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TRUST BOARD MEETING IN PUBLIC 

Thursday 1 November  2018 
09:30 a.m. – 1:50 p.m. 

Lecture Theatre, Queen Alexandra Hospital, Southwick Hill Road, Cosham, Portsmouth, PO6 3LY 

A G E N D A 

Item No. Time Item Enclosure  
Y/N & Number 

Presented 
by 

225/18 09.30 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Board Member has any 
conflict of interest with any items on the Agenda) 

Chair 

226/18 09:35 Patient Story Presentation 

227/18 10:00 Minutes of the last meeting – 4 October 2018 1 Chair 

228/18 10:10 Matters Arising/Summary of agreed actions 2 Chair 

229/18 10:15 Notification of any other business N Chair 

230/18 10:15 
Chairman’s opening remarks, including a review 
of Trust relationship with the Medical Defence 
Group South 

N Chair 

231/18 10:35 Chief Executive’s Report 3 CEO 

STRATEGY 

232/18 11:00 Hampshire & Isle of Wight System Reform 4 DSP 

233/18 11:10 Quarterly corporate strategy update 5 DSP 

234/18 11:20 Corporate Objectives balanced scorecard N** DSP 

235/18 11:30 Board Assurance Framework 6 DGR 

236/18 11:40 Information Technology quarterly update 7 DSP 

QUALITY & SAFETY 

237/18 11:50 Quality & Performance Committee feedback 8 
to follow 

Committee 
Chair 

238/18 12:00 Safety, quality and operational performance report 
analysis 

N ** MD/CN/ 
COO 

239/18 12:10 Quality Recovery Plan 9 DGR 
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240/18 12:20 Learning from deaths 10  

241/18 12:30 Revalidation 11 MD 

242/18 12:40 Lampard Review 12 CN 

243/18 12:50 Trust Guardian of Working Hours quarterly report 13 MD 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

244/18 13:00 Workforce and organisational development 
Committee feedback 

14 
to follow 

Committee 
Chair 

245/18 13:10 
 
Workforce and Organisational Development 
performance report analysis 
 

N ** DWOD 

FINANCE AND INFRASTRUCTURE   

246/18 13:20 
 
Finance and Infrastructure Committee feedback 
 

15 
to follow 

Committee 
Chair 

247/18 13:30 
 
Financial performance report analysis 
 

N ** CFO 

 
FOR NOTING / INFORMATION 

248/18 13:40 Directors and Non-Executive Directors’ comments  N Chair 

249/18 13:50 Record of attendance 
 

16 Chair 

250/18 13:40 Opportunity for the public to ask questions 
relating to today’s Board meeting N Chair 

251/18 13:45 Any other business N Chair 

 
252/18 

 
13:45 Additions to Board Assurance Framework and 

Risk Register – The Trust Board is asked to consider 
whether, in light of matters discussed at the meeting, 
any further additions should be made to the Board 
Assurance Framework and/or Risk Register 

 
N 

 
All 

 
253/18 

 
13:45 

 
Next Month’s Trust Board and Trust Board 
Workshop agenda 
 
Date of next meeting:  Thursday 6 December 2018, 
Lecture Theatre, QAH 

 
N 

 
Chair 

 
254/18 

 
13:45 

 
Resolution to Exclude the Press and Public 
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To consider a resolution to exclude the press and public from the remainder of the 
meeting because publicity would be prejudicial to the public interest by reason of the 
confidential nature of the business to be transacted. 

 
** Supported by the IPR Data Pack 
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Trust Board Meeting in Public 
 

Held on Thursday 4 October 2018 
 

Lecture Theatre, Queen Alexandra Hospital, Southwick Hill Road, PO6 3LY 
 

MINUTES 
 

Present:  Melloney Poole  Chair  
Christine Slaymaker  Non-Executive Director  
Gary Hay   Associate Non-Executive Director  
Roger Burke-Hamilton Non-Executive Director designate 
Mark Cubbon   Chief Executive Officer (CEO) 

 Chris Adcock   Chief Finance Officer (CFO) 
 Paul Bytheway  Chief Operating Officer (COO) 

John Knighton   Medical Director (MD)   
Theresa Murphy  Chief Nurse (CN) 
Nicole Cornelius  Director of Workforce and Organisational  
    Development (DWOD) 

    
In Attendance:  Lois Howell   Director of Governance and Risk (DGR) 
  Emma McKinney  Director of Communication and Engagement 
      (DCE) 
 Penny Emerit   Director of Strategy and Performance  

     (DSP) 
Jenny Michael   Freedom to Speak Up Guardian 
Susan Browning  Staff Nurse 
 

Minutes:   Sonia Clarke   Committee Clerk (CC) 
    
Observing:  8 members of the public and staff 

 
 
Item No 

 
Minute 
 

198/18 Welcome, Apologies and Declarations of Interest 
The Chairman welcomed everyone to the meeting and in particular welcomed Nicole 
Cornelius, Director of Workforce and Organisational Development and Roger Burke-
Hamilton, Non-Executive Director to their first Board meeting.  Martin Rolfe had also been 
recently appointed as a Non-Executive Director but was unable to attend this meeting. 
Apologies were also noted from Inga Kennedy, and David Parfitt. , Non-Executive Directors.  
There were no declarations of interest. 

  
199/18 Staff Story 

The Board received a staff story presented by Susan Browning a Staff Nurse, who had 
worked in the Health Sector for 20 years.  Susan had recently used the Freedom to Speak 
Up service.  Susan outlined that she had felt unworthy, ostracised and labelled a “trouble 
maker” when first raising concerns some time ago.  Despite this Susan believed that patients 
came first and had continued to attend conferences to enhance her already extensive 
knowledge and it was at one of these conferences that Susan met a visiting professor from 
America which changed Susan’s outlook on the issues she faced.  From that moment on 
Susan felt empowered to continue the campaign for change and approached the Freedom to 
Speak Up Guardian and met with the CEO and received support from a number of people 
within the Trust to pursue her concerns.  Although the issues are not yet finalised, Susan has 
felt that finally she is being listened to and valued and work is underway to audit the 

Page 5 of 242



concerns she raised and she now felt more at ease with each working day.  The FTSUG 
confirmed that the audit was progressing.  The month of October was Freedom to Speak Up 
Month and there had been a lot of interest in the service within the Trust.   
 
The Chair and the Board thanked Susan for telling her story and invited her to consider 
returning to Trust Board in a year to update them on any changes that had taken place as a 
result of her actions and following the completed audit.  Susan thanked the Board for 
listening and accepted their invitation. 

  
200/18 Minutes of the last meeting 

The minutes of the meeting of 2 September 2018 were approved as a true and accurate 
record of the meeting, subject to the following amendments: 
 
Page 1 – Penny Emerit, Director of Strategy and Performance was in attendance. 
Page 8 – 182/18 – Paragraph 2, line 5 amend to read ….. and it was agreed that this did not 
need to be addressed …..  
Page 8 –  182/18 -  Paragraph 5, 6 amend the minute to read.  The Chief Operating Officer 
presented the operational performance element of the IPR.  He noted that the significant hot 
weather period had delivered a number of challenges across the Trust that has manifested 
itself with a number of challenges.  The significant weather changes had seen an increase in 
both ED attendances and medical admissions.  This had ultimately resulted in the hospital 
seeing more patients and this, in turn, lead to a higher number of patients medically fit for 
discharge.  During July, the Trust took a number of actions to ensure that patients were 
transferred in a timely way through working with our system partners. As part of our urgent 
care work, there have been a number of service developments to improve the internal 
processes within ED and this includes increasing senior decision makers well into the 
evening.  Planning and preparation for winter continues, and the Trust, alongside System 
Partners has a plan to reduce Trust occupancy to 92% through improvements in community 
capacity. 

  
201/18 Matters Arising/Summary of Agreed Actions 

 
The action log was reviewed and updated.   

  
202/18 Notification of Any Other Business 

 
There were no items of other business.  

  
203/18 Chair’s Opening Remarks 

The Chair commented that  it seemed as if  good working relationships being built within the 
locality and this was a great tribute to the Executive team.  The Chair also commented that 
the continued evolution of the Integrated Performance Report and the accuracy of the data 
and analysis provided were very important.  The Chair said that it was important to 
remember at all times that “breaches “ were   people- our patients. 

  
204/18 Chief Executive’s Report 

The Chief Executive (CEO) presented his report and outlined that the Department of Health 
and Social Care had announced  £145m funding for Trusts to assist with winter pressures 
and Portsmouth Hospitals NHS Trust (PHT) would benefit from £2.8m.  Preparation has 
commenced across the Portsmouth and South East Hampshire Health and Social Care 
System and detailed plans had been discussed at the local A&E Delivery Board which for 
PHT is well advanced.  The CEO reported he had attended an NHS Employers Workforce 
seminar which highlighted current and future workforce challenges.  It was clear that the 
Trust needed to think differently about the roles that are undertaken and how care is 
delivered and this will be incorporated into the Trust wide workforce plan.  NHSI had written 
to the Trust regarding the Trust’s elective care position and the Trust had seen a 12.2% over 
performance in quarter one and compared to last year elective referrals are up 4% with some 
specialities increasing demand higher than that.  The total waiting time had increased since 
March by 5.8% and work is being undertaken with Commissioners to understand the cause 
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of the increase.  The CEO commented that the Annual NHS Staff Survey has now been 
distributed to all staff and is undertaken by an external contractor and the results were 
fundamental to assist the Trust in understanding what is working well and what could be 
improved.  The CEO was pleased to advise that the Trust has been shortlisted for a Health 
Service Journal award for it’s Time To Act initiative which improves the early recognition and 
early response to deteriorating patients.  
 
The CEO advised that to coincide with “Stoptober” the Trust had launched its campaign for 
the QAH site to be smoke free from January 2019.  The Trust has a responsibility to help 
improve the health and wellbeing of its staff, patients and visitors by supporting them to stop 
smoking.  This would also be the theme of the Open Day in October.   
 
On 20th September the Trust hosted the latest quarterly meeting with the Care Quality 
Commission (CQC) and amongst the topics discussed were the quality improvements being 
made in relation to the Mental Health Capacity Act and Deprivation of Liberty safeguards 
which included a focus on the simulation training the Trust has rolled out in this area, which 
was the first of its kind in the country.  The Trust also discussed its Quality Recovery Plan 
which was praised as an example of good practice.   
 
The CEO highlighted his top three concerns as: 
 

• The Trust’s IT and information reporting systems do not provide adequate support for 
delivery of Trust strategic objectives and the Trust had been advised of a potential 
funding source for improvement and development of systems and infrastructure, and 
the Trust will pursue this support.   

• The Trust’s financial position, particularly its cost improvement plan performance, is 
not on target at month five and this was clearly a concern for all members of the 
Board. 

• Routine water testing had shown that Legionella existed within two staff 
accommodation buildings.  There have been no reported cases of ill health as a result 
and an action plan had been implemented which saw all of the affected staff moved 
to alternative accommodation.  The work was anticipated to take approximately six 
weeks and a full investigation has been commenced to establish the cause of the 
problem. 

 
The CEO highlighted his top three clinical risks as: 
 

• Staffing levels continued to be a concern with particular concerns relating to the 
levels of staffing at night.  Safe staffing was being maintained by use of the bank and 
agency provision and the efforts continue to recruit to vacancies across the Trust.  
The risk would remain until the number of permanent and substantive staff shows 
further improvement. 

• There has been progress in the area of Sepsis and the risk of deteriorating patients, 
however until there has been sustained improvement to the risk of patient harm 
resulting in a failure to identify and respond the risk will remain. 

• There are risks associated with the inconsistent application of the Mental Capacity 
Act and associated Deprivation of Liberty safeguards.  In practice this may mean that 
not all of the Trusts patients in all areas are being effectively assessed and supported 
when they lack capacity to make decisions about their care and treatment. 

 
The CEO highlighted that Penny Emerit, Director of Strategy and Performance would be 
taking over the Executive Lead for Information Technology, this would be temporary and 
continue whilst the department lead was being reviewed.  
 
The CEO advised that the Trust had been notified by the Care Quality Commission of an 
error which occurred which resulted in the Trust being issued with a Section 29, these do not 
apply to hospitals and a Section 29a should have been issued.  The Trust has been fully 
cooperative with the CQC and this does not change any of the content. The Section 29a has 
now been reissued. On a positive note the CQC had also notified the Trust formally that the 
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Section 31 which had been issued in respect of the Acute Medical Unit, which had within it 
six conditions, has been lifted.   
 
The Chair commented that the NHS Staff survey is hugely important and the indicators were 
taken into account by the CQC and regulators and it was important that we support staff to 
complete the survey. 
 
Gary Hay asked when letters are received from NHSI to what extent do those letters include 
the STP and the wider community?  The CEO responded that all the information had been 
shared with all organisations.  In the future communications from NHSE and NHSI would be 
more streamlined as the system aligns itself.   
 
Gary Hay commented on the intention to make the site smoke free and asked about the poll 
in the local newspaper, was there any intelligence about how staff have responded.  The 
CEO responded that there are a number of different messages that have been shared and 
so far the comments that have been received from staff have been positive, although the 
difficulty to monitor and enforcement of the policy is recognised.  The Trust will be very clear 
how it supports it staff to challenge and specific training will be provided to assist in this area.  
There is a steering group overseeing this work and the focus is on encouraging alternatives 
to smoking.  Gary asked if it was in the Culture Change Programme, the CEO responded 
that it was not intended to include it yet, but take a view on feedback received once it 
commenced before including it 
 
Christine Slaymaker commented that it had been raised at Workforce Committee and given 
the recruitment and retention of staff issues, the policy did need some amending and there 
was a discussion about putting staff into a position where they would consider working 
elsewhere and the strategy should consider how to achieve this without causing unintended 
consequences.  The CEO responded that the policy would be reviewed and the approach is 
being carefully thought through. 
 
Christine Slaymaker asked about the waiting list and the Isle of Wight, the elective numbers 
are not going through as they should, but increasing by those numbers seems dramatic.  
Also there are difficulties recruiting on the Isle of Wight, is there a suggestion that patients 
are gravitating to PHT.  The CEO confirmed that the activity levels are not related to the Isle 
of Wight but it is unusual growth that has been seen and the Trust is currently working with 
commissioners to understand where the referrals and type of referrals are coming from. 
 
Roger Burke-Hamilton commented that there needs to be consistency behind the messages 
that are made, and consideration should be given to the reasons that people go outside to 
smoke and also how to engage staff and what other support services are available to 
promote an alternative. 
 
The Medical Director commented that apart from alcohol consumption, smoking is the 
biggest public health issue and smoking contributes to so much sickness in the community 
and PHT as the biggest provider of healthcare must take a lead in the push for non-smoking.  
There may need to be more shared responsibility for publicising this through public health 
and commissioning colleagues.  The CEO confirmed that the local area has the second 
highest lung cancer incidence per head of population within the UK and the Director of 
Communication and Engagement confirmed that the Portsmouth News was supportive of the 
stance the Trust is about to take. 
 
The Board noted the contents of the CEO’s report. 

  
205/18 Winter Plan 

The Chief Operating Officer (COO) presented his report which provided an overview and 
assurance of the plans that the Trust is implementing to support operational delivery  during 
winter 2018/19 which would ensure an improved patient and staff experience.   
 
During the Summer of 2018 a comprehensive review was undertaken across the system that 
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would support the planning for the component parts of the Trust and system winter plan.  The 
capacity assessment work undertaken by Price Waterhouse Coopers has led to an 
expansion of community capacity, alongside internal changes to PHT to support the delivery 
of 92% bed occupancy for the Trust.  The Divisional teams since their inception in July 2018 
have been working to ensure that the improvements within the first quarter of the year 18/19 
continued through the delivery of efficiencies and ward reconfiguration.  The internal work 
has been led by the Associate Medical Director and further work is expected in the coming 
weeks. The work has included reduction in medically fit patients and delayed transfers of 
care are consistently below 4.5%, super stranded patient numbers are consistently below 
200 and the A&E 4 hour performance was at 85% for the month of July.  Through the 
improvements that have been seen in Quarter 1, there has been a reduction in escalation 
beds, improved flow through the hospital and a significant improvement in how the Trust 
manages ‘busy’ periods, the Trust is in the best place possible to further improve and drive 
the length of stay further to meet the occupancy requirements.   A reduction in the medically 
fit for discharge patients (MFFD) to around 90 is required. The Trust was now at the point 
where all of the schemes are being worked through and some of those will be tested 
throughout October.  The actions undertaken and the plans in place meet the learning from 
last year and will put the Trust in the best place possible to manage the winter challenges. 
 
Christine Slaymaker asked what Plan B was.  The COO responded that there are some 
schemes being worked up, for example QA at Home, with the Trust’s Southern Health  
partners, and Portsmouth with their private providers to ascertain if there is scope to increase 
their capacity and also colleagues within Continuing Healthcare to support fast track and it 
may be possible for them to commission 7 beds.  The CEO added that some of the capacity 
that is coming on line does rely on Southern Health and there are recruitment challenges 
within that.   The CEO had met with the Director of Adult Social Services to review 
commissioning and the need for extra beds within Hampshire, this had been recognised and 
was being undertaken.   
 
Christine Slaymaker asked if as well as planning the Trust should be asking” what if” ?  
There is a risk that there are not enough people to undertake the work over the winter period.  
Is there something to be done which may not be detailed but what if all of this goes wrong?  
The second risk Christine highlighted related to some of the Estates programmes which are 
large and complicated.  The CEO responded that the desk top exercise had been undertaken 
and there was more confidence in the domiciliary care market.  They are confident that they 
have secured staff and additional hours by working differently with agency relationships.  The 
issue which remains is the element the Southern Health team will provide.  The CEO was 
reasonably confident that another provider could pick up and cover any gaps.  The test would 
be over the coming weeks and when the Board next meets it will be seen how effective the 
plans are.  Christine asked whether there was concern over the Christmas period and the 
unavailability of care staff in the community. The CEO responded that Emergency 
Preparedness Resilience and Recovery teams are working very closely with the external 
escalation processes and this would test the system and how it works together in the event 
of a crisis.  This would inform what the Trust did in the event of an unexpected event.  The 
Chair was assured that the Trust had a plan in the event of an unexpected occurrence. 
 
The Board noted the Winter Plan. 

  
206/18 Emergency Preparedness Resilience and Recovery  (EPRR)  

The COO presented the report and advised that NHSE have awarded the Trust as 
substantially compliant and are comfortable with the evidence that has been provided.  At the 
Quality and Performance Committee there was concern relating to the Hazmat Policy only.  
The Committee did not feel qualified to approve it. A meeting is being arranged with Surgeon 
Commander Bland to assist in providing a briefing that will assure the Committee that the 
policy meets the requirements. 
 
The report provided a summary of the outcome of the PHT EPRR annual assurance and 
self- assessment to NHS England. It was noted that all NHS organisations are required to 
prepare for a response to a wide range of incidents or emergencies that could impact on 
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health or patient care.  The minimum requirements which commissioners and providers of 
NHS funded services must meet are set out in the current NHS England Core Standards for 
EPRR.  Following an independent desktop assessment in February 2018 to confirm the 
Trust’s position, it found the Trust to be non-compliant.  An intensive work programme has 
taken place over the last ten months to progress the level of compliance.  On 14th September 
the Trust Accountable Emergency Officer and the EPRR Officer attended a formal confirm 
and challenge meeting with the CCG and presented a self-assessment demonstrating 
compliance of 57 of the 64 core standards.  As a result the Trust considers itself to be in a 
position of Substantial Compliance.  A further confirm and challenge meeting took place on 
1st October and a final level of compliance will be awarded.  A work programme has been 
produced to progress the core standards currently assessed as partially compliant in 
preparation for the 2019 EPRR Assurance Process.  The CEO and  the Board thanked Kate 
Scott, the EPRR Officer, for the huge amount of work that she has undertaken.  
 
The Board noted the report.  

  
207/18 Corporate Objectives Balanced Scorecard 

The Director of Strategy and Performance (DSP) presented the report.  The Scorecard 
allows for the Integrated Performance Report (IPR) to highlight the issues which are laid out 
in detail in the majority of the report.  The DSP highlighted the safer target of patients 
discharged by midday and the need for the Trust to focus on the early birds to help improve 
the flow.  Supporting high quality patient focused care has seen some changes in the Board 
Assurance Framework (BAF) entries such as basic compassionate care and safeguarding 
which were picked up through the Quality Recovery Plan.  The Workforce Committee makes 
reference to staff recommending the Trust as a place to work and the appraisals and focus 
remains in those areas. Building foundations on which the Trust can best deliver care 
requires more work and there is an additional entry to the BAF relating to the Facilities 
Management provider.  The DSP commented that the Spotlight report is intended to inform 
the Board that those are the issues which it is considered the Board requires sight of and the 
supporting detail could be removed as it is being discussed in detail at Committee level.  The 
Medical Director added that the IPR had been discussed in detail at the Quality and 
Performance Committee and the level of challenge had been appropriate. The Board 
requested that the detail remains within their packs for the immediate future. 
 
The Board noted the Balanced Scorecard. 

  
208/18 Quality and Performance Committee Feedback 

Gary Hay presented the feedback from the Committee meeting and commented that there 
had been very good discussions with the Annual Controlled Drugs Report being received and 
a discussion had been held regarding electronic prescribing which would provide a plan for 
the next committee.  There had been an effective discussion relating to the 62 day Cancer 
performance and assurance had been provided about the levels of work being undertaken to 
increase performance.  The Committee received a progress update on the Harm reviews and 
it was noted there was balancing of the need for openness and transparency and the 
requirement of accountability.   
   
The Board noted the feedback. 

  
209/18 Safety, Quality and Operational Performance Report Analysis 

The MD commented on the IPR and it was noted that there were some detailed discussions 
within the Quality & Performance Committee about the data inaccuracies and inconsistencies 
within the IPR and work was continuing to ensure checking prior to publication occurs. There 
was reassurance that the team understand the problem and will address those appropriately 
and as quickly as possible.   
 
The COO presented the Operational Performance report and commented that the four hour 
performance for August was at 88.32% against the improvement trajectory of 86.1%.   The 
work continues within the ED Department with NHSI to support the transformation work.  The 
62 day standard had been delivered in August but demand remained high.  The number of 
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patients overall that are waiting has improved but there are currently 90 patients waiting and 
the new Interim Head of Cancer remains focused on further improvements.  The Diagnostic 
standard has not been achieved, this is mainly relating to workforce and capacity during 
August. There had been a productive meeting to discuss the strategy for imaging, but it will 
pose a risk in two specific areas in MSK Ultrasound and CT/MRI.  Stroke although not on the 
IPR continues to have particular workforce issues and sustainable improvements are aimed 
from October.   
 
Gary Hay asked when the Interim Head of Cancer expects to have concluded the work.  The 
COO responded that an action plan by tumour site, by date, by milestone would be 
presented to the Cancer Steering Group and then to Committee, it was hoped that this would 
be available by the end of the month, but the work of the Head of Cancer would be ongoing 
for some time.  
 
The Chair commented that 37 operations had been cancelled on the day for non-clinical 
reasons, which were equipment issues.  That is not good as the patients have prepared 
themselves, made arrangements and the detail behind this was not available in the IPR.  The 
CEO responded that any patient attending for a procedure that does not occur is  is a serious 
matter.  The reasons why they do not proceed could be various, for example the piece of kit 
originally identified may then change and although there are improvements to this that does 
not detract from the individual patient experience.  These issues are being addressed 
through the Divisional Performance Reviews.  There are too many patients who arrive on the 
day and then do not have their surgery and the communication between pre-assessment and 
the surgical team must be better.   
 
Christine Slaymaker commented that the Spotlight report must have a larger degree of input 
and confidence and this is not within the report.  The DSP responded that there was a 
logistical issue in that the Spotlight reports are written for the Committees and  the Board at 
the same time.  Each month the items to be included in the Spotlight report should be 
appropriate and the feedback from the Committees will contain the assurance gained from 
the detailed debate that has occurred in the respective Committees and this would provide 
assurance to  the Board. 
 
The Board noted the report. 

   
210/18 Quality Recovery Plan 

The CEO and Director of Governance and Risk (DGR) presented the report and commented 
that through the engagement with the CQC the feedback had been very positive and that 
they enjoyed reading it and they were clear that it was helpful and covered everything.  The 
Trust was now firmly in the cycle of recovery and looked forward to the Board being advised 
of further progress being made.  There have been some problems with the development of 
the Dashboard but there is confidence it will be available soon.  The report remains a fast 
moving document and there was good progress but there is clearly still more work to be 
done.   
 
Christine Slaymaker commented that the plan was excellent, but had a query about the 
membership of the Recovery Group and noted that there were not many medics and also 
asked that when some of this work is completed how ongoing compliance would occur and 
finally are there priorities within the list upon which other things are predicated.  The DGR 
responded that there are additional actions arising constantly to ensure that the Trust is 
flexible and responding appropriately as the document progresses.     
 
The  Board noted the Recovery Plan  

  
211/18 Corporate Risk Register 

The DGR presented the report, which had been recommended by the Quality and 
Performance Committee.  The Committee had also reviewed the risk register for Corporate 
Functions for the first time at its September meeting and there had been a significant 
improvement in risk management activity in clinical areas since the last time it was 
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presented.  There were two new risks proposed which  were (i) the Failure to deliver annual 
financial outturn forecast and (2) harm to staff arising from the water safety concerns in staff 
residences. The Board noted that the Risk Management Strategy presented earlier in the 
year required that items rated as over 16 are required to be presented to the Board.  There 
had been three increases, two decreases and four removals from the risk register, three of 
them because the score has decreased and one of them as the risk has been resolved. 
 
Christine Slaymaker asked if the Corporate Functions’ Risk Register included Procurement.  
The DGR responded it would be included for the next report.  
 
The Board noted the Register. 

  
212/18 Workforce and Organisational Development Committee Feedback 

Gary Hay presented the feedback and highlighted that the Committee received relating to the 
delivery of the CIP reconciliation and agency establishment. There was a separate piece of 
work which Gary felt worthwhile which was challenging the Trust on the use of agency staff 
and the pattern of using agency and bank workers although a requirement, there was a need 
to reduce the costs and also how does the Trust encourage them to work for the Trust 
substantively.  The Committee had reviewed the Workforce and Organisational Development 
Strategy which is due to be presented to a Board Workshop in October.  It was agreed that it 
does still require some more work before it is ready for Trust Board but it should be shared 
with the Divisional Management Teams now.  The Committee had also received an update 
on the Workforce Race Equality Standard data (WRES).  The Committee were keen to view 
the Professor Lewis report and the DBS reporting where the Committee asked for a report to 
ensure that the Trust was clear about what it was asking in relation to the re-testing at the 
three year point. 
 
The CEO responded that the reality is that a temporary workforce will be part of the 
workforce within the NHS, and that there will be encouragement to sign onto the Bank 
Partners service in the first instance.  The CEO suggested that consideration be given to the 
Trust making use of the national resource which could be presented at a Board Workshop on 
the WRES.   
 
The Board noted the feedback. 

  
213/18 Workforce and Organisational Development Performance Report Analysis  

The Director of Workforce and Organisational Development (DWOD) outlined that the current 
appraisal rate was 76.5% and the CEO commented that the Divisions had received a very 
clear expectation that appraisals are required and should be in line with their workforce 
anniversary.  It is hoped that with better line of sight and streamlined documentation this will 
improve. 
 
Roger Burke-Hamilton asked if there was a way to stage this in order to help  staff engage  
more easily and see the advantage of having the appraisal.   The MD responded that it is 
one of the few areas where the medical staff are successful as there revalidation is 
dependent upon their appraisals and the onus is on them to ensure that is occurring. 
 
Gary Hay commented that in Agenda for Change the new pay requirement is linked to 
appraisals and this should assist with achieving compliance.   
 
The DWOD highlighted that there had been a reduction in 151 whole time equivalent 
members of staff from last month which was largely as a result of a reduction in the 
temporary workforce.  There would now be a sharp focus on what the workforce needs to 
look like and the funding associated with that.  There are still issues with turnover currently at 
13.2% with a stability index of 85.7%.  There has been a lot of activity ongoing in relation to 
turnover which includes active recruitment and retention schemes and the Trust has 
embarked on the NHS Improvement Workforce Retention Project and a meeting was held 
where best practices including flexible working, career mapping and how to support new 
starters and new ways of working.  As a result of that NHSI are providing direct support to 

Page 12 of 242



develop an improvement plan and the focus is on registered nurses and three key areas 
which is flexible working, staff wellbeing and leadership development.  The sickness absence 
rate the rate remains at 3.7% and action continues to be taken in relation to the management 
of absences.   
 
Roger Burke-Hamilton asked how the leavers are managed and why are they leaving?  The 
DWOD responded that a direct conversation is held with staff to ascertain the learning from 
leavers to develop strategies that can address those issues.  The CEO added that four HR 
Business Partners have now been recruited to work with the four Divisions and there will be 
work undertaken to ascertain what is occurring at Divisional level and also to work with new 
recruits to ensure they feel supported.  The DGR added there will be an increased focus on 
their wellbeing to ensure support is available. 
 
The Chair commented that the Trust was fortunate to have connections with the School of 
Nursing at the University of Portsmouth and the first cohort would qualify in 2020 and 
hopefully the majority of the students would want to stay in the area and this was an ideal 
opportunity to perhaps recruit 100 nurses per year. 
 
The CEO added that there is another group of Nursing Associates who are soon to become 
a major part of the nursing workforce nationally and this will form part of our strategy going 
forward.  This will be brought to the Board in due course. 
 
The Board noted the update. 

  
214/18 Finance and Infrastructure Committee Feedback 

Christine Slaymaker presented the feedback and commented that month 5 position was 
discussed.  The run rate is escalating and is now £1.2m and is not a comfortable place.  The 
second issue to be reviewed was what exactly are the variances being measured against the 
financial plan. It does seem difficult to change the baseline budget for example the pay 
award money.  The winter capital funding was noted and assurance was sought and 
received that they were on track. The CIP schemes relating to Workforce which appear 
difficult to achieve in particular with regard to high agency costs.  There was a PFI update on 
facilities management provider, the water hygiene and the fire safety action plan.  It was 
recommended to approve the Mobile Devices policy  The recommendations to be added to 
the Risk Register were Fire Safety, Water Hygiene and the Estates Agenda and to know that 
the year-end financial position is reflected appropriately within the BAF. 
 
The Board noted the Committee’s feedback.   

  
215/18 Financial Performance Report Analysis 

The Chief Financial Officer (CFO) presented his report.  The position continues to reflect the 
pressures and the challenges that the Trust face, there are difficulties such as the 
unscheduled care pressures and staffing arrangements and therefore the Trust response 
relates to address those drivers.  The shortfall in the delivery of activity plans against the 
variable contracts principally are planned care activity has resulted in an income year to date 
position being £1.7m lower than plan, but the adverse variance of £2.1m is a large 
contributor to that and  is partially offset by lower expenditure levels particularly in Surgery 
and Cancer.  There is a specific response to that led by the COO and supported by all of the 
relevant teams to identify the recovery of those plans.  The shortfall in the delivery of the CIP 
targets are as a result of a combination of impact unscheduled care pressures and reduced 
savings that have been delivered as a result and compared that.  This does suggest making 
a net deficit of approximately £1-2m year to date.  The profile and the variance to profile in 
the plan associated with CIP has been a particular issue for procurement, these are reported 
as large deficit plans and that deficit plan assumed a level of delivery of a procurement 
savings profile but the reality is that it will not be delivered in the way it is profiled.  The core 
procurement project is anticipating delivering in the following financial year.  There are still 
the issues that making sure the Trust’s actions and forecasts match the £35m efficiency 
target which is the value of the plans submitted to date.   
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Christine Slaymaker commented that the IPR seems to be well developed with regard to 
clinical metrics.  However, it is less well developed around the workforce and finance metrics 
which are quite difficult for Board members without the background to understand.  Could 
there be a review of what the appropriate non clinical metrics should look like. 
 
Run rate does fluctuate through the year, because of income.  In terms of position we do 
have a plan, savings programme which delivers ahead of the level being seen in year to 
date.  More important that we deliver that plan rather than look for another one. 
 
Drivers of the deficit are caused by factors that the Trust seeks to directly impact on through 
the winter plan. 
 
The Board noted the report. 

  
216/18 Audit Committee Feedback  

The DGR presented the feedback and noted that the Draft Terms of Reference had been 
amended and were now recommended to the Board for ratification.  Improvements to the 
process for following up on implementation of internal audits were noted.  Further work was 
required in the revision of the Reservation of Powers Policy and it had been agreed to extend 
this to January 2019 to allow the work to be undertaken.  The Overseas Patients Charging 
Policy was received and approved subject to some minor amendments and it was agreed to 
add Overseas Patients would be added to the internal audit programme.  The need to review 
the process for reporting breaches to the Standing Financial Instructions to the committee 
was agreed.  The Local Counter Fraud Team presented their report and their work is being 
carried out thoroughly.  The Standards of Business Conduct Policy was approved following 
revision subject to some minor amendments and a new process for reporting Trust 
responses to briefing notes issues by the internal auditors was welcomed.   
 
The Board noted the feedback. 

  
217/18 Provider Licence Certifications 2017/18 

The DGR presented the report and outlined that the Health & Social Care Act 2012 
introduced powers for Monitor, now part of NHSI, to require providers of services to the NHS 
to obtain a Provider Licence, unless exempt from law to do so.  NHS trusts are exempt from 
the requirement, but are obliged by NHS Improvement to self-certify that they are compliant 
with the same standards of corporate governance required of Provider Licence holders.  The 
conditions required to be certified were noted and related to the maintenance of an effective 
system of corporate governance.  The annual Board Work programme has been revised to 
ensure timely production of the certifications in the future. 
 
The Board noted the certifications. 

  
218/18 Non-Executive and any Directors Reports 

The Chair invited members to reflect on the Board discussions  today in relation to 
supporting staff to enable them to care for patients.  The CEO felt there had been a balanced 
discussion around the agenda, but acknowledged there was more work to be done. Gary 
Hay commented that the metrics relating to patients and staff did require more work to be 
accurate.  Roger Burke-Hamilton commented that he would like to see more emphasis on 
the outcomes for patients. The DSP had taken away a number of things to think about, not 
least of which was to consider breaches as patients and to consider how to share the IPR 
with Divisions and Care Groups to drive the business.  The COO felt there had been 
challenge in the conversation and it had been focused on patients, staff and partner 
organisations and how the Trust delivers its plans.  The CFO commented that the focus was 
on the difficulties and delivering of a stretching plan.  There could be enhancement relating to 
patients and the purpose of the Aligned Incentive Contract. The MD welcomed the challenge 
around the use of the IPR, and it reminded him of the conversation that had been held 
regarding values and behaviours and the impact on patients.  The DGR reflected on the 
opportunity to refining the structure of the agenda to allow the Board to continue its work and 
the DCE confirmed that work was underway to ensure issues were being communicated 
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appropriately. 
  
217/18 Record of Attendance 

Noted 
  
218/18 Opportunity for the Public to ask questions relating to today’s Board meeting  

• The Chair commented that it was apparent that the hearing  was an issue in the room 
and this would be addressed as far as was practicable. 

• A member of the public asked how the discharge delays as a result of issues with the 
pharmacy could be resolved.  The COO responded that this was a focus for the Trust 
and during autumn the Trust is undertaking a Sprint which is a quality improvement 
project and the Associate Medical Director was leading and the focus was on the 
issue of take home medication (TTO).  An electronic monitoring score has been 
implemented on Bedview, which is the Trust’s electronic bed monitoring system, and 
it demonstrates where the TTO is and when it is ready.  This is being rolled out 
across the Trust and by the end of the Sprint there should be an improvement. 

  
220/18 Any Other Business 

None. 
  
221/18 Additions to the Board Assurance Framework and Risk 

The Board noted  
  
222/18 Next Month’s Trust Board and Trust Board Workshop Agenda 

 
Date of Next Meeting: Thursday 1 November 2018, Lecture Theatre, Education Centre, E 
Level, QAH 
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 ROLLING ACTION POINTS FROM: Trust Board Meetings in Public      
 
 
 
 
 

2018 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

May 2018 

041/18 
(May) 

Integrated 
Performance 
Report 

Workshop session on s.136 of the 
Mental Health Act (MHA) 1983 MHA 
compliance generally to be arranged 
 

Director of Integrated 
Governance   A date to be set in the Autumn 

072/18 
(May) 

QIA’s on all Board 
papers 

All Board papers will be Quality Impact 
Assessed 

Director of Integrated 
Governance COMPLETED 

Cover sheets for Board papers will be 
reviewed comprehensively for best 
practice as part of the strategy and 
restructure work.  

June 2018 

094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

Never Events, a report outlining the 
associated learning was requested to 
be brought to a future board 

Medical Director November 
2018 

Board meeting to be determined to allow 
for CQC comments  
 

099/18 
(June) 

Freedom to Speak 
Up 

The Board noted the guidance that 
was available and it was agreed to add 
this to a future Board Workshop 
Agenda 

Director of 
Governance/FTSU 
Guardian/Committee 
Clerk 

COMPLETED A date has been set for September 
Board Workshop 

104/18 
(June) 

Workforce and 
Organisational 
Development 
Committee 
Feedback 

The Board noted that a revised 
Workforce and OD Strategy would be 
submitted to the Board in due course 

Interim Director of 
Workforce and 
Organisational 
Development 

January 
2019  

July 2018 
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127/18 
Safety, Quality and 
Operational 
Performance 
Analysis 

The Board requested a full report on 
Falls be brought to the August meeting Chief Nurse November  

128/18 Quality 
Improvement Plan 

The Board requested that the QIP be 
reviewed  

Director of Governance 
and Risk/Director of 
Strategy and 
Performance 

COMPLETED  

129/18 Safer Staffing 

The report would be taken through the 
Workforce Committee, following which 
it would return to the Board.  The front 
cover should include confirmation the 
proposal had been risk assessed and 
been through the internal management 
processes 

Chief Nurse December  

134/18 

Workforce and 
Organisational 
Development 
Performance 
Report Analysis 

The Board requested that the policy 
relating to capability and disciplinary 
procedures took account of BaME 
cultural and religious considerations 

Interim Director of 
Workforce and 
Organisational 
Development 

November  

August 2018 

154/18 
Quarterly IT 
Strategy 
Development 
Update 

The Trust reviewing external support 
and would report back to the Board by 
the end of the year 

Interim Director of 
Workforce and 
Organisational 
Development 

December  

156/18 
Safety, Quality and 
Operational 
Performance 
Report 

Domestic Cleaning standard 
assurances.  The CFO would re-
establish the PFI Liaison Committee 
and clinical input would ensure 
performance assessment was included 

Chief Finance Officer November  Update at the November meeting 

156/18 
Safety, Quality and 
Operational 
Performance 
Report 

The Winter Plan, a report would be 
brought to the October Board Chief Operating Officer COMPLETED  

164/18 Audit Committee 
Feedback 

The Reservation of Powers Policy 
required amendment and was 
extended to permit this work 

Director of Governance 
and Risk Nov 2018  Page 17 of 242



166/18 
174/18 

Board Work 
Programme 

To move the Safe Staffing Report to 
the December 2019 Board meeting to 
allow for it to be reviewed at the 
Workforce Committee, will be added to 
workplan 

Director of Governance 
and Risk 

December 
2018 December  2018 

September 2018 

172/18 Staff Story 
Macmillan Psychology Service. 
Divisional Finance Managers to review 
the service and consider a business 
case 

Chief Financial Officer November 
2018 

174/18 BAME 

The Staff Story from the BAME 
presentation to be discussed at 
Workforce Committee in October 

To ensure the Equality and Diversity 
Annual Report is on the Board Work 
Plan 

Interim Director of 
Workforce and 
Organisational 
Development 

Committee Clerk 

November 

September COMPLETED 

182/18 
Safety, Quality and 
Operational 
Performance 
Report Analysis 

Unscheduled Care.  Consideration be 
given to adding this to a Board 
Workshop for a detailed discussion 

Director of Governance 
and Risk November 

184/18 Learning from 
Deaths 

Consider including this on a future 
Board Workshop for detailed 
discussion 

Director of Governance 
and Risk November 

172/18 Staff Story 

Macmillan Psychology.  The Chief 
Financial Officer noted that there was 
an opportunity, with the introduction of 
the Divisional Finance Managers, to 
look at the service and consider a 
business case for its expansion.   

Chief Financial Officer December 
The CFO confirmed this had been 
raised with the Div Finance Managers 
and discussed the start to building of 
evidence and the pace for investment 

182/18 

Safety, quality and 
operational 
performance 
report analysis 

The MD commented that although the 
data suggested that the incidence of 
healthcare acquired infections (HCAI) 
is no longer increasing.  It was agreed 
to ask the Associate Director of 
Infection and Patient Safety to obtain 

Medical Director December 
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the latest standards and undertake a 
gap analysis which would be shared 
with the Board in due course. 

182/18 

Safety, quality and 
operational 
performance 
report analysis 

It was agreed that time would be made 
available at a Board workshop to 
discuss the issue of unscheduled care 
in detail.   

Director of Governance 
and Risk November A date to be set at a future workshop 

183/18 Care Quality 
Commission 

The Board noted and endorsed the 
CQC Recovery Plan. The Board 
highlighted its concerns and requested 
that the plan be reviewed to provide 
greater assurance.  

Director of Governance 
and Risk COMPLETED 

184/18 Learning from 
Deaths 

It was suggested that there could be 
merit in discussing this at a future 
workshop, and the Chair and the 
Board agreed. 

Director of Governance 
and Risk November A date to be set at a future workshop 

188/18 
Finance and 
Infrastructure 
Committee 
Feedback 

It was requested that a set of criteria 
against which projects were prioritised 
in support of annual planning be 
provided. 

Chief Financial Officer 

196/18 
Additions to the 
Board Assurance 
Framework and 
Risk 

The Board noted that BAF 15 required 
review. Director of Governance 

and Risk 

November 2018 
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Report to Trust Board – November 2018 

Agenda Item Number: 231/18 
Enclosure Number: 3 

Paper Title: Chief Executives Report 

Sponsoring Director: Chief Executive Officer 

Authors: Chief Executive Officer 

Purpose: To inform Trust Board on current Trust issues 

Action required by the Board/Committee: Noting 

Document previously considered by which 
meeting(s) (please insert all meetings): 

n/a 

Executive Summary - (This should include a summary of the background, key points and must include risks and 

mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

The Board is asked to note the contents of the report. 

Recommendations:  
No recommendations, for information. 

Key Risks Identified: 
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Links to BAF/Risk Register: BAF 2, BAF14, CRR 1, CRR2, CRR3, CRR7 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience         
 
 

 

Patient Safety/Safety impact         
 

 

Clinical Outcome/Effectiveness         
 

 

Operational/Non clinical         
 
 

 

Impact across Trust & wider 
Health economy 

        
 

 

Accessibility/Waiting times         
 
 

 

Staff         
 
 
 

 

Other         
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Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age         
 

 

Disability         
 

 

Gender reassignment         
 

 

Marriage & Civil Partnership         
 

 

Pregnancy & Maternity         
 

 

Race         
 

 

Religion or Belief         
 

 

Sex         
 

 

Sexual Orientation         
 

 

Human Rights          
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Assessment Sign Off 
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Chief Executive’s Board Report 

1 November 2018 

1. 

