister: Okay.
It is mentioned in the DHSC Financial Stainability Briefing Paper that the Department’s own
home care services is extended to twilight and evening calls, but there is no service routinely
available after 9 p.m. and only a limited service over the weekend. Is that a concern for the
Department?
The Minister: I am sorry, I feel that I should not be taking part in that answer. As you know,
there could be a conflict of interest for me.
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Q38. Mr Callister: Okay. Malcolm?
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Dr Couch: I go back to the Minister’s comments about what do we consider ... forgive me for
sounding simplistic, but when we talk about integrated care we first of all need to tell our
communities what we think integrated care means, or almost ask them what they think it
means. So if it is about treating people as individuals, understanding their needs and taking
services to them – and we would often use in our jargon ‘wrapping those services around the
person’ – that is a form of integration. It may be that what you would traditionally call ‘out of
hours services’ are what people would like to have in an ideal world and we should therefore
take account of that.
We have not moved particularly far with things like that yet, but I would not discount the fact
that we need to do, because it would still probably be less expensive to wrap services around
people, even out of hours at home in the community, than having them as an inpatient in
Noble’s Hospital.

645

Q39. Mr Callister: Okay, just carrying on the theme of community care. Are we maximising
the use of Ramsey Cottage Hospital in respect of integrated care at the moment?
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Dr Couch: Absolutely not.
650
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Q40. Mr Callister: And what do you propose to actually do to maximise the use of Ramsey
Cottage Hospital in the future?
The Minister: A plan is being developed at the moment and we are looking at various
options. It has been floated before, and I think I have told the Committee we are still looking at
having dermatology placed there and we are looking at having more step-up, step-down beds in
there. But, as I say, the final proposal is not quite ready yet, so I think it would be wrong to give
too much detail of that when the detail might not actually happen.
But it is very much in consideration because the percentage of beds that are being occupied
has been far too low and we are not getting value for money, and we absolutely have to.
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The Chairman: Thank you.
Mr Crookall.
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Q41. Mr Crookall: Can I just ask a supplementary.
Thank you and your Department for the briefing that you gave to a lot of us last Thursday, it
was very useful. You just mentioned step-up and step-down with regard to Ramsey Cottage.
There was a comment made on the day that the one at Ramsey Cottage was not being used at
all. Could you qualify that or quantify that at all? You were there for most of the day –
The Minister: I do not recall them saying it was not being used at all.
Q42. The Chairman: Mr Couch, do you have an answer, then?
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Dr Couch: There are two things: first of all, to assist the Committee, step-up, step-down as a
concept is that step-up is where somebody who is living in the community is poorly, but does
not necessarily need to have the intensity of care that Noble’s Hospital would deliver. So you can
step them up into additional TLC, some nursing support, get them stabilised and get them back
home. It might be somebody, for example, who is elderly and might have a urinary infection.
They need to have more care, but not necessarily full hospital care. Step-down is the – you can
almost imagine what I am going to say – this would be somebody who has been in Noble’s
Hospital, did need to be there and needs to have some TLC before going home, and then you
step them down into a lower level of care but still in an inpatient bed.
You could argue that the whole of the inpatient facility at Ramsey is a form of step-up, stepdown. We did fit out four particular beds – it started in 2015 into last year – that would give
people even more support, where it would be easier for them to have occupational therapy
support, also to have access to a kitchen to check whether they could hold pans, etc. So they are
in a much safer environment and assessed before they go home. Again, I think we have been
disappointed that the use of that particular facility, which is a four-bed area, has not been as
high as we would have wanted. But again the Martin Ward, the residential ward itself, has been
underutilised.
The Chairman: This is something that has been around as ‘hospital to home’ in a previous
guise, which was at Southlands, and that has been an on-again, off-again service itself, hasn’t it?
Mr Callister.
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Q43. Mr Callister: Just carrying on this same theme, what evidence do you have that
integrated care will address the long-term demand and funding challenges anticipated in the Isle
of Man, where there are fewer opportunities to take advantage of the economies of scale or a
competitive tender process?
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The Minister: I think the evidence comes from the basic concept that it is actually cheaper to
treat people in their own communities and in their own home than in a high cost, acute bed in
Noble’s Hospital. That is your basic evidence.
I don’t know, are you talking about evidence from other places that are doing it or …?
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Q44. Mr Callister: It is just gathering the data of how you are actually going to deliver this
strategy, this integrated care system, in the Isle of Man.
So it is: where are you actually going to collate the data, what you are going to benchmark
and model – which was something that the Chairman said? How are you going to implement and
where are you going to make the savings? How are we actually going to go from having care just
in, say, Noble’s Hospital to having that more in the community, so it frees up hospital beds more
quickly, so patients are coming in, they are being dealt with, and then from there it is handed
over to a community? It is how you are bridging all of those gaps.
I understand it is a massive task that is facing the Department, but it is how you are going to
put in place the policies, the strategies, the governance around that to take those big steps so
we actually have a care system that delivers care in the community. That is where I was coming
from on that.
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The Minister: As I say, from my perspective, the broad plan and the broad policies that will
be brought to the Department for agreeing will come from the Deputy Chief Executive, who is
leading this.
Obviously though a lot if it will be about breaking down the silos between the hospitals, GPs
and district nurses and everything, so that everybody will be working together and having multidiscipline teams looking at a particular person and saying, ‘How can we, as a whole, as a group
of care providers, look after this person best?’ That is the way you are going to get the
integration into the top-level, simplistic view – and this is why you come back to what is best for
that person.
If that person needs to be in hospital, that is where they need to be, but if they do not
actually need to be at home, what can that team put in place to help that person stay in their
own home with the care that they need? That is your integrated care package. And, yes, there
will be policies and procedures that will have to be put in place to implement that and there will
be measurables as well, obviously.
That is it in a nutshell but I am sure, Malcolm, you will probably have more detail of that than
I have.
Dr Couch: We can look to projects and systems already in place in the UK and we can ask
what our information would be in terms of doing various types of things, but there are a great
range of approaches that have been taken in the UK so we could almost pick and match.
I think one point to pick up in your question, Mr Callister, is that I do not think necessarily we
will see big steps. I think it is going to be in a sense almost like the British Cycling Team, of
marginal gain. I think we will be making lots and lots of things better than they were.
I will give you an example: in the Adult Social Care Team we now have reablement officers in
the community and they are particularly focused on getting people back at home who have
been in hospital. They are being very successful and we are already starting to see some
information that seems to be indicating that both the longer stays in hospital, and even the
number of people moving into residential care, is shifting because they are actually being
effective. So I think there will be a series of what might seem to be relatively small tweaks and
projects, but they will build up increasingly into a thing where people turn around and say,
‘Actually, this is far better than it was before’.
The big things you might see, as I think the Minister was hinting at earlier, we might start to
simply take down some of the divisional walls completely and say … Because certainly in terms
of officers, and we have discussed this to an extent with the political team, you could argue that
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we only need to think about community services and hospital services. And if you take that, it
sounds like a radical leap – I do not think it is particularly – what then would be within
community services and you would manage them all as one entity. Then, as the Minister said,
you could drive some savings out of the top end, but the people who win are the folk in the
community who get that care.
Q45. The Chairman: Sorry, if I could just come in on that.
I appreciate you are making that analogy with the British Cycling Team and the accretion of
marginal gains, but I think at the moment where we are at is perhaps putting me on the British
Cycling Team, and there is still a lot of work to go before we get to the accretion of marginal
gains stuff! (Laughter)
This is a question about the evidence to support whether you do something in hospital,
whether you do it at a hub, whether you do it at a home and how are you making a decision on
that based on getting the right balance between the best service that can be provided – and
actually the right balance between being the best and being cost-effective. Where is that
information coming from? How are you making decisions based on that? I think that is my take
on the question and I am not quite sure that was answered. Sorry.
Mr Couch.
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Dr Couch: At this point, clearly, the Department is still in a negative budgetary position so you
could argue that by definition we are not yet cost-effective compared to the vote that Tynwald
gave us. I think that will always be a challenge. So I think there has to be a very strong push from
the Minister and the political team, and from senior officers, to get to a position of being in cost
balance. That would be a form of effectiveness.
Then as the Minister was saying earlier, with whatever budgetary funding that we are voted
we need to work out where we invest that to get the best effect. I think there needs to be – and
again we have not talked about this, so forgive me – but it is an evolution of thinking, we need
to be finding better ways of asking people in our communities how they want to receive
services.
At the moment we have the consultation system in the Isle of Man Government to which
sometimes a lot of people contribute but sometimes very few do, and it is very hard for a policy
officer or a Minister to work out what the sense in the community is. So how you would
configure services to deliver to Mr A or Mrs B in Port Erin, the big gap often is Mr A or Mrs B in
Port Erin. We need to be cost effective and we have got to reduce our spending so that will drive
things. There will be a difference between best quality and cost-effective quality, without any
doubt at all. We need to be able to explain to people what that means and how we might need
to flex the quality of services – and that is all to come yet.
Q46. The Chairman: And it is a case of how are you building that evidence base to decide it.
At the moment it is methodology in progress, by the sounds of it.
Dr Couch: It is.
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The Chairman: Okay, Mr Cretney.
Q47. Mr Cretney: I may sound a little bit simplistic here, but could you indicate where in your
range of priorities this work features? It seems to me, with a population of people living longer,
thank goodness, generally, and the expense of hospital beds, that this seems to be such a nobrainer, if I can put it like that.
Where do you think you are up to in terms of actually making some real progress on this?
Dr Couch: Is this particularly about integrated care in the community?
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Mr Cretney: Yes, absolutely, and of course it has to be funded properly. Whilst it may be
cheaper, you still need to fund it properly, don’t you?
Dr Couch: I think the first challenge we have, and this is one that we have not cracked yet, if
we look at the previous publications from the Department – and this was based largely on the
2011 census so it probably needs to be revalidated – the estimation was that by 2036 the
number of people over the traditional retirement age would go up by about two thirds. The
number of what has this wonderful phrase, ‘the super-elderly’ – that is people over the age of 85
– would go up by about quarter or a third.
So if those projections come to pass we know that in the community the number of older
people who may have health and care needs is inevitably going to grow. At the same time we
are seeing an erosion in the number of residential care rooms available in the private sector, and
even in our own estate we have got some that are starting to run towards the end of their life,
with Cummal Mooar being a good example in Ramsey. So that is not cracked yet. We have got
the Tynwald resolution on the Funding of Residential Care for the elderly but we have also got a
national strategy on how do you stimulate the private sector to be here building things, etc.
The Minister is very interested in the concept of dementia-specific communities, dementia
villages, etc. and that is because we know that the dementias are largely conditions of the
elderly, so we know that if the elderly proportion of our community grows then the number of
dementias will grow.
Inevitably I think with a large Department, there are a number of short-term issues that we
are dealing with constantly on a day-to-day basis. Then there are the short-term strategic which
at the moment, to be honest with you, are finances and the quality of care; and then there is the
longer-term which we are still trying to get to a position of having an agreed position that we
can then share with Tynwald and our communities.
Mr Cretney: It just seems – and I accept completely what you are saying – a lot of time is
spent fire-fighting whereas longer term this just seems such a sensible way forward, really.
Thank you.
Q48. The Chairman: You did not quite pick up on Mr Cretney’s point about what budget had
been set aside. This could just be a simple case of moving people, but have resources been
identified to actually put this into place?
Dr Couch: The Department itself holds no contingent funding at all, so on our side of the
fence, so to speak, we have no investment funding.
The Treasury/Tynwald still holds some funding that we can bid for. There is an Invest to Save
Fund and we are making bids for that from time to time. If we get to a point where there is a
need for a significant investment and possibly double running of a current system with a future
system and then you drop the old system, it may be that the numbers there become significant
to come to Tynwald itself.
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The Chairman: Okay. Mr Callister.
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Q49. Mr Callister: Thank you, Mr Chairman.
My final question on this section is to the Minister. We attended last week Noble’s Hospital
showcase event, which I felt was fantastic, but it highlighted in one of those briefings that
patients are having to stay in hospital for up to six months because there is not enough care
outside in the community to actually deal with their requirements, should we say. The question
is, realistically what are the strategies and the policies that you are putting in place, because it is
not right that a patient is having to stay in hospital because there is not a level of care in the
community.
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So my question is: what policies and governance and oversight are you putting in place to
actually address this, which then frees up the vital beds needed for emergency care and shortterm stays?
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The Minister: I would say some of that links into the step-up, step-down policy that we are
hoping to expand. But I would say that nobody has actually stayed in Noble’s Hospital for up to
six months because there is not the care in the community. They are not getting discharged as
quickly as they could into the community because sometimes they are waiting for the plans to
be put in place, or maybe things like the grip bars by the bath and things like that; but that is a
matter of a few days or a week, it is certainly not six months.
There are some that are still in Noble’s Hospital that really should not be there, because they
are waiting for a specific bed in a specific residential home to be available and at the moment
we have no vires to move them on. Somebody like that should definitely not be in Noble’s, they
should be in the step-down facility whilst they are waiting for that.
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Q50. Mr Callister: Minister, I apologise if I have given the wrong data, but I am certain it was
in that briefing they were presenting a case that somebody was in hospital for six months and
unable to leave the hospital because there was not sufficient integrated care in the community
for their needs. I do not understand it, I do not know the person, I do not understand their
needs or what they required, but that was what was said at the briefing.
And if that is the case then, realistically there is something fundamentally wrong if we cannot
sort out a patient’s need for leaving hospital and getting them back into the community, if it
takes six months. Can I ask you just to pick that up and look again at that, and I apologise if six
months is wrong but I am certain that was what was said.
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The Minister: I will take it back to the Department.
I think it could be six months for somebody being in the bed, but not necessarily for the
whole thing to be set up. But I will check on it when we go back.
885

Mr Callister: Thank you.
The Chairman: We will move on now to strategic commissioning, a slightly different tack.
Mr Coleman.
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Q51. Mr Coleman: Yes, one thing before we start, I mean if you are short of money maybe if
you got any consolidated loan funds you could get them written off. (Laughter)
In the Briefing Paper you state that you will be reviewing three programme areas, comparing
with average spend and outcomes against the English average. Which areas are being looked at
and what progress has been made?
But also, why choose England? Is that the best comparator? The NHS has its own issues, but
also it is not a small Island.
So what three areas are you looking at?
The Minister: For commissioning, quite a lot actually. We have asked for all areas within the
Department to be looked at to see what should be commissioned, and the terms of those
commissioning.
With regard to benchmarking, I think a lot of the time that we have to benchmark against
England because it is the most similar model to ours, but then you have to make allowances for
any variations that you would expect there to be between the two jurisdictions. But we have to
make sure we are getting the best value for money; and commissioning is not just about saying
this is the service we want, it is about monitoring of that service.
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At the moment we know that some people get sent across to the centres in England for their
treatment and then they are recalled back for a follow-up appointment. That can go on for ages
and we are paying an awful lot of money out for follow-up treatments that are completely
unnecessary for them to go across – they could be done here, or they could be done through
Skype, the tele- side of things, so they do not actually need to go.
On that side of things we would be looking to have some more robust contracts with the
hospitals and say, ‘We want you to do this particular procedure and two follow-ups, because
that is the standard. If more than that is medically justified, then you would need to come back
to us for authorisation’.
Q52. Mr Coleman: I think the thing that concerns me is that the UK as a comparator is quite
different because they have gone into centres of excellence – thus, if you break a leg the
ambulance will take you to one hospital, if you have had a stroke then they will take you to a
hospital which is specialised in thrombolysis. So the model is not that similar. It would be very
difficult to find in the UK somewhere where the model that we have is the same.
I think my view is that we would probably be better with the Channel Islands and I know they
send people away as well. I just think that the selection of that model to compare with is going
to be very difficult.
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Dr Couch: I think one of the issues, Mr Coleman, is that when we are doing comparisons, as I
mentioned earlier, England in particular is very rich with information on health and social care
now. I think that Jersey and Guernsey, as the other Crown Dependencies, are probably in the
same position that we are, that they are slowly moving to a position that is far better, but their
current and historical data sets are not as good as they could be. So there is that standard
problem of can you compare apples with apples and draw a conclusion?
I think the issue that we have found with the programme budgeting – we started off looking
at ophthalmic services, I think we are going on to look at diabetes care and rheumatology – that
the standard UK population group for reporting information is per 100,000, which is not that
different from our population, and you can look at a whole range of places from rural to inner
city and you could look at where we are on a whole spectrum.
But I accept the point that you could compare to other island communities and see what they
are doing or you could graph yourself in the whole range of the UK, if you wish. Even there I
think where we are getting our initial information for the first line, and I mentioned this earlier,
with ophthalmic services, it seems from our programme budgeting review that we are spending
far more than you would expect for the size of our population. Inevitably that triggers a whole
set of new questions – which is ‘Why … ?’
Q53. The Chairman: But would we universally hold the UK NHS up as model of best practice
that should be emulated on the Isle of Man?
Dr Couch: Not necessarily, Mr Watterson, but I think that because we will largely be drawing
our health and care professionals from the UK, because we require most of them to be
registered with UK regulatory authorities, because we would on many occasions look to the
National Institute of Health and Care Excellence for guidance on how to run certain types of
service, it is probably the best comparison that we have. But I accept there are others.
Q54. Mr Coleman: I accept that the UK NHS is a wonderful source of information – skeleton
outcomes, all that sort of stuff – but these were things that Francis recommended in 2013. I just
wonder how far we are with getting on with the Francis recommendations. I note, with pleasure,
that we are going to have an NHS Charter, which was one of the recommendations that we had
in that, but there were 240 recommendations in that and I just wondered how we are getting
on: 10 left? Five left?
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The Minister: I do not have that, do you?
960

Dr Couch: I do not have the number with me.
The Minister: No, we can certainly get that for you.
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Q55. Mr Coleman: Fine.
As well as integrated care, strategic commissioning is mentioned in our briefing. How does
this work? How are you going to do your strategic commissioning?
The Minister: We have a Director of Commissioning. I do not know the ins and outs of
everything that he does, or the detail of it, but he is the one who brings the cases to us and says
this is what we should be doing, and then it goes out for tender – the same as we did for the taxi
service. Obviously there are other things that are coming up for renewal, I think the air
transport, the flights – not the air ambulance, but the air transport itself – is due up for renewal
soon. So he will be in charge of the commissioning of that side of things. The same as he would
be if we ask him to see what is available for ophthalmology and things like that.
But the details of what he does, I have never asked him.
Q56. Mr Coleman: When these things come up again what sort of factors, apart from
finance, do you consider? There were issues when we renewed the taxi service that people were
not able any more to get dropped off at the Liverpool ONE shopping centre, and that was the
people accompanying the patient.
Just how much due diligence do you do on this stuff?
The Minister: There is quite a lot of due diligence and every one is weighted in a different
manner. Of course we do not do the procurement, that is not done in-house. What we want is
done in-house and then it goes to the Procurement Division which sits with the Attorney General
now – I think it is 50:50 that we can go up to, but is it anything more than that we would have to
go to Treasury if we wanted a heavier weighting?
Dr Couch: Yes, cost and quality.
But strategic commissioning, I think, is striving to be far more professional. The procurement
exercise is only one step in a much bigger chain and you draw to the strategic centre of the
Department. Ultimately it comes back to the target operating model concept of a small central
organisation which is committed to doing a needs assessment – so, what is actually going on in
our community and what does our community need? A simple example might be, how many
people are diagnosed with cancer each year – previously it was very difficult to get that
information but I think I could probably do it now.
Then you would be saying what are the NICE, or anybody else’s, guidelines for the best way
of looking after those people to get the best outcomes? Then the actual commissioning and
designing the tender that you might do to procure something comes in. Beyond there, which I
think historically we have not been very good at, is even when you have the contract you insist
that the provider is giving you data back on the outcomes that they are achieving. So it is a little
bit like the steady hand on the tiller of a dinghy going across the bay, you are going to keep on
course by getting that information and actually sometimes giving them new instructions on how
to do things.
I think traditionally many people in the Isle of Man would assume that this is only about
procurement and saving money. Strategic commissioning is a rounded package and it is a
completely different approach.
Q57. Mr Coleman: Does this refer to commissioning with companies on and off the Island?
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Dr Couch: Yes. And in some ways it goes back to the Chairman’s comments about the idea of
making the hospital rather like a statutory board. I would suspect, and I did not meet them at
the time, that Beamans were thinking about making that – it is a phrase often being used in the
USA but it is becoming more commonly used in the UK – an ‘accountable care organisation’.
The sting in the tail of that is that you would say to the organisation, ‘This is what we are
commissioning you to do; this is your budget, get on and do it.’ And they could not come back
for more money. I think there is a risk politically, but also for me as a chief executive that by
making something slightly more arm’s-length you have got something else to blame. And in
actual fact I think that is our challenge, isn’t it?
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Q58. Mr Coleman: I think part of the rationale for that … and it was very live with the
administration where the current Chief Minister became the Health Minister, because I was
asked to work in Health as the vice-chairman of that board, originally, and for some reason we
got a new chief executive and the idea just went out of the window.
So it was quite live at that time and it was meant to be like a statutory board, because we
had just lost a Minister, caused by something that happened at the Hospital, and I think it was to
give an arm’s length, quite frankly, politically, where the Hospital is running under its own board
or trust, whatever you want to call it, which is similar to the UK, and it would be selfaccountable. It was not going to be run by a politician; the chairman was going to be someone
from outside. Sorry, anyway, I think that is it.
The Minister: If I could just say though, that even if we had that system, they would be
holding the Hospital to account and that is exactly what we … If you had a board looking after
the Hospital in different areas, they would be holding the Hospital to account.

1035

Q59. Mr Coleman: They were going to be the senior, senior management of the Hospital in
the same way.

1040

The Minister: That is what I am saying. You have got a senior management now and we are
holding them to account. So at the moment I cannot see the benefit of having it externalised.
Q60. The Chairman: Is the danger not then one of mission creep, in that the Department can
continue to expand and expand its desire of the functions that it wants to do and then hope that
the money will follow?

1045

The Minister: I would hope not. I think the Hospital board is a very good idea, when it is at
the level it is ready to be passed over to something like that.
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Q61. The Chairman: That is the benefit of a contract, isn’t it? You say you are going to
provide ‘that’, and then ‘that’ is costed, and ‘that’ is then provided. Whereas at the moment, our
system seems to allow a far more flexible sense of what the service is, and it has expanded and
expanded over the years, under various Ministers and many chief executives – but that is the
political pressure that comes from the bottom up, isn’t it?
The Minister: You get the political pressure. This is where I am saying it is a grey area, it is
where you are going into operational matters, not to run the operational matters but to make
sure that things are being run correctly and you are there to challenge and make sure that they
are.
I think it is very different if you have got a hospital in the UK you can contract with them for
so many things, and all the rest of it, and if they have used all that up or something happens
outside of that you can go to another hospital. You cannot do that here.
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Q62. Mr Coleman: How confident are you that you have got sufficient management
information structures to allow you to manage the issues where you are doing strategic
commissioning on getting back effectiveness – essentially, data – on this? Would your MIS pick it
up or would you be responsible, or would the supplier be responsible for providing it to you and
you would have to integrate it into your data?
Dr Couch: Historically, certainly in terms of our use of UK hospitals, and as most of you will
know mainly in the Liverpool area, we got virtually no information back at all. We got an invoice.
So I think we certainly need to improve that massively.
I think in the Isle of Man we now have much better information than we had, and that is
improving all the time, and it is made easier by some significant parts of the Digital Strategy for
Health where the digitalisation of a number of aspects of our services mean you can actually pull
the reports out better. But I agree, to run it well the Minister and I need to know what we are
getting for the pound that we spend. And in some areas we have a very clear sight of that and in
other areas we don’t.
The Chairman: Okay, thank you.
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Mr Coleman: This is my last one, actually.
The Chairman: Well, the last one.
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Q63. Mr Coleman: You will be pleased to hear!
Are you comfortable that your existing Medway system – or the version of it which may have
a few other letters after its name or whatever –we are doing a lot of the digital strategy to link
with the Medway system. I just wondered whether you are comfortable that the Medway
system is the one you want to be using in 10 years’ time? And should a project be undertaken to
have a look around the world to start with, because it would take five years to convert if you
wished to – but we have heard of other systems around the place? And whether you should
have a project team? Or, as part of your digital strategy, be looking to see just what is out there?
The Minister: That is a good point and I have to say it is one I have not given much
consideration to.
Q64. Mr Coleman: Can I just say here, in one of the first Department meetings that I sat at in
Health, we had the person in charge of GTS come in and say, ‘If you don’t sign these two
contracts within the next month, Medway will be gone and EMIS will be gone.’ I just do not feel
we need or want to be in that position, and that you might want to look around the world about
stuff that is available.
Obviously you said have not contemplated it, but it might be one you want to put on your
tick list, because it would take a long time.

1105

The Minister: I have not contemplated Medway, but I have been conscious, like you, that
things have been brought previously at the last minute and I am told we have got a system in
place now that will prevent that and that it will be flagged up x amount of time before it is due
to fall over.

1110

Dr Couch: We are also obliged under public procurement policies, when a major system runs
towards the end of its life we need to look again for best value, so there will be a tendering
exercise.
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Mr Coleman: I just think that tendering exercise should not be curtailed by time. It should be
a review of what is happening in the market place almost as a constant thing, so that when you
get to the tendering exercise at least you know what names to put on the list.
Mr Crookall.
The Chairman: Mr Crookall.
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Q65. Mr Crookall: Thank you.
We are going to move on a bit now to essential services and value in healthcare.
Minister, if I can ask please, in your statement to Tynwald in July you stated that due to
economies of scale and increasing specialisation, ‘we cannot provide all the services here on the
Island, and neither should we try’.
Looking specifically at the Hospital, then, have you defined the essential services, those that
we must provide on Island?
The Minister: No, that is part of the Big Strategy Group that I was telling you about, that is
reporting now every month to us and deciding exactly on how to reconfigure the Hospital so it
makes more sense with the different areas being placed together. And deciding what should be
done in Noble’s Hospital – what we should bring services in for and what at the moment should
be sent over to another service provider. That piece of work has not finished yet, but it is the
fundamental piece of work as far as I am concerned that an awful lot of other things will hang
from.
Q66. Mr Crookall: Do we know that is likely to be ready?
The Minister: As fast as I can push it!

1140

Q67. Mr Crookall: I appreciate you are under an awful lot of pressure, and again going back
to the showcase on Thursday, just about everybody that spoke said we need to be doing this and
this and this, and nobody suggested anything that we were cutting back on so –
1145

The Minister: This is why some of the big things like that, and the integrated care strategy
and things like that, are brought up every month in the departmental meetings now, so we get
updates and so that we know if there are problems and we are aware of why the slippages
happen, or we can try and do something to prevent it and speed things up a bit.

1150

Q68. The Chairman: Unsurprisingly, I am going to push it: is it this year? Next year? As
Mr Couch said earlier, without an action plan and without the delivery timetables things do not
happen. So when is it that you are hoping to have this piece of work done by?

1155

The Minister: I have not been given a timeframe yet. I would imagine that the initial one will
be, I am hoping, by springtime, but that is very informal feedback that I have had and I have not
had anything in writing.
Q69. The Chairman: It is now informal feedback that has been provided at a Public Accounts
Committee hearing in Tynwald! (Laughter)

1160
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Dr Couch: If I can add, Chairman, to an extent we are giving the initial cut in Schedule 1 of the
General Scheme under the National Health Care Service Act 2016, which has just completed its
consultation, and may be coming to Tynwald relatively soon. So that covers, in essence, what
the different hospital divisions are, what is in the community, orthodontic services, ophthalmic
services, etc.
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But if I look down it, the challenge we face is, for example, Schedule 1(1)(b) in the medical
division, cardiology – that is treatment of heart conditions – but even with that you can have
somebody comes in with heart failure, they are assessed, they can have some medicines, we can
monitor them in the community and bring them back, etc. You might have somebody who has
an acute event, and we probably all know people who have had this where they are having a
sort of initial heart attack, they might need to have little plastic tubes put into their heart
arteries called stents, they might need to have an emergency bypass, they might need to have
clot-busting drugs.
Largely, we do not do that in the Isle of Man at this point, and this is the decision that we
need to get really down into the detail. Our cardiologist is trained to do some of those
procedures, we have what is called an angiography room built into Noble’s Hospital from the
beginning, but has not been used for that particularly, and we have a senior nurse who is also
trained and would need to refresh. It is whether we invest a little bit to bring some of that stuff
back from the UK, and that could be significantly cost-effective because at the moment if you
are in extremis with a potential heart attack we put you on an air ambulance at very great cost,
send you to Liverpool for the emergency treatment at great cost, and we could be doing that
after a few minutes at Noble’s. I use that as an example.
Q70. The Chairman: And it is a good example but without labouring the point, is that not
slightly a case of putting the cart before the horse in that we are delivering the services that our
current staff have been trained to provide, rather than setting the strategy and then recruiting
the staff to do what we need?
Dr Couch: It is a little bit of both. I think where we see there are gaps and where potentially
we could do them in the Isle of Man, I think as the Minister was saying earlier if it is not an acute
condition, ideally we would want to bring a team here periodically like we do currently with
dermatology. For acute conditions, where we would normally if it is acute that we do not do,
send them to the UK – there is a debate about whether we bring them home.
Q71. Mr Crookall: Okay, so we shall look forward to the spring, hopefully when you will have
your list and for your benefit I think you will be looking forward to having that list done by then,
but it comes down to, I suppose, budgetary requirements, what we can and cannot afford to do
as you keep reminding us, Minister – although you do also say about having to put the patient
first. So we take that on board.
Can I ask what are the DHSC Clinical Commissioning Policies, please?
The Minister: Do you want to start, Malcolm?

1205

Dr Couch: Well, it is an interesting question. We do not have a commissioner provider in the
Isle of Man, so could you give me more detail for your question so I can answer it better?
Forgive me.
The Minister: I was struggling with that one, I thought you would be able to do it easily.

1210

The Clerk: If I may, Chairman?
The Chairman: Please.

1215

Q72. The Clerk: We have some Health and Social Care Clinical Commissioning Policies which
are on your website. They are quite new and so the Committee thought it would be helpful for
the public to understand what those are. Not a list of what they all are but what they are for,
what is the purpose?
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Dr Couch: Well, increasingly, I think as you alluded to just now, Mr Crookall, we need to have
a very clear compact with our communities and this will be partly the charter, it will be partly
the general scheming of the things of what we do, what we do not do, and what we might do. So
some of these new policies, for example, procedures of limited clinical value we will be saying to
people that from here onwards this is what you will expect for treatments of certain conditions.
That may mean on occasion that things we used to do now we do not do and that we bring in,
what again in our jargon are called, ‘thresholds’. For example, traditionally a man or a woman
with varicose veins in their legs would just have them treated in almost every clinical
commissioning group in the UK. Now they say you do not have them treated until a certain point
of the condition has advanced.
So I think, again, we are starting to reflect more and more now what you would see if our
services were based in England, in particular. So that is the purpose of them.
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The Minister: I think those are the ones that have just gone up on the website, that you were
referring to.
The Chairman: Mr Callister, do you want to just … ?
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Q73. Mr Callister: Yes, I just want to expand on that slightly, with regard to best practice and
everything else as the Isle of Man, as a model of what it provides: what do you feel is a
satisfactory waiting time here on the Isle of Man?
I think last week I highlighted a particular case where people are having to wait two years just
to get an appointment to see a specialist. Is that satisfactory in the Isle of Man? Are there other
cases that go beyond two years or are the waiting times on the Isle of Man a lot lower than that
on average? I am just trying to gain an overview of actually what sort of timeframe are people
on the Isle of Man having to wait to see specialists?
The Minister: For me, no. I think I have made it quite clear over a few years that I find a lot of
our waiting times totally unacceptable and they have to be addressed.
For me, as well as the waiting times for treatment, it is actually to see the consultant and to
get the diagnostics done. I would love to see all diagnostics down to a six-week wait, because if
you know what you have got, what your problem is, you know whether it is critical or not and
whether you can afford to wait for it or not. Therefore waiting times would be different
depending whether it is critical or whether it is just something that you can have done at some
point in time.
It is the diagnostics, I think, that we need to focus on particularly to bring them down. So
that, as I say, people who have got a condition will know what it is and will know whether it is
critical. I think that would put a lot of people’s minds at rest as well if they did have a longer wait
time, that they would know it was not affecting them adversely.
Q74. Mr Callister: The case that I highlighted last week is not critical but it is very
uncomfortable for the individual. To wait two years to see somebody has a major effect on their
lives and I was just trying to understand is two years too long or is that an average on the Isle of
Man? I am just trying to understand are there more waiting lists of over two years? What is the
average on the Isle of Man for a waiting list?
The Minister: It varies by specialty, but I think you are probably referring to the dermatology
(Mr Callister: Yes.) which is excessively long, and we are going to be putting initiatives in place to
try and bring that down.
I think the problem, as far as I am aware, and I am sure Mr Couch will correct me if I am
wrong, is that dermatologists are difficult to get hold of, which is why we have visiting ones at
the moment, and obviously why the waiting lists have gone on.
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The Chairman: I am conscious that waiting lists are not one of the many themes that you
were given for this particular meeting and we will no doubt pick them up at a future session.
We will move on, then, if that is okay. Mr Cretney.

1275

Q75. Mr Cretney: What consideration is given to the delivery of the greatest good for the
greatest number of people?

1280

The Minister: Gosh, that is a broad question, isn’t it? Are you talking about the Clinical
Recommendation Committee? They are the ones who look at the new stuff that is coming out
and would recommend to us whether it is value for money or whether it is appropriate or not
for us to adopt that as a policy.
Q76. Mr Cretney: I think we are talking about it as a measure of the Department’s priorities,
simply that really.
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The Minister: I suppose it goes through that process before it gets to me.
Malcolm, do you …?
Dr Couch: I do not want to sound facetious but do you want me to answer philosophically or
as we currently are?
I think going forward, absolutely, one would be trying to deploy resources to get the
maximum benefit for the maximum number of people, I agree completely.
In terms of our current service array and our current deployment of resources we are
probably out of kilter in some places.
Q77. Mr Cretney: So philosophically you would like it to be the case but at the moment you
are not meeting it?
Dr Couch: No, but we are moving.
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Mr Cretney: You are moving, good.
Dr Couch: So, for example, going back to Mr Callister’s question and we are not talking about
waiting lists, but we are publishing them all now so the public can see our performance and they
can see the ones that jump out – pain management and dermatology seem to be extremely
long.
You could argue many people with skin conditions which, although are not life-threatening,
are disabling, they are irritating, etc. and there are plenty of them too – psoriasis, for example, is
not an uncommon condition.
Are we serving them well enough? No. And that is probably because of historical investment
decisions that we have inherited as a senior team, that are actually harder to unpick than you
would imagine simply because we do not have any money to invest in new services. And that
comes back to your question earlier that were we to do that within our budget allocation we
would have to disinvest in something to move across to that one.
Q78. Mr Cretney: Okay. In the debate following your statement in July, Minister, the
procedure of grommets for children was mentioned as having been designated of low clinical
value so is no longer routinely available. We understand that you have medical
recommendations, but who actually makes the decisions on procedures of low clinical value?
And what can you do to assist people in understanding the reasons for these decisions?

1320
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The Minister: Ultimately it will come to the Department for a decision. Since I have been here
I have introduced policy and strategy meetings so that anything that is coming to the
Department that is a little bit complex, I think you should always have time between hearing
what it’s about and making the decision.
So we have policy and strategy meetings for anything that we are going to be asked to make
a decision on in the Department. That way the officer who is carrying it forward and making the
recommendations to us is present, and we can take as long as we want to go into all the detail,
as much as we want, then when it comes to the Department we have had that intervening time
to think about it and to ask any last minute or final questions before making the decision. But
ultimately they come to the Department for decisions which are made there.
As far as letting the public know, we have put it out in media releases and as I say I think the
latest tranche of those has gone up on the website now. I am not quite sure how else we could
let the public know but obviously if we are missing a trick I would like to know about it and do
that. But there are always the exceptions as well, as we talked about in that meeting, and we
have said that this is the evidence-based decision of what is best for people. But there is always
the exception, and if the GP thinks that this particular person or child is an exceptional case,
then they can write and say that.
Dr Couch: But these reviews are carried out by a committee of clinical experts. We see the
recommendations that come through from that committee and they are monitoring current
science, current guidelines and current best evidence of outcomes. And medical practice in
particular does change from time to time. When I was a boy, nine out of 10 children would have
a tonsillectomy but it is very rare now. That single example almost proves the case that things do
move on and I think simply because doctors can do certain things too, does not necessarily
mean that the NHS in the Isle of Man should fund them
So if I use common parlance – ‘nose jobs’ – why would you get on the NHS? Well you might
do in certain circumstances, say if you have had an accident and your airways have been
disrupted. But generally not; and people understand that. Then there is a grey zone and I think
we just need to share with people that the evidence is, notwithstanding that we all know about
certain procedures, they may not actually be all that useful for you.
Mr Cretney: I think the important feature as you have just mentioned, is there is the fallback
that if the GP considers it – (Interjection by the Minister) I think that is very important.

1355

Q79. Mr Crookall: Can I ask as a bit of a supplementary to that then, Minister? Early in your
tenure you apparently overturned a recommendation of the Clinical Recommendations
Committee in relation to Translarna. (The Minister: Yes.)
Can you tell us about that, please?

1360

The Minister: Yes, and I am sure you remember all the details about it involving a little boy.
Things had changed as well between the previous Minister’s decision and mine, in that we
would have been the only place who would not allow it to go forward – because I think Scotland
had come on board with it by the time I was made Minister, in the intervening bit in the
summer. So we would have been left out of step with all the other jurisdictions near to us and I
think it would have made us look very miserly had we been the only jurisdiction not to have
supported that.

1365

1370

Q80. Mr Crookall: Okay, Minister.
I think at the time, if I remember rightly, you had managed to get the price down
considerably, so on the back of that can I ask: you said it would come from savings, so how much
is it costing us now? How many patients are on Translarna?
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he Minister: Still only the one.
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Q81. Mr Crookall: Still only one, okay. But have you made those savings in other areas to
compensate for that?
The Minister: In the global package, yes, we have made about £5 million cost savings up until
now within the Department. Which bit of that you would like to allocate to that particular drug I
don't know, you can stick your finger in and grab a bit! But it is all in the collection of it.

1380
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Q82. The Chairman: I talked earlier about mission creep and new services, and the
temptation to always add to services and never take them away. My question is really for the
accounting officer: you had the Clinical Recommendations Committee’s recommendation but,
apart from policy in other jurisdictions, did you seek a direction for that overturn in policy as a
matter of value for money considering the financial situation that you knew we were in at the
time?
Dr Couch: The direction from the Minister? (The Chairman: Yes.)
Yes.

1390

Q83. The Chairman: You did.
So have you had any other directions – and you appreciate I am talking about directions
under the Government Departments Act. How many directions have you received during the last
12 months?
1395

Dr Couch: I am not sure if that is an appropriate question to answer, is it?
Q84. The Chairman: Well, it is something that has been the subject of parliamentary
questions in the past, about the number of directions – and I am not going into the details –
1400

Dr Couch: Only one.
Q85. The Chairman: Just the one? (Dr Couch: Yes.) Okay.
Mr Callister.
1405

Q86. Mr Callister: Minister, can I just ask you a question? Was that decision regarding the
Translarna made by the DHSC board, including the political Members and the senior
management? Or was it just made by yourself, as the Minister?
1410

The Minister: I would have to double check, but I think it was my decision.
The Chairman: Okay. We will move on to the general budget submission, and obviously in
2016-17 there was the supplementary vote of £11.1 million against a probable net outturn of
around £209 million. Obviously the question is: will you be on budget this year?

1415

1420

The Minister: That’s a really tough question; and the answer to that is, genuinely, I am not
sure. As I say, we had costs to save of about £10 million this year and the things that we put in
place have reduced that down. The forecast at the moment is for five-point-something
overspend – I cannot remember exactly what it is.
We have other cost-improvement proposals at the moment that are being considered, but it
is possible that it could be higher than the latest figure that we have been given at just over
£5 million as well, because all of the cost-improvement procedures that we have put in place to
date have not fulfilled 100% of what we were hoping for.
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So it is a little bit of a moving feast at the moment, that we are still trying desperately to
come in on budget, but whether we will be able to implement enough in a timely manner to
turn that round before the end of year, I am not 100% sure.
Q87. The Chairman: Obviously we are six months into the financial year for Government. I
would like to get the Chief Executive’s take on that and also whether, in your opinion, we are
headed in the right direction or the wrong direction – from that £5 million that the Minister has
roughly indicated?
Dr Couch: We are very definitely heading in the right direction. I think that the Minister and
my frustration – is that the right word? – is that we are probably not changing the course of the
ship quickly enough.
The range of measures that the Minister presented in Tynwald, that were referred to earlier,
are all in place and they are all running. Some of them, as the Minister just said, take time to
come fully into effect or they may have come into effect not in the full year, etc. so that is
coming little by little. So, for example, trying to convert consultant roles that are covered by an
agency member of staff to a substantive member of staff takes a while. You have got to go to
the Royal College to have the job description approved, you have got to convene a panel, etc.
But that is happening and we are actually seeing a very healthy application for Isle of Man
consultant roles at the Hospital at the moment with good candidates that can appoint. But it
takes a while.
Then, yes, we have now got a range of additional measures that we need to consider.
Obviously as accounting officer, as I think the Committee will know, the financial regulations
dictate that we take certain actions if we are predicting that we will overspend our budget in a
financial year – that includes a report to the Treasury and discussions with the Treasury team. As
the Minister said, our current forecasts are showing red and that process will be activated.
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The Chairman: Mr Callister.
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Q88. Mr Callister: Yes, I was just going to ask a question on this because I have really
struggled getting my head around the finance of the Department. If we go back a couple of years
you were given 9.9% to balance the books; you were given £11.1 million last year to balance the
books; you were then given £11 million in advance this year to help you balance the books.
So, as far as I understand, we have not had a major incident on the Isle of Man and it seems
very difficult as a backbench MHK to understand how we are not able to bring this Department
in on budget, given the fact that you have had the money in advance this year. In theory you
should be coming in approximately on budget.
So to go back to the Translarna question, where the Minister says that they have saved £5
million of savings, I am not sure where this £5 million savings has come from. I know the
Department has been asked to create £10 million worth of savings as part of that £11 million
given in advance – and I still cannot see where the Department has actually stopped this big
tanker running aground and turning it around. So can you just try and give me the explanation of
how you feel that we are actually turning this tide, because I cannot see it myself.
Dr Couch: I think, as I recall, the Treasury Minister in his budget speech said that the
Department looked like it needed £21 million and he gave us £11 million extra. So we started
the year with a savings target of £10 million.
So I think the Minister is saying that if we are currently looking as if we are still £5 million, we
have saved.
Q89. Mr Callister: I have not got the figures with me to hand but as far as I can remember I
think the Hospital was running around £14 million over budget, but there were other sections
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within the Health Service that actually were making a surplus. So realistically £11.1 million was
bringing it in on budget.
If you were given that money in advance, and technically we have not had any major
incidents on the Isle of Man, realistically you should be around equal for the end of this year.
I still do not understand how we are not able to bring this in, given the fact that the money
has being given in advance.

1500

Dr Couch: I suppose if I give you a few reflections: the Department's gross budget is
£263 million, so if you think about it £10 million out of that is actually a surprisingly low
percentage.
If I give you some examples of where we would have started the year with certain
assumptions and then those assumptions proved to be incorrect, I suppose the classic area is
always salaries. The Treasury, within our budget allocation, which you as Members voted on in
February, included an allowance for a 1% inflation in salaries, but this year my MPTC
colleagues – the Manx Pay, Terms and Conditions group of staff – were awarded 2.5% on
arbitration, and Public Services Commission staff were awarded 2.3% on arbitration. So that
immediately causes a significant growth that we could not predict, because that is out of our
hands.
So you get that we are trying very hard – and I think quite effectively – to become more costeffective; but as we have said repeatedly in bulletins to Tynwald and to the public, there are
then forces that push our costs the other way. That means that you get to a position really
where you are starting to think about more and more – I was going to say ‘draconian’, but it is
not the right word really – but you might have to take more assertive measures to get back to
what Tynwald’s budget was, than maybe our communities and the public would be comfortable
with. But that may come.

1505

Q90. Mr Crookall: Can I ask then, the Financial Sustainability Briefing highlights a number of
potential savings. Are these costed yet, these new savings for next year, or the future? (The
Minister: Sorry, could you – )
Your future savings, have they been costed yet?
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The Minister: A lot of them have been, and I think that is what Mr Couch is trying to say. We
have brought an awful lot of the savings in. There is more to be done, but we have brought a lot
of them in already. But it takes time.
So, for example, we are still reliant on a lot of locums, which are very expensive. If all our
positions were filled with substantive positions we would have very little budgetary problem,
and I think that shows the effect that has. We are taking measures where instead of having a
locum come in all the time – as Mr Couch said before, it is actually cheaper to employ a
consultant – so where we can we are employing consultants. But that again is on a gradual basis
and that takes about six months from the time you go out to look for somebody to getting
somebody in post. You cannot realise those savings overnight.
Q91. Mr Crookall: I presume locums, then, is one of your biggest overspends within your
salary?

