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At 09:00 

VENUE: 
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Queen Alexandra Hospital 

 COSHAM 





TRUST BOARD MEETING IN PUBLIC 

7 June 2018 
09:00 a.m. – 1.15 p.m. 

Lecture Theatre 
Queen Alexandra Hospital 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
by 

83/18 09.00 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Board Member has any 
conflict of interest with any items on the Agenda) 

Chair 

84/18 09.05 Patient Story Presentation 

85/18 09.30 Minutes of the last meeting – 3 May 2018 1 Chair 

86/18 09.35 Matters Arising/Summary of Agreed Actions 2 Chair 

87/18 09.45 Notification of Any Other Business N Chair 

88/18 09.45 Chairman’s Opening Remarks N Chair 

89/18 09.55 Chief Executive’s Report 3 CEO 

STRATEGY 

90/18 10:05 Corporate Objectives Performance Analysis N ** DSP 

91/18 10:25 Research and Innovation Quarterly Report 5 MD 

92/18 10:35 Corporate Structure, Accountability and 
Governance 6 DSP 

93/18 10:45 Veteran’s Covenant Hospital Alliance 7 DGR 

QUALITY & SAFETY 

94/18 10:55 Safety, Quality and Operational Performance 
Report Analysis 

N ** MD/CN/ 
COO 

95/18 11:05 Quality Improvement Plan update 8 CN 

96/18 11:15 Quality Account 9 CN 

97/18 11:25 Safeguarding Report 10 CN 
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98/18 11:35 Clinical Negligence Scheme for Trusts (CNST) 
Incentives  11 CN 

99/18 11:45 Freedom to Speak Up Guardian’s quarterly report 12 DGR 

100/18 11:55 Corporate Risk Register 13 DGR 

101/18 12:05 Quality & Performance Committee feedback 14 Committee 
Chairman 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

102/18 12:15 Workforce and Organisational Development 
Performance Report Analysis N ** DWOD 

103/18 12:25 Learning and Development Department Annual 
Report 2017/18 15 DWOD 

104/18 12:25 Workforce and Organisational Development 
Committee feedback  16 Committee 

Chairman 

FINANCE AND INFRASTRUCTURE 

105/18 12:35 Financial performance report analysis N ** DOF 

106/18 12:45 Finance & Investment Committee feedback 17 
To follow 

Committee 
Chairman 

107/18 12:55 Audit Committee Feedback 18 Committee 
Chairman 

FOR NOTING / INFORMATION 

108/18 13:05 Council of Governors N Chair 

109/18 13:10 Non-Executive Directors’ Reports N Chair 

110/18 Record of Attendance 19 Chair 

111/18 Board Work-plan 18/19 20 Chair 

112/18 13:20 Opportunity for the Public to ask questions 
relating to today’s Board meeting N Chair 

113/18 Any Other Business N Chair 
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114/18 

 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 

 
114/18 

 

 
13:25 

 
Next Month’s Trust Board and Trust Board 
Workshop Agenda 
 
Date of Next Meeting:  Thursday 5 July 2018, 
Lecture Theatre, Queen Alexandra Hospital 

 
N 

 
Chair 

 
115/18 

 

  
Resolution to Exclude the Press and Public 
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 3 May 2018 

Lecture Theatre, Education Centre 
Queen Alexandra Hospital 

MINUTES 

Present: Melloney Poole Chair  
David Parfitt  Non-Executive Director (NED) 
Christine Slaymaker Non-Executive Director 
Gary Hay Non-Executive Director 
Inga Kennedy  Non-Executive Director 
Jon Watson  Non-Executive Director 
Mark Cubbon  Chief Executive (CEO) 
Chris Adcock  Chief Finance Officer (CFO 
John Knighton  Medical Director (MD)  
Theresa Murphy Chief Nurse (CN) 
Paul Bytheway Chief Operating Officer (COO) 

In Attendance: Mark Power Director of Workforce and Organisational  
Development (DWOD) 

Emma McKinney Director of Communications and Engagement 
(DCE) 

Lois Howell  Director of Integrated Governance (DIG) 
Penny Emerit  Director of Performance and Strategy (DSP) 
Sonia Clarke  Committee Clerk 
Margaret Godfrey Interim Board Secretary 

Observing: Alison Tong, NHS Improvement (NHSI) 
Care Quality Commission (CQC) Observer 
Anaesthetist Registrar (observer) 
7 members of the public 

Item No Minute 

083/18 Welcome, Apologies and Declarations of Interest 
The Chair extended a warm welcome to everyone, in particular Mark Power and Sonia 
Clarke attending their first meetings.  The Chair also welcomed the members of the public 
who had attended.  There were no apologies and no declarations of Interest.  The chair 
advised that the Board’s new Committee Clerk, Sonia Clarke, would be using a tape recorder 
during the meeting, for the purposes of accuracy only.  There were no objections to this. 

084/18 Staff Story 
The Interim Director of Workforce and Organisational Development introduced two staff 
members who gave presentations previously delivered in the poster competition at the 
Trust’s inaugural Patient Safety Conference held in February.  The runner up in the poster 
competition at the conference, Dr Rebecca Smith, Gastroenterology Registrar and the overall 
winner, Kerry Burrows, pharmacist proceeded to present to the Board. 
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The competition runner-up, Dr Rebecca Smith, Gastroenterology Registrar, presented her 
findings on a pilot project to introduce Ward Round Managers.    This role encompassed a 
wide variety of responsibilities, including organisation of the ward round, administrative tasks 
and urgent phlebotomy.  The study showed that the effective work of a ward round manager 
saved time and brought a number of other improvements including the raising of staff morale 
and improved patient experience.   
 
The overall poster competition winner, Kerry Roberts, a specialist Pharmacist in Medicine for 
Older People and Rehabilitation Services (MOPRS),  presented on the work undertaken to 
improve medication reviews for frail and elderly patients.  Previous levels of compliance with 
medication audits were at 29%, but following a range of work undertaken by Ms Roberts, 
including the alteration of paperwork, compliance levels had risen to 85% which was an 
excellent result for both pharmacists and patients.   
 
The Chair thanked both Dr Smith and Ms Roberts for their excellent presentations and the 
associated clinical improvements.  The Medical Director thanked them both for their work 
and for their attendance at the Patient Safety Conference and for their ongoing commitment 
to their improvement projects. 
 

  
085/18 Minutes of the Previous Meeting – 5 April 2018 

The minutes of the meeting of 5 April were approved as a true and accurate record subject to 
the following amendments: 
 
Page 3, Item 069/18 Quality Scorecard – to confirm that the Medical Director did not state 
that the Trust’s HSMR was not of concern.  The DIG indicated that a revised version of those 
minutes would be circulated. 
Page 4 Item 169/18 Finance - the DOF advised that the control total for 18/19 had not been 
accepted.  
 

  
086/18 Matters Arising/Summary of Agreed Actions 

The Board reviewed the action log from previous meetings and noted updates as follows: 
 
041/18 – The Medical Director updated the meeting on the Mental Health Assessment Unit 
bid, stating that there had still not been a decision in terms of funding.  He advised if the 
funding was not secured then a business case would be developed with the Trust’s mental 
health partners in order to progress the work.  The Chair highlighted her concerns on the 
delay in progressing this.  The Medical Director was asked to continue to focus on the 
embedding of training and good practice for relevant staff on the conduct of mental health 
assessments. 

ACTION MD 
 

069/18 – Lesbian Gay Bisexual Transgender (LGBT) Network – The Chief Nurse advised 
that the Terms of Reference were currently being drafted and would be taken to the 
Workforce Committee once completed.   
 
071/18 – Health Care Associated Infections (HCAI) – The Chair stated that she remained 
unsatisfied that the question she had posed regarding the link between the CDiff rate and the 
estates and cleaning resource availability had been answered.  The Chair requested an 
update at the June Board meeting in the CEO’s report.  

ACTION CEO 
 

072/18 – The DIG advised the Board that future board paper front sheets would all include 
Quality Impact Assessments. 

ACTION DIG 
 

The Chairman of the Finance & Investment Committee (F&I) raised a query relating to 
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previous reports to the Board concerning the proposed disposal by HM Government of the 
bond connected with the Trust’s PFI and sought an update.  The DIG  agreed to seek an 
update for the F&I Committee.   

ACTION DIG 
  
087/18 Notification of Any Other Business 

There were no items of other business.  
  
088/18 Chair’s Opening Remarks 

The Chair highlighted the fact that the Trust should take great pride in PHT’s position as one 
of only 23 kidney transplant units within the United Kingdom.  Of the 23 trusts that perform 
this work, PHT is the only district general hospital, yet is the second largest provider of non-
directed altruistic donors in the country.  In 2017/18 the Trust had undertaken 57 transplants. 
This was recognised as a very significant service for both kidney patients and the wider local 
population.  The Chair drew attention to the story set out in the draft Annual Report (currently 
before the Board for consideration), highlighting the experience of one such donor and 
recipient.   
 
The Chair  also mentioned Organ Donation Week takes place in September, during which 
time the Trust will be outlining the work of the organ donation team and the benefits to the 
patient recipients. 

  
089/18 Chief Executive’s Report 

The Chief Executive formally introduced Mark Power as the Interim Director of Workforce 
and Organisational Development.  He advised that Mark will be in position for a few months 
whilst the recruitment process to replace Tim Powell was undertaken.  Tim Powell had been 
with the trust for 7 years and had now moved to a new role in Surrey.  The Chief Executive 
extended a formal welcome to Mark and wished to record his thanks to Tim Powell for his 
many years of service with the trust.   
 
The Chief Executive went on to present his formal report.  He highlighted the Trust’s year- 
end financial position and the fact that the Trust had delivered against its revised plan; this 
had included a further allocation of sustainability and transformation funding which made the 
final year end position a £31.8m deficit.  He noted this was a good result for the Trust and 
thanked all staff who had worked hard to deliver improvements to the financial position 
safely.   
 
The Chief Executive also reported that the Trust’s operational performance had improved 
and that the Cancer 62 Day standard had been achieved, along with other improvements in 
the urgent care pathway in recent weeks.  He went on to note that the IT Strategy, mentioned 
in the Board Assurance Framework, was in development, advising that there was more work 
to be done for the Trust to become “digitally mature”.  It was anticipated that a proposal on 
the steps needed to improve the Trust’s IT infrastructure and capability would be brought to 
Board in June 2018.   
 
The Chief Executive advised that the Trust had made four successful applications to Wessex 
Health Education England for Quality Improvement project funding, and commented that this 
reflects the amount of work being undertaken in quality improvement throughout the Trust. 
He highlighted the level of healthcare acquired infection in the Trust and noted that there had 
been no further incidents of MRSA reported this month.  The Trust had reported a total of 48 
CDiff cases against a trajectory of 40 for the year.   
 
The Chief Executive reminded the Board that the Care Quality Commission (CQC) inspection 
was underway, which included a mixture of announced and unannounced visits and that the 
report of the unannounced winter review undertaken by the Commission at the end of 
February was expected to be in the public domain Friday 4th May. 
 
In relation to the CSC restructure, the Chief Executive advised that the consultation was now 
closed and all directly affected staff would soon be advised of the outcome.  The responses 
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from staff had been mainly positive.  A paper setting out the revised structure, 
implementation plan, and related governance will be brought to the Trust Board in June.   
 
The Chief Executive highlighted his top three concerns as being the financial position, bed 
occupancy and flow, and his top three clinical concerns as the nurse vacancy rate, medicines 
management, and sepsis and the early management of deteriorating patients.  He also 
mentioned the national news relating to breast screening system failures, advising that Trust 
has this on its Risk Register and that once the associated details had been received, 
additional capacity will be procured to accommodate the provision of services to women 
affected by this problem. 
 
NEDs asked if funding for the IT strategy was part of the capital plan priorities.  The Chief 
Executive responded by saying that it would require significant capital funding and innovative 
solutions were currently being explored.     
 
NEDs sought clarity about the expected dates for resolution of items mentioned in the report, 
particularly the medicines management issues.   The Chief Executive responded, indicating 
that updates on governance arrangements would be brought to the Board in June, and that  
these would include the medicines management improvement outcomes.  He added that 
learning from the winter planning review would be noted and put into action before winter of 
2018.  

  
090/18 Strategy Development Update 

The DSP presented the strategy report which contained a timetable for the development, 
adoption and implementation of the Trust’s five year strategy and the strategic aims for the 
organisation.  She summarised the way in which this work had been undertaken and outlined 
that three key supporting strands were IT, Estates and Quality Improvement.  She noted the 
wide context of the development process and highlighted that a number of staff sessions had 
taken place, with further meetings planned.  Feedback from the meetings had been 
excellent.  The DSP highlighted the work being undertaken with the Isle of Wight system 
colleagues and advised that this will be included in the strategy.  Also highlighted was the 
initial engagement work which the Trust is undertaking in connection with the Pathology 
network. 
 