2. 

3. 

4. 

5. 

6. 

Hospital Open Day 
We hosted our annual Open Day on Saturday 13 October, and I was delighted that so 
many of our staff, their families and members of our local community joined us. The 
theme of the day was ‘We share clean air’ to promote our move towards becoming a 
smoke free site from January 2019 and a range of information and advice was available 
on the day to support smoking cessation. Activities available included tours of some of 
our departments and recruitment seminars from staff members in a number of roles 
across the Trust. I would like to pass on my thanks to all those involved in the day for 
giving up their time. I am already really looking forward to our next Open Day in 2019. 

Leadership Summit 
Friday 12 October was the second in our series of bi-annual leadership summits. The 
theme was ‘Leading for Improvement’ and we were joined by Peter Homa, Chair of the 
NHS Leadership Academy and Adam Sewell-Jones, Executive Director for Improvement at 
our regulator, NHS Improvement. The event brought together a group of leaders from 
across the organisation to support the development of the PHT leadership community, 
provide an update on our progress and discuss our priority areas of focus for the next six 
months.  

Allied Health Professionals Day  
Monday 15 October was national ‘AHPs day’, set up to recognise the work of the Allied 
Health Professionals across the NHS, and a number of activities took place around the 
hospital in celebration. The breadth of roles undertaken by our AHP workforce is often 
not well understood and this was a welcome opportunity to celebrate the significant 
contribution they make to our teams. Chief Operating Officer, Paul Bytheway and 
Director of Governance and Risk, Lois Howell spent the day shadowing various AHPs 
learning more about what their role entails and understanding how we may be able to 
make even better use of their knowledge and skills.  

Violence against staff event 
As a Board we are committed to addressing the issue of violence and aggression 
towards our staff and we recently hosted a Listening Into Action focused session on this 
topic. It was well attended by staff from a range of departments and professions who 
helped us understand more about where and how we can take action to support staff. A 
number of actions were agreed and will be taken forward by working with the attendees. 
Director of Workforce and Organisational Development, Nicole Cornelius and Director of 
Communications and Engagement, Emma McKinney are supporting this piece of work 
and will keep the Board updated on its progress via the Workforce Committee.   

Harnessing new technology  
I’m pleased to update the Board that our upgraded Da Vinci surgical robot went into 
operation on 10 October.  This next edition of the technology will mean even better 
outcomes for our patients and will help ensure we remain a leading centre for robotic 
surgery. We also took delivery of one of our four new Linear Accelerators which is currently 
being installed and will be operational in the New Year. Installation of this equipment takes 
precision planning and I am grateful to our medical physics and radiotherapy teams who 
have helped bring the project to fruition.  

NHS Long Term Plan  
On Monday 22 October I attended an event hosted by NHS England and NHS 
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7. 

8. 

9. 

10. 

Improvement on the NHS Long term Plan. It was hosted by both Simon Stevens, Chief 
Executive of NHS England and Ian Dalton, Chief Executive of NHS Improvement. The 
event provided a good opportunity to share some of the early findings and areas of 
focus likely to feature as part of the Long Term Plan. The Plan is expected to be 
published at the end of November. 

Care Quality Commission (CQC) review of deaths 
In April 2015, the CQC became the lead enforcement body for health and safety incidents 
in health and social care, involving people who use health and adult social care services. 
This responsibility was transferred from the Health and Safety Executive.  From that date, 
CQC has been responsible for taking action under the fundamental standards when 
patients die, or have suffered serious harm, due to unsafe care. 

In response to this, as part of a national exercise, the CQC has consolidated its work in 
relation to deaths.  This has included bringing together the information about deaths 
received by the CQC from a range of sources, such as Coroners reports, and notifications 
of deaths of inpatients and people who use services.  

Where necessary, the CQC has sought further details about specific incidents.  Information 
about a small number of deaths which have occurred since April 2016 has been requested 
from the Trust in order to enable the CQC to satisfy itself that appropriate action has been 
taken to ensure that relevant lessons have been learned.   The requested information will 
be supplied by the deadline and the Board will be updated when the Trust has heard more 
from the CQC about these cases.  

Public meetings 
During October and November we are hosting a series of public meetings to engage 
with our local communities and receive their feedback. The meetings have been themed 
around the topic of developments on the Queen Alexandra hospital site but our 
conversations will be wide ranging. So far I have hosted two meetings, in Emsworth and 
central Portsmouth and as ever they have been hugely enjoyable and informative.  

Trust Leadership Team engagement and visibility 
‘Working together’ is at the heart of our ethos here in Portsmouth and each month all 
members of our Trust Leadership Team have committed to releasing a day per month 
which they spend shadowing members of staff in both clinical and non-clinical 
departments. This initiative supports our existing efforts to promote engagement and 
visibility and no internal meetings will take place on these days to ensure availability. 
This is an important part of our drive to ensure our leaders are visible and available to 
staff to hear about their successes, their concerns and their suggestions for 
improvement. The Trust Leadership Team discuss the feedback from each visit and as 
a result whether any changes are required to Trust-wide plans. Importantly these are 
also then shared with the staff involved in each visit. 

Chief Nurse 
It is with regret that I inform the Board that our Chief Nurse, Theresa Murphy will be 
leaving the Trust in March 2019. Theresa has decided to take a role closer to her family. 
Since joining the Executive team in September 2017 she has had a huge impact on our 
drive to improve quality across the Trust and has provided exceptional leadership to our 
nursing teams. I would like to thank her for her enormous contribution and wish her 
every success in her new role. I have launched a recruitment campaign to find a 
replacement and will keep the Board updated on progress.  

Top three concerns 

The top three concerns facing the Trust remain similar to those reported in October 
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a. As indicated in October, the Trust’s IT and information reporting systems do not
provide adequate support for delivery of Trust strategic objectives.  The Trust has now
been made aware of potential funding sources for improvement and development of
systems and infrastructure, and will be pursuing the support necessary to address
these concerns.  Specific projects for which investment will be requested include a
comprehensive survey of the Trust’s capacity, capability and need with regard to IT
and information reporting systems, the expansion of e-prescribing across the Trust and
the introduction of e-rostering.

b. The implementation of the system-wide winter plan has gathered pace and good
progress has been made with many of the associated infrastructure projects on the
site. The impact of this additional community capacity has started to show early signs
of improvement.  The recruitment by partners elsewhere in the system of staff to
provide domiciliary care and the sourcing of additional nursing and care home beds is
progressing to ensure the remaining capacity is ready in advance of December. The
Portsmouth and South East Hampshire A and E Delivery Board will continue to ensure
that alternative action can be taken promptly to mitigate the risks associated with
failure to find the required additional capacity.

c. Capacity in the Trust’s Estates Team to address the challenges presented by the aging
parts of the site and the management demands associated with the PFI contract and
range of capital schemes is also a concern.  A review of the required expertise and
resource will be conducted over the coming weeks to ensure that gaps in the existing
team can be effectively addressed.

Top three clinical risks 

The top three clinical risks facing the Trust currently are: 

a. The ongoing challenges presented by ensuring appropriate staffing levels in
many areas of the organisation, particularly across the Urgent Care pathway.

b. Potential threat to the overall safety across the site, to patients presenting in the
Emergency Department and to the wider healthcare system if plans to reduce
overall Trust occupancy are not able to be delivered effectively throughout winter
in conjunction with improved internal processes. Risks of increasing escalation
areas; rising numbers of outliers and congestion in the Emergency Department
would all contribute to increased clinical risk.

c. Concerns over ongoing failure to consistently learn from serious incidents, never
events and near misses and to be able to implement action plans that
appropriately address the lessons identified.

All of these issues are reflected in the Board Assurance Framework or the Corporate 
Risk Register, as proposed elsewhere on the agenda. 
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Paper Title: Hampshire and Isle of Wight System Reform Proposals 
 

Sponsoring Director: Penny Emerit, Director of Strategy & Performance 
 

Authors: Penny Emerit, Director of Strategy & Performance 
 

Purpose: This presentation summarises the system reform proposal as 
developed to date through the work of the Hampshire & Isle of 
Wight (HIOW) Sustainability & Transformation Partnership’s (STP) 
Executive Delivery Group (EDG) of which Portsmouth Hospitals NHS 
Trust (PHT) is a member and informed by the broader health and 
care leadership. 
It forms the basis for statutory boards to consider during Autumn 
2018.  

Action required by the Board/Committee: Discussion 
The Hampshire & Isle of Wight STP is seeking support and 
endorsement from statutory boards to enable the proposals in the 
attached presentation to be developed. 
 

Document previously considered by which 
meeting(s) (please insert all meetings and 
dates): 

The HIOW System Reform proposals have been discussed at Board 
Workshop and Private Board meetings. 
 

Executive Summary  
 
The Five Year Forward View and recently Next Steps on the Five Year Forward View set out the ambition to ‘make the 
biggest national move to integrated care of any major western country’. Work commenced in HIOW STP in October 
2017, a series of workshops and task and finish groups developed the proposals which were considered at an event in 
July 2018 at which point it was agreed that, while there was still further work to do, the proposals were sufficiently 
developed to be considered by statutory boards. 
 
The HIOW Integrated Care System, focused on whole system planning, delivery and transformation in collaboration is 
proposed to operate across four tiers: Clusters (natural communities of 20-100k population), Place (existing Health & 
Well Being Board footprints), Integrated Care Partnership (Populations of c.600k served by acute providers) and 
Integrated Care System (2M population). 
 
Clusters are proposed to be the bedrock of the reformed delivery system. The key purpose of the wider system reform 
arrangements is to support empowered clusters. 
 
Local government partners have convened to start work on restating the critical function of integrated health and care 
planning and delivery on a Health & Well Being Board footprint. 
 
Integrated Care Partnerships (ICP) are where the work of clusters, community services, acute and specialist physical 
and mental health services are aligned for the benefit of the local population. Portsmouth and South East Hampshire is 
the footprint of the ICP of which Portsmouth Hospitals Trust is a key partner. The operating plan 18/19 for the 
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Portsmouth and South East Hampshire ICP has been considered previously by this Board. Work is ongoing to agree the 
exact arrangements that will operate across this patch. 
 
In order to support and add value to the work of clusters, ‘place’ and integrated care partnerships, it is envisaged that 
providers, commissioners and local authorities will work together to undertake strategic planning, transformation, 
resource allocation and oversight activities at HIOW level. 
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Recommendations:  
To endorse for clusters: 
- The developing role as outlined 
- The recommendations that partners define the resource required for cluster operation 
- The proposed next steps for the task & finish group (slide 24) 
 
To endorse for ‘place’: 
- The emerging restatement of the function of partnership working at this level 
- The proposed next steps for the task & finish group (slide 27) 
 
To note the work ongoing locally to: 
- Discuss and agree the remit and focus of the PSEH ICP 
- Prepare a Memorandum of Understanding to that effect 
- Set out key milestones for the ICP for April 2019 and April 2020 
 
To note the further work ongoing in relation to the ICS: 
- A task and finish group to further develop the proposal to establish a strategic commissioning function 
- Establish a new task and finish group to develop the next phase of work on strategic planning, transformation, 

resource allocation and assurance function for HIOW and constructing the appropriate governance 
 

Key Risks Identified:  
 

Links to BAF/Risk Register: BAF 4 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Other         
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Purpose of this document 

This document summarises the system reform proposal as developed to date 
through the work of the Hampshire and Isle of Wight Sustainability and 
Transformation Partnership’s (STP) Executive Delivery Group (EDG) and 

informed by the broader health and care system leadership.  

It forms the basis for NHS provider board, CCG governing body and local 
government cabinet consideration at their respective meetings in autumn 2018. 

 

Context 

The health and care system across Hampshire and the Isle of Wight has been 
working together to develop a response to the national ambition to improve the 
integration of health and care for the benefit of local people. 

As the Care Quality Commission put it in its 2016/17 State of Care report:  

“People should be able to expect good, safe care when they need it, 
regardless of how this care is delivered... It’s clear that where care 
providers, professionals and local stakeholders have been able to do 
this – where they have stopped thinking in terms of ‘health care’ and 
‘social care’ (or specialties within these) and instead focused their 
combined efforts around the needs of people – there is improvement in 
the quality of care that people receive. To deliver good, safe care that is 
sustainable into the future, providers will have to think beyond their 
traditional boundaries to reflect the experience of the people they 
support.” 

 

Introduction and context 

 

National context 
 

The most recent mandate given by the Government to NHS England includes 
increasing integration with social care so that care is more joined up to meet 
physical health, mental health and social care needs. More recently, the House of 
Commons Health and Social Care Committee has expressed its support for 
improving integration of care, highlighting its potential to improve patient 
experience. 

NHS England’s policy goals in relation to this area have been clear for some time. 

NHS England’s ambition to transform the delivery of care in this spirit was first 

described in 2014’s Five Year Forward View (FYFV): 

“The traditional divide between primary care, community services, and 

hospitals – largely unaltered since the birth of the NHS – is increasingly a 

barrier to the personalised and coordinated health services patients need. 

And just as GPs and hospitals tend to be rigidly demarcated, so too are 

social care and mental health services even though people increasingly 

need all three” 

 
 

3 
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Case for change 
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Our citizens have been consistent in telling us that… 

• they want better and more convenient access to support to help them to live 
well for longer. We have diverse communities across Hampshire and the Isle of 
Wight and people want support better suited to their needs;  

• they value and have confidence in General Practice and the wider primary 

and community team, but there is a bewildering array of teams who do not 
appear to communicate with each other. People often have to repeat their 

story multiple times, making accessing care a frustrating experience. So they 
want all of the clinicians and care workers involved in their care to know their 
care plan, to work together and to communicate with one another. Many people 
also want greater control of their care, from better access to their records 
through to personalised budgets; 

• when they have an urgent care need, rapid access to the right clinical advice 

and support is the most important factor to them. They want the health and care 
system to make sure they know how to rapidly access a complicated and 
sometimes confusing system; 

• when they are managing a long term physical and/or mental health condition 
they typically want continuity of relationship with a trusted clinician to support 
them; they want better support to understand and manage their condition; and 
they want to ensure that when they travel for specialist advice and support, then 
the journey is worthwhile. Currently 40% of people whom have a long term 
condition tell us they don’t feel supported to manage their condition. 

• they are more willing to travel a little further for specialist care if the services 
they access will give them better outcomes. People also add however, that there 
is nowhere like home and that they would rather be there, than a hospital bed. 
Unfortunately a quarter of people in hospital still do not feel involved in decisions 
about getting them home. 

 

What do our citizens and our staff tell us?  5 

Our workforce are telling us that: 

• they are under more pressure than ever before. They often feel that there is 
not enough time in the day, with too many targets to reach and administrative 
tasks to perform, both of which take time away from patients; 

• services are running on such low staff numbers that any unplanned sick leave 
or annual leave has a significant effect. Despite significant efforts of some 
providers, we continue to exceed our planned expenditure on agency and locum 
spend; 

• care professionals want a means by which to share information with other 
professionals within the system. There is often a poor interface between primary, 
secondary and community care with time wasted trying to contact other care 
services; 

• whilst it doesn’t feel this way in general practice, and in the community and 
hospital services, our workforce has actually increased over the last few years. 
However so too has the number of people leaving within two years;  

• many frontline staff have spent large parts of their professional careers trying to 
integrate care for patients, often working around policies that construct rather 
than remove barriers to integrated care at local level; 

• they want better career options along with opportunities to improve their skills 
and expertise. 
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What does the data tell us?  

We need to strengthen our approach to prevention, early 

intervention and supported self-management… 

• We have a national reputation for developing innovative models of prevention, 
case finding and early intervention and supported self-management. However, we 
have not systematically implemented these innovative models. For example, 
within three years, 330 heart attacks and 490 strokes could be averted with 
improved detection and treatment of hypertension and atrial fibrillation. This 
represents a cost saving of up to £2.5m for heart attacks and £6.7m for strokes 
through optimal anti-hypertensive treatment of diagnosed hypertensives. 

• For cancer services, for example, we have made real progress in improving the 
early diagnosis of cancers over the past 4 years, and are now are one of the best 
performing systems in the country. But we still only diagnose just over half of 

cancers at stage 1 and 2.  

• The life expectancy of people with serious mental illness is 15-20 years less 

than the average life expectancy in Hampshire and the Isle of Wight, with two 
thirds of these deaths due to avoidable causes. And yet the number of health 
checks for people with severe mental illness in HIOW is below the national 
average. 

• We are making improvements, but we are not yet closing the inequalities gap - 
the life expectancy gap (and disability-free years gap) across HIOW is not closing. 

We have a significant opportunity to improve discharge and flow 
across Hampshire and the Isle of Wight… 

• Our citizens continue to stay in hospital for a long time even though many 
are medically fit to leave. As we know the longer people stay in hospital, the 
more likely they are to develop complications and reduced independence; and 
it is also expensive to keep someone in hospital unnecessarily.  

• Our flow and discharge is noted as being in the lowest  performance quartile 
in the country 

• We continue to be the second poorest performing system in the country 
with regards to delayed transfers of care.  

• We are the second  poorest performer nationally with regards to CHC 
assessments in the community.  

• Recent data positions us as having one of the greatest opportunities nationally 
to reduce excess bed days and super-stranded patients. 

• There has been a relentless focus on improving discharge and flow across all 
of our systems and yet despite this the number of delayed transfers of care per 
100,000 population remains at the same rate it did two years ago*  

 

This data would indicate that continuing to operate as we have done in 
the past will not yield a different outcome. We need to reform the 
system in a way that best allows us to tackle the challenges we face. 

* with the exception of the Isle of Wight which now operates with three times fewer delays as other HIOW systems.  
 

6 

The complexity and fragmentation of our current system (including 

siloed budgets and payment systems) is currently holding back a 

system focus on this agenda.  
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What do we know about new models of care?  7 

The past four years have seen significant progress in developing ‘new care models’ which are founded on integration between partners and a 
systematic focus on the whole population’s needs. Nationally we have seen both Multispecialty Community Provider and the Integrated Primary 
and Acute Care Systems develop. More recently the Next Steps on the Five Year Forward View further articulated the ambition ‘to make the 

biggest national move to integrated care of any major western country’. 

Within our patch we are reporting very tangible benefits for our citizens as a result of health and care partners working together / integrating 
more effectively than we have seen before. In the most developed systems we are seeing: 
• 1% reduced emergency admissions compared to an average of 3.5% growth nationally; 
• New models of care are successfully managing and treating people more effectively in the community reducing potentially “avoidable” 

emergency admissions by 10% on last year; 
• 4% reduction in GP referrals on last year; 
• Reduction in the number of people experiencing mental health crisis / emergency admission to acute mental health beds as a result of 

enhanced support in the community 
• A&E attendances are holding at the same level as last year compared to demographically similar systems which have increased activity 

on last year; 
• Citizens engaging with integrated care teams are reporting significant improvements in health status, personal wellbeing, experience 

and health confidence; 

• Staff satisfaction rates significantly improving where they are operating in integrated care teams. 
These achievements are both important for citizens, staff and for the financial health of the system. We know that new models of care work, 
however, our integrated primary and community teams are at different stages of development and so too are their interfaces with local health 
and wellbeing footprints and the acute physical and mental health system. 
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Increasing value for money 

The current funding and budget systems make it hard to reallocate resources to where they are needed most. This can also be prohibitive to collaborative working between 
partner organisations. Frustratingly for all, the current payment systems can be unhelpful – rewarding activity rather than outcomes. 

Our financial position is unsustainable. Hampshire and Isle of Wight NHS has forecast a ‘do nothing’ gap of £577million gap by 2020/21 (23% of our £2.5bn allocation) 
and in addition to this, the pressures in social care and local government more broadly are unprecedented. Whilst the required level of efficiency has been delivered to date 
we require a step change in productivity and cost reduction to ensure we meet our financial targets. 
In many organisations too much resource and energy is focused on seeking to suppress expenditure in providers or generate additional income from commissioners, rather 
than work in partnership to focus on cost reduction, quality improvement and living within the system’s finite resources. We will require different approaches, including 
collaboration, e.g. pathology, pharmacy distribution centres; scale, eg: collective procurement; back-office optimisation, eg:  HR, finance; greater partnerships, eg: 
increasing retention of our workforce, reducing bank and agency costs; and reduced unwarranted variation in practice. 

If we are to make the transformational changes required to improve outcomes, experience, satisfaction, quality, performance, financial sustainability and address our 
workforce challenges we must radically enhance our functionality, removing obstacles to enable far greater collaboration and integration. These radical changes 
will become a reality only if there is a collective commitment from all partners to transform and implement a new way of working.  

Reducing complexity 

• We have 21 NHS and local authority statutory partners as signatories to our transformation partnership and three non-statutory partners (with leadership 
responsibilities around workforce, innovation and research).  

• We have grown our workforce by 4.5% over the past three years. Too much of this growth has, however, been in non-clinical roles. One of the key drivers for this is 
the continuing burden of reporting, assurance and inter-organisational contract management. 

• We are a complex system. Whilst there has been collaboration between provider, commissioner and regulatory partners, our system reform work over the past six 
months has demonstrated significantly greater opportunity to reduce system complexity; reduce the burden of assurance and reporting and ensure all partners 
collaborate towards clearer strategic goals; 

• NHS England and NHS Improvement are currently undergoing a national and regional integration programme. The expectation is that locally the Hampshire and Isle of 
Wight system will develop simpler but more effective self-regulation and assurance models that will allow NHSE/I to work more strategically with the system. 

The system reform programme is a means by which we can reduce this complexity and develop strong self-regulation and assurance models. 

 

 

Finance and efficiency 8 
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The proposed system 
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“Our vision is to support citizens to lead healthier 
lives, by promoting wellbeing in addition to treating 
illness, and supporting people to take responsibility 
for their own health and care. We will ensure that our 
citizens have access to high quality consistent care 
24/7, as close to home as possible. 

Our vision  10 
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Our vision – tomorrow’s system 

 
Supporting 
people to 
stay well 

Joining up 
care locally 

Specialised 
care when 

needed 

• Harnessing technology more 
effectively to support wellbeing 

• Developing integrated health and 
social care teams designed to 
support the needs of the local 
communities they serve 

• Ensuring a strong and appropriately 
resourced primary care workforce 

• Providing care in the right place at the 
right time by reducing over-reliance on 
hospitals and care homes 

• Using technology to revolutionise 
people’s experiences and outcomes; 

• Identifying, understanding and 
reducing unwarranted variation in 
outcomes, clinical quality, 
efficiency; 
 

We will make  

intelligent 

use of data 

and 

information 

to empower 

citizens, 

patients, 

service users  

and support 

our 

workforce to 

be more 

efficient and 

effective in 

delivering 

high-quality 

care 

We are taking action to prevent ill-health and promote self care... 

• Empowering citizens, patients, 
service users and communities 

We are strengthening local primary and community care... 

We are improving services for people who need specialist care... 

• Through consolidating more 
specialised care on fewer sites; 

11 
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Integrated care systems 

The HIOW Executive Delivery Group (EDG) – representing the HIOW health and care system – recommend that to deliver our vision 

for health and care, we need to reform our system to ensure ‘form follows function’, signalling a shift from the separation of 

provision and commissioning to integrated planning and delivery. Nationally there is a similar realisation, which has led to the 

national guidance on Integrated Care Systems. 
 

What is an integrated care system (ICS)? 

NHS England defines ICS as those systems in which: 

“Commissioners and NHS providers, working closely with GP networks, 

local authorities and other partners, agree to take shared responsibility (in 
ways that are consistent with their individual legal obligations) for how they 
operate their collective resources for the benefit of local populations”.  

What will an integrated care system do? 

National guidance sets a number of expectations for ICS: 

• ICS are expected to produce together a credible plan that delivers a 
single system control total, resolving any disputes themselves. 

• ICS will assure and track progress against organisation-level plans 
within their system, ensuring that they underpin delivery of agreed 
system objectives. 

• [ICS] will be given the flexibility, on a net neutral basis, and in agreement 
with NHS regulators, to vary individual control totals during the planning 
process and agree in-year offsets in one organisation against financial 
under-performance in another. 

 

 

• NHS England (NHSE) and NHS Improvement (NHSI) will focus on the 
assurance of system plans for ICS rather than organisation-level plans.  

There is an expectation that, over time, ICSs will replace STPs. 

Benefits of ICS – the national view  

• Creating more robust cross-organisational arrangements to tackle the 
systemic challenges facing the health and care;  

• Supporting population health management approaches that facilitate the 
integration of services focused on populations that are at risk of 
developing acute illness and hospitalisation;  

• Delivering more care through re-designed community-based and home-
based services, including in partnership with social care, the voluntary 
and community sector; and  

• Allowing systems to take collective responsibility for financial and 
operational performance and health outcomes.  

Local alignment 

The EDG tasked a sub-set of its members, supported by others, to form a 
series of task and finish groups to develop the key elements of a proposal 
for moving the HIOW system towards ICS (“the system reform 

programme”). 

12 
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How could HIOW look in the future? 

Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic planning/commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 

13 
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The proposed HIOW integrated care system:  
A whole system planning, delivering and transforming in collaboration 
 The proposed reformed system envisages providers, commissioners and local 
authorities working in ever closer collaboration with each other and with citizens 
and voluntary sector organisations to address the case for change, empowering 
and supporting citizens to best manage their own health and wellbeing and 
frontline teams to provide and sustain the best possible services and care. 

Component    Purpose and description 

• The foundations of the reformed system 
• Strengthening primary care 
• Delivering integrated mental and physical health, care and 

wider services to cluster population 
• 36 clusters, aligned to ‘natural communities’. 
• Proactively managing the population health needs 

Natural communities 
of 20-100,000 people 

HIOW integrated 

care system 
• System strategy and planning 
• Implementing strategic change across multiple integrated 

care partnership footprints/places 
• Alignment of  strategic health and LA commissioning 
• Provider alliances (acute physical & mental health) 
• Oversight of performance and single system interface with 

regulators 

• Integrated local authority & NHS planning 
• Aligned to HWB (local authority) footprints 
• Health & LA aligned commissioning resource & agreed 

leadership/management models 
• Basis of the JSNA, means through which HWB exert tangible 

influence on the direction of health and care services for the 
population through health and care commissioning and wider 
determinants of health 

Ongoing 

development of 

place based 

planning 

Simplified structure 

of 4 integrated care 

partnerships 

• Support the vertical alignment of care enabling the 
optimisation of acute physical & mental health services 

• Design and implement optimal care pathways 
• Support improved operational, quality and financial 

delivery 

Notes: 

1. The term ‘cluster’ is used for consistency to describe the foundation of the system where 

general practices with statutory and voluntary community health and care services work 
together in 20-100k populations to meet the needs of local residents. A variety of terms are 
currently used to describe this including localities, extended primary care teams, natural 
communities of care, neighbourhood teams. 

2. Where HWB and integrated care partnerships are coterminous, activities are undertaken 
together. In areas where integrated care partnerships span more than one HWB footprint, 
the partners will work together to determine the most appropriate allocation of 
responsibilities between HWB area and the integrated care partnership to achieve the 
shared objectives. 

3. The Hampshire HWB area also includes North East Hampshire, which is also part of the 
Frimley Integrated Care System and therefore omitted from the figure above 

Accelerated 

implementation 

of 36 clusters 

Existing Health & 
Wellbeing Board 

footprints 

populations of c600k served 
by acute partners 

Drawing together the 
above component 

parts, delivering some 
functions at a scale of 
2 million population 

14 
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Conditions for integration 

The development of an ICS for Hampshire and Isle of Wight has been based upon a variety of national guidance and 
evidence from around the country about best practice approaches. We have studied the work ongoing in Surrey Heartlands 
Dorset, Manchester and South Yorkshire and Bassetlaw and learnt from their experiences. 
 
The work of the Kings Fund on integration is also helpful in setting out conditions which support greater integration. Their 
assessment is that current and future ICS must address the following development needs if they are to succeed in 
transforming health and care, building on new care models and related initiatives: 
 
• Developing trust and relationships among and between leadership teams 
• Establishing governance arrangement to support system working 
• Committing to a shared vision and plans for implementing the vision  
• Identifying people with the right skills and experience to do the work 
• Communicating and engaging with partner organisations, staff and the public  
• Aligning commissioning behind the plans of the system 
• Working towards single regulatory oversight 
• Planning for a system control total and financial risk sharing. 
 
The work involved in addressing these needs is time consuming and cannot be rushed: ‘progress occurs at the speed of 
trust’, collaborative rather than heroic leadership holds the key to progress.  

15 
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Components of the system 
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Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic Commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 

Clusters - integrated primary and community care teams 17 
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Clusters will be the bedrock of the reformed delivery system. The key purpose of our wider system reform arrangements is to support 
empowered clusters. 

Role and benefits of clusters: 

• Clusters will see health and care professionals, GPs, the voluntary sector and the community working as one team to support the health and 
care needs of their local community. They will focus on helping people to manage long term conditions and improve access to information 
about healthier lifestyles and improving/maintaining wellbeing. 

• Evidence shows that the most successful work of this type will reduce the overall number of people who need to be cared for in hospital and 
improve the health and wellbeing of communities. Clusters will shift the pattern of care and services to be more preventative, proactive and 
local for people of all ages 

 

Clusters - integrated primary and community care teams 

 

18 

Impact of clusters for people 

 People are supported to stay well and take greater responsibility 
for their own health and wellbeing 

 People can easily access support and advice that is timely, 
delivered close to home and with the right professional to meet 
their needs 

 People with chronic or complex illness receive care that is 
consistent, joined up and centred around their needs and wishes, 
with fewer hand-offs and reduced duplication 

 People are only in hospital for the acute phase of their illness and 
injury and are supported to regain/retain independence in their 
usual place of residence 

 People have greater choice and control over decisions that affect 
their own health and wellbeing 

 

Impact of clusters for HIOW system 

 Increased capacity in primary and community care to manage local 
health and care needs 

 Reduction in rate of acute mental and physical acute non-elective 
activity growth and demand for urgent care services 

 Optimised resource utilisation  as a result of better managed 
chronic conditions and reduction in preventable conditions 

 Reduction in variation in access and outcomes 
 Fewer permanent admissions to residential and nursing care 
 Primary care is sustainable and supported leading to improving GP 

recruitment and retention rates 
 Attract and retain right workforce in all sectors with particular 

emphasis on those sectors in greater need such as mental health 
 More efficient bed use and fewer delayed transfers of care 
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Characteristics of clusters 
Clusters will vary based on the needs of the communities they serve, but 

will be built on a common foundation and share common characteristics: 

• Clusters will be empowered to innovate in order to best serve their 
populations. In order to facilitate this, they will work to a specification which is 
outcome-based, but which is common across HIOW. Developing this 
specification will be an early priority. 

• Cluster footprints align to ‘natural communities of care.’ Areas must be 

meaningful to those they serve, as they provide the basis for community-
focussed services.  Clusters’ population range provides flexibility in cluster 

boundaries to ensure they align with both natural communities and GP 
registered lists. 

• Clusters will include a range of mental and physical health, care and wider 
services in one place. Multi-professional working will be supported by multi-
agency information sharing and, wherever possible, physical co-location. 

• Co-ordinate services and teams from across organisations through 
alignment arrangements (MOU, alliance contract or joint venture) – allowing 
professionals to maintain their current employment status. 

• Multi-professional (including clinical) leadership. Each cluster will have a 
named lead, and will be supported by a professional managerial team, who 
will be responsible and accountable for the performance of cluster services 
and the management of an indicative cluster budget. Clusters will manage 
their performance based on agreed datasets.  

• GP federations will be vital in facilitating clinical leadership in clusters, as well 
as in leading the transformation of primary care, which will be vital to 
clusters’ capability. 

• Clusters will identify, understand and reduce unwarranted variation between 
their practices. Colleagues and systems across the footprint of HWB and 
integrated care partnerships will support clusters in this, as well as identifying 
unwarranted variation between clusters (see below). 

• Clusters and acute physical and mental health providers will work together in 
integrated care partnerships, to ensure alignment of pathways and integrate 
services to optimise the health and care support they provide, responsive to 
the populations they serve. 

The 5 core functions of a cluster: 

1. Supporting 
people to stay well 

2. Improving on the 
day access to 
primary care 

3.  Proactively 
joining up care for 

those  with 
complex or 

ongoing needs  

4. Improving 
access to step-up 

and step-down 
care 

5. Improving 
access to 

specialist care 

19 
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Portsmouth and South East 

Hampshire 

1. East Hampshire  
2. Waterlooville 
3. Havant 
4. Fareham 
5. Gosport 
 
 
 
 
 

North and Mid Hampshire 

1. Mosaic 
2. Whitewater Loddon 
3. Acorn 
4. A31 
5. Rural West 
6. Andover 
7. Winchester City 
8. Winchester Rural North 
9. Winchester Rural East 
10. Winchester Rural South 

Isle of Wight 

1. North and East 
2. West and Central 
3. South Wight 

36 clusters across HIOW (as at August 2018) 

1. Portsmouth North 
2. Portsmouth Central 
3. Portsmouth South 

South West 

Hampshire 

1. Eastleigh 
2. Eastleigh 

Southern Parishes 
3. Chandler’s Ford 
4. North Baddesley 
5. Avon Valley 
6. New Milton 
7. Lymington 
8. Totton 
9. Waterside 
 
Southampton 

1. Cluster 1 
2. Cluster 2 
3. Cluster 3 
4. Cluster 4 
5. Cluster 5 
6. Cluster 6 
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Operationalising clusters is a key priority. This will include developing an outcomes-based cluster specification and providing 
management and development resources to clusters from CCGs 

A key test of this proposal overall is that cluster governance must accelerate and facilitate, rather than impede, local change and 
improvement. Therefore clusters will be encouraged to innovate and improve services for their citizens.  

This innovation will be facilitated by both their contract /incentive structure and support from HWB and  integrated care partnerships (see next 
slides). 

HWB and partnerships will support clusters in identifying and reducing unwarranted variation, including striking the right balance between 
standardisation / consistency and local flexibility (ie. standardising only where this adds value).  

Standardisation may apply across a HWB or partnership footprint, or more widely, as appropriate. We would expect some pathways, services, 
systems and processes to be standardised across HWB or partnership footprints, some to be standardised across the whole of HIOW. Elements 
not standardised will allow each cluster to take the approach which works best for them, but with encouragement and support to consider what 
other clusters are doing and the potential to spread best practice where it adds value (or reduces duplication of effort) to do so. 

As part of this freedom to innovate, we recognise that clusters will continue to evolve. The current structure of clusters across HIOW (see next 
slide) may therefore change as clusters become established and take on an increasing role in service delivery.  

 

Balancing autonomy and standardisation in clusters 21 
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Every part of the HIOW system has confirmed the development of integrated cluster teams as a key priority  for 2018/19,  and every area has a 
change programme in place to deliver this.  

• The 36 cluster teams across HIOW are at variable stages of development and maturity. 

• The most established teams, formed under Better Care and Vanguard programmes, offer a wealth of evidence and learning about what works; 
however we are yet to effectively capitalise on this across HIOW. 

• There are currently different names for cluster teams in each care system, reflective of evolutionary local plans. 

• However,  there are high levels of congruence in the overall description of the function and form of these teams across the system. 

 

Therefore, the ambition for cluster development for 2018/19 is to: 

• Accelerate and embed the infrastructure for all 36 cluster teams by March 2019 

• Evidence impact on  patient outcomes, primary care capacity, hospital admissions and system flow 

Current thinking about the development of the clusters by March 2019 and March 2020 is described on the following page. 
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23 

By April 2020 October 2018 – March 2019 

• Practices working together to improve access and resilience 
• Core cluster team membership defined 
• Integrated primary and community care teams in place with joint 

assessment and planning processes 
• Prototypes in place for highest risk groups 
• Gap analysis undertaken, end state defined for key functions  

 
 
 
 
 

• Components of delivery model in place for each of key functions 
(minimum 50% completion) 

• Active signposting to community assets in place 
• Shift of specialist resources into cluster teams 
• Integrated teams fully functioning and include social care 

 
 

Care 

Redesign 

• Information sharing agreements in place between all partners 
• Plan for shared care record confirmed 
• Cluster responsibilities documented via MOU/alliance agreement 

• Data used to drive improvement and reduction in variation within and 
between clusters 

• Shared care record (health) in place 
• Cluster monitoring impact on key outcomes 

 

Accountability & 

performance 

management 

• Shift of specialist resources into cluster teams 
• Clusters have sight of resource use and can pilot new incentive 

schemes 
• Cluster level plan to optimise use of assets and early components in 

place 
 

Managing 

collective 

resources 

• Cluster priorities identified and delivery plan in place 
• Cluster level population data available and used to support priority 

setting and planning 
 

Strategy and 

Planning 

• Longer-term cluster objectives being shaped, informed by data 
• Mechanism in place for co-production of plans and services with local 

people  

• Cluster assets mapped to inform future planning (estate, back office, 
people, funding) 

• Resources identified to enable/support cluster plan delivery (eg 
change management) 

• Cluster level dashboard including outcomes in place 

• Dedicated professional and operational leadership in place in each 
cluster 

• Governance arrangements in place in each cluster, eg cluster board 
• Cluster partners identified and engaged in the development and 

delivery of the cluster plan 
• Cluster engaged in integrated care partnership decision making 

• Cluster leadership embedded with defined responsibilities for co-
ordination of cluster responsibilities 

• Mechanism in place to share learning between clusters 
• Practices have defined how they wish to work together going forward 
• Cluster is full decision making member of integrated care partnership 

Leadership & 

governance 

Workforce 

development 

• Cluster workforce plan defined with targeted action to support 
recruitment/retention of key roles 

• Cluster level OD/team development plan in place 

• Development of new/extended roles in cluster teams to meet local need 
• Beginning to share workforce and skills within clusters 

The developing role of clusters 
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Endorse: 

1. The developing role of clusters as outlined on the previous slide

2. The recommendation that partners across HWB footprints and integrated care

partnerships work together to define the resources required for cluster operation – a

critical first step is establishing professional and operational leadership to drive cluster

development

3. the proposed next steps for the cluster task and finish group which are summarised as

follows:

a. Quantify the impact/expected outcomes of cluster teams  (already in progress in most
areas): defining outcome metrics for individual clusters and a small set of common metrics
across whole HIOW

b. Describe the support requirements and responsibilities to accelerate full cluster
implementation

c. Describe the proposed interplay between clusters and other components of the ICS,
including governance and participation arrangements for clusters as part of HWB footprints
and integrated care partnership structures

d. Strengthen primary and social care involvement in this work at a Hampshire and Isle of
Wight level (membership of the task and finish has already been extended to reflect this)

Statutory bodies are asked to: 24 
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Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic Commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 
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Local government partners have convened to start work on restating the critical function of integrated health and care planning and delivery on 

a Health & Wellbeing Board (HWB) footprint.   

An early draft definition of the function is summarised below: 

HWB footprints will continue to be the focus for place-based planning (undertaking population needs assessment) and for aligning health, care and other 
sector resources to focus on delivering the improved outcomes for local people, building on the long-established integrated working arrangements, e.g. 
Better Care Fund, Section 75 arrangements, etc. Working in collaboration, partners will maximise the potential to further improve wellbeing, independence 
and social connectivity through the wider determinants of health including public health, housing, employment, leisure and environment. 

The statutory role of the HWB with their political and clinical leadership, means that they should be central to the governance of health and care planning for 
a ‘place’. The sustainability of the health and care system depends on public and political acceptability and support – as well as the right systems of design 
and delivery. So the active and effective democratic engagement at all levels (cluster through to whole HIOW) is vital. Strong and equitable relationships 
between NHS and local government will provide the necessary collective energy and focus required for system change. Furthermore, cross sectoral 
partnerships of public, private  and voluntary and community organisations have important roles in all components of the system. 

Much of our prevention and health improvement activities will continue to be designed and delivered in HWB footprints. We will use our ability to align / pool 
monies between NHS and local government partners to ensure that a clear focus for each HWB footprint is the resourcing of our 36 clusters (integrated 
primary and community care teams).  

Our HWBs are based on local authority footprints. We will continue to integrate our CCG and LA teams focused on place-based health and care planning on 
these HWB footprints, reducing complexity and duplication. We will also be deploying some of our health (CCG) and care staff directly to support the 
operationalisation of our 36 clusters.  

 

All four LAs have committed to meet with health provider and commissioner colleagues during August/September as a task and finish group to 

further develop the above definition and proposed next steps (see more detailed recommendation on the next page). 

Restating the function of Health and Wellbeing Board footprints 
within an integrated care system 
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Endorse the following recommendations from the EDG, informed by the task and finish 

group work to date: 

1. The emerging ‘restatement’ of the function of partnership working on a HWB 

footprint as described on the previous slide 

2. The proposed next steps for a task and finish group by the end of September, which 

are to:  

a. define the common functions of the role of HWB footprints in an integrated care system 

b. clarify the relationship between this and the other component parts of the proposed 
Hampshire and Isle of Wight Integrated care system 

c. set out a mechanism for achieving ‘active and effective democratic engagement at all 

levels’ across the Hampshire and Isle of Wight integrated care system (including the role of 

HWB) 

Leads from the other Hampshire and Isle of Wight task and finish groups on integrated 

care partnerships, strategic commissioning and clusters will be involved in developing 

this thinking. 
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Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic Commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 
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Integrated care partnerships 

Providers of mental and physical health and care 
services including general practice, NHS commissioners, 
local authorities and voluntary sector organisations come 
together in geographies based on the local catchments of 
acute hospitals to benefit their local population.   
The term ‘integrated care partnership’ [ICP] is being used 

to describe the collaboration of partners on these 
geographies.   
The ICPs across HIOW will reflect local needs and will 
differ in the extent of their focus and work programme. 
For some, the focus may be predominately on improving 
operational ED performance. In others there is already an 
intent to work together on a more comprehensive basis 
with established governance structures to deliver agreed 
improvement programmes.  
The balance and focus of the planning and delivery 

that takes place in HWB footprints and integrated 

care partnerships will vary in each part of HIOW.   