1520

The Minister: Yes. Locums and bank staff.
Q92. Mr Crookall: What does the average locum cost?
1525

The Minister: About two to three times more than your substantive post.
Q93. Mr Crookall: And how long is the longest locum we have had on the books?
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The Minister: Oh, I do not know that one.
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Dr Couch: As an individual person? (Mr Crookall: Yes.)
They tend to be relatively short term, but sometimes it is months. But I can give you another
example –
Q94. Mr Crookall: Sorry, is that months?
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Dr Couch: It can be months, yes.
Mr Crookall: So we do not go into years, at all?
1540
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Dr Couch: I think on occasion there have been some for years, yes.
But I will give you an example: when doctors are training they come out of medical school
they do two foundation years and then traditionally they would seek something called a Core
Medical Training programme which would be to get them ready to be a surgeon or a physician,
etc. Those CMT jobs, as we call them, are integral to our rotas at Noble’s Hospital, so we get
people coming in as part of their training programmes to do a tour of duty at Noble’s and then
go back to Liverpool or wherever.
I think the number that we were expecting to come this August was six, and we were given a
bulletin by Health Education England in the north, not many months before, that only one was
coming. That means to fill those rotas and to deliver essential patient care we have to fill them
by other means – and that may be with locums. Again the difficulty we have, as I said a few
minutes ago, is that there is no contingency reserve within the Department to cover those
eventualities. It seems as if we are out of control, but that is a complete wild card that you could
not have predicted, and it represents a significant shift in the way that doctors are actually
engaging in their training across the UK.
This is not just for us, it is happening everywhere. People are becoming perpetual locums for
work/life balance; they are not going into orthodox salaried training programmes, and lots and
lots of hospitals have crises as a result.
The Chairman: Mr Callister.
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Q95. Mr Callister: Can I just expand on that a little bit because I know with the locums and
the bank staff, you are having to call on these quite significantly with regard to sickness levels
especially at the Hospital. What are you actually doing to address the sickness levels within the
Hospital, because I know that if you can actually reduce those just by even 2% you will make
significant savings?
So can I ask both of you individually about what policies you are putting in place, Minister, to
address these? And what are you doing to actually engage with the staff to reduce that? And the
same with yourself, Mr Couch, from an operational point of view.
The Minister: For me, again, it is at a very high level, where you are talking to people and you
are finding out what the problems are and trying to correct them, so that they know you are
listening to them. I also think that now we have got a very proactive hospitals manager and the
respect for some of his decisions from the clinical staff is growing. So hopefully as that process
goes on they will feel more listened to and supported, which will reduce the sickness levels.
As far as a policy goes I do not think we have any political policies, it is more of an
operational.
Dr Couch: No, it is not a political policy. We have worked intensively with the Office of
Human Resources, we have reviewed all of our stats and we have seen where the hotspots are
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in the Department. We are sending in teams to do intensive training programmes with
managers, in particular about how to manage people when they are off, making sure that
Occupational Health Services are activated as soon as possible, etc.
Again, we have actually seen in Noble’s Hospital where that training has gone in the pattern
has shifted. The question we have is that OHR is a small team and to deploy them to ‘sheep dip’
training across a very large organisation is challenging.
The Minister: I think as well, if I may, everything is interrelated and interlinked in this,
because if we have got more step-up, step-down beds in Ramsey it will take the pressure off
some of the medical wards in the Hospital which are running at very high occupancy rates, so
the nurses who work in those particular wards are working flat out all the time. They do not get
that breathing space or time for a cup of tea – they really are genuinely working terribly hard,
where hopefully that will take … I am not saying they will be underutilised, but it will have a bit
more of an even keel for them if some of the pressure can be taken away from those wards.
The Chairman: Mr Cretney.
Q96. Mr Cretney: As would be expected in a care service – and we have discussed this
already – approximately 80% of Noble’s overall net expenditure relates to staffing and you
predicted savings in the briefing relating to locum and agency staff. Do you still think these
targets will be achieved in 2017-18?
The Minister: I do not think we will have achieved all of them, no, as I say, because of the
long lead-in time. I am very hopeful for next year, because as I say everything is being put into
train now so that we will get a full year’s efficiency savings next year, but we cannot get a full
year this year. We are half way through now, so whatever measures we take now have to have
almost double the effect – to come out to meet your budget, you have to implement even more
than you would necessarily have had to do, if you’d had a full year’s savings from the other
things.
Q97. Mr Cretney: We understand that there is a worldwide issue with recruitment of medical
staff. How does this affect the Isle of Man specifically?
The Minister: As far as I am aware it affects us quite a lot.
There are concerns at the moment – which I believe are unfounded concerns, but
nevertheless they are things that get swept up in conversations in the UK – that the Brexit issue
could affect the Isle of Man, so people would not be thinking of coming here and maybe they
would be safer to stay in England. That is not the case, but obviously conversations like that
happen. I know of one person who did not come because they were worried about the
repercussions. That was absolutely a needless worry, but if they do not know the Island and they
have got two offers on the table they are going to take the one that they absolutely think is fine.
So worldwide things always do have an implication for us, unfortunately.
Q98. Mr Cretney: What you have just referred to has been raised in Tynwald. Do you think
that yourself or the Chief Minister should make a firm statement in relation to employment of
European staff in the Isle of Man?
The Minister: I think from our point of view it would be helpful.

1630

Q99. Mr Cretney: Okay. Due to the lack of specialism at Noble’s, does it make it a less
attractive place to work, do you think, particularly in career terms for doctors, affecting the
ability to recruit? What is or can be done about this?
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The Minister: The lack of specialties? (Mr Cretney: Yes, because – ) (Interjection by the
Chairman)
I think it probably would in certain areas of medicine, yes – certain areas of surgery. For
others, I think if we play our cards right we actually really could attract people who can see the
benefits of being a smaller organisation. I had a tour of Pathology the other week and we are
bringing back home-grown people there – there was one Manx graduate in each area which was
great to see. But they were saying that even when they were doing their training, the advantage
of coming to the Isle of Man was that you got to do all sorts of different things, whereas in a big
hospital in the UK you would be doing the same thing for about two months before you got
moved on to something else.
I think some of it is about selling ourselves, as well. We do have a lot to offer and if there is
something specific that I suppose a surgeon or a consultant has an interest in, we can possibly
help with that a lot quicker and a lot more nimbly than other places in the UK which are bound
by their regulations and they cannot get over as quickly as maybe we could.
So I think some of it is how you package it and how you sell yourself.
Q100. Mr Cretney: Do you think long-term pension arrangements have a part to play in
people's consideration about the Isle of Man?

1650

The Minister: Again, and I can only speak personally, it has not been raised with me as a
particular issue at the moment. I don’t know … have you?
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Dr Couch: Yes, they do! (Laughter)
The issue I think with many people is, obviously from the perspective of the UK or Ireland we
are a foreign country and we have our own law, etc. which is fine. If you are, let’s say, a longterm NHS employee from England you are very concerned about the portability of your pension
and the contributions of that pension, and whether the benefits are exactly on a par here or not.
And if you sense either by hearsay – which, as the Minister said, is a very powerful thing – or by
looking objectively at things that you could be disadvantaged, you will not come. So we have an
issue around that.
Clearly an Island where we are a largely looking for generalists, as we were saying just now,
compared to ultra-specialist centres, there is a different package. On the plus side, I think we can
offer a quality of life off the scale and all of those things. So, for example, we have recently
brought home two Manx-born doctors who have had stellar careers for a few decades around
the world. They have come back to work in the Emergency Department, brought their families
home and are really happy people.
I think we have got to be out there constantly selling all the plus sides and being able to
explain any subtle or clear differences between employment elsewhere; but, as I say, it is still a
great place to work.

1675

Q101. Mr Cretney: Yes, that is obviously a good news story. But in terms of the portability of
pensions, do you have discussions with other areas of Government in relation to that, to see if
there is anything that could be done to try and improve the perceived stability of the Isle of Man
for somebody who is in an NHS career and may wish to – ?
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Dr Couch: I would, yes, and if ever an issue comes up I will talk to appropriate colleagues. And
then ultimately with some of these things it is a matter for Tynwald, isn’t it?
1680

Q102. Mr Cretney: Yes!
In the briefing paper there is information regarding the review of consultant job plans. Could
you tell us a bit more about what these are? Could you also comment on the situation where we
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have sufficient work for, and therefore employ, a single consultant in a specialty: does this
deliver better value than using a visiting consultant?
1685

1690

1695

Dr Couch: For the consultant’s contract, we basically use by analogy the NHS England
Consultant Contract, which is a decade old now. It talks about ‘programmed activities’, and a
standard programmed activity is half a day, and the standard consultant’s contract is 10
programmed activities – or ‘PAs’, in our jargon. You can gain additional PAs for different
elements of work that you might do on top – so if you are a divisional leader or on a specialist
committee, etc.
The contract says that each year with your line manager you will have a job-planning exercise
where you ask if the number of programmed activities is appropriate. I think there has been an
observation over the years in the Isle of Man that the hospital consultants here with their
number of PAs, if you looked at them it might make your eyes open quite quickly and you would
think how on earth could somebody have 17 or 18 PAs if a PA is half a day. That is something
that we are now going through one-by-one. But it is an annual exercise, it is by negotiation and
there has to be three months’ notice of a change of the number of PAs. But that is happening
and we have seen some significant changes there.
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Q103. Mr Cretney: In the briefing paper, and this seemed to be one of the most positive
things as far as I am concerned, it is noted that we joined the North of England Commercial
Procurement Collaborative in January this year – so, well done for that – and the target savings
are just under half a million. Do you have any idea why it has taken so long to join a group like
this?
Dr Couch: I think sometimes it is simply that we have not asked. In terms of our interaction
with NHS England it has been very hands-off, and to a significant extent we have had a
contracted agent who has managed our liaison with those Trusts. Our commissioning director,
who the Minister mentioned earlier, came from north-west of England in 2015. He has a good
network and he was aware of those sorts of things, and then you go along and say, ‘Would it be
possible for the Isle of Man to join an English thing?’ They will often check with London, etc. and
it is perfectly possible – and then we do it.
It comes back almost to what we were saying earlier that a number of things we do need to
be far more effective and far more modern. One of the things we have not been able to do, for
example, is join the NHS Jobs website, they will just not let us in. That would be useful to show
the vacancies we have here. We keep asking them and they say no – but the Collective said yes.
Mr Cretney: Good.

1720

Q104. Mr Crookall: Can I ask why they will not let us in?
Dr Couch: They say, ‘Because you’re not in England.’
1725

The Minister: We are not part of their NHS organisation; which we are not.
Dr Couch: Whereas the other group said, ‘You can.’
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Q105. Mr Callister: Just following on from Mr Cretney’s questions there, what have been the
benefits and savings to date?
The Chairman: Against the half a million pounds target? (Mr Callister: Yes, thank you.)
That was the target, so far how are you getting on?
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Dr Couch: Sorry, I do not have a number, we would need to give you an extra schedule with
that, I think.
Q106. Mr Callister: Okay, excellent.
Also in the Briefing Paper there was a note about joining the NHS-based agency staffing
framework. And the same question: why haven’t we already done this? Why haven’t we done it
before and why are we not proceeding with this any further?
Dr Couch: I think a lot of these things are subject to negotiation and that has not completed
yet. And in actual fact, my understanding on a general knowledge basis is that it has not been
particularly effective in England in any case.
This was a directive from the Secretary of State for Health in the UK that agency costs would
be capped. He put that directive out to the trusts, they said that we will do that and then little
by little it got broken I think, because they could not get staff.
Q107. Mr Callister: Right, okay.
Again, carrying on with the Briefing Paper, it mentions about the Pan-Mersey group
formulary: why has this not been used before and what have been the benefits and savings to
date on this scheme?
Dr Couch: Again, I do not have immediate information on that we would need to check.
Q108. Mr Callister: Would you be able to provide that? Thank you.
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Q109. The Chairman: Obviously there has been a lot of potentially good work here in terms
of future savings. Just to build on that, one of the other things in the Financial Sustainability
Briefing Paper is that we need to move away from traditional methods of budgeting.
I can see, Mr Couch, your wry smile; and, Minister, yours as well. It is certainly something
that has been on my agenda for the last 10 years! So the obvious question is, how is that going
and will the 2018-19 Budget – at least the Department’s submission – be done on a different
basis from that in the past?
Start where you like.
The Minister: I will go with the headline, you can do the detailed bit after.
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The Chairman: Okay, Minister.
The Minister: As you know, I have been as passionate as you about getting the budget
process changed. We are doing some programme budgeting at the moment and we will be
doing more next year, which will actually – apart from breaking down some of the silos within
the Department – give you a better idea of what a whole procedure costs, taking in all the
different elements. It is going to be particularly needed for the integrated care side, that the
silos are broken down and the sooner people start talking and working together and cooperating together. And I have to say, I will be honest, in the last few months I have seen great
co-operation between the divisional directors; that side of it certainly seems to have improved
enormously in the last little while.
Sorry I am going off … but the budget process itself, yes, it is being changed to make it more
fit, but it will take a bit of work, it cannot all be done at once within such a big Department
without any additional resource.
Q110. The Chairman: Mr Couch.
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Dr Couch: There are Department-level issues and national issues. At the Department level I
would repeat what I said about strategic commissioning that if you started afresh you would
look at the population of the Isle of Man, determine what its needs were and determine what
services would meet those needs. You would determine the quality and frequency of those
services, you would work out the cost of the quality and frequency, you would have a budget
and you would talk to the Treasury and say, ‘This is what we think we need to look after the
people of the Isle of Man’. That has never, ever happened.
We have rather a Heath Robinson machine that has been built up over the years with bits of
flywheels and pulleys and string and sticking tape. And then, because of the way the national
system works, that is presented each year to the Treasury and may or may not increase buyer
percentage on the main lines with bids for changes for strategic change.
I think we have to be honest that in terms of the challenges we face and in terms of the
staggering amounts of demand on a day-to-day basis, the urgent is always pushing aside the
important. To a degree, without being too naive about this, I do not think that the Department
has the skills to do some of these exercises. So I could argue, and I am sure the Minister would
agree with me, that doing that fundamental deep-dive exercise at some point in the near future
is essential. We would also then need to liaise with Mr Cannan and his team about how that
would plug into the national system, because at the moment we would be such an outlier it
would not compute.
Q111. The Chairman: The natural supplementary question is: what is Treasury doing to
support the Department in changing the way that you will collate, present and plan your figures
for the future?
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Dr Couch: I think they are very supportive.
Q112. The Chairman: What sort of practical assistance does that look like? Is it a
philosophical support or is it tangible support, perhaps?
1815
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Dr Couch: I think at the most basic level it is understanding. I think they listen to what we say
and they understand the many issues that we face.
I suspect – and we have not had this particular conversation – if we said to them we want to
do this exercise they would be fully supportive, and I think we would need to do a bid to the
Invest to Save Fund to get some external support to help us to do it. I think there has also been
some talk, and again this is not a particular secret, about whether or not almost an independent
inquiry into our services and budget should be commissioned by Tynwald, or whoever. I can see
that would be quite a valuable thing to do also.
Q113. The Chairman: I think I am conscious, certainly in the last 10 years, two different sets
of accountants have raked over the books of the Department but this has not ever quite come to
life, presumably partly due to additional resources being required. But do you think that you
have got in your head the right model as to what the budgetary system for the Department
should look like? Is it programme project budgeting?
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Dr Couch: It would be to do that fundamental needs analysis, service design, costing equals
your budget. That would have to flex from time to time so you would need to do that exercise
periodically. I would not be able to predict the outcome because I am absolutely convinced that
our investment in some areas is probably heavy and in other areas it is light or non-existent, so
we would get some surprises by doing that, but it is the right thing to do at some point. And that
again I think is a ‘deal’ that we would need to do with the Treasury and then we would have to
be remarkably open about certain things.
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The problem we come back to I think is data. So if I say that first step would need to be a
needs analysis then somebody coming to do the exercise with us would say, ‘Can you tell us
what your needs analyses are?’ And they may not be there yet, so we would almost need to
have a run-up to this sort of exercise and make sure that we had all of the components that
would need to go into the exercise to make it work, otherwise it would be half-cocked.
Q114. The Chairman: And this is all in programme, all in hand, and ploughing down the tracks
for the future?
Dr Couch: Large parts of it are, yes.
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The Minister: Can I just say that if that model was done from scratch and we worked out
what we should be doing, you would also need a contingency fund sitting somewhere, whether
it was within the Department or within Treasury. At the moment you have your day-to-day
running and you have got your budgets for them but something can hit you over the head at any
time that you could not possibly plan for, that can cost you half a million or a million just at the
drop of a hat.
And you would not want that built into a budget process because that again would lead to
inefficiencies; but it should sit somewhere whether it is within the Department, in its budget,
but has to have Treasury approval for drawing on it, or whether it sits with Treasury, I do not
know. But if you have got the exact right money for providing a good service for x amount of
people for all the stuff that you can budget for, using your benchmarking and the figures that
you expect, if something really untoward happens then you should be able to have access to
other funds rather than taking them out of the basic care that is needed.
Q115. The Chairman: Although to my knowledge and experience, both of those internal to
the Department and external in Treasury have been tried, and never entirely satisfactorily. Is
that a fair … ?
The Minister: I would think you have had more experience of that than me.
The Chairman: Okay.
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Dr Couch: I think it is fair, yes.
The Chairman: Mr Callister, you had a question, do you want to chip in? (Mr Callister: No.)
Mr Crookall.
1875

Q116. Mr Crookall: Thank you, Chairman.
Under the banner of ‘health not illness’ or I suppose in other terms prevention is better than
cure, which should reduce the need for critical care, what is the vision for this and who has the
responsibility for this strategy?
1880
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The Minister: I suppose the information that we need comes from Public Health. The first
report of Dr Ewart, she will be presenting on Wednesday of this week. I would flag up that it is
going to be worth listening to; it is a very good report. That report will inform us of various
things that we should be focussing on, but again it comes down to the double-funding. If you are
promoting health rather than illness – and I will use the childhood obesity one because that is
one of my pet things, and I really want to see some progress whilst I am in post on it – you have
to spend money upfront to see benefits and it could be 20 or 30 years down the line before you
see those real cashable benefits. You will see benefits prior to that but in monetary terms it is
going to be a long time, so you have to spend the money upfront.
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Now, with childhood obesity, we are lucky that when the ‘fizzy drinks tax’ comes in the
Treasury Minister has already said he is going to ring fence that for initiatives to try and address
the childhood obesity issue that we have. So there are things like that, but it is such a long-term
project. And whilst we have a budgetary deficit it is very hard to find the money to put the
programmes that we would like to do into place without help from Treasury for those sorts of
things.
Q117. Mr Crookall: Okay, and if I can go back to probably a year or so ago with my old hat on
as Minister for Education, I know we had a working relationship with the Public Health
Department but at some stage some of the funding from Public Health to Education down at the
NSC, for some of the programmes down there, were cut at that time. Is there any evidence at
the moment that what Dr Ewart has put into practice is working? And I take on board that she
has only been there for a fairly short time.
The Minister: This is her first report.

1905

Q118. Mr Crookall: And that is Wednesday, you say? (The Minister: Yes.) Okay, you might
not want to steal her thunder, but is there any evidence at the moment?
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The Minister: Ooh, I am not going to steal her thunder at all!
But this is where again if I can go back to the budget process, this is where I think between
Departments we have to break down silos. We should have a programme for this and whether it
is with Health and Education and whoever, there should be a programme at the beginning of the
year for tackling these things, and the Departments that are affected should be chipping in
x amount out of their budgets to tackle them. It affects Education and we would rely on you to
educate the children on basic stuff as well, and we would pick up the health side. You cannot do
these things in isolation.
I think the biggest thing that changing the budget process will do, if you change it into
programmes, is to actually get rid of these walls between Departments so that we truly work
together because we have all put money into a particular programme or initiative so we all take
ownership for it.
Q119. Mr Crookall: I look forward to the talk on Wednesday because certainly Education at
the time, or the NSC, would say that the programmes they had running were working and it was
a shame the funding was taken off them – because they certainly had to cut back on some of
them. I look forward to that.
I was going to ask how will the benefits be tracked, but I guess again we are going to hear
that on Wednesday? Can you tell us?
The Minister: What, the health benefits? There are some performance indicators like the
number of children starting primary school who are overweight or obese, and obviously there
will be other indicators built in to different programmes depending what it is. So, yes, there
always should be some sort of measurable.
Dr Couch: There is a standard system called the Public Health Outcomes Framework, or
PHOF, and that looks at a number of key health and wellbeing indicators throughout people’s
lives. And again it comes back to the collection of that information so that we can present it.
I think what the Director of Public Health will intend to do is to say, ‘Here is the Isle of Man
information’, and then try to compare and contrast to comparators in England in particular.
It is a challenge because, and we have said this elsewhere, that if we think about the four key
lifestyle determinants of smoking, alcohol consumption, weight and activity, there is a challenge
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there about how to change the behaviour of a whole population. I think we should be constantly
trying to find innovative, good methods for doing that.

1945

1950

1955

Q120. The Chairman: But on the back of that, ‘prevention rather than cure’ has been the
mantra for the last 10 and more years. Budgets never seem to follow the political desire, or the
money never seems to follow the issue. Again it seems to be one of those things that is never
quite pushed through in an action plan.
What is going to be different this time? Is there going to be money taken off the acute end of
the scale and put into prevention to make this happen; or is it going to be a hope or a bid for
more money that may or may not come? What is going to give life to this general desire to see
prevention rather than relying on the acute services afterwards?
Dr Couch: I think in a general sense we are starting from a position where I think the Public
Health Directorate had lost its way a little bit. We have got a visionary, incredibly hard-working
director now who has turned around her operation first of all, and then we will see waves of the
effectiveness of what she does, and will be testing that with the outcomes that we measure.
One of the things that she is very strong on, and this is maybe where there has been some
crossing of swords with other programmes, is that you need to be able to show that an
intervention causes a good outcome and it is evidence based.

1960

Q121. The Chairman: But we are going to move to a strategy of more prevention, (Dr Couch:
Absolutely.) but without any more money, so it is all going to happen by magic!
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Dr Couch: Sometimes it is reallocation. We have got an extremely successful pilot reaching
the end now – it is early help for families. Again if you look around the world now they are
saying that families are running into all sorts of problems, and if you can get in there early
prevention is better than cure and you have a far better outcome. We did not have that in the
Isle of Man two years ago, now we do; and we have got workers who go out with the families,
do an assessment and then help them to find the services that will get them around the corner.
That is a joint venture between Education and Children and Health and Social Care and it is
working really well.
Q122. The Chairman: It is a great example. But I think what I am still trying to get to the nub
of is that there is no new money, it is all about reallocation of the existing money: are you
moving money out of one area which you say is still struggling into the long-term? I appreciate if
you were starting with a blank piece of paper we would not start from here, but I do not
necessarily see in budgetary terms that the money is going into prevention rather than the acute
services, which is the stated aim of the Department.
Dr Couch: I think that is a fair comment. At this point the largest amount of our energy is
trying to reach a position of stability and bring the costs under control.
The Minister: I think next year we might be able to answer that question a bit easier because
we will be able to see then the effects of all the cost improvement measures that we are putting
in or have put in and will put in place, and we will have a better view of a whole year and what
money we have got that we could reallocate to that. Because I agree, it is a very important thing
that we do, but whilst you have got cost pressures and still want to improve services to get to a
reasonable standard, such as the long waiting lists, you cannot actually divert that money.
Q123. The Chairman: Unfortunately bringing budgets back up again, but to what extent do
you have a reasonable level of confidence about your forecast for next year and your ability to
cost out a plan to balance that?
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Dr Couch: We have just completed – and I do not know whether we are in phase 2 of the
budget process – but we have gone through a very detailed review of the Department’s budgets
and programmes. There are some bids for new services and we are faced with delivering the
savings that we have promised. As you will remember from being a Minister, Mr Watterson,
there are the political meetings with the Treasury and they are coming up shortly, so that will be
knocked out.
In terms of how confident are we that we can make things work, I think we are seeing signs
that things are improving, so my confidence rises by the month that all of these programmes –
and there is an enormous wave of things happening – are, one by one, coming into action and
then delivering. I think we are still going to need to do some of the bigger things that we are
anticipating now to give it even more of a jolt. Then we get to that position of stability and then
you start to think about the internal reinvestment. But the policy work around things like
integrated care, etc. will have caught up with us by then, and that is when you can look where to
do the investments.
Q124. The Chairman: So do you foresee a time in the near future, if at all, when the
Department will actually come in on budget?

2010

The Minister: Yes.
Q125. The Chairman: Next year? The year after?
2015

2020

2025

The Minister: I would hope next year.
I think we will be a lot closer this year, I am still hoping to try and get there for this year. I
think it could be a wish rather than a reality, but I am still doing my best, and trying to bring in
things that you can change quickly, even if it is only for short term to come in on budget we are
doing our best. But next year as I say with the cost improvements that have already been put in
place and ones that are due to be put in place I think we have got a very good chance next year
if we get the budget that we are going to be bidding for.
Q126. The Chairman: It does seem like you are fishing blind a little bit because you have said
you have got plans that will save us ‘this much money’ and will do certain things, we have talked
about how much that amounts to and what that costs up. But the other side of that is kind of
knowing what your cost pressures are going to be next year and the year after, and the stuff you
have said about the data that you have got, it did not give me the confidence to say you do
actually know what the Department will cost you at a standstill basis next year. So how can you
possibly know whether the programmes are adequate in order to balance the budget?

2030

The Minister: You cannot be 100% confident. I am as confident at the moment as I can be,
from the information that I have been given.
The Chairman: Mr Callister.
2035

Q127. Mr Callister: Can I just follow on from the Chairman’s question there.
You were saying that previously you may – and we will keep the word ‘may’ – have to come
back to Tynwald in January and ask for a supplementary vote of maybe around £5 million. When
you have your discussions with Treasury –
2040

The Minister: Sorry, I do not think I put a figure on it.
Mr Callister: I think you did.
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2045

The Minister: No, I said we have made £5 million worth of savings.
The Chairman: Against a £10 million target.

2050

2055

The Minister: Yes, from a £10 million target, so there is still £5 million. The run rate is actually
that it could be more, but we are bringing in more cost improvement processes to try and
reduce that, so I would not actually like to put a figure on it at the moment as to what the end
result will be because you have got some things going up and some things going down at the
same time.
Mr Callister: We will need to check Hansard because I thought you did say £5 million.
The Minister: I might have done; if I did –
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Q128. Mr Callister: You might have said it, okay. Good, thank you for correcting that,
Minister. But if, for example, you do go to Tynwald and ask for a supplementary vote – and I will
keep the amount clear – are you intending to go to Treasury and ask for additional budgetary
funds for next year’s financial year? Because obviously you have had £11 million given this year
to help you balance the books, so you are actually saying that you may have to come back to
Treasury to ask for an additional amount on top of what was given last year as well, to help you
as a Department from a budgetary point of view?
Dr Couch: Yes, it is a blend. I mean the process will be you are looking at your previous years’
outcomes; you are looking at this year’s performance, then you are bidding for next year – there
is a blend of things.
So if we felt sincerely that there was no way we could meet this year’s budget, then
inevitably we would be asking Treasury for more uplift in the subsequent period also.
Q129. Mr Callister: But again, that goes back to the question that we have already tabled this
afternoon, where we are seeing the requests for additional funds, as I say, an additional
£11 million paid in advance in this financial year. You may – and it is only a ‘may’ – have to come
back and ask Treasury for additional money. I am seeing the requests for more money, but I am
not actually seeing the savings.
So the question goes back to the crux of all of this which is, yes, we are seeing the requests,
but we are not actually seeing the Department delivering the savings. So, again, what is the
Department doing to deliver these savings that were promised, or working towards the
£10 million, and any additional ones on that? What is the Department doing to drive down these
efficiencies and savings?
Dr Couch: All of things that we have mentioned and that the Minister briefed Tynwald.
The issue I think is that for all of the reductions in costs that we can achieve, there is a series
of pressures the other way all the time – as I mentioned earlier salaries being a classic one. The
net position may not be where you want to be.
Q130. The Chairman: Okay, just moving on to technology, if we can.
Some of the savings plans included in the Briefing Paper do involve the digital strategy. Whilst
I appreciate we have talked a bit about action plans and making in happen, one of the ones that
was identified in there, which was called the Health Roster – and for the record that was 4.4.1 –
and it was noted that the return on investment expected from a £300,000 investment was not
known. The quote was, I think, ‘It is likely to deliver a significant cost efficiency opportunity’,
which was an interesting choice of words. I am not quite sure what it meant, but I presume it
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2100

2105

meant that the return on investment was going to be at least get your money back on it over a
reasonable period.
It just struck me as being a slightly less-than-rigorous approach to investment decisions, to
not really know what either the payback period was or your return on investment was going to
be. Maybe there was more in there did not quite make it into the Briefing Paper, but am I right
to be sceptical, I suppose, is the question?
Dr Couch: I accept it is a vague statement. I think health roster as a project actually precedes
my time at the Department and it also took a long time to get in. It is very widely used in NHS
England, so it is a well-known system. It allows ward managers to balance their staff as they
need to do. Again, we can check and get an up-to-date effectiveness figure on that.

2110

The Minister: I think from memory it helps you reduce the reliance on bank staff. I think that
is one of the benefits of it and our reliance on bank staff has reduced. Whether it is because of
that or not I do not know. We would have to get that for you.

2115

Q131. The Chairman: You would ideally set out what you expect the savings would be and
then try to deliver that. But perhaps the next question to follow on from that is then: is a postimplementation review done to work out how much is being saved as a result of that investment
and whether it was worthwhile or not?
Dr Couch: Yes, they are done. (The Chairman: They are.) Because the question is always to
pick when to do the post implementation review, isn’t it? In the past many reviews were not
done, I can remember that from my time at Treasury and talking to DHSC.

2120

The Chairman: Mr Coleman.

2125

2130

Q132. Mr Coleman: Thank you.
Moving away from the financial part of the health roster, let’s take the simplest case: health
rostering tends to work based upon the patient acuity in a particular unit, at a particular time,
which basically means that people may need to be a lot more flexible in moving their work site
between wards and things like that. Have you met any resistance to that in the implementation
where someone says, ‘I need this level of nurse because we have got this level of acuity within
the ward; let’s get one from somewhere else where there may be less acuity on that particular
day’?
I just wondered if you had met any resistance with the staff because I had the impression –
certainly with one of the wards which is no longer there – that the people, that was their place
and that was where they worked and they were not going to work anywhere else. I just
wondered if you have met that type of resistance?

2135

The Minister: I have heard anecdotally that people think they are employed to work on a
ward rather than within the Hospital. I have not come across any face-to-face incidences of that.

2140

Q133. Mr Coleman: Where people have refused to move and go and work on another ward
for the day?
The Minister: Yes.
Mr Coleman: Fine, thank you.

2145
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Q134. The Chairman: Again, being slightly long in the tooth, I remember the single e-patient
record was planned as long ago as 2006: is there still a consistent vision for this? What is the
vision for these single e-patient records and where is it up to?
2150

2155

2160

2165

2170

Dr Couch: To an extent we have actually moved away from that concept. I think that there
was a period in terms of ICT support where everybody was trying to sell what were called
‘enterprise systems’ which would cover the world and everything. We are moving to a world
now where you have got components that are good for a particular purpose and they connect
very well. So at the moment, for example, one of the most active programmes is the Digital
Health Record, and that is taking all of the paper records that were in Noble’s Hospital, scanning
them and turning them into a digital record. That lives by itself in a particular archive, but the
other hospital systems can read it so you have a viewing system to look into that record. You
have the Medway system which is managing patients as they move around the Hospital.
We are building an electronic system to order pathology tests, etc. and we are building an
electronic prescribing system. They are all individual proprietary pieces of software but
nevertheless they are designed to talk to each other so that the clinician can see that richness
around a patient, but they may be coming from different places.
So I think we will have fairly soon, not in one system, but we will have the concept of the
virtual patient record quite soon now because, for example, with the digital scanning we have
already got 25% of all the paper records scanned – it is millions of pages and by the summer of
next year that should have completed.
Q135. The Chairman: With regard to the scanning anyway, is there not a danger that you are
just digitising the same problem, rather than actually solving it? So what you have is just a
scanned PDF, it does not mean the data that is really important that is within it is interrogable or
comparable – you would have would have to go back through lots of different sheets of paper.
So are we actually solving the problem by scanning it retrospectively or is the vision still to
not create the paper in the first place going forward, so that you have something that is
meaningful and comparable?

2175

2180

Dr Couch: It is a bit of both. I think if you start going forward if you are using an electronic
system, you are going to put your information in the hoppers that are intuitively designed to
give the clinician what he or she needs. Going backwards, the scanning system is not like an ebook, it has a front face where even those records that are scanned go into particular places and
are much easier to look at than you would imagine.
We can do a demonstration for the Committee.
The Chairman: What I am worried about is that it is not just the same useless –

2185

Dr Couch: No it’s not.
The Chairman: – big block of paper that you cannot search through and you don’t know
where it is, as opposed to a slightly more interrogable system. Okay, that’s great.
Let’s move on to service delivery plans, then. Mr Callister.

2190

Q136. Mr Callister: Thank you, Mr Chairman.
The 2016-17 Service Delivery plan and the quarterly updates were published on the
Government website, but the 2017-18 plan does not seem to be available. Is this expected?
2195

Dr Couch: Yes, because we have aligned everything with the Programme for Government.
Q137. Mr Callister: Excellent, thank you.
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We also note that Public Health have published their Service Delivery plan recently. Do other
Divisions have individual service delivery plans and are there any plans to publish these?
2200

2205

Dr Couch: They do, because they have individual targets. We have not published them all this
year, but we can do.
As I say, the basic departmental thrust was to align with the Programme for Government, and
then the elements of the quarterly reporting for the Programme for Government that we would
have put into DHSC quarterly updates will now be reflected in the national Government updates.
Q138. Mr Callister: Excellent, thank you.
Just one more on this side: in Noble’s, who is accountable for the service delivery and how
are the people held accountable?

2210

Dr Couch: The accountable person at Noble’s Hospital is the Interim Director of Hospital
Services, Mike Quinn, and he answers as an immediate line manager to the Deputy Chief
Executive Michaela Morris, who answers to me.
2215

2220

2225

2230

The Chairman: You will be pleased to hear that we have started down the home straight
now, and I will hand over to Mr Coleman.
Q139. Mr Coleman: And I am the slowest runner! (Laughter)
The consultation about the National Health and Care Service General Scheme which of course
includes the proposed changes to prescription charges has been very much in the news. Can you
explain exactly what the new legislative framework is, including what the scheme is for, why it is
needed and what changes will we see as a result?
The Minister: As you know, the National Health and Care Service Act was brought in last year,
but it does not come into being until we have produced the first scheme which this is, alongside
the charter. That sets out exactly what we will be providing and what our fees and charges are.
As you say, there has been a lot of media coverage and that has been mainly about the
change and the challenges.
Q140. Mr Coleman: It has been quoted that 90% of prescriptions are currently free: if the
changes proposed are made what effect will that have on the percentage and, understanding
that you cannot quote exact figures due to pre-payment options, approximately what will the
savings be?
I will go a bit further which is not here –

2235

The Chairman: Do you want to save that for a supplementary? (Mr Coleman: Okay.) We will
keep them one at a time.
What do you anticipate the savings will be and what the percentage of paid-for prescriptions
will be?
2240

2245

The Minister: Part of the rationale, can I just say first, was actually to have a fair system, that
is what the proposals are about, because at the moment you have some people who have a
lifelong condition getting all their medication for nothing forever more, and other people who
have a lifelong condition who do not. So there was some inequality there as well. We decided
the main principle was that if you could afford to contribute something, then we would be
asking you to do that.
As I said, these are the proposals, they have gone out for consultation. Obviously we have got
budgetary constraints as well, which is part of it. We wanted to make it fair but it was also to
raise some income to try and give us some money to bring in the new services that we want to
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2250
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do and to improve some of the existing ones – to cut down on some of the waiting times, etc. –
with some new money coming in. Some of that money was to help to address our budgetary
proposals.
If it all came in as proposed I think, off the top of my head, it would be somewhere between
one- and three- point-something-million that would be raised. But as you said, that is such a
variable thing because of the prepaid certificates. It would depend on the uptake of those.
Q141. The Chairman: And just to push you on an answer to the other part of that, which was
what the percentage of free prescriptions would be. They are 90% free at the moment, what
would it take it down to?

2260

The Minister: I cannot remember the percentage. I am not actually sure if I have seen it as a
percentage. Did you know?
Dr Couch: I have not got it with me.
2265

The Chairman: Sorry, Mike, just to allow you to pursue your supplementary.
Q142. Mr Coleman: When will your consultation be published?
2270

2275

2280

2285

The Minister: It will be published shortly.
The information is being collated. I have had the headline trends but we are having a meeting
about it within the next week, and it will be published.
Dr Couch: I think the consultation closed, if I remember, in the third week in September, so
we will comply with national policy which is to publish a response within six weeks. So it will be
early November I think.
Q143. Mr Coleman: I think most Tynwald Members were actually contacted by an individual
who basically said that the old age allowance is disappearing, yet the people in the range above
the children and below the pensioner level, of that band of prescriptions 90% of those are free.
So where the bulk of the free prescriptions is are not with the pensioners, they are actually with
the people in the group in between, which are the people below pensionable age and above
children’s age – 90% of those are free. A particular person was just saying he did not see why
pensioners should not get free prescriptions.
Do you have a view on that?
The Minister: I am not sure that what you have said you have had information about is
correct; I would have to check that with the Department. It is certainly not what I recollect from
the figures I was given.

2290

Mr Coleman: I am quite happy to forward the email to you.
The Minister: Yes. As I say, I have not seen the rationale or where that person would have got
those percentages from.
2295

Q144. Mr Coleman: Minister, in your statement in July you said, ‘I do not intend to be
Minister for Health and Social Care just to keep track of a budget. We have to be financially
prudent, we have to come in on target, I am not denying that but I want to make improvements
as well.’
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2300
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2310

2315

You have recently indicated that some of the savings on prescriptions will be used to improve
the stroke thrombolysis service. Is this before you have achieved the savings necessary to
balance the books, and can you explain your policy on how financial savings will be used?
The Minister: There were three things I said when I became Health Minister that I particularly
wanted to do: There was stroke thrombolysis, there was an ME service, and there was diabetic
retinopathy. The diabetic retinopathy is in our new eye care strategy, which is going out for
consultation. I discovered that the 24/7 stroke thrombolysis was actually on our risk register and
was highlighted in a Department meeting, so we decided we had to get on with it then. The ME
service, we have put a budget bid in for that service which we will be discussing with Treasury
when we have our meeting with them.
There was no particular format for a percentage out of anything that came from the
prescriptions and the ophthalmic charges and the dentist charges, it was just that these were
the things I wanted to achieve. So I would be using some of that money for them if it went
through. But in the meantime it was discovered it was on the risk register so we had to do it
anyway, regardless of whether it was on my wish list or not.
Mr Coleman: Thank you.

2320

2325

Q145. The Chairman: And perhaps your risk register might work differently from other
people’s. (The Minister: I am sorry?)
Your risk register might work differently from others in terms of patient safety. Obviously it is
hard to compare those things, but I think one of the common ways of measuring clinical
outcomes is quality-adjusted life years. Is that the policy for how you determine whether a
service gets funded, even though you have not quite reached a balance yet?
How do you then decide whether you are going to spend money on improving a service as
opposed to banking the saving?
The Minister: I think that is a difficult one to answer with the risk registers, I am certainly
not –

2330

Q146. The Chairman: Maybe the risk register is not part of the answer, I don’t know.

2335

2340

2345

2350

The Minister: The risk register comes to the Department and we went through every
highlighted risk one-by-one in a departmental meeting. There are always going to be some risks
that we cannot avoid, because we are an Island, and we cannot comply with specific NICE
regulations or guidelines, or whatever.
Q147. The Chairman: So is it about the Department getting sued if it does not provide this
service? (The Minister: I am sorry?)
Is it about the Department being sued if it does not provide this service, (The Minister: No.)
or is it about quality-adjusted life years?
What underpins it to say that this is something that we need to do because of patient safety,
as opposed to this is something that we then need to not do, and bank the saving?
The Minister: Okay. The ME service is a new service; it is nothing to do with the risk register.
That is something that I have been made aware of that we do not provide a service at all for a
whole category of people, which I do not think is the right way to be running a health service –
that you do not provide something.
The risk register is where other things that you actually need to implement as soon as you
can are rated, so higher the risk is the higher the number.
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Q148. The Chairman: You are talking there about a group of people who have no service, and
I understand that, but is it a group of one, 20 or 50? Do you have a threshold at which you say
this is something that we need to do a new service on and this is something that we actually say
no, we cannot, we need to balance the books before we can start offering new services?
2355

The Minister: Obviously we did not bring it in this year because it was a new service and we
were wanting to balance the books and it was not a severe safety issue, which is why it has not
been brought in this year, which is why I am taking it to Treasury as a separate budget bid to say,
‘We should be doing this, can we have the money within our budget to do it?’
2360

2365

2370

Q149. The Chairman: Sorry for wandering off on a tangent on that one.
One more from me in terms of, one of the things that you said when the consultation went
out about prescription charges was that if anyone felt they were going to be significantly
adversely affected there would be a scheme that would be put in place to make sure that those
people who were ‘just about managing’ would not be swept up in these changes to prescription
charges.
Is that is something that – and I am getting a look that says you might not recall saying that –
but that there would be a safety net there for those who could not afford the changes?
The Minister: I think what we were trying to say is that nobody would be left not able to
access their medication. There would be an appeals process and even if you fell outside the
regulations or rules for the new scheme, if it comes in, then there is an appeals process where
you can say, ‘I have individual circumstances that do not fall in these, and I cannot access my
medication’. We would never leave anybody not being able to access.

2375

Q150. The Chairman: Obviously there are exceptions for those who are on benefits, so this is
obviously designed for those who are not eligible for benefits but have other circumstances.
The Minister: Other particular circumstances, particularly to them, yes.
2380

Q151. The Chairman: And so what other factors would you be taking into account that the
benefits system does not?

2385

The Minister: As I say, that would be the exceptions. I cannot think of the exceptions; that
would be people who are affected by things that you would not think of to put into the
regulations.

2390

Q152. The Chairman: Because, in my experience, the only thing I know of that would allow
somebody to fall outside of that category of being completely unable to afford anything, would
be the fact that they have not lived on the Island for long enough. Is that the sort of thing that
you are anticipating, that people could come in without any National Insurance contribution
record on the Isle of Man and still be able to access free prescriptions?

2395

The Minister: We do not turn anybody away who just lands on the Isle of Man anyway – they
go to a GP if it is urgent and they get treated. We do not see people not being treated, as you do
in some countries.
The Chairman: Okay.
Sorry, Mr Callister, I know you have been very patient.

2400

Q153. Mr Callister: Thank you, Mr Chairman.
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2405

2410

2415

I just want to follow on with the prescription charges, more for the Minister really, as my final
question this afternoon.
The prescription charges and the other proposals that are currently out for consultation
within that document: when was this decision made in the Department? What was the date?
And the current consultation document that is out at the moment for consideration, was it
changed significantly by the Council of Ministers? If so, does the Minister still support the
proposals as tabled today for consideration?
The Minister: Taking the last one first.
Yes, I think the proposal that has gone out is reasonable. I am not prepared to comment on
anything that went on in the Council of Ministers regarding discussions over it, because
obviously it would go to them before it went out to consultation and it would not be appropriate
for me to comment on anything like that.
As to the dates of the decisions in the Departments, I would have to double-check on those.
The Chairman: Thank you.
Mr Cretney, any final questions?

2420

Q154. Mr Cretney: There were a few from some people out there – the great electorate –
who feel that this discussion we have had today should not really go on, and there should not be
a cap on the budget of the Department of Health and Social Care.
What is your view on that?
The Minister: Emotionally, I would say no there should not be a cap. Rationally, there has to

2425

be.

2430

2435

2440

I do think it needs working out in a different way, possibly, and one way would be the
Department should get so much for each person and to provide … ‘This is what we are expecting
you to provide, these are the number of people we expect you to provide it to, and there is your
budget for doing it’ – but again with a contingency sitting somewhere for the unexpected.
But yes, there has to be a cap on it, otherwise I could spend it over and over, but in the real
world you cannot do that. So, yes, you have to have a budget and you have to try your very best
to stick to it which is what I am doing.
The Chairman: Do you accept the socialist regime might have to wait a little longer, Mr
Cretney?
Mr Coleman.
Q155. Mr Coleman: I just have a general question. Are you absolutely certain that you are
recovering medical charges from those you are entitled to recover the charges from – such as, I
am really talking about medical expense tourists?
The Minister: I do not know, are we confident? I am not sure that I am. Should I be?

2445

2450

Dr Couch: Certainly if we are aware of a situation where a charge should be levied, the charge
will be levied and we will seek to recover it. You get to a little bit of Donald Rumsfeld at the
edges, don’t you, there are ‘unknown unknowns’. To answer your question comprehensively we
would need to do some sort of study of all the activity in the Department and where people
were coming from.
Certainly we are aware that there are always anecdotes about people who may have lived
here and do not really live here now, etc. but pinning that down is a tough one.
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Q156. The Chairman: But in terms of your known unknowns, do you know how much of it is
collected in terms of the amount that you bill?
2455

2460

Dr Couch: Not off the top of my head, but we can easily find that out, it would on the ledger.
The Chairman: No, but at least it would be an indication as to how much was invoiced and
how much has been collected – at least for those who we know were billed
Well, Minister and Chief Executive, thank you very much for your session this afternoon and
the answers you have given.
I am sure we will be speaking again because this is a big and complicated topic, but can I say
thank you very much on behalf of the Committee, which will now sit in private.
The Committee sat in private at 4.49 p.m.
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Standing Committee of Tynwald on
Public Accounts
Health and Social Care
The Committee sat in private at 2.30 p.m.
on Monday, 23rd October 2017
in Committee Room 2,
Legislative Buildings, Douglas
[MR SPEAKER in the Chair]

Procedural

5

The Chairman (Mr Speaker): As we have discussed before, we are recording meetings so a
Hansard can be produced of the Committee, which is likely to be published at some point in the
future; although we will have a dialogue about when that is going to happen in light of our
previous discussions.
Miss Bettison: Will we be able to get a copy of the Hansard as well, just for reference?

10

The Chairman: Yes. Absolutely.
Is your phone off?
Miss Bettison: I have not got it with me. I left it upstairs. I had to go back to check where we
were meeting!

15

The Chairman: Right, okay.
I hope you know why we are meeting. It is part of our ongoing inquiry at Noble’s Hospital;
and what I will do is we have got some questions that we wanted to ask that include … pretty
generic, similar to the ones we asked the Minister when she came to see us. Please feel free to
expand and elaborate, but if you have none we turn to Mr Cretney to kick us off.

20

Mr Cretney: Thank you very much.
Mr Crookall: Do you want to explain …?
25

30

The Chairman: Sorry, yes, before you do Mr Crookall has just pointed out that Mr Callister is
not going to be joining us today, for a number of reasons, not least of all because of the
particular nature of this element of the inquiry – it is possible that we may need to bring him in
and give evidence himself about the four months that he was there. So he will not be joining us
today.
Okay, sorry, Mr Cretney.
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EVIDENCE OF
Miss Clare Bettison MHK
Q1. Mr Cretney: Just, was there any opening statement?
35

Miss Bettison: No.
Q2. Mr Cretney: Okay, I will go straight into the predetermined questions.
Please could you tell us about your role in the Department and what are your delegations?

40

Miss Bettison: My role is for Adult Social Care and Children’s and Families’ Social Care. That
part has remained unchanged, but obviously when Mr Callister left the Department I then got
delegated the Clinical Recommendations Committee – to Chair that – so not an additional
delegation as such, just simply a responsibility within the Department, because we shared the
duties around between the three of us rather than taking an additional Member on.

45

Q3. Mr Cretney: Okay, and as a departmental Member, how closely are you involved with
running of the Department?

50

55

Miss Bettison: With the running? Within the social care side of things, obviously, I have my
regular meetings with my divisional lead and work with them in terms of looking at policy and
strategy that needs to come through the Department. Then we have Department meetings, and
we have started now, in the last, probably, six months or so, having strategy and policy meetings
for the majority of decisions – not all the decisions, but the majority of decisions – prior to going
to Department meetings; because our Department meetings do tend to run to nine hours, ten
hours sometimes, which makes them difficult to manage when you are trying to come up with
answers to complex decisions that you might not have had more than a short briefing paper on.
We have recently started, in the last month maybe, having weekly high-level financial options
meetings to go through and update on where we are up to with different things that have been
brought forward.