The Chair thanked the DSP for the report, noting that she felt assured by it as a baseline 
report and summary of the current position.  NEDs asked how support for the Isle of Wight 
health system could be managed safely within the Trust’s capacity and resources.  The MD 
responded, advising that the Trust, Isle of Wight and University Hospital Southampton NHS 
Foundation Trust teams were working closely together and having regular, productive 
discussions regarding opportunities and sustainable solutions.  The Board discussed the 
issues that may arise from a regional decision to reduce services on the island and the 
impact that this would have on providers on the mainland, and the reallocation of contracts 
and budgets to which this may give rise.  The DF advised that there were other areas in the 
country where this had occurred and assured the Board that he and his finance colleagues in 
other parts of Hampshire were taking this into account.  The Board asked for assurance on 
this by means of a report at its next meeting. 

ACTION: CFO/DSP   
 
In response to a question from the Chairman of the Quality & Performance Committee, the 
DSP confirmed that voluntary and mental health organisations would form part of the Trust’s 
strategy and that workforce issues would be included as a strategic aim to reflect their priority 
and the degree of risk attached. 

  
091/18 2018/19 Operational Plan 

The DSP presented the Operational Plan 18/19 for the Board’s approval.  This plan had been 
reviewed by the Finance and Investment Committee (FIC) and by NHS Improvement (NHSI) 
on 30th April. She highlighted that in making the submission, the Trust would be formally 
rejecting the control total and the Capital Resource Limit (CRL) set by NHSI - ongoing 
discussion continues with NHS England on these points.   
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The DSP advised that all draft budgets for the year have been signed off by Clinical Service 
Centres (CSC’S), with a few areas of work to be completed.  She noted that contract 
assumptions had been included in the plan, although contracts with the commissioners had 
not yet been signed off. The plan was noted to deliver the minimum requirement relating to 
Referral to Treatment (RTT) activity, maintain cancer standards and reduce agency spend, 
with a modest income growth.  The DoS highlighted that performance around the plan would 
be monitored through performance and accountability meetings, which would be held with 
the current CSC’s and once the new structure was in place, the Divisions.  She highlighted a 
risk to the plan as being the current £5m Cost Improvement Plan (CIP) gap, the outcome of 
the CRL negotiations, the realisation of all financial assumptions, bed capacity and a 
reduction in agency spend. 
 
NEDs asked whether the CIPs could be monitored in relation to their impact on quality.  The 
DoF responded that the process for Quality Impact Assessments (QIA) was being reviewed 
and that CIPs would only be approved after they had undergone a quality impact assessment 
which satisfied the MD and CN. 
 
 
The Chair of the FIC advised that the Board needed to be aware of the risks in the plan as 
these were significant, particularly in relation to the CIP and bed capacity.  The Chief 
Executive indicated that the Executive team was very aware of the level of risk and that there 
was a clear programme of works to mitigate the risks where possible. He further advised that 
the Trust had a proven record of CIP delivery and a proportion of the savings schemes in the 
CIP had been tested and were considered robust.   
 
The Board approved the Operational Plan 18/19.  

  
092/18 Board Assurance Framework (BAF) 

The DIG presented the BAF in a summary format, including a heat map and short table 
setting out the current scores and movement of each risk.  A new risk, BAF 21 was 
proposed, concerning apparent inconsistencies in non-18 week waiting lists.  More detail 
concerning this risk and the actions necessary to mitigate its impact will be presented in 
future iterations of the BAF.  The Board agreed to adopt the BAF and its updates.   
 
It was noted that the BAF will continue to be reviewed at the Executive Management Team 
and Senior Management Team meetings, and that following the appointment of the 
Committee Clerk, it is anticipated that more detailed integration of BAF risks in the work of 
the Board’s committee will be possible. The DIG advised that the Risk Management Strategy 
was being reviewed and would be presented to Board in July for approval. 

ACTION: DIG 
 
The Medical Director advised the Board that an independent review of the governance 
arrangements set out later on the agenda included consideration of the BAF by external 
consultants, who had described that BAF as “one of the best they had seen”.  The Chair 
thanked the DIG  for her work on the BAF. 

  
093/18 Quality, Safety and Performance Analysis Report  

The Integrated Performance Report (IPR) had been circulated to the Board as a separate 
data pack.  Current exceptions to planned performance were noted as dementia screening, 
the urgent care pathway, diagnostics and appraisal rates.  The Chair highlighted her concern 
at the increase in number of serious incidents (SI) to 19. 
 
The MD outlined the following items on the IPR: 

a. Pressure Ulcers (PU) – although it was considered that overall performance was 
reasonable, work was continuing to reduce numbers. It was noted that the incidence 
of pressure ulcers in the community is on the increase. 

b. Falls – this was identified as an area where significant improvement opportunity 
exists, although the Trust was performing reasonably well. 
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c. HCAIs remain a significant focus and details of current performance were included in 
the Chief Executive’s report. 

d. SIs and Never Events – 19 SIs had been reported in March, and as a result SIs rose 
over the course of quarter 4.  Some of these related to 12 hour breaches and others 
were due to previously delays in Cardiology.   It was noted that practice in the use of 
the Cardiology Day Unit had been changed as a result of the SIs.   The MD reported 
that the Trust continues to work with NHSI in relation to reduction and elimination of 
Never Events. 

e. Hospital Standard Mortality Ratio (HMSR) – the MD advised that although this 
remains a focus of continued work, there were reasons to be encouraged by the 
latest results, as the Trust’s HMSR has come down and stayed down over the last six 
months.  It was noted that the Trust has more detailed information available about the 
deaths that occur in the hospital and is able to learn from them because every death 
is now reviewed at the Trust’s Mortality Review Group.   

f. Dementia Screening – The CN acknowledged that levels are not where they should 
be and advised that her teams are undertaking a review to look at reasons for this.  
The review will include scrutiny of the ways in which the screening is recorded.   

g. Friends and Family Test (FFT) – It was noted that the Trust had changed its FFT 
provider and that is may assist in increasing responses in the future.  As had been 
noted previously, obtaining responses in some areas was a challenge, particularly in 
the Emergency Department. 

  
094/18 Quality Improvement Plan (QIP) Update 

The CN advised that the QIP had been developed following the CQC visit during 2017, and 
re-formatted in March and April to improve its ease of use and increase the levels of 
assurance it was able to provide.   The report focused on the outcomes of the actions 
undertaken to address the CQC’s concerns, and provided evidence of the achievements in 
each work stream.  The document was updated on a monthly basis and was responsive to 
any changes in circumstances.  The QIP document was noted to indicate executive 
accountability for each work stream.  The key areas of change since the last version were 
highlighted to the Board; these were band 5 nursing recruitment, complaints performance, 
dementia screening and a reduction in overdue risks. 
 
The Board noted the update and thanked all involved for the good work that was in progress. 

   
095/18 Response to Radiology Incident 

The MD summarised the findings and lessons learned following the CQC inspection in 
Radiology in 2017.  The key findings were that amongst the 30,000 chest x-rays reviewed as 
part of the investigation, 27 films had been found to show an abnormality which had been 
missed at the time of first review.  Following the associated harm review, four patients were 
found to have suffered significant harm as a result of their abnormality being missed.  The 
Board agreed that this was deeply regrettable for each of those patients.   The Trust’s duty of 
candour had been fulfilled for each patient and family affected.   
 
The MD noted that low level of missed abnormalities highlighted that the skill levels of the 
junior doctors interpreting the film was appropriate, but that this in no way detracted from the 
appalling consequences for all of the patients and families affected. The VERITA report 
included with the Board report recognises the changes that had already been put in place by 
the Trust and the improvements that have been made.  It was noted that the Trust would now 
be reporting on all x-rays, both plain and complex films.  This was considered to be in line 
with best practice, however it was noted that there was a nationally scarcity of radiologists 
and radiographers. 
 
NEDs commented that the problems arising from the position in radiology were an example 
of what may happen as an unintended consequence of the adoption of new technology, and 
sough assurance that the Trust’s policy on assessing new technology addressed this.  The 
MD responded by advising that the policy was considered to be robust, but that changes in 
practice were harder to anticipate in particular when capacity was stretched.  NEDs noted 
that this issue arose from a local deviation in practice that had not been noticed and 
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additionally sought assurance that something similar could not happen again.   The MD 
advised that although the Trust’s new governance processes were still bedding in, there was 
much better awareness of what is going on from service to Board level.  There has been an 
increase in clinical staff awareness of the importance of reporting and the formal pathways to 
do so.    

  
096/18 Mortality Report 

The Medical Director presented the his report which contained the mortality report for 
Quarter Four.  He confirmed that learning from deaths was now an integral part of the 
organisation and that all inpatient deaths were reviewed.  He also confirmed that clinical 
engagement at all levels was now part of the process and very effective.  

  
097/18 General Data Protection Regulations (GDPR) Readiness Update 

The DIG provided at update to the Board on preparations for the implementation of the 
GDPR.  There were two information governance risks brought to the Board’s attention: one 
was achieving compliance with the revised training module issued by NHS Digital, which is 
much longer must be undertaken online.   The second is the risk of cyber-attack arising from 
changes in the international political environment.  The DIG reported that NHS Digital has 
published an enhanced cyber-security guide and that the Trust will be carrying out a self- 
assessment against the relevant cyber security recommendations. 
 
The NEDs commented that there had been good progress in preparing for the introduction of 
the new legislation, but sought to remind colleagues that GDPR is more than a process, it is 
an attempt to change culture.   
 

  
098/18 Quality Account Priorities 2018/19 

The Chief Nurse presented the report and highlighted page 91 which outlined the priorities 
for 18/19.  She further advised that on an ongoing basis throughout the year these would be 
audited to provide evidence of improvements and progress made in the delivery of the 
objectives.   
 
The Board reviewed the priorities and suggested amendments as follows: 

a. The patient experience metrics should be made more stretching 
b. E Coli should be included amongst the HCAI targets 
c. Change “sustain” to “reduce” the numbers of pressure ulcers and falls 
d. The national and local priorities should be distinguished. 

ACTION: CN 
  
099/18 Operations Report 

The COO advised that March had proved a challenge with adverse weather conditions 
causing issues for both staff and patients.  The weather had resulted in cancellation of 
appointments and operations, and an escalation to OPEL 4 on occasion.  He highlighted the 
improvements in performance that had commenced towards the end of the month, with work 
being undertaken to improve flow, which had reduced  bed occupancy from 97.5% to 94.6%.    
This improvement had continued into April and the Trust had been at OPEL 1 for 12 days in 
April, with only one “Black”/OPEL 4 day which was due to demand within the Emergency 
Department. 
 
The Chair noted concern at the number of cancellations which were due to non-clinical 
reasons during March.  The COO advised that these had been related to the weather and the 
difficulties some staff had in getting into work despite all efforts undertaken within the snow 
plan.  NEDs commended the performance improvement throughout April and asked if it could 
be sustained.  The COO responded by saying that work was underway to ensure the newly 
introduced processes would assist in the organisation’s response to high levels of demand.   
He added that staff morale was currently very high as a result of the improvements in flow 
and performance and that it was important to maintain this. 

  
100/18 Quality and Performance Committee Feedback 
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Mr Watson (NED) advised that the first meeting of the new Committee had been held and 
that the terms of reference were under review.   He further advised that levels of patient 
involvement with the committee structure needed to be considered and the Director of 
Communication & Engagement advised that she would work with Mr Watson on this matter. 

ACTION: DCE 
  
101/18 Workforce and Organisational Development Performance Report Analysis 

The Interim Director of Workforce and OD presented his report which included plans to 
reduce workforce expenditure and the use of agency staff.  The plans also addressed 
targeted clinical recruitment, monitoring of turnover rates, increase in appraisal rates and 
review of the appraisals process.  He further advised that all of this work would be overseen 
by the Workforce and OD Committee to review performance to provide assurance to the 
Board. 
 

  
102/18 Gender Gap Pay analysis 

This report was noted.  The Interim Director of Workforce and OD advised that the current 
requirement was for employers to undertake a Gender Pay Gap analysis exercise every 
year, and that this was not the same as looking at equal pay for equal work, where the Trust 
was compliant.  The Interim Director of Workforce and OD highlighted some of the reasons 
for the gender pay gap revealed in the report, which included the fact that there were many 
more female employees employed within the lower pay bands, many of whom were part 
time.  In contrast the Trust’s highest paid staff group was the consultant body which is 
comprised of a majority of male employees.  The Interim Director of Workforce and OD 
acknowledged that the position set out in the report would not be easy to fix, but that the 
Trust will look at it to see what can be done. 
 