Integrated care partnerships are where we align the work of the local clusters, community services, acute and 

specialised physical and mental health services, for the benefit of the local population.  
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The nature of Integrated Care Partnerships [ICPs] will vary according to local circumstances, challenges and opportunities. For some the arrangements will mirror current 
state. For others their development is such that by April 2020, integrated care partnerships could be working together to: 

• implement a integrated care partnership delivery plan which sets out the collective priorities of the integrated care partnership, over the medium term (3-5 years) and 
in the short term (1-2 years) [noting that as previously alluded to, the balance and focus of planning and delivery that takes place in integrated care partnerships is 
likely to vary in each part of HIOW] 

• design and implement optimal care pathways, and to identify, understand and reduce unwarranted clinical, operational and service variation 
• make the best use of the collective resources of the integrated care partnership, including workforce, financial resources and estate, maximising system wide 

efficiencies and encouraging resources to flow to address the key risks facing the partnership 
• support the ongoing development of the integrated care partnership: 

o progressively building the capabilities to manage the health of the population, to keep people well and to reduce avoidable demand 
o supporting the ongoing development of clusters, as the bedrock of the local health and care system 
o in some areas, potentially managing the transition to evolved organisational form arrangements that  enable members of the integrated care partnership to 

sustainably meet the population needs 
An integrated care partnership board could lead the partnership, providing strong system leadership, actively breaking down barriers that hinder progress in the delivery 
of integrated care, building trust and acting together to deliver improvements for citizens, for the system as a whole and through which partners hold each other to 
account for delivery of the shared priorities. 
In integrated care partnerships, NHS providers including primary care, commissioners and local authorities work to overcome the barriers to collaboration associated with 
the separation of provision and commissioning.  Whilst recognising the important individual statutory responsibilities of each partner, it is envisaged that: 
• CCGs will deploy their people and resources to work collaboratively with other CCGs in the integrated care partnership, focussed on implementation of the integrated 

care partnership delivery plan – improving services, improving operational performance and delivering cost reduction. 
• NHS providers will work together to make strategic and operational decisions that are in the best interest of the integrated care partnership.  
• Where possible, in order to reduce duplication and bureaucracy, CCGs, NHS providers and if relevant local authorities, will seek opportunities to optimise corporate 

support services and infrastructure such as finance, quality, communications and governance teams.  
Current thinking about the development of integrated care partnerships by March 2019 and March 2020 is described on a subsequent slide. 
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ICPs: an example of a different approach 

• CCGs deploying their people and resources to work 
collaboratively with other CCGs in the local care system 
and with providers 

• Providers making decisions and delivering care 
together – provider alliances 

• CCGs, NHS providers and potentially  local authorities 
sharing corporate support services and infrastructure? 

• Over the next 18 months, working through together the 
impact on financial flows, contractual models and 
organisational forms (drawing national models such as 
the ICP contract consultation) 

• Better grip on improving the money, performance and 
quality 

• Integrated care partnerships supporting clusters to 
develop and thrive 

• Whole system implementation of  improved care 
pathways, and reduction in unwarranted clinical, 
operational and service variation 

• Collective support for all services in the integrated care 
partnership to meet operational performance and quality 
standards 

• Reduced transaction costs 

We anticipate seeing: Enabling us to have: 

The ICP Task and Finish Group has been developing a vision of how the future might look. Each ICP will develop proposals that 

reflect their local context, challenges and opportunities 
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A potential timeline for the development of ICPs 

By April 2020 October 2018 – March 2019 

• Implementing Urgent & Emergency Care priorities for the integrated care 
partnership 

• Developing optimal care pathways across the integrated care partnership 
• Agreed plan to support the development of clusters 
• Engaging staff and local communities in redesign 

 
 
 
 

• 100% of clusters thriving, with lower mental and physical acute care demand as 
integrated teams support people to stay well at home 

• Managing a comprehensive programme of service improvement to address the 
integrated care partnership priorities 

• Population groups with high service utilisation or unmet need identified and 
action agreed 

Care 

Redesign 

• Working together to monitor and improve delivery of constitutional standards • Instigating clinically led quality improvement 
• Extensive use of data to drive improvement 
• Oversight of delivery in clusters 
• Leading recovery of standards without outside intervention 

Accountability 

& performance 

management 

• Managing the collective resources of the integrated care partnership 
• Capable of taking on a delegated budget 
• Directing resources to address the key integrated care partnership risks 
• Shared corporate support services 
• Shared medium term financial plan including efficiencies 

 

Managing 

collective 

resources 

• Develop and agree plan to make optimal use of acute and specialised physical 
and mental health services 

• Aligning the work of clusters at HWB footprint with community and acute physical 
and mental health services 
 

Strategy and 

Planning 

• Agreed single strategy and operational plan for the integrated care partnership 
describing collective priorities and how those priorities will be delivered 

• Planning undertaken jointly by CCGs, providers and LAs 

• Understand current resource use in the integrated care partnership 
• Working together to make the best use of the collective resources (workforce, 

estate, financial) in the integrated care partnership 
• Test new approaches to manage funding flows (e.g. DTOC) 
• Maximising system wide efficiencies 

• Understanding the context, ambitions and challenges of each member of the 
integrated care partnership, building trust, acting together 

• Governance structure in place to enable collaboration 
• Cluster leaders engaged in integrated care partnership planning and decision 

making 
• Members of the integrated care partnership working together to agree any 

changes required to organisational structures 
 

• Joint provider, CCG and LA leadership to enable planning and delivery in the 
integrated care partnership 

• Care professionals leading service integration 
• Governance mechanisms in place to enable decisions to be made in the best 

interests of the system and residents 
• Implementing agreed changes to organisational structures to better enable 

delivery in the integrated care partnership 

Leadership & 

governance 

Workforce 

development 

• Understanding the workforce issues for the integrated care partnership • Securing the right workforce, in the right place with the right skills in the 
integrated care partnership, and ensuring the wellbeing of staff 
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Work with geographically aligned partners within the identified four ICP footprints to: 

1. Discuss and agree the remit and focus of the ICP; 

2. By October 2018 prepare a Memorandum of Understanding [MoU] that sets out the remit, 
focus and the leadership / governance / decision making arrangements of the ICP and how 
the local Health and Wellbeing Boards (Care systems) and the ICP interface with one 
another - the balance and focus of each; 

3. Set out the key milestones for the ICP for April 2019 and April 2020. 
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Isle of Wight 

Portsmouth and South 

Eastern Hampshire 

North & Mid 

Hampshire 

Southampton and South West 

Hampshire 

Strategic planning/commissioning at HIOW tier. Health and Wellbeing Alliance for HIOW 

Southampton Portsmouth Isle of Wight Hampshire 

South West 

Hampshire 
Southampton 

South East 

Hampshire 
Portsmouth Isle of Wight 

North & mid 

Hampshire 

Joint planning of services and activities best undertaken at population of 2m 
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In order to support and add value to the work of clusters, HWB footprints and integrated care partnerships, it is envisaged that 
providers, commissioners and local authorities will work together to undertake strategic planning, transformation, resource allocation 
and oversight activities at HIOW level.   

 

This could be achieved, by April 2020, through a single entity for HIOW which, in its mature form, would develop strategy, set priorities and 
provide strategic leadership and direction to the HIOW integrated care system.  

The strategic planning and transformation function in the HIOW integrated care system would: 
• include the input and expertise of providers, CCGs and local authorities 
• programme manage the implementation of HIOW level transformational change (change that spans more than one integrated care partnership or 

which is most appropriately managed at HIOW system level) 
• proactively support the development of integrated care partnerships 
• manage the specialised commissioning budget for HIOW 
• align the resources coming into HIOW from a wide variety of sources around the delivery of the agreed strategic priorities, in order to increase the 

impact for populations 
• act as the assurance body for HIOW, providing oversight of operational, quality and financial performance, and enabling the HIOW integrated care 

system to take action to improve performance without the need for outside intervention. 

Whilst recognising the important role of external regulation, it is anticipated that the integrated care system will increasingly develop the capacity and 
capability to role-model ‘self-regulation’ – where robust processes are in place to ensure that action is taken to identify issues and improve performance 
without the need for outside intervention. 

Creating this strategic planning and transformation function for the HIOW, which involves providers, CCGs and local authorities, is an opportunity to bring 
together in one place a number of functions including: those CCG functions best undertaken at HIOW level, STP functions, functions currently undertaken 
by the Director of Commissioning Operations, NHS England/NHS Improvement regulatory functions, specialised services commissioning and potentially 
other NHS England direct commissioning activities; HIOW clinical networks. 

Current thinking about the transition towards this new way of working, by March 2019 and March 2020, is described on a subsequent page. 

Strategic planning, transformation, resource allocation and 
assurance at the scale of Hampshire & Isle of Wight 
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It is proposed that, based upon national ICS, national 
guidance and evidence of best practice, an entity 
operating at the scale of HIOW could display the following 
characteristics: 

Subsidiarity: only undertaking functions that for reasons of 
cost or complexity need to be undertaken at the scale of 2m+ 
population. Unnecessary complexity and bureaucracy are 
stripped out with 80% of the transformation process led by 
local place-based teams; 

Inclusive: national models / guidance show that prospective 
ICS are founded on partnership; for HIOW this would draw 
together: 

• A newly established strategic commissioning function 
• the four HWB footprints 
• the four integrated care partnerships 
• provider alliance 

Founded on self-regulation: all components of reformed 
systems have effective self-regulation and enable a model of 
collective assurance at the scale of the ICS. This allows NHS 
England and NHS Improvement to deploy resource into the 
ICS and have a single touch point on delivery to the newly 
reformed regional and national infrastructure; 

Politically-led: prospective ICS all demonstrate strong 
political leadership and close connection with Health and 
Wellbeing Strategies and Boards.  
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As an immediate next step in the transition to this future system model, it is proposed that HIOW CCGs and local authorities establish a 

strategic planning/commissioning function during Q3 2018/19.  

By working together at HIOW level, CCGs and local authorities expect to be able to  
reduce fragmentation and bring the following immediate benefits: 

• stronger alignment of health and local authority commissioning 

• the development & agreement of consistent whole system strategic priorities for HIOW 

• improved and simplified commissioning decision-making for HIOW wide issues. 

The functions of the strategic planning/commissioning function in its initial form would include: 

• Setting consistent commissioning strategy and strategic priorities for HIOW 

• Managing whole system resilience at HIOW level 

• Management and deployment of supra-allocation resources (including capital) 

• Demand and capacity planning and commissioning decisions about the future configuration 
of acute physical and mental health services for the 2 million population of HIOW 

• Oversight of NHS constitutional standards, financial performance and quality improvement – 
with work to be done to ensure this activity isn’t duplicated elsewhere 

• Work with specialised commissioners, understanding current activity flows and costs, 
inputting to and aligning decision making 

• It is also proposed that the strategic planning/commissioning function incorporates the 
transformation programme function of the HIOW Sustainability and Transformation 
Partnership. 

 

Strategic planning/commissioning at the scale of HIOW 

Proposed governance: 

• Established through a joint committee, in the first 
instance, during Q3 2018/19 

• Members include CCGs, NHS England (specialist 
commissioning and Regional Director of 
Commissioning) and local authorities 

• Joint committee will have delegated authority to 
make binding decisions in relation to the in-scope 
functions and responsibilities 

• Expect by April 2019 the governance and 
organisational arrangements evolve further  

 

The strategic planning/commissioning function is a 

mechanism through which commissioners can pool 

skills, expertise, resources and accountability to 

deliver transformation at HIOW level.  There is a 

strong desire to create a new way of working, rather 

than add layers to existing ways of working.  
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The developing functions at a scale of HIOW 

By April 2020 October 2018 – March 2019 

Care 

Redesign 

Accountability 

& 

performance 

management 

Managing 

collective 

resources 

Strategy and 

Planning 

Leadership & 

governance 

Workforce 

development 

• Understanding the workforce issues for the system 
• Influencing the addressing of key workforce issues 

• Strategic workforce plan in place and being implemented 
• Influencing future workforce supply and training requirements 

• Decisions being made about future configuration of acute physical 
health and mental health crisis and acute care 

• Leadership of plans to improve urgent care for HIOW, including 
oversight of delivery of the Integrated Urgent Care Plan 

• Decisions about community services provision for Hampshire 
 
 

• Well developed plans being enacted to support the development of  
integrated care partnerships  

• Programme managing the implementation of HIOW level strategic change 
programme 

• Leading on implementation of acute service and estate reconfiguration 

• Clear commissioning priorities agreed for HIOW 
• HIOW system strategy and priorities being refreshed/updated 
• Demand and capacity planning for HIOW acute services 
• Agree aligned planning process for 2019/20-2020/21 

• CCGs, providers & LAs setting shared strategy & priorities for HIOW with 
aligned health & LA planning processes 

• Fully own a single HIOW system operating plan that brings together plans 
of constituent parts of the system 

• Oversight of HIOW winter resilience and preparedness 
• Oversight of delivery of integrated urgent care plan 
• Acting as interface with assurance bodies for HIOW 

• Collective oversight of quality, operational performance and money 
• Acting as the assurance body for HIOW – supporting the system to take 

action to improve performance and address challenges without the ned 
for outside intervention  

• Take accountability for a HIOW system control total 
• Managing collective finances & risk openly and as a system 
• Aligning resources flowing into HIOW to achieve priorities 
• Support  integrated care partnerships  to take delegated budget 
• Managing the specialised commissioning budget 

 

• Agree system wide capital and estate priorities and sign off wave 4 
capital allocations 

• Develop understanding of whole system financial plans and financial 
risks 

• Plan for aligned management of specialised commissioning 
• CCGs operating with a single decision making committee for HIOW 

level commissioning business 
• All STP partners involved in the design of the future HIOW level system 

strategic planning, implementation and assurance function 
• STP partners providing leadership to strategic change programmes 

• A single coherent entity in place that brings together HIOW level CCG 
functions, STP and NHSE/I functions 

• Strategic alignment of providers, commissioners and local authorities 
around the system strategy and priorities 

• Clear clinical leadership for the system and input from HWB footprints and 
integrated care partnerships in decision making 
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Endorse the recommendations of the EDG, informed by the work of the strategic 

commissioning task and finish group, that: 

1. The strategic commissioning task and finish group further develop the proposal with an 
aim to establish a strategic commissioning function by October 2018, initially through a 
joint committee which will have delegated authority to make binding decisions in relation 
to its in-scope functions and responsibilities.  

2. That a new task and finish group is convened including providers, commissioners, local 
authorities, and NHS England and NHS Improvement, to work together and take 
responsibility for the development of the next phase of the work to build the strategic 
planning, transformation, resource allocation and assurance function for HIOW, 
constructing ICS governance that supports our approach. 
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1. The emerging ‘restatement’ of the function of partnership 

working on a HWB footprint as described earlier in the 

document 

2. The proposed next steps for the task and finish group by the 

end of September, which are to:  

a. define the common functions of the role of HWB footprints in an 
integrated care system 

b. clarify the relationship between this and the other component 
parts of the proposed Hampshire and Isle of Wight Integrated care 
system 

c. set out a mechanism for achieving ‘active and effective democratic 

engagement at all levels’ across the Hampshire and Isle of Wight 

integrated care system (including the role of HWB) 

1. The developing role of clusters as outlined earlier 

2. The recommendation that partners across HWB footprints and 

integrated care partnerships work together to define the resources 

required for cluster operation – a critical first step is establishing  

professional and operational leadership to drive cluster 

development 

3. The proposed next steps for the cluster task and finish group 

which are summarised as follows:  

a. Quantify the impact/expected outcomes of cluster teams  (already in 
progress in most areas): defining outcome metrics for individual 
clusters and a small set of common metrics across whole HIOW 

b. Describe the support requirements and responsibilities to accelerate 
full cluster implementation  

c. Describe the proposed interplay between clusters and other 
components of the ICS, including governance and participation 
arrangements for clusters as part of HWB footprints and integrated 
care partnership structures 

d. Strengthen primary and social care involvement in this work at a 
Hampshire and Isle of Wight level (membership of the task and finish 
has already been extended to reflect this) 

In summary, the governing bodies and boards of statutory organisations  are asked to endorse the following 

recommendations from the EDG, informed by task and finish group work to date: 

Health and Wellbeing Board Footprints Clusters 
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1. The strategic commissioning task and finish group further 
develop the proposal with an aim to establish a strategic 
commissioning function by October 2018, initially through a joint 
committee which will have delegated authority to make binding 
decisions in relation to its in-scope functions and responsibilities.  

2. That a new task and finish group is convened including 
providers, commissioners, local authorities, and NHS England 
and NHS Improvement, to work together and take responsibility 
for the development of the next phase of the work to build the 
strategic planning, transformation, resource allocation and 
assurance function for HIOW, constructing ICS governance that 
supports our approach. 

 

Work with geographically aligned partners within the identified four 
ICP footprints to: 

1. Discuss and agree the remit and focus of the ICP; 

2. By October 2018 prepare a Memorandum of Understanding 
[MoU] that sets out the remit, focus and the leadership / 
governance / decision making arrangements of the ICP and 
how the local Health and Wellbeing Boards (Care systems) 
and the ICP interface with one another - the balance and 
focus of each; 

3. Set out the key milestones for the ICP for April 2019 and April 
2020. 

 

Integrated care partnerships Strategic commissioning 
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A number of recommendations have been set out linked to each component of the proposed ICS.  In addition to those associated with 

the specific components of the proposal, there are a number of overarching ‘implementation programme deliverables’, some of which 

will result as a coming together of the outputs from the various task and finish groups.  These include: 

• System reform implementation programme plan 

• Structure and leadership plan – transitionary and end state 

• Development and implementation of a communications and engagement plan 

• Request for support (endorsement , agreement in principle, technical and financial) from NHS England , NHS Improvement  and other arms 
length bodies such as the Local Government Association, NHS Leadership Academy, Health Education England 

• Proposals to replace STP infrastructure (inc. Chair & SRO) to align with future form 

• Organisational change plan and talent management plan 

• HIOW ICS Chair and relevant leadership appointments 

• Indicative budgets and financial framework for all components of the ICS 

• Three year financial plans 

 
It is recommended that a working group is formed, reporting to the EDG, to support the development of the above. Members of EDG 

are asked to nominate a representative to represent the interests of their part of the system. 

  

System reform programme next steps 44 

Page 78 of 242



Glossary 

Page 79 of 242



Clusters - also referred to locally and nationally as neighbourhoods, localities, primary care networks. Multi-disciplinary teams delivering 
integrated health, care and wider services to cluster populations based on natural communities of 20-100,000 people. 

Health and Wellbeing Board (HWB) footprints – also known as care systems and are based on local authority footprints. The basis of 
the joint strategic needs assessment (JSNA), means through which HWB exert tangible influence on the direction of health and care 
services for the population through health and care commissioning and wider determinants of health.  Locally the HWB footprints come 
under the guise of Better Care Southampton, Health and Care Portsmouth, Hampshire Care and the Isle of Wight Care Board.  

Integrated care partnerships – also know as local care partnerships and are based on acute (physical) hospital footprints. Integrating 
care delivered in clusters with broader community and acute physical and mental health services; optimising the utilisation of acute 
services; designing and implementing optimal care pathways.  

Integrated care system - the Hampshire and Isle of Wight health and care system, serving a population of 2 million citizens. 

NHS England defines ICS as those systems in which: 

“Commissioners and NHS providers, working closely with GP networks, local authorities and other partners, agree to take shared 
responsibility (in ways that are consistent with their individual legal obligations) for how they operate their collective resources for the 
benefit of local populations”. 
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Paper Title: Working Together: Trust Strategy 2018-23 
Quarterly Update 

Sponsoring Director: Penny Emerit, Director of Strategy & Performance 

Authors: Penny Emerit, Director of Strategy & Performance 
Graham Terry, Head of Strategy 

Purpose: To provide an update 

Action required by the Board/Committee: Noting 

Document previously considered by which 
meeting(s) (please insert all meetings and 
dates): 

N/A 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

This paper provides an overview and update to the Trust Board of the strategy since its launch in July 2018. 

Since the launch of the Working Together strategy (2018-23), Vision and Values a great deal of activity has been 
undertaken in progressing its embedding through the organisation. Underpinning this is the implementation plan which 
outlines for the Trust the key activities and areas of focus for the next five years. Each strategic aim has an Executive 
Director lead who will be reporting on this quarterly to the Trust Leadership Team. 

In support of the launch and subsequently there have been a number of events and / or communications material to 
enable the cascade of the strategy. These have included: series of Directorate and Divisional meetings; posters; 
Strategy video (which will now be used in Trust induction for new starts); ongoing campaigns with the support of video 
“shorts” providing examples and case studies of how the strategy is being used and embedded; and, continual 
feedback is being sought and encouraged, so that stories and examples of best practice can be shared which highlight 
the connection with the strategy. Additionally a number of systems and processes have now been aligned with the 
strategy since July. 

The paper identifies a number of achievements and deliverables so far this year that are attributable and connected to 
the strategy. These are shown aligned to the relevant strategic aim, where these are delivering one or more of the 
Trust strategic objectives. These achievements range from Urgent Care Improvement Projects, launch of Portsmouth 
Technology Trials Unit, confirmed capital funding to fit out two new operating theatres within the theatres complex, a 
leadership development programme has been commissioned for 75 staff and the Trust has confirmed its commitment 
to a Linear Accelerator programme. 

Looking forward, the paper outlines how the strategy is being used to align the Trust Business Planning processes for 
2019/20, including the need for key transformational programmes, increased and improved use of the Aligned 
Incentive Contract and broader system working. 
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Moving through the remainder of 18/19 and into 18/20 will be the ongoing development of the enabling strategies for 
workforce, estates, IT and Finance. 

Recommendations:  

The Board is asked to note the paper and provide any comments or feedback 

Key Risks Identified: 

Links to BAF/Risk Register: BAF 4 - The Trust’s clinical strategies are poorly defined 
Plus a number of others identify the Trust Strategy as part of their 
mitigating action plans  

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     

Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 
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Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience 

Patient Safety/Safety impact 

Clinical Outcome/Effectiveness 

Operational/Non clinical 

Impact across Trust & wider 
Health economy 
Accessibility/Waiting times 

Staff 

Other 
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Negative Neutral Positive 

Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age 

Disability 

Gender reassignment 

Marriage & Civil Partnership 

Pregnancy & Maternity 

Race 

Religion or Belief 

Sex 

Sexual Orientation 

Human Rights 
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Other Group 

Negative Neutral Positive 

Assessment Sign Off 
Role Name Date 
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Working Together: Trust Strategy 2018-23 
Quarterly Update 

Introduction 
This paper provides the Board with the first quarterly update since the launch of Working 
Together on 5 July 2018. The paper summarises the background to the strategy, progress to 
date and how the strategy is informing future programmes of work and in particular the 
planning for 19/20. 

Background 
The Trust Board endorsed the five year strategy Working Together at its meeting on 5 July 
2018. The strategy sets out the direction, focus and priorities for the Trust for the next five 
years, informed by five months of intensive engagement. The Board received three key 
documents; the Trust strategy Working Together, the What We’ve Heard document and the 
high level implementation plan, informed by the baseline report reviewed by the Board 
earlier in the year. 

Contained within the Working Together Strategy was a clear vision statement, refreshed 
values and strategic aims for the organisation to live and focus the current and future 
activities within and outside the Trust.  

The Trust vision clearly sets out the purpose of the organisation “Working together, to drive 
excellence in care for our patients and communities”, supported by the values below: 

Underpinning the Trust Strategy are five strategic aims, which clearly articulate the intent 
and purpose behind the strategy along with defined objectives (which are shown below). It is 
these that have, and are, shaping the future direction and priorities of the Trust. One of the 
key outputs in support of the strategy is the implementation plan, which outlines the priority 
activities and areas of focus under each strategic aim and objective over the course of the 
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next five years. Each aim has an Executive Director lead or leads. A process has been 
established where by the lead Director will be asked to provide update and progress on the 
delivery of their element of the Implementation Plan quarterly to the Trust Leadership Team, 
which in turn will report through to Trust Board.  

Year One 2018/19 – Progress to Date 

Strategy Launch and Communications 
Throughout the engagement in developing the strategy it was clear that multiple forms of 
communications were needed to reach all of the intended audiences. The following points 
highlight the key activities in communicating the strategy to date:  

• Launched at Trust Board – 5 July 2018

• Launched with staff – 6 July 2018. This provided an opportunity for staff from across
the Trust to come together and hear first hand on the day after the official launch
about the strategy (and how their direct feedback / input has been incorporated)

• Series of Directorate and Divisional meetings – ongoing. These give the opportunity
for the local teams to have a more tailored and local presentation / discussion
regarding the strategy and what it will mean and how it should be incorporated into all
the work we do. The expectation is that this will continue, led by local teams.

• Supporting materials have been developed, including slide packs and posters

• The Strategy Video was launched at the Leadership Summit on 12 July 2018. This
provides a coherent overview of the strategy and provides real case studies and
examples of how the strategy can and has been applied. This can be accessed via
the following
link:https://www.youtube.com/watch?v=oizKANCTQHs&feature=youtu.be

• The video is now being used in Trust Induction for new starters
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• An ongoing campaign using this material and a range of video “shorts” will be used
throughout the year to ensure that the strategy continues to be embedded and driven
throughout the organisation.

• The launch of the strategy has consciously been aligned to Trust brand through
Working Together

• Continual feedback is being sought and encouraged, so that stories and examples of
best practice can be shared which highlight the connection with the strategy

Alignment to the Strategy 

• Performance Review Process for Divisions – These have been aligned to show
connectivity to each of the strategic aims for the on-going delivery of services for
which each Division is responsible

• Review of implementation plan by all Executive Director leads – This will be aligned
to Directorate performance reviews which are being established later in the year, and
will be complemented by the quarterly update into TLT as previously referenced

• Integrated Performance Report – This has been adapted as part of the revised
governance arrangements, and included within is a balanced scorecard aligned to
strategic aims incorporating performance and the Board Assurance Framework

• Meeting agendas have been aligned to the strategic aims and include a review of
behaviours against the Trust values

• Team Brief that is provided to staff on a monthly basis has been refreshed and
aligned to the strategic aims

Achievements and Deliverables 

So far this year there have been a number of achievements and deliverables aligned to and 
as a result of the Trust vision and strategy. The headlines in the table below are those 
selected for update to the Trust Board, there are, and will be, many achievements, decisions 
and outcomes that are delivering the strategy throughout the Trust which are not 
represented here.  

Work is underway in order to better capture and encourage staff and teams to highlight and 
celebrate these. For future Trust Board updates this section will highlight progress against 
the implementation plan, highlighting achievements to date as well as areas where 
implementation dates may have changed. 
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Delivery up to Month 7 2018/19 
We will: Delivered / Progressed during and up to Month 7 2018/19 

Fulfil our role for the 
communities we serve 

Delivery of a range of Urgent Care Improvement projects through the Summer and Autumn ‘Sprint’ 
process 

System Capacity and Winter Plan – detailed system demand & capacity work has been undertaken 
which has been used to inform the Portsmouth & South East Hampshire system winter plan of which the 
Trust is a key partner. 

Support safe, high quality 
patient focused care 

A Quality Recovery Plan, governed by the Quality Recovery Board, has been developed which identifies 
the improvements required for the Trust to be compliant. Assurance of progress is sought through 
Divisional Performance Reviews. Existing CQC Enforcement Action is being reviewed. 

Portsmouth Technology Trials Unit launched. 

Take responsibility for the 
delivery of care now and in 

the future   

The Trust has successfully received confirmation of additional capital funding to provide two additional 
theatres. This will allow for work to be repatriated back to the Trust and provide needed capacity to 
enable necessary  lifecycle works 

Invest in the capability of 
our people to deliver on our 

vision 

Divisional Structure established and operating within a new performance and accountability framework 
aligned to the delivery of the strategy. 

Leadership development programme has been commissioned for 75 staff across the new structures 

Trust Values refreshed and relaunched with the publication of the strategy 

Feedback on culture audit by Change Agents to Trust Board on 16 October. 

Linear Accelerator – confirmation of a Trust commitment to a programme of additional accelerators over 
the course of the next few years supported by external funding 

Build the foundations on 
which our team can best 

deliver care 

Full implementation of E-Referrals (eRS), incorporating greater use of Advice and Guidance as an 
alternative to traditional face to face consultation 

Bids submitted for Health System Led Investment in Provider Digitisation 

Comprehensive estates programme including externally funded programmes 
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Paper Title: Board Assurance Framework 

Sponsoring Director: Lois Howell, Director of Governance & Risk 

Authors: Lois Howell, Director of Governance & Risk 

Purpose: Update on risks to delivery of the Trust’s strategic objectives 

Action required by the Board/Committee: Adoption 

Document previously considered by which 
meeting(s)): 

None 

Executive Summary – 

The Board Assurance Framework has been revised to reflect the risks to delivery of the objectives set out in the Trust’s 
newly adopted strategy, Working Together. 

There are no new risks proposed for inclusion this quarter.   The remaining risks have been revised as required to 
ensure that they are accurately described and scored in the light of the Trust’s new corporate strategic objectives and 
prevailing circumstances. 

The rating of the remaining revised risks has been adjusted as appropriate.  As indicated on the attached Board 
Assurance Framework document. 13 of the risks have the same score as when last reported to the Board, two have 
increased in score and six have reduced in score. 

Likelihood score 

Im
pa

ct
 sc

or
e 

Rare Unlikely Moderate Likely Certain 

Negligible 1 2 3 4 5 

Minor 2 4 6 8    BAF13 10 

Serious 3 6   BAF15

BAF20 

9     BAF10 BAF16

BAF5 BAF17 BAF12 

12   BAF18 BAF7 BAF4

BAF10 BAF11 BAF6  

15 

Major 4 8 12   BAF21 16 BAF3 BAF19 BAF1 20 

Cata-
strophic 

5 10 15 20  BAF2 BAF14 25 
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Recommendations:  
That the Board adopts the revised Board Assurance Framework, as proposed. 

Key Risks Identified: As indicated throughout the Board Assurance Framework 

Links to BAF/Risk Register: The Board assurance Framework is complemented by the 
Corporate Risk Register, last approved by the Board at its October 
meeting. 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     

Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience  Effective management of the 
risks described will improve 
performance in all relevant areas 

Patient Safety/Safety impact  
Clinical Outcome/Effectiveness  
Operational/Non clinical  
Impact across Trust & wider 
Health economy  

Accessibility/Waiting times  
Staff  
Other  

Negative Neutral Positive 

Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age  Effective management of the risks 
described will have no discernible 
detrimental impact on any individual 
or group as a result of their 
possession of a protected 
characteristic. 

Disability  
Gender reassignment  
Marriage & Civil Partnership  
Pregnancy & Maternity  
Race 
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Religion or Belief  
Sex  
Sexual Orientation  
Human Rights  
Other Group  

Negative Neutral Positive 

Assessment Sign Off 
Role Name Date 
Director of Governance & Risk Lois Howell 18.10.18 
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Strategic aims 
1: We will fulfil our role for the communities we serve (CR) 
1.1 Fulfil our role as a provider of timely, accessible care to the Portsmouth and SE Hampshire communities 
1.2 Work with partners, leading in the provision of the right specialist services in the region 
1.3 Strengthen our relationship with Defence Medical Services  
2: We will support safe, high quality patient-focussed care (PS) 
2.1 Get the basics right – deliver high quality care across all clinical services 
2.2 Build an environment and culture where patients, families and carers can take the lead in meaningful care 
2.3 Utilise research, development and academic opportunities to support our core purpose 
3:  We will take responsibility for the delivery of care now and in the future (RC) 
3.1 Be financially sustainable, identifying opportunities for non-clinical income where appropriate 
3.2 Empower staff to be responsible for service sustainability 
4:  We will invest in the capability of our people to deliver on our vision  (CP) 
4.1 Embed a culture that supports the achievement of our vision 
4.2 Adopt workforce models that reflect new models of care and service needs 
4.3 Support the development and capability of our people and value our staff  
5:   We will build the foundations on which our team can best deliver care  (FC) 
5.1 Optimise our estate portfolio and equipment 
5.2 Enhance IT and information systems 
5.3 Embed improvement in how we work 
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No Ref RISK SUMMARY Aim affected Lead Prevailing rating 
1 2 3 4 5 Dec Apr Aug Oct 

1 BAF2 The Trust’s ICT systems do not provide adequate support for delivery of Trust objectives ✔ ✔ ✔ ✔ ✔ DHR 20 20 20 20 ↔ 
2 BAF14 The Trust faces challenges in recruiting and retaining staff in a number of key areas ✔ ✔ ✔ ✔ ✔ DWOD 12 12 12 20 ↑ 
3 BAF3 There is a lack of attention to basic, compassionate care in some parts of the Trust ✔ ✔ CN 16 12 16 16 ↔ 
4 BAF19 There are concerns about the integrity of data in some non-18 week waiting lists ✔ ✔ COO 16 16 16 ↔ 
5 BAF1 Urgent Care, Quality, Performance and Patient flow ✔ ✔ ✔ ✔ COO 20 20 16 16 ↔ 

6 BAF18 There is a lack of capacity and expertise in a number of key “back-office” functions, 
including Finance, HR and the Transformation Team ✔ ✔ ✔ ✔ ✔ CEO 12 12 6 12 ↑ 

7 BAF7 Demand for capital spending in the Trust exceeds capital sums available ✔ ✔ ✔ CFO 16 16 16 12 ↓ 
8 BAF4 The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DSP 16 16 16 12 ↓ 

9 BAF10 There is insufficient evidence that the Trust’s emergency preparedness, response and 
resilience plans are adequate and embedded ✔ ✔ ✔ COO 16 16 16 12 ↓ 

10 BAF11 There is a general lack of the awareness and specialist knowledge needed to deliver 
adequate safeguarding for patients and others to whom the Trust has a duty ✔ ✔ ✔ CN 12 12 16 12 ↓ 

11 BAF6 Take up of mandatory and other important training is below target ✔ ✔ DWOD 16 16 12 12 ↔ 

12 BAF10 Demand for mental health services in the Trust exceeds mental health resource 
available (capacity and quality) ✔ ✔ ✔ ✔ MD 12 12 12 12 ↔ 

13 BAF21 The Trust’s performance against key cancer standards is inconsistent ✔ ✔ COO 12 12 ↔ 
14 BAF10 Demand for radiology services exceeds radiological capacity ✔ ✔ ✔ COO 20 20 20 9 ↓ 
15 BAF16 The physical environment of the Emergency Floor is poor ✔ ✔ ✔ ✔ ✔ COO 12 12 12 9 ↓ 
16 BAF5 Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DWOD 16 16 9 9 ↔ 

17 BAF17 The Trust’s senior leadership has been unstable, and the leadership structure is 
unsuitable, inhibiting the holding to account of leaders in the Trust ✔ ✔ ✔ ✔ ✔ CEO 12 12 9 9 ↔ 

18 BAF12 Implementation of new initiatives, standards and learning from incidents and 
complaints is inconsistent across the Trust 

✔ ✔ ✔ ✔ ✔ 
MD 12 9 9 9 ↔ 

19 BAF13 
Governance systems across the Trust are ineffective in the delivery and monitoring of 
high standards of care, treatment and performance, and are insufficiently open and 
transparent 

✔ ✔ ✔ ✔ ✔ DGR 12 8 8 8 ↔ 

20 BAF15 There is a perceived disconnect between the Trust Board and front line staff and teams ✔ ✔ ✔ ✔ ✔ CEO 12 12 6 6 ↔ 

21 BAF20 Delay in confirmation of a permanent Facilities Management (FM) provider is leading to 
uncertainty over delivery of service standards and physical development of the site ✔ ✔ CFO 6 6 ↔ 
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1 BAF2:  Information management and technology (IM&T) Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust’s IT systems and information reporting do not provide 
adequate support for delivery of Trust strategic objectives, leading to 
reduced ability to: 
• Produce and deliver timely and accurate diagnoses and treatment 
• Monitor and react to patients’ condition and safety 
• Support improved patient management processes 
• Manage and monitor the timely allocation of resources  

1 
2 
3 
4 
5 
 
 
 

DHR 09.08.17 Risk 
assm’t 

20 
4 x 5 

4 
4 x 1 

20 
4 x 5 

Date for target rating: 31.03.20 
Rationale for target rating 
Expectation that new Trust Strategy and 5-year plan will 
identify funding to take forward IM&T Strategy from 2018/19 
Trust risk register links 
Datix 360/IT10 
Datix 362/IT13 

Causes of the risk • Historical lack of investment in IT and information; lack of current capital available for investment (see also BAF8) 
• Lack of clarity re: Trust strategy (see also BAF4) 
• Historic Trust focus on tactical developments to meet immediate needs rather than strategic 

Current methods 
of management 

• Responsive allocation of available capital to most urgent / safety-critical updates and repairs 
• Focus of IM&T staff resources on maintaining service and addressing critical risks 
• Utilising existing IT Department resource to progress eHospital Programme through SOC, OBC & OBS stages. 
• Submitted bids for national digital funding for eHospital Programme via STP 

Current assurance Latest positive assurance  Latest negative assurance  
• 5,475 IT incidents resolved Q2 2018/19, 93.4% within SLA 

target times. Customer satisfaction rating = 97.5%. 
• CRL raised for Q3, so additional IT investment likely. 
• National Provider Digitisation funding being released Q4. 
• Cyber security alerts received Q2=94; Impacted on Trust=0  
• Q2: 433 viruses detected on machines/file shares & 

cleaned; 154 malicious files blocked. 
• Q2: 3,914 malicious web-sites blocked. 

• Additional requirements of Cyber Security & GDPR Subject 
Access Requests reducing IT development capacity, so 
some projects on-hold / slowed. 

• Initial IT Capital Programme funding 18/19 is inadequate 
to address backlog to make IT infrastructure safe and 
robust, or deliver digital-enabled change. CFO attempting 
to raise capital allocation, but if unsuccessful Trust unable 
to address risk. 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop appropriate approach to identifying options 

to secure funding for implementation of revised IM&T 
Strategy 

CFO 31.03.18 
 
 

23.11.17: Partly dependent upon outcome of 
Deloittes’ review. To be developed as part of Trust 
5-year plan underpinning Strategy. 

On track 
for 

revised 
deadline 
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31.05.18 

31.12.18 

21.01.18:  Will form part of strategy development 
work currently underway 
16.04.18: Paper on financing options presented as 
part of SMT strategy session 11.4.18 with these 
options to be explored further as part of refresh of 
the e-hospital strategy and business case to be 
presented to EMT by 31.05.18.  
19.07.18:  Deferred to allow for objective 
assessment set out at point 6 
16.10.18: The Trust has received confirmation of 
an initial increase to the18/19 CRL which will in 
part be allocated to the IT capital programme.  
Further update in respect of the remainder of the 
outstanding funding request will be available in 
December 2019. 

2 Develop and adopt a revised IM&T Strategy to 
underpin Trust Strategy with 5-year investment plan 
reflecting agreed funding models 

DWOD 30.04.18 

31.07.18 

31.03.19 

23.11.17: Planning SMT & Board workshops for 
Jan/Feb 2018. Developing options and costings for 
consideration. 
21.01.18:  SMT workshop booked for January 
deferred due to exceptional pressure in hospital.  
Re-booked for February. 
09.04.18 SMT workshop to take place on 11.04.18.  
Action re-dated to reflect revisions to wider Trust 
strategy development 
19.07.18:  Strategy development deferred to allow 
for objective assessment referred to at point 6 
below to be completed 
18.10.18:  The IT team has completed a stock take 
of IT needs / challenges with new divisions to 
inform development of strategy  

On track 
for 

revised 
deadline 

3. Hold workshop with Trust board to agree strategic 
direction for clinical computing and how to meet IT 
financial challenge 

DWOD 31.05.18 

30.11.18 

16.04.18:Workshop scheduled for 31.05.18 
19.07.18:  Workshop deferred to enable further 
review of Trust needs, risks and opportunities, 

On track 
for 

revised 
deadline 
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particularly across local health and social care 
system    
18.10.18:  TLT strategy session booked for end of 
November 

4 Seek objective assessment of Trust’s needs with 
regard to procurement of an integrated IT platform 
and of the associated Outline Business Case 

DWOD 30.09.18 19.07.18:  Appropriate external support being 
sourced 
18.10.18:   Review of whether this remains an 
appropriate action in hand.  To be reported at next 
update.  

Overdue 
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2 BAF14:  Recruitment and retention Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust experiences difficulty in recruiting to, and retaining staff in, 
certain clinical roles and specialties, predominantly within adult 
nursing areas, some specialist AHP roles and doctors below consultant 
level, leading to a risk of: 
• Patient harm
• Impaired patient and staff experience
• Failure to comply with regulatory requirements
• Detriment to staff health and wellbeing  (see BAF5)
• Excess expenditure on contingent staff

1 
2 
3 
4 
5 

DHR 01.08.17 Risk 
assm’t 

12 
3x4 

6 
2x3 

20 
4 x 5 

Date for target rating: 31.03.20 
Rationale for target rating 
Improved workforce management should ensure that the 
right staff, with the right skills, knowledge and support are 
available and able to meet patients’ needs promptly and 
effectively. 
Trust risk register links 
15, 22, 31, 321, 406, 794 

Causes of the risk • Recognised national shortages in some staff groups
• Geographical location
• Continued pressure in a number of clinical areas
• Uncertainty about the effect of exit from the European Union deterring new recruits from EU countries and causing some

existing staff to seek assured posts in their own countries
Current methods 
of management  

• Use of overtime and bank staff to plug gaps in shifts
• Use of agency staff where absolutely necessary to maintain safe staffing
• Re-deploy staff across the Trust to maintain safe levels
• Wide range of recruitment methodologies (overseas events, social media, open days, links to Universities, recruitment

consultancies, targeted recruitment activity)
• Exit interview programme

Current assurance Positive assurance Q2 Negative assurance Q2 
• Zero 12 hour trolley waits in quarter 2.
• HSMR continuing to reduce
• In patient friends and family test scores static at national

average
• Vacancy rate at 6.4% in September a reduction on 7.2% in

August.

• September ED performance at 86.6% - below trajectory
and standard (95%)

• Referral to treatment performance below trajectory at
83.3%

• 13 falls with severe harm to date (end of quarter 2).
• 10 Category 3 pressure damage incidents to date (end of

quarter 2).
• Diagnostic performance at 98% in May (99% standard)
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• Turnover rate remained static in quarter 2.
• One associated “must-do” in August 2018 CQC report

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Complete revision of Workforce and Organisational 

Development to complement new Trust Strategy, Working 
Together, to include suite of cultural improvement 
indicators 

DWOD 30.06.18 

15.10.18 

31.01.19 

21.01.18:  Workforce strategy development an 
integral part of organisational strategy development 
activity. 
09.04.18: Workforce Strategy being developed in 
conjunction with organisational strategy.   
19.07.18:  work programme for development of 
strategy being overseen by Workforce & OD 
Committee.  Deadline revised as a result of date of 
adoption of Trust strategy  
18.10.18:  strategy in development by new Director 
of Workforce and OD 

On track 
for 

revised 
deadline 

2 Review causes and develop plan to address violence & 
aggression towards staff  

DWOD 31.12.18 18.10.18:   Staff “task & finish” group established 
and first Listening into Action event held during 
October 

On track 

3 Join NHSI retention collaborative and undertake self-
assessment, followed by development of associated 
action plan 

DWOD 31.10.18 18.10.18:  Self-assessment completed ready for 
submission to NHSI 19.10.18 

Complete 

4 Begin implementation of NHSI retention collaborative-
approved action plan  

DWOD 31.01.19 18.10.18:  Plan to be submitted to NHSI 19.10.18.  
Response awaited. 