60

Q4. Mr Crookall: Sorry, can I just ask, when did you start those?
Miss Bettison: About a month. They were brought to the Department initially and then we
have now got an additional weekly meeting.
65

Q5. Mr Cretney: Just in relation to decisions being made and the communication of that to
Department Members, I remember you being on Manx Radio at some time and not being fully
aware of a decision which had been made by the Department, presumably by the Minister. That
has now changed, has it?
70

75

80

Miss Bettison: Well, there were certainly concerns. The Bridgewater taxi was the one where I
was on Manx Radio and I had no information about that until I got contacted by a constituent
and listener, which put me, obviously, in a difficult position.
There are still things that I feel we probably do not know everything about, if I am honest,
and from my perspective, I think the Minister feels that there are times when she has not got
the time to tell us what those things are and it is our role to ask, which is difficult when you do
not know what to ask. (Mr Cretney: No.) So it is a bit of guesswork, so you have to hope you
know. But there have been occasions recently where there are changes to Divisions that have
been proposed that I know nothing about and that had been mentioned in Treasury meetings,
so that is the first I have heard of them, which makes me uncomfortable, (Mr Cretney:
Absolutely.) and I have addressed that with the Minister.

__________________________________________________________________
4 PAC-HSC-PRIVATE
108

STANDING COMMITTEE, MONDAY, 23rd OCTOBER 2017
Q6. The Chairman: Would you be able to give us an example of that?

85

Miss Bettison: In terms of reductions in staff that fall within my department, and potential
merging Divisions; as far as I know it is not decided.
Q7. Mr Crookall: Were those potential changes to your Division that were not discussed with
you?

90

Miss Bettison: Yes.
Q8. Mr Crookall: Not even in the nine-or-ten-hour meeting?

95

100

Miss Bettison: Unfortunately, the nine-or-ten-hour meetings do tend to focus predominantly
around the Hospital because that is where the biggest problem is. So there is a feeling, I feel,
amongst the other Divisions that are not Hospital based that they are getting somewhat sidetracked because the focus is on the overspend at the Hospital and that is to the detriment of
those services that will ultimately end up having to pick up some of their slack, and are already
subsidising that loss in the Hospital because they are coming in … both my Divisions come in
under budget and they are helping to subsidise the Hospital’s overspend.
Q9. Mr Crookall: It is a fair comment, is it, that most of the time is taken up with the Hospital
because that is where the majority of the overspend and everything is?

105

Miss Bettison: Yes.
Q10. Mr Cretney: Okay. Do you have the opportunity, formally or otherwise, to meet with
the staff to hear their suggestions and concerns?

110

115

120

125

Miss Bettison: In Children’s and Families and Adult Social Care, I have had opportunities to
meet with staff, I have gone around different facilities and obviously met with people there and
picked up some issues and helped with those.
There is a policy that was brought through the Department very early on that says that if we
go to the Hospital, for example, we should be escorted by management, which I think does
make it harder, because having worked in the Hospital I appreciate how people feel about
management being there and I think that there is a general view that it is not safe to talk, and I
think that people are frustrated.
I do not think that is just in Health, but I do think that is particularly prevalent, though, in the
Health Service. People have a job where there is only one main employer on this Island and if
you start to say anything you are in a compromised position and I do not think people are willing
to put themselves in that position.
So having an open door policy, I do not think works because people will see you going in an
open door. For example, at a hospital, I do not think that, for me, will work and I think it is a
bigger picture. I think there are a lot of people with a lot of stuff that needs saying at the
Hospital and I do not feel that they are able to say that at the minute.
Q11. Mr Coleman: Can I just ask a question, if I may?
Does that mean that before you take a trip to the Hospital you need to ring someone up and
say, ‘I am coming; would you please be there to chaperone me?’

130

Miss Bettison: I am not entirely sure what it means, to be honest, but it was a VIP policy and
that is what it states – that we should not be unescorted within the Hospital building. Saying
that, I have been up there because I have gone up either to meet friends and go and see them or
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135

for other things. So I think there is a lack of clarity in terms of that policy, but it was brought
through some time ago and probably needs redressing.
Q12. The Chairman: So was it a Department decision to bring that policy in?

140

Miss Bettison: It was brought, I think, to the first Department meeting we ever had and I
think that we were probably all naïve and it was just … I do not remember having a specific vote,
certainly, but then we do not vote per se on things in the Department.
Q13. The Chairman: What was the reason for that policy?

145

150

Miss Bettison: Jimmy Saville. (The Chairman: Right.) But it did specifically say local politicians
as well so we were –
Q14. The Chairman: So it is all politicians? Because from my perspective I do not think I was
made aware that if I was going up to the Hospital I should be escorted. Is that something that
you think has been around Members?
Mr Cretney: I think the most important point that Clare has made is in relation to people
being perhaps a little concerned about wanting to say something.

155

Q15. The Chairman: I was going to come on to that, but I just wanted to pick up the minor
point first. But, yes, in terms of you said that people were not willing to talk, is that motivated by
fear? What does that look like on the shop floor? Why is it the people, do you think, are not
being open, contributing, having that free and open engagement in the Department?

160

Miss Bettison: I think people on the shop floor – and certainly I always felt this – was that
everything was a fait accompli and that should you try to say something that did not meet what
was expected of you then it would certainly come back on you in some way that was detrimental
to you. It was a big driver for me resigning my post, because I felt like I could not make any
changes and I could not say things when they were wrong from the inside because you would be
threatened, as I was personally, with disciplinary action if you try to raise something that is a
problem within the Hospital.
I do not think things have changed, if I am honest, but I am now coming from the other side
and I am not sure it is any easier. I am not sure how to break that down and to restore that
confidence in people to feel like they can actually whistleblow.

165

170

Q16. The Chairman: So it sounds like it has been your own personal experience, but you
think that people’s fear of fear is actually founded, (Miss Bettison: Yes.) and that action would
be taken if they tried to whistleblow, (Miss Bettison: Yes.) despite the protections that are in the
Government’s whistleblowing policy?
175

Miss Bettison: I think there is an incredibly high risk of that being the case.
The Chairman: Right, okay. Thank you.
180

185

Q17. Mr Cretney: In terms of people warning you or being cautious about speaking out, is
that at ward manager level or is that at a higher level?
Miss Bettison: It is at almost every level, (Mr Cretney: Really.) that I am speaking to –
nursing, healthcare assistants, doctors, managers, senior managers. I think there is a real feeling
that people will only do it when they are retiring. So when they have got an out; they will say
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stuff when they are going anyway and they have got nothing left to lose, but any other time they
will not do that.

190

195

Q18. Mr Cretney: That is unfortunate.
What sort of decisions or what level are you asked to make, Clare?
Miss Bettison: I do not think we make decisions, essentially. As a departmental Member, the
decisions ultimately fall with the Minister – that would be her perception and that is what she
has explained. She will obviously take our opinions on board, but ultimately it is her decision
because she is the Department.
Q19. Mr Crookall: You said before you do not tend to vote on things, so that follows that
basically she will ask you your opinion but if the three of you disagree and she says, ‘No, I want
to do that,’ she will do it and –

200

Miss Bettison: Yes, and she will say openly, ‘I will take the flack for it. It is my decision’.
Q20. Mr Cretney: So have you made any policy decisions or is it all subsumed by the Minister
ultimately?
205

Miss Bettison: I mean there are things I agree with that have gone through, but I would not
say that we are making any specific decisions personally.

210

215

Q21. Mr Cretney: Okay, it is just in Government Departments I have been involved in I have
been handed delegated responsibility, I have been allowed, up to a certain level, financially or
otherwise, to make a decision which applies; and you are saying that does not really apply in
your Department.
Miss Bettison: No, and there has been difficulty because we do not have Standing Orders for
the Department of Health and Social Care, so they have been drafted and they have been
circulated, but we have not met to discuss the appropriateness or whether they are what we
want. So at some of the meetings it is still not clear as to what quorate would be for those … We
are lacking that clarity in terms of who does make a decision, how many people are needed to
make a decision. For me, I do not think it is clear.

220

Q22. The Chairman: Thank you.
You said you meet with the Minister and Chief Executive once a month at these long
Department meetings, you then have a political meeting, presumably in the week in between or
the two weeks in between. Is that just the Members or the Members and the Chief Executive?
225

Miss Bettison: We have Members, Minister and Chief Executive meeting.
The Chairman: Okay, and then there is the other one that you mentioned.
230

Miss Bettison: Yes, so strategy and policy meetings are just dotted in as needed, so if there is
something for decision for the Department it should have a strategy and policy meeting. There
are exceptions, but as a general rule we do now do that, unless something needs to come
quicker or has not been fitted in one way or the other. Then we have these high level financial
options meetings specifically to deal with the overspend.

235

Q23. Mr Coleman: Can I just ask a question?
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You said earlier that you do not tend to vote on decisions in meetings, so these extra
meetings that have come along, do you not vote on those either?
240

Miss Bettison: There is not a formal recorded vote. We would say if we are agreeing or if we
are not, but it is not formally recorded and I would not say it is minuted from the minutes I have
seen. But then strategy and policy do not always have minutes because if the division does not
send a minute taker then there is not always someone available to minute everything.

245

Q24. The Chairman: So what do you feel your role is in supporting the Minister and the
Department?

250

255

Miss Bettison: Feeding back from the Divisions that I am working within and supporting those
Division leads to try to get the changes that need doing within those and the legislative change,
but there is obviously a delay there because there is a huge amount of time in terms of our
legislative capability that has been spent on things like the NHS, the scheme and the Act to
bring … a charter, sorry. So there are things in both of my Divisions where we have not been able
to have the capacity to make the legislative changes, because there is not a legislative capacity
in the Department to do it. So there are things that I know are holding back my departments
from achieving what they want to achieve, but we cannot get them through at the minute.
Q25. The Chairman: So at the Department meetings, do your divisional heads attend at the
relevant part of the Department meeting or the whole Department meeting?

260

265

270

275

280

285

Miss Bettison: Yes, everything. There are about 25 people at every Department meeting –
maybe 30.
Q26. The Chairman: So, given that you said your role was to be there as a bridge, actually
what value are you adding rather than the Department head being there and telling it as they
see it?
Miss Bettison: I do wonder sometimes myself. I think we are there to pick up … I think I
spend a lot of time, I feel, proofreading, which is crazy because that is not what it should be
about, but we can question other reports. If there is something that we pick up, we can question
it. But I do think there is a duplication – and it has changed actually because when we first
started each of the divisional heads only had to come in for their slot, but because we were
running so out of time in terms of they might be expected to be there at 11 a.m. and they were
sitting for two hours in a room next door waiting to come in because we did not get to their part
until one o’clock, it was felt by the Minister … she made a decision to trial bringing in everyone. I
did query it and say could we not just do a.m. and p.m. sessions even, so we break the day into
half so people are not sitting there for the whole day, but this is what we are trialling at the
minute. I think we have been trialling it for about six or seven months maybe.
Q27. Mr Cretney: I was going to ask about that. I have never been on the Department of
Health and Social Care, but it seems to me that having 25 or 20, or whatever number of people
there is not the best use of resources, apart from anything else. How do you feel the trial is
going? Do you think it is going to go back, or your suggestion about a.m. and p.m. sounds far
more sensible to me?
Miss Bettison: I think it is difficult because some of the stuff that we are discussing in terms
of financial options – and we are not discussing them as much Department-wide now – it was
looking at the knock-on effects to all the departments; but I think that could be circulated to
divisional leads with comments in that regard, from my perspective. Maybe I am just being
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290

295

300

305

310

315

naïve, but I feel there are some people who come to Department meetings and say nothing
ever, (Mr Cretney: Yes, absolutely.) and I am not sure what value they do bring. There are other
people who are talking for the entire time.
So I am not sure we have got the balance right and I think there is no question, there are
some people who would be very open and say that they feel that they could be utilising that
time to get other work done, even if we said, ‘Well you have to be working in Crookall House
that day. We will provide you with a machine, you can log on, you can get your work done’, (Mr
Cretney: Yes, absolutely.) ‘and we will ping you to come straight in when it is your time’, I feel
maybe would be better; but I do not know what the Minister’s feel is for how it is going.
Q28. The Chairman: In terms of how you see the Department as a member of the
Department and its governance, and not just the meetings but in terms of the overall, how the
governance works and how the accountability works, what is your assessment of that and do
you think it could be done better?
Miss Bettison: I think for me there is this difficulty, you have got Department meetings, then
you have got the board meetings, then you have got your executive leadership team and you
have got various other things, and all these minutes get fed into Department, but there is not
always clarity about putting them into perspective and what they actually mean. So they almost
get rushed across because it is not a specific someone who will report that back.
So I do not think we always have the opportunity to be genuinely critical of anything that is
coming through because we either do not necessarily know it … For example, I went to a
Treasury meeting and there were things that I was not aware of in my Division, so how can I
provide a commentary on that if I do not even know it is happening? It puts me in a very difficult
position.
Q29. Mr Crookall: Is this at the recent budget meeting?
Miss Bettison: Yes.

320

Q30. Mr Cretney: Things that were going on within your own Division, not the Department,
that you were not aware of before you went to that meeting?
Miss Bettison: Yes.

325

330

335

340

Q31. The Chairman: That does bring me neatly on to: in terms of the decisions that you think
the Department should be making, are they making the decisions that you need to be making at
this sort of level?
Miss Bettison: I think, personally, my concern is we have spent however many months taking
reports and just letting things tick along and then we have come to the end, realised that we are
not going to come in on budget and we have now gone into this crisis management.
My concern would be we are now going to start cutting services that can never be reimplemented and causing trouble that the widespread effects are just not known and I do not
believe that we are effectively positioned in terms of if we push money from one area we put
pressure onto another area, but we are not actually looking at that.
My concern is that if we are trying to do a £6 million saving, at maximum, if we can
implement it like that we are only going to see a half-year benefit of it, because we are halfway
through the financial year and that we could cause irreversible damage to a department. I have
got a professional registration that I have concern over. Personally, I think we have got to the
point where we should be putting our hands in the air and saying, ‘We have not done it. We
cannot do it.’
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345

350

355

360

365

370

375

I believe that we need a far clearer strategy in terms of looking at whether the people who
are in the management posts are actually working effectively, whether we need to bring in a
turnaround team or something of that style to come in and genuinely assess this and look at
how we change this fundamentally; because, from my perspective, the things that are now
being proposed are really unpalatable.
I do not think they are necessarily the right things, because I can only count what I am getting
from people on the shop floor, but people in the Hospital are saying actually there is still
overspending in other areas, there is still poor management in some of the decisions that are
being taken but are being done now in … it is just different places. All we have done is shuffle
everything along and eventually we are making big decisions where we either push the costs on
to next year, which means we know we cannot resolve it next year so we are not helping
ourselves in the long run. I personally believe we need to put our hands in the air and say, ‘I do
not believe this can be done anymore, safely’.
Q32. The Chairman: So the first thing is, do you think the Department is operating at a
strategic level or is it just operating at a tactical level, dealing with papers as they come in or
driving the strategic aims of the Department …?
Miss Bettison: It depends on the Division. I think there is a big disparity depending on the
different Divisions, to be honest. I think some are firefighting, some have been trying to bring
stuff in and then that has not necessarily been picked up and then those things are being
deferred when actually those would be strategically positive, I think, for us. Again, it is not the
big picture and I do not feel that everyone feels they are part of one team. Amongst the
divisional leads as well, I think, there is a feeling that the priority at the minute is trying to bring
the Hospital in, which I think is proving a distraction for those people who are doing an
incredibly good job across other Divisions and are not always managing to get their point across
and their priorities achieved for their area, because we have got this huge burning building.
Q33. Mr Crookall: Sorry, it just sounds like there is a bit of a jealousy or an animosity towards
the Hospital by everybody else because of the attention it takes from the whole Department.
Miss Bettison: I think that is how it could end up and I think people are trying very hard to
offer constructive feedback as to how that would work, but ultimately if you are looking at
reducing any services in the Hospital you are going to push through into the community because
those people are still going to be there with their same perceived need. But we are looking at
cutting everyone’s budget by the 5% or whatever, or reducing their staff, so how can you expect
them to increase their capacity where fundamentally they are coming in on a budget already –
under budget, in fact, in some cases.

380

Q34. The Chairman: One other thing you also said there – and I just want to make sure that I
have understood this correctly – are you concerned that some of the cuts that are being
proposed or being implemented in the Department are actually going to have a direct risk to
patient safety?

385

Miss Bettison: I think there is a possibility and I have had feedback from nurses on the floor
that that could be the case.
Q35. The Chairman: Again, feel free if you cannot provide an example, but if you have got
one that springs to mind as regards that?

390

Miss Bettison: I have requested a definition of what ‘non-frontline staff’ is, for example, and
that has not been forthcoming as yet. Because if we are making changes to our staffing and we
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are not wanting to look at the frontline for changing then I need to know what is frontline and
what is non-frontline, because there is a fine line between a definition of ‘non-frontline’.
395

Q36. Mr Crookall: Who have you asked for that from?

400

405

Miss Bettison: I have sent my comments into a meeting that was held last week that I could
not attend – so I sent comments in and queries saying I was not willing to make decisions and I
wanted to know what the definition was being used for ‘non-frontline’ if I was going to be asked
to make decisions about staffing changes.
Q37. Mr Coleman: My question is, in the allocation of funding that is going on, are there any
areas which seem to be regarded as preferential – in other words that they are getting their
budget applications through, whereas other areas are not?
Miss Bettison: With regard to capital bids?
Mr Coleman: Capital and also revenue.

410

415

Miss Bettison: We have only been involved in looking at some of the capital bids that are
coming through; the rest of the budget setting I would not say I have any feel for or involvement
in. The capital bids I do not … everything has been put down – there are a huge number of
capital submissions, but I think the expectation is we probably will not achieve the majority of
them, which is a concern because some of them are things which have been unfunded for some
time.

420

Q38. Mr Coleman: Are you required to comment on your own budget performance or is this
just within the Department? You are responsible for these areas in Social Care; are you, at these
departmental meetings, required to say what is happening, or is an accountant coming in which
looks after the whole Hospital and says this is where it is all happening then? Or do you actually
get to talk to your own budget?

425

Miss Bettison: No. To be honest, I do not feel like I have seen much budget stuff at all for the
Department, which I probably should have asked for but I feel like we have not even got to that
point because we have been so busy with other stuff.

430

Q39. The Chairman: It brings me back to: are you operating at a strategic level, in terms of
seeing the big picture, identifying the key issues and then creating a plan to deliver that as a
Department? Do you think that is happening somewhere but not at the Department level?
Miss Bettison: I do not think there is a bigger picture, I think we are spending all of our time
looking at what we can cut.

435

Q40. The Chairman: But in terms of making those decisions informed decisions, do you think
the Department is receiving all the information that it needs in order to make sensible decisions
on that front?
Miss Bettison: All the information from us?

440

The Chairman: Information given to you in order, as a Department, to make good decisions.
Miss Bettison: No, because some of the things that have come through I feel like we have not
had figures attached to so that we are having to defer decisions anyway because we are not
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465

actually sure what would or could be saved; it is just a ‘This is an idea. It might …’ A very broad …
And there is part of that that is a healthcare problem. You are trying to predict the cost or
savings because it depends what people’s actions are and you cannot always second guess that.
Q41. Mr Coleman: When you joined the Department in 2016, how clear did you think that
the strategic direction was in healthcare?
Miss Bettison: From my perspective: there was this plan to try to move things away from the
Hospital into the community; there was a feel that we wanted to reverse our reliance and
dependence here on agency staff, because that was presenting a big problem; there was a
desire to change the Acute Care Strategy and to look at a better management of people coming
into the Hospital so that we could actually make that a more streamline process to manage
people in more appropriate settings. I felt all of that is positive. I think that is exactly where the
Health Service needs to be looking.
From my perspective, I think there is also a big issue about recruitment and retention of staff,
which I think there is certainly an awareness in the Department; there is a finite number of social
workers and nurses in an island community, and trying to attract people from an everdecreasing pool is difficult because, ultimately, people are leaving that profession – and not just
here; they are leaving everywhere because you can get the same money working in Costa
Coffee, for less trouble. People have a professional registration; there is a risk associated with
having that, in terms of you have to be accountable for everything. Whereas if you are in Costa it
is less on your head, as it were, for the same amount of money and just less stress.
Q42. Mr Cretney: Is that a real actual thing – Costa Coffee as an example?

470

Miss Bettison: I think if you were to work at a manager level you would be on a similar
amount.
Q43. The Chairman: But that is for healthcare assistants rather than nurses, is that right?

475

Miss Bettison: Probably for managers it would not be dissimilar from low level nurses.
Q44. Mr Coleman: Is the staff spend decreasing?

480

485

490

495

Miss Bettison: I think that we have seen some changes in terms of they have done a back-tothe-floor concept which was something that came out of the SAVE programme. The idea of
putting some of the senior nurses one day a week … which I think is positive for a few reasons,
not least that they then see what is actually happening on the floor.
But in terms of the overall staff spend, I only have the figures that we are told – that there
has been an improvement since they have started recruiting … rather than recruiting a staff
grade doctor and filling it in locum because they cannot recruit the post, they are now changing
those to consultant posts, so they are recruiting people directly into consultants.
But there is part of me that does wonder – and of course this is operational, this is not
strategic on any level – where are these loads of consultants turning up? Or are we giving people
consultant posts who anywhere else would still be at staff grade? I do not know. I might be
wholly wrong, but those are the things that I am getting, again, fed back to me; they are
concerns that other people have. If we just keep increasing the numbers of consultants … which
they are clearly easier to fill, there is no question.
Q45. Mr Coleman: On the nursing side, are we losing nurses to the bank, for instance, where
they might earn more money because of the situation in the Hospital?
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Miss Bettison: To the Hospital bank? (Mr Coleman: Yes.) Yes, I think there have been some
changes made, from what I can understand with the Hospital bank, because we did have a
situation that it almost was better to be on the bank because you still got your pension, you got
a slightly enhanced rate of pay to account for holidays and sick because obviously you were not
entitled to those.
You were also able to do 37½ hours a week and on the bank you got overtime, so everything
over 37½ hours was paid at overtime, but if you were a ward nurse who was full time then
anything over 37½ hours would be done on the bank but you would have to do your first 37½
hours on the bank at normal time, so you would have to do 75 hours to get to an overtime rate.
So bank nurses were better paid if they worked 50 hours than a regular nurse.
That was one of the first things I raised in the Department, and I do believe that has either
been addressed or is being addressed. But obviously it is an MPTC issue so it is not … Certainly, I
felt strongly that anyone coming into contract should be coming in on new conditions and that
should not be the case because we should not be making it easier to work on the bank because
those staff are not guaranteed to come into work, we cannot count them in a clear headcount, it
is far less … Strategically, you want to know exactly how many people you have got coming into
work and when, because that is far easier to work with than people who can cancel their shift up
to two hours before they are due to work.

515

Q46. Mr Coleman: What involvement do you have with the strategy group led by the Deputy
Chief Executive?
Miss Bettison: None.
520

Q47. The Chairman: In the Minister’s evidence, I think she made the point that they were
trying to insulate that group from the urgent stuff in order to deal with the important stuff, but
there has not been political engagement with that side. Is that your understanding of what the
Deputy Chief Executive, Michaela Morris, is there for?
525

Miss Bettison: I think she is heading up a few things now actually, because I think she is also
heading up the Urgent Care Strategy.

530

Q48. The Chairman: But in terms of that strategic group, then it is not something you are too
familiar with – what is going on in that particular bubble?
Miss Bettison: No, we get feedback at Department meetings from the various strategy
groups, but I think I could not tell you which one was which.

535

540

The Chairman: Okay, that is fine.
Q49. Mr Coleman: My last one.
In oral evidence, Mr Couch commented that a strategy is a complete waste of time without
implementation plans. What evidence have you seen of the strategy now being planned and
implemented?
Miss Bettison: I think at the minute the priority has been the high level financial options, so I
think the strategy has been managed away from the Department – would be my perspective on
it.

545

Q50. Mr Crookall: Just going back to the integrated care, which we touched on before, have
you been involved in discussions on that and do you believe it could work here on the Island?
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Miss Bettison: This is the part of the five-year strategy with the integrated care?
(Mr Crookall: Yes.)
Yes, we are talking now about doing trials with some of the … like the Buurtzorg model, I
think those are all positive things. I think there could be some sort of local model. I think that we
could have better integrated care with the hospitals working with adult social care and
community care, especially in terms of discharges, but I think that the continuation at the
minute of this firefighting and focus on the Hospital makes that harder – is my perspective.
There has been talk of delaying some of the capital projects because at the minute that is not
our focus, but I think if we want to look for the future these things are not going to be ready
straight away. This is a long game, so I think if we start deferring we are making the long game
even longer. We are three years through a five-year strategy now and I think that there is still a
huge amount of work to do.
My personal view is that trying to change the direction into the community more and that
long-term aim is far more than a five-year plan. I think you have got to get the public to buy into
that and I think the public ultimately often want the Hospital because they feel that is where
they should be and they are more confident having the people around.
So it is a big buy-in on something like that and I think at the minute we have not got the time
to get the buy-in because we are too busy fighting fires.
Q51. Mr Crookall: Is it not a case of, yes maybe it is a long-term plan but it should be a shortto-medium-term plan because there is quite a lot of savings to be had there?

570

Miss Bettison: Yes, there is no question that we could manage it better; it is just at the
minute I do not think we are in a position to get to that because we are too busy trying to save
£6 million in a very short period of time.
575

580

585

Mr Cretney: The argument is it is not just about cost-saving, it is supposed to be better for
people to remain within their own home.
Miss Bettison: Yes, the urgent care which I have talked about – there has been a delay on
that because of sickness – for me, that is a big positive because rather than … the automatic at
the minute would be to go out on a 999 call and automatically bring that person into Hospital.
We are saying actually that is not right; we should be sending someone out who can assess,
treat and then leave the person at home and maybe get packages into place to go to the person.
At the minute that has been put on hold. I think Michaela has picked it up, because the Chief
Ambulance Officer has actually been off sick for some period of time, so I have not seen that has
progressed any further, but there is probably work going on behind the scenes.
Q52. The Chairman: That just highlights a point. Do you think there is a lot of key person risk
there in the Hospital? If one person is not available – Chief Ambulance Officer, Deputy Chief
Executive – that things just stop?

590

595

600

Miss Bettison: I think when they have been designated for a specific project. Generally, dayto-day running, I think there are people who can fill in. I think less so actually if you look at, for
example, specialist nurses – that is probably where I think, from a personal thing, I have seen. If
your tissue viability nurse goes off and she is managing her caseload – a huge number of
people – someone being able to come in and just pick that up is harder. I think that,
unfortunately, is a risk we have because of the size of population, because I do not think we can
justify having more than that.
They have looked at models where they second someone for a day a week into that service
just to keep that momentum going, and we have had issues in terms of people retiring and then
not having someone ready and in because the budget is not there until the person has left so
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you cannot get someone in and what you really need is an overlap so they can learn and train. I
think that is the difficulty when you are trying to run on a capped budget for staff.

605

610

615

620

Q53. Mr Crookall: Just to go back on some of the stuff, but just to pick up also on the
essential services end, do you at your political meetings or the Department meeting – it is
probably more likely to be the political than the departmental meetings; there would be too
many people there; there are probably the right people there though – have those discussions
about what essential services should be carried out or should not be done? Has anybody sat
down and said, ‘Right, let’s try to decide what we should or should not be doing in order to save
£6 million plus a year, this year, next year?
Miss Bettison: I suppose in terms of the core services that are in the NHS Charter that has
just gone out for consultation – not charter, I get them the wrong way round, sorry … In terms of
the other services, the divisional leads have been asked to make suggestions to what they feel
could be stopped or could be delivered in an alternate way to save money.
Then we deliberate on each one and make a decision as to whether that should be
progressed into a paper for a formal decision.
Q54. Mr Crookall: That would come back to the political meeting or the departmental
meeting for decision?
Miss Bettison: They normally would come to the departmental meeting, but at the minute
decisions are having to be made in the high level financial options meetings because of the time
pressure on us.

625

Q55. Mr Crookall: Are you going to meet that pressure and save that money or not?
Miss Bettison: I think that we could, but I think that it would be dangerous. (Mr Crookall:
Right.) I think everything is possible but I do not think it is always right.
630

Q56. The Chairman: How would you describe the relationship between the Department and
the Treasury in terms of these sorts of conversations?
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650

Miss Bettison: My perspective would be that everyone within the Department of Health and
Social Care … it is the first ministerial post for the Minister and it is the first Department post for
all the Members. So we were an incredibly new team coming into this and I think there has been
almost this determination to prove that we can. I would be the first to put my hands up and say,
‘No I do not think we can,’ but I think that overall there has been this feeling that we need to
prove it, because that is how it was caveated when they did the budget last year: you need to
come in, everyone said that there is an incredible pressure, there is a feeling that a
supplementary vote might not get support in the current situation.
So I think there is the desperation to come in within budget at any cost almost and that is the
wrong way. It is not entirely an idea picked up in the Department, I think there is an external
pressure for that coming in on budget; and I think when you are dealing with health services that
is a dangerous way to be functioning.
So there is no question there are changes that need making and there are things that need
managing better. I said clearly when I came in that I felt things like procurement, staff
management, retention – those were key things that I think would resolve some of the problems
with the budgets. But from my perspective, just firefighting all the time is not going to get us
anywhere.
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Q57. The Chairman: Just going back, in terms of the relationship between the Department
and Treasury, do you sense that Treasury get it, understand it, agree with it; that they are there
to help and support and work this through to get something more sustainable? How would you
typify the relationship there? How would you describe it?
Miss Bettison: There was a tongue-in-cheek comment made at the Treasury meeting by
someone in Treasury that, ‘We gave you extra last year and some savings to try to get … and it
has not worked, so maybe we should play hardball next time and give you less.’ I am not sure
that is going to work. That makes me nervous because we have got no clue what is going to
come out of Treasury. This is people’s healthcare, this is not whether we build a road. This is
someone’s health. This is what are we delivering and what are we not.
I think the Minister has felt pressured when she has presented to Tynwald and the Keys to
say that we are obviously wanting to come in on budget – and we absolutely are; I think that
was absolutely what we intended to do – but ultimately there comes a point when you have got
to say, ‘We can’t. We’ve got it wrong and we are not willing to make these sorts of decisions,’
because I think they will be entirely unpalatable, some of them.
Q58. The Chairman: In terms of your area then, do you sense that you are responsible for
delivering savings in your area?
Miss Bettison: I think there has not been a huge amount of pressure on my areas because
they both come in under budget, so there is a keenness from the Department for them to cut
their staffing costs by 5% – that is across the board.

675

Q59. The Chairman: So then in terms of the decisions that have been made by the
Department about the £10 million plan, what is in it, how it should be implemented, is that
something that the Department Members have been intimately involved in?
680

685

Miss Bettison: When we first met at the beginning of the year, I suppose, we started after
the Budget looking at the SAVE scheme, so we had to submit things to SAVE as well, and then
there was that feeling, ‘What can we submit to SAVE but still have enough to try to bring
ourselves in on budget?’ You are trying to fight competing priorities in terms of where you are
trying to save money.
But in terms of the £10 million – the number, I suppose, that is bandied around – we have
put things forward. They have not necessarily always been progressed –
Q60. The Chairman: Who suggests?

690

Miss Bettison: I suggested, for example, suspending degree and master level programmes for
frontline staff – not because of the cost of the degree or the masters level, but because of the
back fill. That would save us, in my opinion, potentially agency staffing, and then that could be
done to the end of the year without detrimentally affecting frontline services. But I have not
heard back on that.

695

The Chairman: I think I have done all the areas that I was going to, with aspects that have
been covered in the round. Can we pick up about the new Health and Care Service Act and the
Charter, the General Scheme?
700

Q61. Mr Coleman: What effect will the new National Health and Care Service Act, Charter
and General Scheme have on the areas that you have delegated responsibility for?
Miss Bettison: In respect just to the proposed changes?
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Q62. Mr Coleman: Yes, I mean all the staff, when the Charter comes in and all staff
contracts … When it was put into the Francis Report that there should be a national health
charter over here, the idea was that every piece of documentation linked to the Charter which
had a set of standards which everyone would have to adhere to. If that is still the goal of the
Charter what effect do you think it will have on areas that you have got, because it is a charter
for the Department, is my understanding?

710

Miss Bettison: In terms of my understanding of changing the definitions on who would
potentially be classed as residents would clarify those things, but I think the majority of the
impact would be within acute services.
715
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Q63. The Chairman: Do you think the impact of that will be significant?
Miss Bettison: I do not think it will be significant in terms of the delivery. I think in terms of
defining things such as people who are ordinarily resident, I think those are things that probably
needed doing. I think there has been a lack of clarity within the Hospital staff even as to who
exactly should be entitled to free healthcare, and I think we recognise we are in a position where
we cannot just be giving that to anyone and we need to be trying to recoup those costs, because
people can come here uninsured without any appropriate provision for their own health needs
and obviously there is a potentially huge cost to Health and Social Care that is entirely unfunded.
So I think there are some bits that will impact, there are other bits that are person specific;
they may make people … With even that as an example, obviously, if people come here, that
would make people perhaps reconsider getting insurance because there will be a definition of
what would be ordinarily resident. But there are other things as well in terms of protecting
Manx students who are studying off Island and actually saying, ‘Well, no we are not going to say
they are not entitled; we are saying they should be entitled’, because we feel that was
something that was not clear.
So providing that clarity in terms of who should be entitled to what services.
Mr Coleman: I think that covered the next question.

735

The Chairman: Yes, can we pick up at 25?
Q64. Mr Cretney: Yes, I am just thinking about what was just said.
I think it has been covered. Social Care contracted-out-services in recent years – can you tell
us a bit more about this and whether it has been a success?

740

Miss Bettison: Such as?
Mr Cretney: There were certain things which had been contracted out to Crossroads Care,
and those kinds of things.
745

750

755

Miss Bettison: Okay, so we recognise certainly in Social Care that those charities, a large part
of their operations is related to the services that they provide on behalf of Social Care. So that is
something we are wanting to work closely with them, because we want to make sure there is
absolute clarity with what they are providing and for what cost. We do not believe these are
always things that should be subject to a straightforward tender process, because we believe
that there is a far greater service provided through those charities to the Island than just very
simply what we contract them for, essentially.
So we recognise there is a delicate balance. We feel that actually the way they provide those
services … we get excellent feedback and we have a good working relationship, I think, in Social
Care. But there is no question also that it is very difficult when you are going out for a tender
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process with people if they are running as a charity where it is not always as clear possibly as if
you were running with a business, as the exact charge, for example, per client. So we are
working with those third sector partners to actually assist in making that work better, because
we feel there is a huge benefit for us in terms of having those people operating and functioning
on the Island and providing the services that they do.
Q65. Mr Cretney: There was one tender where the lowest tender which was accepted but
was subsequently – at least one – not taken up; there was an argument whether they had
bought the thing and then decided that they were not going to be able to do it when they
looked at the real costs in the Isle of Man. Are you being a bit more careful in relation to those
kinds of things now?
Miss Bettison: Yes, I think absolutely, and I think the divisional leads I work with are well
aware of the risks and the difficulties for those third sector partners to come in at a certain price
and sometimes you have got to look at the social value. I think there has definitely been a big
understanding of that. We have talked at length about it, certainly – within Adult Social Care,
would be probably the main one, I would say.
Q66. Mr Cretney: You Chair the Clinical Recommendations Committee, can you tell us a little
bit more about what the Committee does and what it considers when making decisions and so
on; and perhaps ultimately, is the final decision one for the Minister rather than yourself
through Chairing that Committee?
Miss Bettison: I have only Chaired two or three months now, so I have not been there for
that long. So the policies are worked up, they are brought to the Clinical Recommendations
Committee, they have already been consulted on through the medical professionals who would
be specifically involved in delivering those services. Either if we are looking at implementing the
use of something new, or whether we are looking at suspending the procedure, as had been
previously used. For example, the grommets, which was obviously picked up on.
So there has been a bit of work at the minute that I have picked up the tail end of, of looking
at those procedures that are at low clinical value, looking at the evidence base, looking at the
clinical effectiveness, clinical evidence and then deciding, with a group of predominantly
healthcare professionals, but also with two lay members, whether those would be appropriate
for us to continue in light of the current evidence, and looking at neighbouring jurisdictions at
what they have done as well, looking at the NICE protocols; making a decision then and then
that gets sent forward for decision in terms of funding.
So we do not look at the funding; we would review cost benefit in terms of the effectiveness,
but not the funding and whether we can afford it. We are simply making a decision on whether
in an ideal world that should be or should not be funded.
So anything that goes through and is approved from that Committee gets brought to
Department for consideration and questions can be asked, but ultimately the Minister can
overturn those decisions and that power obviously sits with the Minister.
Q67. Mr Cretney: In terms of something like the grommets, you also retain some flexibility?

800
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Miss Bettison: Yes, not in everything; there are some that we just say absolutely not because
there is no evidence at all, but in the majority of them drafted into the policy would be
conditions, so they would be applicable for an individual funding request. The IFR Panel sits as
well – actually it just sits after Clinical Recommendations, so if there was a specific case that
fitted certain criteria, that would still be allowed to have those.
What we are saying is we should not be doing things just because historically, ‘Well, we have
signed everyone up and taken their tonsils out after two episodes of tonsillitis,’ because actually
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there is a huge amount of evidence now that says that is not an effective way of managing it;
you simply push the infection further down the throat. So cost-wise you are just doing an
additional procedure and actually most people hormonally grow out of things like tonsillitis, they
stop happening. So they are saying if you meet each criteria – you have had this many episodes
of tonsillitis with this level of sickness – then we will allow that to happen as a procedure, but we
are only doing it in certain situations, which I think is absolutely reasonable.
Mr Cretney: I think that is it from me, Mr Chairman. I just wanted, from myself, to say thank
you. Your professional background is obviously helpful in the work. You could perhaps be used
even more, it sounds.
Q68. The Chairman: One more from me. I will give Mr Coleman and Mr Crookall the
opportunity to pile in one more.
Do you think there is a pressure on your Divisions to underspend to support Noble’s and, if
so, is that having an effect on the ability of your Divisions to deliver on their strategy?
Miss Bettison: I do not think just to underspend per se, but obviously they are looking at 5%
cuts in staffing across the whole Department, so I think that would … If we are saying we want to
pick up additional slack within Social Care, then I would suggest that we should actually be
looking at increasing, potentially, our frontline staff in somewhere like Social Care to enable us
to, on our integrated care, pull it out of the Hospital. So I do not think it is always as clear cut for
me as just saying, ‘Well, let’s just cut it everywhere’. I think that might prove to be short-sighted.

830

Q69. The Chairman: But I am asking is that what is happening or is that …?
Miss Bettison: No, only in the staffing – that we have all been asked to find 5% worth of
savings in our staffing, but not in everything else.
835

Q70. Mr Coleman: May I ask a pretty simple question: how do we fix Noble’s? (Laughter)
You must have sat down and said to yourself, going around various parts of the Hospital,
‘What we need to do is this.’
840
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Miss Bettison: I think, for me, we need to get the staff to buy into change and to know that
there is change, because I think that drives a lot of it, and I think nurses are not particularly
about money actually. I think most nurses just want to give the best care and to them it is not
saving money here, there and everywhere; and I think that is something that has been brought
into nursing and now you have got to be a nurse and a manager and a financial budgeter as well,
and I think that does not always come naturally to nurses.
From my perspective, I think it has never been particularly great in terms of centralised
procurement; I do not think there has always been particularly great working together as a
Hospital, least of all in the Department. I think you get silos just with the wards in the Hospital.
Everyone is protecting their little empires or stock and their empires of staff, and people do not
want to … It is almost like it is a negative thing; so if you are over staffed on your ward for the
day because you have not got so many patients, you would be asked to go and send a staff
member to another ward, but the staff do not want to go because they do not feel that they
should have to.
Q71. Mr Coleman: Can I just interrupt a second here?
We were told that the new rostering system is … I asked the actual question: with the new
rostering system, were people reluctant to move based upon the acuity of the ward and the
patients within the ward? Are you saying that people are not that willing to move?
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Miss Bettison: People have never been willing to move because they have never felt that
they know that area, that they are confident in that area. Ultimately, people are protecting their
own registrations, so if you are going to go and work somewhere else I think you want to feel
confident and comfortable there; and you tend to get sent there when it is busy, it is chaotic,
lots going on, so you are never going there when it is actually running quite well.
I believe you should have a system where we move people routinely, just occasionally, but
we allow people to move even when there is not a need, so that you get the opportunity to
develop and build. I think it would be great as well to bring new nurses in who are on full-time
contracts – they are not bank, but they are just surgical division, for example, or just medical
division – which would give them the opportunity to develop relationships and rapport with all
those areas, and then you have got that expertise to be able to move around the Hospital when
you need to.
I think we could build up better working relationships with our hospitals that we send
patients to and do work-exchange programmes if you wanted to build up morale and
confidence, because I think people who train on the Island have a very specific view of nursing
and it is incredibly different to a big teaching hospital in the UK. We are never going to be a big
teaching hospital – I think we have got to be realistic; we are a very small hospital trying to play
at big things – it is incredibly hard. We are trying to do lots of things. I think, that for me, I do not
know that is necessarily the right model.
I think there is an acceptance actually in the Department of realising that some things we
probably cannot do and that the concept that the public have that everything should be
delivered on Island is not always right. I think there are some things that we could deliver
actually far better on the Island and we do not need to send people off for; but equally there are
other things where we would be better, rather than doing it on the Island with someone who
does not do it all the time, sending them away.
I think we need to get that balance right and that is about developing good relationships with
our partner hospitals in the UK because ultimately there is no question that we pay them a lot of
money, so we do not want to just be exploited in that relationship; we need to develop those
proper contracts where we know that is what we will pay for that procedure.
The Chairman: I am conscious of time.
Mr Crookall, last question.
Q72. Mr Crookall: Yes, I am just conscious that we have asked a lot of questions and you
have said an awful lot, and I thank you for that – and as David said, especially with your
technical, your professional background – is there anything else you would like to add? Anything
that we have missed that you expected to be asked on? I am not pressuring.
Miss Bettison: No, not really. It is an incredibly frustrating situation we find ourselves in and I
think, personally, I believe that in the short term we need to admit we cannot make these
savings this year. I think that is what we have come to, in my mind, and I am not saying we
cannot ever make them up if we cannot make them right now.
The Chairman: Mr Coleman is being cheeky and wants one more bite of the cherry.

905

910

Q73. Mr Coleman: I just wondered – and this is just to put my own mind at rest – how far
away are we at the Hospital from a West Midlands situation?
Miss Bettison: I could not comment, I suppose, because I am not working there right now
and it is not my divisional area, but I think that if we go down some of the potential routes, the
further we go down these cuts the more likely we put ourselves at risk. In terms of cutting staff, I
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think you only find out how much of a problem that is when it does not work – and that does
worry me.
To give this as an example, from an outsider looking in, it seems obvious to cut the MHKs and
MLCs right back, but the reality is there would not be enough to do the work. So it is not
dissimilar in the Hospital. You look and you think that ward maybe today has five nurses and 24
patients, that should be more than enough because the ward next door is running on four
nurses and 24 patients; but when you actually go and work on that ward you realise that the
drug rounds are not happening on time on that ward because they are spending their whole
time catching up. So then what you miss is you do not get your training in and you do not get
your opportunity to get your paperwork done properly and review your risk assessments, and
that stuff falls off because your first priority is always the patient who is sitting in front of you.
The Chairman: Thank you very much for giving your comments to Members. It has been a
real insight. Thank you.

Mrs Corlett was called at 3.20 p.m.
Procedural
925

930

The Chairman (Mr Speaker): Okay, just to put on the record that firstly Mr Callister is not
attending this session, for reasons already outlined, and also that the session is being recorded
so that Hansard can be prepared of it for future use. Of course we will be happy to supply you
with a copy of that, (Mrs Corlett: Thank you.) and we will have a discussion with the Members
before anything is published, (Mrs Corlett: Okay.) so that we are all open and up front about
that.
Hopefully, you have come here to talk about the ongoing overspend in Noble’s Hospital and
the governance of the Department of Health and Social Care.
Mrs Corlett: I think that is what I am here for, isn’t it!

935

The Chairman: Fantastic. In which case then, I will let David deal with the first few questions.

EVIDENCE OF
Mrs Ann Corlett MHK
Q74. Mr Cretney: Okay, was there any opening statement or anything you wanted to … ?
940

Mrs Corlett: No, no – really, I just want to answer whatever you have got to ask.
Q75. Mr Cretney: Thank you.
Please can you tell us about your role in the Department and what are your delegations.

945

950

Mrs Corlett: Okay, my role is as a Department Member. My delegations are Mental Health;
Community Health, and the Commissioning part of Primary Care, which is GPs, dentists,
pharmacists, opticians.
Q76. Mr Cretney: Okay. As a departmental Member, how closely are you involved with the
running of the Department?
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Mrs Corlett: I am certainly involved in my Divisions. Yes, I would say we are … I consider
myself working very hard within the Department, so …

955

Q77. Mr Cretney: So in terms of your delegation, would you say that up to a certain level,
you are allowed to make decisions?
Mrs Corlett: No, I would not say that, really – no. Individually? (Mr Cretney: Yes.) No. No, I do
not make any decisions individually.

960

Q78. Mr Cretney: So even though you have delegated areas of responsibility … ?
Mrs Corlett: Anything that comes through my Divisions comes to the Department for
decisions. (Mr Cretney: Everything?) Everything.

965

Q79. The Chairman: Can you just tell us about that Department decision-making process?

970

Mrs Corlett: Yes. Obviously, we … How we come to a decision between the Members and the
Minister, you mean? (The Chairman: Yes.)
Well, obviously we discuss it. We decide whether we agree with it or not. The Minister is very
clear that at the end of the day, it is her decision.
Q80. Mr Cretney: On everything?
Mrs Corlett: Yes.

975

Q81. Mr Cretney: So would you say that the way you make these Department decisions …
How many people are present at those – ?

980

Mrs Corlett: At the Department meetings? (Mr Cretney: Yes.) Probably about 30 people
present.
Q82. Mr Cretney: Would you say that is the most efficient way?

985

990

Mrs Corlett: I think it is pretty expensive. I think it could be done another way.
Although, having said that, we do have issues where one department can answer another
department’s problems. So I think perhaps if we …
I do think we need to find another way. The room is becoming too small.
Q83. Mr Cretney: I would have thought also, before it even gets to the room, in Departments
I have been a Member of in the past, we have been allowed a certain … It differs with Ministers,
but we have been allowed a certain area of delegation where we have been able to get on with
stuff relevant to our Division, without it having to go to the full Department for …
Mrs Corlett: No, everything comes up to the Department for decision.

995

1000

Q84. Mr Coleman: Can I just ask a question, if I may, sorry? (The Chairman: Yes.)
When you have an issue which comes up at the Department meeting, you said that the
decision finally is with the Minister, but do you vote, to give her a lead on whether this should
be the case; or does she just say, ‘Well, I’ve heard all the facts, everyone’s opinion. Now this is
what we’re going to do.’?
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Mrs Corlett: I would describe it as a consensus; but the Minister is very clear that it is her
decision in the end. But we do not vote. We do not formally vote. It is just kind of around-thetable consensus.
1005

Q85. The Chairman: Would you say the consensus departs from the majority of the
Members’ views frequently?
Mrs Corlett: It does not, to be fair.
1010

The Chairman: Right.