  
103/18 Chief Registrar Annual Report 

The MD introduced Dr Helena Edwards and Dr Zoe Burton, the two Chief Registrars.  He 
reminded the Board that this was the first time the Trust has had Chief Registrars, and noted 
that the Trust had been very lucky to have made such strong appointments into the posts.   
The Chief Registrars said that holding the roles had been a hugely positive experience for 
them both throughout the year, and hoped that the Board had seen the value that the role of 
Chief Registrar had brought to the junior doctor body and to the Trust as a whole.  They 
thanked the Board for its engagement and support which had been invaluable, and 
highlighted a few further initiatives they hope to take forward..  The Chair thanked Dr 
Edwards and Dr Burton for this and advised that we must give serious consideration to 
progressing the free breakfast, although it was noted that this  might be difficult bearing in 
mind how many of our staff worked night duties.. 
 
 
The NEDs advised that they had heard about the achievements of the Chief Registrar 
programme from other sources, including the junior doctors themselves.   The CEO 
confirmed that the Trust is supportive of the continuation of the role.  The MD noted that the 
Trust had been very fortunate in securing Dr Edwards and Dr Burton from among a strong 
field of applicants.  The MD particularly thanked the Chief Registrars for their work and input 
to the Patient Safety Conference. 

  
104/18 Medical Engagement Scale 

The Chair noted that this item would be discussed in more detail in the private part of the 
Board meeting.   
 

  
105/18 Workforce and Organisational Development Committee feedback 

Mr Hay (NED)advised that the first meeting of the new Committee had been held and that 
the Terms of Reference were agreed.  He further noted there had been discussion around 
key performance indicators to be monitored by the committee, this would provide assurance 
to the Board.   
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NEDs asked about the challenges in relation to recruitment and how the Trust could ensure 
that it attracts enough high quality staff.  The Chief Executive advised that the gaps in the 
workforce were known, and that challenges in recruitment were not new to the Trust.  The 
development of new roles and staffing models would be required to attract staff.  He further 
advised that targeted recruitment campaigns were already underway and that the use of 
social media was helping to promote the Trust.    

  
106/18 Financial Performance Report analysis 

The DoF presented a report on the year end position and was pleased to advise that the 
Trust had delivered its forecast.  However this still represented a material overspend and the 
plan for 18/19 was to create stabilisation of that overspend and work towards recovery.  He 
thanked commissioner colleagues for their part in assisting the Trust to manage its risks to 
delivery of the year-end total. He went on to  advise that key focuses for 18/19 were to 
manage pay costs, drug costs and outsourcing costs, and to maximise income.  He reported 
that the Capital Resource Limit (CRL) had been underspent by £1.3m in 17/18 with a net 
underspend of £500k - this was due to slippage on the MRI scanner project. The DoF 
confirmed that this underspend did not affect the Trust’s capital allocation for 18/19.   

  
107/18 Finance and Investment Committee Feedback 

Ms Slaymaker (NED) advised that the F&I Committee had met in April and discussed the 
year end position, , Budget 18/19, Cost Improvement Plans, capital planning and 
infrastructure.   

  
108/18 IT and Estates strategies development 

The CFO advised that an Estates Strategy was being developed to support the Trust’s 
Clinical Services Strategy. Immediate priorities were the Emergency Department 
redevelopment project which was to be completed before the winter of 2018.  A further 
priority was the Linear Accelerator Programme - He indicated that the Trust had submitted 
bids for Sustainability and Transformation Partnership (STP) capital funding to add theatre 
capacity, support the pharmacy procurement hub project and the maternity records project. 

  
109/18 Non-Executive Directors’ Reports 

NEDs reported as follows: 
a. Ms Slaymaker (F&I) – complimented the progress that had occurred in many areas 

but in particular in leadership, the BAF, the QIP, the learning from deaths report and 
the Medical Engagement Scale report. 

b. Mr Watson (Q&P) – commented that further work was required to improve the quality 
of Board papers and asked that the Executive team ensured that the CSC restructure 
worked both vertically and horizontally across the entire Trust. 

c. Ms Kennedy – commented that although challenges still existed within the trust she 
had received informal feedback from outside the Trust which indicated that there is a 
perception that the Trust was moving in a very positive direction. 

d. Mr Parfitt (Audit) – commented that the Audit Committee had met in April and 
reviewed the draft 17/18 Annual Report and Accounts related documentation. 

e. Mr Hay (WOD) – commented that it had been decided to hold the committee 
meetings monthly to keep pace with the agenda.  

  
110/18 Record of attendance 

This was noted. 
  
111/18 Board Work-plan 18/19 

This was noted. 
  
112/18 Opportunity for the Public to ask questions relating to today’s Board meeting 

Members of the public commented as follows: 
1. To note that the number of patients medically fit for discharge on 3 May was 179.  
2. To register concern that the levels of Fire Training had gone down.  The Executive 

advised that this was being addressed. 
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113/18 Any Other Business  

There were no items of other business. 
  
114/18 Additions to the Board Assurance Framework and Risk 

The Board agreed there was nothing to be added to the BAF/Risk Register. 
  
115/18 Date of Next Meeting:  

Thursday 7 June 2018, Lecture Theatre, Queen Alexandra Hospital. 
  
 Resolution: 

That the remainder of the meeting shall be held in private Committee because publicity 
would be prejudicial to the public interest. By reason of the confidential nature of the 
business to be transacted in accordance with the Public Bodies (Admissions to Meetings) Act 
1960’s s.1(2). 
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 ROLLING ACTION POINTS FROM: Trust Board Meetings in Public      
 
 
 

2017 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

225/17 Winter Plan 
The Chief Executive asked the Director 
of Operations for Unscheduled Care to 
attend the next meeting to debrief on 
how the Winter Plan was achieved 

Chief Operating Officer  July 
 
 

 
 

2018 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

041/18 
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 July  28 June 2018 - Trust Board Workshop 

072/18 QIA’s on all Board 
papers 

All Board papers will be Quality Impact 
Assessed 

Director of Integrated 
Governance Aug 

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

098/18 Quality Account 
Priorities Revise Quality Account Objectives Chief Nurse June Completed 

100/18 
Quality & 
Performance 
Committee 

Patient involvement in the committee 
structure to be discussed 

Director of 
Communications July  
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TRUST BOARD PUBLIC – JUNE 2018                Agenda Item Number: 89.18 
         Enclosure Number: 3 

Subject:  Report from the Chief Executive 

Prepared by:  Mark Cubbon, Chief Executive 

Purpose of paper  To update the Board on national and local items of interest 

Key points for Trust Board 
members 

 Note the contents of the report 

Options and decisions 
required 

 None required, for information 

Next steps / future actions:  None 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

There are no significant legal issues associated with the contents of 
this report. 
 
The selection of the Trust as one of NHS Employers’ Diversity and 
Inclusion Partners will support the Trust in the delivery of its 
obligations under equalities legislation. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference 

BAF1:  Urgent Care and Flow 
BAF 3:  lack of attention to Basic compassionate care 
BAF 4: Organisational culture 
BAF 14:  Governance systems 
BAF 15: Recruitment & retention 
BAF 17: Perceived disconnect between board and front line teams 
BAF 19:  Leadership 
CRR1: Patient harm arising from poor flow across the Trust & beyond 
CRR2: Regulatory impact of breaching 4 hour access standard 
CRR3: Mismanagement of patient care (poor patient experience and 
moderate to severe level patient harm) arising from lack of suitably 
qualified and experienced staff 
CRR8: Patient harm arising from poor medicine management practice 
CRR14: Risk of harm arising from poor identification and/or response 
to patient deterioration (including sepsis) 

Risk Description See above 

CQC Reference All domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  
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Chief Executive’s Board Report 

7 June 2018 
 
 

 
 

1. Care Quality Commission Inspection / Well Led 
 
The final stage of our recent comprehensive inspection led by the Care Quality 
Commission (CQC) ended on 10 May. I was pleased to hear of the positive engagement 
the inspection teams experienced with our staff throughout the inspection period. We 
are expecting to receive formal feedback through the inspection reports which we hope 
to receive towards the end of June or early July. 
 

2. Clinical Service Centre (CSC) Restructure 
 
We continue to progress the implementation of a new divisional structure across the 
Trust. Most of the divisional appointments have now been made and the placement of 
individuals into Tier 3 and 4 posts will be confirmed week commencing 4 June, with the 
new structure going live on 2 July. A paper describing the new divisional structure, the 
governance arrangements and the accountability framework will be presented by the 
Chief Operating Officer later on the agenda. 
 

3. Healthcare Associated Infections (HCAI’s) 
 
There was no incidence of MRSA in the month of April. There were two cases of 
Clostridium Difficile (C Diff) reported against a target of no greater than four for the 
month. There were also six cases of E Coli bloodstream infection, which is a similar 
number to that reported in March. 

  
4 
 
 
 
 
 
 
 
 
 
 
 
 
 
5. 

International Nurses’ Day  Nurse of the Year Awards 
 
On 11 May staff across the Trust gathered to celebrate International Nurses Day and we 
had the pleasure of welcoming Kenny Tutt, a recent winner of MasterChef, to judge the 
best cakes which were entered into a competition. The day went incredibly well and 
there was good attendance by staff of all disciplines. 
 
Later that evening we held a Nurse of the Year Awards ceremony, which was arranged 
and sponsored by a former patient from QA, Mr Paul Thomas. Paul was so impressed 
by the care he received, he wanted to say thank you to those who looked after him, 
while taking the opportunity to celebrate nursing at the Trust. I am incredibly grateful to 
Paul for his generosity and send congratulations once again to all award winners and 
nominees. 
 
Rocky Appeal 
 
I am delighted to inform the Board that our Rocky Appeal has reached its £2.4million 
fundraising target. An extremely generous anonymous donation helped us reach the final 
amount, securing the future of the Da Vinci robot here at QA and allowing us continue to 
offer this leading edge robotic surgery. Since the appeal began in 2014 over 1,000 patients 
have benefitted from the technology resulting in reduced pain, less need for blood 
transfusions and a faster recovery time. As the first hospital in the region to benefit from a 
Da Vinci robot, we now use it across multiple specialties including urology, colorectal and 
head and neck.  This is fantastic for our patients and would not be possible without 
the support and generosity of our local community to whom we owe a huge debt of 
gratitude. 
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6. NHS Employers – Diversity and Inclusion Partners 

I am delighted to report that Portsmouth Hospitals NHS Trust is one of 40 NHS 
organisations chosen to take part in the 2018/19 Diversity and Inclusion Partners 
Programme, supporting participating Trusts in embedding Equality and Diversity into their 
organisation. The programme is closely aligned to the Equality Delivery System (EDS2) 
and is based on four developmental modules (standards, capacity, delivery and 
evaluation). This is an excellent opportunity for partners to offer advice, guidance and 
demonstrations of good practice in equality and diversity management, to the wider NHS. 
NHS Employers will provide support to partners to enable them to progress and develop 
equality performance over a 12 month period and we very much look forward to taking part 
and seeing positive outcomes from this programme. 

  
7. Portsmouth Schools’ Competition for the NHS’ 70th Birthday 

 
The Trust has partnered with local Portsmouth schools on a poster, video and music 
competition to celebrate the 70th birthday of the NHS.  The competition was open to infant, 
junior and secondary schools.  Although we did not receive any entries from secondary 
schools we did receive numerous entries from junior and infant schools.  Shortlisting of the 
entries took place on 18 May and on 24 May together with Stephen Morgan, Member of 
Parliament for Portsmouth South, we selected the winners.  The winners have been invited 
to an awards ceremony which will take place on 15 June. 
 

8.  Learning and Development 
 
The Learning & Development Team has received confirmation that the renewal application 
for the ‘Skills for Health Quality Mark’ has been approved, with the endorsement extended 
to April 2019. This is great news as it is a nationally recognised award for provision of 
outstanding face to face delivery and education within the health sector. I would like to 
extend my thanks to our Learning and Development Team for their hard work and for 
securing this achievement.  
 

9. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
10. 

Top three concerns 
 
There are three concerns I would like to bring to the Board’s attention: 
 

1) The move to our new divisional structure in July presents a degree of risk to 
delivery of financial and performance objectives, due to the nature of the changes 
made. The executive is fully aware of the risks and is doing everything possible to 
ensure a smooth transition and avoid any adverse impact. 
 

2) We continue to make progress with our governance systems and processes. As 
reported previously, this will remain a concern for me until such time as the new 
structures, systems and processes are fully embedded. 

 
3) We have seen improvement in urgent care performance and levels of escalation 

over the past two months, but performance remains variable and further work is 
required to build on this improvement over the coming weeks and months.  

 
All of the above are referenced within the Trust’s Board Assurance Framework. 
 
Top three clinical risks 
 
There are three clinical risks I would like to bring to the Board’s attention: 
 

1) The nursing vacancy rate across our Medical and Medicine for the Older Person’s 
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wards remain a concern. As reported to the Board last month, there is an active 
recruitment campaign in place to improve the situation, but this is likely to remain a 
key clinical risk until the vacancy rates improve. 
 