On track 
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3 BAF3:  Lack of attention to basic, compassionate care Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The provision of basic, compassionate care is inconsistent, leading to 
• Reduced patient safety
• Impaired patient experience
• Non-compliance with contractual, constitutional, regulatory and

legal obligations 
• Harm to Trust reputation

2.1 
2.2 
4.1 
4.2 
4.3 

DoN 23.08.7 CQC 
report 

16 
4 x 4 

4 
2 x 2 

16 
4 x 4 

Date for target rating: 31.03.19 
Rationale for target rating 
Improved standardisation will reduce both the impact and 
likelihood of poor care affecting patients and outcomes 
Trust risk register links 
13, 22 

Causes of the risk • Clinical governance systems are ineffective, leading to failure to identify and act on poor care (see also BAF14) 
• The Trust’s systems for learning from incidents and complaints are poor (see also BAF14)
• Variable and inconsistent approaches to managing evidential poor standards or care or treatment
• Inconsistent compliance with key quality, safety and performance policies

Current methods 
of management 

• CSC governance committees highlight areas of concern or focus and escalate key issues via performance reviews
• Feedback to staff who report incidents is provided by senior leaders in the CSC
• Generic and some specific templates are used for formal reporting
• Data collection for safety, experience and quality metric is available, and more focussed analysis of the data is being

undertaken from August 2017
• Triangulation of complaints, patient feedback, legal reports and incidents has been established to identify trends and

themes and take appropriate action
• Compliance and regulation committee established, focus on regulatory compliance and core standards
• Systematic review of Datix  by the DON – with clear actions set out to the responsible lead.
• Back to the floor patient facing time – Clinical Fridays for all Heads of Nursing, matrons and Director of Nursing

Current assurance Latest positive assurance Latest negative assurance 
• HSMR continuing to reduce
• In patient friends and family test scores at national average
• Slight reduction in complaints
• 409 messages of appreciation received in September
• Trust harm-free care of 98% in quarter 2, a slight increase

on 97.5% in quarter 1.
• Reduction in medication incidents resulting in severe harm

• Turnover rate remained static in quarter 2.
• 13 falls with severe harm to date (end of quarter 2).
• 10 Category 3 pressure damage incidents to date (end of

quarter 2).
• 2 Never Events reported (April and August).
• 2 MRSA bacteraemia reported (June and September).
• CQC ratings and findings in report.
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(1 in quarter 2, compared to 3 in quarter 1). 
• Vacancy rate at 6.4% in September a reduction on 7.2% in

August.
Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Further Perfect Care event planned for June 

Another Perfect Care event planned for August 

CN 

CN 

30.06.18 

31.08.18 

18.04.18 Perfect Care Event to be run in June. 
13.07.18:  Perfect Care event in took place in AMU 
in June – positive impact noted, including improved 
quality of documentation, more timely assessment, 
reduced complaints  
18.10.18:   Perfect Care events completed in August 
and October.  Improvements in quality of care 
noted, particularly at October event. 

Complete 

2 Pilot programme of improved handover and 
“Intentional Rounding” undertaken in Orthopaedics to 
be spread across trust 

Roll Intentional Rounding programme across Trust 
following successful pilot in Orthopaedics 

CN 

CN 

31.03.18 

30.09.18 

21.01.18:  Improvements to flow, safety and 
experience noted during pilot. 
18.04.18: Successful pilot - staff noted better quality 
of handover and communication, to roll out across 
trust. Scoping linked to IT strategy to consider 
whether documentation should be paper or 
electronic. Emergency Department using paper 
Safety Check List, daily reporting to CN. May 
conclude “Guiding Principles” publication may be 
more appropriate.    
13.07.18:  Division of Surgery and Outpatients now 
has intentional rounding in all areas.  Medicine due 
to begin 20.08.18   
18.10.18:  Programme now evolved into Clinical 
Contact sessions and fully implemented.  

Complete 

3 Nursing and Midwifery Strategy, focussed on need to 
deliver improved basic and compassionate care, to be 
implemented across Trust 

CN 30.04.18 21.01.18:  new strategy has been adopted; 
implementation plan now in development 
18.04.18: Strategy to be refreshed June and update 
Quality and Performance Committee re: areas of 
success and focus. DDN and Head of Education 

Overdue 
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supporting process, should be complete by 30.05.18. 
13.07.18:  Draft completed but subject to 
consultation, due to Q&P Committee end of August 
18.10.18:  Additional stakeholder engagement in 
new divisions undertaken prior to submission to 
Q&P to ensure effective support from new senior 
nursing post-holders and reflection of CQC issues in 
report published August 2018 and national patient 
feedback.  Approved at Nursing & Midwifery 
Performance Committee.  Due to Quality & 
Performance Committee in November 

4 Action plans to be developed based on outcome / 
results of What Matters to Me survey 

CN 30.04.18 18.04.18: Completed, key findings disseminated to 
ward sisters, heads of nursing and matrons. Key 
findings for improvement following feedback from 
patients:   
• Spend more  time  explaining clinical processes
• Informing families / next of kin re clinical plans
• Staff being more available to respond to patient

requests ( all staff groups)
• Treat patients as individuals
Action plan being developed as part of “React to
Risk” programme.
13.07.18:  Themes from survey results extracted and
passed to Divisions for development and
implementation.  Survey due to be repeated in
autumn.
18.10.18:  Divisional teams have developed
quarterly audit programme to address
implementation of actions in response to themes.
To be monitored at Patient experience Committee.

Complete 

5 Matrons’ Challenge programme to be established to 
identify and address a key patient care improvement 
initiative each quarter 

CN 30.09.18 13.07.18:  safe-keeping of patient property 
identified as first project 
18.10.18:  Challenge programme now established.  

Complete 
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Pilot underway in MSK to test outputs of first 
project.  Plan for next round of challenges agreed – 
Theatre Recovery next item 

6 Revise Quality Improvement Plan content, format and 
associated process to reflect issues raised in CQC 
inspection reports from April/May 2018 

DGR 31.08.18 13.07.18:  First report of revised format to be 
presented to August Quality & Performance 
Committee 
18.10.18:  Quality Recovery Plan now in regular use 
and reported to Board via Quality & Performance 
Committee & multi-agency Quality Recovery Group 

Complete 

7 Implement and then review Four Things that Really 
Matter campaign 

CN 31.01.19 18.10.18:   Campaign developed in conjunction with 
Patient Experience Steering Group and introduced 
mid-September in all clinical areas 

On track 

8 Implement Mouth Care Matters programme CN 31.01.19 18.10.18:  Implementation has commenced; key 
clinical areas engaged in trials of products and 
practice  

On track 

9 Implement Mencap Clinical Standards for patients 
with learning disabilities 

CN 31.01.19 18.10.18:  Survey of 80 service users and 40 staff 
underway to gauge views on treatment of and 
individualised care for LD patients  

On track 

10 Develop action plan in response to national maternity 
service user survey  

CN 31.01.19 18.10.18:  Survey results known.  Five areas of 
improvement noted; remainder in mid-league.  New 
Director of Midwifery begins in post December 2018 

On track 
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4 BAF19:  Data integrity in non-18 week waiting lists Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

There is inadequate assurance available to the Trust in respect of the 
integrity of data in a number of non-18 week waiting lists  
• Lack of clarity means that it is not possible to assess the existence

or extent of harm to
o patient safety
o patient experience
o clinical effectiveness
o constitutional and contractual obligations

• May lead to damage to Trust’s regulatory and contractual
relationships and public reputation

1.1 
1.2 
2.1 
5.2 

COO 19.04.18 Incident 16 
4 x 4 

4 
4 x 1 

16 
4 x 4 

Date for target rating: 31.12.18 
Rationale for target rating 
Incorrect capture and/or use of waiting list information 
always has the potential to cause significant harm; the Trust’s 
focus must be on reducing the likelihood of this arising 
Trust risk register links 
Not yet confirmed 

Causes of the risk • Inconsistent application of Trust access policy
• Development of ‘local’ systems and processes

Current methods 
of management 

• See actions below

Current assurance Latest positive assurance Latest negative assurance 
• Review of all non-18 week patients seen in February and

March indicates 99.18% have an identified outcome (ie,
seen / treated / discharged)

• 18 week RTT data has passed all recent data quality checks

• 23,000 people not on any current waiting lists identified
(data includes extremely old information (including from
1930s)

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop Patient Tracking List (PTL) for non -18 week 

patients to enable oversight of progress through 
pathways 

COO 15.08.18 09.07.18:  PTL is nearing completion 
18.10.18:  PTL requires further work to ensure 
effective assurance 

Overdue 

2 Weekly assurance meeting to focus on all parts of the 
elective care pathway, to enable greater oversight 
and improved delivery  

COO 15.08.18 09.07.18:  Weekly assurance meeting  Terms of 
reference, standing agenda and operational 
reporting under review 
18.10.18:  Meetings established and proving 
effective in monitoring 

Complete 

3 Internal Audit to review application of Access Policy COO 31.12.18 09.07.18:   ToR for review in development On track 
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18.10.18:  Final terms of reference to be agreed 
closer to start date 

4 Consider commissioning of external resource to 
conduct gap analysis and action planning for the 
management of planned care (18 and non-18 weeks) 

COO 31.08.18 09.07.18:  Potential resources being identified 
18.10.18:  Review completed end of September.  
Final report anticipated by end of October 

Complete 

5 Develop action plan in response to external review 
report  

COO 30.11.18 18.10.18:   Conference call with review author 
booked for early November, prior to presentation 
of plan to TLT 

On track 
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5 BAF1:  Urgent care, quality, performance and patient flow Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

Patient flow through the Trust and throughout the wider health and 
social care system in the area is poor, leading to risk of: 
• Delayed transfers of care and associated deterioration in patient

wellbeing 
• Increased patient harm (including from delayed emergency

response (SCAS) arising from prolonged ambulance handover 
times)  

• Impaired patient experience / patient engagement
• Reduced ability to deliver quality and safety metrics
• Reduced performance against constitutional access standards
• Reduced staff engagement / experience (and consequent high

staff turnover and sickness absence) as a result of sustained
increased workload

• Failure to deliver income and expenditure control total
• Reduced ability to deliver cost improvement programmes
• Increased incidence of mixed sex accommodation
• Reduced public confidence in Trust services

1.1 
1.2 
2.1 
2.2 
2.3 
3.1 
3.2 
5.1 
5.3 

COO 09.08.17 Risk 
assm’t 

20 
4x5 

12 
4x3 

16 
4x4 

Date for target rating: 31.03.19 
Rationale for target rating 
Impact is not amenable to reduction; focus for the 18/19 BAF 
is on reducing the frequency / likelihood that the impact on 
patients and staff will continue.  

Trust risk register links 
11, 15, 16, 18, 19, 24, 34, 99, 233, 302, 784, 794 

Causes of the risk • Discharge planning and execution are not consistent across the Trust
• Maintaining escalation capacity attenuates clinical efficiency
• Lack of standardisation in clinical teams, systems and processes across the Trust
• Frailty has become a feature of all clinical services but is not recognised as such in any strategy or service plan
• Vulnerability in reliance on external partners’ ability to create out-of-hospital capacity for discharged patients
• Domiciliary care resources in the area do not meet demand
• Residential care capacity in the area does meet demand
• Local authority funding for complex residential care does not always match market forces

Current methods 
of management 

• Deployment of, and reliance on, premium cost workforce to manage patient volumes
• Reactive responses to individual patients’ needs
• Usual range of clinical governance monitoring and response
• Outlying continues, at a significantly reduced rate
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• Implementation of the system-wide winter plan 
Current assurance Latest positive assurance  Latest negative assurance  

• Zero 12 hour trolley waits in quarter 2. 
• Medically fit for discharge patient numbers dropped for 

fourth consecutive month:  May ‘18 178, Jan ’18 258, May 
’17 257 

• HSMR continuing to reduce 
• In patient friends and family test scores static at national 

average 
• Vacancy rate at 6.4% in September a reduction on 7.2% in 

August. 

• September ED performance at 86.6% - below trajectory 
and standard (95%) 

• Referral to treatment performance below trajectory at 
83.3%    

• Increase in DTOC in May to 4.4% from 3.3% in April  
• Diagnostic performance at 98% in May (99% standard) 
• Turnover rate increased to 13% in May 
• 13 falls with severe harm to date (end of quarter 2). 
• 10 Category 3 pressure damage incidents to date (end of 

quarter 2). 
• Patient moves 21:00 – 07:00 increased 
• CQC ratings and findings in reports. 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 

1.  Review and revise complex discharge model with 
support of wider system 
 
 

COO 28.02.18 
 

30.09.18 

23.08.17:  Weekly Whole System Discharge Delivery 
Board has created a Steering Group to promote the 
review 
21.01.18:  see update 1 above 
19.04.18:  Steering group workstreams continue, 
supported by enhanced engagement with partners.  
Significant impacts on Medically Fit For Discharge 
(MFFD) numbers already noted.   IDS Director 
(interviews 23.04.18) will lead on further work.  
09.07.18:  Discharge to assess pilot commenced 
June 2018, with planned completion October 2018.  
System-wide demand and capacity modelling 
completed July 2018; system wide implementation 
plan in development  
18.10.18:   Revised approach “Home First” working 
well.  Super Stranded patient meetings now more 

Complete 
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individualised and action-focussed.  Continuing 
health Care funding arrangements now improved 

2. Implement  Winter Plan COO 31.12.18 18.10.18:  Associated building works commenced in 
Emergency Department and ward A6, per plan.  
Foundations laid for temporary Discharge Lounge in 
east car park.  30 surgical beds to be swapped to 
medical beds to create medical capacity.  Some 
concerns that recruitment into domiciliary posts in 
the community (Hampshire) not yet to planned 
levels.  

On track 
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6 BAF18:  Support functions Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

There is a lack of capacity and expertise in a number of key support 
functions, including Finance, HR, Corporate Governance, strategy and 
the Transformation Team, Estates and Performance  leading to 
impaired ability to 
• Deliver improvements to patient safety
• Deliver improvements to patient experience
• Deliver against national constitutional standards
• Recruit and retain the best staff to all areas of the Trust
• Achieve financial health & sustainability
•

1 
2 
3 
4 
5 

CEO Risk 
ass’ment 

12 
3 x 4 

4 
2 x 2 

12 
4 x 3 

Date for target rating: 31.12.18 
Rationale for target rating 
The introduction of improved systems and processes, 
including an accountability framework (BAF5), and the 
introduction of improved IMT systems (BAF2) will help 
reduce the impact of back-office under capacity.  Addressing 
capacity and expertise issues identified in the review will also 
reduce the likelihood that such problems will arise. 
Trust risk register links 
13, 22, 19, 406, 784, 785, 786, 788 

Causes of the risk • Prioritisation of investment in clinical services and functions over back office / support services 
• Increase in capital schemes requiring estates input
• Ongoing negotiation re: new PFI FM Services Supplier
• Governance systems in Estates have been neglected

Current methods 
of management 

• Acknowledgement of the risks presented by lack of both specialist knowledge and skills (e.g., planning) and general capacity
(e.g., for ensuring and assuring data quality)

Current assurance Positive assurance Negative assurance 
• HR and Finance Business Partner in post from early Oct • Effectiveness of P& A meetings hampered by availability f

info to drive improvement

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Allow new Director level roles in Estates and Finance 

to settle in and commence change programmes  
CFO 31.12.18 23.07.18: Appointments made; appointees in post 

18.10.18:  Appointees continue to develop in new 
roles 

On track 

2 Allow new Finance and HR Business Partner roles to 
settle in and develop support systems for new 
divisions 

CFO/ 
DWOD 

31.03.19 23.07.18:  Recruitment process underway 
18.10.18:  Permanent appointees all in post by end 
of October  

On track 
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3 Commission review of Estates governance in the 
context of Legionella risk in residences September 
2018 

CFO 28.02.19 18.10.18:  Suitable resource being identified and 
brief drawn up 

On track 

4 Commission review of capacity in Performance and 
Information teams  

DSP 31.12.18 18.10.18:  Suitable resource being identified and 
brief drawn up 

On track 

See also BAF5, action 6 
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7 BAF7:  Capital deficit Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust has insufficient capital funds available to meet demand for 
capital spending, leading to inability to  
• Provide adequate quantities of suitable, safe clinical equipment
• Provide safe, suitable and patient / staff friendly premises on the

Emergency Floor 
• Support the Trust’s ICT requirements

2 
3 
5 

DoF 2015 Risk 
ass’ment 

16 
4x4 

8 
4x2 

12 
4x3 

Date for target rating: 31.03.21 
Rationale for target rating 
Impact of inadequate capital funding is unlikely to be 
reduced.  The Trust’s efforts to attract additional resource, 
explore alternative solutions and sources of funding, and 
resolve, with NHSI, technical issues associated with CRL are 
intended to reduce the likelihood of those impacts being felt. 
Trust risk register links 
35, 360, 362, 783, 784, 785, 786, 788 

Causes of the risk • Loan of c£20m taken out in 2009 to replace significant proportion of clinical equipment.  Equipment purchased is now
reaching the end of its life; plans for replacement are not fully developed

• Historical lack of investment in information and communication technology (ICT) systems required to support delivery of
clinical care and associated administration (see also BAF2)

• Exclusion of Emergency Floor at Queen Alexandra Hospital from PFI and subsequent lack of strategic commitment to
modernisation

• Restriction of spending of capital since 2013 as a result Trust’s I&E performance and associated constrained cash position
• NHSI re-specification of how PFI accounting applies to calculation of CRL, leading to significant reduction in CRL from 2017

Current methods 
of management 

• Responsive repairs to equipment to extend life of assets where possible
• Lease/Managed Equipment Service options being explored  along with other creative financing options of certain items of

equipment (e.g. endoscopes)
• Continuous prioritisation of spending and active management of CRL through capital programme work-streams

Current assurance Positive assurance Negative assurance 
• 2017/18 Year end capital and cash resource limits met
• Trust has secured commitment to £2m for Emergency floor

reconfiguration project in 18/19
• MOU has been received and the Trust is collecting the

• Release of £2.9m of capital reserve remains under
discussion with NHSI. £2.0m approved in October.
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assurance to enable sign off and submission to DH. 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Seek change to mechanism for determining Trust’s 

internal capital resource limit  
CFO 31.10.17 

31.01.18 

30.06.18 

31.08.18 

06.09.17:  Negotiations with NHSI opened.  
Response to Trust letter promised as part of NHSI 
Deep Dive Review. 
16.10.17:  Will be responded to separately after 
prioritised by NHSI following discussions with CA. 
28.11.17: CRL issues raised at recent oversight 
meeting and trust response to NHS I queries to be 
reviewed for submission 8.12.17 
21.01.18:  CRL issues again raised at NHSI oversight 
Group meeting 18.01.18.  Likely resolution date 
unclear but must conclude by end of financial year. 
16.04.18: Trust formally raised this issue as part of 
its draft plan submission (March 18) and further 
discussion with NHSI arranged for 18.4.18.  
Response still awaited. 
20.07.18:  Three further information submissions 
made to NHSI, which is seeking to secure a non-
recurrent solution to this issue in 18/19. 
16.10.18: NHSI has confirmed allocation of 
additional £2.0m CRL.  Trust compiling a schedule of 
schemes to go against the remaining £2.9m of 
requested CRL.  (Target date 31.10.18).  

Complete 

2 Seek access to further 2018/19 funding via STP 
(including, specifically, pharmacy projects) 

CFO 31.07.18 

31.10.18 

16.04.18:  Capital plan submission deadline via STP 
for further bids – July 2018.  
20.07.18:  Submissions completed for wave 2 
(pharmacy and theatres) and wave 3 (IT and 
Emergency Floor) STP capital – outcome awaited 
16.10.18: External deadline for business cases to be 
finalised now end of October 2018. 

Complete 
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3 Review alternative sources of financing capital 
programme through leases, managed equipment 
service contracts and other partnership arrangements 
and present options paper to the Board. 

CFO 15.12.17 

30.04.18 

07.09.17:  Some leasing already commenced, further 
opportunities under investigation. 
16.10.17:  Guidance on the planned changed to 
accounting rules for leases (IFRS 16) needed to 
understand implications of MES and leasing of 
equipment in the future. 
28.11.17: Financing strategy to be implemented in 
the development of the Trust’s strategic plans and 
recovery programme based on review of current 
options 15.12.17 
21.01.18:  Options paper will need to reflect NHSI’s 
position on the Trust’s financial sustainability 
trajectory.  This will not be available until April. 
16.04.18: Further discussions in relation to 18/19 
plan and financial recovery trajectory with NHSI set 
for 18.04.18. 
20.07.19:  Director of Procurement is exploring 
options in anticipation of issuing of a prior 
information notice (PIN) to assess market interest 
16.10.18: Director of Procurement made a judgment 
that a PIN notice to generate interest not required 
as market is competitive with many options 
available.  Procurement team working with Finance 
and Divisions to gather information in readiness to 
progress options for a MES procurement during 
quarters 3 and 4, if it provides the best option 
compared to a subsidiary or an alternative option. 

Complete 

4 Develop and implement long term financial model 
(LTFM),  and 5 year capital strategy including capital 
and revenue resourcing plan, to support revised 
clinical and organisational strategy  

CFO 31.03.18 

30.06.18 

31.03.19 

07.09.17:  Revised clinical/organisational strategy 
awaited 
28.11.17: Timeline for developing the Trust’s 
strategy and strategic financial plans set out in the 
presentation to NHS I on 28.11.17.  Resourcing and 
action plans to deliver the timetable currently being 

Overdue 
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finalised.  
21.01.18:  Delivery of organisational strategy now 
expected 30.06.18.  LTFM will need to reflect 
corporate plans. 
16.04.18: On track for new deadline. 
20.07.18:  Now delayed to  end of September to 
accommodate reflection of corporate strategy 
adopted 05.07.18 
16.10.18: Review of NHS capital regime to reflect 
the NHS 10yr plan anticipated - update to Board to 
follow.   Trust continuing to deliver an under pinning 
financial plan for 19/20 as part of the Business Plan 
process, and a Longer Term Financial Model that 
reflects the Trust’s clinical reviews and development 
plans. 

6 Create dedicated capital development function within 
Finance Team during 18/19 

DoF 30.06.18 16.04.18: Suitable resource being identified 
20.07.18:  Business case to be reviewed by end of 
July 
16.10.18: Specific support for the capital programme 
is being received from Solent NHS Trust.  Estates and 
Finance teams preparing business case for 
capitalisation of staff costs in support of a reinforced 
capital team.  Approval of the business case by BCRG 
and the Capital Priorities Group is expected by the 
end of October.  

Overdue 

7 New Capital Procedures Manual to be adopted to 
enhance capital programme planning and delivery 
arrangements  

DoF 30.04.18 16.04.18: Document in development 
20.07.18:  Delayed by need to align with revised 
Standing Financial Instructions, due to be presented 
to F&I in August 
16.10.18: Progress is being made but is currently 
delayed due to the limited resources in the team, 
which is being address as per action 6. 

Overdue 

See also BAF 18 

Page 116 of 242



8 BAF4: Clinical Strategies Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust’s clinical strategies do not align with the aims and objectives 
defined in Working Together.   As a result, focus is diverted from core 
functions, leading to  
• Potential for increased patient harm
• Poor / frustrating experience for patients
• Poor performance against contractual / constitutional / regulatory

demands 
• Poor / frustrating experience for staff – leading to high turnover
• Difficulty in achieving financial balance / health – leading to

financial unsustainability

1.1, 1.2 

2.1, 2.2 
2.3 

3.1, 3.2 

4.1, 4.2 
4.3 

5.1,5.2 
5.3 

DSP 24.08.17 Ext 
ass’ment 

16 
4 x 4 

8 
4 x 2 

12 
4 x 3 

Date for target rating: 31.03.19 
Rationale for target rating 
The impact of poorly aligned clinical strategies is not 
significantly amenable to change, but the introduction of 
clear clinical strategies, aligned to Working Together, and  
supported by relevant infra-structure strategies, will reduce 
the likelihood that patients and staff will suffer as a 
consequence of unclear or poorly defined strategy 
Trust risk register links 
13, 18, 19, 794 

Causes of the risk • There is an imbalance in some parts of the Trust between core DGH functions and sub-specialties
• Lack of clinical strategy, impairing organisational control over best use of resources

Current methods 
of management 

• Usual clinical governance systems used to identify and address problems in patient safety, patient experience, clinical
effectiveness etc

Current assurance Latest positive assurance Latest negative assurance 
• Trust organisational strategy adopted 05.07.18 • None available

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop and implement financial governance systems 

to ensure close alignment of investment decisions 
with clinical and corporate strategy 

CFO 31.12.17 

30.06.18 

21.09.17:  Review of financial governance in hand 
following NHSI observations. 
16.04.18:  Presented management response to NHSI 
financial investigation to Board 07.12.17. Reviewing 
progress against management response to be 
presented to EMT in May and then to finance 
committee. 
20.07.18:  Revised ToR for Finance and 
Infrastructure Committee to be presented to F&I in 
July.  All financial procedures and processes under 

Complete 
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review to ensure timeliness of approvals.  
Completion expected end of September.  
16.10.18: F&IC ToR have been agreed.  The revised 
Business Case oversight and Approvals Processes has 
also been reviewed at the F&IC.       

2 Review existing services and plan for adjustment, 
according to clinical and corporate strategies 

Once corporate strategic objectives are defined, 
realign reporting and operating model to those 
objectives   

DSP 30.06.18 

30.09.18 

21.09.17:  Dependent on delivery of organisational 
strategy. 

05.04.18:  Dependent on development and approval 
of Trust Strategy.  
10.07.18:  Performance & Accountability Framework 
has been revised; due for presentation to Q&P at 
the end of July for sign off.  IPR to be revised and 
presented to the Board in September 
26.09.18:  Performance reviews now operational 
and Integrated Performance Report has been 
revised to reflect new objectives 

Complete 

3. Once reporting and operating model realigned, 
develop enabling strategies including divisional 
strategies  

DSP 31.12.18 05.04.18: Dependent on completion of realigned 
reporting and operating model.  
10.07.18:  Workforce Strategy to be presented to 
the Board in September.  Work on divisional 
strategies will start in July. 
26.09.18:  Divisional strategy development being 
carried out as part of 19/20 planning, which 
commenced mid-September 

On track 

4 Prioritise clinical service assessments to be 
undertaken by divisions 

DSP 31.03.19 10.07.18:  Conduct of the assessments to be part of 
Divisional Lead’s development programme and 
incorporated into Divisional strategy development 
26.09.18:  Divisional strategy development being 
carried out as part of 19/20 planning, which 
commenced mid-September 

On track 
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9 BAF10 – Emergency preparedness and resilience Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

There is insufficient evidence that the Trust’s Emergency Preparedness, 
Resilience and Response (EPRR) plans are adequate and embedded, 
leading to  
• Potential for increased risk of patient and staff harm
• Non-compliance with regulatory requirements
• Potential for significant and prolonged disruption to service

delivery (with associated impact on patient harm, patient
experience, delivery against constitutional standards, income and
Trust reputation)

1 
2 
3 

COO Sept 17 Risk 
Assm’t 

15 
5x3 

6 
3x2 

12 
4 x 3 

Date for target rating: 30.11.18 
Rationale for target rating 
Effective, embedded Emergency Preparedness, Resilience  
and Response plans will reduce the impact of an emergency 
incident, and the likelihood that the worst of the potential 
impacts arise 
Trust risk register links 
Nothing specifically related 

Causes of the risk • Governance around Emergency preparedness processes inadequate
• Resource available to address EP issues and associated governance inadequate
• Increased profile and requirements for national assurance

Current methods 
of management 

• Emergency preparedness portfolio allocated to COO plus new full time substantive EPRR Manager.
• Monthly EPRR meeting schedule

Current assurance Positive assurance Negative assurance 
• Renewed engagement at Local Resilience Forum by COO

and EPRR Manager
• Additional support now in post
• Major Incident Policy reviewed and agreed for submission

at September Quality and Performance Committee.
• Confirm and challenge meeting with the CCG in September,

substantial compliance agreed.  Further confirm and
challenge meeting with CCG and NHSE due October.

• System tests during December and early January revealed
gaps / non-compliance in performance identified (low/no
harm)

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Emergency EPRR Working Group to begin reporting to 

Quality and Governance Committee 
COO 30.09.17 12.09.17:  EPRR Working Group next meeting 

19.09.17: Quality & Governance Committee 
meeting in October. 
27.11.17: Next EPRR Meeting 06.12.17, agree next 

Complete 
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Quality and Governance Committee meeting date 
21.01.18: Working group has still not met 
collectively due to winter pressures, although COO 
and EPRR have reviewed reports and taken action 
in the interim.  
19.04.18:  Working Group has met monthly since 
February.  Reporting to Q&P Committee will begin 
in May. 
23.07.18: Reporting did not commence in May due 
to confusion.  First report on agenda of July Q&P.  
01.10.18:  Reporting programme now in place and 
regular reports received   

2 Conduct full review of Major Incident Policy to ensure 
compliance with best practice 

COO 30.06.18 19.04.18:  Review to be carried out during May and 
June. Will tie in with system partners 
09.07.18:  Review complete.  Draft Incident 
Response Plan (which will replace old policy)  is 
currently out for consultation 
01.10.18:  Complete – presented to Q&P at August 
meeting 

Complete 

3 Full test of internal communications cascade to be 
conducted following identification of weaknesses 
during implementation over New Year period  

COO 31.05.18 19.04.18:  database updated; tests to follow 
09.07.18:  test not completed during May after late 
revisions to data base.  Test to be completed by 
mid-August  
01.10.18:  Test conducted and results reported to 
Q&P in August  

Complete 

4 Full review of Business Continuity arrangements to be 
conducted to reflect revised structure 

COO 31.07.18 
30.09.19 

19.04.18:  Review required to reflect new 
structures and ensure mapping of responsibilities 
into new areas 
09.07.18:  deferred to allow for revisions to 
template, in conjunction with partners across 
health and social care system to ensure effective 
multi-agency operation and compliance with new 
ISO 22301 

Overdue 
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01.10.18:   Work not yet complete, and will need to 
be re-scheduled to reflect changing capacity on 
EPRR team – part of workstream for 18/19 and 
included as a risk on national EPRR submission 

5 Deliver full strategic and tactical incident 
management training for all on-call managers and 
directors 

COO 31.07.18 19.04.18:  Training planned for 10.07.18 
09.07.18:  Training deferred to accommodate 
consultation on Incident Response Plan   
01.10.18:  Completed during September 

Completed 

6 Produce comprehensive Incident Response Plan in 
place of Major Incident Policy (see action 2 above) 

COO 30.09.18 23.07.18:  First draft out for consultation – final 
policy due to Quality & Performance Committee in 
August and Board in September 
01.10.18:  Completed and presented to Q&P in 
September 

Complete 

7 Submit results of self-assessment against EPRR 
national standards to regional EPRR Team as part of 

COO 31.10.18 01.10.18:  Formal assessment with CCG oversight 
and challenge completed during September 2018, 
for submission to regional team in October after 
Board meeting 04.10.18.  ‘Substantially compliant’ 
rating anticipated – work plan to achieve ‘fully 
compliant by June 2019 in development. 

On track 

8 Appoint new EPRR manager COO 31.10.18 01.10.18:  Interviews taking place 02.10.18 
11.10.18:  Recruitment successful – appointee due 
to start work in January. 

Complete 

Page 121 of 242



10 BAF11: Safeguarding Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

There inconsistent levels of the awareness and specialist knowledge 
needed to deliver adequate safeguarding for adult patients and others 
to whom the Trust has a duty, leading to risk of: 
• Increased patient harm
• Impaired patient experience
• Regulatory non-compliance / intervention (including unlawful

detention / restraint)
• Staff injury arising from violence

1 
2 
4 

DoN 13.07.18 External 
review 

16 
4x4 

8 
4x2 

12 
4x3 

Date for target rating: 31.03.19 
Rationale for target rating 
The impact of poor adult safeguarding cannot be reduced, 
but increased awareness of signs, symptoms and escalation 
systems will reduce the likelihood of patients or others 
suffering harm 
Trust risk register links 
21, 48, 462 

Causes of the risk • Lack of level 2 Adult safeguarding training
• Previous low profile of safeguarding generally within the Trust, but particularly adult safeguarding, Mental Capacity Act

issues (including restraint) and Deprivation of Liberty Safeguards
• Specialist knowledge not at appropriate levels
• Improving but lower than expected levels of understanding, despite good compliance with training programme.
• Retention of  adult safeguarding team members has been challenging – recruitment adult safeguarding lead in progress

Current methods 
of management 

• Named Child Safeguarding doctors and nurses in post for 2 years
• Trained Named Midwife for Safeguarding in post
• Training programme in place and training compliance recorded and improving.
• Head of safeguarding in post since Jan 2018
• Chief Nurse in post since Jan 1018 with Exec lead for Safeguarding and has good understanding of Safeguard Agenda, Child

safeguarding and adult Boards providing assurance as part of the Improvement Board agenda.
Current assurance Latest positive assurance Latest negative assurance 

• Safeguarding Adults training exceeding 95%.
• MCA and DOLS training combined from July ’18. Level 1

compliance above 90%.

• Health WRAP training at 76% - increasing significantly
(from 23% in April) but still below target

• MCA and DOLS training combined from July ’18. Level 2
compliance increasing; however, remains at 60%.

• Must-do re: MCA and DoLS in August 2018 CQC report
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Vulnerable Adults Strategy to be developed CN 31.12.18 13.07.18:  Head of Safeguarding has started 

collaboration with Hants County Council 
18.10.18:  Strategy no longer being pursued as an 
action   

Complete 

2 Introduce level 2 Adult Safeguarding training CN 31.12.18 13.07.18: Training needs analysis to be undertaken 
by 31.08.18 
18.10.18:   Training package drafted, just awaiting 
Executive level sign off.   

On track 

3 Improve PREVENT training compliance CN 31.08.18 13.07.18:  training levels monitored weekly 
18.10.18:  training levels monitored weekly.  Prevent 
is now 76% and NHSE aware and assured by this. 

Complete 

4 Review MCA and DOLS documentation CN 30.09.18 13.07.18:  Best practice examples being sought from 
elsewhere 
18.10.18:  The MCA and DoLs documentation has 
been agreed and launched as per Hampshire –wide   
toolkit.  New documentation launched at SIMS 
training in September, October and November 2018 

Complete 

5 Develop improvement pathway for MCA and DOLS with 
both relevant local authorities 

CN 31.10.18 13.07.18:  Meeting with Hampshire CC 12.07.18; 
further meetings with Portsmouth planned 
18.10.18:  Both local authorities have agreed the 
pathway per the Hampshire-wide toolkit.  As above, 
launched at SIMS training in September October and 
November 18 

Complete 

6 Clear objectives to be set for new Divisional Nurse 
Directors on protecting vulnerable adults 

CN 15.08.18 13.07.18:  First round on 1:1s taking place late July / 
early August  
18.10.18:   All DND have completed a self-
assessment, to be repeated in December 2018.  

Complete 

7 Develop and implement simulation training on the 
conduct of Mental Capacity Act assessments and 
application of DoLS 

CN 31.10.18 18.10.18:   Simulation training package developed 
and delivered.  Excellent feedback from participants 
and commissioners.  Training now available on a 
regular basis. 

Complete 
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 11 BAF6:  Skills and knowledge Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

The Trust cannot be assured that all staff have the skills and knowledge 
they need to carry out their role effectively, leading to risk of: 

• Increased patient harm
• Impaired patient experience
• Failure to comply with regulatory requirements
• Failure to deliver constitutional standards
• Poor levels of staff engagement (see BAF5)

2.1 

4.1 
4.2 
4.3 

DHR 09.08.17 Risk 
assm’t 

16 
4 x 4 

8 
4 x 2 

12 
4 x 3 

Date for target rating: 31.03.19 
Rationale for target rating 
The Trust is unable to reduce the impact of low levels of 
required skills and knowledge, but can aim to reduce the 
likelihood that the risk will arise by ensuring the provision 
and uptake of effective induction, training and development. 
Trust risk register links 
21, 23, 234, 462 

Causes of the risk • Failure to release staff to complete / attend training
• Training capacity offered does not match trainees’ / departments’ needs (including venue, timing, format etc.)

Current methods 
of management 

• Military clinical colleagues supporting areas to release staff for backlog of training
• Professional Nursing and Midwifery Forum reviewing training performance on a monthly basis and holding Heads of

Nursing to account for delivery of improvement
Current assurance Positive assurance Q2 Negative assurance Q2 

• HSMR continuing to reduce
• In patient friends and family test scores at nat average
• Medical Engagement Scale report April 2018 indicates “high

levels of medical engagement compared to the established
external medical engagement norms.”

• Staff survey 2017/18  staff engagement score: 3.83 ,
compared with national average of 3.79

• Essential skill straining compliance at 87.9%, above target
of 85%

• Turnover rate remained static in quarter 2.
• 13 falls with severe harm to date (end of quarter 2).
• Appraisal rate at 75.9%, below target of 85%
• Pockets of non-compliance with required training

standards
• 5 associated “Must-do” requirements in CQC report

August 2018

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Review current mandatory training requirements to 

assess appropriateness of all elements and all methods 
of delivery of training 

DWOD 30.09.18 19.07.18: Work to be completed by Learning & 
Development Team with reference to local and 
national best practice and guidance 

Complete 
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18.10.18:  Review complete and variety of 
amendments made, including 
• Conflict resolution training now available on line

for relevant staff
• Pick and Mix mandatory training days

introduced, allowing for drop-in to most
elements of mandatory training – 91 attendees in
first month

2 Improve follow up process for non-compliant 
individuals 

DWOD 31.10.18 18.10.18: Medical and Dental staff group identified 
as least compliant.  List of 20 worst offenders 
produced each month; Medical Director holds 
Divisional teams accountable at monthly 
Performance & Accountability meetings  

Complete 

See also BAF 2 actions 
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12 BAF10:  Mental Health skills and resources Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The quality and availability of mental health care in the Trust do not 
match patients’ needs, leading to increased risk of 
• Safety incidents (patients, staff)
• Poor patient experience
• Failure to deliver services in line with access standards (particularly

in ED) 
• Failure to meet legal and regulatory requirements (including in

connection with consent)

1 
2 
3 
4 

MD 16.08.17 CQC 
report 

16 
4 x 4 

12 
4 x 3 

12 
4 x 3 

Date for target rating: 31.08.18 
Rationale for target rating 
The impact of unmet mental health needs is unlikely to be 
reduced, but the likelihood of patients or staff suffering as a 
result will be reduced by the measures planned.  
Trust risk register links 
21, 234 

Causes of the risk • Inconsistency of specific knowledge and training in managing people with mental health vulnerabilities amongst general
staff cohort

• Lack of sufficient numbers of specialist mental health trained staff in the Trust
• Partnership arrangements between the Trust and local mental health care providers do not meet patients’ needs
• Rising demand for mental health care service in the acute setting

Current methods 
of management 

• Use of agency specialist mental health staff
• Embedded Mental health liaison team co-commissioned by PHT and Southern Health
• Fortnightly system-wide teleconference to coordinate services across all relevant providers
• Mental Health Action plan under weekly review
• Monthly system discussions continue constructively and are focused on achieving better and more appropriate models of

mental health support in the trust
Current assurance Positive assurance Negative assurance 

• MH risk assessment compliance consistently above 98%
• Safeguarding Adults training exceeding 95%.
MCA and DOLS training combined from July ’18. Level 1
compliance above 90%.

• Deterioration in %age of MH patients waiting more than
one hour for assessment from 44% in April to 35% in May

• MCA and DOLS training combined from July ’18. Level 2
compliance increasing; however, remains at 60%.

• Health WRAP training at 76% - increasing significantly
(from 23% in April) but still below target

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Expand ligature risk assessment programme across MD 30.09.18 13.04.18: Undertake similar assessment across Overdue 
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priority areas of the Trust.  
 

priority areas of the Trust. Mental Health Action 
Plan, incorporating all elements updated fortnightly. 
Mental Health Board overseeing that. 
23.07.18:  Risk assessments ongoing across the site 
04.10.18:  Significant operational challenges re: 
personnel in divisional structure has meant there 
has been inadequate capacity 

2 Psychiatric Decision Unit (PDU) to be established on 
QAH site  

MD 31.12.18 27.12.17:  Concept approved in principle by EMT, 
subject to funding, location, commissioning and 
other issues.  Joint application for DoH funding to be 
made by CCGs, MH Providers and PHT by end of 
April 2018.   
23.07.18:  Funding application submitted – approx. 
£600k awarded to Trust.  Development of Unit now 
incorporated into ED redevelopment – see BAF 18 
for all further updates. 
04.10.10:  Discussions between mental health 
provider and ED continue re: interim provision  of 
the function  

On track 
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13 BAF21: Failure to meet cancer standards consistently Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Failure to meet all 8 cancer standards consistently give risk to risk of 
• patient harm
• impaired patient experience
• failure to meet constitutional and contractual standards
• damage to Trust’s regulatory and contractual relationships and

public reputation 

1 
2 

COO 23.07.18 Risk 
Ass’ment 

12 
3 x 4 

6 
3 x 2 

12 
3 x 4 

Date for target rating: 30.11.18 
Rationale for target rating 
The impact of failing to meet cancer standards cannot be 
reduced, but addressing the causes of current delays will 
reduce the likelihood of such impacts taking effect 
Trust risk register links 
None 

Causes of the risk • Lack of detailed trust-wide oversight of cancer performance
• Recent increase in 2 week-wait referrals

Current methods 
of management 

• Use of existing cancer pathways
• Existing action plan agreed with NHS Commissioners

Current assurance Positive assurance Negative assurance 
• Following cancers standards met consistently for 12 months

o Breast symptomatic 2 week wait
o 31 days diagnosis to treatment
o 31 day subsequent cancers to treatment
o 31 day subsequent anti-cancer drugs
o 31 day subsequent radiotherapy

• 62 day referral to treatment standard met since February

• 62 day screening to treatment standard 84.6% in April and
86.2% May against 85% standard

• 62 day referral to treatment standard failed in May
(82.1% against 85% standard) after being met consistently
since February

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Create a corporate cancer service / function to 

oversee cancer performance across all specialities 
COO 31.10.18 23.07.18:  Recruitment to key posts in the new team 

is underway 
18.10.18:   Interim Head of Cancer Care in post.  
Lead Care Clinician appointed.  Lead Cancer Nurse 
post still vacant.  Secondment into role being 
pursued. 

Overdue 

2 Interim Head of Cancer Service to develop oversight COO 31.08.18 23.07.18:  Interim Head of Service is in post and Complete 
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of trust-wide cancer agenda beginning development of the service 
18.10.18:  Interim Head of Service has overseen 
comprehensive pathway reviews.  Weekly meeting 
running since early August to oversee performance 
at tumour site level.     