1015

Q86. Mr Cretney: Good point, I was going to ask that. (The Chairman: Sorry!) It’s all right!
Do you have the opportunity, formally or otherwise, to meet with the staff to hear the staff
within your Division, for example, to hear their suggestions and concerns?
Mrs Corlett: Yes, yes. To an extent, yes.

1020

Q87. Mr Cretney: Is your experience that people want to talk to you about areas they think
that could be done better, for example? (Mrs Corlett: Well … ) Or are they perhaps concerned
about saying things?
Mrs Corlett: They are concerned about saying things, yes. I think there is an element of
people do not want to speak out because they do not feel safe or … Not safe in the sense that …

1025

The Chairman: Physically safe.
Mrs Corlett: Yes. But they do not feel confident in order to be able to speak out and tell you
what is really the problem.
1030

Q88. The Chairman: What are they afraid of, in their minds?
Mrs Corlett: Repercussions from managers.
1035

1040

Q89. The Chairman: Do you think that is real or just a perception?
Mrs Corlett: Several people have contacted me and certainly their fears seem founded. I
would not feel comfortable in their positions.
And there does not seem to be a proper complaints procedure, really, that is followed with
staff, in order that they can whistle blow, if you like.
Q90. Mr Cretney: But it is not just about whistleblowing, is it? (Mrs Corlett: No.) It is the
opportunity for staff on the front line to perhaps provide –

1045

Mrs Corlett: To say, ‘Come on, let’s do this. This will be a really good idea.’
Mr Cretney: ‘This might be a better way of doing things.’
Mrs Corlett: Yes – I do not think enough consideration is given to that, certainly.

1050

Q91. Mr Cretney: Okay, I am not going to ask you, because I think you have made it clear, but
policy decisions are made at the Department meeting; you do not meet and individually make –
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Mrs Corlett: No, we do not.
1055

Q92. The Chairman: Please do not take this as a disparaging comment; it is a genuine
question. Given the sheer volume and number of people in the meeting who are specialist in
their own areas, what value do you think you are adding in the Department?
1060

Mrs Corlett: I feel I am adding value through my own Divisions by supporting the things and
the problems that are coming up and the solutions to them, with the divisional heads.
Q93. The Chairman: Okay, so you are an ambassador for the professionals.

1065

Mrs Corlett: Well, more than ambassador … I do not know how to describe this really.
The way I see it is that divisional heads need a politician in order to get their proposals put
forward. Yes, we are the back-up, if you like, to that and therefore we – all of us – argue the case
at the Department meeting that we should or should not be doing something. But we do not get
to make that decision on our own.

1070

Q94. Mr Crookall: Do you feel you are listened to, though?
Mrs Corlett: Yes.
1075

Q95. The Chairman: And so how would you define your role in supporting the Minister and
Chief Executive?
Mrs Corlett: I would find that difficult to define, really. I am told very clearly to concentrate
on my delegations and …

1080

Q96. The Chairman: So in terms of the decisions that the Department is making, do you feel
that you are getting all the right information to make those decisions? (Mrs Corlett: No.)
Can you perhaps tell me a bit more?
1085
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Mrs Corlett: I think we need to be careful that we are making evidence-based decisions. I do
not think the evidence is always supplied and when it is, it is not always as …
When proposals come forward, I feel they are not always as detailed as they should be.
Q97. The Chairman: Can you give me an example of one that has come through in your time
that you thought was a decision that was made without really adequate – ?
Mrs Corlett: Actually, no. What happens is that those things then get pushed back. We keep
saying ‘More information, please.’ It is delaying the decision-making process because we are
constantly having to go back and say, ‘Look, there is not enough information there. Provide
some more.’
And there are some issues that need decisions that have perhaps been brought before us
several times and each time sent back for more information.
Q98. The Chairman: Is that a reflection on the officers not working up the information that is
required or not providing it; or about the Department not requesting the right information or
enough information the first time, because it keeps having to come back?
Mrs Corlett: Well, they are proposals coming from officers or heads of Division, so really they
ought to be pretty well, I think, made up before they come to us. Something half hatched is
not –
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Q99. The Chairman: So in terms of the information that you are normally going back and
asking for, is it normally clinical, is it normally financial, is it normally staffing?
Mrs Corlett: It can be anything. It can be anything, honestly, yes.
1110

Q100. The Chairman: There is no consistency?
Mrs Corlett: No, no.
1115

1120

The Chairman: Sorry, Mr Crookall.
Q101. Mr Crookall: I was just going to say, in your view, are those things that are being
brought forward, do you think they have been worked up well enough, but something that the
Minister or Malcolm might just say, ‘Actually, I want more information on this: can you take it
away and bring it back next month’?
Mrs Corlett: Yes, that is what is happening. Yes.

1125

1130

1135

Q102. Mr Crookall: But in your view – I am trying not to put you on the spot … If you were
having to make the decision, do you think there is enough information there, but it is just a case
of … ?
Mrs Corlett: I had one report recently from Commissioning on salaried dentists, and it was
really good. I could make a decision from that report. That is unusual. You would usually at least
have to go back and ask the officers some other questions about it, or it would be sent back for
more information.
Q103. Mr Coleman: Before these reports and propositions come towards this meeting of
these ‘loaves and fishes’, presumably they have gone through the Chief Executive’s office before
they even get on the agenda.
Mrs Corlett: Well, he is supposed to see everything, so I have to assume that, yes.

1140

Q104. The Chairman: Is he the single funnel through which all information comes to the
Department outside your own delegation?
Mrs Corlett: That is my understanding of it.

1145

Q105. Mr Coleman: When you joined in 2016, how clear did you think that the strategic
direction was in health care?
Mrs Corlett: Unclear.
Mr Coleman: It was unclear?

1150

Mrs Corlett: I think that is perhaps something that should have been established right at the
beginning – but then, you know, perhaps too, we have to take responsibility for genning up on
what you need to know. It is not all about a Department giving you information. There is an onus
on you to …
1155

Q106. Mr Coleman: The strategic direction was established by the current Chief Minister,
and I am just wondering if that direction has been watered down a bit.
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‘More care in the community’, more …
1160

1165

1170

Mrs Corlett: I do not think it has been watered down. Certainly with the integrated care and
the more care in the community, I do not think it has been watered down. I think what it is, is we
have to find out what that means. It is going to take resourcing. I think we need to be careful
that we do not have unintended consequences by closing wards at Noble’s and not having those
facilities in the community.
It is something we really need to have solidly worked out and know where we are going with,
before we embark on it, really, and they are at the stage now where, to be honest, nothing has
been brought forward about what these community hubs or what this integrated care would
actually entail – well, not ‘entail’, but how we would provide it, or what we should be providing.
That has been stepped up, I think, in the last few months. The Deputy Chief Executive has
taken that on, but just at this time, we are not hearing very much about it.
But I am sure when they have their strategy together, they will bring something forward.
Q107. Mr Coleman: Which brings me to the next question: what involvement do you have
with the Strategy Group being led by the Deputy Chief Executive?

1175

Mrs Corlett: None.

1180

Q108. The Chairman: Would you categorise the Department’s discussions as generally
strategic or generally tactical, in terms of what you are talking about on a more developed basis
in Department meetings?
Mrs Corlett: It is tactical. We are literally shoring it up. We are firefighting.
Q109. The Chairman: So do you think that the strategy is being delivered?

1185

Mrs Corlett: No.

1190
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Q110. Mr Coleman: In oral evidence, Mr Couch commented that a strategy is a complete
waste of time without implementation plans. (Mrs Corlett: That’s true). What evidence have you
seen of the strategy now being planned and implemented?
Mrs Corlett: Well, the fact that they have set up a board to sort integrated care is a step
towards the strategy. It is an implementation of the strategy. Without that plan, we cannot
implement it.
There are comments in the strategy that say, ‘Good value health and social care’ – are we
getting good value? No, we are not, are we?
‘Savings on a sustainable basis’: that is not happening either, because like I say we are
firefighting.
Q111. Mr Cretney: Did you come in on budget this year?
Mrs Corlett: No. Definitely not. And I think we ought to be admitting that right now, because
what is the point in saying, ‘Oh yes, we’re going to try, we’re going to try’? It is not going to
happen.

1205

Q112. Mr Crookall: Is that a discussion that you have had in the Department between the
political Members and the Chief Executive at one of your monthly meetings? You have your
departmental meeting …
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1210

Mrs Corlett: Yes, I think everyone is quite clear that this is not happening.
Mr Coleman: I think it is just the amount now, isn’t it?

1215

1220

Q113. Mr Crookall: Yes, but it is just a case of are you discussing that? Should you be bringing
it forward? Maybe you have not even probably mentioned it to Treasury – I am not asking you to
divulge those discussions yet – but are you discussing it between yourselves as to what you are
going to do?
Mrs Corlett: Yes, well, what are going to have to do is put our hands up and say, ‘We couldn’t
do it.’
This cannot be turned around in five minutes. Like I say, it is health care; it is people’s lives.
We have to do it in the right way and that takes time. It is so huge.
We are a year in and we have made some impression on it – absolutely. But I never believed
we could turn around in a year.

1225

1230

Q114. The Chairman: I think one of the things that we are really investigating is the fact that
the plan and the strategy for the Department of Health and Social Care has been largely based
on the same sort of principles for the last 10 years, and whilst you cannot turn it round in a year,
we are trying to work out why it has not been turned round, even though the direction of travel
has been set for the last 10.
Mrs Corlett: It is because they are plugging the holes; they are shoring it up.

1235
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Q115. The Chairman: So do you think that there is enough … for example, the work that the
Deputy Chief Executive is doing has been sufficiently well insulated from the firefighting in order
to make sure that they can get on with the strategy?
Mrs Corlett: It can’t be. It can’t be because there is just too much firefighting. It is
overwhelming. That is all it is about now: how can we save money? How can we come in on
budget? The things that we are having to discuss now are becoming quite unpalatable, in order
to come in on budget. Should we be doing that?
Q116. The Chairman: When you say ‘unpalatable’ – there is unpopular, there is unsafe;
where are you pitching this?

1245

1250

Mrs Corlett: We would not choose anything that was unsafe – at this stage, anyway. But I
suppose, from a personal perspective, from my point of view – and this is not conversation that
has been had in the Department, either – it needs somebody to review it, some sort of
turnaround.
We are doing this with Catering Services. They are going to put a turnaround team in., and it
is reckoned that they could come in under budget – maybe not this year, obviously – but that is
something that needs …
We need to decide, what are we going to provide? And we are going to have to be honest
with people and say, ‘This is what we can; this is what we cannot’.

1255

Q117. Mr Crookall: That was my next question: have you had that conversation in the
political arena (Mrs Corlett: No.) – ‘What are we going to do and what are we not going to do?’

1260

Mrs Corlett: No, and I have brought this up so many times: can we not decide what are the
core services that we do need to provide; what can we provide around that; and what can we
absolutely not provide?
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Mr Crookall: And you have not … ? The Minister will not … ?
Mrs Corlett: No, we have not come …
1265

Q118. Mr Crookall: Sorry – why have not you had that conversation?
Mrs Corlett: I cannot answer – I have personally said that in Department meetings. And they
have agreed that that is actually what we should …
1270

Q119. Mr Cretney: We have just been speaking to Miss Bettison, who obviously is
professionally qualified and knows about a number of areas. You know about catering. Have you
had the opportunity to assist or have you felt it is best that you keep away from that?
1275

Mrs Corlett: I did feel at first that I should stay out of it because I did feel slightly conflicted in
it. But it is so glaringly obvious that in the end I have had to (Mr Cretney: Help.) put my two
penn’orth in. Help, insofar as it is completely unacceptable – it is just unacceptable and it should
not be happening. We have moved in the last month to address it, but it has taken 12 months –
and the figures have not changed; it has not suddenly become more glaringly obvious.

1280
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Q120. Mr Coleman: You said that the discussions should be had within the Department of
Health about what things you do and what things you do not do. We have obviously talked
about this as well.
If you have got an A&E, an intensive care, a coronary care unit and a place for kiddies – once
you have said, ‘Right, this is my nucleus’ – how would you actually then pick the other
disciplines? Would you get them to come in and bid, (Mrs Corlett: No.) and say, ‘You bid for this
service or we are going to send it off the Island’, or ‘We will look at sending it off the Island’?
Mrs Corlett: No, how can you make those decisions without data? We are very bad at
collecting data.
Informed decisions are really hard to make without information, and until we have some data
on what is cost-effective to supply here and what is not. And the other aspect of it is, what really
should we … ? Should we be doing something that we do on an ad hoc basis, or should that
person who needs that go to a specialist hospital? Personally, I would pick the specialist every
time.
Q121. The Chairman: Does the Department have a clear idea about what it wants to know
but does not know?
I am not getting into ‘known unknowns’ … (Laughter) but do you know what you want to
know and it is just not coming, because the system cannot provide it or it is a manual trawl?
Does the Department know, in order to achieve its strategic vision, in order to make these sorts
of decisions, what it needs to know?
Q122. Mr Cretney: While you are thinking about that, is that down to evidence-based
decision-making? Is it that you are not getting the evidence that you require to facilitate good
decision-making, or is it something else?
Mrs Corlett: I think there is a lack of it, certainly.

1310

Q123. The Chairman: But do you know what information you need in order to … ?
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Mrs Corlett: Not always, no, because we are not clinically trained. I come in without any
experience of the health service, but there are highly paid, highly experienced people who need
to supply that information.
1315

Q124. The Chairman: I am obviously not expecting politicians to make clinical decisions, but
in terms of the policy decisions, the big, broad brushstrokes, do you feel involved, you have got a
hand on the tiller with that?
1320

Mrs Corlett: Not at the moment, no.
Q125. The Chairman: If I can take this on to the more financial aspects of this, in terms of
how involved the Members have been in the discussions around financial sustainability, the
briefing paper that was published – ?

1325

Mrs Corlett: We have discussed the briefing paper and our involvement really is mostly at our
own divisional level.
Q126. The Chairman: So it was agreed by the Department?
1330

Mrs Corlett: Yes.
Q127. The Chairman: And in terms of the budget in the coming year, is that something that
has been to the Department for consideration?
1335

Mrs Corlett: No.
Q128. The Chairman: No? You have had a meeting with the Treasury –
1340

Mrs Corlett: We have had a meeting with the Treasury, yes.
The Chairman: – but you had not discussed, you had not got a consensus within the
Department before you have gone to the Treasury meeting?

1345

Mrs Corlett: Only with our own Divisions. Mental Health, for example – forensic mental
health and section 115s, I have been very keen to get through, and we have managed to get that
up through the Department.
No, I won’t say anything else about that. I will leave it alone. I might say something there that
I might regret.

1350

The Chairman: Okay!

1355

Q129. Mr Crookall: But you have had that departmental overview of the whole paper that
has gone to Treasury then; so you all discussed what you took to Treasury, because you had that
discussion with Treasury?
Mrs Corlett: Yes, we were supplied with the information.
Q130. Mr Crookall: You were supplied with it, but you did not discuss it?

1360

Mrs Corlett: No, it was not discussed, because the forensic … I still do not know where the
bid for that is because it does not seem to be in our budget.
So no, it was not fully discussed, because I did not pick that up until the Treasury meeting.
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Q131. Mr Coleman: Well, I can give you an answer on that. The total figure – because that
was only option 3, or whatever it was, ‘stay as we are’ – that you bid for, the bigger one is being
passed through.
I’m sorry. There was a proposal that had, for forensic, prison mental health –
The Chairman: Oh, prison mental health – okay, well, let’s leave that one there for now.

1370

Mrs Corlett: Yes, but that had come to Department and been agreed, but it is not in the
Department’s budget.

1375

Q132. Mr Coleman: Well, that was because in the Department of Home Affairs’ meeting with
Treasury –
Mrs Corlett: They were budgeting for the same thing?

1380

Mr Coleman: Well, they had not put the bid in, because it was going to not put it through the
normal bid process. Anyway …
Q133. The Chairman: Okay, yes, move on.
In terms of the £10 million savings target that the Department came forward with, was that
agreed at the Department level?

1385

Mrs Corlett: Yes.
Q134. The Chairman: And was that something that everyone was collaborating with and
piling in with ideas, suggestions, to make sure that it met the total?
1390

Mrs Corlett: No. I would say that obviously officers and divisional heads must have been very
involved in that, but as a political Member, it is constantly said that we have got £5 million worth
of savings identified. As a political Member, I could not tell you where those are.
1395

Q135. The Chairman: Sorry, my understanding was that there is £10 million worth of savings
that were needed; £5 million has been delivered, (Mrs Corlett: Well … ) but are you saying that
only £5 million of the £10 million was actually identified and that there is £5 million … ?
Mrs Corlett: I cannot tell you any more than that. That is all I know.

1400

Q136. Mr Cretney: Doesn’t part of the money depend on agreement to the thing that has
been consulted on in relation to prescription charges, etc?
Mrs Corlett: That will be a part of that.
1405

Q137. Mr Cretney: So that cannot be a given, yet.
Mrs Corlett: There are so many things that cannot be implemented because there has not
been the time to do it.
1410

Q138. The Chairman: So in terms of that £10 million, there is a break-down of that £10
million as to where the money is coming from?
Mrs Corlett: Well, if there is, I have not seen it.
1415
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Q139. The Chairman: Right, okay.
In terms of the accountability and delivering the Department’s success, how does the
accountability for that work?
1420

1425

Mrs Corlett: Sorry, just repeat that?
Q140. The Chairman: In terms of the overall strategy of the Department, where does the
accountability for it lie? Do you think there is a clear scheme of accountability that derives from
the strategy, from the Department through the Chief Executive to the Divisions? Does the
accountability sit solely with the Chief Executive? How far do you think there is a clear line of
sight in terms of accountability for delivering different aspects of the strategy?
Mrs Corlett: We have all been tasked with and had our names put to part of the delivery of
the strategy. So I guess we are accountable for that in the end.

1430

Q141. The Chairman: So you are accountable, but you do not have any responsibility. You
cannot make decisions, but you are accountable for it. Is that the case?

1435

Mrs Corlett: I cannot make decisions on my own, but I do have to take accountability for it,
obviously, because my name is attached to that.
Mr Coleman: Sounds like a marriage!

1440

Mrs Corlett: There are areas in the Programme for Government that I am being asked to
deliver. Do I have any actual …
The Chairman: Autonomy?
Mrs Corlett: I do not. Not personally, no.

1445

The Chairman: Okay.
We will move on to something else on that particular aspect: service delivery plans.

1450

Q142. Mr Coleman: Okay.
Do the areas that you have got delegated responsibility for have service delivery plans? How
you plan to deliver the service, which could possibly be linked to the financial side of things as
well. (Mrs Corlett: Yes.) You do have them?
Mrs Corlett: Within the Divisions? (Mr Coleman: Yes.) Yes.

1455

Q143. Mr Coleman: So you have one for … Well, knowing Angela, she has probably got three!
(Mrs Corlett: Yes.) Okay.
You just said that you are accountable for service delivery; but then you also said that the
people who are given responsibility –
1460

Mr Cretney: It is only notional responsibility, isn’t it? It is not actual responsibility.
Mr Coleman: Yes, but they are held accountable, without the power to do anything about it!
1465

Mr Cretney: Yes – how does that work?
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Mr Coleman: Anyway, how are these service delivery plans aligned to the Programme for
Government? They are all trying to save money.
1470

Mrs Corlett: I don’t know actually.
Q144. Mr Coleman: Don’t worry. I get the impression that they have not necessarily been
linked to the Programme for Government. Have you ever been involved in any of the
Programme for Government discussions that Health must have had?

1475

Mrs Corlett: Well … Yes. At what level …

1480

Q145. Mr Coleman: No problem, we will move on to the next one.
What effect will the new National Health and Care Service Act Charter and General Scheme
have on the areas that you have got delegated responsibility for?
Mrs Corlett: Quite a lot, because you have got the prescription charges in, which would be
mine. You have got the optical care, which is in mine. There is quite a lot of it, actually, that
would fall within my Divisions.

1485

Q146. The Chairman: Apart from bringing in money, what else do they achieve? Or is
that … ?

1490

1495

Mrs Corlett: That is my frustration actually, that in order to come in on budget, we are now
down to charging, suspending services, changing the criteria so you are not eligible for it any
more, or cutting.
We need to find more efficiencies. Although all the Divisions have been asked to bring in
ideas to make things more efficient, my personal view is that I think it needs somebody else to
look it. It is hard when they are looking at it themselves. (Mr Cretney: Yes.)
I don’t want to say there is self-interest in there, because that is not really a very nice thing to
say, but an independent look at it would bring us efficiencies, I do not doubt it.
Q147. The Chairman: Is that what Mike Quinn was tasked with?

1500

1505

1510

Mrs Corlett: No, really, he is Hospital Director, so he is collecting data, he is trying to make
efficiencies, but that is not wholly his job. He has got to run the hospitals, so he is not dedicated
to making efficiencies.
Q148. Mr Coleman: Do you recollect the discussions, when we spoke about … ? The things
that seem to have been mentioned thus far are what I would call low-hanging fruit – not
necessarily strategy. Can you remember what discussions were held over these particular
items – let’s say prescriptions? (Mrs Corlett: Yes.)
There was plenty of discussion on it?
Mrs Corlett: There was, yes.
Q149. Mr Coleman: And were you all reasonably in agreement with it?

1515

Mrs Corlett: We agreed that the criteria should change, that we should not carry on the way
that we were going, but there was some dispute over who should be eligible, who should not.
I would say the overall opinion was that we should not leave it as it is; that we should
change it.
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Mr Coleman: It is quite interesting that the largest number of people are only paying 10%.
1520

Mrs Corlett: Yes, we are giving 90% away free.
Q150. Mr Coleman: Yes, but in the age group 16 to 65 – not the ones over 65. It is 16 to 65,
only 10% are being charged.
1525

Mrs Corlett: Yes, and that is why … I know it sounds hard to put this on to people of pension
age, but that is actually where this money is going, because it is the people from 65 onwards, or
under 18, who are the major cost here.
1530

Q151. Mr Coleman: Well, they are getting it free, but also 90% of between 16 and 65 are
getting it free.
Anyway, we will move on. When you talked to staff at Mental Health, what feedback did they
give you about working with acute services?

1535

Mrs Corlett: The staff have had issues. I think they are being resolved.
I actually don’t get to talk to that many staff. Mental Health have been a little bit closed
down. It took me some time to actually establish a relationship with Angela.
Q152. Mr Coleman: Do you go to their SMT meeting?

1540

Mrs Corlett: No.
Q153. Mr Coleman: Do you go to their one-a-month meeting?
1545

Mrs Corlett: I go to Mental Health Management Board, Mental Health – their monthly
meeting, yes.
As I say, this is something that actually is building up quite nicely now. I am sure there is an
element of trust in all of this. (Mr Cretney: Yes.) They don’t want somebody coming in … They
don’t know me. They don’t know what my agenda is.

1550

Mr Coleman: You have to realise, Ann, they loved me!

1555

1560

1565

1570

Mrs Corlett: Well, maybe that was it – after you, they decided, ‘Ooh, what’s next?’!
But no, while I will say that at first I found that very difficult, we are making a steady and
good progress.
As I say, we have got the section 115 and the forensic actually through Department, which
has taken … how long? So we have achieved that, and I believe that is actually through the
implementation of policy and strategy meetings.
Q154. Mr Coleman: Okay.
What about Primary Care? You are involved in elements of Community out there. You are
dealing with Annmarie Cubbon a lot.
Mrs Corlett: Yes. Initially I was responsible for Primary Care, and then Primary Care was done
away with, and it was split between Community and Commissioning, which made it a little bit
difficult because I was Community and Jason Moorhouse was Commissioning.
So at our Community meetings, the divisional heads there said, ‘What we could do with is if
you could just take that responsibility for that part of Commissioning that affects Primary Care.’
So that is what we have done, which I feel made a little bit of a mishmash of it. It has also
created more work on my part, because there are more meetings to go to and more people to
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meet with, but that is fine. That is something that has not been happening very long, so I think
maybe it needs to just bed down.

1575

1580

1585

Q155. Mr Coleman: In your role, basically, or your delegation into Commissioning, because
GPs are commissioned, essentially, has any discussion been had about reducing the number of
referrals that GPs refer and giving them more responsibility to do local procedures?
Like the Palatine, taking blood, rather than people having to go to their …
Mrs Corlett: I think the issue with Commissioning there is that, actually, there is a little bit of
a dispute with GPs because they are being asked to do more things without getting more pay.
That is not really going to work.
So that is a negotiation that is going on – but I think that is the direction we should be going
in.
Q156. Mr Coleman: That is the way you start using your hubs.
Mrs Corlett: Yes, exactly. But we have not defined what a hub is.
Mr Coleman: Well … It doesn’t matter – I’m finished!

1590

The Chairman: Be careful, Mr Coleman – you are taking over. Stop doing it! (Laughter)
Mr Crookall.

1595

Q157. Mr Crookall: On Integrated Care, what input have you had into the discussions about
the move to an integrated care system?
Mrs Corlett: Well, I would say, there is a board being set up – of which I have no part. So until
something comes out of there, then I will have no input. I am not on that board.

1600

1605

Q158. Mr Crookall: Okay, so you are hoping that at some stage a discussion on what their
findings are at the time, sort of every few months … ?
Mrs Corlett: Certainly, I would like more – but then they have only just set up, so it is a bit
hard to say.
There has been very little brought to the Department meetings with regard to Integrated
Care, but that is probably because they are in the very early stages of actually deciding what …
Q159. Mr Crookall: But you would expect to have some sort of input into that at some stage?

1610

Mrs Corlett: Yes.
Q160. Mr Cretney: Did you say you are responsible for Integrated Care? Is that part of your
responsibilities? (Mrs Corlett: … Yes.)
So do you think it might have been helpful if you were involved?

1615

Mrs Corlett: I think it would.
Mr Cretney: Yes.
1620

Q161. The Chairman: And what is preventing that?
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Mrs Corlett: Just no approach has been made to me. I did mention this to the Minister
actually, and she sort of said, ‘Well, you need to do something about it’, which, okay … but you
can’t just say, ‘I tell you what, I am coming to your board meeting’!
1625

Mr Cretney: No.
Q162. Mr Crookall: So who decided who that group was, without you?
1630

Mrs Corlett: The Deputy Chief Executive is heading this up.
Q163. Mr Crookall: And there was no discussion with you as to whether you wanted to be on
it or not?

1635

Mrs Corlett: No.
The Chairman: I am going to steal Mr Coleman’s question, because I think we are close to
letting you go, you’ll be relieved to hear!

1640

Mrs Corlett: I am relieved to hear that, yes.
Q164. The Chairman: The question is: how do we fix Noble’s?

1645

Mrs Corlett: How do we fix it? We get somebody in to actually … Whether it be, as I say,
some sort of proper review of services … I am not saying how we are doing them now, but what
should we be doing? There is no real sense of direction on where we are going.
Yes, integrate … and I absolutely support that, because people who do not need to be in
hospital should not be in hospital. So we have to get that out into the community.
But what should we be providing at the Hospital? That is …

1650

Q165. The Chairman: Have you come across the Beamans Report since you have arrived … ?
Mrs Corlett: I have not read it all actually, no, but I have read some of it.
1655

Q166. The Chairman: So it is something that has made it to your desk, even if not … Okay.
Mrs Corlett: Yes, and I actually do support that idea of going back to the old hospital board.
And take it out. All other Divisions – well, certainly mine – apart from Mental Health are
coming in on budget. But anything they saved is going directly to –

1660

Q167. Mr Coleman: Just gets hoovered up by the Hospital.
Mrs Corlett: Yes! And that is demoralising for the people in the Division.
1665

Q168. The Chairman: Do you think that is having an impact on services? Do you think there is
a pressure on your Divisions to underspend so that money can redirected?
Mrs Corlett: There is actually … I think we have come down now to there is a pressure on our
Divisions to either suspend or cut things.

1670

Q169. The Chairman: To support Noble’s?
Mrs Corlett: To support Noble’s.
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1675

Q170. The Chairman: Okay, and that is having a direct impact on your ability to deliver the
strategy in those areas, yes?
Mrs Corlett: I think it is, yes.
But, having said that, we have only got so much money, and it is the life or death things that
are going to take precedence.

1680

Q171. The Chairman: But one of the strategies is we are trying to move out of acute care into
community care. That is not where the money is going.
Mrs Corlett: No. No, the money is going to the Hospital.
1685

The Chairman: Okay?

1690

Q172. Mr Crookall: No, same as last time, really – we have asked lots of questions, you have
said an awful lot, and I thank you for that. Anything else you would like to say that we have
missed?
Mrs Corlett: No, I have probably said too much anyway.
The Chairman: No such thing!

1695

Mr Coleman: You did follow on from Clare.
Mrs Corlett: Did I? Oh dear! Well, maybe that is not a bad thing – consistency!
1700

The Chairman: Thank you very much for coming along, we really appreciate you coming.
Thank you.
Mrs Corlett: Thank you.

Mr Moorhouse was called at 4.10 p.m.
Procedural

1705

1710

1715

The Chairman (Mr Speaker): Okay, we will forgo the introductions, but just to say that the
meeting is being recorded so that Hansard can be produced for the Committee. We will of
course be happy to provide you with a copy of the Hansard afterwards, (Mr Moorhouse: Please.)
and in light of previous discussions, we will also be having a discussion with you all about the
timing of the release of that Hansard.
So obviously, it will take some time to actually produce in the first instance, and then how it
goes forward after that … I think the expectation is that it will be public at some point, but what
that point is, at this point we do not know.
Okay, so hopefully, you are here to talk to us about the overspending at Noble’s and the
strategy, planning, budgetary matters at the Department of Health and Social Care?
Mr Moorhouse: Yes.
The Chairman: Good – so far so good.
In which case, I will hand over to Mr Cretney to get us started.
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EVIDENCE OF
Mr Jason Moorhouse MHK
1720

Q173. Mr Cretney: Okay, was there any opening statement you wanted to make?
Mr Moorhouse: No, not at all. Thank you.

1725

Q174. Mr Cretney: Straight in? (Mr Moorhouse: Yes.) Thank you.
Please could you tell us about your role in the Department and what are your delegations?
Mr Moorhouse: Yes, I am currently responsible for Corporate Services and I have got a very
small aspect of Public Health.

1730

Q175. The Chairman: Just tell me what Corporate Services entails these days?
Mr Moorhouse: It is a variety of things. It includes our favourite catering area. It includes
some legislation, legal stuff, basically the financial aspects. (Laughter and interjections)
Yes, it is an interesting mishmash of materials, kind of outside Noble’s looking in.

1735

The Chairman: Okay.
Q176. Mr Cretney: In terms of your delegations, are you competent to make decisions
yourself or are the decisions made by the Department?
1740

Mr Moorhouse: In terms of the way the system appears to work, I have involvement, but
when the decisions are made, it is going to be made through departmental meetings or one of
the meetings we have got the Members at , so …
1745

Q177. The Chairman: How does that contrast to how it works in other Departments you are
involved in?
Mr Moorhouse: It is quite similar to how I am in Infrastructure, with Public Transport.

1750

1755

1760

1765

Q178. The Chairman: So again, no decisions made at the divisional level; it all happens at the
Department level?
Mr Moorhouse: With Infrastructure, Public Transport appears to be run as a semiautonomous unit, but in terms of my role, it is roughly similar to what it is in Health. So yes,
there seem to be more decisions made day to day, if it is operational stuff at Transport; whereas
in Health, there is all the day-to-day stuff going on but there is a political impact as a grouping,
via the Minister rather than individual Members.
Q179. Mr Cretney: So as a departmental Member, how closely are you involved with the
running of the actual Department?
Mr Moorhouse: The term ‘running of the Department’ is a difficult one. In terms of being
present at key meetings and having opportunity to contribute at key meetings, I have got that.
But when I stood for politics, I did not see this kind of division between operations and strategy,
and I thought you would kind of walk in and change the world, as we promised the electorate
we would.
So yes, I have an involvement, but in terms of running it, that is down to the Minister.
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1770

1775

Q180. Mr Cretney: Okay, and do you have the opportunity, formally or otherwise, to meet
with staff to hear their suggestions and concerns?
Mr Moorhouse: Not directly, and this is an issue that I have raised. Given the nature of where
Corporate Services fits into Health, there was issue in terms of a lot of the potential cost savings
are going to be in Noble’s itself, so I have been to see Mike Quinn and I have discussed things
with him. It has kind of been more of a site visit and a conversation like this has been so far,
rather than me saying, ‘Can this happen.’
Q181. Mr Coleman: Who accompanied you on the site visit?

1780

1785

Mr Moorhouse: I went by myself, because I was not actually meeting patients or in the
vicinity of patients. It was directly from the foyer of the Hospital into the management suite, so I
don’t think I broke any rules.
Q182. Mr Crookall: Sorry, can I just clarify? So if you were meeting patients, you would have
to have been accompanied?
Mr Moorhouse: Yes.
Mr Coleman: It is this police check thing.

1790

Q183. Mr Cretney: So just for clarity, you are a Department Member, you are delegated
certain notional areas of responsibility, but you don’t make any decisions; any matters relating
to those areas of the Department’s activity are discussed at the Department meeting.
1795

Mr Moorhouse: At the departmental meeting, when the papers come through, I have got the
opportunity to support something. Given that I have had involvement to it prior, there has not
been the occasion where anything has come through which I have been dead against or had
issues with. So presumably if that was to occur, then it would be sorted before it got to that
level.

1800

Q184. Mr Coleman: And at the meeting you can be an advocate for it?
Mr Moorhouse: Yes, yes. We see the materials before, because it either links to meetings we
have had or papers that we have received, so there is an input.
1805

1810

1815

Q185. Mr Cretney: The only reason that I am asking is that I have been on Government
Departments in the past and it varies from Minister to Minister; however, up to a certain level,
the financial or decision-making has been within my parameters. It has been something I have
been able to do. But it appears that the Department of Health is running on a different kind of
system. You do not have the autonomy within your Division to make decisions as such?
Mr Moorhouse: If you start with the top, when one attends the Department meetings, that is
where everything goes forward or is stopped.
In terms of meetings prior to that, in terms of my delegation, there has been nothing so far
that I have been vehemently against, so there is nothing I have wanted to stop. In terms of
having an input at departmental level, you get the opportunity at delegated level. You have
actually again got the opportunity to question, to suggest alternatives, but in terms of going in
and saying, ‘Do this’, it is not a case of that.
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1820

That is what I assumed on day one it would be, but the systems are there and the political
Member appears to be there to actually prod, to ask questions, and just to ensure that it is in
the right form.
Q186. The Chairman: So you talked about that ability to go in and change the world. Who do
you think does have that power?

1825

Mr Moorhouse: It is questionable at this point in my career. I am not sure if it is the Minister
or the Civil Service.

1830

1835

1840

1845

1850

Q187. The Chairman: All right, okay.
In terms of value that you are adding to the process, you talk about essentially your power of
veto of things going to the Department, but how would you describe the value that you add to
being in the Department?
Mr Moorhouse: That is a difficult one. I have actually considered this and in terms of how the
system operates, I have validated my position of actually looking at how I feed into that system.
So it is not a matter … I am kind of looking at the system and how I have fitted into it and worked
around the system, and from that I feel to be doing an adequate job.
Q188. The Chairman: So from the discussion around, for example, the Functioning of
Tynwald Report, which talks about payment for having substantial responsibility, would you say
that your role in Health does still constitute ‘substantial responsibility’ or is it more of a … ?
How would you define it?
Mr Moorhouse: Well, given that I am in that position, and the issues are going past me, I
have the opportunity to stop those things and ask about why that decision has been made, what
alternative had been considered, I can go and see the Minister … Earlier in the year I have been
to see the Minister and the CEO and said there are issues, and I have got their feedback and I
have gone back and …
So yes, I have had an input, and in terms of the input, it has hopefully been sufficient to merit
the extra money.
Q189. The Chairman: Because within the Department’s plan, there are areas for which you
are accountable, (Mr Moorhouse: Yes.) but you have no authority to actually implement that, if
that is fair comment.

1855

Mr Moorhouse: Yes.

1860

1865

1870

Q190. The Chairman: Do you feel that in terms of either at a divisional level or Department
level, you are getting all the information that you require to make the decisions that you need to
make?
Mr Moorhouse: I am given information that links to my area, and it is often a case of going
back a step to ask what considerations resulted in that specific choice being on the table. When
it gets to departmental level, we are faced with a huge amount of reading and a massive
meeting, and that is a challenge from the point of view that you have got a limited amount of
time and a limited amount of expertise. Key decisions appear to be made by the Minister in
terms of what has happened at that meeting.
You have got the policy and strategy before, you have got the briefing papers before, you
have got the opportunity to consult before, but in terms of limited time and resources, that can
be challenged.
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Q191. Mr Cretney: Do you think it is good, the way the Department meetings are operating,
where we understand there are quite a number of officials present? Do you think it is operating
in a good way?
1875

Mr Moorhouse: I was sceptical initially, just in terms of the number of people, but having
looked at how it operates and coming up with my interpretation of why those individuals have
been asked to be there, then I can recognise there is a reason for it.
Q192. Mr Coleman: Can you think of a better way of doing it?

1880

1885

Mr Moorhouse: I think in the future, once things get streamlined and more efficient, there
will not be the need for everyone to have their input. I feel at the moment that we are at such a
crucial turning point and given where the Minister and the CEO were at the start of the term, I
feel that having everyone there just kind of ensures you have got a level of clarity and openness.
But again, it is my assumption, rather than being told.
Q193. Mr Coleman: When you joined the Department in 2016, how clear did you think the
strategic direction was in health care?

1890

Mr Moorhouse: Initially I thought that there was a clear direction, but I struggled to see how
all the bits would come together which would enable us to reach that perfect outcome. It is
something I am still struggling with, that we have got such a complex collage of differing
ingredients and we are trying to work towards a more efficient health care system. Yes, it is a
challenge.

1895

Q194. Mr Coleman: What involvement do you have with the strategy group being led by the
Deputy Chief Executive, Michaela Morris?
Mr Moorhouse: In terms of that specific group, not an awful lot.
1900

Q195. The Chairman: Would you define the discussions at the departmental level as being
largely strategic, largely operational, is it about delivering the strategy, is it about fighting fires?
How do you describe the … ?
1905

Mr Moorhouse: The overview in terms of the strategy where we are trying to get to, but we
seem to be as the year has gone, more and more in a position of fighting fires, trying to find
solutions to … or rather than fighting fires, trying to find immediate solutions to problems that
are on the horizon. Even though we are only six months into it, we have kind of got a real sense
of urgency that six months have gone and we have got clear targets that have got to be met.

1910

Q196. Mr Cretney: Are you going to come in on budget?

1915

Mr Moorhouse: As Alf Cannan said yesterday, everyone knows there is going to be a call for
additional funding, so it is kind of …. You know, I would hope for a miracle, but in terms of
reality …
Q197. The Chairman: Notwithstanding the finances and that being slightly behind target, is
the rest of the strategy being delivered?

1920

Mr Moorhouse: I think its clarity has been dumbed down, really, in terms of we have got a lot
of hopes that we are going for, we have got the overriding issue of finance, and yes, it is perhaps
not as clear as it potentially could have been.
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1925

1930

Q198. The Chairman: I will just pick up on a point that was made in oral evidence with the
Chief Executive that ‘a strategy is a complete waste of time without implementation plans’. Do
you think that we have seen the strategy now being planned and implemented? Are you on a
course for success?
Mr Moorhouse: In the short term it is back to the fire-fighting situation. It is really a five-year
plan, and we are part of the way into it. That is the issue that … It is such a complex grouping of
various items that are all kind of clustered around Noble’s and with so many issues in Noble’s,
the other things just kind of …
Q199. The Chairman: So is the here and now jeopardising the strategy or is there still a firm
eye on the strategy?

1935

Mr Moorhouse: I think the strategy is not as important as it was. The immediate need has
taken over as the key focal point.

1940

Q200. Mr Crookall: Can I ask about Integrated Care. What input have you had into the
discussions about the move to an integrated care system?

1945

Mr Moorhouse: Quite minimal – so in my area, it has come up through the departmental
stuff and the policy and strategy, so we have spoken about how a patient can be moved more
efficiently from hospital into care homes and whether it has been in terms of my direct
involvement, I have not played any key role there.
Q201. Mr Coleman: You have not commissioned any beds in care homes or … ?

1950

1955

Mr Moorhouse: Well, there is Salisbury Street, which does go to my unit, yes. (Mr Coleman:
Yes.) In terms of that we are at a position now where we have got the level of occupancy which
we are hoping for, but because of the initial time loss from it opening until last month, there is
going to be a loss this year bigger than hoped for, but hopefully going forward will be fine, and
there is potential of actually having it as a revenue generator.
But in terms of the operations on it, I have looked at it more from a provider of individuals,
rather than fitting to the whole strategy.
Q202. Mr Coleman: Salisbury Street would have been up in roughly a year.
Mr Moorhouse: I have seen really March time, but …

1960

Q203. Mr Crookall: What evidence have you seen in relation to the success of an integrated
care model? Do you think the idea can work on the Island?
Mr Moorhouse: It has got to work, really, in terms of –
1965

Mr Crookall: Sorry? It’s got to work?

1970

Mr Moorhouse: Yes, it has got to work, just in terms of the management of patients, but also
patients actually getting the care they need, because we have got issues that a patient can kind
of get caught in Noble’s and that can make it difficult in the hospital; the patients not getting
what they require just bungs things up.
So in terms of efficiency of the system and the best actions for the patient, it has got to.
Q204. Mr Crookall: You believe in it personally, you think it is the right way forward?
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1975

Mr Moorhouse: From my limited knowledge of the area, yes.
Q205. Mr Crookall: If I can jump over to essential services, what input have you had into
discussions about essential services – those that must be provided on the Island?

1980

1985

1990

1995

2000

2005

2010

Mr Moorhouse: There is one thing that seems to have been more significant in the last six to
eight weeks: we have had some quite … thinking back to one of my priorities for Government,
this one has got more involvement at the Department level in terms of how we should be
operating, how that should be moving forward.
In terms of the essentials, what has to be provided and the costs for providing those services,
so it is one thing that should be being announced in the next 10 days, for the first ones, and
there is a trail of them. We have looked at quite a lot potential areas for change, so that is
something that should be coming through quite soon into the public arena.
Q206. Mr Crookall: Any particular reason why six to eight weeks that it has been going on?
Isn’t it something that the Department should have started at the beginning of the year, bearing
in mind the financial problems?
Mr Moorhouse: Well, it has been going on for a period of time, in terms of the officers have
been looking at alternatives.
In terms of the departmental Members, it has kind of been one of our key areas for the last
six to eight weeks. But given that we have only been there a year and it has been a massive
place we have been looking at, to actually have had that within six months of being able to make
choices quite quickly, it is not perhaps as extreme as you ….
Q207. Mr Crookall: So how is it going to be determined then? Who is it going to come to you
with a list and say, ‘What are we going to do and what are we not going to do?’ Is that is how it
is going to happen or … ?
Mr Moorhouse: Well, basically all the different areas were asked by the CEO to come up with
areas that could be considered. Once that list was produced, we looked at it at the departmental
level, and then we have met with the Minister and departmental Members and Dave Catlow,
Michaela and the CEO and gone through each of them in turn, in terms of what is palatable,
what is financially worth carrying out, what is justifiable, what is not justifiable.
And it has been a substantial list: there are over 30 items that we have considered, and it is
ongoing, so it is not just small and random things.
Q208. The Chairman: And this has been led by Department heads? (Mr Moorhouse: Yes.)
Okay, and so in terms of your area of responsibility, you have had active input into those?

2015

2020

2025

Mr Moorhouse: Yes … Basically, Dave Catlow and Tim have been responsible for pulling this
together. We have also had Catering Services within the section, which has come in for quite a
lot of prodding.
Q209. The Chairman: Mr Cretney was mentioning earlier about what relationship you have
with the staff. Taking that down to perhaps the level below in terms of getting involved and
talking to staff at all levels, in your areas, do you have access and conversations with people at
all levels within your area of responsibility?
Mr Moorhouse: I guess so, yes. This year I have kind of been able to talk to people without
barriers being put in the way, but I haven’t asked for permission to talk to people.
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Q210. The Chairman: Without what, sorry?

2030

Mr Moorhouse: Barriers being put in my way. But I have not actually asked permission to
discuss with people, so people like Derek Peters I have been to see on several occasions. I have
spoken to some of the catering staff in schools.
Q211. Mr Crookall: You would not normally expect to ask permission to go and see those, if
they were in your Division, would you?

2035

Mr Moorhouse: I had not even considered till that point but it is just something that I have
done. I have even gone to Ramsey Bakery and looked at it from the supplier’s perspective, so …
Mr Crookall: That’s good.
2040

Q212. The Chairman: In terms of the conversations you have with the staff, whether they be
junior, middle management, senior, do you feel there is a culture of openness there, of being
willing to engage, putting ideas in, being willing to challenge elsewhere in the Department?
2045

2050

2055

Mr Moorhouse: It is one reason I went to see Mike Quinn, because I was interested in
company turnarounds and things. I think Noble’s is perfect for that, and one of my favourites
was ASDA, the way they used the staff to kind of use suggestion boxes and basic things like that.
I have been to see Mike Quinn about it. One of his key areas is actually getting senior staff back
on to the floor. He argues that is going to be a really efficient way for him to pick up the ideas of
the staff without whistle-blowing and all that sort of thing – to actually get the ideas back into
the system and bring about change that way.
So it is something that has been discussed and thought about.
Q213. The Chairman: How would you define the culture at the moment, prior to that
starting?
Mr Moorhouse: I think that any establishment that is under pressure and got so many
question marks based on it in the community is going to have staff that are going to feel tense
and not going to be prepared to perhaps discuss things as openly as they could.

2060

Q214. The Chairman: You have not come across any examples of that in your … ?
Mr Moorhouse: No, but just from general conversations with constituents [Inaudible] there is
kind a desire to share thoughts, to share issues.
2065

Q215. The Chairman: But there is a reticence to take them to management. (Mr Moorhouse:
Yes.) Why do you think that is?

2070

2075

Mr Moorhouse: I just think it is kind of potentially just that small-island effect. It is something
that has happened at Castle Rushen in the past, and when you are in a very small community
and there are not many alternative employers, you are often willing to tolerate and accept
things which might not be acceptable elsewhere. But then, that may be my wrong perspective
on it.
Q216. The Chairman: I don’t think there is a right way or a wrong way. We are looking at the
perception of a culture. That is why I was just interested.
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And that reticence to take things forward, is that based on a nervousness of getting
repercussion or is it based on a view that you are not going to be heard? What do you think sits
under that? I know you said it is a small Island, but …
2080

Mr Moorhouse: I can only really contribute it from the perspective of two individual
constituents, who …
The Chairman: I don’t need to …
2085

Mr Moorhouse: So yes, in terms of number-wise, it is difficult to say two individuals
compared with 2,000. Two individuals who have actually gone to an MHK can be completely
unrepresentative, so I think it is quite dangerous there to make such big assumptions.
2090

Mr Crookall: That’s fine.
Q217. The Chairman: We move on to the Financial Sustainability Briefing paper and the
financial side of things, what input do you think you have had – especially as it is your area of
responsibility into that Financial Sustainability Briefing paper and the plan for savings?