2) The external review of Medicines Management has now concluded and our Chief 
Pharmacist, supported by the Chief Nurse and Medical Director, is preparing our 
response to the recommendations, which will be presented to a future meeting of 
the Quality and Performance Committee. Until such time as the plan is in place and 
there is a greater level of compliance with our Medicines Management Policy, this 
will remain a key risk. 

 
3) I flagged Sepsis and the risk of Deteriorating Patients in last month’s report. The 

recruitment to our Sepsis Nurse is underway and we continue to press ahead with 
our Time to Act roll out. This remains a risk until we see sustained improvement in 
these areas. 
 

All of the above are referenced within the Trust’s Board Assurance Framework. 
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TRUST BOARD PUBLIC     Agenda Item Number: 91.18 
        Enclosure Number: 4 
 
 

Subject: Board Performance Report, Quarter 4  – 2017/18 

Research and Innovation 

Prepared by: 
Sponsored by: 

Prof. Anoop Chauhan Director of Research & Innovation 

John Knighton, Medical Director 

Purpose of paper To brief the Board on research and innovation performance at PHT against 
local and national bench marks.  

For Information only 

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

The Trust has recruited 5904 patients into clinical trials and research 
studies this financial year (chart 2). This represents an increase for the fifth 
consecutive year (chart 3). The Trust is currently ranked fifth nationally in 
the league of large acute trusts; when recruitment is adjusted for complexity 
weighting, PHT moves up into third position.  

PHT is ranked first nationally in three specialties: respiratory, 
gastroenterology and dermatology. A further five specialties are in the top 
three: surgery, critical care, ophthalmology, health services research and 
children. In addition, PHT is ranked in the top 10 nationally for recruitment 
in ten other specialities.  

Over a quarter of all recruitment activity over the past year was into studies 
initiated by PHT researchers and managed in house by the R&D office. It is 
our aim to continue to develop our own in house studies for the direct 
benefit of our local community.  

Toward this end, we are launching the Portsmouth Technologies Trials Unit 
(PTTU) on the 7th June. PTTU is a collaboration between PHT and the 
University of Portsmouth and we are delighted that the Vice Chancellor of 
the University and members of the PHT senior executive team are 
supporting the event.  

PTTU will provide the skilled staff and infrastructure to develop and deliver 
clinical research projects for the benefit of local patients. The unit will 
specialise in research studies in new healthcare technologies but will also 
support many other types of healthcare research. 

The department has recently secured prestigious grant funding from the 
National Institute for Health Research (NIHR) Efficacy and Mechanism 
Evaluation (EME) Programme and the Health Services and Delivery 
Research (HS&DR) Programme. A further fifteen grant applications are 
currently under review with charity funders and Innovate UK. 

89% of all commercial studies have delivered to time and target. 

Feedback from patients involved in PHT research studies is positive; we 
feature an impact case study from one of our renal patients, Mr Jenkinson. 

The annual R&I conference will be held on the 13th June. This year it is a 
joint event in collaboration with and hosted by the University of Portsmouth. 
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Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Development of PTTU 

Further embed research into clinical services  

Refresh the R&I strategy 2018-2020 

 
Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

 

 
Enclosure Number: 

 

 

 

 

 

 

 

Links to Portsmouth Hospitals NHS Trust Board Strategic Aims, Assurance Framework/Corporate 
Risk Register 

Strategic Aim Strategic Aim 2: Develop a reputation for excellence in 
innovation, research and development and education in the top 
20% of our peers 

BAF/Corporate Risk Register 
Reference (if applicable) 

 

Risk Description  

CQC Reference  

Committees/Meetings at which paper has been approved: Date 

None 7 June 2018 
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Research & Innovation Performance and 
Impact Board Report 

 
 

 

 
 
Quarter 4 
Financial Year 2017/2018 
 
Data obtained: 11th May 2018 
 
Report produced by: Jazmin Stubbings, Data and Finance Support Officer  
Jazmin.stubbings@porthosp.nhs.uk 
On Behalf of: Research and Innovation Office 
research.office@porthosp.nhs.uk 
Tel: 023 9228 6236 
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SECTION 1: NATIONAL IMPACT 

 
CHART 1: PHT POSITION IN ENGLAND BY 2017/2018 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n= 42) 

 
Source: NIHR Open Data Platform: May 2018 
 
Chart 1 shows the ranking of the first 20 large acute NHS organisations (total n=42). PHT is 5th (11%); the aim is to remain 
in the top 20% among our peers. 
 
 

 

 

 

 

 

 

 

 

                                                                                                            

 

 
 

 
 
 
 
 

PHT Target (top 20%) 
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SECTION 2: LOCAL PERFORMANCE 

 
CHART 2: PHT PORTFOLIO MONTHLY AND CUMULATIVE RECRUITMENT SET AGAINST WESSEX CLINICAL  
RESEARCH NETWORK (CRN) GOAL 
 

 

Source: NIHR Open Data Platform: May 2018 
 
 

Chart 2 shows PHT monthly and cumulative Porfolio recruitment for April 2017– March 2018 against the recruitment goal set by the 
Clinical Research Network (CRN) Wessex and recruitment in 2016/17. Porfolio recruitment includes all patients and staff recruited 
into high quality research studies as defined by the National Institute for Health Research (NIHR) and adopted onto the NIHR 
Portfolio. This chart does not include recruitment into other studies i.e student studies etc (non-portfolio). 
 
 

CHART 3: ANNUAL RECRUITMENT INTO CLINICAL TRIALS AND RESEARCH STUDIES AT PHT 
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PATIENT EXPERIENCE   

“If there was another trial I would be very happy to enrol on it, I’d be on it straightaway.” 

 

Mr Darren Jenkinson 

The STOP-ACEi Trial aimed to recruit 410 patients with CKD stage 4 or 5 who are receiving treatment with 
ACEi and/or ARBs and randomly allocate half of the suitable participants to continue their ACEi/ARB 
treatment and the other half to stop their ACEi/ARB treatment. All participants have a 3 year follow up 
period. Having discussed the trial with Researcher Nurses and his Consultant, Darren enrolled onto the 
study. Darren stated that: 

“I started on the study November 7th 2016; it had been going longer than that but like a lot of studies they 
were struggling to get enough people. I was in the Renal Department and a Research Nurse gave me a 
leaflet and I read through it at home and then I looked online to see find out more and I thought it was a 
good idea.”  

When asked what he thought the benefits of being part of research study were, Darren responded: 

“Everything was so positive; I received extra checks and felt like there was an extra pair of eyes on all my 
results and for people with end stage renal failure there is that chance that this research will provide an 
answer to their blood pressure problems.” 

Darren was also impressed throughout the study with the team approach and support. 

“At every appointment they made sure I was still happy taking part in the study and to continue, they really 
looked after my needs. They were there whenever I needed them, I had their phone number and I can call 
them at anytime, I can phone them up at anytime and they are only too pleased to help.” 

Darren continued: 

“They were good, every time I went to an appointment they ran through what had happened before, what 
was happening with the study, how I was feeling. They treated me as like they really wanted me there. As 
soon as I turned up, somebody came straight out, got me a cup of tea, they made me feel comfortable. 
There was never any pressure. They would say don’t worry. Whatever you were able to do, they were over 
the moon, so that made me feel better as well; they were very good at reassuring you and they provided 
you with support. They are a lovely team.” 

Darren, through his experiences and support of research has recently joined the PHT Patient Research 
Ambassadors Group and has enthusiastically supported the work of the group: 

“Completely positive, I’m amazed more people don’t do it. 
The negative impact on my life is negligible, zero really but 
there are so many positives, it makes me feel better in myself 
as I’m putting something back in and the research team are 
keeping an extra check on my symptoms”. 

So says Mr Darren Jenkinson, a local Portsmouth man, who is 
currently a participant on an important research study within 
Portsmouth Hospital Trust. Some three years ago, Martin, who 
was diagnosed with end-stage renal failure was approached by a 
Research Nurse and told about the ‘The STOP-ACEi Trial’.  
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“It can only be good thing, it’s the one thing that every researcher needs is for people to join their study. I 
cannot see anything but benefits for the general population, both to themselves and to the rest of the 
public. The hospital could be better at telling people. Before all this I had no idea of the scale of the 
research here.  All you ever hear is how many ambulances there are outside A&E, but no one talks about 
the great NHS research”. 

In summing up his experiences as a participant in PHT research Darren notes: 

“It’s giving me a reason to think I’m giving something back. Over the years the hospital has saved my life 
and it’s an on-going support for me, it just makes me feel better as I’m putting something back in to the 
system that has helped me...If there was another trial I would be very happy to enrol on it, I’d be on it 
straightaway.” 

 

The study a ‘Multi-centre Randomised Controlled Trial of Angiotensin Converting Enzyme inhibitor 
(ACEi) / Angiotensin Receptor Blocker (ARB) withdrawal in advanced renal disease; The STOP-ACEi 
Trial’ is sponsored by Hull and East Yorkshire Hospitals NHS Trust.  

 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

We now ask our patients for 
feedback of their research 
experience. 96.23% of 
patients asked would 
recommend our service.  
The average “I Want Great 
Care” score was 4.85 (max 
5). We will continue to report 
this to the Board every 
quarter   
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SECTION 3: RESEARCH RECRUITMENT 
 

   TABLE 1: SUMMARY OF RESEARCH RECRUITMENT BY SPECIALITY  SET AGAINST MONTHLY RECRUITMENT GOAL 
 

 

Source: NIHR Open Data Platform: May 2018, Edge Research management System: April 2018 
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SECTION 5: STAFF – ABSENCE, APRAISALS & TRAINING 

TABLE 2: RESEAERCH & INNOVATION HR COMPLIANCE 

 
Source: Chimera - HR Dashboard. May 2017 
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TRUST BOARD PUBLIC – MAY 2017   Agenda Item Number: 92.18 
      Enclosure Number: 5 

Subject: Clinical Structure & Revised Performance & Accountability 
Framework 

Prepared by: 
 
 
 
Sponsored & Presented by: 

 Lois Howell, Director of Integrated Governance 

Paul Bytheway, Chief Operating Officer 

Penny Emerit, Director of Strategy & Performance  

 

Penny Emerit, Director of Strategy & Performance  

 

Purpose of paper To inform the Board of the new Divisional Structure, commencing 
July 2018 and to describe the associated new Performance & 
Accountability framework. 

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

• Formal consultation process was undertaken as part of the 
management of change policy to deliver a new clinical 
structure, with all affected personnel being consulted 

• Following consultation a new divisional structure will 
commence on the 2nd July 2018, compromising of 4 
divisions & supported by a corporate operations team 
headed by a Delivery Director. 

• This new structure gives clearer lines of accountability from 
‘board to ward’ 

• The development of a new performance and accountability 
framework that supports improved oversight and 
performance and sets out the rules which underpin Exec & 
divisional team relationships 

• Development of a comprehensive leadership programme to 
support the new teams is being developed  

Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

• To note the update on the new divisional operational 
structure  

• To confirm the principles that are outlined with the plans for 
the new Accountability & Performance Framework 

• To agree a date for a formal review of the new divisional 
structure at 6  / 12 monthly intervals 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• Implementation of the new divisional structure will commence 
2nd July 

• Consultation with the new divisional teams in preparation for 
the new accountability and performance framework, ready 
for the August Executive performance meetings. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

There is no aspect of the restructure or reived accountability and 
performance framework which detrimentally affects any person or 
group as a result of their possession of a protected characteristic  

Consideration of Public and 
Patient Involvement and 
Communications 

None 
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Implications? 
 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities The revised organisational structure and the performance and 
accountability frame work support the delivery of all organisational 
priorities  

Board Assurance Framework/ 
Risk Register Reference 

The revised organisational structure and the performance and 
accountability frame work support the effective management of all 
risks identified on the board assurance framework and the corporate 
risk register  

Risk Description N/A 

CQC Reference Well Led 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  
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Clinical Structure and Revised Performance &Accountability Framework 

1.0 Introduction   

This paper sets out the key components of the new Trust organisational structure and 
demonstrates how this structure along with the improved accountability framework will allow 
oversight & improved delivery against the key strategic aims. 

2.0 Background 
 
The current structure of eleven Clinical Service Centres plus Corporate Structures was put in 
place in September 2011 following a review of the Trust’s ability to deliver against Monitor’s 
Compliance Framework and the broad principles of the Leadership Qualities Framework. 
The Trust, and the context within which it operates, has changed significantly in the last 
seven years and there is acknowledgment both internally and from regulators and external 
partners that the structure may no longer be fit for purpose. With a new Board and stable 
Executive team now in place a review of the organisational structure was agreed and the 
process commenced in January with staff consultation taking place for 30 days during March 
and April.   
 