3 Cancer trajectory to be re-profiled to accommodate 
recent significant increase in 2 week-wait referrals 

COO 15.08.18 23.07.18:  Interim Head of Cancer Service is 
overseeing this work 
18.10.18:  Re-profile complete – for delivery of 
compliance by end of November 2018  

Complete 

4 Improve governance at each tumour site MDT COO 30.11.18 18.10.18:   Allocated milestones to be developed for 
each tumour site by relevant MDTs 

On track 
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14 BAF10:  Radiology capacity Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

Radiological capacity in the Trust cannot meet demand for radiology 
services, leading to delays in diagnosis and treatment, and consequent 
increased risk of 
• Patient harm 
• Poor patient experience 
• Failure to meet national constitutional standards and regulatory 

requirements and consequent regulatory / legal action 
• Financial penalties 
• Missed opportunities to maximise income in a timely way  
 

2.1 
2.2 
3.1 
3.2 
5.2 

COO 24.08.17 Risk 
assm’t 

15 
3x5 

6 
3x2 

9 
3 x 3 

Date for target rating:    31.12.18 
Rationale for target rating 
The impact of inadequate radiological capacity cannot be 
reduced, but the likelihood of patients and the Trust 
experiencing the anticipated problems can be reduced by the 
development of additional, reliable capacity  
Trust risk register links 
13, 19, 31, 321, 784 

Causes of the risk • Rise in demand for diagnostic imaging as a result of increased activity and changed clinical practice  
• Capacity has not increased significantly 
• Throughput to CT equipment is significantly beyond its expected / specified capacity 
• CT equipment reaching the end of its expected life and there are frequent breakdowns 
• National shortage of appropriately qualified staff; difficulties in recruiting locally 
 

Current methods 
of management 

• Day to day responsive repairs 
• Reactive responses to individual patients’ needs 
• Usual range of clinical governance monitoring and response 
• Deployment of, and reliance on, additional working hours to manage times when patient volumes exceed capacity 
• Outsourcing, including a proportion of plain film reporting 
• Temporary CT scanner agreed for implementation from mid-Oct to support during development of business case   

Current assurance Positive assurance Negative assurance 
• Backlog of CT/MRI images now cleared 
• ED plain film backlog now cleared 
• Very few incidents of potentially moderate / serious harm 

identified  
• No further backlog building up - from 20.09.17 all ED plain 

films being reported by trained reporting professionals 
• Good in all CQC domains for Imaging in August 2018 

• Trust is failing DM01 diagnostic waiting time standard due to 
need to manage capacity across cancer and diagnostic 
standards 
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report 
• Weekly reporting to CQC reveals reduced waiting times

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1. Trust strategy for imaging and radiology to be 

developed and presented to Board for approval (to 
include full details of capital requirements and 
options for finance) 

COO 31.11.17 
30.04.18 
31.07.18 

12.09.17:  Dependent on outcome of Harm Review 
(see action 1). 
19.04.18:  Draft completed but now planning to work 
with commissioners to produce a version which 
reflects wider / community capacity 
09.07.18:  Creation of a comprehensive strategy to 
deliver imaging capacity has been a priority for the 
new Clinical Delivery Unit.  A deadline of end of 
September has been set.  
01.10.18:  Strategy is in draft form, awaiting formal 
sign off at Board in November 

Overdue 

2. Review of Trust plain film reporting policy, plus all 
other retrospective reporting practice, to be 
undertaken, following CQC national scrutiny of similar 
policies 

MD 28.02.18 
30.09.18 

27.12.17: Guided by advice from Clinical Advisory 
Group (see action 7), amendments to Trust Plain Film 
Reporting Policy being drafted by radiology team. 
23.07.18:  Trust Plain Film Reporting Policy revisions 
drafted but not yet issued.  Further review planned to 
reflect CQC national report issued mid-July 2018.  
04.10.18:  Policy revised but not yet issued due to 
lack of adequate capacity to deliver policy 
commitments 

Complete 

3. Develop business case for permanent fourth CT 
scanner 

COO 31.01.19 01.10.18: background information being compiled to 
produce integrated business case with CCG which 
identifies need for additional CT scanning across local 
health economy 

On track 
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15 BAF16:  Emergency floor Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

The physical environment (layout, capacity and fabric) of the 
emergency floor at the Queen Alexandra Hospital is poor, leading to 
• Delays in patient assessment during periods of overcrowding,

including delays to ambulance handover 
• Impaired coordination / delivery of care at times of overcrowding
• Increased risk of patient harm from cold weather in HALO areas
• Increased risk of harm to patients and staff arising from

inadequacy of appropriate environment in which to deliver acute
mental health care

• Poor patient and staff experience
• Inefficiency, including disproportionate rate of admission at peak

times to reduce emergency floor over-crowding 

1 
2 
3 
4 
5 

COO 2010 Risk 
Ass’mt 

12 
3x4 

2 
1x2 

9 
3x3 

Date for target rating: 31.03.23 
Rationale for target rating 
In the long run (3-5 years), redevelopment will remove the 
problems associated with current layout and condition of the 
building.  As a result, the likelihood that anyone (staff 
or patient) will suffer because of the layout will be very 
low.  In the short to mid-term however, the risk will remain 
high until the redevelopment is complete. 
Trust risk register links 
16 

Causes of the risk • Historic lack on investment in the Emergency floor; exclusion of the emergency floor from the PFI project
• Lack of available capital for re-development (see also BAF8)
• Lack of clarity re: Trust strategy (see also BAF8)

Current methods 
of management 

• Deployment of, and reliance on, premium cost workforce to manage times when patient volumes exceed capacity
• Reactive responses to individual patients’ needs
• Usual range of clinical governance monitoring and response

Current assurance Positive assurance Negative assurance 
• Zero 12 hour trolley waits in quarter 2.
• Reduction in complaints for the Urgent Care Division (8 in

September compared top 11 in August).
• ED Friends and Family Test response improvements noted.
• ED Friends and Family Test recommend negative lower

than the national average.

• September ED performance at 86.6% - below trajectory
and standard (95%)

• Drop in %age of ED Friends and Family Test  positive
recommendations from 90.5% in August  to 89.7% in
September

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Develop specification for revised approach to system-

wide urgent care streaming with the CCGs 
COO 31.05.18 20.04.18:  discussions with CCG and other providers 

to take place during May  
Complete 
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09.07.18:  No specification formally agreed yet.  
CCGs continuing to consider a joint specification 
across all CCGs.  Interim arrangement to increase to 
increase proportion of pts streamed to on-site GP 
from 10% to 20% commenced June 2018  
18.10.18:  Action superseded by action 3  

2 Develop Outline Business Case (OBC) for Emergency 
Floor redevelopment project for presentation to 
Board and regulator 

COO 31.10.18 20:07:18:  Clinical design sign off meeting booked 
for 25 July 
18.10.18:   

On track 

See also BAF 10, Action 3 
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16 BAF5:  Organisational culture Objectives 
affected 

Lead Date id’d Source Initial 
rating 

Target 
rating 

Current 
rating 

Across the Trust there is inconsistent demonstration of 
• Trust values and associated behaviours
• Good leadership and people management practices

leading to risk of: 
• Impaired staff experience
• Increased difficulty in recruiting and retaining staff (see BAF15)
• Poor staff involvement and engagement in key improvement activity
• Corresponding negative impact on patient experience

1 
2 
3 
4 
5 

DHR 09.08.17 Risk 
assm’t 

16 
4 x 4 

4 
2 x 2 

9 
3 x 3 

Date for target rating: 30.09.19 
Rationale for target rating 
The Trust must aspire to reduce both the impact and 
likelihood of poor care and poor patient experience arising 
from poor management and leadership 
Trust risk register links 
302, 303, 304 

Causes of the risk • Instability in senior leadership team over an extended period
• Workforce strategy no longer reflective of organisation’s needs
• Previous inconsistent application of accountability framework
• Paucity of effective local management and leadership interventions

Current methods of 
management 

• Clinical teams take individual approach to performance management
• Existing patient safety / patient experience / financial management systems and models
• “Respect Me” hotline providing advice on how to handle bullying and harassment
• Freedom to Speak Up Guardian and Advocates in post

Current assurance Latest positive assurance Latest negative assurance 

• New Trust values launched
• Revised appraisal documentation aligned to Values
• HSMR continuing to reduce
• In patient friends and family test scores at nat average
• Medical Engagement Scale report April 2018 indicates “high

levels of medical engagement compared to the established
external medical engagement norms.”

• Staff survey 2017/18  staff engagement score: 3.83 ,

• Turnover rate remained static in quarter 2.
• 13 falls with severe harm to date (end of quarter 2).
• Patient moves 00:00 – 07:00 increased
• September ED performance at 86.6% - below trajectory

and standard (95%)
• 10 Category 3 pressure damage incidents to date (end of

quarter 2).
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compared with national average of 3.79 
• Sickness absence rolling 12 month total static 
• No whistleblowing referrals in May 
• Vacancy rate at 6.4% in September a reduction on 7.2% in 

August. 

 
 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Complete revision of Workforce and Organisational 

Development to complement new Trust Strategy, 
Working Together, to include suite of cultural 
improvement indicators 

DWOD 30.06.18 
 

15.10.18 
 

31.01.19 

21.01.18:  Workforce strategy development an 
integral part of organisational strategy development 
activity. 
09.04.18: Workforce Strategy being developed in 
conjunction with organisational strategy.   
19.07.18:  work programme for development of 
strategy being overseen by Workforce & OD 
Committee.  Deadline revised as a result of date of 
adoption of Trust strategy  
18.10.18:  strategy in development by new Director 
of Workforce and OD 

On track 
for 

revised 
deadline 

2 Develop and implement Accountability Framework DSP Tbc 
31.07.18  

21.09.17: likely to be part of the outputs from the 
Culture and Leadership programme.  Date of 
implementation will be clearer once that 
programme is underway. 
09.04.18: To be linked to the new divisional 
structure.  
10.07.18:  Revised framework produced for 
consideration and sign off by Q&P at end of July, to 
be implemented from August P&A meetings 
26.09.18:  revised Framework approved by Q&P 
Committee and now in use  

Complete 

3 Board appointments stabilised CEO 31.01.18 
 

31.12.18 

12.09.17:  A number of key roles (executive and 
non-exec) out to advert and appointment processes 
in train. 

Complete 
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23.10.17: Recruitment to all executive posts now 
complete. A newly appointed Chairperson has been 
announced. Recruitment ongoing for Clinical NED 
and further NED appointments.  
13.11.17: NED appointment panels scheduled 
29.11.17:  All Exec posts expected to be filled 
substantively by 02.11.17 
21.01.18:  New Exec appointments complete; all 
appointees in post.  Three new NEDs appointed and 
in post.  Recruitment of a clinical NED planned by 
end of March. 
09.04.18: Clinical NED now in post. Recruitment of 
associate NED commencing end Q1. 
19.07.18:  Further turnover in NED appointments 
has given rise to vacancies to be filled.  Permanent 
appointment to Director or W&OD also pending. 
18.10.18:  Two new NEDs joined Trust in October, as 
did new permanent Director of Workforce and 
Organisational Development.   

4 External audit of workplace behaviours DWOD 30.04.18 04.09.17:  Review to start end of September.  
Procurement in hand. 
23.10.17:  Terms of reference amended following 
work already undertaken through the Respect Me 
campaign. External input from December 2017.  
13.11.17: Executive Management Team approved 
proposal from Longbow Associates, work to 
commence December 2017.  
21.01.18: Longbow Associates in Trust, working with 
Steering Group to develop and conduct the review. 
09.04.18: Field work completed. All staff 
questionnaire being developed and draft report 
should be available for Board by end of May.  
19.07.18:  Report now expected by mid-September; 

Overdue 
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initial discussion by Trust Leadership Team will 
inform further report in response to the Board  
27.09.18:  Report received and discussed at TLT. To 
be reported to Workforce Committee and Trust 
Board in November with associated action plan 

5 Develop and implement action plan in response to 
Change Agents’ “discovery” work (per NHSI Culture & 
Improvement programme)  

DWOD 30.11.18 

31.10.19 

19.07.18:  Change Agent group undertaking 
“discovery” work across all staff groups within the 
Trust 
18.10.18:  Discovery phase complete and 
presentation of findings to board made 16.10.18.   
Design phase now commencing, due to last 6 – 12 
months  

On track 
for 

revised 
deadline 

6 Procure and implement leadership development 
programme in support of new divisional leadership 
teams and relevant supporting roles 

DWOD 30.11.18 19.07.18:  Procurement process is in train; delivery 
expected to begin in November 
18.10.18:  Procurement process complete, suppliers 
identified and contractual discussions underway.  
Programme to begin delivery by end of November 

On track 

7 Produce and implement training / awareness raising 
programme on Trust values in development, ready for 
roll out across the Trust, supplemented by 
communications plan  

DWOD 31.12.18 18.10.18:   Provider identified.  Key stakeholder 
group including staff supporting design of 
programme 

On track 

8 Develop action plan in response to results of staff 
survey 2018 

DWOD 30.04.19 18.10.18:   Regular reminders / encouragement to 
complete survey issued to all staff prior to closure of 
survey at end of November.  Completion rates 
monitored weekly. 

On track 

9 See also  BAF13 
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17 BAF17:  Trust leadership Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

All but one of the members of the Trust’s senior leadership have been 
appointed since July 2017, and the Trust has recently revised its 
organisational structure.  Until the new leadership teams are fully 
embedded, there is a risks of inconsistency of approach to leadership 
and management, leading to impaired ability to deliver improved  
• Patient safety
• Patient experience / engagement
• Performance against national constitutional standards
• Staff satisfaction
• Response to bullying and harassment
• Performance in the well-led assessment
• Financial health and sustainability

1 
2 
3 
4 
5 

CEO 01.10.17 Risk 
ass’ment 

12 
3 x 4 

4 
2 x 2 

9 
3 x 3 

Date for target rating: 31.08.19 
Rationale for target rating 
Improving resilience at all levels of the organisation through 
improved organisational culture, the implementation of an 
accountability framework (BAF5) and revising organisational 
structure will make the Trust as a whole less dependent on 
the most senior tiers of leadership and management, thereby 
reducing the impact of instability at board level.   
Trust risk register links 
13, 19, 302, 304, 784 

Causes of the risk • Departure of Chief Executive
• Significant use of interims over last 12 months
• Previous organisational structure
• Relatively high turnover of NED posts since December 2017

Current methods 
of management 

• Usual clinical governance systems

Current assurance Positive assurance Negative assurance 
• Divisional structure now in place
• All Divisional and leadership posts filled
• Two new NEDs starting October

• 

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 

See all actions at BAF5 
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18 BAF12:  Organisational improvement Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Implementation of new initiatives, standards and learning is 
inconsistent across the Trust, leading to risk of: 
• Failure to reduce patient harm
• Failure to improve patient experience / engagement
• Failure to deliver improvements against constitutional standards
• Increased staff frustration / disengagement
• Failure to achieve cost improvement programmes and other

financial objectives

1 
2 
3 
4 
5 

MD 24.08.17 Staff 
feedback 

12 
3 x 4 

6 
3 x 2 

 9 
3 x 3 

Rationale for target rating 
Impact of inconsistent improvement methodology is unlikely 
to be reduced, but consistent use and monitoring of a well-
developed and well-implemented methodology across the 
Trust will significantly improve the success of change 
programmes.  
Trust risk register links 
13, 15, 304, 784, 785, 788 

Causes of the risk • Trust is still embedding a comprehensive improvement methodology, but in some areas, individual teams adopt their own
preferred approaches

• Trust governance arrangements do not yet consistently support oversight of local Quality Improvement initiatives (see also
BAF14) and compliance generally

• Trust does not rationalise unsuccessful initiatives or disinvest in unsuccessful / unnecessary initiatives (see also BAF5)
• The quality of investigations into incident and complaints is inconsistent

Current methods 
of management 

• Existing clinical, corporate and financial governance
• Pulse staff survey
• Continuous Improvement Steering Group established and meeting regularly

Current assurance Latest positive assurance Latest negative assurance 
• HSMR continuing to reduce
• In patient friends and family test scores at national average
• Trust harm-free care of 98% in quarter 2, a slight increase

on 97.5% in quarter 1.
• Vacancy rate at 6.4% in September a reduction on 7.2% in

August.

• Turnover rate remained static in quarter 2.
• 13 falls with severe harm to date (end of quarter 2).
• 10 Category 3 pressure damage incidents to date (end of

quarter 2).
• 24.08.17 CQC report summary, page 2 (1 item)
• 01.02.17 CQC report summary, page 3 (1 item)
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Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Board oversight of the development agenda to be 

scrutinised and addressed at Board Development Day 
to identify and implement further actions to improve 
organisational learning 

DGR 31.08.18 23.07.18:  Board Development day to be held 
17.08.18, with input from NHS Improvement – to 
focus on board role in improvement agenda and 
measurement of improvement 
04.10.18: Completed in September.  Review of 
board reporting arrangements, formats etc to 
continue as a result 

Complete 

2 Increase numbers of staff formally trained in 
improvement methodology through use of NHSI 
endorsed Quality, Service Improvement and Redesign 
(QSIR) courses, run in-house    

DWOD 31.12.18 23.07.18:  Practitioner level courses being provided 
throughout the year to all Trust staff 
18.10.18:  Practitioner level courses continuing – 
second cohort nearing completion 

On track 
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19 BAF13: Governance systems Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Governance systems across the Trust are ineffective in the delivery and 
monitoring of high standards of care, treatment and performance, 
leading to risk of: 
• Failure to identify and address poor quality / unsafe care
• Failure to ensure comprehensive learning, across the Trust, from

incidents and complaints 
• Waste and duplication of resources, including staff time
• Failure to improve performance against constitutional access

standards
• Failure to identify and address poor staff experience (see also

BAF5, BAF15)
• Breach of legal, constitutional and contractual obligations

(including, specifically, information governance obligations)

1 
2 
3 
4 
5 

CEO 24.08.17 External 
review 

12 
4 x 3 

4 
4x1 

8 
4 x 2 

Date for target rating: 31.12.18 
Rationale for target rating 
The impact of poor governance on quality, use of resources 
and effective leadership will always be major, but a revision 
of governance systems and the introduction of 
improvements will reduce the likelihood of poor governance 
giving rise to such detrimental effects 

Trust risk register links 
Nothing specifically related 

Causes of the risk • Instability within Board
• Governance systems, processes and structures have not kept pace with the demands of the expanding Trust and its key

regulators
Current methods 
of management 

• Existing corporate and clinical governance systems are in operation

Current assurance Positive assurance Negative assurance 
• BAF created now in regular use
• Comprehensive review of key  risks across Trust
• BAF used as live tool through committees and ETM
• Verita report “We are impressed by the Governance

arrangements put in place…”  “…the BAF itself is very
strong…”

• CQC report (October 2018)
- “Effective governance processes which monitored the

quality of services provided were evident in the other
services we inspected and rated as good or
outstanding”.
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- “Some changes in governance processes had been
implemented which provided greater assurance
however, they would not all be fully implemented until
the new organisational structure was in place

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Governance function to be reviewed to strengthen 

focus on learning from incidents, reviews, complaints 
and other feedback, risk management etc 

DGR 30.06.18 

31.10.18 

23.01.18:  Action dependent on planned revisions to 
corporate support functions generally  
22.04.18:    Governance workshop held 18.04.18. 
Further discussions re: future accountability 
framework booked for May. 
23.07.18:  Further review of capacity and expertise 
in governance function planned to accommodate 
departure of long-standing post-holder in team  
18.10.18:  Deputy Director of Governance & Risk 
post created and filled – appointee to start work 
29.10.18.  Governance Leads’ Forum re-introduced 
to provide vehicle for delivering governance training 
and cross-Trust learning from incidents and risks 

Complete 

2 Process for investigating and sharing learning from 
serious incidents to be reviewed and revised following 
external report 

DGR 30.11.18 23.07.18: Best practice models from other 
organisations sought.  Pilot of revised approach to 
be conducted during August.  
18.10.18:  pilot delayed to allow for enhancement of 
learning element of new process.  New system in 
use on trial basis ion Medicine since 05.10.18 

On track 

3 Develop and introduce Divisional Governance 
checklist for use in monitoring the effectiveness of 
new divisional governance arrangements   

DGR 31.12.18 18.12.18:  Checklist in development On track 

4 Review governance and risk arrangements in non-
clinical areas of Trust 

DGR 31.12.18 18.12.18:  non-clinical risk registers presented to 
Quality & Performance Committee for first time in 
September.  Further work required.  

On track 

5 Review form and function of patient Safety 
Committee, Patient Experience Committee and 

DGR 31.03.19 18.12.18:  Clinical Effectiveness Committee review 
underway; revised terms of reference being drafted 

On track 
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21 BAF22: Lack of clarity re: Facilities Management (FM) service 
provider 

Objectives 
affected 

Lead Date 
id’d 

Source Initial 
rating 

Target 
rating 

Current 
rating 

Lack of clarity and delays in resolution of FM services provider contract 
is contributing to  
• delays in delivery of lifecycle works to ensure buildings etc remain

modern, fit for purpose and well maintained
• doubt over compliance in some key regulatory areas, notably fire

safety
• uncertainty of whether FM services meet the needs of the Trust, its

staff, patients and service users

1 
2 
3 
4 
5 

CFO 23.07.18 Risk 
ass’ment 

6 
2 x 3 

1 
1 x 1 

6 
2 x 3 

Date for target rating: 31.12.18 
Rationale for target rating 
Certainty over identity of FM provider and contract terms will 
be delivered via the new contract, which can be used to hold 
provider to account for delivery of required service 
Trust risk register links 
None specific 

Causes of the risk • Collapse of Carillion
• Prolonged uncertainty over replacement contractor

Current methods 
of management 

• Usual estates and FM governance systems

Current assurance Positive assurance Negative assurance 
• Tbc • tbc

Planned actions to reduce the risk / improve assurance 
Action Lead Due Update Status 
1 Continue to support and engage in contractual 

discussions with Project Co 
CFO 31.12.18 23.07.18: Engie in post on an interim basis.  Contract 

negotiations continue 
18.10.18:  Position still not confirmed – update 
expected to Board 22.10.18 

On track 
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Paper Title: Working Together: Trust Strategy 2018-23 
Quarterly Update 

Sponsoring Director: Penny Emerit, Director of Strategy & Performance 

Authors: Penny Emerit, Director of Strategy & Performance 
Graham Terry, Head of Strategy 

Purpose: To provide an update 

Action required by the Board/Committee: Noting 

Document previously considered by which 
meeting(s) (please insert all meetings and 
dates): 

N/A 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

This paper provides an overview and update to the Trust Board of the strategy since its launch in July 2018. 

Since the launch of the Working Together strategy (2018-23), Vision and Values a great deal of activity has been 
undertaken in progressing its embedding through the organisation. Underpinning this is the implementation plan which 
outlines for the Trust the key activities and areas of focus for the next five years. Each strategic aim has an Executive 
Director lead who will be reporting on this quarterly to the Trust Leadership Team. 

In support of the launch and subsequently there have been a number of events and / or communications material to 
enable the cascade of the strategy. These have included: series of Directorate and Divisional meetings; posters; 
Strategy video (which will now be used in Trust induction for new starts); ongoing campaigns with the support of video 
“shorts” providing examples and case studies of how the strategy is being used and embedded; and, continual 
feedback is being sought and encouraged, so that stories and examples of best practice can be shared which highlight 
the connection with the strategy. Additionally a number of systems and processes have now been aligned with the 
strategy since July. 

The paper identifies a number of achievements and deliverables so far this year that are attributable and connected to 
the strategy. These are shown aligned to the relevant strategic aim, where these are delivering one or more of the 
Trust strategic objectives. These achievements range from Urgent Care Improvement Projects, launch of Portsmouth 
Technology Trials Unit, confirmed capital funding to fit out two new operating theatres within the theatres complex, a 
leadership development programme has been commissioned for 75 staff and the Trust has confirmed its commitment 
to a Linear Accelerator programme. 

Looking forward, the paper outlines how the strategy is being used to align the Trust Business Planning processes for 
2019/20, including the need for key transformational programmes, increased and improved use of the Aligned 
Incentive Contract and broader system working. 

Page 144 of 242



Moving through the remainder of 18/19 and into 18/20 will be the ongoing development of the enabling strategies for 
workforce, estates, IT and Finance. 

Recommendations:  

The Board is asked to note the paper and provide any comments or feedback 

Key Risks Identified: 

Links to BAF/Risk Register: BAF 4 - The Trust’s clinical strategies are poorly defined 
Plus a number of others identify the Trust Strategy as part of their 
mitigating action plans  

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     

Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 
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Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience 

Patient Safety/Safety impact 

Clinical Outcome/Effectiveness 

Operational/Non clinical 

Impact across Trust & wider 
Health economy 
Accessibility/Waiting times 

Staff 

Other 
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Negative Neutral Positive 

Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age 

Disability 

Gender reassignment 

Marriage & Civil Partnership 

Pregnancy & Maternity 

Race 

Religion or Belief 

Sex 

Sexual Orientation 

Human Rights 
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Other Group 

Negative Neutral Positive 

Assessment Sign Off 
Role Name Date 
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Information Technology Update - November 2018 

1. Purpose
1.1 The purpose of this paper is to update the Trust Board on current key Information Technology (IT) 

issues and to provide assurance that they are being appropriately managed within the Trust. 

2. IT Strategy
2.1 Work continues on developing a new Trust IT Strategy, underpinned by implementation and financial 

plans, to be approved by Trust Board before the end of the financial year. 

2.2 The Trust’s current IT Strategy, agreed in 2013, centred on procurement and implementation of a 
single Trust-wide, integrated EPR (electronic patient record) solution, to be delivered via the eHospital 
Programme.  Although the original OBC demonstrated this would pay for itself over 10 years, a key 
problem was affordability.  Over the summer the Trust engaged with the top 5 national suppliers of 
EPR solutions to see if they would consider more affordable financing models.   

2.3 However, whilst this engagement was underway, NHS England released guidance for the Provider 
Digitisation funding allocation (see 3.6). This strongly emphasised the need for collaboration within 
STPs and stated “EPR divergence in a local healthcare system will not be supported.”  As none of the 
acute trusts in HIOW had an integrated EPR, this effectively meant the Trust should explore the same 
‘best-of-breed’ route as UHS, IoW and Hampshire Hospitals if it wanted to access the funding.  At the 
same time bids have been invited for funding to help implement ePMA (electronic prescribing & 
medicines administration), a critical need for the Trust.  The NHS England CIO has confirmed that this 
funding cannot be used to help purchase an EPR solution with integral ePMA functionality, but only to 
procure a stand-alone ePMA solution.  The Trust recognises it needs to secure any available external 
funding to improve its level of digitisation. 

2.4 The outcome of the eHospital supplier engagement work, along with details of the latest national 
guidance, and potential alternative approaches, will be presented to Trust Leadership Team in order 
to gain their recommendation on the right approach for the Trust.  The clinical computing component 
of the IT Strategy will be based upon the outcome of this. 

2.5 The IT Department is also looking to conduct a stakeholder consultation exercise for the IT Strategy. 
This will enable the views of Trust staff and care partners to determine the priorities for investment 
and ensure their ‘ownership’ of, and commitment to, the resulting IT Strategy. 

3. HIOW IT Developments
3.1 The August report explained that the Trust has collaborated with HIOW STP partners to submit 

successful bids for national funding to implement the STP digital roadmap.  Updates on progress with 
the various programmes follow. 

3.2 Wessex Local Health and Care Record Exemplar (LHCRE) 

• HIOW and Dorset STPs are still working on getting the Full Business Case approved by NHS
England, until which point none of the £7.5M funding will be released.

• The Trust has contributed to a market engagement exercise with suppliers of applications which
might replace CHIE (ex-Hampshire Health record).  This has shown that the STP needs to do
more work in engaging local stakeholders on specifying requirements before embarking on a
competitive procurement.  This work is underway.
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3.3 HIOW ‘My Maternity Record’ Collaboration 

• It has been agreed to amalgamate the business cases for the two aspects of the project; the
HIOW on-line shared record for mothers-to-be and replacement of current maternity systems.

• The business case is due for submission to NHS England by 31st October in order to secure the
£2.7M funding.  UHS are leading on its development.

• It has been agreed that PHT will be first in line for the maternity system owing to the age of its
existing system.

3.4 SAA Digital Outpatients 

• A workshop was held in August to identify ways in which digital technology might help reduce
follow-up outpatient clinic appointments.  This has led to a focus on utilising the UHS My Medical
Record technology more widely.

• The Full Business Case for the likely £1.5M funding needs to be submitted to NHS England by 31
December.

3.5 Health and Social Care Network (HSCN) 

• The current centrally-funded NHS data network, N3, is being replaced by a system of locally-
procured networks from accredited suppliers that together will make up the HSCN.  NHS Digital is
withdrawing central funding over a number of years to encourage migration.

• HIOW NHS organisations have collaborated on a joint procurement of their part of the HSCN.
The outcome is that some trusts will get cheaper prices, whilst others will have to pay more than
at present, so a protocol for how the benefits will be shared across all is being developed.

• The Trust is contracted for another 2 years to its existing supplier of N3 links, but is in
negotiations over the early withdrawal fee so it can participate in the HSCN roll-out.

3.6 Health System Led Investments In Provider Digitisation 

• The long-awaited funding for improving the digital maturity of provider trusts is starting to be
released this year.  Notification of the bidding process and approval criteria was issued in mid-
August with a submission date of 5 October.

• The funding will be released over 3 years to STPs, not to provider trusts, and it will be the STPs
that prioritise bids and allocate the money to trusts.

• Bids needed to meet 6 priorities set by NHS England.  Those that apply to acute trusts are:

o Deploying EPR solutions at scale across systems.

o Extending system capacity management to improve hospital flow.

o Improving system-wide staff rostering to reduce agency use and increase flexible working.

o Sharing health and social care information to optimise the care patients receive in their homes.

• Due to the guidance on bids eligibility criteria (see 2.3) the Trust was unable to submit bids to
fund the eHospital Programme.  Therefore its bids focused on developing local solutions to
improve clinical workflows in the same way other local acute trusts have achieved.

• There is a general understanding within the STP that PHT and Isle of Wight are most in need of
investment in digital technologies.  As a result the STP is supporting the following bids from PHT.

Programme 2018/19 2019/20 2020/21 3-Year Total

Digital Records and Interoperability £268K £1,115K £837K £2,220K 

Enabling Hospital Flow £176K £1,013K £435K £1,624K 
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Enabling the Workforce £706K £745K £25K £1,476K 

HIOW Clinical Messaging £56K £339K £343K £738K 

Grand Totals £1,206K £3,212K £1,640K £6,058K 

4. IT Development Programme 2018/19
4.1 Delivery of this year’s IT Capital Programme is progressing well.  £741K had been committed by the

end of September, which represents 40% of the allocated budget 

4.2 Critical IT investment needs this year include: 

• ICE & Apex Data Quality - A series of initiatives to close routes by which duplicate patient
records are created and then to remove existing duplicates safely to eradicate potential clinical
risks to patients.

• ePMA Business Case - Review and updating of the existing ePMA business case and
submission of a bid for national funding to procure and implement an ePMA solution.

• Pharmweb Upgrade - Replace the mix of legacy Pharmacy applications currently residing on an
end-of-life server to safeguard key drugs processes.

• Ophthalmology Viewer - Development of the ability to view images from multiple cameras on a
single screen.

• PACS / CRIS Migration To New Hosting Provider (Year 1 of 2) - Support the migration of
PACS/CRIS to a new hosting provider.

• Medical Devices Asset Tracking - IT costs associated with implementing a new solution.

• Data Centre Compute Refresh Programme - Speeding up existing upgrade programme.

• iDesktop V2 Core Software Upgrade - Replace EOL Software (Year 1 of 3) - Commence
project to upgrade the virtual desktop solution first implemented 7 years ago.

5. Cyber Security
5.1 External Communications

5.1.1 Following a survey conducted by NHS Improvement to ascertain the level of compliance with the
2017/18 Data Security and Protection Requirements the following three areas were identified as 
requiring more information from the Trust: 

• Whether the Trust has identified all unsupported systems;

• Whether the Trust has plans in place to remove, replace or manage unsupported systems; and

• Whether the Trust has an action plan in place to achieve Cyber Essentials Plus by June 2021.

5.1.2 The Trust has now provided an action plan covering these areas within the context of its wider Cyber 
Security programme. 

5.2 Cyber Security Strategy 

5.2.1 Prior to the WannaCry attack the Trust deployed about 1.5 WTE staff on Cyber Security.  Since the 
attack this has risen to 4.00 WTE, which has reduced IT delivery capacity for other areas.  It is 
increasingly apparent the Trust needs a Cyber Security Strategy to define overall objectives and plans 
to meet these, and to provide clarity on resources required to deliver.  The Cyber Security Team is 
therefore in the process of securing the required expertise to help it develop such a strategy. 

5.3 Trust Cyber Security Management Framework 
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5.3.1 Table 1 details the Trust’s current compliance status against the ’10 Steps to Cyber Security’ 
framework. 

Table 1: Trust Compliance Against ’10 Steps to Cyber Security’ Framework 

5.4 NHS Digital Requirements 

• CareCERT Alerts - Since April 2017 NHS Digital has issued 491 Medium or High alerts. The IT
Cyber Security Team has responded to 384 of these alerts with no outstanding high alerts and
107 outstanding medium alerts either being addressed or waiting to be investigated.

• CareCERT Inform Report (6 monthly requirement) - The inform report is an external mini-
penetration test completed by NHS Digital Cyber Security Team, which then reports findings and
recommendations. All critical recommendations have been addressed and work continues on the
remaining medium ones.

• Legacy CareCERT Reporting - Following the WannaCry incident, a list of 25 urgent CareCERT
Alerts was sent to trusts by NHS Digital, with quarterly responses required on progress towards
meeting them. The Trust to date has completed 13 and the current focus is on refreshing the
Trust standard build and completing a rebuild programme on approximately 2,000 devices.
Completing this work will fulfil another 6 urgent CareCERT Alerts.

5.5 Key Progress 

• Secure Configuration: IT System Patch Management Programme - The Cyber Security Team
continues to focus on Microsoft security patching and associated application patching (e.g. Java).
This is predominately a monthly process with the aim of patching all PCs, Servers and Laptops
as required.  Within the constraints of resource availability and service down-times, the team is
currently achieving the patching rates shown in Charts 1 to 3:

Chart 1: Patching Rates For Server Estate 
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The lower server patching rate for last quarter was due to: 
• Microsoft releasing multiple patches that caused STOP errors, resulting in the Trust having to

roll-back servers to their pre-patched state and halt patching. This has now been resolved.

• Reduced staffing availability due to staff time being consumed by fulfilment of Subject
Access Requests under the new General Data Protection Regulation.

Chart 2: Patching Rates For Desktop Rich Clients (PCs and Laptops) 

Chart 3: Patching Rates For Thin Clients 

• Secure Configuration: Threat Vulnerability Management (TVM) – The IT Cyber Security Team
continues to use the TVM software against all Trust servers and samples of (blocks of 1,000)
desktop rich clients and iDesktop thin clients.

o Desktop Rich Client – TVM identifies on average 108 vulnerabilities per month.
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o iDesktop Thin Clients – TVM identifies on average 29 vulnerabilities per month.  
o Server Estate – TVM identifies on average 28 vulnerabilities per month. 

• User Education and Awareness - The IT Cyber Security Team has now completed Phases 1 & 
2 of the Phishing campaign. 105 staff members received the first email. 18 (17%) users opened 
the email and 9 (8%) staff members clicked on the link.  Phase 2 focused on 108 individuals who 
had had some form of web account compromised on the Internet. 66 (61%) of these opened the 
e-mail, 6 (5.5%) of whom clicked on the link.  Phase 3 is being planned with the aim of reaching 
nearly 1,000 users to further educate Trust staff on best practice. 

• Managing User Privileges - The Cyber Security Team continues to focus on developing a sound 
proposal for privileged accounts with a model that is able to balance security requirements with 
usability. 

• Network Security: Penetration Testing - The IT Cyber Security Team is currently defining the 
scope for the 2018/19 security penetration testing programme and are meeting with the SIRO in 
October to gain authorisation for the programme in order to meet the requirements of the new 
NHS Digital Security and Protection Toolkit.  

6. Key IT Risks 
6.1 Table 2 shows the current High & Moderate IT risks from both the Trust and IT Department Risk 

Registers, with details of any scoring changes in the last quarter: 

Risk ID & Description Type Current 
Rating 

Change 
In Qtr Comments / Mitigation 

ID 360/IT 10: Consequences 
of failure to implement the 
Trust's IT Strategy eHospital 
programme 

Corporate High (20)  
Develop new IT Strategy with 
5-year financial investment plan 
and gain approval 

ID 362/IT 13: Effects of 
continued under-investment 
in IT infrastructure 

Corporate High (20)  
Work with CFO to identify 
funding sources & prioritise 
investments 

ID 737/IT 21: Inadequate 
cyber security defences lead 
to the inability to deliver safe 
patient care. 

Corporate Moderate 
(12)  No change. Actions to mitigate 

ongoing. 

ID 1249/IT 24: Loss of 
support for top tier storage 
platform 

Corporate Moderate 
(10) New 

New risk added Jun-18 due to 
Tintri (storage manufacturer) 
failing. DDN have since 
acquired Tintri. 

ID 370/IT 18: Failure of and 
inability to recover legacy 
systems hosted on physical 
servers 

Corporate Moderate 
(8) -4 

Likelihood score reduced from 
3 to 2 May-18 due to successful 
test of new PAS DR hardware. 
New Renal H/W due Go Live 
Jan-19. 

ID 359/IT 9: Security threats 
arising from continued use of 
shared infrastructure 

Specialty Moderate 
(8) Closed 

CoIN ceased May 2018, 
removing shared infrastructure. 
Risk closed Jul-18. 

ID 364/IT 14: Network 
resilience vulnerabilities in 
retained estate at QAH 

Corporate Moderate 
(8)  Phase 1 remediation works 

underway 

ID 356/IT 6: Weaknesses in 
Patch Management Specialty Moderate 

(8)  No change. Expected to be 
completed Oct-18. 
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Risk ID & Description Type Current 
Rating 

Change 
In Qtr Comments / Mitigation 

ID 777/IT 19: Multiple patient 
ID's in the ICE system may 
result in unacceptable patient 
care being provided 

Corporate Moderate 
(8) 

No change. Project being re-
scoped & re-started with more 
impetus. 

ID 736/IT 20: Permission 
control on the QAH-SVR-
FARM and all aliases are 
unmanaged 

Specialty Moderate 
(8) 

No change. SQL platform 
upgrade project now underway. 

ID 357/IT 12: IT Data Centre 
Sub Level A, water leakage & 
power vulnerabilities 

Specialty Moderate 
(8) +4

Likelihood score raised from 1 
to 2 as felt original score 
incorrect. Water pipes now 
diverted away from servers, so 
risk actually reduced. 

Table 2: High & Moderate IT Risks Current Status 

7. Summary

7.1 Engagement with the Trust leadership to gain a final decision on the preferred clinical computing
strategy is underway.  Coupled with a stakeholder consultation exercise, this will allow a new IT Trust 
strategy, underpinned by implementation and financial plans, to be approved by Trust Board before 
the end of the financial year. 

7.2 The Trust is set to attract £6M+ external funding over the next 3 years for digitisation. Coupled with 
the CRL increase, the Trust should be in a good position to fund delivery of its new IT Strategy. 

8. Recommendation
8.1 The Trust Board is requested to note the contents of this paper.

Chris Tite | Head of IT 
Portsmouth Hospitals NHS Trust 
2018-11 Trust Board IT Update.docx 
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Paper Title: Quality Recovery Plan - update 

Sponsoring Director: Lois Howell, Director of Governance and Risk 

Authors: Tracey Stenning, Head of Governance and Quality 
Jan Newman Governance Coordinator 

Purpose: To provide the Quality and Performance Committee with an update 
as to the status of the Trust Quality Recovery Plan 

Action required by the Board/Committee: Discussion and noting 

Document previously considered by which 
meeting(s) (please insert all meetings): 

Quality Recovery Group (08 October 2018) 
Quality and Governance Committee (29 October 2018) 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

The aim of the Quality Recovery Group (QRG) is to oversee the delivery of improvement in the quality of Trust services 
to patients and carers, with particular regard to ensuring compliance with associated regulatory responsibilities.  The 
Trust Quality Recovery Plan (QRP) has been developed to help deliver the required improvements and addresses 
actions required as a result of the Section 29a Warning Notice and all ‘must’ and ‘should’ do actions contained within 
the Care Quality Commission (CQC) published reports. 

Following discussion at the August QRG the plan has been reformatted to align to the 5 CQC domains and renamed the 
Quality Recovery Plan.   

This is the first update presented to the QRG and provides a current position on the status of actions contained within 
the QRP.  A full copy of the latest iteration of the QRP has been submitted as a separate item to this report, updates are 
highlighted in yellow. 

The key performance indicator dashboard is still in development. 

Trust Quality Recovery Plan Status: 

Total Actions on 
Plan 

Actions Complete Actions Overdue Actions on track New Actions 
developed 

147 65 28 49 5 

Summary of actions overdue: 

Actions overdue 
(deadline) Details 

1.8 (30.09.18) Oceano audit process and reporting format to be agreed by 05.10.18 
6.2 (31.08.18) Re-introduction of daily in-charge checklist and add resus trolley check.  The re-introduction 

of the daily ‘in-charge’ checklist is overdue.  The ACN-PS is to discuss this with the Divisional 
Nurse Directors.  Resus trolley checks included in clinical contact sessions 

8.2 (30.09.18) Workshop for all ED staff on the management of potentially infectious patients to be set up 
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during October/November. 
8.6 (31.08.18) Include checking of sharps bins to daily in charge checklist.  The re-introduction of the daily 

‘in-charge’ checklist is overdue.  The ACN-PS is to discuss this with the Divisional Nurse 
Directors. 

8.8 (15.09.18) Review facilities in ED with DIPC and seek interim measures to improve isolation 
facilities.  Meeting to discuss scheduled for 01.10.18. 

9.1 (15.09.18) Review skill mix and use of Band 4’s in ED.  Review complete and due to be signed off by CN 
by 05.10.18. 

9.5 (30.19.18) Mitigate impact of reduced middle grades.  Midgrade staffing levels deteriorated 
further.  Alternative approaches to addressing the associated skills gap continue to be 
sought. 

10.2 (15.09.18) Review of health records audit tool.  H-IG to meet with AMD to pursue. 
10.3 (30.09.18) Handover headlines.  To be amalgamated with safety briefing by Patient Safety Team.  To be 

launched October 2018 
10.7 (30.09.18) Medical Notes Committee.  Discussions between DGR and AMD to continue regarding 

Committee. 
11.1 (30.09.18) Handover headlines (see ref. 10.3). 
11.2 (15.09.18) Review of Datix use by staff group and grade to identify areas where further encouragement 

to report required.  HRM to be commissioned to undertake a review. 
11.4 (30.09.8) Review of SI investigations process.  Links to SIRI pilot commencing 01.10.18. 

12.3 (15.09.18) Finalise and launch MCA policy.  New policy in progress and for approval at Extraordinary 
Safeguarding Committee meeting October ‘18. 

12.10 (15.09.18) Awareness raising campaign re: translation services in ED.  Action to be completed by end of 
September 2018. 

13.1 (31.08.18) Re-introduction of daily in-charge checklist and add naso-gastric tube checks.  The re-
introduction of the daily ‘in-charge’ checklist is overdue.  The ACN-PS is to discuss this with 
the Divisional Nurse Directors.  Nasogastric tube management included in clinical contact 
sessions. 