2095

2100

2105

2110

Mr Moorhouse: It is a difficult one, because when you go into this arena, you think, ‘Oh yes, I
can change it! I have been given the keys and can alter things’, one of the big problems is that
we are not … Dave Catlow’s group are not responsible for spending the money. They are
responsible for looking at the individual spenders and trying to come up with solutions, which is
one issue.
My biggest issue, though, is that we have actually got a health system and we have got the
add-ons. If we just could cost the health system, as they do with trusts across and NICE has got a
limit of £20,000. If everything under £20,000 could be put in to those accounts, and if you could
have a separate system, as NHS England does, in terms of the big one-off items, I think it would
be much more manageable.
I think we have got a system at the moment where because everything is going through the
Department of Health and Social Care, we have actually got a budget that we can make quite
huge savings in terms of procurement. This year by buying from the NHS it is going to be
hopefully the first £200,000, which is a large amount of money. At the same time, if you get one
patient who needs special care, it could be five times that amount. It is those kind of one-offs
that are just pulling us back time after time, and it is frustrating.
Q218. The Chairman: But you need an awful lot of £100,000s to make £10 million, don’t you?

2115

Mr Moorhouse: Well, I did round it off to £100,000 – the girl who is going across is potentially
over £1 million, and we are looking at people – forensics, you are looking at £250,000-plus for
each one, so eight of those is £2 million. Those kind of one-offs become big numbers and we
move towards that £5 million quite easily, but just saying there are 20 people …

2120

Q219. The Chairman: Those one-offs on the expenditure side are easily identified, but in
terms of the one-offs on the savings side, they are less identifiable.

2125

Mr Moorhouse: I am not sure because we have actually had that list of 30 items which is
quite substantial, and they vary in size from a few thousand pounds to hundreds of thousands of
pounds. At least one is several million pounds, so in terms of potential cost savings that are
being rolled out in the next six months, they are quite numerous really.
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2130

Q220. The Chairman: So in terms of the Department had an extra £11 million for 2017-18;
there was also an identified shortfall of £10 million; and you have seen a document that costs
that £10 million out and says, ‘Here are the different projects that add up to £10 million’.
Mr Moorhouse: I have not had a breakdown in that way, no.

2135

Q221. The Chairman: No? So in terms of where the £10 million is coming from, you do not
know any more than we do.
Mr Moorhouse: It tends to be an overspend in certain areas like the Catering Services. So it is
identifiable where the problems are.

2140

2145

Q222. The Chairman: I think I was looking at the other side of it, in terms of where the
savings are coming from, in terms of that adding up to the £10 million-worth of savings that you
were tasked with identifying.
Mr Moorhouse: Oh, yes, in terms of that, we have got the list of 30-plus items that would
add up to more than that – if they could all be in for the full year and they all went to plan, that
is there, yes.
Q223. The Chairman: So how would you describe your involvement in the 2018-19 budget
process?

2150

Mr Moorhouse: It has been quite minimal. But we are over six months through the … The
officers are just starting to flag up key areas and move forward in that direction.
The last two months seem to be a period of actually trying to put the brake on, rather than
focusing on spending for next year.
2155

2160

Q224. The Chairman: So you have had your meeting with Treasury, so that will be your last
chance to bid for money. So your budget will not be far off being locked in for next year, but for
the moment that has not been a process that you have had much involvement in – in terms of
what was presented to Treasury and your buy-in to that, and your help in terms of supporting
what is in that. How would you describe that?

2165

Mr Moorhouse: We are fully aware of what was going to Treasury. We have had our
involvement – I have had my involvement – in terms of looking at those individual items that are
going to be withdrawn or cut back, so yes, in terms of getting close to operations, I guess that is
as close as you can get.
Q225. The Chairman: So the list of savings that you have been provided with then, was that a
fait accompli, or were there options for the Department Members to pick from or … ?

2170

2175

Mr Moorhouse: Well, we have been through every item individually and we have looked at
every item in terms of a wide variety of considerations. I would like to give you an example, but I
shouldn’t really. Every single item has been looked at just in terms of the impact on the patient,
the impact on the spend; basically modern ethical issues as well have come into it. So it has been
quite detailed.
It has not been a case of, ‘We will look at item 1 for the next 10 minutes and then move on.’
We have actually had several follow-up meetings, we continue to have follow-up meetings to
actually look at the kind of nitty-gritty.
So there was a kind of amusing link to fertility, and I said, ‘Well, in terms of fertility, when you
are looking at animals, is there any link with humans? Can we actually leave it till spring, and
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2180

2185

2190

2195

2200

2205

would there be an impact?’ They went off and did the research and they came back and said
that the humans’ is based on a monthly cycle; animals’ is seasonal. So we looked at that and we
made a decision into that.
But there has been quite a lot of in-depth various thoughts on issues, and yes … The last eight
weeks have actually felt to be moving in the right direction. But given the size of the task, it was
going to be big – Dave Catlow himself has only been there 18 months, so in terms of looking at
the size of the operation and the complexity, to come up with a solution list instantly has been
more challenging.
Q226. Mr Coleman: I just wondered how close you are within Health of actually knowing the
costs of services.
Mr Moorhouse: I think in Health, historically, there has been an issue that just costs and
numbers have been so minor to what has been going on. I think under David Catlow there has
been that need to actually go back, look at what is being provided and look at the costs.
Things like the transport: everything just … There is such an amount of complex material that
is going around the patient, and it is not just bringing them in and solving one problem. I think
we can actually starting to look at that, to say there are all these additional costs, these core
costs.
It is going back to the Programme for Government: what should we be doing on the Island;
what should we be doing off Island?
So, I think there is a realisation of that but I feel we are just kind of getting towards it rather
than actually being there.
Q227. Mr Coleman: But knowing the cost of service is one of the triggers to enable you to
make that decision.
Mr Moorhouse: Oh yes, and I think that is where David’s 18 months, if we can go forward
another 18 months then we should be clearer. I think at the moment we are still pretty opaque,
but it is just getting back to those baseline figures that are so essential.

2210

Q228. Mr Cretney: Do you think – I know the consultation is only recently finished, but – the
figure in relation to prescription charges will be necessary, in order to get you anywhere near to
balancing your budget?
2215

2220

Mr Moorhouse: Oh, it was not done for balancing budget reasons. It was really done just in
terms of one area of the Department that needed to be considered and looked at. So it is not
really a revenue generator, and we knew from the outset that we were not sure what the final
model would be, and given the nature of the publicity and the increase that went into the prepayment certificate, the actual revenue may not actually go up at all.
So revenue-wise, it is irrelevant.
Q229. Mr Coleman: So if it is cost-neutral, why upset an awful lot of people?

2225

2230

Mr Moorhouse: I think there has really been two reasons: one has been this fairness issue;
and one has been just it has been time to actually update the system and look at what is being
provided.
Q230. The Chairman: Obviously, there were revenue generation amounts in the original
consultation document. Have they been officially revised or is it just there is a realisation, out of
the consultation, that they are not going to be realised?
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2235

2240

Mr Moorhouse: Basically … Can I just go back step? (The Chairman: Yes, please.)
We had the initial departmental meeting, where we all agreed in terms of what should go
forward. We then came up with our ideas; the Council of Ministers had their input; we then had
a document that could go out for consultation. We have now got the consultation material back.
We have had our first meeting on what has been said, and we have looked at things as minor as
‘is it the client, is it the customer, is it the service receiver?’ and we are moving from that point
to work out what has been raised by these things.
So in terms of where we are now, just basically looking at the structure of what went into the
consultation, looking at what aspects are being challenged, and then looking at what can go
forward.
So with all the stages of the process, it was basically a rebuild so I am not sure if it will be a
rebuild and we will have something identical to the pre-consultation or whether it will be
completely different.

2245

Q231. The Chairman: It was more a case obviously, there was revenue amounts were put
into the consultation document, but what you are saying is that in light of the consultation those
figures have been revised down to cost-neutral.
2250

Mr Moorhouse: No, actually, I don’t think the revenue … The revenue work was there …
The variation was there but I don’t think the kind of …
Q232. The Chairman: It is not about any one aspect; more a package?

2255

2260

2265

2270

2275

Mr Moorhouse: Yes, it was the things we were going to be tied to. It was just a thing that we
wanted to bring various things in that could be looked at and considered, so I don’t think there
was any aspect of the consultation that was absolutely fixed.
Q233. The Chairman: And I am not suggesting it was, but what I am saying is that it was
expected to bring in a few million quid by doing it, if you did all of these things; but what you are
saying is that actually it is now, you are only thinking it is going to be cost-neutral, or did you go
into it thinking it is cost-neutral, and you only put these figures in as a … ?
Mr Moorhouse: When I say potentially cost-neutral, it depends on what we take forward,
and the pre-payment certificates, how many of those are taken up, so it is potentially costneutral; it is potentially a worse positon than we were. It is difficult to say.
But it was not one of those measures that was brought in as cost saving. There was a
realisation that we were spending £17 million plus on prescriptions, we are only getting in
£650,000-odd and there is quite a gap. But it was not a case of let’s balance the gap up. I think
that is kind of the only real place where that we actually looked at everything in terms of what
we are getting compared with what we spend, but there has not been any attempt to bring in
this balance.
The Chairman: I was not trying to leave you with the impression that that is …
Sorry.
Q234. Mr Coleman: Do the areas where you have delegated responsibility have actual
service delivery plans?

2280

Mr Moorhouse: By ‘service delivery plan’, what do you …?
Q235. Mr Coleman: Well, it is a document which says how you are going to go about
delivering the service.
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2285

Mr Moorhouse: Right. In terms of my awareness, I have not seen those documents, no.
(Mr Coleman: Okay.) But I have not asked for them, so …
Q236. Mr Coleman: Well, I think that you would have been provided with them, or they
should be in place.

2290

Mr Moorhouse: I will ask about that.
Q237. Mr Coleman: The next question is: who is accountable for service delivery? There may
not be a plan, but the delivery of a service – who is actually accountable? Yourself?

2295

2300

Mr Moorhouse: In terms of delivery of the service, it is going to be the officer responsible for
that particular area, but then you have got people above them, so going back to Catering
Services, Derek Peters is responsible for day-to-day, but you have got Tim and David who are
actually looking at what is being done, and I have got an input in terms of suggesting things, then
going to talk to Derek, looking at kind of possibilities. So we have all got kind of overall
responsibility.
Q238. The Chairman: So just in terms of, pick any one you like, whether it is a successful filing
function or a successful catering function – do you have a documented idea as to what that
success looks like and a plan of how to get from A to B and who is doing what?

2305

Mr Moorhouse: Well, at its most basic level, with any item you need to be working in a way
that you are not losing money, and that customers are getting a decent service and the staff are
relatively happy, yes.
2310

Q239. The Chairman: Obviously, it is a little bit more complicated than that –
Mr Moorhouse: Oh yes, that is at its most basic level, yes.

2315

2320

2325

Q240. The Chairman: And so it is about unpicking that complexity and looking at how you are
going to get from A to B and usually there is some successful finance function about how much a
hip operation costs and being able to give the management information that is required.
Is there are detailed plan about how you are going to get from where you are now to what
that end state looks like? Is that something that exists?
Mr Moorhouse: From my particular area, it is going to be down to things like the delivery of
primary school meals and meals at hospital. So yes, we have got a clear issue there and we have
got to kind of try and get that back into budget.
Q241. The Chairman: Okay, I will leave it there. But there are no documented service delivery
plan that says, ‘Our plan is revenue-neutral meals’ or … ?
Mr Moorhouse: It is being produced, yes. It is being worked on, definitely yes.
The Chairman: Right, okay.

2330

2335

Q242. Mr Coleman: How would service delivery be aligned to the Programme for
Government? Is it linked to, okay, we are going to get service delivery which will increase
efficiency or reduce costs?
So from the point of view of aligning the service delivery plans that you have, are they
actually linked to the Programme for Government?
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Mr Moorhouse: From a perspective that as part of the Programme for Government, I have
got various targets that are linking through to what is delivered, on-Island and off-Island, in
terms of accountability, so there are going be quite strong links between the two.
2340

Q243. Mr Coleman: What effect will the new National Health and Care Service Act Charter
and General Scheme have on the areas that you have delegated responsibility for?
For instance, the option of bringing in additional charges: do you see in your areas the
opportunity for using the National Health Service bill for re-charging for things that we don’t at
present?

2345

2350

2355

2360

Mr Moorhouse: I am not sure how much appetite there will be for charging – from political
Members and also just in terms of the users of the service.
There are things potentially like the prescriptions that are being looked at, but in terms of
going back to core care, it is going to be very challenging. I think in the immediate future, it is
going to be the add-ons that are going to be considered, such as the tax and things, rather than
the actual core care.
I think in terms of core care, to start charging for that would create massive issues.
Q244. Mr Coleman: You have a situation possibly where someone is in the Isle of Man, not
entitled to free health care in the Isle of Man and we are going to have to charge them for their
services, because they are not entitled to free services. So that is where these things can link
together.
Mr Moorhouse: That is it and that is going to be the challenging one. I think it is five years,
isn’t it? If you have not been here five years, it could be an issue. (A Member: Social care.)
Yes, that is one that could potentially happen.
Q245. Mr Coleman: And if we tighten up on prescription vacations – if someone living in
Spain has come over and said six months – six months’ pills and then they will go back again.

2365

Mr Moorhouse: No, it is a concern, definitely.
Mr Coleman: Right, I think we are down to ‘TC’. (Interjections)
2370

The Chairman: Mr Crookall.
Q246. Mr Crookall: Just on the Drug and Alcohol Strategy, which comes under you, does it?
Mr Moorhouse: Yes.

2375

Q247. Mr Crookall: What view have you formed of the Drug and Alcohol Strategy and is it fit
for purpose?

2380

2385

Mr Moorhouse: Our team leader is good, she has got some very positive aspects in the way
she is carrying out her work. The recent document that she produced was good.
In terms of what is hanging out there in the real world, I am hoping that her reflections are
good and correct, but it is difficult because it is such a difficult situation to be making
pronouncements on.
Q248. Mr Crookall: Do you think it is helping to keep people out of hospital beds?
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2390

Mr Moorhouse: It is difficult, because when it comes down to individual choice, no matter
what Government says, then it is difficult to perhaps get the outcomes we would desire.
I am slightly concerned about the smoking figures, in that smoking figures amongst the young
indicate to be very low, but I am not sure whether that is fully accurate. So that is my only
concern.
Mr Crookall: Thank you.

2395

The Chairman: Okay, I will go round …
Mr Cretney: Fine, thank you.

2400

Q249. Mr Coleman: Actually that was somewhat of an unfair question to Jason, because I
chair the Drug and Alcohol Strategy Group within Public Health, so those documents that Jason
is talking about, I have been chairing the group that produced the output.
So do you want to ask me? (Laughter)
The Chairman and Mr Crookall: No!

2405

Mr Moorhouse: But they are good documents, and given there has been nothing prior to
them, it is an amazing starting point.
Mr Crookall: That’s right.
2410

Q250. The Chairman: You mentioned earlier about service delivery plans, the finance
department’s one and the catering one, if you could arrange for those to be sent on to the Clerk,
I would be very grateful.
2415

Mr Moorhouse: Yes, right.
Q251. Mr Crookall: Thank you for your time this afternoon. We have asked you a lot of
questions, and you have given us a lot of thoughtful answers and taken your time to think about
them, and quite rightly too. Is there anything you would like to ask us?

2420

Mr Moorhouse: Not really, no.
Mr Coleman: Do you want marks out of 10? (Laughter)
2425

2430

2435

Mr Moorhouse: How does it fit together and then go forward? Basically, we have been asked
to come in individually to give our perspective on how Health works. How do we move forward
from here?
Q252. The Chairman: Obviously, the Hansard will come out, and it is about what conclusions
and recommendations we can draw out of the evidence that we have had, not just from each of
you individually, but also the Minister and the Chief Executive as well.
These sessions follow on from the evidence that we got from the Minister and the Chief
Executive. No doubt there will be more going forward, with different officers within the
Department, but it was just specifically around the areas that we have touched on today, we
wanted to speak to Members individually.
Again, I am going to steal a question that Mr Coleman came out with earlier and asked a
previous person: how do we fix Noble’s? If you were given the autonomy to come in and change
the world, what would you be doing differently?
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2440

2445

2450

Mr Moorhouse: It just seems such a big bureaucratic monster. From my conversation with
Mike Quinn, he seems to be trying to break it down into areas that work together, rather than
having everything fighting against each other. So I think that more business-like approach, trying
to make it less bureaucratic, which has not really been tackled yet: those two things would help
us move forward, definitely.
Q253. The Chairman: When you say that bureaucracy has not been tackled yet, what do you
mean by that?
Mr Moorhouse: It is something that always seems to be in the background, in terms of a
large number of staff for that facility. It is something the West Midlands people brought up, and
it is something that has been in the background that has been raised, but it has not really been
identified as an issue.
Q254. The Chairman: Okay, so it is about too many people, or just too many people fighting
against each other?

2455

Mr Moorhouse: From the outside that appears to be an issue, and those people on the inside
do not seem to have given sufficiently qualified reasons for the level of staffing. Perhaps if that
was done, then we could accept it as it is.
2460

Q255. The Chairman: So are you saying then that the Department really has not challenged
the Chief Executive about the management structure?
Mr Moorhouse: It is an area that we have not spent a lot of time on, yes.

2465

The Chairman: Final round?
Mr Coleman: Right, the first half is over!

2470

The Chairman: No! Mr Moorhouse, thank you very much for coming in and being so frank
and full in terms of your answers and the comments you have given. We appreciate it, thank you
very much. That concludes the session.
The Committee adjourned.
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[MR SPEAKER in the Chair]

Procedural

2475

2480

The Chairman (Mr Speaker): Welcome, Mr Callister.
For the record – I think we can skip introductions! – but the meeting is being recorded so that
Hansard can be produced for the Committee, which of course we will provide you a copy of, and
which may in turn be published down the line.
I just need to make sure that we have turned our phones off so that we do not have any
interruptions.
Obviously, the session is in relation to our inquiry about overspending at Noble’s Hospital and
we will be focusing on strategy planning and budgetary matters. As you know, we have already
had Miss Bettison, Mrs Corlett and Mr Moorhouse at our previous session, so this is to ensure
the completeness.
Is there anything you want to start off with?
Mr Callister: No, nothing to add, Mr Chairman.

EVIDENCE OF
Mr Rob Callister MHK
2485

Q256. Mr Cretney: I am first off. It is a little different point of view from the others, but I
think it is equally relevant. Could you give us a little bit about how you saw the Department,
your role within the Department when you were a departmental Member, how involved you
were and those kind of issues, please?
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Mr Callister: Okay. Thank you, Mr Cretney.
I shared Hospital Services, Public Health and the Island’s Drug and Alcohol Strategy with the
Minister, which was jointly. I can sum up my entire time of five and a half months by just 12
meetings. If you can bear with me, it is probably best that I actually quickly go through those.
(Mr Cretney: That is fine.)
I can give Jo a copy of this – excuse any mistakes on it. It is basically: 2nd November 2016, we
had our first meeting with the CEO and the Minister; 2nd November 2016 as well, I had a
meeting with the Minister to discuss a complaints process – that was a task the Minister wanted
me to look at; 9th November, a meeting re-overview of work carried out by the Clinical
Recommendation Committee, which I chair, which was given by the Director of Public Health;
10th November, the first meeting in which I chaired the Clinical Recommendation Committee;
2nd December 2016, the first meeting of the Department of Health and Social Care board; 8th
December, I chaired the second Clinical Recommendation Committee; 6th January 2017, I
attended a Department of Health and Social Care board meeting; 25th January 2017, this was
the first meeting between the Minister, the CEO and political Members; 3rd February 2017, I
attended a Department of Health and Social Care board meeting; 24th February 2017, we had a
policy and strategy meeting with the Minister and CEO and political Members; 1st March 2017, a
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2510

2515
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Minister and political Members meeting, which included a further meeting with the Chief
Secretary, Will Greenhow, and Jon Callister; 3rd March 2017, the Department of Health and
Social Care held a Department board meeting; 9th March 2017, I resigned from the Department.
So, in total, in a period of five and a half months, I attended just 12 meetings between
23rd September 2016 and 9th March 2017, at which time I resigned from the Department.
It is worth comparing that to DED, which I have political responsibility in for several items: I
had 66 meetings during the same period. That is a rough approximation and I think it is probably
more than that, but it was just an equivalent comparison.
I did attend three other occasions on the Department; I was only in the Hospital once and
that was to attend a carol service (Laughter) on 9th December 2016 –
Q257. Mr Coleman: Can I just ask: were you accompanied when you went up to the carol
service?
Mr Callister: No, I just got invited.
Q258. Mr Coleman: Okay, so you did not have to be chaperoned?
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Mr Callister: No, I just went in. I think Clare Bettison might have been there, but again we
went up just as Department Members to show support.
On 25th November 2016, I attended the opening of the Forget-me-not Bereavement Suite at
Noble’s – that was, again, a formal invitation; 16th February 2017, there was a photograph
opportunity with regard to new equipment being given to the Hospital; and 1st March 2017, I
was asked to do the opening remarks for the introduction of new Hospital staff, which was at
Keyll Darree. That, to me, is everything I did within the Department over five and a half months.
Q259. Mr Cretney: So you were delegated certain areas; were you given free rein to get on
with those areas?
Mr Callister: No, unfortunately not, Mr Cretney. I basically did nothing. I did not speak to a
single member of staff, other than in a Department meeting or in the Clinical Recommendation
board meetings. Outside the board environment I did not speak to one single member of staff. I
had no input to the policies or the strategies.
I did highlight it twice, I think, informally – and I will say ‘informally’ – to the Chief Minister
about my concerns of having no input on the direction of policy, strategy or even within my own
remit of political responsibility. I did outline it at least once, if not twice, formally to the Chief
Secretary when I had the opportunity and during meetings. I think one of those I actually did say
it in front of the Minister as well – that I was just not happy that I was actually in a Department
where I was doing absolutely nothing, so I felt it was a bit of a fraud really and there was no
point in me being in there.
Q260. Mr Cretney: That compares with the 66 meetings and delegations within DED, where
you were actually given things to look after?
Mr Callister: I went through my blog and my diaries and my calendars just to make sure that
information is absolutely correct; it was around 66, but I think it is well above that. During the
same period, I was introduced to the main sort of individuals who ran tourism, motorsport,
construction industry, retail. So I had numerous meetings with Department Members, but I also
went out and spoke to the industries as well, the individuals who are involved in that sector. So
that is the comparison.
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Q261. The Chairman: You said you did not really speak to staff during those five and a half
months; why?
Mr Callister: Because I had joint responsibility with the Minister for Hospital, for Public
Health, for the Drug and Alcohol Strategy and there were no doors open for us. I could not just
walk straight into the Hospital and introduce myself, because I had joint responsibility, I did not
have responsibility for that. So it was a case that I outlined my concerns to the Minister on
numerous occasions, that I was not getting anywhere or nothing was happening.
Q262. The Chairman: You say about doors were not open for you and you only attended the
Hospital once, albeit for a carol service; (Mr Callister: Twice, yes.) but what was behind that?
What in your mind or in any other form, stopped you from turning up at the Hospital, going
around, talking to staff – the sort of things that you did in DED? What was the difference
between the two and why was that the case?
Mr Callister: The difference, quite clearly, was the officers who were responsible for those
sectors invited me to discuss the strategies and policies and what projects they were working
on. In addition, other sectors – so if we take construction – the industry themselves contacted
me quite quickly. Representatives from the retail sector contacted me, and tourism, they
contacted me, and the same with motorsport, they contacted me. As soon as they did, I
arranged as many meetings as I possibly could to listen to what their concerns were and what
they felt were the direction and views they wanted to take or they wanted the Island to take.
So it is a bit different when you are dealing with a hospital, because you cannot just walk in
and start talking to patients, start talking to staff. There are set procedures and I was hoping that
the Minister and I could work jointly, as the delegation says, then we could actually work on
them jointly and try to improve them.
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Q263. The Chairman: So the difference is that in the Hospital you were waiting for an
invitation to come down, rather than … I am trying to work out what prevented you being
proactive, as you were in other areas, and just turning up and talking to staff? What is it that
prevented that?
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Mr Callister: It was just the opportunity never came, it never arose. That is the problem. It is
slightly different. I spoke to the CEO, I told them about my concerns, that I wanted to get
involved; I told the Chief Minister that I wanted to roll up my sleeves and work within the
Department. It had a financial overspend and I desperately wanted to speak to the staff and
wanted to understand the financial goings on. So it is not a case that I did not ask the questions,
but I asked a lot of the questions mainly in the board setting.
There is one example: in one of the board meetings we got the Glenside plans – it was far too
down the line to have any input into it but it was there and we had to either make a yes or no. I
did raise some concerns that I felt some of the plans were not perfect or not right and needed
changing. On the prescriptions one, again, which was in the March meeting, the decisions
realistically were already made and so you had not had any input to anything that was within
your delegation.
So if you, again, go back to DED, which is the only one I can compare it to, because it was in
my remit, I would get papers in advance before we went to a board meeting, I would have an
input to it, I would have an input into the strategy or the policy that the officers were looking to
do. None of that happened within the Department of Health.
You have also got to understand last year we were new Members, so I would probably act
slightly differently this year than I did last year. I was a brand new MHK just elected to the House
of Keys, so all I can compare is what was happening in DED, and I certainly felt that DED was
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being very open, very welcoming; but it was not the same, it was almost like a closed shop in the
Department of Health and Social Care.
Q264. The Chairman: But there was no directive, no instruction from the Minister or anybody
else to stop you going out and speaking to the staff at the lower level?
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Mr Callister: I would turn that question around, Mr Chairman, and actually say that I asked
the Minister several times to allow me to go in to the Hospital and I said it once in front of the
Chief Secretary and I actually said it to the Chief Minister informally that the Minister should
have the overview of a Department – realistically I do not think that the Minister should have
had joint responsibility of the Hospital; she should have had the confidence and trust to allow
me to go in to the Hospital, speak to officers, as I am doing in DED, and actually trying to
improve the facilities, trying to improve the policies and the strategies.
Q265. The Chairman: When you asked the Minister to be more involved and to go and meet
staff, what was her response?
Mr Callister: I cannot remember word for word. I will be perfectly honest, I think it was just
brushed aside. I did ask – and I will stand by that; I asked several times over the five months. It
was not just the case at the end of the five months, this had started quite early on. I realised that
I was having no input, there were no meetings being scheduled other than the board meetings
and the Clinical Recommendation, which is slightly different so you can actually take those
meetings out – they have nothing really to do ... they are just chairing a meeting when they are
making decisions in a very firm set of processes and descriptions.
In respect of the Hospital, I had to be careful because I had joint responsibility with the
Minister; I did not have delegated responsibility. So realistically I needed the approval of the
Minister, I needed to work with the Minister, but unfortunately during every time I had asked it
just never happened.
The Chairman: So drawing – Sorry, David.
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Q266. Mr Cretney: I was just going to say that, given the well-known fact of the budgeting
difficulties at the Hospital for several years, would you agree that it would be as important as
anything to get going as soon as you could to try to find ways to reduce the deficit, rather than
this loose relationship which you seemed to have?
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Mr Callister: I would not say it was a loose arrangement. How do I actually be frank but
without causing an absolute field storm? I think the Minister had her own agenda and I do not
think the political Members in the early days – and I hope to think it has changed since I left –
the Minister really did not have the focus of the Members, did not rely on the Members to do
the job which they could do. Or maybe it was a confidence thing with the Minister, I do not
know. You would have to ask her that question. I felt like she did not trust our experience, did
not trust our confidence; and I go back that I felt that the Minister – again, I have said this a
couple of times – had goals that she wanted to achieve herself and realistically the Members
could and should have done more.
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Q267. Mr Cretney: I am quite sure new Members of the House of Keys – you have been
elected to the House of Keys and the people have expressed confidence in you. Ministers do
have different approaches; some do not delegate the same as others, so it is clear that in this
instance, although you were in theory delegated areas, it did not really happen as such.
2660
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Mr Callister: It did not happen. I think it was just a tick box exercise: yes, you had the four
Members in there; yes, they were given delegated responsibility. I can only focus on my area; I
do not know for the other Members, but I said it so many times over a period of time and I tried
my best to change the culture to say allow me to go and speak to the staff, let me go into the
Hospital, let me find out what these are, let me see where the problems are.
One example, Mr Cretney, is one thing I still feel we could turn around very quickly and that
is sickness. I know if we can reduce the sickness level within the Hospital from 6% down to
around 4%, it would save a couple of million pounds. It is not a massive task in the sense of some
of the other big tankers they have got to change. We can go in, try to find out why there is such
a sickness level. Is this something in the middle of it, is there some sort of culture that people
are off with stress, is it work levels? It is a conversation of just trying to find the solution, but it
could have had a big benefit. But, unfortunately, I just did not get any opportunity within that
Department to make any contribution, and I regret that really.
Q268. The Chairman: You mentioned there that the Minister had an agenda or goals, and the
implication was that those objectives the Minister had were not shared. What do you think they
were?
Mr Callister: I am not sure. You would have to ask the Minister that. I do not think it is right
that I comment on what they are, but I felt that the Minister just could not or would not use the
experience that was on offer from the Members. If you do not want any Members in your
Department then you say you do not have any Members in your Department, and you get on
and do the job. I think that is well documented. If you put Members in your Department then
utilise them and actually try, collectively, to work together.
It did not make a difference if Kate, if the Minister, did have a personal agenda or if she did
not have a personal agenda or goals that she wanted to meet. I think ‘personal agenda’ is a
strong word. I would say that she had her own goals and aspirations that she wanted to achieve
as being the Minister. Some of them may have been some of the things that she wanted in the
previous administration that she was quite strong on, that she wanted to actually show that she
was right over that period of time, or she wanted to really dig down and turn this tanker – this
big financial mess – around and find out where the money was being wasted.
Again, I think you can do a lot better having a team of people around you where you can fire
ideas off – you do not always have to listen to them but I have always been … If I am being
honest, I think it comes down to probably leadership; it comes down to if you have four
Members you utilise their skills. You could pick four people and each of those people have a
slightly different skill they can bring to the table and you should utilise that.
Q269. The Chairman: It is really a matter of strategic alignment. Obviously, there is a plan, a
strategy there for the Department. I was just wondering if you thought there were some things
there that were being pursued that were not in the strategy, and if you had an idea of what any
of them might be?
Mr Callister: I honestly do not know what the Department strategy is other than what I have
read since leaving the Department and reading their five-year goal, their plans and their
aspirations. So, as a Member, I was not aware of what direction they were going in or what they
were trying to do, or even how they were tackling the financial deficit, which was key. That was
one of the reasons why I ended up leaving, because there was no direction of where they are
going.
Officers may know what they want to achieve or how they are going to achieve it, but as a
political Member, I had no idea what the Department strategy was or how they were going to
tackle this financial deficit.
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Q270. Mr Crookall: Can I just ask how strongly was that emphasised – how big that problem
was about the lack of finance and the savings that had to be made – from day one?
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Mr Callister: I can only recall … Yes, it was mentioned, but I do not think it was mentioned as
robustly as it should have been. I think if I was the Minister or even the CEO, I would be going in
there and saying, ‘Right these are the problems. This is where we think the money is being
spent. This is where we are haemorrhaging money, and these are the problems we are facing,’
so there would be a clear goal.
For example, I mentioned about sickness levels: that is one that could save up to £2 million.
We have then got prescription charges and we have got other things that slight tweaks or
changes could benefit without actually ruining the service.
Q271. Mr Crookall: So can I just ask as a follow up then, as Chair of the Clinical
Recommendations Committee, how did you feel when the decision was overruled by the
Minister with regard to Translarna? What was the view of the Committee to go ahead and
spend, albeit less than what was envisaged originally – and there was potentially a saving there
of some £70,000 from what Minister Quayle had been quoted, down to £180,000? What was
the view then that Minister Beecroft was going to go ahead and allow that to happen?
Mr Callister: I would have to check the minutes, Mr Crookall, but as far as I understand, it
was never mentioned; we just got on with the task in hand. The Clinical Recommendation
board’s job is to check certain things. So if you take the Translarna, they will actually put it to the
board, it would be discussed. There are quite a few people – around 15 or 16 – around the
board. What we would do is we would have a paper in advance and that paper would give you
details of that drug, it would also compare it to NICE and other clinical recommendations in
Europe or Ireland or the UK, and then they would benchmark it. At the end of the day, we would
come to the end of the process saying yes, we should support it. It does not come with value;
there is no time they turned around and said it is going to cost £250,000 or it is going to cost
£1 million. It is a case of it is a clinical recommendation and what they do is they come up with
that recommendation, and from that it carries on to board level and maybe the board then
make the decision that they should introduce it or not. But I will have to check that bit myself.
Mr Crookall: Okay. Thank you.
The Chairman: Mr Coleman.
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Q272. Mr Coleman: Yes, you sat in on some Department meetings. Can you remember at any
time when the views of the Members of the Department conflicted with the decision that the
Minister made?
Mr Callister: Yes. On one occasion I felt the political Members were adamant on one item
and I think even the senior management – the Department – were adamant on one direction,
but the Minister was on another. Yes, one occasion.
Mr Coleman: Okay, and then the decision –
Q273. The Chairman: Which one was that?
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Mr Callister: Do you really want me to put this on public record?
The Chairman: Yes, I think.
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Mr Callister: The abortion. (The Chairman: Right, okay.) It was the abortion where I think
most of the Members were happy to see the legislation updated. I think some of the officers
were happy for the legislation to be updated and I think the Minister was quite adamant that
legislation should not be updated. (The Chairman: Okay.) I think that was the view that was put
into the public domain the next couple of days which was completely against what the
Department actually said. But again, the Minister is the Department.
Mr Coleman: But it is not necessarily democratically run.
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Mr Callister: No, and it is a case that it should be … and obviously I would have to have sight
of those minutes again, just to see – and I probably will just triple check to make sure, because I
am not sure. But that is the only one that I remember.
Q274. Mr Coleman: Okay. When you joined the Department what sort of sense did you get?
It does not take someone with much business experience long to work out whether there is a
clear thinking and a clear strategic direction. If there was, were you of the view that it was right
and it was to the benefit of healthcare?
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Mr Callister: Previously, Mr Coleman, as I said, we only had one policy and strategy meeting.
That was on 24th February. That is four and a half months from the election. So that was the
only meeting we had and, to be honest, I have no recollection of that meeting – exactly what
was said and discussed, so I cannot remember if it was actually setting any goals or strategies or
vision, or which direction we were going to go to. I think it was just a general discussion and that
is where it came from.
Again, I cannot remember at any of the board meetings. The board meetings were there just
to make some decisions. Take Glenside – we were given a presentation; the plans were already
drawn up, the scheme was already budgeted. Everything had already been costed and, before
you realise, you have got a decision to make. I think it was £10 million, if my memory serves me
rightly, and you were basically asked to say yes or no.
So you have no real evidence to actually say: did £10 million represent good value for the
Department? Could we have got it built for £9 million? The decision was yes or no. If you said no
you then ran the gauntlet of actually the Isle of Man not having enough elderly person’s care
going into the future, or do you actually say yes and just hope £10 million was right?
If it was in my remit, if that was one of my delegated responsibilities, I would like to see the
£10 million; I would like to see it stack up, I would like to see financial evidence to say yes
£10 million represents good spending of taxpayers’ money.
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Q275. The Chairman: Obviously, you did not just arrive straight out of school and straight
into the House of Keys; you have got experience in the private sector and also experience in DED
and of course as a member of the Chartered Management Institute. Bearing all that in mind,
what is your view of the Department governance and accountability structure?
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Mr Callister: Again, I have not actually seen any. That, to me, is quite hard because we should
have … If I could take DED, there are a lot of discussions that happen between the Minister and
the Members. It may be slightly different when other people were in that Department – you will
know, from when Mr Cretney was there – but Mr Skelly … The Members have pre-meetings
before we go into the board meeting. We get our packs in advance so we can actually discuss
items that are on the BoardPad or on the board meeting agenda. If you have got delegated
responsibility then you will actually have those papers well in advance and you would have a
good input to what that strategy is in the goals.
But in the Department of Health I saw none of that. I never got one single paper in advance
of a board meeting, other than the general pack, so there was nothing I was given in advance to
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say, ‘This is in your remit. Can you have a look at this to see if you are happy with it?’ None of
that happened.
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Q276. The Chairman: So decisions in your area of delegated responsibility would come to the
board without coming through you first?
Mr Callister: As far as I am aware. I cannot remember what items came to the board, but as
far as I am aware I was just given a board pack the same as everybody else was at the same time
as everybody else; and I was asked to make decisions based on the weight of the documents and
the presentation of the documents given to us.
So, again, I can only compare with DED and I know with the motorsport that I am given quite
a lot of information in advance. The same for Tourism; we have just done one on the strategy
and well before it even goes to the Department and to CoMin or even to the floor of Tynwald, I
have been asked, ‘This is our policy. We are thinking of changing legislation here or updating
legislation here, doing this, this and this. What are your thoughts?’ I have gone back with
questions and said, ‘It is a good idea but we need to have a look at this from a business point of
view, from a political point of view.’ So there is a complete gulf of difference.
Q277. The Chairman: So, for example, in DED you feel that you are working ideas up with the
staff, (Mr Callister: Yes.) and you did not get that sense in DHSC, is what I am trying to …?
Mr Callister: Definitely not. Definitely not.
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Q278. The Chairman: Going back to the governance and accountability side again, what do
you think the biggest issue is that prevents the success of the DHSC from achieving its strategic
goals?
Mr Callister: I think it is employment of staff. There are lots because I have not … I could
stand and answer your questions all day on stuff that I am responsible for. I could answer
questions on tourism, I could answer on motorsport, the construction industry, retail – all of
that, because I have built up a good knowledge over the first year; I cannot really sit here today
and actually say I have a grasp of knowledge other than what I have read as a Public Accounts
member from …
Myself, personally, I think finance is one – grasping the finances; it is working out what
services the Isle of Man Health Service should deliver in the future and being honest with the
people of the Island and saying these are the services we think are vital to the Isle of Man, these
are the services we can no longer provide on the Isle of Man and will be provided from the UK,
but also making sure that things are cost-effective.
I still think alternative medicines are another option. I still think trying to maybe not use Rolls
Royce medicines, but trying to find alternatives that deliver the same things. It is something to
be done there. It is a massive tanker, but personally I have not seen anybody steering that
tanker to actually move us away from the rocks we are about to crash into.
Q279. Mr Coleman: But there is a group there which is the Strategy Group led by the Deputy
Chief Executive. Did you have any involvement with that at all?
Mr Callister: No, nothing at all.
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Q280. Mr Coleman: Were you aware that it was going to be created or that it existed?
Mr Callister: No.
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The Chairman: Mr Cretney, you wanted to come in.
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Q281. Mr Cretney: Yes, I was just going to say much of what Mr Callister has said recently is
your role as a politician – policy is what politicians are responsible for … it sounds to me like with
DED, together with officers who were experts in a particular field, you have the opportunity to
influence and to make sure that policy is going in the right direction; but you are getting none of
that from the Department of –?
Mr Callister: No, it was completely different. The Minister still has the option to overrule (Mr
Cretney: Absolutely.) and say no, and that has happened in DED; I have made a
recommendation and the Minister feels that he should go in another direction. I have absolutely
no problems with that, because I have actually said to the Minister I have looked at this and this
is where I feel we should go, the Minister says, ‘Thanks, I acknowledge that, but no I am going to
go this way,’ that is absolutely fine because you have done your job, you have asked the
questions, you have done the checks and balances.
It never happened in any of the time … and I just felt I was not contributing anything to that
Department. Yes, I enjoyed working there and yes, I enjoyed chairing the Clinical
Recommendation. They have got some great staff working in there – the staff that I did actually
meet around the table, but mainly in the board setting.
Q282. Mr Cretney: You used the Glenside scenario where you said a paper came to the
Department meeting, but the decision was already … you were just there being asked to vote
yes or no.
Mr Callister: There are several different examples I could give. Glenside was one. I think
there was another one regarding removing free milk from schools – that was another one.
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Q283. Mr Cretney: It just came and the decision was made …?
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Mr Callister: Yes, and I have to say I think that is the only one that we actually got deferred. I
think that was really good and I think Jason Moorhouse raised some really good questions at
board level and actually in the end it got pulled, and as far as I am aware it has not come back.
So we have had, I think, one success where we looked at it and during the meeting we came
to the conclusion that it was not right. I read it previously just before the meeting, Jason had
read it, but as soon as we came to the board we realised that the strategy was wrong. We felt
that politically it was wrong and the policy was wrong and there was no evidence to back what
they were doing. But we had to do that in the board room and I think that was the one that I
chaired, I do not think the Minister was there.
Mr Cretney: Right, okay.
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Q284. Mr Coleman: But in the board meetings traditionally the Members did not vote on
issues?
Mr Callister: Yes, I mean it was just taken that basically, how it came about was there had
been wide discussion between the Members and the officers, and then the Minister or whoever
was chairing the meeting would say, ‘Are we happy to support that motion?’ If you were not
happy then you actually put your thoughts down.
One example, I suppose – this is one that really gets me at the moment – is the prescription
charges, because I know that was the meeting on 3rd March and we were asked several
proposals; I particularly went for one option, other Members went for another option, so we did
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2920

have a proper vote and a discussion. My comments were noted, that I did not agree with that
direction, but it was noted, my concerns; but I was happy to support the other motion.
Q285. Mr Coleman: So you are saying that there were formal votes recorded?

2925

2930

Mr Callister: All the votes were recorded. It was not, ‘Rob said yes or no’; it was a case of, ‘Do
we collectively around the board table agree with the decision?’
Q286. Mr Cretney: So the only option you would have had would have been to vote against –
(Mr Callister: Vote against if –) because you did not have enough in-depth opportunity to
scrutinise?
Mr Callister: If I felt strongly. If you felt strongly about something then you could actually
have your concerns noted.

2935

Q287. Mr Coleman: Can I just move to the next one.
In oral evidence, Mr Couch commented that a strategy is a complete waste of time without
implementation plans; what evidence have you seen of the strategy now being planned and
implemented? Have you actually seen those implementation plans?

2940

Mr Callister: No, I have had no input and I have not seen them. Obviously, I have read some –
their five-year strategy plans and all their documents that they put into the public domain, but
actually as a Department Member I was never asked for any input into those strategies at all.
Q288. Mr Coleman: But didn’t those plans come from the previous administration?

2945

Mr Callister: Possibly, but I did not have any input into any documentation that was going out
into the public domain in the five and half months I was there.
Mr Coleman: Okay.
2950

Q289. Mr Crookall: Can I just touch on integrated care – bearing in mind you have been out
of the Department now for probably six months and you only had four and a half, five months in
there. Did you ever have any discussions with regard to the integrated care system? You did not
get around to that while you were there at that stage?
2955

Mr Callister: No, I do not think it was in my remit. But, again, even at a Department level,
other than Glenside, which we were trying to build that and obviously to push more care into
the community, I had no personal input or was asked to make those decisions.
2960

2965

Q290. Mr Crookall: Okay. With regard to the essential care services then – and again going
back to the overspend and having to save money – was it discussed at that stage, in the first four
or five months – as to you should be looking at what we should do or can do and what we
should not be doing?
Mr Callister: No.
Q291. Mr Crookall: So there was no urgency, basically, in your period of time in the
Department, as to ...?

2970

Mr Callister: There might have been, but not at my level or not at my input. So I am not
saying there was not urgency, I am not saying there were no discussions going on with the
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Minister and the senior team within the Department of Health and Social Care, but as a political
Member I was pretty much just a member of the public sitting outside.
2975

Q292. The Chairman: What input have you had into discussions about financial
sustainability?
Mr Callister: None.

2980

2985

2990

2995

Q293. The Chairman: Okay. An extra £11 million was allocated to the 2017-18 budget,
leaving a potential shortfall of £10 million. Were you part of any discussions in relation to how
the savings would be achieved?
Mr Callister: It may have been mentioned at a board meeting, but as passing comments, not
as a strategy or policy, that I can remember. Apologies if I have got that wrong, but as far as I am
aware, I cannot remember any time. Obviously, when we are looking at certain things, if again
we go back to prescriptions, because it is one of the few that I can remember, when we were
given several options, alongside those several options there was potential savings. If you have
option 1 you could save a million pounds, if you have option 2 you would save £2 million and so
on. So I knew that there were policies around what was being achieved.
What annoys me as an MHK is when the policy is now in for consultation and suddenly the
savings that were potentially available are not there. So again that is something that does
frustrate me as an MHK looking to find out what is going on in the Department – more as a back
bencher now. If somebody says here is option 1 and it is going to save x, then I expect x to be
delivered. That, to me, is not happening and that is a bit strange.
Q294. The Chairman: In your understanding of the Department as it worked when you were
there, who was accountable for delivering the savings?

3000

3005

3010

3015

Mr Callister: You would hope it would be the senior team which would include the CEO, the
Minister, the Director of Finance, the Director of the Hospital, Deputy CEO; but again there
should be a political input as well. Again, it is not just about the policies – and it is something I
thought I would never have to do; before I was elected I always said I would always make the
right business decisions, but when you get elected and you work in Departments you realise
there is another element of this, and that is there is a political element and you do not actually
realise it from outside.
In a private sector you make the decisions that are good and the best decisions possible for a
business in order to make profit for the shareholders; in public funds there is also a political
element to it because some decisions might be the right business decision, but politically it is a
nightmare. It is one you have got to find the balance … So you have got to be able to make those
savings and justify those, but also make sure they are not silly decisions that are just political
suicide.
Q295. The Chairman: When you started your last answer with the words, ‘You would hope,’
that sort of implies there is a degree of uncertainty as to who exactly is accountable for the
delivery of the savings.
Mr Callister: Well, you would think it would be the Minister and the CEO.

3020

Q296. The Chairman: But as far as you are aware, you do not know.
Mr Callister: I was never asked to contribute so it is best just to put that there.
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3025

3030

3035

Q297. Mr Cretney: Mr Callister referred to the senior team and the Minister was alongside
the various professionals in terms of the senior team; would you agree with me that there is also
a senior political team and professionals obviously within the Hospital have to get on with their
various disciplines and they then come with recommendations to the senior political team? It
just seems detached to me.
Mr Callister: Yes. It is strange. The relationship, as you say, was not the best in the sense of …
Again, I can only compare it to DED where you had a lot of officers very open and very willing to
engage. Yes, it was a completely different environment.
As you say, it is not just for us to go into the Hospital and start talking to the staff. If you go
back to our chartered management courses, it is like a bottle: you sit at the top, then it funnels
down and you expect those managers to pass the information down to staff, you expect the
staff feedback to come all the way back up again; and from that, as a Department, you should be
able to set a course of direction which can deliver better efficiencies and savings but also
improves the confidence among the organisation, which is something which is lacking, I think, at
the moment.