The case for change acknowledged that CSC’s and individuals have been working hard to 
achieve the Trust’s objectives, however, the current structure has not delivered the level of 
performance, quality, financial control and standards required and this has played  its part  in 
significant regulatory actions.  The case for change that supports this reorganisation is 
based on:- 

 
• Continued deterioration in Trust overall performance over some years – with 

the Trust itself recognising the need for a revision of the operational structure  
• Reports from regulators and other external organisations have suggested the 

current structure is not an enabler for change nor allows improved 
performance to happen 

• CSC’s were not receiving sufficient focus and support from the Executive 
Directors to drive improvements 

• A change in leadership behaviour was required to support the cultural change 
programme (staff speaking up, bullying and harassment) 

 
• Urgent need to reframe the expectation placed on leaders at all levels in 

terms of providing a consistent approach to performance improvement 
• The current structure does not allow for sufficient dedicated time to oversee  

the accountability framework  in a consistent way due to the high number of 
CSC teams 

• Spans of control are too wide or too narrow in some cases  
 

The current structure didn’t always support effective team working across patient pathways 
 
The consultation process was undertaken in accordance with the Trust’s Policy for the 
Management of Change, including minimising any risk of redundancy and was based on an 
open and transparent dialogue between all parties. All substantive job holders for the posts 
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affected were written to advising that their current post was at risk of change and that they 
were therefore in scope for the purposes of the restructure. The consultation document 
confirmed that all existing staff would be accommodated within the new structure and that 
staff affected would be offered suitable alternative employment within the Trust.  
 
During the period of engagement and consultation: 
 

• All affected staff were provided with all relevant documentation 
• Collective and individual feedback was considered and a response provided in a 

consultation close presentation made to all affected staff 
• CV, application and self-assessment workshops provided 
• Agreed revisions to the proposal both service and role related following feedback as 

an Executive Management Team 
• Tier 2 – advertised externally to ensure the best possible candidates are appointed 

and ran concurrently with internal applications.  Selection through full interview 
process including stakeholder event 

• Tier 3 / 4 – placement process through preference and self-assessment against the 
leadership competency framework.  Appointments made by panel including Tier 2 
appointees based on best fit for roles including skills, preferences and achieving and 
overall balance of skills and experience throughout the Care Group 

• An appeals process for individuals who believe their appointment has been unfair or 
has not followed the Management of Change Policy is scheduled for June  

• All internal appointees to take up post on 2 July 2018 ( external candidates to be 
confirmed) 

 
 
Following the appointments process personal development plans will be put in place for the 
each of the new Divisional Teams and the Delivery Director. Alongside this a comprehensive 
leadership development programme will be put in place to underpin and support these 
teams. 
 
The programme will focus on supporting our leaders to be skilled competent and confident to 
drive and manage the tensions between delivering quality, finance and performance 
priorities, it will further support the outstanding requirements on leadership capability as set 
out in the CQC Key Lines of Enquiry. 
 
3.0 Clinical Operations Structure  

 
The Trust remains committed to a clinically led service and therefore each of the divisions 
will have a clinician as the accountable officer (Divisional Director), supported by a Divisional 
Operations Director & Divisional Nurse / AHP Director. 
 
The new Trust structure comprises of 4 Divisions, these are attached as Appendix 1 to 4. 
This structure delivers 4 tiers 
 

Tier 1 - Executive Directors  
Tier 2 – Divisional Directors / Deputy Director  
Tier 3 – Care Group Management across a number of clinical specialties  
Tier 4 – Speciality level management  

 
This structure will ensure that we are able to deliver on all of the key strategic objectives and 
ensure that we have the appropriate structure, skills and capability within the Trust to deliver.  
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The new divisional structure will allow for the following to happen: 
 

• Integration of teams based around clinical pathways that support performance 
across all areas 

• Manageable spans of control by reducing the number of teams accountable 
to the Executive Directors to 4 Divisions to allow for improved oversight 

• Divisional Ownership of a access or quality standard that will allow horizontal 
integration of divisional teams as they work together to deliver 

• Consistent structures with 4 tiers of management where this is appropriate 
• Focused support to operational and clinical teams through dedicated finance, 

HR and information & performance posts that have occurred as as part of the 
organisational structure review 

• A revised accountability framework that supports Executives and Divisional 
Teams in managing improved performance 

• Individuals responsible for leading the Divisions to have a much closer 
working relationship with Executive Directors 

 
Performance & Accountability Framework  

A revised Performance & Accountability Framework (‘The Framework’)  is in development to 
reflect the changes in organisational structure to be implemented from July 
2018.TheFramework will address the key issues in the case for change related to 
performance & accountability, specifically that; the current accountability framework is not 
sufficiently clear and is inconsistently applied, the need to reframe expectations of all leaders 
in terms of performance improvement and that CSC’s are not receiving sufficient focus and 
support from the Executive Directors to drive improvement.  

The Framework will set out the key rules, processes and commitments which underpin the 
relationship between the Executive Team and the Divisions. The metrics and standards 
against which the Divisions and the Trust will be measured include; the NHS Improvement 
Single Oversight Framework (NHSI SOF), CQC’s Intelligent Monitoring process and those 
agreed as key measures of success aligned to the Trust’s operating plan and strategy. 
Consistently applied, the Framework will strengthen accountability and line of sight for the 
Board. [Appendix 5] demonstrates how the key elements of the Framework; Performance 
Review Pack and the Divisional Performance & Accountability Meeting, inform the 
assurance provided to the Board through the Integrated Performance Report. [Appendix 6] 
sets out the arrangements that will be in place across all four of the Divisions to ensure that 
the Framework is applied consistently through the Trust.  

Executive Management Team (EMT) will consider a draft Performance & Accountability 
Framework in early June after which a period of engagement will take place with the forming 
Divisions. The July Quality & Performance Committee will be asked to consider a final 
Framework for approval. 

The new Divisional Performance Review meetings have been scheduled during week 
commencing 23 July. These meetings will consider the June performance of the Clinical 
Service Centres, relevant for each of the new Divisions. Each new Division also has a lead 
responsibility for one or more constitutional standard; Medicine & Urgent Care for 4 hour 
standard, Networked services for Cancer standards, Surgical & Outpatients for RTT and 
Clinical Delivery for the 6 week diagnostic standard and this will be explored at a Trust level 
as well as Divisional with the relevant Division. There will also be quality indicators allocated 
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to each of divisions and this is currently being considered based on the skill set of the 
appointees. 

The allocation of corporate standards as part of the  performance & accountability frame is 
designed to develop and  foster a culture of working together to succeed,  developing good 
relationships across the divisions to drive performance is essential to ensure success of the 
Trust. 

These first meetings will also receive the final Performance & Accountability Framework and 
sign off the Divisional Operating Plan for the remainder of the year which will be a 
consolidation of the relevant CSC Operating Plans that were signed off during May CSC 
Performance Reviews. 

From August the Divisional Performance Review meetings will be chaired by the Chief 
Executive Officer and supported by the Executive Directors, these meetings will review the 
July performance of the newly formed Divisions. These will be informed by revised Divisional 
Performance packs which will reflect the revised Integrated Performance Report. The 
agenda will cover delivery against the Trust’s Operating Plan and contract, the Trust strategy 
and regulatory compliance. 

The Trust Board on 6 September will consider the Trust and Divisional level performance for 
July. This will be presented in the revised Integrated Performance Report and will have been 
considered by Quality & Performance Committee during August. 

Divisional Governance  

The approach to overarching divisional governance is shown as Appendix 6 in terms of the 
structure support to delivery of this. The divisions will be required and supported to maintain 
good overall governance through a ‘divisional board’ approach, this will be the overarching 
decision making forum within the divisions and will oversee the business of the division by 
bringing together the divisional leadership team (Tier 2) and care group teams (Tier 3) to 
oversee and manage all aspects of performance effecting the division as a whole.  

This ‘board’ is further supported in its work around clinical governance, through a clinical 
governance committee. This committee will have oversight of divisional & care group clinical 
governance issues which includes the management of risk, the investigation of incidents and 
will provide a structure that allows for NHSI / CQC oversight work to be manged, this 
committee will provide rigorous scrutiny of this agenda providing assurance to the ‘divisional 
board’ on this work. It is envisaged that the corporate governance committee will be a 
regular invitee to this committee to ensure that there is a direct link back to the corporate 
team 

The structures within each of the divisions supporting the governance agenda may differ 
slightly within each division, dependent on size and operational needs but this will be 
supported with 

• standard terms of reference to ensure there is a clear link between the executive 
oversight through the performance reviews and the relevant sub-board committees 

• Minimum standing agendas to ensure consistency of focus on key operational, 
clinical and quality governance issues 
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The performance of the divisional committees will be assessed by reference to their impact 
on improvement on all of the performance / quality areas and through audits / spot-checks of 
agenda, reports and minutes, conducted by the corporate Integrated Governance Team. 

Responsibility for the delivery of good governance within divisions will lie with divisional 
leadership teams; the overarching meeting structure will support them in the delivery of this. 

CSCs currently have ‘Clinical Governance Lead’ resources (generally band 7 post holders), 
but with varying levels of time allocation, experience, expertise and training.  Some CSCs, 
but not all, also have Consultant and or senior Nursing Clinical Governance Leads.  The new 
divisions will be assessed and the need for governance resource reviewed during May and 
June to ensure that governance lead resource is appropriately allocated to match need, 
demand and quality improvement priorities.   

Training and support for governance leads at all levels of the divisions will increase with the 
introduction of the new operational structure – there will be a Governance Leads Forum for 
the Band 7 roles, and the Forum will be a key vehicle for delivery of training and key 
messages, and for sharing Quality lessons across the Trust.  Standard role descriptions for 
Governance leads will be produced (Band 7, Senior Nurse and Consultant levels).  The role 
descriptions will set out the Trust’s expectations of Governance Leads, and of Divisions and 
how they work with their Governance Leads, to ensure that governance activity delivers 
improvements in the quality of care and the management of risk. 

Quality, and quality governance, will form key parts of the performance and accountability 
framework.  The data packs used in performance and accountability meetings with divisions 
will include information about incidents, complaints (and other patient feedback), regulatory 
compliance (e.g. CQC registration, health & safety legislation, NICE guidance, Central 
Alerting System requirements) and risks, along with indicators which show how associated 
processes are being managed.  Division-specific information, such as feedback or 
requirements from inquests and litigation or external reviews and accreditation inspections 
will also be brought to performance and accountability meetings to ensure that they are 
being appropriately addressed.  This will ensure that Divisions are held accountable for 
delivering effective governance activity, and for extracting appropriate benefits and 
improvements from that activity.    

Discussions at Divisional Performance and Accountability meetings will help inform reports 
to, and discussions at, the Board and its committees, which will be presented at a trust-wide 
level.  

Engagement 

Some of the key objectives of the new structure are based around improved consistency of 
message across the organisation and improved relationships and engagement with senior 
leaders and the executive, as part of delivering this a number of changes are proposed to 
the meeting schedule that will support this, this is currently being finalised in readiness for 
the launch of the divisional structure. 
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Implementation & Review  

To ensure focus and delivery through the transition from CSCs to Divisions, an 
implementation plan is being developed to support the leadership of each of the four 
Divisions manage the process. The implementation plan includes some Trust-wide and 
Division-specifications. Weekly meetings are in place through June. Objectives for the 
Divisional teams will be set from 2 July to include a focus on successful embedding of the 
structure linked to the Performance & Accountability Framework as well as delivery of the 
existing operational plans, which sets the scene for improved performance overall. 
 
As the Divisional Directors will now sit as part of the ‘Executive Management team’ there will 
be continuous review of the structure as part of this engagement. Looking forward a more 
formal review of the structure will take place within 1 year, with a paper returning to Board 6 
months after implementation outlining the progress to date against the case for change. 
 
Conclusion / Summary 

The clinical restructure from eleven CSCs to four Divisions has been undertaken in line with 
the Trust’s Management of Change in order to respond to the case for change and support 
the Trust to consistently deliver on quality, financial delivery and operational performance. 
Success of the implementation of the restructure and revised Performance & Accountability 
Framework will be judged by their impact on many of the key outcomes from the case for 
change, such as  
 

• Clear ‘line of sight’ from board to front line teams that is evident across the 
organisation  

• Overall Trust improvement in performance across all of the domains ( finance, 
quality, access) 

• Improvement across all 6 of the corporate improvement objectives as measured 
within the IPR. 

• Improvement of Staff engagement scores through the monthly FFT ( and ultimately 
the staff survey results) 

• Evidence of team working through the allocation of corporate access and quality 
standards to drive improvement as a whole 
 

 
 
The new operational structure will give the Trust the ability to oversee and manage 
performance in a way that it has not previously been able to, there will be clear and 
deliverable lines of accountability that can be seen from Trust Board to front line teams.  
 