14.2 (30.09.18) Handover headlines (see ref. 10.3). 
15.2 (30.09.18) Handover headlines (see ref. 10.3). 
15.3 (31.08.18) ED/Medicine regular reminders to appraisers.  Update awaited from Medicine. 
18.6 (15.09.18) Develop and implement Chief Nurse led dignity and respect campaign.  Focus on Four Things 

That Really Matter during August and September.  Plans underway to develop and 
implement dignity and respect campaign. 

20.2 (31.08.18) Establish restraint working party to review training content, training needs and Restraint 
Policy.  First meeting held, second to be rescheduled.  Restriction and Restraint in Adult Care 
Policy in date with review date of 05.01.2020. 

20.3 (15.09.18) Audit of restraint use and associated reporting to be conducted to provide baseline.  
Restraint incidents recorded for 2017/18 and Apr-June 2018 retrieved and demonstrates 
staff are recording restraint incidents.  Reporting to Safeguarding service however is low.  
Specific audit to be undertaken by Divisions and a recommendation that a restraint panel is 
held on each occasion. 

21.4 (30.08.18) Dementia screening and other vulnerability issues (e.g. DOLS, MCA issues, LD patients) to be 
shared with clinical teams throughout the day at Ops meetings. 
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Daily Ops report includes MH and sectioned patients; DOLS and MCA not included.  
Dementia screening performance forwarded centrally to care groups who are held to 
account.  Further discussions underway regarding patients with other vulnerability issues 
and discussion at Ops meeting.   

21.11 (15.09.18) Review layout environment in ED to improve dementia friendliness of the department.  
Review undertaken, results being reviewed.  New action devised. 

22.2 (15.09.18) Conduct baseline assessment audit in Surgery to identify quality issues.  Annual audit 
undertaken in May (inc. 10 Surgery patients) and results being analysed.  To be presented to 
October Resus Cttee. 

24.4 (14.09.18) Develop mitigation plans to address the identified risks (re: review of patient records 
storage/facilities).  Practice rather than facilities is issue.  Plan to be devised. 

24.8 (30.09.18) Review alternative options for patient information in order to assess ongoing need for 
patient information boards.  H-IG to meet with CN to discuss. 

27.2 (15.09.18) Review governance arrangements in ED and develop further actions.  Process reviewed; 
routine governance effective.  Awaiting evidence of implementation and feedback to staff to 
enable completion. 

A list of new actions developed and completed actions can be found within the main body of this report. 

Recommendations: 
None 

Key Risks Identified: Non-delivery of the Quality Recovery Plan will put the Trust at 
continued risk of non-compliance with regulatory obligations. 

Links to BAF/Risk Register: Delivery of the Quality Recovery Plan will help reduce the risk of 
non-compliance with regulatory obligations, and mitigate a number 
of key operational risks already included on divisional and/or 
corporate risk registers. 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     
Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 
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Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience 
 Delivery of the Quality Recovery 

Plan will help to address non-
compliances with regulatory 
requirements in connection with 
patient experience, patient 
safety, clinical effectiveness and 
operational performance. 

Patient Safety/Safety impact 
 

Clinical Outcome/Effectiveness 
 

Operational/Non clinical 
 

Impact across Trust & wider 
Health economy  

Accessibility/Waiting times 
 Delivery of the Quality Recovery 

Plan will help to address non-
compliances with regulatory 
requirements in connection with 
waiting times (particularly in ED) 
and staffing levels. 

Staff 
 

Other 
 

Negative Neutral Positive 
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Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age 
 

Disability 
 

Gender reassignment 
 

Marriage & Civil Partnership 
 

Pregnancy & Maternity 
 

Race 
 

Religion or Belief 
 

Sex 
 

Sexual Orientation 
 

Human Rights 
 

Other Group 
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Negative Neutral Positive 

Assessment Sign Off 
Role Name Date 
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Appendix 1 

New actions developed (reference number): 

SAFE 
2.4 Re-launch the use of the transfer checklist and re-audit during Perfect Care week, scheduled for 09-10 

October 2018.  Results to inform future actions 
RESPONSIVE 
19.8 Implement Structured Judgement Review (SJR) in 10% of cases through the MRP. 
21.13 Dementia screening process to be available on Bedview 
21.14 The Frailty Assessment Unit currently being developed; ensure dementia friendly by the end of December 

2018 
WELL-LED 
28.3 Review of Trust Clinical Effectiveness Steering Group 

Completed actions (reference number): 

SAFE 
1.1 Extend Time to act Initiative (deteriorating patient pro-forma) to all adult areas of hospital 
1.3 Ensure staff are aware of functionality of Oceano  (sepsis module) 
1.5 Include key risk assessment in new care planning documentation 
1.9 ED to become part of Falls Collaborative 
2.1 Prompt to conduct transfer checklist now included in new care planning documentation 
2.3 Audit of transfer checklist completion in ED to be conducted as a baseline to inform further action planning 
4.1 Estates Team to assess technical options and identify appropriate solution 
5.1 Revise format of performance & accountability meeting documentation to highlight duration of 

investigations 
5.3 Complete Trust-wide implementation of SWARM approach to falls 
5.5 Introduce a patient safety or experience response item to monthly TLT meetings 
5.6 Introduce a patient safety or experience response item to monthly  divisional performance and 

accountability meetings 
5.7 Governance tool to improve spread of learning from incidents being introduced to ED 
6.1 Implement protocol for checking of each trolley at least every 24 hours and after each use 
7.1 Review storage facilities for hazardous cleaning products in all clinical areas and address any defects found 
7.2 Develop and implement awareness raising programme to remind all staff (including outsourced cleaning 

staff) of the importance of COSHH 
8.1 Review of training for domestic workers and their role in infection prevention 
8.3 Review Operational flow protocols for the management of infected patients to ensure appropriate 

prioritisation of bed allocation 
8.4 Run series of awareness raising activity re: hand washing (trolley dash approach) 
8.5 Checks of technical cleaning of equipment by nurses to be introduced 
10.1 Ensure all departments respond to health records audit with an action plan 
10.4 Introduce new nursing care plan document 
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10.5 Deliver training on new care plan document 
10.8 Review Medical Notes Audit process and timing 
10.9 Issue reminder to all doctors re: note keeping (including timing and identification) 
10.10 Mortality review panel to check quality of notes in cases presented to it and feedback issues of concern 
11.3 Divisional management teams to be required highlight an incident or complaint and how associated learning 

has been spread across the Division at each monthly Performance meeting 
EFFECTIVE 
12.1 Develop network of suitably trained and empowered MCA Champions to provide local resource for clinical 

staff 
12.4 Seek peer support from other successful trusts to identify relevant best practice for local implementation 
12.5 Develop and implement eLearning module for MCA and DoLS 
12.6 Develop and implement programme of local awareness raising (as part of Education Collaboration Plan)  
12.8 Add translation issues to MCA training 
12.9 Develop network of Safeguarding Operational Leads (SOLs) to support all aspects of adult safeguarding 

agenda, including domestic abuse 
14.1 Train a trainer to deliver face to face PREVENT training 
15.1 Appraisals documentation to be reviewed and streamlined  
16.1 Identify core training / competencies for adult trained nurses who provide care for children in outpatient 

areas 
CARING 
17.3 Formalise process for buddy wards/outliers and create clear risk management and governance processes 
18.2 Implement “Four Things that Really Matter” campaign 
18.5 Seek CCG support for implementation of unannounced “Sit and See” programme 
18.7 Implement Compassionate Care Rounding programme / Clinical Contact visits 
RESPONSIVE 
19.1 Launch new 7 day care planning documentation (including falls, tissue viability, VTE and other key 

assessments, plus prompts to involve patients and carers and to consider mental capacity / dementia) 
19.3 Documents relating to falls and tissue viability to be modified to ensure better individualisation 
19.4 Practice Educators to lead on implementation of new care planning documentation 
20.1 Include bed rails assessment in revised nursing documentation and associated training 
21.3 Business Information to produce a dementia screening performance report 
21.5 Review the dementia screening process to ensure it fits with clinical practice 
22.1 Include relevant DNACPR information in revised care planning documents and launch 
WELL-LED 
24.1 Design audit tool  / checklist for IG security assessment (including feedback and monitoring mechanism) 
24.2 Conduct baseline assessment of IG security 
24.3 Review patient records storage facilities / equipment in all areas in all Trust locations and identify associated 

risks 
24.5 Develop and implement a communications campaign to promote records security 
24.6 Implement programme of routine spot checks 
24.9 Add record of consent to display name on patient information board to revised care planning 

documentation 
25.1 Modify Datix risk register page to make easier to complete 

Page 165 of 242



25.2 Hold risk workshop to identify barriers to effective use of risk registers 
25.4 Re-establish Governance Leads’ Forum to support regular review of risk registers 
25.5 Produce and adopt revised Risk Management Strategy, clarifying Divisional responsibilities for risk 

management and associated processes 
25.6 Implement Quality & Performance Committee oversight of divisional and corporate risk registers 
26.1 Provide and adopt standard terms of reference for divisional Governance meetings 
26.2 Identify schedule of governance and quality oversight meetings across the trust and develop monitoring tool 
26.3 Set monthly reminder and offer of support to all management teams re: importance of making time for 

governance meetings 
26.4 Governance Leads’ Forum to be re-established to help reinforce and embed good governance across the 

Trust and seek feedback about inconsistent meetings 
26.5 Address cancelled governance and quality oversight meetings at Performance & Accountability meetings 

with divisions 
28.1 Review governance arrangements in maternity and develop further actions 
29.1 Present trust strategy, Working Together, to trust board for approval and adoption 
29.2 Begin quarterly updates to Board on delivery of Working Together implementation plan 
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Appendix 1 

New actions developed (reference number): 

SAFE 
2.4 Re-launch the use of the transfer checklist and re-audit during Perfect Care week, scheduled for 09-10 

October 2018.  Results to inform future actions 
RESPONSIVE 
19.8 Implement Structured Judgement Review (SJR) in 10% of cases through the MRP. 
21.13 Dementia screening process to be available on Bedview 
21.14 The Frailty Assessment Unit currently being developed; ensure dementia friendly by the end of December 

2018 
WELL-LED 
28.3 Review of Trust Clinical Effectiveness Steering Group 

Completed actions (reference number): 

SAFE 
1.1 Extend Time to act Initiative (deteriorating patient pro-forma) to all adult areas of hospital 
1.3 Ensure staff are aware of functionality of Oceano  (sepsis module) 
1.5 Include key risk assessment in new care planning documentation 
1.9 ED to become part of Falls Collaborative 
2.1 Prompt to conduct transfer checklist now included in new care planning documentation 
2.3 Audit of transfer checklist completion in ED to be conducted as a baseline to inform further action planning 
4.1 Estates Team to assess technical options and identify appropriate solution 
5.1 Revise format of performance & accountability meeting documentation to highlight duration of 

investigations 
5.3 Complete Trust-wide implementation of SWARM approach to falls 
5.5 Introduce a patient safety or experience response item to monthly TLT meetings 
5.6 Introduce a patient safety or experience response item to monthly  divisional performance and 

accountability meetings 
5.7 Governance tool to improve spread of learning from incidents being introduced to ED 
6.1 Implement protocol for checking of each trolley at least every 24 hours and after each use 
7.1 Review storage facilities for hazardous cleaning products in all clinical areas and address any defects found 
7.2 Develop and implement awareness raising programme to remind all staff (including outsourced cleaning 

staff) of the importance of COSHH 
8.1 Review of training for domestic workers and their role in infection prevention 
8.3 Review Operational flow protocols for the management of infected patients to ensure appropriate 

prioritisation of bed allocation 
8.4 Run series of awareness raising activity re: hand washing (trolley dash approach) 
8.5 Checks of technical cleaning of equipment by nurses to be introduced 
10.1 Ensure all departments respond to health records audit with an action plan 
10.4 Introduce new nursing care plan document 
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10.5 Deliver training on new care plan document 
10.8 Review Medical Notes Audit process and timing 
10.9 Issue reminder to all doctors re: note keeping (including timing and identification) 
10.10 Mortality review panel to check quality of notes in cases presented to it and feedback issues of concern 
11.3 Divisional management teams to be required highlight an incident or complaint and how associated learning 

has been spread across the Division at each monthly Performance meeting 
EFFECTIVE 
12.1 Develop network of suitably trained and empowered MCA Champions to provide local resource for clinical 

staff 
12.4 Seek peer support from other successful trusts to identify relevant best practice for local implementation 
12.5 Develop and implement eLearning module for MCA and DoLS 
12.6 Develop and implement programme of local awareness raising (as part of Education Collaboration Plan)  
12.8 Add translation issues to MCA training 
12.9 Develop network of Safeguarding Operational Leads (SOLs) to support all aspects of adult safeguarding 

agenda, including domestic abuse 
14.1 Train a trainer to deliver face to face PREVENT training 
15.1 Appraisals documentation to be reviewed and streamlined  
16.1 Identify core training / competencies for adult trained nurses who provide care for children in outpatient 

areas 
CARING 
17.3 Formalise process for buddy wards/outliers and create clear risk management and governance processes 
18.2 Implement “Four Things that Really Matter” campaign 
18.5 Seek CCG support for implementation of unannounced “Sit and See” programme 
18.7 Implement Compassionate Care Rounding programme / Clinical Contact visits 
RESPONSIVE 
19.1 Launch new 7 day care planning documentation (including falls, tissue viability, VTE and other key 

assessments, plus prompts to involve patients and carers and to consider mental capacity / dementia) 
19.3 Documents relating to falls and tissue viability to be modified to ensure better individualisation 
19.4 Practice Educators to lead on implementation of new care planning documentation 
20.1 Include bed rails assessment in revised nursing documentation and associated training 
21.3 Business Information to produce a dementia screening performance report 
21.5 Review the dementia screening process to ensure it fits with clinical practice 
22.1 Include relevant DNACPR information in revised care planning documents and launch 
WELL-LED 
24.1 Design audit tool  / checklist for IG security assessment (including feedback and monitoring mechanism) 
24.2 Conduct baseline assessment of IG security 
24.3 Review patient records storage facilities / equipment in all areas in all Trust locations and identify associated 

risks 
24.5 Develop and implement a communications campaign to promote records security 
24.6 Implement programme of routine spot checks 
24.9 Add record of consent to display name on patient information board to revised care planning 

documentation 
25.1 Modify Datix risk register page to make easier to complete 
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25.2 Hold risk workshop to identify barriers to effective use of risk registers 
25.4 Re-establish Governance Leads’ Forum to support regular review of risk registers 
25.5 Produce and adopt revised Risk Management Strategy, clarifying Divisional responsibilities for risk 

management and associated processes 
25.6 Implement Quality & Performance Committee oversight of divisional and corporate risk registers 
26.1 Provide and adopt standard terms of reference for divisional Governance meetings 
26.2 Identify schedule of governance and quality oversight meetings across the trust and develop monitoring tool 
26.3 Set monthly reminder and offer of support to all management teams re: importance of making time for 

governance meetings 
26.4 Governance Leads’ Forum to be re-established to help reinforce and embed good governance across the 

Trust and seek feedback about inconsistent meetings 
26.5 Address cancelled governance and quality oversight meetings at Performance & Accountability meetings 

with divisions 
28.1 Review governance arrangements in maternity and develop further actions 
29.1 Present trust strategy, Working Together, to trust board for approval and adoption 
29.2 Begin quarterly updates to Board on delivery of Working Together implementation plan 
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SAFE .................................................................................................................................................................................................................................................................................................................................................. 3 

1a.   The Trust must ensure that systems to ensure the ongoing monitoring of patients and to identify patients at risk of harm, or deteriorating patients (including the patient safety checklist), are consistently complied with, in a 
timely and accurate manner. ....................................................................................................................................................................................................................................................................................................................................... 3 

1b.   The Trust must ensure staff in all areas always complete all patient risk assessments. Where risks are identified, staff must develop and follow care plans to lessen risks to patients ............................................................................. 3 

1c.   The Trust must ensure all staff follow the national Early Warning Signs (EWS) process correctly and repeat patient observations in a timely manner as indicated in the EWS guidance. .......................................................................... 3 

1d.   Ensure comprehensive risk assessments are undertaken for each patient and that these assessments include risk management plans developed in line with national guidance. .................................................................................... 3 

2.   Ensure transfer checklist forms are completed before all patients move between areas .................................................................................................................................................................................................................................... 4 

3a.   The Trust must ensure the safe storage of medicines through the completion of regular fridge temperatures checks.................................................................................................................................................................................... 4 

3b.   The Trust must ensure all medicines are stored at recommended temperatures .............................................................................................................................................................................................................................................. 4 

3c.   The Trust must ensure all medicines are stored securely .................................................................................................................................................................................................................................................................................... 4 

3d.   Ensure medicines are stored, checked and disposed of correctly. ...................................................................................................................................................................................................................................................................... 4 

3e.   Improve compliance with requirement to complete medicines reconciliation within 24 hours of a patient’s admission ................................................................................................................................................................................. 4 

4.   The Trust must ensure that all toilet facilities used by patients are equipped with an alarm so that patients can summon assistance. ............................................................................................................................................................ 4 

5. The Trust must ensure that there is prompt remedial action taken in response to serious incidents. This includes action in response to two serious incidents where patients sustained serious injuries following falls in the
emergency department ............................................................................................................................................................................................................................................................................................................................................... 4 

6.   The Trust must ensure staff check and record the checks of resuscitation equipment daily, as per the trust policy. ......................................................................................................................................................................................... 5 

7.   The Trust must ensure all substances hazardous to health are stored in a secure area ....................................................................................................................................................................................................................................... 5 

8a.   The Trust must ensure staff in the emergency department consistently comply with processes for preventing the spread of infection, including the isolation of infectious patients ............................................................................... 6 

8b.   Ensure staff follows correct handwashing procedures and that wards and equipment are kept clean to prevent the spread of infection. .................................................................................................................................................... 6 

8c.   Ensure the risk of the spread of infection is minimised in the surgical high dependency unit by ensuring accommodation is available for patients requiring isolation. ....................................................................................................... 6 

8d.   The Trust must ensure that infection control processes and systems are followed, in particular equipment hygiene and sharps disposal ..................................................................................................................................................... 6 

8e.   Ensure there is access to sufficient toilet and handwashing facilities in the surgical high dependency unit ..................................................................................................................................................................................................... 6 

9a.   The Trust must continue to take steps to recruit further registered nurses and reduce the use of temporary staff in the emergency department. ...................................................................................................................................... 6 

9b.   The Trust must ensure there are sufficient senior medical staff employed in the emergency department at night. ........................................................................................................................................................................................ 6 

9c.   The Trust must act to reduce the risk to patients relating to the lack of permanent nursing, allied health care professional and medical staff. ............................................................................................................................................ 6 

9d.   There must be sufficient numbers of suitably qualified, competent skilled and experienced staff to meet the needs of the service .............................................................................................................................................................. 6 

10a.   The Trust must develop a comprehensive audit system to provide assurance that patients’ records are appropriately completed. ............................................................................................................................................................. 7 

10b.   The Trust must ensure staff fully complete patient’s records. This includes medical records, nursing records, patients’ fluid balance records and patients’ food intake records ..................................................................................... 7 

10c.   Staff must keep detailed records of patients’ care and treatment .................................................................................................................................................................................................................................................................... 7 

10d.   Doctors must ensure they keep accurate records including name, date, time and bleep number .................................................................................................................................................................................................................. 7 

10e.   Staff must complete person-centred and comprehensive records. .................................................................................................................................................................................................................................................................. 7 

11a.   The Trust must ensure all staff report all incidents, including staff shortages. ................................................................................................................................................................................................................................................. 7 

11b.   Staff must be encouraged to report and learn from incidents, and receive feedback consistently ................................................................................................................................................................................................................. 7 

EFFECTIVE .......................................................................................................................................................................................................................................................................................................................................... 9 

12a.   All staff must apply the Mental Capacity Act 2005 (MCA) and associated Deprivation of Liberty Safeguards (DoLS) in the provision of care and treatment to patients. This includes recording of assessments, delivery of care and 
assurance that DoLS authorisations have been granted and remain in place ............................................................................................................................................................................................................................................................ 9 

12b.   The Trust must ensure all Mental Capacity Act and Deprivation of Liberty Safeguards are completed in line with current legislation. ......................................................................................................................................................... 9 
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12c.   The Trust must ensure that staff are competent and confident in the process of gaining consent and, where a person lacks mental capacity to make an informed decision, or give consent, that staff act in accordance with the 
requirements of the Mental Capacity Act, 2005. This includes ensuring that patients who do not speak English are offered access to translation/interpreter services so that relatives are not relied on to translate. .................................. 9 

12d.   Ensure staff in high risk areas for encountering patients living with domestic violence have a named staff member with skills in this area ................................................................................................................................................ 9 

13.   The Trust must ensure staff check the position of patients’ naso gastric tubes daily as per trust policy and good practice guidance ........................................................................................................................................................... 10 

14a.   The Trust must ensure that staff in the emergency department complete regular mandatory training to ensure they have up to date knowledge relating to safe systems and processes. .................................................................. 10 

14b.   The Trust must ensure completion rates for mandatory training across all staff groups meets the trust target........................................................................................................................................................................................... 10 

15a.   The Trust must ensure all staff receive an annual appraisal............................................................................................................................................................................................................................................................................ 10 

15b.   The Trust must ensure that staff in the emergency department receive regular supervision and performance appraisal to provide assurance of their continuing competence in their role. ................................................................ 10 

16a.   Adult trained nurses who provide care for children must successfully complete children’s competency training ........................................................................................................................................................................................ 10 

16b.   All staff that treat children in outpatient areas must have specific competencies to treat children and be trained to safeguarding children level 3 ................................................................................................................................. 10 

CARING .............................................................................................................................................................................................................................................................................................................................................12 

17.  The Trust must ensure that patients are not accommodated in non-clinical areas which are not appropriate to meet their needs and that their comfort, privacy and dignity are maintained............................................................... 12 

18.  Nursing staff must treat patients with dignity and respect. This includes treating patients in a caring and compassionate manner. ............................................................................................................................................................ 12 

RESPONSIVE .....................................................................................................................................................................................................................................................................................................................................14 

19a.   The Trust must ensure patients’ care plans provide information in sufficient detail to support individualised care and treatment, including, specifically, patients with dementia. ............................................................................... 14 

19b.   Nursing staff must write person centred, individualised patient care plans in the Achieving Priorities of Care document........................................................................................................................................................................... 14 

19c.   The Trust must ensure patients and their relatives or carers are involved and are kept informed about their care and treatment. ............................................................................................................................................................ 14 
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SAFE 

Requirement Source Status Key Performance Indicators 

1a.   The Trust must ensure that systems to ensure the ongoing monitoring of patients and to identify patients at risk of harm, or 
deteriorating patients (including the patient safety checklist), are consistently complied with, in a timely and accurate manner. 

ED MD 
s29A 

Aug 18 

1. ED Safety checklist compliance
2. NEWS Compliance dashboard
3. Nursing documentation audit measuring compliance

with: 
a. Falls risk assessment
b. PU risk assessment
c. Bed rails assessment

4. Audit of mental capacity assessments
5. VTE compliance

1b.   The Trust must ensure staff in all areas always complete all patient risk assessments. Where risks are identified, staff must develop and 
follow care plans to lessen risks to patients 

MED MD 
s29A 

Aug 18 
1c.   The Trust must ensure all staff follow the national Early Warning Signs (EWS) process correctly and repeat patient observations in a 

timely manner as indicated in the EWS guidance. 
MED MD 

1d.   Ensure comprehensive risk assessments are undertaken for each patient and that these assessments include risk management plans 
developed in line with national guidance. 

SUR MD 
s29A 

Aug 18 
Ref Action Who Due Update Status 
1.1 Extend Time to act Initiative (deteriorating patient pro-forma) to all adult areas of 

hospital  
MD 30.08.18 15.08.18:  In use in all adult areas – looking to extend programme to paediatric departments.  

Action complete. Complete 

1.2 Ensure completion of risk assessments for the opening of escalation areas through audit. DD 31.10.18 29.08.18:  Risk assessment documentation reviewed during late 2017, for further review as part of 
current winter planning.   
24.09.18: AMD and Head of Ops leading as part of Ref 17.4. 

On track 

1.3 Ensure staff are aware of functionality of Oceano  (sepsis module) DND-M&UC 30.09.18 15.08.18:  Reminder / education to be provided to all staff 
30.09.18: The sepsis module is available on VitalPAC and not on Oceano.  ED does not have access 
to VitalPAC.  The module is in use around the Trust (including AMU) and if abnormal results are 
recorded a question is raised ‘do you think this patient is septic.’  Action complete. 

Complete 

1.4 Improve Compliance with ED safety checklist to 95% 85% DND–M&UC 31.10.18 15.08.18:  Senior Lead Nurse in ED working with Oceano Lead to move checklist to Oceano to 
improve accessibility and auditability 
20.09.18: The form is currently paper and scanned into Oceano, there is no electronic reporting on 
Oceano (should be in the next iteration).  The Nurse in Charge reviews 3 x a day; spot checks 
demonstrate over 85% compliance. 

On track 

1.5 Include key risk assessment in new care planning documentation DCN 15.08.18 14.08.18:  Documentation revised, key risk assessments now included.  Action complete. Complete 
1.6 Launch new nursing documentation and audit of compliance including specifically 

risk assessment elements 
CN 31.10.18 17.09.18:  Drop-in training day held.  Documentation now in use 

20.09.18:  7 day care plan launched week commencing 20.08.18 and is in use - Action complete.  
August audit completed, data being analysed.  As care plan launched 20.08.18 not all wards 
included in audit.  September audit will give more robust results. 

On track 

1.7 Arrange access to VitalPAC for temporary staff DCN 15.11.18 15.08.18:  Working Group established and meeting.  Super Users (including Hospital @ Night staff) 
to be trained to deliver training and issue PINs  
20.09.18:  Band 7 AMU staff are awaiting training to become Super-Users. 
01.10.18:  All Ward Managers were advised to contact IT with names of staff willing to undertake 
super-user training and IT have been running sessions to provide this training.  Once completed 
these super-users will then be able to allocate individual logins to agency staff, which will make 
their use of VitalPAC auditable 

On track 

1.8 Review audit functions in Oceano to assess use in monitoring use of all relevant 
risk assessments 

SLN-ED 30.09.18 15.08.18:  Audit function in Oceano planned for use in auditing compliance with safety checklist 
28.09.18:  Quality of the data discussed with Oceano Project Manager.  Matron to lead the roll-out 
and audit process.  Process and reporting format to be agreed by 05.10.18 

Overdue 

1.9 ED to become part of Falls Collaborative SLN-ED 30.09.18 15.08.18:  Falls Collaborative working successfully in other areas of the Hospital; due to be 
extended to ED to help identification and management of patients who are at risk of falling 
28.09.18:  Discussions held with Falls Lead.  Falls collaborative membership to be launched during 
Perfect Care Week 09 - 10.10.18.  Action complete. 

Complete 

1.10 Undertake QI Team fellowship project  in ED re; sepsis to identify opportunities 
for practice improvement 

SLN-ED 30.04.19 15.08.18:  Project began in April 2018, supported by Health Education  Wessex On track 
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Requirement Source Status Key Performance Indicators 
2. Ensure transfer checklist forms are completed before all patients move between areas s29A 

Aug 18 
Transfer checklist completion rate 

Ref Action Who Due Update Status 
2.1 Prompt to conduct transfer checklist now included in new care planning 

documentation  
DCN 31.08.18 14.08.18:  New documentation to be launched 15.08.18.  Action complete. Complete 

2.2 Audit completion of transfer checklist as part of documentation audit DCN 30.11.18 14.08.18:  Audit tool in development  
21.09.18:  Audit tool includes the transfer checklist.  Audit is underway due to be reported end of 
November ’18 to ensure capture of patients transferred. 

On track 

2.3 Audit of transfer checklist completion in ED to be conducted as a baseline to 
inform further action planning 

SLN-ED 30.09.18 14.08.18:  Results to help inform further action planning 
20.09.18:  Spot check audit in AMU undertaken, demonstrating 0% compliance.  New action 
devised (2.4).  Action complete. 

Complete 

2.4 Re-launch the use of the transfer checklist and re-audit during Perfect Care week, 
scheduled for 09-10 October 2018.  Results to inform future actions. 

SLN-ED 31.10.18 20.09.18:  New action developed. On track 

Requirement Source Status Key Performance Indicators 
3a.   The Trust must ensure the safe storage of medicines through the completion of regular fridge temperatures checks. ED MD • Fridge locked and temperature check and medicine

storage measured by the Nursing Hot Topics audit
compliance

• Annual Medication Safety Team audit compliance
(Sept18)

• Incidents related to medication
• Monthly medicine reconciliation audit completed by

pharmacy team, measured on last Wednesday of each
month.

3b.   The Trust must ensure all medicines are stored at recommended temperatures MED MD 
s29A 

Aug 18 
3c.   The Trust must ensure all medicines are stored securely MED MD 
3d.   Ensure medicines are stored, checked and disposed of correctly. SUR MD 
3e.   Improve compliance with requirement to complete medicines reconciliation within 24 hours of a patient’s admission s29A 

Aug 18 

Ref Action Who Due Update Status 
3.1 See Medicines Management Action Plan 

Requirement Source Status Key Performance Indicators 
4. The Trust must ensure that all toilet facilities used by patients are equipped with an alarm so that patients can summon assistance. ED MD Yes / No 

Ref Action Who Due Update Status 
4.1 Estates Team to assess technical options and identify appropriate solution DE 15.09.18 14.08.18:  Options for appraisal being identified 

14.09.18:  Solution identified and FM provider has been asked to supply price for alarms. Complete 

4.2 Install selected alarm system DE 20.10.18 On track 
4.3 Develop and implement SOP for responding to alarm and checking operation DND–M&UC 20.10.18 On track 

Requirement Source Status Key Performance Indicators 
5. The Trust must ensure that there is prompt remedial action taken in response to serious incidents. This includes action in response to

two serious incidents where patients sustained serious injuries following falls in the emergency department 
ED MD No available KPI – assurance to be gained through 

scheduled deep dive. 

Ref Action Who Due Update Status 
5.1 Revise format of performance & accountability meeting documentation to 

highlight duration of investigations 
DGR 31.08.18 14.08.18:  Revised format produced for use in August P&A meetings 

25.09.18:  Revised format of performance and accountability pack now in use – duration of 
overdue investigations clearly highlighted.  Action complete. 

Complete 

5.2 Revise SIRI investigation process to streamline and increase efficiency and CN 30.11.18 14.08.18:  Initial discussions commenced; best practice being sourced from other Trusts.  CCG has On track 
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effectiveness appointed shared resource to support this amongst other quality initiatives 
24.09.18:  Pilot to go live 01.10.18 

5.3 Complete Trust-wide implementation of SWARM approach to falls ACN-PS 15.09.18 14.08.18:  SWARM in use in many ward areas already 
28.09.18: Complete for moderate/sever harm falls.  Ongoing review of template with CCG.  Action 
complete. 

Complete 

5.4 Assess applicability of SWARM approach to other types of incident ACN-PS 30.09.18 
31.12.18 

14.08.18:  Approach working well for falls 
24.09.18:  SWARM approach being trialled in MOPRS and ED/AMU in relation to restraint and 
aggression against staff.  Revised deadline to allow completion of trial. 

On track 

5.5 Introduce a patient safety or experience response item to monthly TLT meetings CN 31.08.18 14.08.18:  Plan discussed at TLT and agreed 
25.09.18:  Added to the TLT work plan. Action complete. Complete 

5.6 Introduce a patient safety or experience response item to monthly  divisional 
performance and accountability meetings 

CN 30.09.18 14.08.18:  Divisions notified of plan for future meetings 
17.09.18:  To be implemented for September Performance and Accountability meetings (See Ref 
11.3).  Action complete. 

Complete 

5.7 Governance tool to improve spread of learning from incidents being introduced 
to ED 

SLN-ED 15.09.18 14.08.18:  Model currently being introduced as a trial 
20.09.18:  Governance tracker in place to review SIRI actions and track completion.  Action 
complete. 

Complete 

Requirement Source Status Key Performance Indicators 
6. The Trust must ensure staff check and record the checks of resuscitation equipment daily, as per the trust policy. MED MD • Resuscitation team monthly quality audit

• Weekly nursing ‘Hot Topics’ audit
Ref Action Who Due Update Status 
6.1 Implement protocol for checking of each trolley at least every 24 hours and after 

each use 
CN 31.08.18 14.08.18:  CN to use examples from other Trusts 

17.09.18:  All Divisional Nurse Directors to include checks in routine audit programme.  Weekly 
audits of the checks to be returned to Deputy Chief Nurse and escalated to Chief Nurse  as 
required.  Action complete. 

Complete 

6.2 Re-introduce the Daily ‘In-charge’ checklist and add resus trolley checks ACN-PS 31.08.18 14.08.18:  Previously in use – requires updating 
25.09.18:  The re-introduction of the daily ‘in-charge’ checklist is overdue.  The ACN-PS is to 
discuss this with the Divisional Nurse Directors.  However, clinical contact sessions, to include, 
Patient Safety and Care & Compassion, Environment and Care & Compassion, are scheduled. The 
review of the Environment includes resus trolley checks. 

Overdue 

6.3 Audit compliance with daily in-charge checklist ACN-PS 30.11.18 14.08.18:  Nurse in charge of day shift to complete by end of shift 
25.09.18:  The re-introduction of the daily ‘in-charge’ checklist is overdue.  The ACN-PS is to 
discuss this with the Divisional Nurse Directors.   

On track 

Requirement Source Status Key Performance Indicators 
7. The Trust must ensure all substances hazardous to health are stored in a secure area MED MD • Health &Safety Team baseline audit (August 2018)

• Health & Safety re-audit monthly compliance
Ref Action Who Due Update Status 
7.1 Review storage facilities for hazardous cleaning products in all clinical areas and 

address any defects found   
H-H&S 30.09.18 14.08.18:  Plan for checks in development 

17.09.18:  All storage facilities reviewed and identified defects booked for repair. Action complete Complete 

7.2 Develop and implement awareness raising programme to remind all staff 
(including outsourced cleaning staff) of the importance of COSHH  

H-H&S 30.09.18 14.08.18:  Materials in use in other trusts being sourced 
17.09.18:  Awareness raising programme to be launched in September with support of Practice 
Educators and FM services supervisors.  New signage has been purchased; to be installed during 
October.  Action complete. 

Complete 

7.3 Develop and implement programme of spot checks on safe storage of hazardous 
cleaning products  

H-H&S 15.10.18 14.08.18:  Checklist in development  
17.09.18:  Baseline audits conducted – good practice found in all bar one area.  Further spot 
checks to be conducted towards end of September and early October On track 
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Requirement Source Status Key Performance Indicators 
8a.   The Trust must ensure staff in the emergency department consistently comply with processes for preventing the spread of infection, 

including the isolation of infectious patients 
ED MD 
s29A 

Aug 18 

• NPSA audit compliance
• Hand hygiene audit compliance
• Infection control dashboards
• IPR infection control data
• ‘Hot Topic’ audit
• Additional assurance to be gained through scheduled

deep dive. 

8b.   Ensure staff follows correct handwashing procedures and that wards and equipment are kept clean to prevent the spread of infection. SUR MD 

8c.   Ensure the risk of the spread of infection is minimised in the surgical high dependency unit by ensuring accommodation is available for 
patients requiring isolation. 

SUR MD 

8d.   The Trust must ensure that infection control processes and systems are followed, in particular equipment hygiene and sharps disposal s29A 
Aug 18 

8e.   Ensure there is access to sufficient toilet and handwashing facilities in the surgical high dependency unit SUR MD 

Ref Action Who Due Update Status 
8.1 Review of training for domestic workers and their role in infection prevention DDIPC 30.09.18 30.09.18:  Issues with engaging previous provider; training sessions being arranged with new 

provider to commence 05.10.18.  Monthly meetings scheduled to ensure ongoing engagement and 
training.  Action complete.   

Complete 

8.2 Workshop for all ED staff on the management of potentially infectious patients DDIPC 30.09.18 30.09.18:  Robust measures in place to manage infectious patients.  Point-of-care flu testing to be 
introduced for winter 2018/19.  Workshop for ED staff being set up during October/November.  Overdue 

8.3 Review Operational flow protocols for the management of infected patients to 
ensure appropriate prioritisation of bed allocation 

DDIPC 30.09.18 30.09.18:  Infection Prevention will continue to work closely with DHMs to ensure appropriate 
prioritisation of bed allocation during working hours and out of hours on-call service.   Operational 
flow being addressed as part of winter planning.  Action complete.  

Complete 

8.4 Run series of awareness raising activity re: hand washing (trolley dash approach) DDIPC 30.09.18 30.09.18:  Infection prevention links nurses and practice educators to provide a programme of 
works to raise awareness of the importance of hand hygiene.  Already commenced with good 
engagement of staff.  Action complete. 

Complete 

8.5 Checks of technical cleaning of equipment by nurses to be introduced  
Suggestion to revise action to:  ‘Checks of nurse-led cleaning of clinical 
equipment to be introduced’ 

DDIPC 31.10.18 30.09.18:  Technical cleaning of equipment now in NPSA audits and infection prevention spot 
checks.  Reported monthly via audit.  Action complete. 

Complete 

8.6 Add checking of sharps bins to daily in charge checklist ACN-PS 31.08.18 See ref. 6.2. Overdue 
8.7 Ensure increased isolation facilities in ED redevelopment plans COO 31.03.19 On track 
8.8 Review facilities in ED with DIPC and seek interim measures to improve isolation 

facilities  
SLN-ED 15.09.18 20.09.18:  ED Team do not believe that there are any other options as limited by the three 

isolation rooms they have.  Meeting to discuss with Lead Nurse Infection Prevention scheduled 
01.10.18. 

Overdue 

Requirement Source Status Key Performance Indicators 
9a.   The Trust must continue to take steps to recruit further registered nurses and reduce the use of temporary staff in the emergency 

department. 
ED  MD 

s29A 
Aug 18 

• Vacancy rate Trust-wide
• Bank /agency staff use Trust-wide
• Vacancy rate ED
• Temporary staff usage ED9b.   The Trust must ensure there are sufficient senior medical staff employed in the emergency department at night. ED MD 

9c.   The Trust must act to reduce the risk to patients relating to the lack of permanent nursing, allied health care professional and medical 
staff. 

MED MD 

9d.   There must be sufficient numbers of suitably qualified, competent skilled and experienced staff to meet the needs of the service CYP MD 
Ref Action Who Due Update Status 
9.1 Review skill mix and use of Band 4’s in ED DND–M&UC 15.09.18 15.08.18:  Work underway by Nicky Sinden 

17.09.18:  ED skill mix review complete, due for sign off by Chief Nurse by 05.10.18. Overdue 

9.2 Recruit staff to match approved business case for in ED DND–M&UC 31.12.18 15.08.18:  SLN–ED met with recruitment team re: help with drafting adverts etc 
20.09.18:  Workforce plan being developed. On track 

9.4 Recruitment as per previously agreed consultant business case CD-ED 15.10.18 28.09.18:  Appointment made does not fulfil the complement approved in business case.  
Further recruitment planned.  Candidate shortlisted. On track 

9.5 Mitigate impact of reduced middle grades CD-ED 30.09.18 28.09.18:  Midgrade staffing levels deteriorated further.  Alternative approaches to 
addressing the associated skills gap continue to be sought. Overdue 

9.6 Fill current vacancies in CYP winter staffing plan DND-NS 31.10.18 On track 
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Requirement Source Status Key Performance Indicators 
10a.   The Trust must develop a comprehensive audit system to provide assurance that patients’ records are appropriately completed. ED MD • Nursing ‘Hot Topic’ audit compliance

• Complaints/incidents re: records/documentation
• Mortality Review Group feedback
• Health Records audit compliance
• Nursing documentation audit compliance

10b.   The Trust must ensure staff fully complete patient’s records. This includes medical records, nursing records, patients’ fluid balance 
records and patients’ food intake records 

MED MD 
s29A 

Aug 18 
10c.   Staff must keep detailed records of patients’ care and treatment SUR MD 

10d.   Doctors must ensure they keep accurate records including name, date, time and bleep number EOLC MD 

10e.   Staff must complete person-centred and comprehensive records. MAT MD 

Ref Action Who Due Update Status 
10.1 Ensure all departments respond to health records audit with an action plan H-IG 15.09.18 15.08.18:  Inconsistent response to most recent records audit – non-compliant areas to be 

addressed  
25.09.18:  Responses and action plans received from all departments.  Action complete. 

Complete 

10.2 Review health records audit tool H-IG 15.09.18 15.08.18:  Examples of best practice from other areas being sought 
25.09.18:  Head of IG to meet with Associate Medical Director to pursue Overdue 

10.3 Handover Headlines.  DGR 30.09.18 15.08.18:  Handover Headlines process in development for a range of issues. 
28.09.18:  To be amalgamated with safety briefing by Patient Safety Team.  To be launched 
October 2018 

Overdue 

10.4 Introduce new nursing care plan document DCN 30.08.18 21.09.18:  7 day care plan launched week commencing 20.08.18.  Action complete. Complete 
10.5 Deliver training on new care plan document DCN 30.09.18 21.09.18:  Education training day held 15.08.18 (attended by 105 staff).  Practice Educators 

lead on education within their own areas.  Action complete. Complete 

10.6 Audit compliance with use of new care plan DCN 31.10.18 See ref. 1.6 On track 
10.7 Review form and function of Medical Notes Committee, and revise as required AMD 30.09.18 15.08.18:  Committee has previously existed – need to reactivate to ensure appropriate 

focus on quality and education 
28.09.18:  Discussions between DGR and AMD to continue regarding Medical Notes 
Committee. 

Overdue 

10.8 Review Medical Notes Audit process and timing AMD 31.08.18 15.08.18:  Audit has taken place in previous years – need to consider timing and content 
21.09.18:  Notes audit frequency to increase.  Monitored monthly at the Data Protection 
and Data Quality Committee.  Further notes audits completed through the 7-day service 
review (bi-annually) and of every in hospital death through the Mortality Review Panel. 
These both feedback individual issues with notes completion to responsible teams.  Action 
complete.    

Complete 

10.9 Issue reminder to all doctors re: note keeping (including timing and 
identification) 

AMD 31.08.18 15.08.18:  All doctors to be reminded of their obligations 
21.09.18:  The importance of good medical note entry with clear identification, timing and 
dating is discussed at each Junior Doctor’s induction.  Action complete. 

Complete 

10.10 Mortality review panel to check quality of notes in cases presented to it and 
feedback issues of concern 

MD 31.08.18 15.08.18:  process already established – needs to be formalised in terms of reference of 
the Panel 
21.09.18: Notes audits completed of every in hospital death through the Mortality Review 
Panel. These feedback individual issues with notes completion to responsible teams. 
Action complete. 