3040

Q298. Mr Coleman: Okay. In the short time you were there, you had your delegations, did
you ever see a service delivery plan for those delegations?
Mr Callister: No.
3045

Q299. Mr Coleman: Okay. Did you manage to ascertain who was actually responsible for
service delivery within your delegations?

3050

3055

3060

3065

Mr Callister: No, because, as I say again, Mr Coleman, this was a joint … so it was not that
Rob Callister had political responsibility, I had joint responsibility with the Minister. If the
Minister did not want to include me in any of those strategy meetings or any of the meetings
she had with officers at the Hospital or with Public Health or with the Alcohol Strategy, then
there is nothing I could do. She is the Minister; if she decides to exclude me for whatever
reason … That is what basically had happened. I was not involved in any of those meetings or
discussions involving the Hospital or Public Health or the Alcohol Strategy.
Q300. Mr Crookall: You have probably just answered what I was going to ask you, but you
said you had joint responsibility with the Minister for the Hospital, and going by the list of the
meetings that you gave out before, you never actually sat down with the Minister to discuss the
Hospital as such. Did any other occasion arise over a coffee or over lunch where you sat and
discussed the Hospital?
Mr Callister: No. The only meeting I had, Mr Crookall, was with the Minister when she gave
me a task to do, to look at internal disciplinary procedures. It was basically a whistleblowing case
which I happened to look at and I referred the information back to the Minister. But that was
the only time that the Minister and I discussed anything relating to the Hospital.
Q301. Mr Crookall: So it was basically a delegation that was given to you but you were not
allowed to do it?

3070

3075

Mr Callister: Yes, if I am being honest. Now, looking back in hindsight I would probably … But
I would add that, again, it was not the case that I sat silent; I mentioned it to the Minister every
occasion I possibly could. I mentioned it informally to the Chief Minister that I felt the Minister
should allow me to do … It is fair enough, I do not mind trying something and falling flat on my
face, but at least I have tried. What I do not feel is right is to be paid to do a job and not do the
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job; that is not me. I did formally tell the Chief Secretary twice, I think: once the Minister was
there and once the Minister was not there.

3080

Q302. The Chairman: You mentioned about you got a specific task to do about
whistleblowing. How effective would you say the Department’s whistleblowing approach is?

3085

Mr Callister: On this particular case it was just a task that I was asked to look at, I looked at it,
I reported back to the Minister and I felt it was resolved. The particular thing that somebody
highlighted, I was given reassurance that the policies surrounding this had actually been
improved.
Q303. The Chairman: They had been improved. So would you say they were effective?

3090

Mr Callister: They had been tightened. I think on that particular case we had proven that
there was something fundamentally wrong and we just tightened up our procedures. But this
was not relating to my delegated responsibilities; the Minister just said, ‘Can you look at this?
Can you speak to party A and see if there is any evidence around it?’ I did look at it. I felt there
was evidence there. I reported back to the Minister and as far as I was aware the last
correspondence, the policies and procedures had been improved.

3095

Q304. Mr Cretney: You referred several times to your joint responsibility with the Minister in
certain areas. If you were not invited to meetings it concerns me that you did not have joint
responsibility, did you?
3100

Mr Callister: No, I did not. I do not think I had any –
Q305. Mr Cretney: Within some Departments, it might sound a bit bureaucratic but there is a
piece of paper laid down where your responsibilities are up to a certain financial level or
whatever. Did that happen within the Department?

3105
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Mr Callister: No, given the size of the problem within the Department and given the fact that
I think – and this is only off memory – the Hospital last year was £14 million over budget, then in
theory you needed all the help … the Minister could not sort that out. The Minister is a very
busy … You know yourself, Mr Cretney, having been a Minister for many years, your time is
taken up quite a lot and you have to put your confidence in your Members, (Mr Cretney: That’s
right.) and you work as a team.
Q306. Mr Cretney: That is how a good Department would work: the Minister would get on
with the strategic long-term stuff and he has got departmental Members to deal with the dayto-day stuff. But that did not happen?
Mr Callister: No, it did not. Even as a new MHK, I knew from a business background, that was
what needed to be done; I needed to get in, I needed to talk to people, I needed to find out
where in the Hospital the £14 million was being overspent. I would be quite happy to come back
to the Minister, after spending a couple of years in there, actually saying, ‘You know, the
£14 million overspend, there is nothing we can do because of A, B and C. If we wanted to deliver
this level of Health Service on the Isle of Man we have to increase the budget by £14 million
because there are no savings to be made.’ I am not sure that would be the case; I think there
would be savings to be made but not to the detriment of the service. But I never got the chance
and that was disappointing.
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Q307. Mr Coleman: Were you involved in any discussions about the implications of the
National Health and Care Service Act, Charter and General Scheme; and did you manage to
establish … this is going to involve certain charges – do you remember any discussions, where
you were present, about the Charter and the general scheme and the implications?
One of them is prescription charges and all this sort of stuff. You have mentioned you were
involved in some of those, but you had identified that there were various different schemes that
could have been adopted.
Mr Callister: Yes, the only one I can remember is the prescription charge. It did not come
underneath the Charter or it did not come under anything else. It was a case that we have a
problem with the prescription charges – and again, this is all going off memory, so apologies if
this is slightly wrong. The prescription charges on the Isle of Man is £17 million; 90% of people
are having them free. We were asked to say we have got this financial problem, these are the
options; if we did option (a) we would save a million pounds, if we did option (b) we would get
£2 million. So we looked at it and I put a proposal actually because I felt before we should start
cranking up the cost of prescriptions on the Isle of Man, we had to identify why 90% of people
on the Isle of Man were getting prescriptions for free.
To me, there was a fundamental problem there because I felt that people were just relying
on a voluntary scheme to say tick the back. So to me, before we start asking people to pay more
for their prescriptions, we should actually look at the cause of the problem. Once we have
looked at that then I have no problems with prescription charges increasing, but I felt we needed
to sort out the problem first.
So I put forward one particular option; it was not successful, which was fine. The other
Members put another option forward. The Minister said to me on 3rd March was I happy to
support that option, I said yes I was, because it did not make any fundamental change to what
the policy already was.
What angers me about that was the Minister then, a few months later, publicly decided to
tell members of the public how we voted. What angered me more about that was it was a
complete misrepresentation because what I actually proposed personally was nowhere near
what the current prescription charge is now; I actually proposed to reduce the charge. The
Minister gave the public … that it was a collective decision by the Department Members and the
Minister; and that was not true because what is out for public consultation I have never seen
and I had no input into what is said in the public consultation.
So as a Department Member it is wrong that I am actually being associated to having an input
to changing the prescription charges, for what is out in the public domain is not clear and I
certainly had no input to what is out there. If I was in the Department now I would have told the
Minister there was no way I would agree to increasing the prescription charge age to 75 without
any evidence to say where you got the age of 75 from.

3165

Q308. The Chairman: How would you describe personal relations between the Minister,
yourself and the Chief Executive during your time there?

3170

3175

Mr Callister: Okay. I have known Kate for maybe seven or eight years, maybe a little longer. I
like Kate – the same as Mr Cretney, I had a couple of meetings with the Labour Party as well –
Kate was keen for me to stand for the LibVan. I had meetings with her before the 2016 Election.
I liked some of the things Kate did as a backbencher. I thought she asked some very astute
questions. So I actually had a lot of time for Kate – and I still do; I do not have a problem with
Kate personally.
When I got elected I asked to go … When I realised Kate was the Minister of the Department
of Health I actually said to her and the Chief Minister I would like to go into Health to sort out …
because I wanted to pick Departments that had some big issues that I could actually get in and
do some serious work, and I actually picked Health because I wanted to go in, I wanted to try to
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3180
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help sort out the overspend, because it is taxpayers’ money and it is one of those Departments
which is going to have very big challenges and I was really looking forward to that relationship.
You would have to ask Kate about her relationship with Malcolm. I think I can only give you
my own synopsis of it. I think Kate had asked some very challenging questions in the previous
five years and I think probably when you walked into that Department the officers were
probably a little bit more reserved, should we say, than DED. I can only, again, use the two
Departments because I had never asked any really serious challenges of the officers or the
Department, so I felt there may have been just a relationship problem between Kate and
Malcolm. But again, you would have to ask them. I cannot comment on that.
When I met Malcolm for the first time, he is – how do you describe someone’s personality? –
he is not as open as I am, should we say. He walks into a room and sits down; he knows his stuff,
he knows finances. Is he a good CEO? I do not know. I cannot comment on that.
Q309. Mr Cretney: How does he manage at the political interface?

3195

3200

3205

Mr Callister: Again, my first recollection of Malcolm – I had met him personally prior to the
election – the very first time I met him he walked into a room, did not say hello to anybody and
just sat down; and that to me was totally wrong. He should have –
Mr Cretney: Somebody can be the best academic or the best mathematician in the world,
but working in a political environment they have to understand that and work with the
politicians.
Mr Callister: That is what I am saying. He had said hello to me previously at a meeting prior,
but in a board setting he should have come in and the first thing you do is say hello to
everybody, say good morning, good afternoon; but just to come in and sit down … That was my
lasting impression of the CEO. He just came in, sat down and started talking to a couple of his
colleagues, his officers, but ignored the political Members.
So that was not right. But I did not feel that was justified for the Minister giving us a letter in
March to sign blindly. I do not think I would ask anyone to try to get anyone sacked without just
course.

3210

Q310. The Chairman: What letter is that?
Mr Callister: The letter the Minister asked us to sign in March.
3215

Q311. The Chairman: About?
Mr Callister: Just asking us to sign. I do not know what the content of that letter was. Just
asked us to sign a letter blindly in March.

3220

Q312. Mr Crookall: Regarding the Chief Executive?
Mr Callister: Yes, regarding the Chief Executive.
Q313. Mr Coleman: Do you think it was something like a vote of no confidence in him?

3225

Mr Callister: It came across that way. I just felt the way the Minister had handled that – to
walk into a room and to ask us just to sign a letter without any understanding or explanation –
to me, was totally wrong.
3230

Q314. Mr Cretney: You read the letter, yes?
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Mr Callister: I read it. (Mr Cretney: Right.) I read the letter and I refused to sign it, and that,
unfortunately, was the end for me really, based on what I have just said to you.
I would have still stayed in the Department, I would have been fine; I had no problems with
that, but given what had happened the previous five months where I was not actually
contributing anything or doing anything, and the Minister then decided to make it a little
personal so I thought, right, time to go. That is the conclusion I came to.
I regret resigning but I think, would I have got any more input or would I have made any ways
forward to actually addressing the financial problems? Probably not.
Mr Cretney: A long time ago I resigned from a Department – myself and Mr Quine. He had
resigned a matter of weeks before me, but it was because the then Minister kept everything to
himself; he did not delegate anything. It seems that nothing has changed.
Mr Callister: I think your integrity – you know yourself, Mr Cretney – if you are getting
delegation responsibility you have got to try to improve –
Mr Cretney: Get on with it.

3250
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Mr Callister: – things and to work on with it. Yes, I may have shouted a little loud a year down
the line to say, ‘What am I actually here for? What am I doing?’ but it did not happen,
unfortunately, on this one.
Mr Coleman: I was actually in a Department where the Minister did not delegate at all. It was
not as if you had a delegation and you were not allowed to do it; he just would not delegate.
That was Social Care with Mr Robertshaw.
Mr Callister: That is the same here. I felt the Minister did not want to delegate with regard to
the Hospital. The Minister wanted to address the financial concerns herself and unfortunately
you could probably get away with that in certain Departments but not in Health. It is too big a
financial animal and it needs a team of people and you need to put politics to the front door and
you get in and start looking at it and finding out where these problems are; because until you
get to the end of it … We have got to turn it around and I am not convinced in this present
moment in time we have actually turned the corner yet.
Q315. The Chairman: Mr Callister, we have asked you an awful lot of questions. It is only fair
to say is there anything that we have missed that you would like to add?
Mr Callister: No, I think I am absolutely fine, thank you, Mr Chairman.

3270

The Chairman: Thank you very much. That concludes the session. Thank you.
Mr Callister: Thank you.
The Committee adjourned.
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Standing Committee of Tynwald on
Public Accounts
Health and Social Care
The Committee sat in public at 10.30 a.m.
in the Legislative Council Chamber,
Legislative Buildings, Douglas
[MR SPEAKER in the Chair]

Procedural

5

10

The Chairman (Mr Speaker): Welcome to this public meeting of the Public Accounts
Committee, which is a Standing Committee of Tynwald. For those of you who do not know, I am
Juan Watterson, Speaker of the House of Keys, and I chair this Committee. With me are Tim
Crookall, Vice-Chairman; David Cretney MLC; Mike Coleman MLC; and Jane Poole-Wilson MLC.
If we could ensure that our mobile phones are either silent or off, so that we do not have any
interruptions or interference with Hansard; and for the purposes of Hansard I will be ensuring
that we do not have two people speaking at once.
This is the second public evidence session in our inquiry into the overspending at Noble’s
Hospital and we will be focusing on strategy, planning and budgetary matters. We anticipate
looking at quality and staffing matters in future sessions. Today we will hear from Mr David
Catlow, DHSC Finance Director, and Mr Mike Quinn, who I believe is no longer the Interim
Director but the actual Director now of Hospital Services.

EVIDENCE OF
Mr D Catlow, Finance Director,
and Mr M Quinn, Director of Hospital Services,
Department of Health and Social Care

15

Q157. The Chairman: Firstly, congratulations on the new job, Mr Quinn.
Would you perhaps be willing to explain a little bit, both of you, when you took up your
respective roles and briefly outline your responsibilities to the Department?

20

Mr Catlow: My name is David Catlow. I have been substantively in post since September last
year. I was on secondment for six months previous to that from my previous employers on a
90% of FTU basis. My role is Finance Director of the entire Department, which encompasses not
only Noble’s but obviously all the divisions in the Health and Social Care Department.
The Chairman: Mr Quinn.

25

Mr Quinn: I was appointed primarily as the Divisional Manager for Medicine in Children’s
Services in May 2016. I was then appointed as Interim Director of Hospitals in January of this
year and was made substantive in that position from 1st November 2017.

__________________________________________________________________
55 PAC-HSC/17-18
177

STANDING COMMITTEE, MONDAY, 4th DECEMBER 2017
Q158. The Chairman: Thank you. Potentially a longer question now: what are your current
priorities, Mr Catlow?
30

35

Mr Catlow: My current priority is to work with Mike and the other directors within the
Department to try to find a sustainable footing and a plan for a sustainable future for the
Department. That includes making sure that we have the appropriate financial resources, that
we have appropriate financial controls, that we are not only aware of the plan but we are
enacting the plan that we have and the plans that we have are subject to change as
circumstances change around us.
I am also responsible outside of Noble’s for the Corporate Service Division, which includes
strategy and policy, it includes commissioning, it includes elements of the primary care service
and it includes the finance function, obviously. So, working in those areas to try to find
improvements to where those divisions work.

40

45

Mr Quinn: My priority is first and foremost just to ensure that we have a hospital service here
on the Island that is safe and that we are responsive to the healthcare needs of the Island’s
population. That said, that cannot be achieved outside of financial sustainability, and mapped
into that of course is to ensure that we have the right people delivering the right level of
service – and just to qualify that statement, I think it is around ensuring improved productivity. I
think the healthcare service, as you know, here on the Island is a non-commission service, so we
respond to demand and I think we have to have a better understanding of what future demand
is likely to be in order that we can design and deliver services in accordance with meeting that
demand.

50

The Chairman: Thank you.
Mr Coleman.

55

Q159. Mr Coleman: Thank you, Mr Chairman.
You have covered your roles within the Department, but within the structure of the hospital
you sit right at the top, Mr Quinn?
Mr Quinn: I do indeed, as the Director of Hospital Services across both Noble’s and now
Ramsey and District Cottage Hospital.

60

Q160. Mr Coleman: Okay, fine, thank you.
This is a question for both of you. In relation to your contact with them, what is the role of
the Minister, departmentals and Chief Executive? Mr Quinn first.
65

Mr Quinn: I would describe the role of the Minister first and foremost as leading the
Department of Health and Social Care – if this was an NHS organisation, it is almost equivalent to
being the chairman of a local NHS trust; and the chief executive officer is the senior civil servant
within the Department who is setting strategy, whereas from my perspective it is about
delivering and setting out the operational delivery of that strategy.

70

Q161. Mr Coleman: And what about the departmental Members? What sort of contact do
you have with them?

75

Mr Quinn: The departmental Members – at a personal level I meet with them on a monthly
basis through Department meetings.
Q162. Mr Coleman: Sorry, is this the meeting where it is 25 people?
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Mr Quinn: Yes, that is chaired by the Health Minister.
80

Q163. Mr Coleman: I call that the loaves and fishes meeting!

85

Mr Quinn: I think they are very productive meetings. I think those meetings are there for
facilitating very challenging and positive discussion. It is about setting out clearly the challenges
that we are facing and agreeing the plans for addressing those challenges.
On an individual basis, Members can contact me and do contact me at any time they wish,
certainly to talk about local matters and certainly matters relating to their own constituents.
Q164. Mr Coleman: Are you both politically accountable to the Minister?

90

Mr Catlow: Sorry, Mr Coleman, could you expand on your question a little bit, please?
Q165. Mr Coleman: In other words, do you have due cognisance of politics when you are
actually in contact with the Minister?
95

100

105

110

Mr Catlow: That is a very wide question. I think any senior civil servant has to be aware of the
political environment in which decisions are made. However, our job is to operate and to
implement decisions as best we can without really being involved in the politics of the
circumstances. The politics is for the politicians and my job as Finance Director is to implement
the financial controls and assist the managers to manage the finances as best I can, and that will
happen regardless of the political environment. I will do my best job irrespective of the political
environment. I am not sure if that answers your question.
Q166. Mr Coleman: I suppose I am interested in when political imperatives start encroaching
upon good financial management in your case, and in good clinical management. Just when do
you knock back against the political influence and say ‘this is wrong’?
Mr Catlow: I think I have had the pleasure of working with some members of the Committee
and hopefully you know me well enough to know that I take my professional accountability very
seriously and my professional finance experience, and if I think that something is against good
financial management I will say so.
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Mr Quinn: I would reiterate similarly so. I think first and foremost my role is to deliver the
operation of the hospital service and I think that anything that perhaps would impact negatively
on my ability to do that, I would certainly voice my concern about that.
You will appreciate that the vast majority of people working within the healthcare arena are
health professionals and have a responsibility to their professional bodies, and again if it was
considered that any political request, advice or action was going to impede a clinician’s ability to
deliver their responsibilities under their code of professional conduct, then again I would ensure
that that was raised as a serious concern.
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Q167. Mr Coleman: Have either of you come across a situation with regard to the
relationship with politicians where you have asked them to give you a positive direction that you
will do this and you have tried to … I will use the words ‘protect yourselves’ by insisting that you
had a direction?
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Mr Catlow: I cannot recall having received a direction as you describe it.
Q168. Mr Coleman: Okay, is there one similar to the way I describe it? (Laughter)
130
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Mr Catlow: No. The Minister clearly sometimes makes ministerial decisions, but I do not
recall a direction that would be in line with, I think, the line of your question.

135

Q169. Mr Coleman: Okay. On the clinical side, for instance, we have had issues where the
Clinical Recommendations Committee has been overruled politically. You would wonder
whether, as the Clinical Recommendations Committee is made up of clinicians, a political
decision would be suitable in that type of environment, and I just wondered if in those types of
environment you would actually request a direction.
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Mr Quinn: I think the Clinical Recommendations Committee, as you rightly say, is made up of
clinical representation and decisions made within that Committee are evidence based, and any
direction that we may receive – if we were to receive a direction – that was not based on
evidence, then again I would expect that we would push back on that.
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Mr Catlow: Mr Coleman, I think the other aspect is that clearly if decisions are made in the
current financial situation of the Department, where it is about allocation of resources from one
priority to the next priority, then it will be that sometimes I have made the Minister or the
person making the decision aware of the financial consequences of that decision. But clearly the
implementation of those decisions, once the decision is made, is a matter for management and
we will get on and reallocate resources if we are able to do.
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Mr Coleman: May I pass over to Mr Cretney?
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Q170. Mr Cretney: Yes. It is about the political interface and I think my question is to
Mr Quinn. Obviously some of the decisions that are made will be controversial. Who is it that
makes the decision as to how …? If I use, as an example, the endoscopy service at Ramsey, I
think it is felt that that was poorly … People heard about it second hand. It was not a good
consultative process, in my opinion. Who makes those decisions? Is that a decision for you as
the clinical person, or does the Minister or somebody else decide how that is transmitted to
those involved?
Mr Quinn: That, as an example … The initial discussions around endoscopy I generated, based
on information that was brought to my attention. There was requirement to act quite quickly on
that information. For all the reasons that we have given since, I think there was sufficient
evidence as to why we could not put the detail into the public domain. We had a duty of
candour to any patient who may have been affected by what we had identified that resulted in
us redesigning the endoscopy service.
It is acknowledged that in an ideal world, where you had the opportunity of time to think
things through in a planned way, communications could have been better, but that said, I think
the output of our decision has demonstrated a significant improvement in the volume of activity
that we are now delivering. Many more endoscopy procedures are being undertaken this year
compared to last, and in fact we are forecasting, based on our performance since June of this
year, around about an extra 900 procedures a year.
Q171. Mr Cretney: I accept all that. I think the point I was making was not the public as such;
it was, for example, the charitable organisations in Ramsey who have provided much support in
the past and they were treated shabbily, in my opinion.
Mr Quinn: Okay. Again, we apologised at the time, but a duty of candour … it is very clear
that until such time as those patients who may be directly affected by an issue … until those
people have been spoken with, communicated with, it would not be appropriate to disclose the
detail to any other person or organisation. And whilst we acknowledge very much the
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contribution that the charities in Ramsey provide to the hospital, and will continue to – we
believe they will continue to provide that support and I have first-hand experience and
knowledge that they will continue to provide that support – it would not have been appropriate
to have shared with them in advance of us notifying patients.
Q172. Mr Cretney: That was my next question: so you are in conversation with them now?
You are working together in the best interests of Ramsey?
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Mr Quinn: Absolutely.
Mr Cretney: Thank you.
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Q173. Mr Coleman: Thank you, Mr Chairman.
From what you have said, you have a fair degree of autonomy in your roles. What decisions
do you feel you are able to make independently?
Mr Catlow: I think, as with all of our roles, there are professional decisions – for example, I
am a qualified accountant; I will make decisions about the application of accounting standards
which I would expect … I think all the Committee would expect me to make those decisions.
Decisions generally within the Department are subject to discussion, so I meet with the Chief
Executive and my colleague the Executive Director of Health and Care and we will discuss
decisions that are made within the Department, and generally decisions are made by consensus
where it impacts on the Department. But within our individual areas of expertise I would expect
to make decisions as they apply to the professional accounting standards within the
Department.
Mr Quinn: I think similarly our role is very much to … Again, I go back to the evidence base
and it is to ensure that there is an informed decision. I very much believe that we are officers
who have been entrusted to ensure that we provide correct, truthful and meaningful
information against which decisions can be taken and can be made.
Q174. Mr Coleman: You both mentioned evidence there. On the clinical side, do you have
sufficient metric information over what is going on in the Hospital to enable you to make
informed decisions? Do you have quality frameworks for procedures that the UK has in the
National Health Service? Do you have those in operation?
Mr Quinn: The vast majority of our consultants and our clinical colleagues have been either
trained or have worked in the UK prior to coming to the Isle of Man. All of our nurses are
governed under the NMC, and similarly our doctors through the GMC. Each of our consultant
colleagues, for instance, are members of the respective Royal Colleges. We seek to ensure that
the care that we deliver is in line with the Royal College guidance, so we constantly benchmark
our performance against what we consider best in practice. That does not always mean to say
we are achieving at the level that perhaps we should be, but that is part of the challenge and
that is why we need to be putting in place strategies for ensuring that we do deliver in line with
best practice guidance.
Q175. Mr Coleman: Francis recommended the use of skeleton frameworks and all that sort
of stuff, and I just wondered whether you … and they also recommended that … When I say
‘they’, I have to say I chaired that Committee in the Isle of Man, so we recommended that
eventually we would be able to see the quality online of individual practitioners, as you can in a
lot of places in the UK. When you think you will ever get round to that?
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Mr Quinn: I would not want to set a date or a timeline but very much support that ambition. I
think an absolute correct thing that we need to be doing is to work within a culture of
transparency. You are absolutely right, I think, in terms of how information is shared in the
public domain is important. It has to be accurate and meaningful information; I think if we were
to be premature in what we provide it may well be misleading or misinterpreted. So I think,
going back to the evidence base, what I describe is to ensure that we have the level of
robustness and interrogation around our performance and information. Already we begin and
we are looking at how we benchmark with our partners across and we share that internally with
individual consultants.
Q176. Mr Coleman: There is a set of recommendations for judging hospitals, called the
Keogh recommendations – he was head of NICE at some time, one occasion – which basically
said if you can provide him 10 pages of paper with figures on them, he will tell you whether a
hospital is working or it is not. That is in the Francis recommendations and there are even
samples in there. I just wondered if anyone had bothered reading them.
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Mr Quinn: Again I think it is depending on the audience and it depends on which 10 pages’
worth of figures you look at.
If I may give an illustration of how we have started to look at performance and through the
closer scrutiny and management of that performance we have seen significant improvement
here on the Island. In July last year I looked at cancer performance around the two-week
standard. The two-week standard is a UK standard that says that patients who are considered to
have a suspected cancer will be seen within two weeks of a referral being received by the
hospital.
The national standard of the UK is that 93% of patients will be seen within two weeks. I saw
two documents here on the Island that both stated all patients on the Isle of Man with a
suspected cancer would be seen within two weeks. That translates to 100%. I asked why the Isle
of Man was setting itself up to fail, because the standard across is 93%. Regardless, I asked what
the performance at that moment in time was and nobody could tell me. I was able to look at the
numbers and the numbers told me that at that moment in time, July of last year, performance
here on the Isle of Man against that standard was 38%. That prompted us to put immediate
plans in place to recover that position. Our aggregate performance this year to date is just under
92% and that is because we have looked at the numbers.
We understand why the standard was put in place, we understand the benefit to patients –
the earlier you can make a diagnosis, the earlier you can initiate treatment, the better the
outcome for the patient. It is about understanding what capacity we require to deliver that
activity, and if I tell you all this Island requires to deliver at that level of performance is 38
outpatient slots a week across the hospital against nine tumour sites … We deliver over 100,000
outpatient appointments a year, so I was not asking for a huge amount of capacity to deliver
that performance, but unless people are aware what is required of them, unless you empower
colleagues to challenge underperformance, then we are not going to make the difference that
we need to make. I would say that is a very positive difference that we have made in a very short
space of time.
What I now do is I measure the Isle of Man’s aggregate performance against all of the NHS
trusts in England, and if I tell you our aggregate performance is better than that of the Royal
Liverpool Hospital, is better than that of St George’s in London, is better even than Chelsea and
Westminster, is better than Guy’s and St Thomas’s …
Q177. Mr Coleman: Okay, I can appreciate that, but what you have said is that you did not
actually have the metrics available until you went away and looked for them, that they are not
coming to you automatically once a month what your performances are and that you looked at
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this as a hotspot and then you concentrated on it. Or are you saying that you have done it on
everything that we do?
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Mr Quinn: We do, and I have recently appointed a performance manager specific to the
hospital so that we can look and understand what those key metrics are and measure those on a
monthly basis. The cancer performance is measured weekly. Our waiting list position is
measured weekly. Until you apply the level of scrutiny I say I have introduced, then one will not
know how well we are doing or what improvements, or deterioration indeed, in our position
there is likely to be.
At a personal level I cannot speak about what went on previously. Under my leadership what
I am saying is that those metrics are being introduced, so I can tell you our A&E performance is
improving because we are measuring our A&E performance.
Q178. Mr Coleman: Okay. I am going to jump a few here. In your view, and considering your
previous experience, how well is the governance and accountability structure within the Isle of
Man operating?
Mr Catlow: Is that the scope within the Department or within the hospital, Mr Coleman?
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Mr Coleman: I think actually it should refer to both because it should trickle up into the
Department performance; so what is happening in the hospital is a factor.
Q179. The Chairman: Although obviously our inquiry is focused primarily at the work of the
Hospital.
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Mr Catlow: Absolutely, and I think the point Mr Coleman makes is valid – it should trickle up
to the Department and it has to because clearly the political oversight is at departmental level.
I will leave Mike possibly to talk about the hospital; I can talk about the Department. I know
the Minister and Dr Couch mentioned it at the last meeting of the Public Accounts Committee,
but the governance within the Department comes … At the political level there is a departmental
meeting once a month. The Minister has delegated responsibility to Members for certain areas
within the Department and I know that those Members meet with their individual directors to
oversee the operation of those divisions.
At an operational level there is an executive leadership team comprising myself, Dr Couch
and the Executive Director of Health and Care. We have five … four and a half … four committees
which are set up, which are the Transformation Committee – which has actually now changed
and is more of a project management board overseeing the transformation projects within the
Department; there is a Finance and Commissioning Committee; there is a Care Quality and
Safety Committee; there is an Information Systems Committee; and I say four and a half because
there is actually a HR Committee, which is actually more of a forum for HR issues. Those
committees are tasked and challenged to give oversight in the areas that they are set up for and
to feed back to the LT on a regular basis – it is at least every quarter – on their work and any
issues which come up from the committee meetings and the committee oversight meetings. Of
course, if anything serious came up we would expect them to report sooner rather than later.
That is not an unusual governance structure. Is it working well? I think it is just embedding at
the moment. It has been in place for probably just over a year, probably a year to 15 months. It
has changed a little bit; we have recently restructured and merged some committees. So I think
at the moment the governance of the Department is bedding down. I think it is still changing to
meet the needs of the Department, but I do not see a huge difference in the governance of this
Department and the governance in other organisations that I have worked in. I think in some
other organisations I have worked in perhaps it has been a little more mature, the systems, but
you have got to start somewhere. So that is how the governance within the Department works.
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Mr Quinn: From a hospital perspective, we have a senior management team that meets each
month. The senior management team was something I introduced which replaced what was
known as Noble’s executive team, the NET. As part of SMT we also have the opportunity for
service users to come and meet with senior management to talk about their respective
experience in the organisation and we have converted that into a listening into action process
because it is important we listen, we learn and we change as a consequence of what people are
telling us.
In addition, I introduced at the early part of this year operations management team
meetings. They happen each Wednesday morning. Those meetings are very much around the
senior operational managers of the hospital coming together to both talk about the challenges
that the hospital is facing and to talk about information giving in terms of what is happening
around the Department and wider that may impact or affect their respective services. We
receive business cases through those meetings and there is a level of scrutiny that takes place at
those meetings before a business case can be released outside the hospital for further
consideration by the executive leadership team.
We have also introduced a monthly finance scrutiny meeting. Myself and the Finance
Manager meet with the divisional managers on an individual basis. Each of those meetings lasts
an hour and we take them through their financial performance for the previous month, looking
at the trends, looking at the recovery plans, the respective actions and also to understand what
support they are seeking to make the changes necessary to get the financial recovery and
sustainability in place. From those meetings I prepare a monthly report and then I am invited to
meet with the ELT once a month while I take the ELT through hospital performance from a
financial point of view.
We have monthly performance meetings, again in a similar ilk to the finance scrutiny
meetings, where we look at activity performance, quality, workforce, etc. All those things
combined form the divisional dashboards and we are improving the look and feel of those
dashboards on an ongoing basis to ensure that we are capturing and reporting the correct
information and the information that we believe is going to help reshape the organisation.
Q180. Mr Coleman: Based upon your response, what sort of percentage of your time is spent
in meetings?
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Mr Quinn: I would not suggest it is a huge percentage. If I were to say 15% to 20%, but I
would not meet for the sake of meeting. I work very long hours, so often it is needing to
accommodate those people who need to see you. Part of my role is to make myself available
and transparent, and I think it is part of any organisation to ensure that they are accessible.
Some of the best ideas often come my way through these ad hoc conversations that people
choose to come and have with me.
Q181. Mr Coleman: Thank you, fine.
I am just going to move on for two more things. One is a request on behalf of the Committee:
we would like to see for the last five years details of amounts paid in respect of clinical
negligence claims by division and any remedial action that you have taken to try and make sure
that the same thing does not happen again.
Mr Catlow: We can certainly get that information for the Committee.

385

Q182. Mr Coleman: The last thing that I have the moment is there used to be QIPs – Quality
Improvement Programme committees and they were divisional, I believe, when I was still there.
I just wondered what happened to them, because they seem to have disappeared – or maybe
they are called something else now.
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Mr Quinn: At a hospital level we have the Patient Safety Committee that takes place once a
month and we also have the Health and Safety Committee, and they report into a departmental
Quality, Health and Safety Committee once a month.
Q183. Mr Coleman: Okay. It used to be there was a Corporate Governance Board and that
was got rid of in favour of what we were told were going to be QIPs – but anyway, maybe you
could look into that and again let us know.
Mr Catlow: I do not know, Mr Coleman. I think the Corporate Governance Board was
disbanded before both Mike and I arrived in the Department. We can certainly look to see what
changed, when that changed and when the structure of the governance of the Department
changed, if it helps at all.
Q184. Mr Coleman: Well, that was created when I was still there, and you were there when I
was there, so …
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Mr Catlow: We need to just look at the time, Mr Coleman.
Mr Coleman: Okay. That is it from me for the moment.
410

The Chairman: Mr Cretney.
Q185. Mr Cretney: When you joined the Department, how clear was the strategic direction in
healthcare? I guess it is probably Mr Quinn.
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Mr Quinn: I think in terms of awareness around the five-year plan there was certainly lots of
discussion, for instance, strategically around the use of teletechnology, and still I think those
discussions are happening. We are very keen to promote further our links through telemedicine
in particular and there are a couple of initiatives underway as we speak that will demonstrate
that commitment. One relates to stroke and the other is looking at how we increase our
radiology capacity through telemedicine.
I think undoubtedly the key focus, certainly when I came into post, was very much around
getting financial balance and improvements around our financial performance. That, I think, is
what is driving a lot of our thinking currently and I understand why that is, but at the same time
that should not prevent us from being innovative and I think the great attraction to me
personally and one the reasons why I certainly wanted this post was about making a difference,
about doing things differently. I am encouraged that I think there are a number of like-minded
people within the hospital who want to make that difference. We have to modernise our
hospital services across the Island.
Q186. Mr Cretney: I think you have demonstrated already within the short time that you
have been within the hospital you have been able to make savings by doing things differently, so
I think we support that work.
The Chairman: Sorry, I think Mr Catlow wants to come in on that point as well before you
move on, Mr Cretney.
Mr Catlow: Thank you, Mr Chairman.
I only want to say that from my perspective, Mr Cretney, I think I arrived just after the
Department’s strategy was approved by Tynwald. I think that does provide clarity to the
Department. As with any strategic document, the question is how it is implemented and the
time taken to implement. I think the Department’s strategy is very clear. We are looking to
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improve our services, we are looking to get more care into the community, we are looking to
make better hospital services, better value for money. I think that is very helpful; it is now a
matter of implementation.
445

Q187. Mr Cretney: Just back to Mr Quinn for a moment, where he referred to telemedicine –
when I was a Minister I was able to, from time to time, attend the British-Irish Council and at
that stage the Isle of Man was supposed to be leading on telemedicine. Was there much
progress before you were in possession in that regard? That is years ago.
450

Mr Catlow: Two thousand and seven.
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Mr Quinn: I certainly think, based on the conversations I have had and the papers I have
read, the intent has been there. I think it is about taking that intention and delivering it into
operation, which I am pleased to say we are in the process of doing.
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Q188. Mr Cretney: Good for you.
In oral evidence, Mr Couch commented that a strategy is a complete waste of time without
implementation plans. Can you tell us about how the strategy is now being planned and
implemented?
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Mr Catlow: Perhaps I should take that. I mentioned before the Transformation Committee
and it has changed into a project board. Part of that project board is looking at overseeing all the
individual strands, and I am afraid I know there are a lot of them but I could not tell you how
many there are off the top of ... all the individual strands of implementing the very many actions
to implement the strategy. For example, integrated care and the implementation of integrated
care is one of the core parts of our strategy but it is a very big task: it is re-engineering a whole
health and care economy to try to move away from the traditional model of putting people into
hospital when perhaps they do not need to be there or perhaps it is not the best place; keeping
people at home; making sure that the whole diverse range of services that we have are
accessible to people in an easy way in a single point of contact.
So, where are we with implementing that? I think we have only started to implement that. I
think this is a challenge for most healthcare economies around the world and the project board
has oversight of a number of different projects which are there to deliver the strategy. As with
any strategy, this is not going to be a big-bang move from day – go home on a Friday when we
are in model A, come back on Monday morning and we are in a different model. This will be a
long-term incremental change implementing incremental change across the healthcare system
so that in three, five years’ time we are able to look back and say yes, we have changed the
model.
The difficulty with any healthcare system and changing the model of any healthcare system is
that you have to do it whilst you are providing health services and care services to everyone, so
it has got to be done in a planned way, it has got to be done in a thoughtful way and it has got to
be done with a level of care because the consequences of breaking the health and care system
are unthinkable.
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Q189. Mr Cretney: Thank you. Can you tell us why there are no hospital service delivery plans
for 2017-18?
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Mr Quinn: I would say that was not through design, if I am perfectly honest. I suppose it is a
little bit like what you referred to when Mr Couch said about having a strategy and not having an
implementation plan.
What I want to move us away from is putting documents in the way of things happening.
Often what people focus on is producing the paper and they do not become living, breathing,
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working documents. So, certainly going into the new financial year we will be having, as you
have described, implementation plans that will be measurable. Our performance monitoring will
be against those plans. They will not be shelved and put away to gather dust and a tick box
exercise completed on an annual basis. I think they have to be living, working and meaningful
and I suppose from my perspective I did not believe that is what was being delivered at that
point in time and nor did I want people to use time, energy and resource in pulling together an
updated version of a document that again would be put back in the cupboard and gather dust.
Mr Cretney: Thank you.
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Q190. The Chairman: Can I just follow up on that, then: how then are you driving that
change? If this document is not the driver for it, what is now the driver for it? What is it that you
would point us to, to look at and say this is how we know we are actually transforming,
changing, heading off in the right direction?
Mr Quinn: I think we look at a number of metrics, as we alluded to earlier on, that we are
measuring on a weekly or monthly basis and we can describe behind what is driving those
changes as an organisation. It is a bit like painting the Forth Road Bridge: where do you start,
where do you finish, and how do you know you have ever finished? There are lots of competing
demands and it is about how one prioritises in terms of delivery against those competing
demands.
I think at this moment in time if you were to ask me how were we doing and against what, I
would have to prepare you a report to describe what we were doing; I would not be able to
refer you back to a document. But going forward, in 2018-19 it will be very much around a
detailed implementation plan against our key priorities with measurable milestones.
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Q191. The Chairman: So at the moment you do not have anything that is operating off
measurable milestones? That is, I think, what the implementation plan was designed to do, to
give you those staged progress markers. At the moment you have got some metrics over here,
but it is does not cover the whole strategy. Is that fair to say is where you stand at the moment?
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Mr Quinn: In fairness, I think an organisation … So much of the business we need to be
improving and it is about the building blocks for that improvement, where does one start, and I
think we have looked at those key priorities that we know are going to make a difference to
patients first and foremost. So, if I go back to the example around cancer performance, we
monitor that weekly – we can tell you exactly what our performance is and when it was. Our
A&E performance similarly so. It is about the key touch points within the organisation.
The other area that we do monitor weekly is our waiting times, but again it is a starting point
where perhaps we are not comparing … It is apples and pears, because if you look at how
waiting times across are managed and are measured it is very different to how they
are managed and measured here on the Island, yet from a Programme for Government
perspective – and I suppose that is what is driving some of our key metrics at this moment in
time – there are expected outputs from the hospital in terms of our performance against the
Programme for Government.
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Q192. Mr Cretney: Who is accountable for service delivery and how are people held
accountable?
Mr Quinn: Well, ultimately, in terms of accountability for the hospital it is myself, but I am
holding people accountable within the hospital, so each clinician is individually held accountable
for the role that they play within the delivery of the hospital.
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You will appreciate many of our services are singlehanded practitioner led, so even with
anonymised data it is very easy to identify and understand where your key challenges may be. I
think the conversations that we have at hospital are extremely robust in terms of our
acceptability around performance, and indeed I do not sit here comfortably on the basis that our
performance could be better – it absolutely can be better and it should be better, and it will be
better.
Q193. Mr Cretney: One of the things you have spoken of before and I heard you say in
relation to single person led services is the ability for them to keep themselves up to date in
terms of the latest things going on in that particular area. How are you doing in that regard?
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Mr Quinn: There are a couple of ways. This year already we have undertaken a small number
of peer reviews, so we are bringing people from outside to the Island to come and review … You
cannot have the Police policing the Police, so I think having … At the same time, we need to have
a credible body that can come in that people cannot dispute – for instance, the Royal Colleges.
So we have had a review of breast services undertaken by the Royal College of Surgeons, we
have had a review of colorectal surgery undertaken by the Royal College of Surgeons and we
have had a review of the rheumatology service undertaken by the British Rheumatology Society
and I think what we would like to have is a programme of peer review happening across the
organisation. I think external monitoring but monitoring through peers is certainly a healthy way
to go forward and is something that is expected across.
Q194. Mr Cretney: The other aspect to that is with single practitioners in terms of leave and
coverage of leave and the expense of that – is there anything you can do to help in terms of the
costs there?
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Mr Quinn: Yes, absolutely. I started off earlier on to say when I first came to post I was
Divisional Manager for Medicine. A number of specialties are encompassed within that division;
each one of them is single-handed consultant led. A consultant is entitled through their contract
not to be here for 10 weeks a year through annual leave and study, but we have to continue to
provide a service, so if you are the only cardiologist on the Island we have to continue to provide
a cardiology service. That can be an extremely expensive thing to backfill and we do have to
backfill it with an expensive locum. What we also have within the organisation is the added
challenge of our middle grade doctor level, where we have our greatest number of vacancies
and hardest to recruit to posts. We have to have that middle grade to support the delivery of the
hospital, and of course to achieve that we have to expend a considerable amount again on
locums.
So we have done the calculations and the decision that we have taken, and I think it
addresses a number of points – one, it is much more cost efficient to do this … We are
converting part of that expenditure to create additional consultant posts, so we are currently
out to advert for 10 consultants. A small number of those are replacements for people who have
already moved on from the organisation but the larger number are additional posts over and
above what we currently have. So, all being well and we make successful appointments, we will
have two cardiologists, two gastroenterologists, two respiratory physicians and two
geriatricians. I think what that does is it brings into play some inbuilt peer review. It allows us to
provide inbuilt cross, so you remove the additional cost when somebody is not on leave. You
cannot allow your two cardiologists not to be in the hospital – one has to cover the other. I think
the approach that we have taken there so far has demonstrated extremely positive results in
terms of the expressions of interest that we have. This week we are interviewing, for instance,
for a new breast surgeon; we have four shortlisted candidates. We are recruiting to a second
ENT surgeon; we have three shortlisted candidates. And despite what some people may think or
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say, we are attracting and starting to attract some very positive, fresher, newer clinicians to the
Island and that can only be a good thing.
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Q195. Mr Cretney: Thank you. I am reminded that I am straying into staff matters, which we
really should not do at this stage, but I think that information is very helpful.
Mr Quinn, in evidence on 9th November the Chief Executive mentioned that a step-up stepdown facility at Ramsey Cottage Hospital was proposed. This plan was announced publicly on
2nd November alongside the related closure of Ward 5. Is this part of the integrated care
strategy and can you explain the work that occurred in the intervening three and a half weeks to
move from proposal to a published plan?
Mr Quinn: There are a number of strands coming together to deliver that particular initiative.
Some of it is clearly around delivering integrated care. It helps address inappropriate referral or
admission to acute hospital. It is about ensuring that we operate the Noble’s bed base is an
acute hospital bed base, that we have a number of stranded patients in the hospital currently.
These are patients who do not need to be in an acute hospital bed but do require some ongoing
care, and that could be better provided in an intermediate step-down facility such as we are
proposing at Ramsey.
Often we are faced with a number of frail elderly patients being referred to the hospital from
nursing homes and we believe by bringing in, as part of the overall scheme, a second geriatrician
who will be community based, that will help support those decision-makers in the community –
GPs, nursing homes – to help maintain patients in what would be and is their usual place of
residence. We have a number of patients being referred to us from nursing homes, for instance,
for end-of-life care, and if we can support those patients to stay in their own homes with the
appropriate support and clinical intervention, that is what we should be striving to deliver.
We also have the added challenge around our workforce, so our staffing of the hospital, and I
initiated earlier this year a staffing review of our nursing workforce across Noble’s which, when
you use a number of tools, safer staffing tools for instance – that is not to say we are unsafe, but
to get us to staffing levels – we would have required £700,000 worth of investment to achieve
that. Had we put a bid in for £700,000 and been successful, in my view all it would have done
would have been to have left us with a funded vacancy factor, because we are already sitting
with a funded vacancy and the danger if you have a funded vacancy factor is you backfill it but
you backfill it with expensive agency, so one nurse vacancy costs you the price of two to fill it. I
can assure you what would have happened is we would have expended the £700,000 times two
and therefore further deteriorated our financial position. So, rather than ask for £700,000 of
investment, I asked for an exercise to be completed as to how many beds therefore, applying
the safer staffing tool, could we safely manage within Noble’s, within our existing workforce,
and that resulted in us requiring 20 beds less, which is the equivalent of one ward – in fact, 21
beds less, the equivalent of one ward. The plan that we have for Ramsey will re-provide for 10 of
those beds.
In addition to that, I have initiated a piece of work which is about introducing what we call
the ‘safer discharge bundle’ across Noble’s, and that will help improve flow across the hospital
so we have beds at the right time in the right place to manage front door demand – by front
door I mean A&E. But also when you look at how we benchmark against the UK in terms of our
average length of stay, for our non-stranded patients – those are our non-complex patients –
our average length of stay across the hospital is two days greater that you would expect in the
UK and I believe through the safer discharge bundle we can reduce our average length of stay.
Across medicine beds alone, based on last year, if we were to achieve that reduction in length of
stay we would save over 4,000 bed nights: that is 10 beds. So, when we do the maths and we
look at the 10 beds – in fact it is 11 beds – when we do the 10 beds that we can re-provide safely
at Ramsey plus the 11 beds that we achieve through reduction in length of stay, that is a reprovision of 21, so the net impact in terms of bed capacity in effect is zero. And then the added
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benefit is that the re-provision of Ward 5 … and I have not used the word ‘closure’ because we
are not locking it up; with are going to re-provide Ward 5 and that is going to become the
chemotherapy day facility. Again, that is about ensuring that we provide safer care to patients
undergoing chemotherapy at the hospital, because that is currently provided in a facility that is
slightly remote from the main hospital and if you have an acute episode you need immediate
attention from a doctor and that should be on site.
Q196. Mr Cretney: Good, thank you.
Perhaps, Mr Catlow, the step-up, step-down facility plan is linked to the closure of – (The
Chairman: Re-provisioning.) I should not say the ‘closure’ of – Ward 5 and redeployment of staff
to fill vacancies elsewhere. Can you explain what the cost benefits will be?
Mr Catlow: Sorry, Mr Cretney, the cost benefits of the …?
Mr Cretney: Of what has just been described by Mr Quinn.
Mr Catlow: I think the anticipated cost savings were around –
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Mr Quinn: For now, say £722,000. I think net benefit is just under £½ million.
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Mr Catlow: Yes, I think somewhere between £400,000 and £500,000. That is the anticipated
saving. Obviously, until we actually implement and we have got chance to review afterwards, we
will not know exactly what the benefits will be, but certainly those are the planning assumptions
that we have used.
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Q197. Mr Cretney: I will have to get used to using language other than ‘closure’.
Can you give us an update on the use of the new facility at Salisbury Street: is this helping to
ease pressure on beds at Noble’s?
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Mr Quinn: I think any additional capacity in the system will help reduce beds. I cannot give
you any concrete numbers, I think it is still early days, but certainly any additional capacity in the
community, providing patients meet criteria for referral and admission, then undoubtedly yes,
that will support us.
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Mr Catlow: And I think again that is in line with our strategy. One of key enablers of our
strategy is to build capacity in the community and one of the barriers to the implementation of
strategy is our lack of capacity or a lack of capacity to implement strategy into the community,
so things like Salisbury Street – and especially at Salisbury Street there are a number of beds
there that will accept people at benefit rate. Any opening of these facilities is helpful to the
implementation strategy and helpful to the general health and care economy.
Q198. Mr Cretney: I think Mr Couch at a previous … I think it was the Social Affairs Policy
Review Committee, said … and it was the previous Minister, I think. They were talking about nine
such units Island … I think it was nine. So there is going to be a need for such units into the
future with the age demographic and stuff.
Mr Catlow: Very much one of the big challenges for us is to build capacity into the system for
the demographic changes they are projecting.
Q199. Mr Cretney: Okay. You have been very detailed in terms of the reorganisation. Are
there any other plans you have for reorganising hospital services, including in Ramsey, in the
next year that you have not described to us so far?
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Mr Quinn: There are no immediate plans that we have not shared with you. What I did allude
to is that we need to modernise and therefore I would expect there will be further changes that
are likely to come about in the future, but it is probably too early to understand.
One of the things that we have done, though, at Ramsey – just so that you are aware – is with
immediate effect the senior management team that is based at Noble’s Hospital is also now the
senior management team that is responsible for looking after Ramsey and we have a senior
manager based at Ramsey on a daily basis. By doing that, what I wanted to do was to ensure
that we got a balance of skill introduced to the hospital and to help with Ramsey’s rebirth
almost, because I think it is going to be quite exciting the type of things that we will be looking
to do at Ramsey going forward.
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Mr Cretney: Thank you very much.
Q200. Mr Crookall: Just for clarification, you said there is a member of the senior
management team there every day: is that the same person, or is that …?
715