This line of sight will be supported by a new performance & accountability framework that will   
support the new divisions in delivery. The improved oversight structure will support the 
leadership teams to drive change and improvement alongside supporting the behaviour 
required as part of our continued commitment to the Trust cultural change programme. 
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TRUST BOARD PUBLIC – 7 June 2018    Agenda Item Number: 93.18 
        Enclosure Number: 6 

Subject: Veterans Covenant Hospital Alliance  

Sponsored & Presented by: Lois Howell, Director of Integrated Governance  

Purpose of paper To seek authorisation to pursue Trust accreditation by the Veterans 
Covenant Hospital Alliance  

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

• The Armed Forces Covenant encourages organisations to commit 
to supporting serving and former members of the Armed Forces in 
their interactions with civilian life and services. 

• The Veterans Covenant Hospital Alliance (VC HA) is a group 
health organisations which have volunteered to develop, share 
and drive the implementation of best practice that will improve UK 
Armed Forces veterans’ care, in line with the commitments set out 
in the Armed Forces Covenant. 

• It is proposed that the Trust should pursue accreditation by the 
Alliance as demonstration of its commitment to the current and 
former members of the armed forces with whom, and for whom, 
the Trust works every day. 

Options and decisions 
required 
 

The Board is asked to 

• approve pursuit of accreditation by the Veterans Covenant 
Hospital Alliance 

• authorise the Director of Integrated Governance to gather 
and submit the required evidence in support of the 
application, subject to approval of the evidence by the Trust’s 
Chairman 

• authorise the Chief Executive to sign the Armed Forces 
Covenant on behalf of the Trust 

 

Next steps / future actions: The required further evidence will be obtained and submitted in time 
for the launch of the accreditation programme in June 2018. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

The provision of effective support for veterans will assist the Trust in 
delivering against its contractual and regulatory obligations to meet 
the needs of the local community.   

There is no evidence that providing services in line with the 
covenant and associated accreditation will have a detrimental impact 
ion any individual as a result of their possession of a protected 
characteristic.   Maintaining the standards set out in the accreditation 
will help to ensure equality of access to services.   

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

The accreditation criteria require engagement with key stakeholders, 
which will be achieved prior to accreditation.   

Communication of the Trust’s commitment to supporting veterans 
and their families is a part of the accreditation process.  

 

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance Framework/ 
Risk Register 

Organisational Priorities Patient experience 

Page 44 of 256



Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description There are no known risks associated with pursuit of accreditation. 

CQC Reference Caring  Well-led 

 

Committees/Meetings at which paper has been discussed / approved: Date 

None  
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The Veterans Covenant Hospital Alliance 
 
1. The Armed Forces Covenant was launched by the Government in 2014.  The Covenant 

encourages businesses and other organisations to commit to supporting serving and 
former members of the Armed Forces in their interactions with civilian life and services. 
 

2. The Veterans Covenant Hospital Alliance (VC HA) is a group of over 20 NHS acute 
hospitals and other health organisations which have volunteered to develop, share and 
drive the implementation of best practice that will improve UK Armed Forces veterans’ 
care, in line with the commitments set out in the Armed Forces Covenant.  A copy of the 
manifesto issued by the Alliance is attached as Appendix 1. 

 
3. Board members will be aware of the very strong connection between Portsmouth 

Hospitals NHS Trust and the armed forces.  Not only does the Trust host the Medical 
Defence Group South, and as a result have the benefit of working with clinical military 
colleagues every day, but it serves a local community in Portsmouth which includes 
significant numbers of serving members of the armed forces, reservists, veterans and 
their families. 

 
4. Given the strong links between the Trust and the Armed Forces, it is proposed that 

Portsmouth Hospitals NHS Trust should seek accreditation under the Veterans 
Covenant Hospital Alliance Scheme, both as a means of ensuring that its services to 
veterans are exemplars of best practice, and as a means of demonstrating the Trust’s 
commitment to the wellbeing and welfare of the many serving and former members of 
the armed forces with whom the Trust works on a daily basis.  

 
5. The accreditation process includes the conduct of a self assessment and submission, 

on an annual basis, of evidence that the Trust meets the criteria set out in the self 
assessment document.  The first wave of accreditations will take place in June this year, 
and the Trust has been encouraged to pursue accreditation in this first round. 

 
6. As at the date of writing this report, not all of the required evidence is available (please 

see appendix 2 for the current position), but an update on progress towards meeting all 
of the criteria will be tabled at the board meeting.  A workshop / launch of the accredited 
Trusts is due to take place on 18 June in Birmingham, and if the Trust is able to provide 
evidence in time for this event, it will be part of the first wave of accredited trusts. 

 
7. The Board’s approval for the pursuit of the application is requested, along with authority 

for the Director of Integrated Governance to seek the remaining evidence and, subject 
to the approval of the Trust Chairman, submit it for consideration by the Alliance. 

 
8. It is also proposed that the Trust Board should authorise the Chief Executive to sign the 

Armed Forces Covenant, set out at Appendix 3.  This represents an important part of 
the application process, but also demonstrates the Trust’s commitment to supporting 
armed forces veterans, regardless of the accreditation application. 

 
9. Recommendations 

 
• That the Trust Board should approve pursuit of accreditation by the Veterans 

Covenant Hospital Alliance 
 

• That the Director of Integrated Governance should be authorised to gather and 
submit the required evidence in support of the application, subject to approval of the 
evidence by the Trust’s Chairman 
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• That the Chief Executive should be authorised by the Board to sign the Armed 

Forces Covenant on behalf of the Trust 
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Veterans Covenant 
Hospital Alliance 
Manifesto 
August 2017 

Contents 

Objectives 

Background 

How will the Alliance support member hospitals? 

What standards will Alliance hospitals showcase? 

Appendix 1 – VC HA Map 

Appendix 2 – Accreditation process 

 

The Veterans Covenant Hospital Alliance 

The Veterans Covenant Hospital Alliance (VC HA) is a group of over 20 NHS acute hospitals and Health 
Boards which have volunteered to develop, share and drive the implementation of best practice that will 
improve UK Armed Forces veterans care, in line with the commitments set out in the Armed Forces 
Covenant. 

The VC HA will also link hospitals to the Armed Forces charities1, which provide rehabilitation services 
and resources for veterans.  When fully utilised, these services will enhance the recovery pathway for 
veterans in NHS hospitals. 

This manifesto document sets out the objectives of the Veterans Covenant Hospital Alliance, 

the standards expected from Alliance hospitals and the support that will be provided to them. 

Objectives 

The Veterans Covenant Hospital Alliance has been established to provide a mechanism for a group of 
volunteer hospitals to: 

 Identify and showcase the best standards of care for UK Armed Forces veterans 
 Drive implementation of best practice across the NHS in the care of veterans 

                                                      
1 Examples include the Defence Medical Welfare Service (who are funded to have professional staff 
embedded in a number of NHS hospitals), SSAFA, RBL, Combat Stress, BLESMA, Blind Veterans 
UK, etc.  and the Veterans’ Gateway 
(https://www.veteransgateway.org.uk/?gclid=CMbWmKbPgdUCFcad7QodadkGOg) a one–stop 
service, which includes an information web site, phone number and chat facility for service users and 
soon to be a Map of Needs for professionals to support onward referral. 
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Background 

The VC HA is being established off the back of the work of the Getting It Right First Time programme 
(now part of the NHS Improvement in partnership with Royal National Orthopaedic Hospital) and the 
Chavasse report.    

Getting It Right First Time (GIRFT) is a national programme in England, led by frontline clinicians, 
created to help improve the quality of medical and clinical care within the NHS by identifying and 
reducing unwarranted variations in service and practice.  Professor Tim Briggs, Chair of the Veterans 
Covenant Hospital Alliance, visited over 170 NHS trusts and spoke to over 1,700 surgeons and 400 
senior managers and chief executives about orthopaedic care and outcomes, including for patients are 
serving or have served in the Armed Forces.  The programme has now been extended to reduce 
unwarranted variations in more than 30 clinical and medical work streams.2 Although the GIRFT 
programme does not extend beyond England, the principles it outlines are equally applicable to 
devolved NHS services. 

The Chavasse Report built on the GIRFT report, and was inspired by the selfless heroism of Captain 
Noel Chavasse VC at the Battle of the Somme and the Battle of Passchendaele.  The centenary of 
these battles, at which Chavasse was awarded two Victoria Crosses, will be marked in the summer of 
2017.  When the wounded from these battles had been treated and were no longer fit to serve, they 
were discharged into the care of their families and in many cases relied on charity. Within today’s 

serving population, services are provided by both Defence Medical Services (DMS) and the NHS, and 
the care of our serving Armed Forces is world class. When discharged, or whilst a reservist not on active 
operations, the NHS commissions and provides all their care needs.3 

Professor Tim Briggs, National Director for Clinical Quality and Efficiency, and Dr Jeremy Marlow, 
Executive Director of Operational Productivity, co-chair the steering group for the Veterans Covenant 
Hospital Alliance which includes senior representatives from the Confederation of Service Charities, 
Department of Health, NHS England, NHS Improvement and Ministry of Defence. 

How will the Alliance support member hospitals? 

Providing a forum 

VC HA will provide a forum, through events such as the workshop held in April 2017, to facilitate 
hospitals sharing best practice.  A specific opportunity for sharing best practice should be held at least 
annually.  VC HA will support continuous learning and maintain a list of contacts relating to UK veterans’ 

health.  Veterans’ Champions in hospitals will be able to contact each other and relevant organisations 

for advice and information.  This might include other points of contact such as Defence Medical Services 
employed staff, reservists recruitment, Ministry of Defence relationship management and Step Into 
Health champions. 

Connecting hospitals to other services 

Members of the Alliance will be establishing links to relevant local UK armed forces related services, 
such as DMS Regional Rehabilitation Units, charity funded Personnel Recovery Centres and/or NHS 
Disablement Support Centres.  In addition, the Alliance will help connect hospitals to other services, 
including:  

 NHS England’s Transition, Intervention and Liaison (TILs)4 mental health service for UK Armed 
Forces personnel approaching discharge and veterans 

 NHS Wales Armed Forces Champions and Armed Forces Covenant Groups   

                                                      
2 www.gettingitrightfirsttime.co.uk 
3 www.thechavassereport.com 
4 This service was launched on 1st April 2017 and provides increased access and treatment to 
appropriate and timely mental health services for armed forces personnel approaching discharge and 
veterans with mental health difficulties 
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 The Veterans’ Gateway created to be a first point of contact for veterans and to help people 
navigate the large number of service charities and organisations 5 

 Service charities providing recovery and welfare services for veterans, either in local centres or 
through staff embedded in NHS hospitals.  These services can enhance the quality of care for 
veterans, reducing delayed transfers of care and readmissions.  Alliance Hospitals might 
consider funding these services, either wholly or alongside other charitable income and grants 

 Use the Map of Need by professional staff to enable appropriate referral to other providers6. 

Accreditation and recognition 

There will be a formal accreditation process for Alliance hospitals, which will look at hospitals’ 

demonstration of the standards in this manifesto, in addition to the provision of excellent care as defined 
by GIRFT dashboards and other measurements yet to be agreed. 

All accredited Alliance hospitals will be able to clearly identify themselves as a ‘Veteran Aware’ hospital, 

with an accredited “kitemark” or other type of logo.  This will be helpful in raising awareness amongst 
staff, patients and in the wider NHS.  The ‘Veteran Aware’ kite mark will also encourage other hospitals 

to join up to these standards. 

The standards and the accreditation process have been set out in Appendix 2. 

Awareness 

The Alliance’s steering group will provide members with template posters and leaflets for display in 
waiting rooms and wards, explaining that the hospital is UK veteran aware and what this means.  The 
steering group will also provide template letters for hospitals to share with local commissioners and 
primary care providers.  

Education and Training 

The Alliance will provide guidance on how to train staff at induction.  This training will emphasise the 
importance of identifying veterans, ensuring that the UK Armed Forces community face no 
disadvantage and that special consideration is given in cases where appropriate.  This training will also 
raise awareness of the culture of the Armed Forces with hospital staff and promote recruitment to the 
military reservist workforce. 

What standards will Alliance hospitals showcase? 

Commitment to the Armed Forces Covenant 

All Alliance members will be committed to the twin underlying principles of the covenant.  The Armed 
Forces Covenant covers the whole UK armed forces community, including those in the Armed Forces, 
whether regular or reserve, those who have served in the past, and their families. 

1 The Armed Forces community should not face disadvantage compared to other citizens in the 
provision of public and commercial services 

2 Special consideration is appropriate in some cases, especially for those who have given most 
such as the injured and the bereaved 

The standards below aim to provide an interpretation of these principles specific to the NHS and set out 
how hospitals can embody the commitments of the Armed Forces Covenant.  These standards are not 
exhaustive, as many Alliance members will offer additional and possibly unique services for veterans 
that reflect locally assessed needs and priorities.  Hospitals will continue to pursue their own 

                                                      
5 The Veterans’ Gateway is funded by a grant from the MOD Covenant Fund and was launched on 20 
June 2017 www.veteransgateway.org.uk 
6 Reference to follow 
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development, in line with their commitment to the Armed Forces Covenant, and share their success 
with other hospitals in the Alliance. 