Complete 

Requirement Source Status Key Performance Indicators 
11a.   The Trust must ensure all staff report all incidents, including staff shortages. MED MD • NRLS data

• Deep dive on feedback
11b.   Staff must be encouraged to report and learn from incidents, and receive feedback consistently MAT MD 

Ref Action Who Due Update Status 
11.1 ‘Handover Headlines’ reminders campaign to encourage reporting DGR 30.09.18 See Ref 10.3 Overdue 
11.2 Review of Datix use by staff group and grade to identify areas where further DGR 15.09.18 29.08.18:  Datix report to be run at intervals to establish baseline Overdue 
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encouragement to report required 28.09.18:  HRM to be commissioned to conduct a review. 
11.3 Divisional management teams to be required highlight an incident or complaint and 

how associated learning has been spread across the Division at each monthly 
Performance meeting  

DGR 30.09.18 29.08.18:  Divisional management teams to begin reporting from September Performance 
meetings 
17.09.18:  Arrangements in place from September onwards.  Performance packs include Patient 
Safety or Patient Experience spotlight reports. 

Complete 

11.4 Review of SI investigations process to include training on passing on feedback / 
learning  

DGR 30.09.18 29.08.18:  Further meeting re: responsibility for incident management and investigation 
31.08.18 
28.09.18:  Links to SIRI pilot commencing 01.10.18. 

Overdue 
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EFFECTIVE 

Requirement Source Status Key Performance Indicators 
12a.   All staff must apply the Mental Capacity Act 2005 (MCA) and associated Deprivation of Liberty Safeguards (DoLS) in the provision of 

care and treatment to patients. This includes recording of assessments, delivery of care and assurance that DoLS authorisations have 
been granted and remain in place 

MED MD 
s29A 

Aug 18 

• Training compliance
• Enhanced training compliance
• Compliance with HSAB MCA Toolkit
• Domestic Violence  training compliance
• NHSI Learning Disability Improvement Standards data

collection results
• Additional assurance to be gained through scheduled

deep dive.

12b.   The Trust must ensure all Mental Capacity Act and Deprivation of Liberty Safeguards are completed in line with current legislation. SUR MD 
s29A 

Aug 18 
12c.   The Trust must ensure that staff are competent and confident in the process of gaining consent and, where a person lacks mental 

capacity to make an informed decision, or give consent, that staff act in accordance with the requirements of the Mental Capacity 
Act, 2005. This includes ensuring that patients who do not speak English are offered access to translation/interpreter services so that 
relatives are not relied on to translate. 

ED MD 
s29A 

Aug 18 

12d.   Ensure staff in high risk areas for encountering patients living with domestic violence have a named staff member with skills in this 
area 

Old QIP 

Ref Actions Who Due Update Status 
12.1 Develop network of suitably trained and empowered MCA Champions to provide 

local resource for clinical staff 
HoS 01.10.18 09.08.18:  First meeting of Champions Network held.  Training and supervisions programme 

for Champions in development 
20.09.18:  Medical and Nursing Champions identified.  Simulation based training scheduled, 
due to increase further to weekly sessions.  Post training reflective tool to be completed as 
evidence.  Action complete. 

Complete 

12.2 Develop and implement local system for consistent recording of DoLS applications, 
status, renewals etc  

HoS 01.10.18 09.08.18:  Initial scoping exercise carried out; discussions with IT about to start 
29.09.18:  Workshop arranged for 22.10.18 with Safeguarding to develop a project plan 
around the IT deliverables, develop full requirements of a proposed IT solution and to agree 
the project scope.  Timescale of delivery to be determined by outcomes of workshop. 

On track 

12.3 Finalise MCA Policy and launch widely to ensure understanding HoS 15.09.18 09.08.18:  Policy drafted and reviewed by key stakeholders 
20.09.18:  Following consultation the draft version has not been agreed.  New policy in 
progress and for approval at Extraordinary Safeguarding Committee meeting October ‘18. 

Overdue 

12.4 Seek peer support from other successful trusts to identify relevant best practice for 
local implementation 

HoS 15.09.18 09.08.18:  Visit from Royal Bournemouth & Christchurch Hospitals NHS Trust booked for 
30.08.18   
01.10.18:  Learning has been taken from the visit to Royal Bournemouth and Christchurch 
Hospitals NHS Trust, in particular the use of an electronic referral system.  Action complete. 

Complete 

12.5 Develop and implement e-learning module for MCA and DoLS HoS 30.11.18 09.08.18:  HoS has met with Learning & Development team; further work planned 
20.09.18:  E-learning commenced on 14.09.18.  Action complete.  Complete 

12.6 Develop and implement programme of local awareness raising (as part of Education 
Collaboration Plan)   

HoS 01.10.18 09.08.18:  Discussed at Safeguarding Operational Leads’ meeting 08.08.18   
20.09.18:  Scenario Simulation training commenced.  Hampshire County Council committed to 
supply a Best Interest Assessor on the wards 2 days per week until Christmas as point of 
advice. Self-audit completed per Division as part of Hampshire tool kit self-assessment. 
Safeguarding Service have a Nominated Lead per Division.  Action complete. 

Complete 

12.7 Make permanent appointment to Adult Safeguarding Lead post HoS 30.09.18 
30.11.18 

29.08.18:  Permanent appointment made – will start in post in November.  Deadline revised 
to when new Lead expected in post. On track 

12.8 Add translation issues to MCA training HoS 01.08.18 01.08.18:  Training content reviewed in a number of respects, including translation.  Action 
complete. Complete 

12.9 Develop network of Safeguarding Operational Leads (SOLs) to support all aspects of 
adult safeguarding agenda, including domestic abuse 

HoS 01.09.18 01.18.18:  SOLs in place in most relevant areas.  Gap analysis to identify further need 
completed.  Domestic abuse to be included in training programme for SOLs. 
20.09.18: Training Programme in place starting with scenario training as ref 12.6. Domestic 
Abuse training to be completed on 24.09.18.  On-going support and guidance will be provided 
to the SOLs.  Action complete. 

Complete 

12.10 Awareness raising campaign re: translation services in ED SLN-ED 15.09.18 15.08.18:  Posters to be displayed in key areas – also to be included as a Handover Headlines 
subject 
20.09.18:  Action overdue due to resources involved in the office moves within ED.  Action to 

Overdue 
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be completed by end of September 2018. 
     
Requirement Source Status Key Performance Indicators 
13.   The Trust must ensure staff check the position of patients’ naso gastric tubes daily as per trust policy and good practice guidance MED MD  • Nutrition nurse NG audit (annual) 

• Nursing documentation audit compliance 
Ref Action Who Due Update Status 
13.1 Re-introduce the Daily ‘In-charge’ checklist and add naso-gastric tube  checks ACN-PS 31.08.18 See ref. 6.2. 

25.09.18:  The re-introduction of the daily ‘in-charge’ checklist is overdue.  The ACN-PS is to 
discuss this with the Divisional Nurse Directors.  However, clinical contact sessions, to include, 
Patient Safety and Care & Compassion, Environment and Care & Compassion, are scheduled. The 
review of the Patient Safety includes Nasogastric tube management and compliance with daily 
checks. 

Overdue 

13.2 Audit compliance with daily in-charge checklist ACN-PS 30.11.18 14.08.18:  Nurse in charge of day shift to complete by end of shift 
See ref. 6.3 On track 

     
Requirement Source Status Key Performance Indicators 
14a.   The Trust must ensure that staff in the emergency department complete regular mandatory training to ensure they have up to date 

knowledge relating to safe systems and processes.  
ED MD  • ED Essential skills compliance 

• Essential skills compliance Trust-wide 
14b.   The Trust must ensure completion rates for mandatory training across all staff groups meets the trust target MED MD  

Ref Action Who Due Update Status 
14.1 Train a trainer to deliver face to face PREVENT training SLN-ED 31.08.18 15.08.18:  Trainer now providing local PREVENT training in ED and AMU.  Action complete. Complete 
14.2 Handover headlines DGR 30.09.18 See Ref: 10.3 Overdue 

     
Requirement Source Status Key Performance Indicators 
15a.   The Trust must ensure all staff receive an annual appraisal. MED MD  • Appraisal compliance Trust-wide 

• ED appraisal compliance 15b.   The Trust must ensure that staff in the emergency department receive regular supervision and performance appraisal to provide 
assurance of their continuing competence in their role. 

 

ED MD  

Ref Action Who Due Update Status 
15.1 Appraisals documentation to be reviewed and streamlined   DD-WOD 30.09.18 28.09.18:  New format of appraisals documentation published on Trust intranet and is in use.  

Action complete. Complete 

15.2 Handover Headlines DGR 30.09.18 See Ref: 10.3 Overdue 
15.3 Regular reminders now being sent to all appraisers to ensure better info and 

targeted action  
SLN-ED/ 

DND-M&UC  
31.08.18 15.08.18:  First iteration complete 

20.09.18:  ED - Reminders regularly sent.  Current compliance 75.4%.  Action complete. 
Medicine – Data awaited 

Overdue 

     
Requirement Source Status Key Performance Indicators 
16a.   Adult trained nurses who provide care for children must successfully complete children’s competency training CYP MD  • BLS child training compliance 

• Communication training compliance 
• Level 3 children training compliance 

16b.   All staff that treat children in outpatient areas must have specific competencies to treat children and be trained to safeguarding 
children level 3 

OP MD  

Ref Action Who Due Update Status 
16.1 Identify core training / competencies for adult trained nurses who provide care for 

children in outpatient areas  
DND-NS 15.09.18 15.08.18:  Initial list produced, ready for further discussion 

17.09.18:  Core training needs identified (Basic Life Support child, Safeguarding Children Level 2/3, 
Prevent, Communication training, Eye OPD specific settings.  Action complete. 

Complete 

16.2 Assess training levels in adult trained nurses who provide care for children in 
outpatient clinics and conduct gap analysis 

DND-SO 30.09.18  On track 

16.3 Develop and implement plan for delivery of required training DND-SO 15.10.18  On track 
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16.4 Review person specification for nurse roles in outpatient areas which provide care / 
treatment for children 

DND-SO 15.10.18 On track 

16.5 Ensure all adult nurses who provide care for children in outpatient areas have 
completed training / competencies programme 

DND-SO 31.12.18 On track 
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CARING 

Requirement Source Status Key Performance Indicators 
17. The Trust must ensure that patients are not accommodated in non-clinical areas which are not appropriate to meet their needs and

that their comfort, privacy and dignity are maintained.
ED MD 
s29A 

Aug 18 

• Non-clinical areas used for outlying
• Escalation beds open
• ED corridor waits 15 mins+ (no, average wait, longest

wait)
• ED Safety Checklist compliance
• Single sex breaches

Ref Actions Who Due Update Status 
17.1 Update mixed sex accommodation policy and reporting in line with CNO 2009 

guidance 
DCN 31.12.18 14.08.18:  Re-issued guidance under discussion with CCG and NHSI 

27.09.18: NHSI visit took place this week.  Local arrangements to be discussed with CCG.  
Informal NHSI feedback informs policy revisions not required.  

On track 

17.2 Reconfigure ED floor space as part of winter plan and emergency floor 
reconfiguration 

COO 30.09.18 
30.11.18 

14.08.18:   Ambulance handover bay plans under review following feedback from ED staff 
28.09.18:  Revision of deadline due to complexity of plan On track 

17.3 Formalise process for buddy wards/outliers and create clear risk management and 
governance processes  

AMD 
DD–M&UC 

30.09.18 14.08.18:   Principle agreed; buddies to be identified 
24.09.18:  Buddy ward plan in place; minor changes expected in December 2018 when 
Medicine takes over Ward D7 from surgery.  The principle will remain the same with every 
surgical ward having a “buddy” medical team responsible for care of medical outliers.  The 
team contact details will be well published to ensure doctors can be contacted.  SOP currently 
being refreshed by Medical and Surgical Divisions (DD–M&UC leading).  Action complete. 

Complete 

17.4 Review Escalation/Full Capacity Policy DDO 
AMD 

30.09.18 
31.10.18 

14.08.18:  Policy reviewed extensively in early 2018 – needs to be reviewed again post 
implementation   
17.09.18:  Meeting scheduled 01.10.18 to discuss Escalation, Full Capacity and Outliers 
policies with a view to publish by 31.10.18 in time for winter pressures.  Deadline revised.  
Current published policies : 
Full capacity policy – review date 16.01.19 
Capacity Management Policy – review date 22.10.18 
Outliers Policy – review date 22.04.19 

On track 

SEE ALSO URGENT CARE RECOVERY PLAN 

Requirement Source Status Key Performance Indicators 
18. Nursing staff must treat patients with dignity and respect. This includes treating patients in a caring and compassionate manner. ED MD 

s29A 
Aug 18 

• Staff survey re: recommend as place of treatment
• Staff pulse survey Question as above
• FFT Not recommends
• Complaint numbers
• Plaudit numbers
• NHSI Learning Disability Improvement Standards data

collection results
Ref Actions Who Due Update Status 
18.1 Continue with 2 phase continence project combining with an audit assurance 

programme. 
ACN-PS 30.03.19 24.09.18: On track. On track 

18.2 Implement “Four Things that Really Matter” campaign HPE 
ACN-PE 

15.09.18 14.08.18:  Principles approved by Quality & Performance Committee in July – roll out to 
clinical areas has commenced. 
01.10.18:  Roll out to clinical areas complete.  Action complete. 

Complete 

18.3 Review effectiveness of Four Things that matter to patients campaign HPE 
ACN-PE 

31.01.19 14.08.18:  Audit programme to be developed and conducted once programme bedded in. 
01.10.18:  Clinical contact sessions to include monitoring of Four Things That Really Matter 
campaign. 

On track 

18.4 Implement Mouth Care Matters campaign DNME 
CSM 

30.09.18 
30.11.18 

14.08.18:  Launch of programme underway 
25.09.18: The initial meeting of the Mouth Care Group has taken place with actions being On track 
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agreed.  The group are to agree the products to be used and plan the roll out at the meeting 
on the 25.09.18.  It is hoped for the campaign to be launched in November.  Deadline to be 
revised to 30.11.18. 

18.5 Seek CCG support for implementation of unannounced “Sit and See” programme DCN 31.08.18 14.08.18:  Programme of visits in development for discussion with CCG – CCG support agreed 
in principle 
25.09.18: Programme of unannounced visits agreed by Associate Director of Quality & 
Nursing F&G and SE Hampshire CCGs to run alongside new clinical contact sessions.  Action 
complete. 

Complete 

18.6 Develop and implement Chief Nurse led dignity and respect campaign HPE 
ACN-PE 

15.09.18 14.08.18:  Head of Patient Experience and CN collaborating to identify key messages. 
01.10.18:  Focus on Four Things That Really Matter during August and September.  Plans 
underway to develop and implement dignity and respect campaign. 

Overdue 

18.7 Implement Compassionate Care Rounding programme / Clinical Contact visits ACN-PS 15.09.18 14.08.18:  Programme agreed at Lead Nurses’ meeting, ready for roll out across all wards 
24.09.18: Clinical Contact Sessions established, programme in place.  Action complete. Complete 

18.8 Plan and deliver ‘Perfect Care’ week in ED DCN 31.10.18 29.08.18:  Plans for exercise in development 
21.09.18:  On track planned for 09-10 October ’18. On track 
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RESPONSIVE 

Requirement Source Status Key Performance Indicators 
19a.   The Trust must ensure patients’ care plans provide information in sufficient detail to support individualised care and treatment, 

including, specifically, patients with dementia. 
MED MD 

s29A 
Aug 18 

• Nursing documentation audit results
• APoC audit compliance
• NHSI Learning Disability Improvement Standards data

collection results 
• Additional assurance to be gained through scheduled

deep dive. 

19b.   Nursing staff must write person centred, individualised patient care plans in the Achieving Priorities of Care document EOLC MD 

19c.   The Trust must ensure patients and their relatives or carers are involved and are kept informed about their care and treatment. MED MD 

Ref Actions Who Due Update Status 
19.1 Launch new 7 day care planning documentation (including falls, tissue viability, VTE 

and other key assessments, plus prompts to involve patients and carers and to 
consider mental capacity / dementia) 

DCN 31.08.18 See ref.  1.6.  Documentation launched 20.08.18.  Action complete 
Complete 

19.2 Make decision re: adaptation of Integrated Care Pathway documentation to reflect 
changes made to seven day care plan 

CN 15.09.18 
31.12.18 

14.08.18:  Particular pathways do not use seven day care planning tool – need to consider 
how to update in these areas 
25.09.18:  In the process of updating all ICPs in line with 7-day care plan.  Deadline revised to 
31.12.18 to allow time for changes to be incorporated and for printing by Medical Illustration 
department. 

On track 

19.3 Documents relating to falls and tissue viability to be modified to ensure better 
individualisation 

DCN 31.08.18 14.08.18:  Purpose T (tissue viability) assessment documentation revised and launched – now 
includes the assessment itself.  Falls documentation to be launched end of August and 
includes more individualised approach to assessment. 
24.09.18:  Falls documentation launched end of August.  Action complete. 

Complete 

19.4 Practice Educators to lead on implementation of new care planning documentation DCN 30.09.18 14.08.18:  Practice Educators to begin education sessions after drop in session 15.08.18 
19.09.18:  See ref. 1.6.  Action complete Complete 

19.5 Review of quality of completion of Achieving Priorities of Care (APOC) 
documentation (EOLC) to be conducted  

DCN 30.11.18 14.08.18:  Audit tools being produced 
25.09.18:  APOC documentation reviewed as part of Mortality Review Panel.  Results to be 
collated.  Ongoing review of APOC part of ref 19.8.   

On track 

19.6 Audit of quality of completion of revised care planning documentation through MRP 
- to inform further actions and development activity.

DCN 30.11.18 
31.10.18 

14.08.18:  Audit tools being produced 
24.09.18:  This action is in relation to audit of the care planning documentation and audit 
compliance as per ref: 1.6  

On track 

19.7 Patient engagement strategy to be ratified by the Board so that patients and carers 
will be involved in all service re-design/improvement initiatives 

HPE 
ACN-PE 

31.07.18 
30.11.18 

14.08.18:   Strategy to be added to October Board agenda   
01.10.18:   Patient, family, carer collaborative reviewed 20.09.18.  Further comments from 
community partners requested by 05.10.18.  Strategy for presentation at Quality and 
Performance Committee in October.  To allow for comments to be included will be presented 
to the December Trust Board for ratification.  Deadline revised. 

On track 

19.8 Use SJR in appropriate case samples to cover quality of care planning.  To seek 
assurance around process of care and documentation. 

ACN-PS 31.03.19 24.09.18:  New action developed. On track 

Requirement Source Status Key Performance Indicators 
20a.   Improve assessment and recording of the need for bed rail use, including in respect of patients who lack capacity s29A 

Aug 18 
• Nursing documentation audit results

20b.   Improve assessment and recording of the need for restraint practices (including mittens and iv line protectors) in respect of patients 
who lack capacity 

s29A 
Aug 18 

Ref Action Who Due Update Status 
20.1 Include bed rails assessment in revised nursing documentation and associated 

training 
DCN 15.09.18 09.08.18:  Documentation revised to include bed rails assessment.  HoS to attend 

documentation training drop-in day to focus on bed rail assessments 
17.09.18:  Documentation launch day complete.  HoS attended training drop-in day.  Action 
complete. 

Complete 
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20.2 Establish restraint working party to review training content, training needs and 
Restraint Policy 

DND-NS 31.08.18 09.08.18:  First meeting of working group booked for 17.08.18 to agree function of Group. 
17.09.18:  The second meeting was cancelled; new date awaited.  To note that Trust 
‘Restriction and Restraint Policy in Adult Care’ policy is in date with a review date of 
05.01.2020. 

Overdue 

20.3 Audit of restraint use and associated reporting to be conducted to provide baseline  
 

HoS 15.09.18 09.08.18:  Audit tool in development 
30.09.18:  Numbers of restraint incidences recorded on Datix for the financial year 2017/18 
and 01 April to 05 June retrieved.  Demonstrating that staff are recording incidents of 
restraint.  The reporting to the Safeguarding Service is still low at 6.6%. Specific audit to be 
undertaken by the Divisions to determine if staff who provide either chemical or physical 
restraint record this on the incident reporting system and a second recommendation that a 
restraint panel is held on each occasion.  

Overdue 

     
Requirement Source Status Key Performance Indicators 
21a.   The Trust must take steps to provide appropriate care and support to meet the needs of patients living with dementia. ED MD 

s29A 
Aug 18 

 • ‘Forget me not’  audit compliance 
• Trust dementia assessment rate 
• Nursing documentation audit results (care plan Section 

9) 
• Additional assurance to be gained through scheduled 

deep dive. 

21b.   The Trust must plan and provide services to meet the collective and individual needs of patients living with dementia 
MED MD 
Aug 18 

 

Ref Action Who Due Update Status 
21.1 Dementia Nurse Specialist to develop dementia strategy (to include support for 

carers of people with dementia), with stakeholder engagement including 
Healthwatch and carers’ groups 

SLN–D&EOLC 31.12.18 15.08.18:   Strategy being drafted to be ready for consultation with outside agencies and key staff 
groups  
 

On track 

21.2 University supported research project on reasons for inconsistency in use of 
social questions on patients’ admission to help identify carers  

SLN–D&EOLC 
CSM 

30.04.19 15.08.18:   Project in development with Portsmouth University On track 

21.3 Business Information to produce a dementia screening performance report SLN–D&EOLC 30.08.18 15.08.18:  Documentation under current review – go-live expected 22.08.18 
24.09.18:  Screening Performance Report produced.   Action complete. Complete 

21.4 Introduce process to ensure dementia screening and other vulnerability issues 
(e.g. DOLS, MCA issues, LD patients) performance report to be shared with 
clinical teams throughout the day at Ops meetings 

SLN–D&EOLC 
H-Op 

30.08.18 15.08.18:  Expected to commence 22.08.18 
01.10.18:  Daily Ops report includes mental health and sectioned patients; DOLS and MCA not 
included.  Dementia screening performance forwarded centrally to care groups who are held to 
account and report to P&A meeting.  Further discussions underway regarding patients with other 
vulnerability issues and discussion at Ops meeting.  Lead changed to H-Op. 

Overdue 

21.5 Review the dementia screening process to ensure it fits with clinical practice SLN–D&EOLC 30.09.18 15.08.18:  Initial review complete, but further work required to move screening to Bedview.    
24.09.18:  Screening process fits with clinical practice.  Discussions on going re: Bedview (see new 
action 21.13).   Action complete. 

Complete 

21.6 Identify and train non-medical staff who can support dementia screening process SLN–D&EOLC 15.10.18 15.08.18:  Potential non-clinical supports being identified 
01.10.18:  Non-clinical support identified.  Training dates to be established. On track 

21.7 Review support for carers of patients living with dementia SLN–D&EOLC 15.10.18 15.08.18:   Interim discussion with Head of Patient Experience to identify what is available- needs 
further review to ensure that this is embedded for all patients On track 

21.8 All patients with dementia have a 'This is me'  document in place and used 
effectively 

SLN–D&EOLC 30.11.18 15.08.18:  Agreed via Dementia Steering group that full ‘This is Me’ is not usable due to the length 
of the document.  New document designed- to be reviewed through Dementia Champions 
(meeting 16/8) and aim for phased roll out via Dementia Champions from 01.10.18 as part of 
‘what matters to me’ campaign 
01.10.18:  Current format reviewed and meeting held with Medical Illustration to devise updated 
version.  Ward to be identified for 1-week pilot before roll-out. 

On track 

21.9 Respond to findings of national survey of dementia carers  SLN–D&EOLC TBC 14.08.18:  Dependent on date of survey On track 
21.10 Factor dementia friendly design into plans for re-development of ED SLN-ED 

SLN–D&EOLC 
31.03.19 14.08.18:  Redevelopment plans at early stages. 

20.09.18:  Redevelopment plans continue.  Request for change in owner to SLN – D&EOLC. On track 

21.11 Review layout  environment in ED to identify and address opportunities to 
improve  dementia friendliness of the department 

SLN-ED 
SLN–D&EOLC 

15.09.18 14.08.18:  To be undertaken by Senior Lead Nurse in ED and Senior Lead Nurse, Dementia and End 
of Life Care 
20.09.18:  A dementia environment audit has been undertaken in ED.  Results available and being 
reviewed.  Dementia champion identified within the department.  New action devised (ref 21.14) 

Overdue 
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21.12 Review how staff respond to violence and aggression associated with dementia 
and develop enhanced strategy.   Cross ref to restraint working group. 

CN 31.11.18 14.08.18:  Part of a Trust-wide review of violence and aggression towards staff 
29.08.18:  Listening into Action event booked for 05.10.18 On track 

21.13 Dementia screening process to be available on Bedview. SLN–D&EOLC 
ACN-PS 

31.12.18 24.09.18:  New action developed (see 21.5) On track 

21.14 The Frailty Assessment Unit currently being developed; ensure dementia friendly 
by the end of December 2018. 

SLN–D&EOLC 31.12.18 28.09.18:  New action developed (see 21.11) 
On track 

Requirement Source Status Key Performance Indicators 
22. `Do not attempt cardiopulmonary resuscitation’ decisions must be appropriately made (including relevant consultation) and recorded,

and accompanied by a record of a mental capacity assessment where appropriate
SUR MD 

s29A 
Aug 18 

• DNACPR annual audit compliance
• Nursing  documentation audit compliance

Ref Action Who Due Update Status 
22.1 Include relevant DNACPR information in revised care planning documents and 

launch 
DCN 30.08.18 14.08.18:  Revisions to care planning documentation complete.  Document being launched per 

action 1.6 above.  Action complete. Complete 

22.2 Conduct baseline assessment audit in Surgery to identify quality issues and 
develop further  actions as appropriate  

DMD 15.09.18 14.08.18:  Audit will inform more detailed action planning 
21.09.18: Annual DNACPR audit undertaken May 2018.  Included 10 patients in Surgery.  Data 
analysis underway, delayed due to problems with new Healthcare Communications survey 
software.  Plan to present results to October Resus Committee.  Information provided at teaching 
sessions that where patients do not have capacity a capacity assessment tool is to be completed as 
well as the DNACPR form.  

Overdue 

Requirement Source Status Key Performance Indicators 
23. The Trust must take steps to ensure patients who attend the emergency department are able to access care and treatment in a timely

way in the right setting. The trust must ensure patients are promptly handed over by ambulance staff and assessed by a clinician in
the emergency department. The trust must reduce the time patients wait in the emergency department for their treatment to begin 
and their transfer to an inpatient bed. (PITSTOP) 

ED MD 
s29A 

Aug 18 

• 4 hour performance
• Ambulance handover
• Initial assessment
• Initial treatment
• Time in department

Ref Action Who Due Update Status 
See Urgent Care Improvement Plan 
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WELL - LED 

Requirement Source Status Key Performance Indicators 
24a.   The Trust must ensure patient records are stored securely, including in the ED corridor and other escalation areas MED MD 

s29A 
Aug 18 

• IG training levels
• IG incidents
• Nursing documentation audit compliance
• Additional assurance to be gained through

scheduled deep dive.
24b.   Introduce and embed enhanced systems of oversight and governance to ensure that the security of patient records improves s29A 

Aug 18 
24c.   Ensure patient consent is properly sought and recorded in respect of the display of patient identifiable information on boards in public 

parts of clinical areas 
S29A 

Aug 18 
Ref Action Who Due Update Status 
24.1 Design audit tool  / checklist for IG security assessment (including feedback and 

monitoring mechanism) 
H-IG 31.08.18 23.07.18:  Good practice examples being sought from other organisations 

31.08.18:  Tool produced and in use to create baseline assessment.  Action complete. Complete 

24.2 Conduct baseline assessment of IG security H-IG 31.08.18 23.07.18:  Resource to conduct the assessment being sought 
31.08.18:  Areas of poor performance identified.  Action complete Complete 

24.3 Review patient records storage facilities / equipment in all areas in all Trust 
locations and identify associated risks  

H-IG 07.09.18 23.07.18:  Dependent on results of assessment 
20.09.18:  All internal QAH and 50% of external locations reviewed.  External facilities 
identified as low risk.  Practice rather than facilities is the main issue.  

Complete 

24.4 Develop mitigation plans to address the identified risks H-IG 14.09.18 23.07.18:  Dependent on results of assessment 
28.09.18:  Practice rather than facilities is the main issue. Overdue 

24.5 Develop and implement a communications campaign to promote records 
security  

H-IG 31.08.18 23.07.18:  Good practice examples being sought from other organisations 
28.09.18:  Examples obtained.  Programme of communication developed for September, 
October and November.  Information Security week scheduled 02-05.10.18.  Action 
complete 

Complete 

24.6 Implement programme of routine spot checks H-IG 14.09.18 23.07.18:  Current programme of six monthly checks to be enhanced. 
28.09.18:  Routine spot checks now held quarterly.  Action complete. Complete 

24.7 Conduct repeat IG Security assessment H-IG 05.10.18 23.07.18:  To assess progress in improving security 
28.09.18:  Repeat audit to be conducted. On track 

24.8 Review alternative options for patient information in order to assess ongoing 
need for patient information boards 

H-IG 30.09.18 15.08.18:  Different approaches in use across the Trust – need to consider whether 
possible to remove / replace boards in all areas. 
29.09.18:  H-IG to attend CN meeting to discuss.  

Overdue 

24.9 Add record of consent to display name on patient information board to revised 
care planning documentation  

DCN 31.08.18 14.08.18:  Prompts to conduct thorough and effective consent process now included in 
nursing care planning documentation – to be launched per action 10.4 and audited per 
10.6.  Action complete. 

Complete 

24.10 Include records storage in ED redevelopment plans and Ambulance  handover 
facility 

COO 31.03.19 On track 

Requirement Source Status Key Performance Indicators 
25a.   The Trust must ensure that all patient safety risks are captured on an appropriate risk register, which must describe planned and 

completed mitigating actions. 
ED MD 
s29A 

Aug 18 

Assurance through the Accountability and Performance 
Reviews and Quality and Performance Committee 

25b.   The Trust must ensure effective management of risks. Risk registers must include all risks, the date the risk was identified and action 
taken to mitigate risks 

MED MD 

Ref Action Who Due Update Status 
25.1 Modify Datix risk register page to make easier to complete HRM 31.08.18 15.08.18:  First iteration of changes complete and being piloted 

31.08.18:  Revisions complete.  Action complete. Complete 

25.2 Hold risk workshop to identify barriers to effective use of risk registers HRM 31.08.18 15.08.18:  Workshop held 27.07.18 – developments identified and in train.  Action 
complete. Complete 

25.3 Risk team to work with Divisions to cleanse and update risk registers HRM 15.09.18 
31.10.18 

15.08.18:  Agreed in principle at Risk Workshop in July 
20.09.18:  Work ongoing to update Divisional and Care Group risk registers.  Governance On track 
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lead forums scheduled bi-monthly.  Review of risk register module in Datix underway.  
Completion date to be revised. 

25.4 Re-establish Governance Leads’ Forum to support regular review of risk registers DGR 15.09.18 15.08.18:  First meeting 22.08.18 
31.08.18:  Meeting programme agreed.  Invitations sent.  Action complete. Complete 

25.5 Produce and adopt revised Risk Management Strategy, clarifying Divisional 
responsibilities for risk management and associated processes 

DGR 31.07.18 15.08.18:  Revised Risk Management Strategy approved and adopted by Trust Board 
05.07.18.  Action complete. Complete 

25.6 Implement Quality & Performance Committee oversight of divisional and 
corporate risk registers 

DGR 31.10.18 15.08.18:  First round of divisional risk register reporting to begin at September meeting of 
Q&P  
17.09.18:  Corporate Functions risk register reviewed at May Quality and Performance 
Committee.  Divisional risk register reviewed at August meeting.  Programmed into 
committee work-plan.  Action complete. 

Complete 

Requirement Source Status Key Performance Indicators 
26. Governance and Quality oversight meetings, including Mortality Review Steering Group, should be regular and consistent s29A 

Aug 18 
Assurance will be gained through: 
• Q&P attendance record
• MRG attendance record
• Divisional governance attendance record

Ref Action Who Due Update Status 
26.1 Provide and adopt standard terms of reference for divisional Governance 

meetings 
DGR 31.08.18 14.08.18:  ToR circulated to Divisional management teams for adoption 

28.09.18:  September Performance and Accountability meetings sought confirmation of 
divisional governance arrangements.  All structuring now implemented.  Action complete. 

Complete 

26.2 Identify schedule of governance and quality oversight meetings across the trust 
and develop monitoring tool 

DGR 31.08.18 14.08.18:  Board and Board Committee meetings on schedule; divisional and Care Group 
meetings to be added 
17.09.18:  Request to Divisions/Care Groups. 
24.09.18:  Responses received from all areas.  Monitoring through governance meeting 
attendance log at divisional reports to Q&P and P&A Committee meetings.  See ref 26.5.  
Action complete. 

Complete 

26.3 Set monthly reminder and offer of support to all management teams re: 
importance of making time for governance meetings  

DGR 31.08.18 14.08.18:  Diary entries for reminders created.  Action complete. Complete 

26.4 Governance Leads’ Forum to be re-established to help reinforce and embed good 
governance across the Trust and seek feedback about inconsistent meetings 

DGR 31.08.18 See ref. 25.4 Complete 

26.5 Address cancelled governance and quality oversight meetings at Performance & 
Accountability meetings with divisions 

DGR 31.03.19 14.08.18:  To be raised as required. 
28.09.18:  See ref 26.2.  Action complete. Complete 

Requirement Source Status Key Performance Indicators 
27a.   Review leadership and governance systems in the ED s29A 

Aug 18 
• Overdue risks
• Complaints
• Appraisal rate
• EST rates
• ED Safety Checklist
• Non-clinical patient moves and outliers
• ED corridor waits 15 mins+ (no, average wait,

longest wait)
• ED Safety Checklist compliance
• Single sex breaches

27b.  The Trust must develop governance systems to provide assurance of the efficiency and effectiveness of systems to ensure patient flow 
and patient safety 

ED MD 

Ref Action Who Due Update Status 
27.1 Leadership review to be undertaken by COO COO 15.10.18 15.08.18:  Review complete; interim post holders in place.  Permanent recruitment 

underway On track 

27.2 Review governance arrangements in ED and develop further actions DGR 15.09.18 20.08.18:  New Divisional Governance arrangements being set up; detailed review of ED 
governance systems in hand Overdue 
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30.09.18:  Process reviewed; routine governance effective.  Focus on implementation and 
feedback to staff.  Awaiting evidence to enable completion. 

Requirement Source Status Key Performance Indicators 
28a.   The Trust must ensure governance processes are established and embedded to provide an effective and systematic approach to 

improvement of the service 
MED MD • Assurance through Quality and Performance

Committee
• Assurance to be gained through scheduled deep

dive.
28b. Ensure maternity services undertake audits and acts on finding to improve practices MAT MD 

Ref Action Who Due Update Status 
28.1 Review governance arrangements in maternity and develop further actions DGR 15.09.18 20.08.18:  New Divisional Governance arrangements being set up; detailed review of maternity 

governance systems in hand 
24.09.18:  New process for PODS (a team of Midwifery and Obstetric staff who lead on a 
specific clinical area) reporting to the Governance meeting.  New Obstetrics Governance lead in 
place.  Guidelines Group established to review all out of date guidance, active consultant 
engagement. Maternity Clinical Effectiveness Quality and Safety Committee reports into the 
Women and Children Governance committee. 
Obstetric and Midwifery audit lead meeting the Trust audit department to look at restructuring 
audit programme to ensure that the process includes the PDSA cycle for findings and 
recommendations.  Maternity Board meets quarterly and report to Q&P Committee.  Action 
complete. 

Complete 

28.2 Review governance arrangements in Medicine and urgent Care Division and develop 
further actions 

DGR 30.09.18 20.08.18:  New Divisional Governance arrangements being established. On track 

28.3 Review of Trust Clinical Effectiveness Steering Group (CESG). MD 30.11.18 28.09.18:  New action devised. On track 

Requirement Source Status Key Performance Indicators 
29. The Trust must develop and embed a vision and strategy for the trust and services MED MD 

Ref Action Who Due Update Status 
29.1 Present trust strategy, Working Together, to trust board for approval and adoption DSP 05.07.18 05.07.18:  Strategy adopted by Trust Board.  Action complete. Complete 
29.2 Begin quarterly updates to Board on delivery of Working Together implementation 

plan 
DSP 15.10.18 15.08.18:  Item on agenda for October Board.  Action complete. Complete 
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Abbreviations 

ACN-PE Associate Chief Nurse – Patient Experience DMD Deputy Medical Director 
ACN-PS Associate Chief Nurse – Patient Safety DND–M&UC Divisional Nurse Director – Medicine & Urgent Care 
ADIP/PS Associate Director Infection Prevention / Patient Safety DND-NS Divisional Nurse Director  – Networked Services 
AMD Associate Medical Director DND-SO Divisional Nurse Director – Surgical and Outpatients 
CD-ED Clinical Director – Emergency Department DNME Director of Nursing and Midwifery Education 
CEO Chief Executive Officer H-H&S Head of Health and Safety 
CN Chief Nurse DND–M&UC Divisional Nurse Director – Medicine & Urgent Care 
COO Chief Operating Officer H-IG Head of Information Governance 
CSM Clinical Standards Matron H-Op Head of Operations 
DCN Deputy Chief Nurse HoS Head of Safeguarding 
DSP Director of Strategy and Performance HPE Head of Patient Experience 
DD Delivery Director HRM Head of Risk Management 
DDIPC Deputy Director Infection Prevention and Control MD CQC ‘must do’ action 
DD-M&UC Divisional Director – Medicine and Urgent Care S29a CQC Section 29a Warning Notice 
DDO Deputy Director of Operations SLN–D&EOLC Senior Lead Nurse – Dementia and End of Life Care 
DD-WOD Deputy Director of Workforce and Organisational Development SLN-ED Senior Lead Nurse – Emergency Department 
DE Director of Estates 
DGR Director of Governance & Risk 
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Paper Title: 
Learning From Deaths 

Sponsoring Director: John Knighton, Medical Director 

Authors: Gill Gould, Associate Chief Nurse – Patient Safety 

Purpose: To inform the Trust Board of actions taken by the Trust to 
implement and maintain the national Learning from Deaths 
requirements. 

Action required by the Board/Committee: Noting 
Document previously considered by which 
meeting(s) (please insert all meetings): 

Mortality Review Group 

Executive Summary –  
This is the fourth report following the publication of the National Quality Board report on Learning from Deaths. 

Since the last report The Trust has continued to develop the systems and processes required to meet these the requirements set 
out in the report, including 

• Mortality review panel
• Mortality Review Group
• Learning from Deaths Policy
• Improved Data collection
• Structured Judgement reviews

The Trust has fully implemented the Learning from Deaths policy and all adult inpatient deaths are reviewed at the Mortality 
review panel. 98.9% of deaths were recorded as having been reviewed in Q1 

Only one death was identified as being avoidable, but 27 cases were noted to have some degree of avoidability and 13 cases were 
referred for more in depth investigation. Of these, five cases are being investigated through the Serious Incident process and two 
had Structured Judgement Reviews completed. 

Learning themes identified in this quarter include communication between teams, delays in discharge planning/funding preventing 
discharge to preferred place of care and issues relating to continuity of care impacting on timely decision making. 

Actions taken include the commencement of a weekly panel to review cases of patients who deteriorate whilst awaiting discharge 
and the implementation of a new process to gather and share feedback from Coroner’s inquests. 
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Recommendations: 
None identified 

Key Risks Identified: None identified 

Links to BAF/Risk Register: BAF 13 - Implementation of new initiatives, standards and learning 
from incidents and complaints is inconsistent across the Trust 
BAF 14 - Governance systems across the Trust are ineffective in the 
delivery and monitoring of high standards of care, treatment and 
performance, and are insufficiently open and transparent 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     

Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience 

Patient Safety/Safety impact 

Clinical Outcome/Effectiveness 

Operational/Non clinical 

Impact across Trust & wider 
Health economy 
Accessibility/Waiting times 

Staff 

Other 
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Negative Neutral Positive 

Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age 

Disability 

Gender reassignment 

Marriage & Civil Partnership 

Pregnancy & Maternity 

Race 

Religion or Belief 

Sex 

Sexual Orientation 

Human Rights 
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Other Group         

 
 

 Negative Neutral Positive   
 

Assessment Sign Off 
Role Name Date 
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Learning from Deaths 
Q2 2018/9 report to Trust Board 

Introduction 
This is the fourth report to the Trust Board following publication of the National Quality Board 
(NQB) Guidance on Learning from Deaths in March 2017, the purpose of which was to support the 
development of a standardised approach to learning from deaths across organisations.  

The report provides details on the actions taken in the last quarter to comply with the NQB 
requirements.  

Mortality Review Panel 
The panel continues to review all adult inpatient deaths. Additional consultant and senior 
nursing/AHP staff have been recruited to join the panel to ensure sustainability. 
The national programme to introduce the Medical Examiner role is progressing with the 
expectation that this will be in place by April 1st 2019. The Deputy Medical Director is 
producing a business case to present the options for delivery of the requirements which 
include a personal discussion of each case with the family/carers.  
A meeting of those who participate in the panel was held to focus on how the process is 
working, opportunities to improve and further develop the MRP and to discuss the 
implications of the medical examiner role. 
The MRP process provides an opportunity for staff to audit certain aspects of the 
documentation of care. During Quarter 2 an audit of the time of decision making relating to 
Do not Attempt Cardio-Pulmonary Resuscitation (DNACPR), palliation and commencement 
of the Achieving Priorities of Care process was commenced. The results of this will be 
shared at the MRG. 

Mortality Review Group 
The group continues to meet monthly to monitor progress against the key work-streams 
relating to mortality and learning from deaths across the Trust.  
More in-depth reviews of conditions flagged by Dr Foster as potential Outlier Alerts have 
been undertaken to identify any cases where care or treatment could have been improved. 
Conditions reviewed in Q2 include intestinal infection, current reviews are being undertaken 
of Non-Hodgkin’s lymphoma and cancer of the stomach. 

Structured Judgement Review Process 
Two training sessions were held during Quarter 2 with a further 13 staff trained. A total of 50 
staff have now been trained, from 21 specialties. Two additional sessions have been booked 
during quarter 3. The remaining specialties with no or insufficient staff trained have been 
made aware of the requirement to send staff to these sessions and places have been 
booked. 
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Data 1st July 2018 to 30th September 2018 

1) Total Number of Deaths

There were a total of 475 recorded deaths between July and September 2018. This includes all 
inpatient deaths but does not include patients who died in the Emergency Department. As a 
percentage of all patient care episodes this equates to 1.5% and is unchanged year on year. 

58 deaths occurred in the Emergency Department in Q2, monthly breakdown is detailed below. 
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The chart below shows the crude total death rate for the last 3 years 

As in Q1, the overall number of deaths has returned to a stable position with little year on year 
variation noticeable. 

2) Deaths subject to a Case Record Review

There were 2 adult inpatient deaths recorded in Q2 which were not reviewed by the MRP, an 
improvement from 8 in Q1. In one case the patient died within 1 hour of the transfer from ED and 
the death was therefore reviewed by ED. Plans are being developed to ensure that deaths 
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occurring in the ED receive the same level of initial case review as inpatient deaths. It has not been 
possible to ascertain the reason for the second case not being reviewed.  

The number of cases discussed with the coroner’s office and those then referred for Coroner’s 
Post Mortem has remained stable with 47 post mortems requested, unchanged from Q1.  