720

Mr Quinn: No, it is a different … We have rotated. There are five of us who participate in that
roster. We can be based at either site – we are all linked from a comms point of view, so I think
that it supports the team at Ramsey to ensure that they have got clear leadership there, but also
it informs our thinking around how we get the two hospitals to think and behave in
partnership – as I call it, the ‘family of hospitals’ here on the Island now.
Q201. The Chairman: You said that there are no plans to significantly reorganise hospital
services in the next year: do you have any plans to provide new services in the next 12 months?
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Mr Quinn: Part of the thinking is very much around … I think we have to, and we are, and we
have started our discussions and thinking around what is it we absolutely must be delivering
here on Island, and I think until you have asked those fundamental questions it is difficult to
answer your question about new services, because certainly it is in our interest to repatriate
activity and there are opportunities for us to bring activity back to the Island from across. We
have capability in the acute hospital to deliver that; it is about increasing the capacity to ensure
that we have got the workforce and the slots to deliver that activity. So diagnostic activity that is
going across to Liverpool, for instance, should stay on Island.
Q202. The Chairman: I would certainly take the point and I think the question I am asking is –
obviously, but we are paying for that one way or another, whether it is being done there or
here – are there services that we are not currently financing that will be provided in the next
12 months?
Mr Quinn: I would not say there is anything that we are not financing that we should be
providing. There may well be services that we would say we do less of, but I would say we have
to ensure, going back to the safety perspective, that whatever we deliver here on Island we
deliver safely and well and to the best of our ability and that we support patients who are
needing to be treated off Island to ensure that they are accessing safe treatment also.
Q203. The Chairman: Yes, I think the example I would use is the Minister had talked about
the stroke thrombolysis service, that she anticipated being able to redirect some of the money
from the prescription charge into that service, which is not one that is provided now out of
hours, and so it was a case of is that something that is now not going to happen?
Mr Catlow: No, it is.
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Mr Quinn: It is. Stroke thrombolysis, I would not –
Q204. The Chairman: Out of hours stroke thrombolysis?
755

Mr Quinn: Yes, it is not a new service; it is about extending the access to stroke thrombolysis
24/7. At this moment in time, if somebody presented into the emergency department between
nine and five Monday to Friday and they need to be thrombolised, they will be thrombolised;
outside of those hours it does not happen.
760

Q205. The Chairman: Okay, well, maybe I have worded my question wrongly: are there any
other areas of expansion of service that you have got planned for the next 12 months that you
currently do not have budget for?
765

Mr Quinn: Well, again, I think first and foremost it is around repatriation of activity and how
we can utilise some of that expenditure to reinvest in the hospital, and I think that in itself, the
repatriation, will bring efficiency as well. So it is not like-for-like expenditure; it is a more
efficient way of using it.
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Q206. The Chairman: No, it is not, but it is stuff that we are doing and pushing for it now.
What I am talking about is an expansion of service.
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Mr Catlow: Yes, I think there are some services which the Department wishes to expand or
improve services in. My concern is that obviously anything to do with any budget next year we
cannot discuss, but there are services which the Department is considering or wishes to improve
or wishes to examine the resources for, and that will be subject to any resourcing which comes
as part of the Budget process.
Q207. The Chairman: So basically there will not be any more expansions of services without a
specific approval of a budget bid through the budgetary process with Treasury?
Mr Catlow: There are a number of ways. Obviously, as part of the budget process the
Department will … anything seeking to expand or seeking new resources will bid as part of the
budget process and then that goes into the normal process of the Government allocation of
public resource.
The other way we could do this is to become more efficient in our current use of our
resource within the resource envelope the Department has got at the moment. We are in the
middle of looking at our ophthalmology service and the level of resource into ophthalmology. If
we can re-engineer our ophthalmology services to benchmark more on a cost per thousand
against say the UK, then that releases a resource to be invested in new services which perhaps
we can do to the benefit of the Island.
So it is about not just going for new resource. Mike and I are both aware that we have to
demonstrate that the resource we have got at the moment is well used. It is not just going for
new resource; it is trying to use the resource we have got better and trying to free up efficiency
so we can reinvest that resource. I am probably not … Am I answering your question?
Q208. The Chairman: I think so, yes. You are certainly heading off in the right direction, I
think, but I am perhaps seeking assurances that the age-old trap that the Department has fallen
into year after year of expanding or engaging in new services with hypothecated savings from
other projects before they have actually sorted out the core business of what the Department
should and should not be doing is not going to happen anymore – I suppose is the reassurance
that I seek.
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Mr Catlow: I think there is a very robust process to have a look at both the Department’s
finances but also any new request resource. I think the new service equals new resource
argument, which perhaps had become a standard argument –
Q209. The Chairman: It was that the hypothecated savings were just as annoying.
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Mr Catlow: Yes. I think there is a change to the Department and the Department’s approach
to that.
The Chairman: We will discuss the budgeting system a bit more later on, but at this stage …
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Mr Cretney: No, my question was about the stroke.
The Chairman: Mr Crookall, then.
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Q210. Mr Crookall: Okay, thank you. If we move on to just looking at integrated care, in
evidence the Minister was asked whether there was a target operating model for integrated
care and she advised that the Deputy Chief Executive is leading that work stream.
If I can start with Mr Quinn first, what input have you had into that, but also in your previous
roles what evidence have you seen in relation to success of an integrated care model, and do
you think it can work here on the Island?
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Mr Quinn: It sounds a fairly simple question but it is a very complex one to answer. I think
there are often models in the UK that are cited as this is how integration should work. One of
those models was the Isle of Wight. I have first-hand experience of working in Portsmouth
Hospitals, which is a close neighbour to the Isle of Wight so we were very mindful of what was
happening in that particular trust. It was also cited as one of the first vanguard trusts in NHS
England.
Integration – we have to be careful it is not just a way of describing something, because it
does require a certain mind set and major culture change – should be around us following the
patient, not the patient following us; and therefore the patient, if it is successful, should see an
extremely seamless set of services, or seamless service, provided to them, and where that care
is provided is determined based on their respective need at that moment in time.
I think the other thing that it would require is a single budget, because if you are competing
in an integrated model somebody will always come out on top, and the true essence of
integration is about the patient at the centre first and foremost and not the services that sit
around the patient.
So, in answer to your question have I seen a successful model, no is the answer. I think it is a
philosophy which is well thought through, it is a philosophy which people consider easy to
adopt. I think the reality is that making it a reality is extremely difficult until you start to break
down some of the professional boundaries that exist. Here on a small Island you would expect
possibly it is easier to deliver integrated healthcare; I would say because we are a small Island it
will make it more difficult, simply because of those professional boundaries that currently exist.
It requires a lot of trust and a lot of belief and joined-up working. We are starting to see, for
instance, how the hospital works with primary care is starting to change. We need to trust each
other in a very different way. How the hospital and primary care work with community, again we
are starting to see some evidence of that happening in a different way, and how we, all of us,
work with our partners in Social Care, for instance. Again, it is about ensuring that we have faith
in each other to deliver what we say we are going to deliver – that the patient stays firmly in the
middle of it all, or the service user.
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Q211. Mr Crookall: It sounds like there is a lot of trust needed and teamwork needed, and a
change in mind set.
Mr Quinn: The philosophy of it is that it is a foundation based on trust, yes.
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Mr Catlow: Mike obviously has far more experience of integrated healthcare systems than I
have – my background is not health. However, talking to some colleagues, I think clearly the
model makes sense if it can be delivered.
I think there is a warning, or possibly a rider that should be carried that I do not think this is
necessarily a cheaper model; I think this is more a case of trying to provide the right care in the
right place at the right time. So, whilst I think there is a separation, I do not think integrated care
should be seen as a panacea to the Department’s financial challenge, I think it should be seen as
providing a better healthcare model, and if we can separate those two … and possibly providing
a better healthcare model might provide benefits to the financial difficulties we face, but it is not
a route to a cheaper healthcare system necessarily, I believe.
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Q212. Mr Crookall: Okay, so can I ask then, are we in the right place to build a model on trust
or is it going to take some time to get there first, bearing in mind where we are at the moment
and all the work that is going on, the change that is going on within the hospital?
875

Mr Quinn: I am an optimist. I believe with the right people around the table … I think trust
takes time but I think we need to evidence and we need to demonstrate … There will be small
examples of how we build that trust up, it is not going to happen overnight, but I would not
want us not to attempt that integration on the basis that we think that culturally it is not doable;
I think generally it is.
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Mr Catlow: I would agree with Mr Quinn. I am optimistic about implementation of the
system. I think the Department has some very good people with the right intentions and a desire
to make this work, and I am optimistic.
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Q213. Mr Crookall: Okay, and bearing in mind the answers you have just both given, is there
a timeline for this? And I doubt you have got an answer to this yet, Mr Catlow, but any savings to
be made on this that you know about yet?
Mr Catlow: I do not think this should be viewed as a savings programme. Again, I think as
Mike has said, I am not sure there is a working model in existence. I think we have found a
number of comparators or healthcare economies in the UK which are working towards this, but I
do not think this should be viewed as a savings model. I think this should be viewed as trying to
provide the right healthcare system for the Isle of Man to make it easier for the people of the
Isle of Man to access health and social care.
In terms of timeframe, I do not have a timeframe, but the plan is a five-year plan, so … and
we …
Q214. The Chairman: Given that you said that there is no financial staffing model, really, that
has been implemented out there, is this really something that should consume so much of your
time developing this from scratch when you have got so many other issues to face as well – and
if it is not a money-saving plan?
Mr Catlow: I think the answer to that is that I think the Department of Health and Social Care
is to provide the right service to the people of the Isle of Man. Clearly, we have financial
challenges. It dominates my thoughts, I think as you would probably expect; it dominates Mike’s
thoughts as well because he is the man who is most under pressure with his budget. What
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would be entirely wrong is if we allow those thoughts and that process to overcome or
overpower the need to try to make changes to improve the healthcare system of the Isle of
Man.
I think we need to do two things at the same time and it goes back to my comments earlier
about the difficulty of changing the model whilst you are trying to operate a healthcare system
at the same time. Perhaps it is another level as well, because we are not just trying to operate a
steady state healthcare system, we are trying to change the model whilst making significant
changes and significant efficiencies in the current model as well. But that is the challenge we
face and it is one of the challenges why I moved into the Department.
Mr Quinn: I would say from a hospital perspective we are a contributor to the integrated
healthcare agenda, but what it will act as and what it does serve to act as is a catalyst for change
within the hospital as well, because again my observation – and it will not just be my
observation – is that we work within silos, and even within the acute hospital we work in silos
that can sometimes result in things slowing down; and if things slow down, the impact that has
on patients can be dramatic. So I would suggest it is acting as a facilitation for us to do things
differently within the hospital first and foremost, and it is about how we then contribute to the
overall integrated agenda as a key stakeholder.
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The Chairman: Mr Cretney.
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Q215. Mr Cretney: Yes, I just wonder would you agree with the statement that we should
learn from history and that some years ago it was decided in the UK, and to a more limited
extent here, that mental health services would consist of ordinary people in ordinary streets,
which was a good philosophy but it needed to be funded and it was not ever going to be
something that saved money, so what you are describing now is not exactly the same and that
we need to recognise that it is not necessarily cheaper but it is the right thing for the patients.
Mr Quinn: Yes, and I would suggest it is not a cheap alternative but it is about delivering a
quality service that is responsive to the needs of individuals.
Q216. Mr Crookall: Can we just move on to strategic commissioning, which was mentioned in
the financial sustainability briefing: what does it mean and how does it work?
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Mr Catlow: The Director of Commissioning reports within my division. I think is important … I
suppose I should clarify. I talk about commissioning and I think a lot of people talk about it as
just managing contracts. Strategic commissioning is far more than that. It is about determining
what the needs of the population are, it is about determining what an appropriate … what it is
providing and how it is provided to what level and what quality, determining an appropriate
financial envelope using external benchmarks, for example, and then working out how on Island
we provide that. That could be provided by Mike’s services at the hospital, it could be provided
by services outside the hospital and we could decide to buy in external services. It is about the
whole pathway from determining a needs analysis to working out how we meet that needs
analysis in an effective financial way, to actually commissioning those services and then
monitoring the delivery of those services against our original commissioning intentions. Does
that answer your question?
Q217. Mr Crookall: Thank you.
How confident are you that the management information you now have is of sufficient
quality to allow you to make informed decisions on what services need to be commissioned and
what they should cost?
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Mr Catlow: I think Dr Couch at the last meeting of the Committee said that the information
available to the Department had been … I do not know whether he used ‘patchy’; I will use the
word ‘patchy’ for you. Information has been produced by the Department. There is reams and
reams of information that is produced by the Department but in the past it tended to be
information produced because the information was available, not really with a need. As we have
moved … and Mike has arrived with significant experience of the operations of NHS England, we
have got some very … if I use the words ‘commercially astute managers’ it is probably in the
wrong setting, but hopefully Committee members will all understand that these people are
aware of the challenges and the value of information.
We have very much started to try to target the information that is available, improve the
information. Mike has mentioned he has got a performance manager who is in place in Noble’s. I
think the difficulty that we have had in the past is that … Sorry, if I go to the improvements – and
I am sure you will correct me here, Mike – NHS England, for example, information standards are
a lot more developed than ours. The reason for that is that information is used to drive
commissioning intentions and is used, in effect, as a currency, it is used to substantiate billing
and invoicing. So it is important you get the information right, it is important that that
information is provided accurately. We have never had that driver here on the Isle of Man. I am
not suggesting we will develop an internal market, but what we are getting is we realise that we
need to start developing our information systems from where we were to somewhere where
the NHS England is now.
So that is a long, roundabout way of saying I think at the moment our information is not
where it needs to be, I think we have made big strides in our coding of medical information and
our information analysis teams, but I think there is still some way to go.
Q218. Mr Crookall: Just on essential services now: Mr Quinn, in considering essential
services, how different is Noble’s to a smaller UK hospital?

985

990

Mr Quinn: Well, it is different in terms of size because the NHS across has developed into
NHS trusts and foundations, some of them foundation, but they will have consumed a number
of small hospitals. I have never worked in a hospital as small as Noble’s, so therefore it is a very
different entity.
In terms of essential services, they each require the same level of essential service as each
other; it is just that you may get economies of scale based on the size of the operation. I have
come from a thousand-bedded hospital into a hospital with 300 beds, but it has similar
competing demands and its requirements to be supported are as great as a large teaching
hospital in the UK.

995

Q219. Mr Crookall: Thank you.
In evidence, the Minister referred to a task and finish group looking at where acute care
would be provided on or off Island. What input do you both have into that? I know we touched
on that briefly before, but just what input have you had into that?
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Mr Quinn: I am an active member of that group; I was one of the initiators of it. I think it is a
fundamental question we have to ask: what is it that we are required to provide here on the
Island, first and foremost? Without the detailed output of work of that group we have to
respond and provide an emergency service, so we have to deliver babies, we have to provide an
A&E department and we have to have adequate diagnostic information at our disposal.
When you look then at the core things, core services, that you are required to provide to
keep it safe, we then start to bolt on what are those other things that we absolutely must and
need to provide locally, and I think there are things that we are currently providing that, because
of economies of scale, we perhaps in the future will not, but we need to give access to services.
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If you look at models that exist across, where certain services have developed around
networks, we need to be echoing those sorts of models. An example of that would be vascular
services. In the UK they are very much designed around geographical networks, whereas here on
the Island you will not have the volume to sustain yourself as a unilateral network member. So it
requires some difficult discussions and some difficult decisions going forward.
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Q220. Mr Crookall: They are being had at the moment?
Mr Quinn: They are being had, yes.
1020
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Mr Catlow: To answer your question, Mr Crookall, the task and finish group is a Noble’s
group. It is not something that I have been involved with so far, but obviously I would expect
myself or members of my Finance team to be involved if and when resource allocation or
finances need analysing.
Mr Crookall: Thank you.
Q221. The Chairman: We turn now to financial sustainability and budgeting, and I suppose
the obvious question is: will you come in on budget this year?
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Mr Catlow: As a Department or the hospital?
The Chairman: Both, please.
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Mr Catlow: Okay. I think the Minister and Dr Couch mentioned last time that the outlook is
looking very difficult for us. I think at the moment we have a range of forecasts working from the
October management accounts.
As a Department, I think our central forecast is somewhere between £7 million and
£8.5 million overspent. Obviously, we have a demand-led service. That is only working on month
seven out of 12 and we have still got to go through the winter, so there are a range of risks to
that and opportunities to that forecast which will spread the range. So the range could be less
than that and the range could be more than that, but as a Department that is the central
forecast at the moment.
The hospital: I think the management accounts – and hopefully the management accounts
have been circulated to you. I think the current forecast is – I am just trying to find it – about
£10 million over budget. Again, these are central forecasts, so there is a large range of
possibilities because we are still quite a way out from year end, I am afraid, but the current yearend forecast centrally is around £10.2 million to just over £11 million, depending on a range of
forecasts.
Q222. The Chairman: So, really you are still very much swimming uphill?
Mr Catlow: The Department really still faces extreme financial challenge, yes.
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Q223. The Chairman: And it would appear that for all the work that is going on, you are
standing still at an £11 million overspend, despite the fact that in the Budget speech in February
it was said that you needed an extra £21 million, you were given £11 million, you needed to save
£10 million, and actually you are really only still standing still.
Mr Catlow: Well, I think a lot of progress has been made and I think it is the Department
numbers, really, that we need to consider. There is lots of progress been made. I think the plans
that we were looking for the budget for this year were set in late July or August 2016 and I think
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obviously when you are looking at a plan which is going to save 8% to 10% of your net
expenditure at the hospital that is a big challenge and I think you need a lot of things to go your
way.
I think this year we have found that it is been harder than I think I anticipated – I will let Mike
tell you himself – to actually deliver the savings against the background of change and the
background of challenge that happens at Noble’s Hospital all the time. I have stressed it is a
demand-led service. The costs for healthcare are constantly rising and it would not be unusual,
for example, for an episode of care to be in the six-figure range, so trying to deliver that level of
saving against the level of change and term in the hospital is a tougher challenge than I think I
certainly envisaged. I will let Mike talk for himself.
Mr Quinn: I alluded to it before. If you look at overall financial position, 80% of our
overspend relates to pay. That is largely due to our expensive locum bill, but we have plans now
in place where we would expect to see recovery of that going into the new financial year. There
has been about £2½ million of unplanned cost pressures in the year – and I can illustrate some
of those so you can understand the fragility, I suppose, of the health economy here on the
Island.
The middle grade doctors I alluded to earlier on would be, in the old money, the equivalent
of a registrar doctor. The junior doctors that sit below those are doctors that are still going
through training and are supplied to us through the Deanery. Across medicine, the compliant
rota in medicine requires nine what we call CMTs. These are doctors who are in continuing
medical training. We do not know until just before August what our allocation from Deanery is
going to be. They would normally provide us with seven out of the nine and we as a hospital
fund the other two. Of the seven, they provided us with one and that is because the doctors …
before you get to CMT training you are in your foundation training, and the Deanery across –
across the whole of England, but more noticeably the Deanery that provides us with doctors …
60% of foundation doctors are not immediately continuing with their training, so the numbers of
baby doctors, so to speak, that there are to allocate out has reduced. For many of those doctors
there was a degree of uncertainty around the impact coming to the Isle of Man may have had on
their visa status, and even though we were able to reassure them around that, they had already
been allocated into other hospitals in the UK. That has resulted in a cost pressure because we
have had to fill that roster with locums. Almost for every one step forward it is two steps back.
Because we have single doctor practices, again it only takes one of those doctors to go off on
unplanned sick leave for a period of time and we have to cover the cost of that.
The drugs bill equally – if you are looking at our high-cost drugs expenditure, because of
some changes in the rules around cancer drugs we have seen a significant increase.
Looking at the numbers, if you look at our forecast outturn for this year compared to outturn
last year, it is not too dissimilar.

1100

Q224. The Chairman: Are you talking about the hospital specifically or the Department as a
whole?
Mr Quinn: The hospital.
1105

Mr Catlow: Yes, and I think, just to illustrate some of Mike’s points, I have some figures here
on recruitment and –

1110

Q225. The Chairman: If we could perhaps just hold off on that. I know that staffing is one of
your biggest challenges and that is why we are going to deal with it as a separate section of our
inquiry. We know it has got so many angles to it and we could spend a day on it, and we would
like to probably make sure that we use that day wisely with you.
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But for now, just in terms of the budgeting process, if we can focus on that, I am very
conscious that the budget process that you have got and the amount that is in it is very much
inherited. Are we saying that actually you are still £11 million under budgeted, or is it the fact
that you think that it is just a matter of changing the way that we work and the budget is
realistic?
Mr Catlow: I think that is a very difficult question. I think – and, Mike, I think you are on
record as saying this – we both believe that there is enough budget there if we could recruit to
all posts, and I have said that is a big ‘if’ because we have been unable to recruit to all posts in
the past. So the question then becomes …
Sorry, the other thing is that I think Mike and I would accept that the hospital does not
operate as efficiently as it should do. I think that is not unusual. I think a lot of operations have
efficiency gains to take. So it is a difficult question to say whether we are under budget. I think it
is probably a bit of both. I think there are probably some extra resources needed, certainly at
the time when the Department is in this middle of this transformative change into a new,
different type of healthcare model, but I also think that the Department, the Treasury, the
Committee and members of the public should expect the hospital to prove that it is offering
value for money and the hospital needs to demonstrate that it is able to offer value-for-money
services and to offer its services efficiently and effectively.
Q226. The Chairman: Do you think that the current way that Government puts budgets
together is fit for purpose? Certainly for your purpose?
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Mr Catlow: I suppose my experience – and this is not just within the public sector, it is within
the private sector as well – is that any large organisation faces a challenge with its budgetsetting process. A lot of that is to do with timing, actually. I reckon with the time in advance to
put the budget … Again, I mentioned that the cost improvement plan that we are working on or
looking at now was actually put together in July 2016 and a lot can happen in between the plan
and actually hitting the ground. In some ways that is almost inevitable, because there needs to
be a time to consolidate up and then to look at the competing priorities and to make decisions
before the budget process goes to Tynwald. I completely understand that. I think that Treasury
are aware of, or are looking at the budget process at the moment. I think in terms of resource
allocation it is probably a normal process that we go through, which is to put for bids and then a
decision of prioritisation. Whether the budget is an appropriate benchmark for the Department
is another question.
Q227. The Chairman: Well, then, let me ask it in another way: from your perspective as the
Finance Director, do you think it hampers your long-term ability to plan or your short-term
ability to be flexible, the way that we budget at the moment?
Mr Catlow: I think the allocation of budgets down to individual heads is perhaps not going to
be helpful moving forward to put integrated care together. Mike talks about we really need to
move to a budget where it follows the patient, and in the current system of budgets per
divisional head that is going to be difficult to manage with viring things around.
Ability to plan short term: no, it does not really affect my ability to plan short term. There has
to be a resource envelope, there has to be a benchmark set for the financial envelope set for the
Department and it is up to the management of the Department to make plans to deliver the
services within that resource envelope.
In the long term I think what is missing is possibly a wider look at what the need of the
healthcare system is and the shape of the care system and perhaps a look at what the
healthcare system needs to look like and how that is going to pan out in terms of its cost. I think
we have not got that at the moment.
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Q228. The Chairman: The financial sustainability briefing highlights a number of potential
savings and you have said that you recognise that a lot of those are harder to deliver than you
anticipated. Are there costed plans with timescales in order to drive you forward to your perfect
end state?
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Mr Catlow: Yes, absolutely. I mentioned that the cost improvement plan that is being
reported against now was put together in June.
The Chairman: Sorry, can you say that again, please?
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Mr Catlow: The cost improvement plan that we are reporting on at the moment and was
used to put the budget together for this year was put together in June/July 2016. I think it has
probably gone through a number of revisions now. We realise that making the savings in staffing
is going to be far more difficult than we are going to achieve, so we are developing plans on a
month by month basis to try to find ways to deliver efficiencies, if we are not going to come
within budget, to come as close to budget as we possibly can whilst protecting the overall
healthcare system of the Isle of Man.
Q229. The Chairman: So, in terms of the savings plans, do they drop down into divisional
layers and does the accountability for those flow along with the timescales as well?
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Mr Catlow: The original cost improvement plan was filtered and taken directly into the
budget, so in terms of management of individual budget holders against the cost improvement
plan, that is done through the budget review process. Any additional cost improvement plans,
the executive leadership team and the political Members are meeting on a regular basis with the
Minister to consider any and all ideas at the moment to deliver additional improvements or
efficiencies. But the original cost improvement plan was built directly into the budget for this
year, so all budget holders know exactly where they are up to against their plan.
Q230. The Chairman: I think it has been said in the financial sustainability paper that in
future the ambition is to measure intended spending more precisely against specific achievable
objectives. How is that going? And how is spending reported on and monitored within the
Department, and whether you really feel that collectively you have a grip on that?
Mr Catlow: I think the management accounts, within certainly Noble’s, are on a par with
management accounts I have seen anywhere else within both the public sector and the private
sector. They are prepared, so far as I am able, on a UK GAAP compliant basis on a monthly basis
and there is a monthly review of those management accounts both at Noble’s and at
departmental level with the LT with Mike. So I think in terms of the management accounts I am
absolutely fine with that.
Are you referring to the programme budgeting initiative there, Mr Chairman? Yes, the
programme budgeting initiative is … I mentioned that budgets have a number of roles. You have
an allocation of resource function and you have a benchmarking function.
Q231. The Chairman: Tying the cash to the outcomes.
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Mr Catlow: Absolutely, and the benchmarking function is really where we are trying to move
to with programme budgeting. Programme budgeting is an initiative which is … well, it is in NHS
England, I am not sure where else it is, but looking at a type of procedure type of clinical
pathway, it looks at how much on average is spent per head of population – it is actually
£400,000 per head of population to deliver services within that pathway – and you can use it as
a benchmark.
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We have completed a programme budget in ophthalmology. We are looking at … I think it is
called endocrine, which is diabetes-related services, at the moment; we are looking at
rheumatology. Our target is to complete three of these this year and the use of that is to set a
shadow budget for next year. So, speaking hypothetically, if we find that we are spending
£4 million on treatment x and the programme budget for treatment x for the UK says on average
it costs £200,000 for our population, we might give Mike a slight Manx factor, say 10% or 20%,
because of the distance of travel or different inflation rates, but we would target Mike with that
budget to deliver the services for that budget for next year and measure him against that
shadow budget. The next step then would be, if it is unable to be achieved, then as a
commissioning basis – I mentioned back into Mr Crookall’s question previously – it would be for
the Department to determine, if Noble’s, or Mike, is unable to achieve that within an
appropriate financial envelope benchmarked against the UK, can we get that achievable through
a different route. So can we commission services in the UK? Can we commission in-reach
services from the UK? That is the use of it. It is more a benchmarking system to ensure that we
can track if we are getting effective and efficient use of our resource benchmarked against
comparators.
Q232. The Chairman: I am conscious of time and I am sure we will talk about benchmarking
again.
The final point I think I want to ask about the budgets and the budgetary planning is about
dealing with inflationary issues. We have seen over the last three years that the drugs bill has
gone up 10% year on year. Is that built into the budget planning? Is that considered by Treasury
a bid for additional resource? How are these sort of things built in and how are you making sure
that you are having those realistic conversations about what your outturn is going to be for next
year, so that we do not continually land ourselves in this continuing loop?
Mr Catlow: I think any increase in budget envelope has to be justified to Treasury. So, if there
is an outlier cost, if there is a clear cost pressure, if we are confident that that cost pressure is as
a result of clinical need and we cannot mitigate it through any change to practice or efficiency,
then we will talk to Treasury about that need for that growth in the resource envelope and then
that is a matter of Treasury and Council of Ministers and ultimately Tynwald deciding whether
that is an appropriate increase in resource.
Q233. The Chairman: That is comparing, then, a whole target operating model, effectively?
Mr Catlow: Yes.
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The Chairman: Yes, okay.
Mr Coleman.
Q234. Mr Coleman: Coming on to an area of planning for change, some of the savings plans
included in the briefing paper involve technology. In respect of one of these, health roster,
which was at section 441, it is noted that the return on investment expected from a £300k
investment is not known but is likely to deliver a significant cost-efficiency opportunity. Why
would the return on investment not be known?
Mr Catlow: Well, that is a good question; it should be. Unless the return on investment is not
financial but in terms of improved service, improved outcomes, improved clinical efficiency, a
return on investment normally is a financial measure. Without knowing the detail of the
business case I cannot comment, but normally a return on investment should, of course, be
known.
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Q235. Mr Coleman: Even if it is not financial.
1270

Mr Catlow: If you can express it in terms, yes.
Q236. Mr Coleman: It should be expressed in those circumstances that it will improve
efficiency and that sort of stuff.
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Mr Catlow: Yes, except for normally return on investment, as I understand it, would be a
percentage return on investment.
Q237. Mr Coleman: Can you describe the change management process used? How does an
idea start? Where does it go to first for viability checking? Just the passage of an idea.
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Mr Quinn: A hospital-generated idea?
Mr Coleman: Yes.
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Mr Quinn: Any member of staff is able to raise an idea, and physically we have suggestion
boxes around the hospital – people can email in, they can come and see me, they can speak to
any manager. If we are working up an idea, then a nominated leader will be identified to
develop that and that will be brought to the Operations Management Team and there will be a
number of iterations through that team before it is escalated through to SMT for consideration.
Nothing would leave the hospital to go to ELT unless we have taken it through that robust
process first and foremost.
I echo David’s comment. An RoI, for instance, is something that we would see as a
fundamental component to any business case for change, whether that is demonstrated
financially or through efficiency, through workforce reduction or through improvement in
productivity output. We would maintain the monitoring of those change processes through the
respective performance reviews of the division that is hosting the change and it would be
reported through to the LT as part of the finance scrutiny report as well on a monthly basis.
Q238. Mr Coleman: You just answered the next question I was going to ask: how do you
monitor these projects? Okay.
Coming on to new legislation and resulting changes, was there a business case for the
proposal for the new National Health and Care Services Act charter and general scheme? I do
know that Francis recommended the charter, so I have answered part of it.
Mr Quinn: I am afraid I cannot comment.
Mr Catlow: I cannot comment.

1310

Q239. Mr Coleman: Okay. The idea of the charter was that that became the ethos for
healthcare and that everything, including employment contracts, went through to the principles
of the charter. Anyway, you might want to look that up.
What effect will the new legislation have on the areas that you have responsibility for?
Mr Catlow: The health and care charter?
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Q240. Mr Coleman: Well, the National Health and Care Service Act, the charter and the
general scheme which goes underneath it. Or haven’t you been told that yet?
Mr Quinn: Can you give examples of aspects of the scheme, for instance?

__________________________________________________________________
80 PAC-HSC/17-18
202

STANDING COMMITTEE, MONDAY, 4th DECEMBER 2017
1320

1325

1330

1335

1340

1345

1350

Q241. The Chairman: I think that is the question we are putting to you: can you tell us how it
is going to change your lives? The scheme and the charter that have gone out to consultation,
will it make any difference to what you do?
Mr Catlow: I think the charter is there to provide clarity where there is some uncertainty at
the moment. That is always helpful. I think it is probably not going to impact very much in my
role as Finance Director, but certainly any clarity is helpful. Whether to do with charging or
accessing treatment, that is going to be helpful.
Q242. Mr Coleman: Can I just make one point here. There was a time when the nurses
created their own charter. The nursing bodies at the hospital created their own charter but it
was felt that their charter was not necessarily one which would be beneficial for all disciplines
within healthcare, and so it tended to take a backdoor out, if you will. But basically, have you
been involved in the charter, Mr Quinn?
Mr Quinn: Not directly, no.
Q243. The Chairman: One last question from me and I will open to the other members of the
Committee.
In the eyes of the public, some of the things that have been going on in Noble’s and the sheer
amount of change might look like slash and burn. How would you respond to those public
criticisms of how things look at Noble’s at the moment?
Mr Quinn: As I alluded to earlier, I think we can always get our communications better. I
think that it is how we tell the story, how we explain to people what it is we are doing and why
and the rationale sitting behind those decisions.
It is without question we have got to modernise the hospital service of this Island. We have
to bring it in line with how you would expect a modern healthcare system to operate and we
have to do that against a backdrop of managing service user expectation. After all, we are all
potential service users and we are all key stakeholders. It is the only organisation I have ever
worked in where everybody working within it is a stakeholder – and why would we not want to
get it right for everybody who potentially could be using the services? I think there is a high and
raised expectation on the Island and some of the choices that we are going to have to make to
modernise the healthcare system here will not best please everybody, but we hope it will best
please the majority.
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The Chairman: Thank you.
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Q244. Mr Crookall: I was just going to touch on communication but you mentioned it there,
Mr Quinn, and that is the root of a lot of Departments’ problems across the whole of
Government. It is getting that communication out there, up front beforehand, before we do
things. But you are obviously well aware of that, having mentioned it there.
Mr Quinn: If I may add, again I do not know any organisation I have worked in ever that gets
communication right. We seek to improve at every opportunity.
I think there is also a differential between the process of consultation and information
sharing, and sometimes we have to communicate a decision we have taken and how we have
arrived at that decision. Consultation is very different and we cannot necessarily consult on
everything. I think that is why you employ people like me on occasion to make difficult decisions,
and that is what I am prepared to do.
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The Chairman: Thank you. That concludes the session for today.
Mr Catlow and Mr Quinn, thank you very much for joining us.
The Committee will now sit in private. Thank you very much.
The Committee sat in private at 12.20 p.m.
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Responsibility Statement
This report is confidential to the Department of Health and Social Care and is prepared solely for the purposes set out in the
engagement letter.
The enclosed report has been prepared principally from information supplied by the Department of Health and Social Care, which
has been obtained from discussions with key individuals pursuant to the scope of the work agreed in the engagement letter. In
producing this document, Deloitte has not independently audited or validated any of the information used and is therefore
unable to provide any assurance as to their accuracy.
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Executive Summary: Scope of Review
This review has focused on exploring whether the allocations and budget setting process for the Department of
Health and Social Care is fair, sensible and fit for purpose.
Scope
This review has focused on answering the key questions outlined in the diagram below as defined in the initial ITT. It aims to
understand how the budget allocation process works for the Department and whether this is effective. Through this lens the
review seeks to understand what has caused the financial position for both the health and social care sides of the department
(financial reports to end of July 2014 indicate outturn pressures at Noble’s Hospital, with significant favourable variances across
social care divisions of 20-25%) and whether the budget setting process has contributed to the financial position. The approach
used to answer these questions is outlined overleaf.

Has the allocations process been fair and equitable across health and social care?

Have Treasury rules been followed in the management of accruals and budget
underspends?

How have the underspends accrued within social care from 2009/10 through
to 2014/15?

What mechanism has allowed them to be carried forward year on year?

Has the health sector undertaken activities which have supported underspends
within social care and/ or housing budgets?
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Executive Summary: Approach
The approach taken has focused on both qualitative and quantitative investigation to develop a picture of the
process and its consequences.
Approach
The approach used to undertake this review is represented in the diagram below. It has focused on exploring the trends in the
data provided to assess whether the allocations and budget setting process has delivered effective results. Alongside this,
interviews have been used to explore stakeholder opinion on whether the process is effective.

Data analysis

Interviews

• Obtained and compared current and
historical financial budget and
outturn data for Health and Social
Care to identify overall trends and
key areas of variance to assess
overall level of performance.

• Held interviews with key
stakeholders from the Treasury and
the Department to understand
views on budget allocations and
setting, the processes, and the key
assumptions used in the budget
allocations and setting process.

• Undertook deep dives into key areas,
of spend, comparing finance data
with activity and workforce data to
establish whether movements have
been appropriately taken into
account during the planning process
and whether activity trends fully
explain financial trends.

Understanding
of the
allocations /
budget setting
process

• Investigated in year financial
management, including the
management and carry forward of
previous underspends and in year
budget transfers.

• Assessed the extent to which
identification and delivery of cost
improvement programmes takes
place.
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Executive Summary: Key Messages
The allocations / budget setting process for the Department of Health and Social Care appears to have some
limitations.
Key messages
1. Based on the interviews undertaken, the allocations process for the Department of Health and Social Care appears to have
some limitations as follows:
• The cornerstone of accurate budgeting in health and social care is effective projection of trends in spending. However, the
allocations process on the Isle of Man does not respond to key trends in spending such as activity, acuity and associated
workforce and cost implications.
• Instead budgets are allocated on the basis of historic allocated funding levels, with the addition of a minor, inflation-led
increase year on year.
• The allocations process occurs very early in the financial year, before key trends are clear.
• Budgets are allocated primarily on annual cycles, preventing stability and medium term planning.
• There appears to be a lack of collaboration between the Treasury and the Department. Joint discussions around cost
pressures, cost reduction, and the Government’s overall financial position appear to be limited, resulting in a lack of joint
understanding and joint expectations.
• Perhaps most importantly, there is some doubt over whether the baseline position contained within the budget is accurate.
In particular it is not clear what a safe staffing establishment is for health services, and how much this should cost.
2. The budget setting process also appears to have limitations, as follows:
• The workforce planning process is limited due to a range of factors including restrictions on headcount, a lack of
workforce planning capacity and HR support, and a resulting lack of prediction of potential changes in the workforce.
• There appear to be limited controls in place for temporary staffing, which is driving increased spend.
• Collaboration within the Department has been fairly limited. Executive level service leads do not feel that they have been
involved in the budget setting process for the whole Department.
• The Department’s approach to cost reduction has been limited, meaning that cost pressures cannot be offset.
• The Department has a limited understanding of what activity costs, with no system for service line reporting, nor a tariff
for activity.
• The lack of financial accountability and control has been exacerbated by the fact that there have been difficulties with the
upgrade of the accounting system AXAPTA which meant a lack of budgeting information available to budget managers for
the first four months of the 2014/15 financial year.
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Executive Summary: Recommendations
The Department and Treasury should consider undertaking a comprehensive rebasing exercise based on
activity and workforce analytics.
Recommendations
1. It is difficult for the Department to gain control of its financial position without understanding whether the existing budget
allocation and baseline is fit for purpose. It is therefore recommended that the Department and Treasury jointly undertake a
comprehensive exercise to establish a baseline position, which should be supported by both parties. This would involve
reviewing the total activity that the Department must undertake, including projections of future trends. It would then use
workforce analytics to model the safe workforce required to meet that activity. When the safe baseline workforce has been
modelled, it can then be costed. The political implications of this rebasing exercise could then be explored if the total cost
differs to the current established budget. This could include looking at a more appropriate allocation / budget setting process
and also more cost effective options for undertaking the required activity more effectively and efficiently. Such an exercise
would provide a sound foundation on which processes for budget allocation, setting and cost reduction could be built.
2. In terms of the allocations / budget setting process itself:
• The Treasury and Department should consider delaying the budget allocation process for health and social care services
until as late as possible in the year to enable the most accurate intelligence possible to be used for the process.
• Longer-term budget allocations of three to five years should also be considered to provide more stability.
• The Department should consider investing in management information and in workforce planning staff capacity.
• These functions should then undertake realistic projections based on known intelligence and past trends and project the
likely impact on the budget in the following year.
• There should be greater engagement and collaborative working between the Treasury and Department, based on
realistic projections and the Treasury’s view of what can be afforded in the wider context of the Government’s financial
position, so that both parties come to a joint understanding of the factors involved in the budget allocations.
• When the Treasury outlines the target allocation, this provides the Department with its funding gap to be addressed.
• Planning to meet this funding gap must start early in the previous year.
• This will then create a more robust budget allocation and setting process based on accurate analysis of trends and
effective cost reduction.
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Executive Summary: Detailed Findings
The allocations / budget setting process for the Department of Health and Social Care appears to have some
limitations.
Question

Detailed findings
Overall allocations / budget setting process
From the investigations undertaken to date, the allocations / budget setting process for the
Department of Health and Social Care appears to have some limitations and therefore may not be
fair. The cornerstone of accurate budgeting is effective projection and forecasting of trends in
spending. However, limited evidence has been presented of accurate projections of future spend
based on, for example, activity, workforce and cost trends that drive cost pressures and cost savings.
Budgets are set early in the financial year before these kinds of trends are clear, making accurate
projections very difficult.

Has the allocations
process been fair and
equitable across health
and social care?

For example, the workforce planning process is limited. In part this is due to restrictions on
headcount and a lack of capacity. Each year the total cost of the workforce for each division is
calculated based on the current size of the workforce and current cost. There is no prediction of
potential changes in the Department’s workforce through retirements, vacancies, workforce
pressures or pay awards that are awarded by an independent body. Individual business cases for
extra staff are developed based on soft intelligence rather than an estimate of activity and demand
and the staff required to meet that demand. There is relatively little capacity in the Department
dedicated to workforce planning or management information, and there is a lack of dedicated HR
support. Even if the Department did have access to high quality management information on activity
trends, inadequate financial systems mean that the Department has a limited understanding of what
that activity costs, with no system for service line reporting, nor a tariff for activity.
The allocations / budget setting process therefore does not respond to key trends, despite the fact
that in general health and social care services are reactive and demand-led. Budgets are allocated on
the basis of historic allocated funding levels, with the addition of a minor, inflation-led increase year
on year. Accurate analysis of cost pressures is required to create accurate and fair budgets, but this
must be balanced by an effective process to develop cost reduction plans. It appears that the
Department’s approach to cost reduction has been limited. When efforts have been made in this
area, some suggestions have been 215
rejected as politically unpalatable.
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Executive Summary: Detailed Findings
The healthcare budget has not been rebased; accordingly it is difficult to assess whether the budget is fair.
Question

Detailed Findings
Finally, a high quality allocations / budget setting process is often collaborative as it allows for healthy
challenge and debate over necessary trade offs and ensures that all stakeholders understand the financial
situation of the Department. It appears that this collaboration within the Department has been fairly
limited. Executive level service leads do not feel that they have been involved in the allocations / budget
setting process for the whole Department, making decisions as a group, and difficult decisions have not
been previously taken at the executive or political level.

Has the allocations
process been fair and
equitable across health
and social care?

Collaboration also appears to be limited between the Department and the Treasury, as discussions
around cost pressures, such as pay pressures arising from West Midlands Quality Review Service
recommendations, and cost reduction, appear to be limited. Overall, the allocations / budget setting
process has some limitations which may be causing unfair budget allocations. Please note that our
observations are based on interviews with a limited number of Treasury/Departmental staff.
Health
The Department is overspending on healthcare activity, particularly on acute services at Noble’s Hospital.
The budget setting issues outlined above could be contributing to this. However, there are other factors
that are contributing to the Department’s overall financial position. For example, there is some doubt
over whether the baseline position contained within the healthcare budget is accurate. A full budget
rebasing exercise was not undertaken after the new hospital was built in the early part of this century;
instead budgets have evolved gradually over time. It is not clear what a safe staffing establishment is for
health services in particular, and how much this establishment should cost.
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Executive Summary: Detailed Findings
Factors other than budget setting and allocations are also driving the financial position in healthcare
services.
Question

Detailed Findings
Apart from the allocations / budget setting process and accuracy of the baseline, there are other
potential issues causing the difficult financial position at the hospital. For example, analysis
indicates that spend has been increasing in recent years at a time when activity has been fairly flat,
certainly by UK standards. In addition, overall workforce numbers have remained fairly flat: this is
not surprising given the overall Government freeze on headcount. However, spend has still been
increasing. This may imply that the increases in spend are due to issues surrounding questions of
pay demands and pay awards for the workforce. Within the overall workforce, the number of
doctors also appears to be increasing and this may also be driving increased spend.

Has the allocations
process been fair and
equitable across health
and social care?