Clearly designated veterans’ champions 

Alliance members will have clearly designated Veterans’ Champions to lead on the implementation of 
this manifesto by their hospital. This will consist of both a clinical champion and a management 
champion, who will work together in what is referred to as a ‘Champion Dyad.’  

Commitments as an employer 

Alliance hospitals will be signed up to a range of different schemes to support the employment of 
veterans and reservists in the NHS workforce.  These will include: 

 ‘Step Into Health’ - the first access pathway from the military into the numerous career 
opportunities available in the NHS7 

 The Employer Recognition Scheme, which recognises employer organisations that pledge, 
demonstrate or advocate support to defence and the UK Armed Forces community, and align 
their values with the Armed Forces Covenant8 

 Signing the Armed Forces Covenant with specific pledges related to their role as an employer 

Links to rehabilitation services 

Alliance hospitals will establish links to nearby rehabilitation centres, as appropriate, to ensure the 
smooth transfer of service personnel to the NHS and to facilitate learning between MOD and NHS 
clinicians.  Rehabilitation services that Alliance members could potentially link to include:  

 Charity supported Personnel Recovery Centres 
 Personnel Recovery Units 
 DMS Regional Rehabilitation Units 
 NHS Disablement Support Centres (especially those that have been enhanced from the 

Murrison report)  
 Primary Casualty Receiving Facilities 
 NHS hospitals employing Defence Medical Services (DMS) Personnel from the Defence 

Medical Group (DMG) 
 Major Trauma Centres (especially the Veterans’ Trauma Network). 

Consideration should also be given to the small number of very complex or specialist services that may 
be needed for veterans.  These might be best delivered in a small number of centres of expertise and 
in these cases Alliance hospitals will ensure that patients are referred appropriately. 

Education and training for staff 

Alliance Hospitals will ensure clinicians and staff receive training at induction, in line with the guidance 
and materials provided by the VC HA.  Additional training might be needed for specific staff and 
clinicians, for example staff involved in managing patient lists will need to understand the hospital’s 

commitments under the Armed Forces Covenant. 

Awareness 

 Displaying posters in waiting rooms and wards, encouraging people to make their veteran 
status known, providing the definition and explaining the purpose: 

“We are a veteran aware hospital and we understand the Armed Forces Covenant; 

please let a member of staff know if you have ever served in the UK Armed Forces, so 

that we can better meet your needs” 

                                                      
7 www.militarystepintohealth.nhs.uk 
8 www.gov.uk/government/publications/defence-employer-recognition-scheme/defence-employer-
recognition-scheme  

Page 51 of 256



 

5 
 

 Displaying the VC HA kite mark on relevant communications materials  

Identification of veterans 

Alliance hospitals will set up systems and take steps to ensure that veterans are identified.  These might 
include:  

 Asking people if they are a veteran/have ever served in the UK armed forces through electronic 
arrival / registration kiosks, in hospitals where such systems are in place 

 Noting where a referral letter from a GP or elsewhere has identified a patient as a veteran 
 Flagging veteran status (where consented to) in the patient administration system/ a patient’s 

notes (paper and/or electronic) and next to their name on lists 
 For many veterans, claims of service can easily be verified by asking patients to recall their 

service number 
 Options to enable NHS staff to identify veterans used by other organisations include: 

o Asking for an Armed Forces Pension document 
o Certificate of Service/Red book 
o The ‘Defence Privilege Card provided by Defence Discount Service (DDS) 
o A letter from MOD Veterans UK or one of the three services 

 Publishing data quarterly on the numbers of veterans identified and treated by specialty 
 Making best use of the NHS Electronic Referral System (eRS) to create a directory of veteran 

aware services and/or consultants with a military background 

Onwards referral of veterans 

In addition to the statutory Ministry of Defence rehabilitation centres, Alliance hospitals will have 
established links to other services for veterans provided by the NHS or service charities and 
organisations, such as those set out earlier in this manifesto:  

 For those with mental health needs - NHS Transition, Intervention and Liaison services 
 Those with trauma issues - Members of the Major Trauma Network (especially those in the 

Veterans Trauma Network) 
 For those with additional rehabilitation needs - services provided by service charities and 

organisations 
 For those with welfare needs - The Veterans’ Gateway Service and Defence Medical Welfare 

Services 
 For those with prosthetic needs - the additional services at the enhanced (“Murrison”) 

Disablement Support Centres 
 For those with possible service related financial and/or benefit claims – MOD Veterans UK 

Alliance hospitals will have assessed the need for additional facilities, such as the embedding of trained 
professionals, staff or volunteers with expertise in the UK Armed Forces community in the hospital.  
Alliance hospitals will also have looked into what services could be made available locally and will have 
considered the benefits of funding these services. 

It is important that Alliance hospitals build up institutional knowledge of the services available, not just 
the individual knowledge of a particular clinician or manager. 
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Appendix 1 – VC HA Map 
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Appendix 2 – Accreditation process 

The Champion Dyad from each Alliance Hospital will be asked to complete a short annual report, demonstrating their implementation of the VC HA manifesto, their 
commitment to the Armed Forces Covenant and showcasing examples of good practice which could be shared across the VC HA, helping to drive continuous 
improvement across the membership. 

The Annual Report will also help the VC HA steering group to identify areas where support is needed and which hospitals could helpfully be ‘buddied’ to tackle any 

challenges. 

On completing the annual report, hospitals that have demonstrated delivery against the key commitments will be provided with the VC HA Veteran Aware Hospital kite 
mark, to be displayed on their communication materials and website. 

Kite mark standards: Annual report questions: Response 
expected: 

Support provided by the steering 
group: 

The hospital understands and 
is compliant with the Armed 
Forces Covenant 

Has your hospital signed the Armed Forces Covenant? Yes Contact details for Regional 
Employment Engagement Directors, 
who can assist with signing of the 
Covenant 

The hospital has a clearly 
designated Veterans’ 
Champion Dyad 

Who is the management champion at your hospital? Name, role and 
email address 

 

Who is the Clinical champion at your hospital? Name, role and 
email address 

Please list any other colleagues who are leading on this Optional 
The hospital supports the UK 
Armed Forces as an 
employer 

Is your hospital involved in Step Into Health?  EITHER: 
a) Yes 

Information through the annual 
workshops and can put Champion 
Dyads in touch with the schemes. Has your hospital joined the Defence Employer Recognition 

Scheme? 
OR 

b) Bronze level 
minimum 

Has your hospital developed its own veterans or reservists policy, or 
been involved in another UK Armed Forces employment initiative?  

OR 
c) Yes – give 

details 

Examples of existing policies from 
other Alliance members.  Buddying of 
hospitals 

The hospital has established 
links to appropriate nearby 
veteran services 

Is your hospital aware of any local rehabilitation services – as listed 
in the manifesto or shown on the map in Appendix 1? 

Give details Map of relevant services 
 
Buddying of hospitals  If appropriate – have you established links with these services with 

the aim of ensuring smooth transfer of service personnel? Have you 
established links with any of these services to facilitate learning? 

Optional - Give 
details  

Staff at the hospital are 
trained and education in the 
needs of veterans 

Have all the staff being inducted to the hospital received training that 
includes: the Armed Forces Covenant, identifying veterans and 
veterans’ needs? 

Yes Links to existing education and training 
resources 
 
Adapting training resources to be 
relevant to hospitals 

Are there staff in your hospital who need additional specific training?  
Have they received this? 

Optional – Give 
details 
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8 
 

The hospital raises 
awareness of veterans 

Has your hospital displayed posters and in which locations? Yes – Give 
details 

Template posters and leaflets 

Has your hospital added information to its website and 
communications? 

Yes – Provide 
link 

Template press release / article for 
website and kite mark 

Has your hospital written to / provided leaflets to other local services, 
such as GPs and regimental associations? 

Yes Template letters and leaflets 

The hospital identifies 
veterans to ensure they 
receive appropriate care 

How many veterans have been seen in your hospital?  What 
information have you collected? 

Give details Examples of best practice from other 
Alliance members and buddying 

Do you load veteran specific services or consultants with armed 
forces expertise to eRS? 

Yes  

How does your hospital identify veterans? Give details Examples of best practice from other 
Alliance members and buddying 

Does your hospital capture feedback from veterans? Yes Information on inclusion in patient 
surveys and example questions 

The hospital will refer 
veterans to other services as 
appropriate 

Has your hospital carried out a needs assessment for veterans? Give details Information on services available 
provided at Alliance workshop 
 
Map of Need 

Has your hospital mapped and explored the provision of services in 
your area and considered the case for funding additional services? 

Give details 

 

Page 55 of 256



Veterans’ Covenant Kitemark requirements  
Hospital 
team Annual report questions: Response : Evidence: 

THE HOSPITAL UNDERSTANDS AND IS COMPLIANT WITH THE ARMED FORCES COVENANT 

HR Has your hospital signed the Armed Forces Covenant? Proposal put to Trust Board 
07.06.18 Agenda item 

THE HOSPITAL HAS A CLEARLY DESIGNATED VETERANS’ CHAMPION DYAD 

Champions Who is the management champion at your hospital? 
Lois Howell,  
Director of Governance & Risk 
lois.howell@porthosp.nhs.uk  

Board report 07.06.18 

Champions Who is the Clinical champion at your hospital? 
Tim Coltman,  
Orthopaedic Consultant       
tim.coltman@porthosp.nhs.uk 

 

Board report 07.06.18 

Champions Please list any other colleagues who are leading on this 

Magnus McLaren 
Chief of MSK Service   
magnus.mclaren@ 
porthosp.nhs.uk 

 

Board report 07.06.18 

THE HOSPITAL SUPPORTS THE UK ARMED FORCES AS AN EMPLOYER 
HR Is your hospital involved in:    
HR  Step Into Health? Yes  
HR  The Defence Employer Recognition Scheme? Application pending   
HR  Your own veterans or reservists policy or another employer initiative? TBC   
STAFF IN THE HOSPITAL ARE TRAINED AND EDUCATED IN THE NEEDS OF VETERANS 

HR Have all the staff being inducted to the hospital received training that includes: the Armed 
Forces Covenant, identifying veterans and veterans’ needs? 

Induction already references 
Defence Group South, will 
amend to include the 
Covenant 

 

HR Are there staff in your hospital who need additional specific training?  Have they received this? TBC   
THE HOSPITAL HAS ESTABLISHED LINKS TO APPROPRIATE NEARBY VETERAN SERVICES 

Clinical Is your hospital aware of any local rehabilitation services – as listed in the manifesto or shown 
on the map in Appendix 1? Yes Map of relevant services to follow 

Clinical 
If appropriate – have you established links with these services with the aim of ensuring smooth 
transfer of service personnel? Have you established links with any of these services to 
facilitate learning? 

TBC  

THE HOSPITAL IDENTIFIES VETERANS TO ENSURE THEY RECEIVE APPROPRIATE CARE 
Clinical How many veterans have been seen in your hospital?  What information have you collected? TBC  Clinical Do you load veteran specific services or consultants with armed forces expertise to eRS? TBC   
Clinical How does your hospital identify veterans? TBC  
Clinical Does your hospital capture feedback from veterans? TBC  
THE HOSPITAL WILL REFER VETERANS TO OTHER SERVICES AS APPROPRIATE 

Clinical Has your hospital carried out a needs assessment for veterans? 

Trust has collaborated with 
Portsmouth City Council on 
Joint Strategic Needs 
Assessment for the area 

 Portsmouth City Council Joint Strategic Needs 
Assessment 

Clinical Has your hospital mapped and explored the provision of services in your area and considered Portsmouth City Council’s   
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the case for funding additional services? Health & Wellbeing Strategy 
reflects the Joint Strategic 
Needs Assessment and sets 
out plans and ambitions to 
meet veterans’ needs 

THE HOSPITAL RAISES AWARENESS OF VETERANS 
Comms Has your hospital displayed posters and in which locations? TBC   
Comms Has your hospital added information to its website and communications? TBC  
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Portsmouth Hospitals NHS Trust 

___________________________________________________ 

We, the undersigned, commit to honour the Armed  

Forces Covenant and support the Armed Forces  

Community. We recognise the value Serving Personnel,  

both Regular and Reservists, Veterans and military  

families contribute to our business and our country.  

 

Signed on behalf of:  

Portsmouth Hospitals NHS Trust 
 

Signed:         
 

Name: Mark Cubbon      
 

Position: Chief Executive      
 

Date:  7 June 2018      
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The Armed Forces Covenant 

 

An Enduring Covenant Between 

The People of the United Kingdom 

Her Majesty’s Government 

– and  – 

All those who serve or have served in the Armed Forces of the Crown 

And their Families 

 

The first duty of Government is the defence of the realm. Our Armed Forces fulfil that 

responsibility on behalf of the Government, sacrificing some civilian freedoms, facing 

danger and, sometimes, suffering serious injury or death as a result of their duty. 