3) Numbers investigated via the Serious Incidents Requiring Investigation framework

There were 13 patients who were identified as requiring investigation via the Serious Incident
Requiring Investigation (SIRI) process in Quarter 2. The majority of these cases relate to
unexpected deaths and, following a more in depth review, are downgraded. There are two
cases where ongoing SI investigations are being progressed. One relates to a surgical patient
who deteriorated following elective surgery. The second case relates to anticoagulation in a
patient with a head injury.
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4) Number of deaths where it is thought ‘more likely than not’ that problems in care
contributed.

There was 1 case between July and September where the panel considered that there was 
strong evidence of avoidability (Hogan score 2). This was the death of a patient who was 
admitted to acute oncology following deterioration at home. The patient continued to 
deteriorate but the severity of her condition was not understood by the multi-disciplinary team 
and there was a significant delay in responding to the patient’s deterioration. The case is being 
investigated. 

There are a further 2 cases which, following further in depth investigation, have had their 
Hogan score upgraded to 2.  

The first case relates to a patient who suffered an inpatient fall and resultant subdural 
haemorrhage which led to his death. This occurred in February and was fully investigated at 
the time. 

The second case occurred in April and relates to a patient who had an incorrect sized biliary 
stent inserted. This case was subject to a never event investigation which has identified 
learning points and confirmed that the patient’s death was likely hastened by the event. An 
inquest into the death is due to be held in November. 

There were no cases which were felt to have been probably avoidable (Hogan score 3). 

Of the remaining 12 cases referred as SIRIs, 4 are currently being investigated, 2 had 
Structured Judgement Reviews completed, one was referred to safeguarding and 4 were 
reviewed at panel but required no further investigation. 

5) Themes and issues identified through review and investigation

New themes identified within quarter 2 relate to:

Communication between teams looking after patients is a theme identified in MRP and
investigations. In particular communication between the Hospital Palliative Care team (HPCT)
and consultant teams regarding management of care, which may lead to poor patient care or
experience has been noted. There have been a number of cases where the plans suggested
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by the HPCT have not been followed in a timely way, in part as the responsible team were not 
made aware of the suggested care. 

There continue to be a number of patients who die in hospital whilst awaiting ‘fast track’ funding 
or continuing NHS healthcare funding. This includes patients wishing to return home for end of 
life care and those who have complex health needs who deteriorate whilst awaiting funding 
decisions. 

There have been some cases identified where care has been potentially compromised due to a 
lack of continuity of care, in particular where senior clinicians responsible for the patient have 
changed multiple times. This has led to delays in making prompt decisions regarding future 
care plans, including commencing the Achieving Priorities of Care (APOC) plan. 

6) Changes that have been made as a result

An audit has been undertaken in September and October which looks specifically at the timing
of decisions relating to DNACPR, palliation and commencement of APOC. The results of this
audit will be reported in the Q3 report and will form a baseline against which future
improvements can be measured.

The audit includes a review of the quality of the care planning within the APOC document; this
will be fed back to the specialties involved by the Senior Lead nurse for Dementia and End of
Life care.

The Trust has commenced a weekly panel to review the cases of patients who deteriorate
whilst awaiting discharge arrangements, such that they are unable to be discharged to their
preferred place of care. The panel feeds back directly to the CCG responsible for NHS fast
track and continuing care funding and to the relevant Adult Social Care department.

A new process has been put in place to gather feedback from clinicians who attend Coroner’s
inquests. This is to ensure that the learning points from the inquests are collated and shared
widely across the organisation.

Feedback of concerns/ issues from community and primary care continues to be shared with
CCG partners. Senior patient safety team are facilitating an educational session for local GPs
via the ‘Target’ programme this autumn. CCG partners have requested that further sessions
are arranged to cover other localities.

Planning continues in advance of the introduction of the Medical Examiner role which is a
national requirement from April 2019. A business case to support the implementation of the
role is being prepared and will be presented to the Trust in October.

Learning from the MRP has been presented at the Medical Grand round and the themes
discussed at this forum.
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Report to Trust Board Public – November 2018 
Agenda Item Number: 241.18 

Enclosure Number: 11 

Paper Title: Revalidation – Annual Report 

Sponsoring Director: John Knighton, Medical Director 

Authors: Caroline Man, Medical HR Manager 
Mike Homer-Ward, Trust Appraisal Lead and Rehabilitation 
Medicine Consultant 

Purpose: For approval 

Action required by the Board/Committee: Noting 

Document previously considered by which 
meeting(s) (please insert all meetings): 

None, last Trust Board Report – September 2017 

Executive Summary: 

Medical Revalidation – Trust Board Update and Annual Report 

PHT has an appraisal system that: 
 Is currently regulated through CRMS which is familiar to senior hospital doctors
 Complies with national guidance with update training provided annually
 Takes account of patient complaints and significant clinical events
 Is a ‘whole practice’ appraisal.

 Has a Quality Assurance process and provides feedback to the appraisers.
 Is rated as “meeting all core standards, quality assured with some quality improvement” by NHS

England Revalidation Team.
 The appraisal and revalidation system used at PHT is currently out to tender and there is likely to be a

change in supplier for this.

Recommendations:  

For information only 
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Report to Trust Board Public – November 2018 
Agenda Item Number: 241.18 

Enclosure Number: 11 

Key Risks Identified: Change to current systems depending on the tender outcome 
Review of complaints, SIRIs etc – need to be improved 

Links to BAF/Risk Register: None 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )  

    

Care Quality Commission domains (insert  )  

Safe Effective Caring Responsive Well led 

    

Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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Report to Trust Board Public – November 2018 
Agenda Item Number: 241.18 

Enclosure Number: 11 

Appendix A Insert  

Quality Impact Assessment 
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Change 

Moderate 
Change 
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Change 

No 
Change 
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Major 
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Patient Experience 
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Clinical Outcome/Effectiveness 
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Staff 
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Negative Neutral Positive 
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Report to Trust Board Public – November 2018 
Agenda Item Number: 241.18 

Enclosure Number: 11 

Appendix B Insert  

Equality Impact Assessment 
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Moderate 
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No 
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Enclosure Number: 11 

Negative Neutral Positive 

Assessment Sign Off 
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Report to Trust Board Public – November 2018 
Agenda Item Number: 241.18 

Enclosure Number: 11 

Medical Revalidation – Trust Board Update and Annual Report 

1. Introduction

Launched by GMC in December 2012. 

Culmination of work between NHS employers, GMC, CQC, BMA and patient groups. 

A previous paper was presented to Trust Board in September 2017.  Revalidation numbers 
are provided to Trust Board within the monthly Integrated Performance Report. 

2. Process

PHT is a Designated Body for Revalidation and Dr John Knighton is the Responsible Officer 
(RO). Revalidation for an individual doctor runs over a 5 year cycle. The process is reliant on 
a robust appraisal process and presentation of a portfolio of evidence of personal 
development. Within each 5 year cycle there must be evidence of annual appraisal along 
with a 360 degree patient review and a 360 degree colleague review.  PHT has adopted the 
review template recommended by the GMC. Appraisal includes a review of all complaints 
and involvement in any significant clinical incidents.   The whole Revalidation process was 
reviewed by the National revalidation team. 

3. Update

On 5 June 2014 the Chief Executives of the General Medical Council (GMC), Care Quality 
Commission (CQC), Monitor and Trust Development Authority (TDA) wrote to Trust Chairs 
asking them to confirm that they were supporting the Revalidation process.  They 
recommended that Board members should: 

 Monitor the frequency and quality of medical appraisals
 Check there are effective systems for monitoring the conduct and performance of

doctors
 Confirm that feedback from patients is sought periodically

NHS Revalidation Support Team established an Organisational Readiness Self-Assessment 
toolkit that allows Trusts to benchmark themselves. 

NHS revalidation team have reviewed PHT as a Designated Body. 

4. Position in Portsmouth Hospitals Trust

PHT is a designated body and the Responsible Officer (RO) was revalidated in January 
2014.  
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 There are currently 578 doctors which have PHT as their designated body (DB).
 Many doctors are now in their 2nd revalidation cycle.
 To date 477 successful recommendations have been made. There are 42 doctors left

to revalidate until the end of this financial year.
 The Medical Director is due to revalidate again on 5th January 2019.
 117 deferrals have been submitted mainly due to incomplete paperwork or the doctor

being new to the UK or the hospital (72 people have been deferred once and 20
more than once).

 Deferral is regarded by the GMC as a neutral act with no implications to the doctor.
 1 doctor has been referred as ‘non-engagement’ and the GMC were already aware of

this doctor.

In April / May 2018 PHT provided information in response to the NHS England Annual 
Organisational Audit.  Details of the audit accompany this paper.   

On 5th June 2018 the revalidation / appraisal team were visited by the Regional Revalidation 
Team, NHS England (South) to discuss the Higher Level Responsible Officer Quality Review 
and update on PHT’s areas for development. 

5. Senior doctor Appraisal

PHT has used an electronic system for monitoring consultant activity with regard to 
appraisal, job planning, annual and study leave and thus we have had an advantage over 
some organisations with regard to the process and organisation of revalidation.  This is 
called CRMS and provides consultants with easy access to aspects of their administrative 
work confidentially but transparently and gives the Trust access to job plans, appraisal etc 
on a ‘need to know’ basis. 

The PHT revalidation / appraisal team consists of: 
 RO -  John Knighton
 Trust Appraisal Lead – Mike Homer-Ward
 Appraisal leads within CSC’s

 HR support – Caroline Man and Natasha Hobson

All PHT senior doctors use CRMS.  Appraisal dates are monitored and recorded on CRMS. 
All appraisers are trained according to NHS Revalidation guidelines – these guidelines 
change and as a result of the recent recommendations about the flavour of appraisal we 
have amended our instructions to appraisers regarding the quality and depth of discussion 
that needs to take place and introduced the concept of a ‘Trust values’ based review.  

PHT has a total of 153 active appraisers. The Trust has arranged 2 sessions of New Medical 
Appraiser Training; the first was held on 21st November 2017, 18 doctors attended, the 
second was held on 27th April 2018, 17 doctors attended. 5 annual update appraiser 
sessions were organised over several weeks throughout autumn, 62 appraisers attended 
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these.  Anyone who has not completed these update training sessions within the past 2 
years (new appraisers excluded) will cease to be an appraiser.  

When revalidation commenced PHT had appraisal dates that were not split evenly over the 
year but centred around March (prior to pay progression sign-off).  The appraisal team thus 
assigned appraisers and appraisal dates to consultants to facilitate the appraisal review and 
quality assurance and separated these over the 12 months of the year.  This process was 
completed during 2014. 

At appraisal each doctor is required to bring details of complaints, significant clinical events 
and potential litigation to be discussed. To facilitate this, the Trust has developed a 
spreadsheet for all senior doctors and this information is added to on a continuous basis.  
However it has now been recognised that the use of the Datix system would provide more 
comprehensive information. 

As the designated body (DB), appraisal at PHT involves the entire medical practice of each 
individual and thus includes activities such as Private Practice, support for clubs (Rugby 
clubs etc.) and anything that encompasses medical practice. To ensure all work, not just 
NHS practice is reviewed and discussed at appraisal the Scope or Practice section has been 
enhanced. 

6. Quality assurance

Appraisal summaries and PDP’s are available to the RO and Appraisal Lead for the Trust 
through CRMS and review of each appraisal takes place as part of Quality Assurance. 
There is a feedback audit to the appraisers from both the appraisees and also from the Trust 
Lead for appraisal to maintain and raise standards.  

PHT has undergone an Independent Verification Visit on the Revalidation process from NHS 
England Revalidation Team and the findings from this were largely positive.     

7. Further developments in appraisal for PHT

 Improvements in Consultant performance information
 Formal link to Trust values
 Link between appraisal and job planning – this has now been agreed but deferred

due to a review of the CRMS system.
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Paper Title: Lampard Report – Progress Paper 

Sponsoring Director: Theresa Murphy, Chief Nurse 

Authors: Sarah Thompson, Head of Safeguarding 

Purpose: To provide assurance that the Trust is compliant with the 
recommendations from the Lampard Report.  

Action required by the Board/Committee: Noting 
Document previously considered by which 
meeting(s) (please insert all meetings): 

TLT, Workforce and OD Committee and Trust Board 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

In October 2012, the Secretary of State asked Kate Lampard to provide oversight of the various Saville investigations 
and provide assurance that they were rigorous and robust.  As a result of this NHS trusts were asked to develop an 
action plan to identify where additional actions were needed against 9 of the 14 recommendations for NHS Providers 
to implement. 

All of the NHS trusts responded and a further report was commissioned in February 2015 detailing the themes and 
lessons learnt from the NHS investigations into matters related to Jimmy Saville. 

In May 2018, the Chief Nurse requested that Portsmouth Hospital NHS Trust revisit the 9 recommendations due to a 
change in tenure of the Executive team and there being no evidence to assure the Trust Board of the compliance 
against the recommendations. 

Of the 9 recommendations applicable to NHS Trusts, PHT have made progress against them all.  Recommendation 1, 2, 
3, 4, 6 and 7 are completed with recommendations 5, 8 and 9 currently at Amber awaiting the result of the internal 
audit to determine the risk currently held re DBS checks.  In addition, allegation management training was completed 
at Gold Command training in September 2018.   

Since the last report to the Trust  Board the VIP Plan has been approved at the Safeguarding Committee and the level 
of training required for volunteers also agreed.  This has closed both recommendations 1 and 3. 

Recommendation 5 remains Amber as the Trust has not yet adopted the recommendation.  This was the subject of a 
full report to the Workforce and OD Committee on 26th October 2018 and the rationale and mitigation in place is 
detailed within the Action Plan.  In addition the internal audit undertaken on recruitment practice in August/September 
2018 indicated that all DBS checks had been completed within the sample selected. 

It is proposed that recommendations 8 and 9 are moved to Green as a result of the activity identified within the Action 
Plan. 
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The Lampard Action plan and report on progress will be monitored by through the Safeguarding Committee which 
provides updates to the Quality and Performance Committee 

A tolerated risk remains in respect of the Trust not completing DBS re-checks every three years. 

Recommendations:  
To move recommendations 8 and 9 to Green. 

Key Risks Identified: 

Links to BAF/Risk Register: BAF 14 
CRR 11 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   
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Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 
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PHT ACTION PLAN FOLLOWING LAMPARD REPORT (JULY 2015) 

 Progress Report October 19 2018 

NO RECOMMENDATION ACTION KEY TASKS TO 
ACHIEVE 
RECOMMENDATIONS 

TARGET DATE 
LEAD OFFICER 

PROGRESS RAG 
SCORE 

1. All NHS hospital trusts should 
develop a policy for agreeing to 
and managing visits by 
celebrities, VIPs and other official 
visitors. The policy should apply 
to all such visits without 
exception. 

Policy to be 
approved and in 
place  

Policy to be written and 
approved at 
Safeguarding 
Committee 

Director of 
Communications 

 COMPLETED 

VIP plan agreed and 
approved at Safeguarding 
Committee on September 28 
2018.  

2. All NHS trusts should review their 
voluntary services arrangements 
and ensure that:  
• they are fit for purpose;
• volunteers are properly
recruited, selected and trained
and are subject to appropriate
management and supervision;
and
• all voluntary services managers
have development opportunities
and are properly supported.

To ensure all 
visitors to the site 
are risk assessed 

Risk assessment to be 
made on all visitors to 
the site including; 

Celebrities 
Hospital volunteers of 
all categories 
VIP’s 

Chief Nurse and 
Head of Patient 
Experience  

COMPLETED 

The Trust has a policy for the 
recruitment of volunteers, the 
newest version was issued 
March 2017 and is due for 
review March 2019. 

This policy was reviewed 
before ratification by the 
Trusts recruitment Managers 
and is written in line with the 
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Trusts HR Policy. In addition 
it was ratified by the patient 
experience steering group.  

The purpose of this policy is 
to ensure that there are good 
standards of practice in the 
recruitment, support and 
training of those who 
undertake voluntary work for 
the Trust, on Trust premises 

The policy details the pre 
employment checks that 
need to be in place before a 
volunteer can commence 
their placement, all relevant 
pre-employment checks are 
completed in line with the 
Trust HR Policy and Protocol 
for Pre-employment and 
Employment Checks. 

The voluntary services 
department has begun to 
develop a list of the levels of 
checks and rationale for the 
different volunteering roles, 
which is updated regularly if 
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advice has been sought from 
the DBS service or the Trust 
recruitment Managers The 
voluntary services 
department has a risk 
assessment tool that is used 
to determine the appropriate 
cause of action if something 
is shown on an individuals 
DBS and an action plan put 
in place for supervision,  
review or to decline an 
applicant if appropriate. 

All volunteers complete an 
online induction prior to 
attending a recruitment 
session which includes the 
essential skills required by 
the learning and development 
team to be completed 

All volunteers are required to 
update their essential skills 
yearly in a similar way to 
Trust employees however 
they are not required to do 
this online and instead sign to 
say that they have read and 
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understood the relevant 
sections of the essential skills 
booklet which has been sent 
to them at their home 
address. Both the initial 
training and yearly update 
includes Safeguarding adults 
and Children and 
MCA/DOLs. 

The management and 
support of volunteers within 
their role is the responsibility 
of the senior staff within that 
placement area.  This is with 
the support of the Patient 
Experience and Engagement 
Manager for more serious 
issues. 

The role of voluntary services 
manager is part of the remit 
of the Patient Experience and 
Engagement Manager 

The Patient Experience and 
Engagement Manager 
reports to the Head of Patient 
Experience who has overall 
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responsibility for the strategic 
direction of voluntary services 
in the Trust.  

The Patient Experience and 
Engagement Manager is an 
HR professional and a 
member of the Chartered 
Institute of Personnel 
Development (CIPD) and 
was formally an Business 
Partner at the Trust for many 
years. Continued 
membership to access 
development opportunities 
through the CIPD has been 
requested on the Patient 
Experience training plan for 
2018/19 

3. All NHS trusts should ensure 
that their staff and volunteers 
undergo formal refresher training 
in safeguarding at the 
appropriate level at least every 
three years. 

Volunteers to be 
included in 
Safeguarding 
Training Strategy 

Training Strategy to be 
written and agreed at 
Safeguarding 
Committee 

Head of 
Safeguarding 

Patient 
Experience and 
Engagement 

COMPLETED 

All volunteers have an 
induction programme which 
includes safeguarding at level 
1. 

Page 220 of 242



NO RECOMMENDATION ACTION KEY TASKS TO 
ACHIEVE 
RECOMMENDATIONS 

TARGET DATE 
LEAD OFFICER 

PROGRESS  RAG 
SCORE 

Manager Volunteers are provided with 
the essential skills booklet for 
annual updates 
 
Volunteers are included in 
the safeguarding training 
strategy as requiring level 1 
safeguarding training and a 
refresher 3 yearly.  
 
All training is recorded on 
ESR. 
 
The above requirements for 
volunteers were agreed at 
the Safeguarding Committee 
on 28 September 
 
 
 

4.  
All NHS hospital trusts should 
undertake regular reviews of:  
• their safeguarding resources, 
structures and processes 
(including their training 
programmes); and  
• the behaviours and 
responsiveness of management 

 
Audit programme 
to be in place  

  
External Auditors, QA 
processes, governance 
exercises to be   firmly 
embedded    
 

 
Head of 
Safeguarding 

 
COMPLETED 
 
An action plan is in place for 
all external and internal QA 
processes including : 
 
CQC 
Safeguarding Board QA 
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and staff in relation to 
safeguarding issues  

To ensure that their 
arrangements are robust and 
operate as effectively as 
possible. 

processes 
Peer Reviews 

These are all updated, 
reported to all safeguarding 
boards and to the 
Safeguarding Committee. 

It is also recorded in the 
annual report. 

The CQC recommendations 
related to safeguarding are 
regularly monitored through 
the Quality Improvement 
group. 

5. All NHS hospital trusts should 
undertake DBS checks 
(including, where applicable, 
enhanced DBS and barring list 
checks) on their staff and 
volunteers every three years. The 
implementation of this 
recommendation should be 
supported by NHS Employers. 

DBS Policy to be 
reviewed to 
ensure 
volunteers are 
included in the 
categories for 
check 

Benchmark periodic 
checks with other NHS 
Acute trusts. 

Risk assessment to be 
completed as to risk 
associated with not 
completing periodic 
checks. 

Commission a report 

Director of HR The voluntary services 
department undertake DBS 
checks on volunteers upon 
recruitment  or if changing 
roles in line with Trust HR 
practice 

In respect of staff, DBS 
checks are undertaken on 
appointment and when a 
member of staff moves into a 
role where a DBS check is 
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looking at recruitment 
practice     

required.  The Trust does not 
re-check existing DBS 
checks every three years and 
it is a tolerated risk on the 
Trust Risk Register for the 
following reasons: 
a. Employers are not
legally required to obtain
periodic or retrospective
checks on existing members
of staff
b. The implementation of
this recommendation has not
been supported by NHS
Employers
c. Locally out of 13
Trusts within the South
Central Region, 4 undertake
DBS checks every 3 years.
However 2 of these are
currently reviewing their
processes with the view to
extending the period to 5
years.  This is as a result of
the very low numbers of
certificate status that
changed within the 3 year
period, none of which was
significant i.e. did not result in
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dismissal or a change to the 
employee’s job role 
d. If a member of staff is 
arrested or subject to an 
investigation they are 
required to notify their 
employer. 
e. The Common Law 
Police Disclosure (CLPD) 
provisions ensure that where 
there is a public protection 
risk, the police will pass 
information to the employer 
or regulatory body to allow 
them to act swiftly to put in 
measures to mitigate any 
danger. The information is 
passed on at charge or arrest 
rather than conviction 
Comprehensive recruitment 
checks are conducted by the 
recruitment team on all new 
staff or staff changing roles 
where a DBS check is 
required. 
 
Following on from a 
recruitment Audit undertaken 
in 2015 a repeat audit was 
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undertaken on the 9 and 10th 
of August 2018. 

This was commissioned and 
undertaken by TIAA as an 
internal audit. 

The audit  comprised of pre-
employment checks for new 
staff taken from a sample of 
new starters that joined the 
Trust from 1st January 2018 – 
30th June 2018 and included 
the following: 

• Rights to Work
• Identity
• Professional

Registration and
Qualifications

• References
• Work health

Assessments
• Criminal Records

Check

The audit reported that of the 
sample tested to ensure they 
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had DBS checks as required 
by the  NHS Employment 
checks standard, all had 
been checked and  had an in 
date DBS clearance. 
However it was noted that 3 
had not been recorded on 
ESR. Therefore a 
completeness check was  
conducted on ESR to 
establish whether any staff 
requiring DBS checks have 
an unrecorded status.  

This identified that of the 
6452 staff for whom it is 
recorded that a DBS has 
been requested/obtained, 27 
do not have evidence of one 
on file. All these staff were 
employed prior to the new 
DBS on-line system being 
introduced.  DBS checks 
have been requested for 
these staff. 
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6. All NHS hospital trusts should 
devise a robust trust-wide policy 
setting out how access by staff 
patients and visitors to the 
internet, to social networks and 
other social media activities 
such as blogs and Twitter is 
managed and where necessary 
restricted. Such policy should be 
widely publicised to staff, 
patients and visitors and should 
be regularly reviewed and 
updated as necessary. 

Policy to be 
agreed to 
ensure this 
recommendatio
n is upheld.  

This will need to 
cover all IT 
access, as well 
as physical 
access. 

Review of policy and 
procedures 

Director of HR COMPLETED 

The Social Media Policy 
currently sits within the HR 
policy framework.  In view of 
the GDPR and DP legislation 
it was agreed with 
Governance, 
Communications and IT that 
it would be updated and 
move to be a Corporate 
Management policy.  

The Policy was updated to 
include not just staff but 
patients and visitors too.  

The Social media Policy was 
ratified for use on 6/9/18 at 
the HR Policy Group.  

7. All NHS hospital trusts should 
ensure that arrangements and 
processes for the recruitment, 
checking, general employment 
and training of contract and 
agency staff are consistent with 

Review of 
Recruitment 
Process and 
procedure. 

Recruitment Policy 
update 
Allegation Management 
Policy review  

Director of HR 
and Head of 
Safeguarding  

COMPLETED ( as repeated 
in Rec 8 and 9 plus 
additional safeguards) 

All staff and visitors follow 
the PHT Allegation Policy 
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their own internal HR processes 
and standards and are subject to 
monitoring and oversight by their 
own HR managers. 

updated in Feb 2018  Where 
it appears a person or 
member of staff may have:  

Behaved in a way that has 
harmed, or may have 
harmed, an adult or child 

Committed a criminal offence 
against, or related to, any 
adult or child 

Behaved towards an adult or 
child in a way that indicates 
they may pose a risk of harm 
to a child or adults with care 
and support needs 

Behaved in a way that casts 
doubt on their suitability to 
work with adults at risk or a 
child. For example; they 
have been arrested or 
convicted of drug, alcohol or 
violence related offences 

In addition to the main HR 
recruitment audit ( see Rec 8 
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and 9) the following 
assurances can be 
demonstrated: 

 The voluntary services 
department undertake DBS 
upon recruitment or if 
changing roles in line with 
Trust HR practice 

All agencies are on a national 
framework and audit their pre 
employment checks in line 
with NHS Employment Check 
Standards. 

All agencies were written to 
say agency workers should 
expect an induction and must 
complete the induction 
checklist (26th April 2017) 

All Divisions, Chiefs, GM’s, 
Heads of Nursing and 
Corporate Heads were 
reminded to ensure the 
induction checklist was 
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completed (14th March 2017) 

Mini audit undertaken of all 
long term surgical agency 
locums.  This demonstrated 
all had evidence of NHS 
Employment Check 
Standards completed prior to 
staff date, all were from 
framework agencies and the 
induction checklist had been 
completed for each locum 
(May 2017) 

 
 

8. 
 

NHS hospital trusts should 
review their recruitment, 
checking, training and general 
employment processes to ensure 
they operate in a consistent and 
robust manner across all 
departments and functions and 
that overall responsibility for 
these matters rests with a single 
executive director. 

Review of 
Recruitment 
Process and 
procedure. 

Review of Recruitment 
Process and 
procedure. 

Director of HR Portsmouth Hospitals NHS 
Trust recruitment follows all 
NHS guidelines and 
requirements; specifically 
NHS Employers.   The Trust 
uses national NHS systems 
(Electronic Staff Record and 
NHS Jobs)  to record the 
requisite information.  
Recruitment is managed by a 
small team of specialists 
working in the Human 
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Resources Department and 
are ultimately accountable to 
the Director of Workforce and 
OD.  Routine internal audits 
are regularly undertaken.  
All policies relating to 
recruitment,  training and 
general employment are 
subject to regular review, 
completion of which is 
monitored through the 
Workforce and OD committee 
of the Trust Board  

9. NHS hospital trusts and their 
associated NHS charities should 
consider the adequacy of their 
policies and procedures in 
relation to the assessment and 
management of the risks to their 
brand and reputation, including 
as a result of their associations 
with celebrities and major donors, 
and whether their risk registers 
adequately reflect such risks. 

To ensure all 
visitors to the site 
are risk assessed 

Risk assessment to be 
made on all visitors to 
the site including; 

Celebrities 
Hospital volunteers of 
all categories 
VIP’s 

Director of 
Governance and 
Risk  

The Trust has in place a 
Standard Operating 
Procedure for celebrity, high 
profile media or 
organisational visits to the 
Trust.  This includes the 
statement that at no time will 
visitors be left on their own, 
or introduced to a patient 
without the patient’s prior 
consent. 

In light of this SOP, this has 
not been identified as a risk 
within the organisation as 
such to warrant inclusion on 
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the Trust Risk Register. 

Recruitment to become a 
volunteer takes 
approximately three months, 
depending on the voluntary 
role which they will be 
undertaking.  Each volunteer 
completes an application 
form, references are 
obtained, clearance from 
Occupational Health is 
received, and a DBS check is 
undertaken for any voluntary 
role which may be 
unsupervised or with 
vulnerable people. 

Page 232 of 242



Paper Title: Guardian of Safe Working Hours Quarterly Report 

Sponsoring Director: Medical Director 

Authors: Dr Philip Young, Guardian of Safe Working Hours 

Purpose: Information 

Action required by the Board/Committee: 
For information only 

Decision/Discussion/Adoption/Noting (delete as applicable) 
Nil 

Document previously considered by which 
meeting(s) (please insert all meetings): 
None 

TLT/Sub Committee (name)/other meeting (delete or insert as 
applicable) 
None 

Executive Summary 

Quarterly report from the GoSWH detailing trainee exception reports, rota gaps, work schedule reviews and fines, as 
required by the Terms & Conditions of the 2016 Junior Doctors Contract 
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Recommendations:  
No action required by the board – for information 

Key Risks Identified: 

Links to BAF/Risk Register: 

Quality Impact Assessment Form See attached at Appendix A 

Equality Impact Assessment Form See attached at Appendix B 

Corporate Objectives (insert  )   

     

Care Quality Commission domains (insert  )    

Safe Effective Caring Responsive Well led 

   

Quality Impact Assessment See attached at Appendix A 

Equality Impact Assessment See attached at Appendix B 

Page 234 of 242



Appendix A Insert  

Quality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience 

Patient Safety/Safety impact 

Clinical Outcome/Effectiveness 

Operational/Non clinical 

Impact across Trust & wider 
Health economy 
Accessibility/Waiting times 

Staff 

Other 
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Negative Neutral Positive 

Appendix B Insert  

Equality Impact Assessment 
Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age 

Disability 

Gender reassignment 

Marriage & Civil Partnership 

Pregnancy & Maternity 

Race 

Religion or Belief 

Sex 

Sexual Orientation 

Human Rights 
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Other Group 

Negative Neutral Positive 

Assessment Sign Off 
Role Name Date 
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Board Report - Guardian of Safe Working Hours Quarterly Report 

Author – Dr Philip Young 

Period of report – July, August, September 2018 

1 - Exception reports  

Summary: 

Number of exception reports based on hours and rest alone 85 
Number of exception reports based on education alone 9 
Number of exception reports based on both education and hours 6 
Total exception reports submitted during period 100 

Exception reports broken down by specialty: 

Acute FY1 5 
AMU SHO 4 
AMU SpR 3 
Cardio FY1 1 
Cardio SHO 1 
Gastro SHO 25 
Gastro FY1 2 
Haem/Onc SHO 9 
MOPRS FY1 1 
MOPRS SHO 1 
Neonates SHO 3 
Ophthalmology SHO/SpR 1 
Renal SHO 5 
Resp FY1 4 
Resp SHO 1 
Solent Psych FY1 1 
Surgery FY1 2 
Surgery 1 
T&O FY1 11 
T&O SHO 10 
Urology FY1 8 

‘Top 5’ Rotas: 

Gastro SHO 25 
T&O FY1 11 
T&O SHO 10 
Haem/Onc SHO 9 
Urology FY1 8 

All Exception reports broken down by grade: 

FY1 36 
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SHO 59 
SpR 5 

Previous quarter exception report submitted numbers: 

Oct-Dec 2017 Jan-March 2018 April-June 2018 Jul-Sept 2018 
94 89 133 100 

Comments: 

The majority of exception reports submitted during this quarter were completed by 
FY1/FY2/SHO doctors – this is probably as they have only known exception reporting as the 
mechanism for recording excess hours worked.  There were a significant number of rota 
gaps in Gastroenterology in August with a high number of exception reports as a result. Start 
dates for a number of Trust appointments were delayed because of visa issues.  Although 
these staff are now in place the shortage of other staff groups may mean further exception 
reports from this area. 

There were two exception reports submitted where FY1s felt their rota breached the 72 hour 
rule. Trainees are not allowed to work more than 72 hours in any consecutive seven days. 
The rota was checked and it is compliant with Terms and Conditions of service. The issue is 
one of interpretation with further discussion later in the report 

One trainee submitted exception reports for starting 30 minutes earlier than their work 
schedule at weekends.  Investigation shows it was the outgoing junior doctors who told the 
incoming junior doctors they needed to come in early to prepare for rounds.  Medical HR is 
working with the department to either move start times or ensure the trainees about the 
correct start times. 

2 – Work Schedule Reviews 

Summary 

There were no Work Schedule Reviews during the period. 

Comments 

None for this quarter 

3 – Locum data 

Summary 

The Guardian has reviewed the suggested data NHS Employers recommend supplying for 
the board report.  The data supplied from NHSP hitherto has been very difficult to 
understand. From 5th November 2018 Bank Partners will be taking over this task and they 
will be asked to provide the following data quarterly; 

• Number of shifts out to fill
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• Number of those shifts filled internally (by substantive PHT trainees) 
• Number of shifts filled externally 
• Number of shifts not filled 

Comments 

Medical HR review the data of those substantive trainees who are booked for internal locum 
shifts each week.  This is to ensure no trainee employed by Portsmouth Hospitals works in 
excess of 56 hours /week on average which may have an impact on their wellbeing or the 
safety of our patients. We are unable to monitor hours undertaken with any external agency. 

4 – Vacancy Report 

Summary 

Month Deanery Trust Overall 

July 39 40 79 = 13% 

August 34 41 75 = 12% 

September 38 27 65 = 11% 

 

Comments 

Large numbers of Trust Doctors at Core level (FY2, CT1, CT2) started in the latter part of the 
quarter the majority of whom are international and new to the NHS. Departments are 
providing supportive inductions to these doctors and not including them on rotas for their first 
month in post.  

Obstetrics and Gynaecology, MOPRS, Emergency Medicine and Orthopaedics are the hot 
spots for vacancies. 

5 – Fines 

Summary 

No fines raised in this quarter.   

Comments 

None 

6 – Guardian comments 

During the summer, NHS Employers and the BMA jointly issued guidance on best practice 
for rota design.  Portsmouth follows most of this guidance already, but as stated above the 
interpretation of the 72 hour/7 day rule has subtly changed.  
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Currently the Terms and Conditions state that a trainee cannot work more than 72 hours in 
any consecutive 7 day period. The rota design software currently assesses this from 
midnight to midnight. The BMA consider that the 72 hours should be considered for any 
rolling 168 hour period with no fixed starting time for such a period.  Where this guidance to 
become contractual or should the Trust decide to adopt this approach then 11 of our current 
rotas would not be compliant, 7 are so close to the 72 hours they would be very vulnerable 
to fines with even short time breaches. Remaining rotas would be considered compliant and 
at much less risk of a 72 hour breach. A paper has been presented to the Trust Leadership 
Team for consideration. 

Initial investigations have found that other local Trusts (IOW, Hampshire Hospitals and 
Dorset County) are not looking at changing rotas to meet the BMA suggestions. 

The Guardian has recently attended the national conference for Guardians in Leeds.  The 
most useful points of the conference were: 

• All Guardians would like the quarterly board report template to be standardised 
across the country. 

• Based on national data, the number of exception reports submitted by junior doctors 
at Portsmouth Hospitals is fairly typical. 

• All Guardians at present are manually calculating for breaches to pay fines.  There is 
no commercially available software solution that is able to link agreed additional 
hours from exception reports to a work schedule to automatically generate fines. 

Prior to the 2016 contract diary exercises could detect differences between actual hours 
worked and rota templates. This is not so easily achieved with exception reporting so 
Guardian and Medical HR have agreed we will randomly audit rotas on a rolling basis to 
ensure that trainees are actually working to their work schedules. As part of the process 
trainees will be asked for feedback on their rotas and how they might be improved. Any 
information will be anonymised and then fed back to relevant management teams. 

The Guardian and medical HR teams will be actively involved with the Kendall Bluck 
Consulting review of trainee rotas 

7 – Actions from report period 

Continue to monitor exception reports closely from known ‘hot spot’ rotas 

To begin an audit of rotas with the aim of ensuring compliance with work schedules 
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Absent on Trust Business
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	6.   The Trust must ensure staff check and record the checks of resuscitation equipment daily, as per the trust policy. 
	7.   The Trust must ensure all substances hazardous to health are stored in a secure area
	8a.   The Trust must ensure staff in the emergency department consistently comply with processes for preventing the spread of infection, including the isolation of infectious patients
	8b.   Ensure staff follows correct handwashing procedures and that wards and equipment are kept clean to prevent the spread of infection.
	8c.   Ensure the risk of the spread of infection is minimised in the surgical high dependency unit by ensuring accommodation is available for patients requiring isolation.
	8d.   The Trust must ensure that infection control processes and systems are followed, in particular equipment hygiene and sharps disposal
	8e.   Ensure there is access to sufficient toilet and handwashing facilities in the surgical high dependency unit
	9a.   The Trust must continue to take steps to recruit further registered nurses and reduce the use of temporary staff in the emergency department. 
	9b.   The Trust must ensure there are sufficient senior medical staff employed in the emergency department at night.
	9c.   The Trust must act to reduce the risk to patients relating to the lack of permanent nursing, allied health care professional and medical staff.
	9d.   There must be sufficient numbers of suitably qualified, competent skilled and experienced staff to meet the needs of the service
	10a.   The Trust must develop a comprehensive audit system to provide assurance that patients’ records are appropriately completed. 
	10b.   The Trust must ensure staff fully complete patient’s records. This includes medical records, nursing records, patients’ fluid balance records and patients’ food intake records
	10c.   Staff must keep detailed records of patients’ care and treatment
	10d.   Doctors must ensure they keep accurate records including name, date, time and bleep number
	10e.   Staff must complete person-centred and comprehensive records.
	11a.   The Trust must ensure all staff report all incidents, including staff shortages. 
	11b.   Staff must be encouraged to report and learn from incidents, and receive feedback consistently

	EFFECTIVE
	12a.   All staff must apply the Mental Capacity Act 2005 (MCA) and associated Deprivation of Liberty Safeguards (DoLS) in the provision of care and treatment to patients. This includes recording of assessments, delivery of care and assurance that DoLS authorisations have been granted and remain in place
	12b.   The Trust must ensure all Mental Capacity Act and Deprivation of Liberty Safeguards are completed in line with current legislation.
	12c.   The Trust must ensure that staff are competent and confident in the process of gaining consent and, where a person lacks mental capacity to make an informed decision, or give consent, that staff act in accordance with the requirements of the Mental Capacity Act, 2005. This includes ensuring that patients who do not speak English are offered access to translation/interpreter services so that relatives are not relied on to translate.
	12d.   Ensure staff in high risk areas for encountering patients living with domestic violence have a named staff member with skills in this area
	13.   The Trust must ensure staff check the position of patients’ naso gastric tubes daily as per trust policy and good practice guidance
	14a.   The Trust must ensure that staff in the emergency department complete regular mandatory training to ensure they have up to date knowledge relating to safe systems and processes. 
	14b.   The Trust must ensure completion rates for mandatory training across all staff groups meets the trust target
	15a.   The Trust must ensure all staff receive an annual appraisal.
	15b.   The Trust must ensure that staff in the emergency department receive regular supervision and performance appraisal to provide assurance of their continuing competence in their role.
	16a.   Adult trained nurses who provide care for children must successfully complete children’s competency training
	16b.   All staff that treat children in outpatient areas must have specific competencies to treat children and be trained to safeguarding children level 3

	CARING
	17.   The Trust must ensure that patients are not accommodated in non-clinical areas which are not appropriate to meet their needs and that their comfort, privacy and dignity are maintained.
	18.   Nursing staff must treat patients with dignity and respect. This includes treating patients in a caring and compassionate manner.

	RESPONSIVE
	19a.   The Trust must ensure patients’ care plans provide information in sufficient detail to support individualised care and treatment, including, specifically, patients with dementia. 
	19b.   Nursing staff must write person centred, individualised patient care plans in the Achieving Priorities of Care document
	19c.   The Trust must ensure patients and their relatives or carers are involved and are kept informed about their care and treatment.
	20a.   Improve assessment and recording of the need for bed rail use, including in respect of patients who lack capacity
	20b.   Improve assessment and recording of the need for restraint practices (including mittens and iv line protectors) in respect of patients who lack capacity
	21a.   The Trust must take steps to provide appropriate care and support to meet the needs of patients living with dementia.
	21b.   The Trust must plan and provide services to meet the collective and individual needs of patients living with dementia
	22.   `Do not attempt cardiopulmonary resuscitation’ decisions must be appropriately made (including relevant consultation) and recorded, and accompanied by a record of a mental capacity assessment where appropriate  
	23.   The Trust must take steps to ensure patients who attend the emergency department are able to access care and treatment in a timely way in the right setting. The trust must ensure patients are promptly handed over by ambulance staff and assessed by a clinician in the emergency department. The trust must reduce the time patients wait in the emergency department for their treatment to begin and their transfer to an inpatient bed. (PITSTOP)

	WELL - LED
	24a.   The Trust must ensure patient records are stored securely, including in the ED corridor and other escalation areas
	24b.   Introduce and embed enhanced systems of oversight and governance to ensure that the security of patient records improves
	24c.   Ensure patient consent is properly sought and recorded in respect of the display of patient identifiable information on boards in public parts of clinical areas
	25a.   The Trust must ensure that all patient safety risks are captured on an appropriate risk register, which must describe planned and completed mitigating actions. 
	25b.   The Trust must ensure effective management of risks. Risk registers must include all risks, the date the risk was identified and action taken to mitigate risks
	26.   Governance and Quality oversight meetings, including Mortality Review Steering Group, should be regular and consistent  
	27a.   Review leadership and governance systems in the ED
	27b.  The Trust must develop governance systems to provide assurance of the efficiency and effectiveness of systems to ensure patient flow and patient safety
	28a.   The Trust must ensure governance processes are established and embedded to provide an effective and systematic approach to improvement of the service
	28b. Ensure maternity services undertake audits and acts on finding to improve practices
	29.   The Trust must develop and embed a vision and strategy for the trust and services

	Abbreviations

	240.18a - Learning from Deaths Q2 18-19 refront sheet
	240.18b - Learning from Deaths Q2 18-19 report to Trust Board updated post MRG
	241.18 - 2018 - Trust Board Report - Medical Revalidation
	242.18a - Cover Sheet - Trust Board and Committees Lampard Oct 18
	242.18b - LAMPARD ACTION PLAN October  2018
	All NHS hospital trusts should develop a policy for agreeing to and managing visits by celebrities, VIPs and other official visitors. The policy should apply to all such visits without exception.
	1.
	All NHS trusts should ensure that their staff and volunteers undergo formal refresher training in safeguarding at the appropriate level at least every three years.
	3.
	4.
	To ensure that their arrangements are robust and operate as effectively as possible.
	All NHS hospital trusts should undertake DBS checks (including, where applicable, enhanced DBS and barring list checks) on their staff and volunteers every three years. The implementation of this recommendation should be supported by NHS Employers.
	5.
	Director of HR
	6.
	Review of policy and procedures
	Policy to be agreed to ensure this recommendation is upheld. 
	All NHS hospital trusts should devise a robust trust-wide policy setting out how access by staff  patients and visitors to the internet, to social networks and other social media activities such as blogs and Twitter is managed and where necessary restricted. Such policy should be widely publicised to staff, patients and visitors and should be regularly reviewed and updated as necessary.
	This will need to cover all IT access, as well as physical access.
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