It is also clear from the data that spend on temporary staffing is a significant issue and makes up a
significant proportion of the forecast overspend at the hospital in 2014/15. Overspends in
temporary staffing can be the result of several factors: a workforce establishment that is not
sufficient for purpose, an inability to recruit, and a lack of financial accountability and control. This
lack of financial accountability and control is shown by the fact that there have been difficulties
with the upgrade of the accounting system AXAPTA which meant a lack of budgeting information
available to budget managers for the first four months of the 2014/15 financial year. Furthermore,
there appears to be a lack of effective controls in place for approval of temporary staffing requests.
Steps are currently being taken to rectify this. Finally, without an effective understanding of what a
safe staffing establishment should be, it is difficult to hold managers to account for delivery of their
staffing budgets. Again, therefore, rebasing becomes a significant issue.
Overall, therefore, it is clear that there are significant flaws within the allocations / budget setting
processes that are likely to make the process unfair. Perhaps paramount here is the lack of a
rebasing exercise historically, which is key to assessing fairness. These issues are being exacerbated
by the in year pressures on spend from workforce pay pressures, which are not considered as part
of the budget setting process and therefore underfunded, and the apparent lack of a coherent
approach to cost reduction to mitigate the pay pressures, creating the current financial position.
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Executive Summary: Detailed Findings
The allocations and budget setting process appears to have benefitted Social Care; however, there are also
other factors contributing to the Social Care financial position.
Question

Detailed Findings
Social Care
Social Care budgets are not facing the same financial pressures as healthcare budgets and are
forecasting a significant underspend for 2014/15.

Has the allocations
process been fair and
equitable across health
and social care?

Given the general trends observed, this may not be surprising, as in general the budget for Social
Care services has increased over the past five years, despite actual spend remaining flat. Part of this
pattern may have been addressing issues after overspends in 2009/10 and 2010/11 that were
apparently caused by budgets being incorrectly allocated when the original department was split
into separate departments. However, again, there has been no formal rebasing of the budget, so it
remains difficult to judge whether the budget is truly fair.
It should be noted that Social Care services have seen a significant increase in their activity through
referrals over the past two years and have still been able to manage their budgets through
conducting a transformation programme that has involved closing residential care facilities and
recommissioning more community services, although there has been a delay in commissioning new
services in some instances.
There are clearly factors other than budget allocations and setting that support the better financial
position of Social Care. This is not just a situation where the budget allocations and setting process
has been unfairly skewed towards Social Care.
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Executive Summary: Detailed Findings
Underspends appear to have been managed in line with Treasury rules apart from the Housing Deficiency
Fund.
Question

Detailed Findings

Have Treasury rules been
followed in the management
of accruals and budget
underspends?

Both the Treasury and the Department have confirmed that accruals and budget underspends
have been managed in line with Treasury rules. One notable exception to this is the Housing
Deficiency Fund. It appears that the Department has been accruing to budget in this area over
a sustained period of time due to a unique set of circumstances. This has resulted in a credit
against the account cumulatively building year on year. It is understood that this issue is
currently being dealt with by the Treasury in budget setting for 2015/16.

How have the underspends
accrued within social care
from 2009/10 through to
2014/15?

It appears that the transformation programme, initiated by the Social Care leadership to shift
activity from residential to community and home care, has driven the creation of the
underspends in Social Care in the last two years. Closing residential care services has created
underspends and some community services, such as domiciliary care and family support, have
not yet been commissioned to fill the gap.

What mechanism has
allowed them to be carried
forward year on year?

The significant underspends in social care have arisen in the past two years, albeit it is possible
that the current forecast in year underspend in 2014/15 may reduce during the remaining
months of the financial year. It appears that as these underspends have been judged as nonrecurrent (i.e. the Department still needed the money in future years for community service
contracts, it just could not spend the money in year), the Department has continued to receive a
budget of the same level year after year without removing the underspends.
The budget relating to the Housing Deficiency Fund represents a one-off issue. It appears that
the Department has been accruing to budget in this area over a sustained period of time due to
a unique set of circumstances. This has resulted in a credit against the account cumulatively
building year on year. It is understood that this issue is currently being dealt with by the Treasury
in budget setting for 2015/16.
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Executive Summary: Detailed Findings
It seems unlikely that the health sector is undertaking activities that are supporting underspends in social
care.
Question

Detailed Findings
There is no evidence that this is the case.

Has the health sector
undertaken activities which
have supported underspends
within social care and/ or
housing budgets?

However, the Isle of Man does have high rates of emergency admissions. It is theoretically
possible that if there are gaps in social care provision due to the delay in commissioning
domiciliary care services, for example, clients in difficulty could need to be admitted to hospital
or remain in hospital for longer than planned. A patient-level audit or detailed data matching
exercise would be required to prove this. However, we understand that Delayed Transfers Of
Care on the island are low and so this seems unlikely. Interviews have stressed the lack of
community healthcare services on the Island are a likely cause of higher emergency admissions,
rather than a lack of social care services.
As explained above, any underspends in social care budgets seem to have been generated by
the social care transformation programme.
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Executive Summary: Meeting the scope
Below we indicate where the findings against each of the requirements in the ITT are located in the report.
Issue for consideration
Voted Monies
Year on year budget derivation for the
segregated health and social care
divisions

Location in the report
This data has been provided by the Department. Information on the budget allocation / setting
process for both parts of the Department is included from p24 onwards. Data on baseline monies
and year on year budgets is presented for Health and Social Care on p17-22. Data on baseline
monies and year on year budgets for a selection of services is presented in each deep dive section
from p29 onwards.

Baseline 2009/10 through 2014/15

Assumptions within budget
(manpower/efficiency/effectiveness,
quality and outcomes)

Information has been provided by the Department on activity and workforce which enable some
analysis of efficiency. This is included in each of the deep dive sections which present analysis of
headcount and activity trends. Relatively little information has been provided by the Department on
quality and outcomes, or on the detailed assumptions that have underpinned budget allocations and
setting (good practice here is indicated on p28). This appears to be because budgeting has not been
based on a level of detailed assumptions.

Reserve transfers and in year additions
to budget

The effect of in year additions to the budget is presented at the overall health and social care level
on p19 and p22, and is also included within each of the deep dive sections.

Statement of cost improvement
programmes and impact on activity

The Department has not provided a schedule of cost improvement plans over the period.

Assumptions within budget inflation
and external factors including a
commentary as to any shortfalls / over
provision

Information is provided on the general assumptions made in the budget allocation / setting process
from p24 onwards. Specific information on shortfalls and over provision is provided for health and
social care on p19 and p22, and within each deep dive section. Again, relatively little information has
been provided on the detailed assumptions that have underpinned budget allocation and setting.

Overall efficiency measured in terms of
measured activity and directly
managed budgets

Analysis of budget, activity and workforce is provided in each deep dive section.

Movements in the year on year budget
and underspend for Local Authority
Housing Deficiency Scheme.

Provided on p74.
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Overall Trends: Introduction
This initial section of the report presents the overall high level trends in terms of budget allocations and setting and financial
performance for the Department.
The purpose is to provide some initial context that can then be explored in more detail in subsequent sections.
Health and Social Care are treated separately. The following services are included within each section:
• Health: Noble's Hospital, GP services, Community Services, Ambulance service, Tertiary referrals, Ramsey & District
Community Hospital.
• Social Care: Adult Social Care, Children & Families Social Care, Mental Health and Housing (please note that Mental
Health now sits within Health, not Social Care).
Specifically, the following analysis has been undertaken for Health and Social Care in this section:
• Opening budget five year trend;
• Actual spend five year trend;
• Comparison of opening budget to actual spend over five years;
• Comparison of closing budget to actual spend over five years.
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Five Year Budget Allocation / Setting Trends – Health
The allocations and budget setting process has not accurately forecast the trends in actual spend.
Overall Opening Budget

Overall % changes

Overall Actual

Commentary
The top left chart outlines the opening budget for health related
services from 2009/10 to 2014/15. It indicates that there has
been no consistent pattern in the year on year budget increases
agreed between the Treasury and the Department.
The bottom left graph outlines the actual spend over five years. It
indicates a steady increase in spend not matched by the budgets
that have been allocated.
The top right graph compares percentage changes for the
opening budget and actual spend. It indicates that the budget
setting process has not effectively forecast the increases in actual
spend required.
Version 4.0, 19th
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Financial Performance – Health
Actual spend has exceeded opening budget allocations for each of the last five years; however, this has been
mitigated by in year financial management, in particular using the Corporate budget to offset overspends.
Opening Budget vs. Actual

Closing Budget vs. Actual (excluding corporate)

Commentary
The top left chart demonstrates that actual spend has
exceeded the opening budget every year, with a worsening
trend in the past two years.

Closing Budget vs. Actual (including corporate)

The bottom left chart demonstrates that after in year
management, the closing budget has been brought closer to
actual spend.
The top right chart excludes the corporate budget and shows
the closing budget moving further from spend. This indicates
that a surplus from corporate services has been used to
mitigate the overall financial position.
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Five Year Allocations / Budget Setting Trends – Social Care (including Mental Health)
in three of the last five years, social care services, including Mental Health, have been given increases in budget,
despite spend remaining fairly flat.
Overall Opening Budget

Overall Actual

Overall % changes

Commentary
The top left chart indicates that in three of the last five years,
social care services have been given increases in budget.
However, the bottom left chart indicates that, in general, spend
on these services has remained relatively flat between 2009/10
and 2013/14 and is projected to decrease in 2014/15. The
inclusion of mental health does not appear to be significantly
affecting this overall pattern. In itself this may suggest that the
budget settlement has been favourable to social care. However, it
should be noted that part of this pattern may have been
addressing issues relating to overspends in 2009/10 and 2010/11
that were apparently caused by budgets being incorrectly
allocated when the Department was split into separate
departments. However, again, there has been no formal rebasing
of the budget, so it remains difficult to judge whether the budget
228 is truly fair.
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Financial Performance – Social Care (including Mental Health)
in general actual expenditure has been less than budget over the past four years; a significant underspend is
forecast in the current financial year.
Opening Budget vs. Actual

Commentary
These two charts demonstrate that in general actual
expenditure has been less than budget over the past four years.
The only overspends were generated in the first two years of
the period and these were mitigated effectively in year. We
have been informed there was some confusion over
appropriate budget levels at this point after the split of the old
Department into two different Departments in 2009/10, which
contributed to the overspends.
It should be noted that it is only in the last two years that
significant underspends have been generated: this is a fairly
recent trend. Both the Treasury and the Department have
confirmed that the underspends have been managed in line
with Treasury protocol.

Closing Budget vs. Actual

In particular, an underspend of 28% is forecast in the current
financial year based on current trends. However, this forecast
is based on a pure projection of current spending trends. The
management of Social Care services expect this underspend to
reduce over the remaining months of the financial year due to
winter profiling, plans to recruit to more posts in the remaining
months of the financial year and the need to pay out for
redundancies.
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The Allocation / Budget Setting Process
The allocation / budget setting process for the Department of Health and Social Care takes place over the
course of the whole year.
The allocation / budget setting process for the Department of Health and Social Care
The diagram below represents the allocation / budget setting process for the Department of Health and Social Care as relayed to
us by interviewees. The basic process has stayed the same for both halves of the Department over the past five years. Budgets
are allocated for three year periods, but revised on an annual basis following the process outlined below. Commentary on the
process is provided overleaf, and detail on what this process has meant for the services is included in each of the deep dive
sections.
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The Allocation / Budget Setting Process
The allocation / budget setting process appears to have some limitations.
Commentary
1. The cornerstone of accurate budgeting is effective projection and forecasting of trends in spending. A key aspect of a budget
allocation / setting process is therefore the quality of the intelligence and analysis that is used to inform this forecasting. It is
clear that the Department does attempt to do this: managers are advised to make their budget submissions and projections
based on discussions with clinicians, what has happened the previous year, and any data they have on areas such as activity.
2. However, it is clear that the standard of the intelligence available to the Department is weak. There is little capacity to
undertake effective business information and workforce analysis, two areas which are important to budget setting. For
example, there are 1.5 FTEs in management information, and one part time workforce analyst. This is not helped by the fact
that budgets are allocated early in the financial year before trends are clear. In the UK, commissioner and provider budgets
are sometimes not finalised until March as detailed negotiations continue. Even if the Department did have access to high
quality management information on activity trends, the Department has a limited understanding of what that activity costs,
with no system for service line reporting nor tariff for activity.
3. As a result there is little evidence of accurate projections of future spend based on activity, workforce and cost trends that
drive cost pressures. For example, the workforce planning process is limited. Each year the total cost of the workforce for
each division is calculated based on the current size of the workforce and current cost. There is no prediction of potential
changes in the workforce through retirements, vacancies or workforce pressures. Individual business cases for extra staff are
developed based on soft intelligence rather than an estimate of demand and the staff required to meet that demand.
4. Cultural factors reinforce this problem. There is a cap on salary costs and headcount, which limits the consideration of
workforce pay pressures as part of budget setting. However, as will be made clear later in this report, workforce pay pressures
appear to be a key driver of increased spend for the Department. Open and honest discussion around the pressures facing the
Department is therefore limited.

5. There also appears to be relatively little policy or strategy input into budget allocation and setting. The Department does not
forward look to develop a plan, for example, around shifting activity from the acute sector to the community sector, and feels
that it does not have the financial freedom to develop or deliver such a plan.
26
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The Allocations / Budget Setting Process
The allocations / budget setting process appears to have some limitations.
6. The Department’s process for cost improvement also appears to be weak, which makes the situation worse. It is not clear
whether cost reduction targets are set for each division and at what stage, how effectively these plans are developed, and
whether the implementation of those plans is monitored. This reinforces the lack of sensible discussion of the pressures
facing the Department, and which pressures can then be mitigated by cost improvement, and which cannot.
7. A further cultural factor complicates this situation: Department staff and Treasury staff appear to work under the assumption
that the Department works within its historic allocated funding levels, with the addition of a minor, inflation-led increase year
on year. This is understandable given the Government’s overall financial position, but again mitigates against an open
discussion of the pressures facing the Department and the ways in which these could be mitigated.

8. As a result of these factors, the budget setting process is static and does not take trends into account. It is based on cultural
factors and expectations rather than a realistic analysis of cost pressures and potential savings. Accurate analysis of cost
pressures and realistic cost savings is required to create accurate budgets, as indicated on the following page.
9. A high quality budget setting process is often collaborative as it allows for healthy challenge and debate over necessary trade
offs and ensures that all stakeholders understand the financial situation of the department. It appears that at executive levels
this collaboration within the Department has been fairly limited with decisions taken within the corporate centre. The
Department’s position is not helped by the lack of a collaborative approach to budget setting that may support a more
effective challenge process.
10. Overall, therefore, the allocations and budget setting process appears to have several limitations which are restricting
appropriate inter-departmental discussions. Good practice in this area is provided overleaf.
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Budget Allocations and Setting – Good Practice
A strong allocation and budget setting process relies on accurately predicting cost pressures and potential cost
savings when budgets are set each year.
Commentary
The top left chart demonstrates a potential approach
to budget allocation and setting. It breaks down in
green the cost pressures: workforce pay, inflation, and
activity increases. It shows in red the areas where the
organisation needs to bridge the funding gap, which
require difficult political decisions: service
developments, revenue generation, and the final
funding gap to be mitigated by cost reduction.

Budget Setting

Each of these areas is supported by detailed trend
analysis and projections. The bottom chart provides
an example of this, looking at activity trends. Here,
the organisation has used local intelligence, prior year
activity figures and demographic projections to
produce a forecasted trend for activity figures. Ideally
the activity trend can then be costed.

Activity Trend Analysis

234

This then presents a fully rounded position that can be
presented to the commissioning organisation to open
negotiations. If the commissioning organisation
cannot afford the suggested baseline position, the
cost reduction target may need to increase, the
assumptions can be questioned, or certain services
can stop being funded – it promotes a more realistic
conversation. Relatively little evidence of this kind of a
process has been provided to us during the course of
this review. It is also helpful if a three year funding
profile can be agreed so that all parties know where
they stand.
28
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Deep Dives: Introduction
Having considered the budget setting process generically, this section of the report investigates a selection of key service areas to
explore the data around budget allocations and setting and financial position, and adding insight gained from the interviews as
necessary.

The following areas were selected by the Department for a deep dive:
•
•
•
•
•
•

Acute activity (Noble’s Hospital and tertiary activity; these areas have been combined for the purposes of this report)
Community Services
Adult Social Care
Children’s Social Care
Mental Health
Primary Care

It was also requested in the scope for this report that we explore the issues surrounding the Housing Deficiency Fund, so a
section is included on this area.
For each area, the following analysis has been undertaken where possible:
•
•
•
•
•
•
•

Opening budget five year trend;
Actual spend five year trend;
Comparison of opening budget to actual spend over five years;
Closing budget versus actual spend over five years;
Activity analysis;
Workforce analysis; and
Comparison of activity and workforce trends to spend trends.
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2013/14 Gross Actual Spend by Budget Area
Noble's Hospital accounts for over a quarter of expenditure in 2013/14, with Primary Care, Adult Social Care
and Children & Families Social Care also accounting for significant proportions of spend.
2013/14 Gross Actual Spend by Budget Area

Commentary
The chart above provides a breakdown of expenditure in 2013/14 by budget area. The total gross actual expenditure for the year
was £264.8m.
This is presented to indicate how the Department spends its money and to show that the deep dives cover the seven highest
areas of spending within the Department (excluding social security, which has now been transferred to the Treasury).
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Acute Activity
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Five Year Allocations / Budget Setting Trends – Acute Activity (Nobles plus tertiary)
The allocations / budget setting process has not accurately forecast the trends in actual spend.
Opening Budget

Actual Spend

Overall % Change

Commentary
The bottom left graph indicates that there has been a
consistent increase in spend on acute services of between
4% and 8% every year.
The top right graph indicates that despite this consistency, in
three of the last five years this increase in spend has not
been forecast. This is likely to be due to a range of reasons
including the issues with the allocations / budget setting
process described earlier: a lack of cost reduction and
control within the Department, increasing complexity and
acuity of activity, and potentially that the budget is not set at
a fair level. These issues will be discussed further below.
239February 2015
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Financial Performance – Acute Activity (Nobles plus tertiary)
The Department has consistently overspent against budget for acute activity.
Opening Budget vs. Actual

Commentary
The two charts to the left indicate that the
Department has consistently overspent
against budget for acute activity.
Acute activity is therefore a key factor in the
Department’s overall financial position,
especially as it makes up the largest
proportion of spend.
Information provided by the Department
has indicated that the hospital overspend
has possibly been caused by a range of
factors including a lack of sustainable Terms
and Conditions for staff, quality
improvement initiatives, patient safety
initiatives, service growth, off-island
developments in Tertiary care, and poor
management practice.

Closing Budget vs. Actual

It could also be due to poor budget setting
practice and the lack of a fair budget
allocation and baseline.
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Acute Activity – Budget Setting
The Noble’s Hospital 2014/15 budget was set at 6% less than 2013/14 outturn. The budget in 2014/15 is now
overspending.
Noble’s Hospital

Tertiary Referrals

Commentary
The budget for Noble’s Hospital was set at the same level for 2014/15 as it had been in 2013/14. However, in 2013/14 the budget
overspent. The 2014/15 budget was therefore set at 6% less than the 2013/14 outturn. Unsurprisingly therefore, with no
significant change in policy or delivery, the budget continues to overspend in 2014/15.

In part this may be because the budget is set so early in the year, it was not clear at the time of budget setting that the budget
was overspending. It may be because the budget setting process did not pick up on the workforce issues that may be driving
increased spend through temporary staffing and pay and terms and conditions. It may be due to a lack of successful cost
reduction identification and delivery.
The spend for tertiary referrals has increased year on year. This may be due to increased acuity and complexity of condition. It
may also reflect an increasing risk aversion from clinicians on the island who prefer to send complicated cases to England.
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Acute activity – Areas of Overspending
Temporary staffing is a significant cost pressure.
Budget vs Actual, 2013/14

Commentary
Both of these charts for 2013/14 and 2014/15 show
the same pattern: temporary staffing budgets
significantly overspending and making up a large
proportion of the overall overspend in this area. In
2013/14 actual spend for temporary staffing was
£7.1m against the budget of £2.6m. Based on Month 7
data in 2014/15 actual spend for temporary staffing is
£7.5m against the budget of £4.1m.
Overspends in temporary staffing can be the result of
several factors: a workforce establishment that is not
sufficient for purpose, an inability to recruit, and a lack
of financial accountability and control.
Budget vs Actual, 2014/15

There is a lack of effective controls in place for
approval of temporary staffing requests. Steps are
currently being taken to rectify this.
Without an effective understanding of what a safe
staffing establishment is for the activity seen, it is
difficult to hold managers to account for the delivery
of their budgets. Do they really need the extra staff?
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Noble’s Hospital – Activity
Increases in activity do not appear to be a significant cost pressure.
Overall Activity

Commentary
The chart above outlines the level of activity within Noble’s Hospital from 2009/10 to 2014/15, split by four different activity
types. The graph shows that activity has remained fairly flat over the last five years, certainly by UK standards. No activity type
has increased by more than 2% a year. This is despite the fact that actual spend has been increasing by at least 4% a year over the
same period. It seems that increased activity is not a cost pressure; however, it is possible that acuity and complexity of this
activity is increasing.
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Noble’s Hospital – Workforce
The number of doctors at Noble’s Hospital has increased over the period.
Noble’s Hospital FTEs

Commentary
The chart above shows the breakdown in the Noble’s Hospital workforce, split by AHPs, nursing staff, doctors and other.
Over the six year period the number of doctors has increased from 94.7 FTE in 2008/9 to 127.7 in 2013/14.
The increased numbers of doctors are a possible driver for the increased level of spend that the hospital is seeing.
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Noble’s Hospital – Trend Analysis
In every year actual spend has increased at a higher rate than either activity or workforce.
Year on year percentage changes in spend, activity, workforce

Commentary
The chart above indicates that in every year of the five year period actual spend has increased at a higher rate than either activity
or workforce. This may be due to the increased number of doctors within headcount as evidenced on the previous page. It may
also be because pay awards, enhanced terms and conditions for staff, and increased use of temporary staffing is driving the
increase. Given that activity has remained flat, the need for temporary staffing may be questioned.
An effective budget setting process that thoroughly discussed workforce issues should be able to predict the pressures on
workforce effectively.
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Community Services
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Five Year Allocations / Budget Setting Trends - Community Services
Budget and expenditure have been relatively well aligned over the period.
Opening budget

Overall actual spend

Overall % Change

Commentary
The bottom left graph indicates actual spend has been flat
over the past six years, from 2009/10 to 2014/15
expenditure has increased by £213k (3%). This is likely to
represent a real terms budget cut as spend has increased by
less than the rate of inflation over this period.
The top left chart demonstrates that there has been an
overall reduction in the opening budget, but this has mainly
reduced underspends in 2009/10 and 2010/11 (see over the
page); after this was done, the budget has remained fairly
flat. Therefore, there appear to be no significant variances
between budget and actual spend.
247February 2015
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Financial Performance – Community Services
Budget and actual spend have been aligned; this has been helped by the fact that spending has stayed
relatively flat.
Opening budget vs. Actual

Commentary
Budget and actual spend have been aligned
for the last four years after a budget cut was
made in 2011/12 to remove an underspend.
Spend has been within budget after some in
year mitigations have been enacted. This has
been supported by the fact that spending has
stayed relatively flat, making it much easier
to set a budget.
Community services often do not have the
same cost pressures through increased
activity as acute services as they do not have
to be as responsive.
Closing budget vs. Actual
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In this case, as demonstrated on the
following page, activity has also been
decreasing or stayed flat, therefore making it
more straightforward to set a budget and
stick within that budget. This may not take
into account potential unmet demand in the
community as access and eligibility criteria
have been tightened. Therefore it is possible
that flat spending (or a cut in real terms) on
community services has contributed to the
high rate of emergency admissions on the
island as more patients are forced to go to
A&E rather than be treated in the
community.
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Community Services – Activity
Despite spend remaining relatively flat over the last five years, District Nursing activity has decreased significantly
since 2010/11.
Overall Activity

Commentary
The chart above outlines the level of activity within Community Services, from 2009/10 to 2014/15, by various activity types.
The graph shows that most activity has remained fairly flat over the last six years. District Nursing activity is an exception and is
forecast to decrease by 15% over the period. However, it seems that this decreased activity is not creating a reduction in spend,
which implies that the Department’s unit cost is increasing. This could be explained by the fact that the contacts are of a higher
complexity. Flat and decreasing activity may also be due to unmet demand, please see the comments on p42. Other
organisations in the UK are attempting to increase their community
249 activity to attempt to reduce the burden on acute services.
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Community Services – Workforce
The workforce for Community Services has increased over the past six years.
Community Services FTEs

Commentary
The chart above outlines actual FTEs within Community Services between 2008/09 to 2013/14. Workforce numbers have increased
over the period by 5%.
Workforce numbers have increased at a greater rate than actual spend for Community Services which has remained relatively flat
over the past five years, suggesting the Department is achieving better value for money from the workforce.
However, workforce numbers have increased as overall activity has remained flat or even decreased, implying a more expensive
unit cost. This could be explained by the fact that the contacts are of a higher complexity.
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Community Services – Trend Analysis
There is little correlation between activity, budget, spend and workforce.
Overall % changes

Commentary
The chart indicates that the changes in spend, workforce and activity have been relatively small, as generally trends have been flat.
This has presumably made it more straightforward to set and manage the budget, as described above.
The big variance in activity in 2013/14 is due to the implementation of the Dental service, which increased activity by 34%.
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Adult Social Care
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Five Year Allocations / Budget Setting Trends – Adult Social Care
The budget for this service has consistently increased despite spend remaining fairly flat.
Opening Budget

Overall Actual Spend

Overall % Change

Commentary
The bottom left graph indicates that spend for Social Care has
stayed fairly flat over the five year period, with the exception of
2011/12, where spend decreased by 10%. However, the top left
graph indicates that the budget for this service has consistently
increased. In itself this may suggest that the budget settlement
has been favourable to social care. However, it should be noted
that part of this pattern may have been addressing issues
relating to overspends in 2009/10 and 2010/11 that were
apparently caused by budgets being incorrectly allocated when
the Department was split into separate departments. It should
also be noted that the 2014/15 forecast is based on a pure
projection of spending trends in the first part of the year and
therefore may reduce during the rest of the financial year.
253
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Financial Performance – Adult Social Care
The service was overspending in the early part of the period, and then underspending more recently.
Commentary
These two charts demonstrate that the service was
overspending in the early part of the period. We have
been informed there was some confusion at this point
after the split of the old Department into two different
Departments in 2009/10.

Opening Budget vs. Actual

It should be noted that it is only in the last two years
that significant underspends have been generated: this
is a fairly recent trend. The management of Social Care
services expect the 2014/15 underspend to reduce over
the remaining months of the financial year due to
winter profiling, plans to recruit to more posts in the
remaining months of the financial year and the need to
pay out for redundancies. The forecast for 2014/15 to
the left is based on a pure projection of spending
trends in the first part of the year.

Closing Budget vs. Actual
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The underspends have been generated as the division
has decommissioned residential care services, while
contracts such as domiciliary care that have been
designed to replace the residential care services, have
been delayed, thus leaving a temporary in year
underspend, attached to a service gap that needs to be
filled. This may explain why the Social Care budget
continues to increase year on year despite decreasing
spend, as the underspends were considered one-off
factors and not recurrent. Both the Treasury and the
Department have confirmed that the underspends have
been managed in line with Treasury protocol.
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Adult Social Care – budget setting
The Adult Social Care 2014/15 budget has increased as spend has decreased; however, this may be a one off
factor.
Adult Social Services

Commentary
The graph above confirms that an increase in budget was provided through the budget setting process in 2014/15 despite the
significant underspend in 2013/14.

This may appear generous; however, it may also be because activity has clearly been increasing, or because the budget is set so
early in the year, it was not clear at the time of budget setting that the budget was underspending.
Interviews have suggested that the budget increase occurred because it was accepted that the 2013/14 underspend was a nonrecurrent, one off issue caused by a delay in commissioning a contract; the money was still recurrently required by the
Department.
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Adult Social Care – Activity
Activity within Adult Social Care has increased significantly since 2011.
Overall Activity

Commentary
The chart above outlines the level of activity within Adult Social Care from 2011 to November 2014, for referrals and adult
protection alerts. The graph shows that activity has increased significantly over the period. Adult protection alerts have increased
by 64.3% and referrals have increased by 18.6%.
Despite this increase in activity, actual expenditure in 2013/4 has remained at 2009/10 levels. This indicates that the efficiency of
Social Care services has been improving over the period. It also suggests that the service’s more favourable financial position is
not solely down to a generous budget settlement, but is also due to improved efficiency and effective cost reduction. There
appear to be a range of contributing factors to the favourable financial position of the service.
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Adult Social Care – Workforce
The Adult Social Care workforce has remained fairly flat.
Adult Social Care FTEs

Commentary
The chart above shows the breakdown in the Adult Social Care workforce between 2008/09 to 2013/14.
Although there have been significant fluctuations over the period, overall workforce numbers have remained fairly flat between
2008-9 and 2013-14, with numbers decreasing since 2010. Gradually decreasing headcount overall may have helped the service
to stick within budget.
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Adult Social Care – budget and actual (2013/14 – 2014/15)
There has been significant underspend in both 2013/14 and 2014/15.
Budget vs. Actual by Division

Commentary
The chart confirms that a significant underspend has been generated from partnerships and contractual spend.
The biggest underspend is in the area of Older People. The underspends have been generated as the division has decommissioned
residential care services, while contracts such as domiciliary care that have been designed to replace the residential care services,
have been delayed, thus leaving a temporary in year underspend, attached to a service gap that needs to be filled.
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Adult Social Care – Trend Analysis
There is little correlation between activity, budget, spend and workforce.
Overall % Changes

Commentary
Despite activity increasing, actual spend has remained fairly flat, perhaps helped by the decreasing workforce.
It is understood that contractual spend is primarily driving the underspends in 2013/14 and 2014/15.
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Children and Families
Social Care
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Five Year Allocations / Budget Setting Trends – Children and Families Social Care
The budget for this service has consistently increased despite spend having generally decreased.
.
Opening Budget

Overall % Change

Overall Actual Spend

Commentary
The bottom left graph indicates that spend for Children and
Families Social Care has gradually reduced over the past five
years. The top left graph indicates that the budget for this
service has consistently increased. In itself this may suggest
that the budget settlement has been favourable to Children
and Families Social Care.
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However, it should be noted that part of this pattern may
have been addressing issues relating to overspends in
2009/10, 2010/11 and 2011/12 that were caused by the
business transformation programme and an associated
increase in staffing. The increased budget was agreed by
Tynwald.
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Financial Performance – Children and Families Social Care
This area overspent in the early part of the period, but has underspent in the past two years.
Opening Budget vs. Actual

Commentary
The two charts to the left indicate that the
Department overspent against budget for
Children and Families Social Care from 2009/10
– 2011/12, as indicated on the previous page.
A significant budget increase was provided in
2011/12 and 2012/13 which appears to have
solved these issues.
The charts indicate that there was significant
underspend in both 2013/14 and 2014/15.
Interviews indicate that this has been
generated by better management of the
budget, in particular a reduction in UK care
placements and closure of children’s homes.
Money was left in the budget in order to ‘pump
prime’ a project providing early intervention
for family support. This was to allow time to
establish joint commissioning for the project
between the health and education
departments. However, joint commissioning
has not yet been realised.

Closing Budget vs. Actual
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Children and Families Social Care – Budget Setting
Despite reducing spend, the service has continued to receive a bigger budget.

Children & Families Social Services

Commentary
This chart confirms that despite significant underspends and reducing spend in 2013/14 and 2014/15, budgets have been
increasing.

As explained previously, better management of the budget, including a reduction in UK care placements and closure of
children’s homes, has resulted in underspends.
Both the Treasury and the Department have confirmed that the underspends have been managed in line with Treasury
protocol.
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Children and Families Social Care – Activity
Overall activity within Children and Families Social Care has increased.
Overall Activity

Commentary
The chart above outlines the level of activity within Children and Families Social Care in 2010/11, 2012/13 and 2013/14. The
graph shows that activity has increased over the period. Core assessment activity has increased by 177%, referrals by 55% and
initial assessments by 30%.
However, it should be noted that the service’s caseload, which is perhaps the most important indicator of demand, has remained
static at between 400-450 cases at any given time. Reduced spend over this period is due to better understanding of demand,
need and service analysis and contract management.
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Children and Families Social Care – Workforce
The Children and Families Social Care workforce appears to have remained fairly static; however, this excludes
workforce in commissioned and contracted services.
Children & Families Social Care FTEs

Commentary
The chart above shows the breakdown of the Children and Families Social Care workforce between 2008/09 to 2013/14.
The graph suggests the workforce has stayed fairly flat over the period. However, much of the service’s workforce is based in
commissioned and contracted services and would therefore not be shown in the graph above.
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Children and Families Social Care – Budget and Actual (2013/14 – 2014/15)
The majority of the underspend in this area relates to contractual spending.

Budget vs. Actual by Division

Commentary
The chart confirms that contractual spend accounts for the largest underspend in both 2013/14 and 2014/15, which is not
surprising, as significant core services are under external contract.
The underspend is largely due to better contract management, particularly in residential home provision. This underspend has
been invested in early intervention and in areas requiring expansion, such as aftercare services.
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Mental Health
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Five Year Allocations / Budget Setting Trends – Mental Health
The budget setting process appears to have forecast increases in spend fairly effectively.
Opening Budget

Overall % Change

Overall Actual Spend

Commentary
The general trends in both opening budget and actual spend
appear to be similar, with increases in both opening budget
and actual spend.
The top right graph indicates that in general the budget
setting has predicted the trends in actual spend, until the
last two years, where there was a bigger spend increase
than planned in 2013/14 and in 2014/15 there has been less
spend than planned.
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Financial Performance – Mental Health
After in year mitigations, there has been only one year with a minor overspend in mental health services.
Opening Budget vs. Actual

Commentary
There was a minor overspend in 2013/14
after a bigger than expected increase in
spend, but there has been a reduction in
forecast spend in 2014/15.
There have been underspends in five of the
last six years. Despite this, the budget for
the service has been increased.

Closing Budget vs. Actual
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Mental Health – budget setting
The Mental Health 2014/15 budget was set at 0.7% less than 2013/14 outturn. The budget in 2014/15 is now
underspending.

Mental Health

Commentary
The budget for Mental Health has increased by 0.5% between 2013/14 and 2014/15.
In 2013/14 the budget overspent by 1.2%. The 2014/15 budget was set at 0.7% less than the 2013/14 outturn.
The budget is predicted to underspend in 2014/15 by 3.9%.
The budget setting process has not forecast the reduction in spending in 2014/15, unless it is a temporary in year issue.
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Mental Health – Activity
Mental Health Activity has increased over the past three years.
Overall Activity

Commentary
The chart above outlines the level of activity within Mental Health from 2011/12 to 2013/14, split by three different activity
types.
The graph shows that activity has increased over the past three years, by between 4 – 9%. Spend has increased by a similar
amount, implying that efficiency has remained the same.

Version 4.0, 19th February 2015
271

65

PRIVATE AND CONFIDENTIAL

Mental Health – Workforce
The Mental Health workforce has remained relatively static over the past five years; the increase that appears in
the chart below is due to a budget movement that reflected existing staffing, not an increase in staffing.
Mental Health FTEs

Commentary
The chart above shows the breakdown of the Mental Health workforce between 2008/09 to 2013/14. There have been
fluctuations over the period, but overall the workforce has increased by 17%.
This is mainly due to reorganisation in 2010/11, which saw the budget for Housekeeping and Psychiatry staff, totalling 20.2 and 8
FTEs respectively, moved from Nobles to Mental Health. These staff already worked for the service, but the budget had sat with
Nobles. Therefore this was just a budget movement to the right service, and represented no increase in resources.
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Primary Care
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Five Year Allocations / Budget Setting Trends – Primary Care
The budget setting process appears to have forecast increases in spend fairly effectively.
Opening budget

Overall % Change

Overall actual spend

Commentary
The two graphs on the left indicate that opening budget and
actual spend have stayed fairly flat throughout the period.
The budget setting process appears to have forecast
increases in spend fairly effectively.
This is not surprising as the spending patterns have stayed
fairly flat; in this case it is much more straightforward to set
a budget.
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Financial Performance – Primary Care
Primary Care services have underspent in the last three years.
Opening budget vs. Actual

Commentary
The two charts to the left indicate that
Primary Care services overspent by a small
amount in the early part of the period, but
this was mitigated effectively by additions to
the budget.
Then in 2011/12, 2012/13 and 2013/14 the
budget has underspent. Given these
underspends, it could be concluded that the
budget is generous.
We understand that some underspends
have been used to help other services such
as acute services.

Closing budget vs. Actual
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Primary Care – Activity
The total number of patients on primary care lists has stayed fairly flat over the last five years.
Primary Care Patients

Commentary
The number of patients on primary care lists has stayed fairly flat over the last five years: the number has increased by 0.6%.
However, we understand from interviews that the number of appointments and the complexity of these appointments has been
increasing, although there is no data to support this.
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Primary Care – Workforce
The number of GPs has remained fairly flat over the period.
GP WTEs

Commentary
The chart above shows numbers of GPs between 2009/10 to 2014/15.
There have been minor fluctuations over the period, however, overall workforce has remained fairly constant.
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Primary Care – Activity
The number of patients per GP has increased over the last five years.
Number of Patients per GP

Commentary
The number of patients per GP has increased over the last five years by 2.8%.

Version 4.0, 19th February 2015
278

72

PRIVATE AND CONFIDENTIAL

Housing Deficiency Fund
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Housing Deficiency Fund
The budget for the Housing Deficiency Fund is inaccurate and needs to be rebased.
Closing budget

Commentary
The Housing Deficiency Fund is intended to support local
authorities to meet the financial shortfall incurred in running
their housing stock.
The timing of the process makes it difficult to budget
effectively. Local authorities do not close their accounts until
well after the end of the financial year. This means that the
Department only finds out the required funding from local
authorities at a late stage. The Department attempts to accrue
for what they think the local authorities will ask for.

Overall actual spend

The result has been that the budget for this activity has been
significantly out for some time, as the graphs to the left show:
actual spend has been significantly less than budget over the
past five years. A credit has therefore mounted year on year as
the accruals pay for both the in year spend as well as the spend
from the previous year.
An accurate budget should be constructed based on trends
over the past five years. We understand that the Treasury has
reset the budget for 2015/16 accordingly.
The 2014/15 actual spend figure is showing as income as this is
an in year forecast representing the collection of rents before
grants have been paid out to local authorities to makeup the
shortfall.
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Appendix A:
Demographics
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Demographic Change – 2006 to 2011
The 60+ population group has seen the biggest increase on the Isle of Man over the last five years.
Demographic change

Commentary
The chart on the left shows the change in
population from 2006-2011, using information
from the census.
The overall population increased by 5.5% during
this period from 80,058 to 84,497.
The 60+ group saw the biggest increase (13.7%).
The growing elderly population is a likely driver
for increased health and social care spend.
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Department of Health and Social Care

Response of the Department of Health and Social Care [DHSC] to the
Public Accounts Committee request for supplementary information

Following the format of the questions put to us by the Clerk on 1 November 2017.

Q37: Digital Strategy - it is underpinned by a series of very detailed project
implementation plans, which we could provide to the Committee.
The following projects are currently associated with the Digital Strategy:






Digital Health Record;
Electronic Prescriptions and Medicines Administration (EPMA);
Order Communications System (OCS);
Clinical Assessment and Noting (CAaN); and,
E-Discharge Project.

Digital Health Record
This project is concerned with digitising existing paper patient records and, in doing so, is
the foundation of moving to a paperless in both the Noble’s and Ramsey Cottage Hospitals.
The digital record system, MediViewer, has been deployed and is now in use for all
outpatient clinics in all specialties. In excess of 900 frontline clinical colleagues have been
trained in its use. To date, some 25,000 patient records have been digitised (approximately
25% of the patient record library) and it is anticipated that scanning of all records will be
complete in the summer of 2018.

1. EPMA
This project will introduce an electronic system enabling clinicians to prescribe consistently
the most suitable medication for the patient, and reducing risks related to incorrect
medicines, or dosages. The system will also centralise control of the pharmaceutical budget
and procurement, which will in turn produce significant savings: initially in the hospital
setting and, in tandem with other commissioning-led activities, ultimately across the entire
Manx health economy.
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OCS
This project will extend digital clinician requests for patient diagnostic tests into the
hospitals, thereby removing inefficient and error-prone paper processes: and ensuring both
that test results are available more quickly, and that they are appropriately presented for
immediate clinician attention when priority interventions are required. The OCS system will
prevent unnecessary testing, and remove the inherent risks posed by handwritten test
requests, or manual sample labelling procedures.

The CAaN and E-Discharge Project, which are also parts of the Noble’s Digital Programme,
remain in their planning and initiation phases and so their business cases and PIDs are yet
to be finalised.
Q55: Francis Recommendations – progress update – how many left to do?
A review of the 290 Francis Report recommendations determined that 233 were either fully
applicable or that the principles or practice of the recommendation should be considered.
The remaining 57 were found not to be applicable locally because they concerned aspects of
the NHS in England which have no relevance to the Island’s services.
The most recent progress update provided by the DHSC to Tynwald [can be found at
www.tynwald.org.im/business/opqp/sittings/Tynwald%2020162018/2016-GD-0071.pdf]
A
further update is planned for January/February 2018.
Q104-107: North of England Commercial Procurement Collaborative – savings as
a result of being a member.
Please see below the estimated savings from the CPC calculated on the basis of a full year of
purchasing from the framework.
Commodity
Drapes and Gowns

Gross Value (incl. vat)
£20,417.66

Orthopaedics

£208,602.94

Orthopaedics – additional items – cement

£8,750

Complete Ophthalmology Solutions

£46,284.86

Q109-110: Pan-Mersey group formulary: why has this not been used before and
what have been the benefits and savings to date on this scheme.
When the Noble’s hospital formulary was first introduced in the 1990s, our medical
consultants were keen to have a Manx formulary rather than importing one from elsewhere.
The hospital formulary has been developing constantly since then. However, there has been
no formulary in place for General Practitioners in the community.
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The DHSC Pharmaceutical Adviser began work last year on finding the most appropriate
formulary for the Isle of Man, focusing on Manchester and Merseyside, where a number of
patients receive specialist care. Time was spent liaising with the Pan-Mersey group in order
to develop a Memorandum of Understanding.
It was also necessary to have a software system in place (Optimise Rx) to function with the
GP prescribing system, as the formulary requires constant updating as clinical issues change.
Optimise Rx was introduced in October 2017, but before the formulary can be activated
every item must be checked to ensure that they fit with policies and guidance on the Island.
It is anticipated that this work will be completed and that the formulary will become active in
January 2018: therefore benefits and savings cannot be demonstrated as yet.
Q132: Health Roster - up to date effectiveness figure, has it helped with the
reduction in reliance on bank staff.
Since the introduction of Health Roster, a number of additional control measures have been
introduced to assist in managing the use of bank staff in the hospital. These include approval
restrictions being placed in Health Roster such that only a limited number of senior nurses
are now authorised to approve bank requests. Only once approved are shifts then published
to Health Roster as being available for selection.
Since the introduction of this measure, the number of bank nursing shifts has reduced by
603 (1,912 in October 2017 compared with 2,515 in August 2017), whereas the
corresponding fill rate has increased from 81% to 85% in the same period. A total of 2,026
fewer bank hours were worked in October 2017 compared to August 2017.
Q144: Prescription Charges - change in % which will be free if the proposals
come in to force as currently written.
Currently 90% of prescription items are issued free of charge which was forecast to reduce
to 48% if the changes proposed were introduced.
Q158: Prescription Charges and other proposals – date the decisions were made.
The decision made in respect of prescription charges which was then included in the
National Health and Care Service Act General Scheme consultation was made by the DHSC
at its meeting on 7 April 2017; and the Council of Ministers then approved the consultation
on 11 April 2017.
Q161: How much is collected of the total billed to people who pay for medical
care.
During the financial year 2016/17 £1,583,306.75 was invoiced in respect of medical care. To
date, £26,494.22 remains outstanding: which equates to a recovery rate of 98.33%

[Signature]
Chief Executive
22 November 2017
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Letter dated 2nd November 2017
from Ian Thompson
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APPENDIX 4
Email dated 30th November 2017
from Dr M Couch
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Archived: 30 November 2017 18:06:51
From: [Couch Malcolm]
Sent: 30 November 2017 16:21:16
To: [Joann Corkish]
Cc: [Kate Breecroft]; [Whitaker Andrea]
Subject: RE: DHSC Governance Board
Importance: Normal

Dear Jo
1. How was the cessation of the Board approved, for example at a Department meeting or by Ministerial direction, and on what date?
The Governance Board was replaced by the DHSC Governance Framework approved at the Department meeting on 4 March 2016.
The governance framework is a public document and available on the DHSC website at the link below:
https://www.gov.im/media/1350969/dhsc-governance-february-2016-update-0516.pdf
2. What notice was given to the DHSC Governance Board Members about the timing of, and reason for, it ceasing?
The Corporate Governance Board was briefed by the DHSC Chief Executive about the expected change at its meeting on 11 February 2016 – minute below:

Best regards

Malcolm

Malcolm Couch
Chief Executive
Department of Health & Social Care | Isle of Man Government
Crookall House, Demesne Road, Douglas, Isle of Man, IM1 3QA
Direct: (01624)
| Mobile: (07624)

From: Joann Corkish [mailto:J.Corkish
Sent: 25 November 2017 11:35
To: Couch, Malcolm
Cc: Beecroft, Kate (MHK)
Subject: DHSC Governance Board

]

Dear Mr Couch
The Public Accounts Committee have been looking at the DHSC Governance Board as described in Keys in May 2015. They understand the board ceased in early 2016 and would
like to know:
1.

How was the cessation of the Board approved, for example at a Department meeting or by Ministerial direction, and on what date?

2.

What notice was given to the DHSC Governance Board Members about the timing of, and reason for, it ceasing?

If you were able to reply by the 1st December that would be most helpful.
Many thanks
Jo
_________________________
Mrs Joann Corkish
Third Clerk of Tynwald
Legislative Buildings
Douglas
Isle of Man
IM1 3PW
Tel: 01624
Email: j.corkish@
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From
Malcolm Couch
Chief Executive
Our Ref: MC/baj

Department of Health and Social Care HQ
Crookall House, Demesne Road
Douglas, Isle of Man IM1 3QA
Telephone (01624)
E-Mail

9 January 2018
Mrs Joann Corkish
Third Clerk of Tynwald
Legislative Buildings
Douglas
Isle of Man IM1 3PW
BY EMAIL
Dear Jo
Public Accounts Committee Report Publication
Thank you for your email of today’s date.

I would like to respond to the draft paragraphs shared with me under point 1 of your email.
Firstly, I would emphasise my evidence as transcribed in draft paragraph 125 . When
replying to a question about my relationship with the Minister and Departmental Members I
said, “I think it works as well as it can do.”
When replying to the question mentioned in draft paragraph 126 I was speaking based both
on my understanding of the Government Code (particularly Part 4: Ministers and Civil
Servants Duties and Responsibilities) and the dictionary definition of the word ‘colleague’ as
meaning “an associate or co-worker.” I accept that ‘colleague’ may be defined as having a
broader meaning: i.e. “one of a group of people who work together.”
In draft paragraph 127 the Committee draws an inference which, in my opinion, is not
supported by my evidence.
In respect of point 2 of your email, I do not believe that the documentary evidence which
accompanies it needs to be held confidential or, therefore, redacted.
Yours sincerely

[Signature]
Malcolm Couch
Chief Executive
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