Families also play a vital role in supporting the operational effectiveness of our Armed 

Forces. In return, the whole nation has a moral obligation to the members of the Naval 

Service, the Army and the Royal Air Force, together with their families. They deserve 

our respect and support, and fair treatment. 

 

Those who serve in the Armed Forces, whether Regular or Reserve, those who have 

served in the past, and their families, should face no disadvantage compared to other 

citizens in the provision of public and commercial services. Special consideration is 

appropriate in some cases, especially for those who have given most such as the 

injured and the bereaved. 

 

This obligation involves the whole of society: it includes voluntary and charitable 

bodies, private organisations, and the actions of individuals in supporting the Armed 

Forces. Recognising those who have performed military duty unites the country and 

demonstrates the value of their contribution. This has no greater expression than in 

upholding this Covenant. 
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Section 1: Principles of the Armed Forces Covenant 

 

1.1 We, Portsmouth Hospitals NHS Trust, will endeavour in our business dealings to uphold the key 

principles of the Armed Forces Covenant, which are: 

 

• no member of the Armed Forces Community should face disadvantage in the provision of 

public and commercial services compared to any other citizen  

• in some circumstances special treatment may be appropriate especially for the injured or 

bereaved. 

 

Section 2: Demonstrating our Commitment  

 

2.1 Portsmouth Hospitals NHS Trust recognises the value serving personnel, reservists, veterans and 

military families bring to our business. We will seek to uphold the principles of the Armed Forces 

Covenant, by: 

 

• promoting the fact that we are an armed forces-friendly organisation; 

• seeking to support the employment of veterans young and old and working with the Career 

Transition Partnership (CTP), in order to establish a tailored employment pathway for Service 

Leavers; 

• striving to support the employment of Service spouses and partners; 

• endeavouring to offer a degree of flexibility in granting  leave for Service spouses and 

partners before, during and after a partner’s deployment; 

• seeking to support our employees who choose to be members of the Reserve forces, 

including by accommodating their training and deployment where possible; 

• offering support to our local cadet units, either in our local community or in local schools, 

where possible; 

• aiming to actively participate in Armed Forces Day; 

 

2.2  We will publicise these commitments through our literature and/or on our website, setting out 

how we will seek to honour them and inviting feedback from the Service community and our customers 

on how we are doing. 
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TRUST BOARD PUBLIC - JUNE 2018  Agenda Item Number: 95.18 
     Enclosure Number: 7 

Subject:  Quality Improvement Plan Update  

Prepared by: 
Sponsored & Presented by: 

Theresa Murphy, Chief Nurse 

Theresa Murphy, Chief Nurse  

Purpose of paper This paper is to update the Trust Board on  

• further development of the Quality Improvement Plan 
• progress with its delivery  
• governance arrangements in place to oversee the delivery. 

Key points for Trust Board 
members 
 

Good progress was noted in a number of areas, and two actions 
have been closed. 
 
The Trust has failed to meet milestones in  
• Dementia 
• Mandatory Training  
• Safe Storage of Records 
• Safety sprints – sepsis 
• Workforce  
• Medicines Management  
• Complaints  
 
Work to review the associated actions and/or ensure their 
implementation is in hand and will be overseen by the Monthly 
Quality Improvement Advisory Group. 
 
The QIP will be further revised upon publication of the CQC’s reports 
on its latest round of inspections in April and May. 

Options and decisions 
required 
 

The Chief Nurse requests that the Trust Board reviews the full QIP 
and indicates any areas where further assurance is sought.  

Next steps / future actions: 

 

Implementation of the QIP will continue, overseen by the Quality and 
Performance Committee  

 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Equality Impact Assessments are planned for the Deputy Director of 
Nursing April 2018, across all domains.  Dynamic QIP will assist the 
Trust in meeting its legal obligations. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

The QIP is being shared with our Patient Experience Committee 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities QIP supports deliver across all quality priorities 

Board Assurance Framework/ 
Risk Register Reference BAF 9,1,4,5,6,3,7,10,12,15,16,17,13,14 

Risk Description As above. Page 61 of 256



CQC Reference All CQC domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Quality and Performance Committee May 2018. 
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Quality Improvement Plan update 

1. The Quality Improvement Plan (QIP) has been updated throughout the month and was
reviewed in detail at the Quality Improvement Advisory Group on 23 May.

2. Progress was noted in all areas other than those noted below, and where appropriate,
actions set out on the Plan have been closed.

Areas where further work is required and/or where milestones have been delayed: 

Dementia 

3. Performance against the screening standard remains below expectations, but there is
an underlying concern about the accuracy of data recording.  Work underway to seek
assurance on performance includes a detailed notes audit to inform understanding of
drivers of poor performance against dementia screening.

4. Recruitment to the Dementia Lead Nurse post is expected by the end July to drive pace
with the rest of the work programme

Mandatory Training 

5. Actions to date have been insufficient to drive improvement.  Re-scoping and re-focus of
the actions in the Plan are required to get back on track.  This will happen during May
and early June, in time for the next review at the Quality Improvement Advisory Group.

Safe Storage of Records 

6. There is an ongoing programme of work to improve records storage and compliance
with information governance rules.  This is part of the Trust’s wider information
governance agenda in support of its annual declaration against the IG Toolkit.  Activity
already in hand includes spot checks, delivery of IG training, incident reporting,
investigation and management and ad hoc advice.   Once the CQC’s reports of its
inspections in April and May are released, the IG work programme will be further re-
focussed.

Safety sprints – sepsis 

7. There has been limited progress on improving the identification and timely treatment of
sepsis, arising from a delay in the appointment of a dedicated sepsis nurse.  Position to
be reviewed before the next Quality Improvement Advisory Group meeting in June.

Workforce 

8. The workforce actions currently set out in the QIP need to be re-scoped to address
issues sustainably to avoid reliance on temporary staff for both nursing and medical
workforce.  To be followed up at the next Quality Improvement Advisory Group in June

Medicines Management 

9. Relevant elements of the detailed Medicines Management Action Plan need to be
incorporated in the QIP to ensure effective oversight and integration of improvement
activity.
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Complaints 
10. There is an ongoing programme of work expected to deliver improvements in speed and

quality of responses from the end of October.   An internal workshop for Governance
Leads and the Complaints Team is taking place 6 June 2018.

Areas of Progress: 

11. Two items have been closed from the QIP:

Duty of Candour 

12. Revised template letters have been approved, following engagement with service users
and Healthwatch.

Board Development Programme 

13. Following approval of the Board Development Programme and the setting of dates for
its delivery, this action has been closed

Agreement of additional Actions: 

Process for adding items to the QIP 

14. Recommendations concerning proposed amendments or additions to the Quality
Improvement Plan arising from the Trusts’ Quality Review and recent CQC data
requests will be brought o the next meeting of the QIAG.

Further iteration of the AIP to reflect most recent CQC feedback 

15. It was acknowledged that a significant revision to the Quality Improvement Plan will be
required once the draft CQC report is received.  This will require engagement and
leadership from the forming Divisions.

Impact of the Quality Improvement Plan 

16. As Board members will recall, a dashboard of key indicators has been produced to help
monitor the impact of the QIP.  The latest dashboard is attached as Appendix 1.  There
is an evident alignment between the delayed actions indicated above and a number of
the performance indicators on the dashboard.  Actions set out about to improve
performance in respect of QIP actions are expected to help improve performance
against the indicators.
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Latest Value

Valuing the Basics Good Governance Organisation that learns

Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target

0.0% 90.0% 90.0% 0.0% -90.0% 34 0 39 0 34 8.0% 5.0% 5.6% 0.0% 3.0%

95.5% 95.0% 95.3% 0.0% 0.5% 24 0 22 0 24 22.6% 5.0% 21.6% 0.0% 17.6%

97.6% 95.0% 96.9% 0.0% 2.6% 0 0 65 0 0 61.0% 70.0% 61.0% 0.0% -9.0%

0 0 3 0 0 0 0 0 0 0 69.0% 80.0% 69.0% 0.0% -11.0%

0.0% 85.0% 76.0% 0.0% -85.0%

77.8% 85.0% 76.9% 0.0% -7.2%

Please note that the FFT staff data is quarterly

Supporting Vulnerable Patients Moving beyond safe Urgent Care

Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target

0.0% 85.0% 98.8% 0.0% -85.0% 0.4 0.5 0.0 65 134 0

0.0% 85.0% 90.0% 0.0% -85.0% 208 250 0 46 152 0

0.0% 85.0% 94.0% 0.0% -85.0% 132 161 0 170 176 0

0.0% 85.0% 80.0% 0.0% -85.0% 65 78 0 472 477 0

0.0% 85.0% 94.0% 0.0% -85.0% 7 5 0 58 86 95

0.0% 85.0% 80.0% 0.0% -85.0% 4 6 0 76.9% 77.4% 0.0%

73.6% 90.0% 71.8% 0.0% -16.4% 107.9 0.0 108.2 0.0 107.9 214 352 0

99.0% 95.1% 99.0% 0.0% 3.9% 0 0 0 0 0 6.8% 6.8% 7.3%

0.0% 2 4 4 0 -2 0 11 0

6 0 8 0 633 2365 0

0 0 0 0
Please note that the readmission figures are always one month in arrears

Compliance on MCA and DoLs Training:

Compliance on MCA Introduction:

Compliance on MCA Enhanced:

Compliance on DoLs Introduction:

Compliance on DoLs Enhanced:

Nursing documentation monthly audit compliance:

Friends and Family test - % recommended ED:

Friends and Family test - % recommended Inpatients:

Number of same sex breaches:

Compliance on Level 1 - 4 Safeguarding Training:

Prevent and Wrap Training:

E coli infections post admission (48 h):

C difficile infections:

Avoidable MRSA bacteriaemia:

HSMR:

% Mental Health risk assessments completed in ED 
(average):

% Stage 1 Dementia Assessments completed:

Number of reported 'death' incidents:

Number of reported 'severe' incidents:

Number of reported 'moderate' incidents:

Number of reported 'near miss' incidents:

Number of reported incidents:

Number of SIRIs / 1000 bed days:

Duty of Candour:

Number of non-reviewed risks:

Number of overdue SIRI reviews:

Number of complaints over deadline: Vacancy rates - Trust:

Vacancy rates - Band 5 Nurses:

Friends and Family test - Staff recommend as a place to 
work*:

Friends and Family test - Staff recommend to their 
friends and family*:

Face to face essential skills compliance training 
completed:

Appraisal rate compliance:

Portsmouth Hospital NHS Trust - KPI dashboard - April 2018

15 Minute Ambulance Handover Delay:

Number of avoidable deaths:

01/04/2018 01/03/2018 01/04/2017

Number of outliers:

% patients seen by a consultant < 14 hours  (medicine 
and MOPRS):

Number of patients awaiting a bed in ED at 08:00 with 
DTA:

% unplanned readmissions within 30 days:

12 Hour Trolley Wait:

Number of OOH patient moves (21:00 - 00:00):

Number of OOH patient moves (00:01 - 07:00):

Number of MFFDs at month end:

Number of stranded patients at 7 days:
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Metric Definitions
Number of SIRIs / 1000 bed days:
Number of reported 'near miss' incidents:

Number of reported 'moderate' incidents:

Number of reported 'severe' incidents:
Number of reported 'death' incidents:

HSMR:

Avoidable MRSA bacteraemia:
C difficile infections:
E coli infections post admission (48 h):
Number of avoidable deaths:
Number of OOH patient moves (21:00 - 00:00):
Number of OOH patient moves (00:01 - 07:00):
Number of MFFDs at month end:
Number of stranded patients at 7 days:
Number of outliers:
% patients seen by a consultant < 14 hours  (medicine and MOPRS):
Number of patients awaiting a bed in ED at 08:00 with DTA:
% unplanned readmissions within 30 days:
12 Hour Trolley Wait:
15 Minute Ambulance Handover Delay:
Compliance on Level 1 - 4 Safeguarding Training:
Compliance on MCA and DoLs Training:
Compliance on MCA Introduction:
Compliance on MCA Enhanced:
Compliance on DoLs Introduction:
Compliance on DoLs Enhanced:

% Stage 1 Dementia Assessments completed:

% Mental Health risk assessments completed in ED (average):
Prevent and Wrap Training:
Nursing documentation monthly audit compliance:

Friends and Family test - % recommended ED:

Friends and Family test - % recommended Inpatients:

Number of same sex breaches:
Number of complaints over deadline:
Number of overdue SIRI reviews:
Number of non-reviewed risks:

Duty of Candour:

Vacancy rates - Trust:
Vacancy rates - Band 5 Nurses:

The number of non clinical moves during midnight and 7am.

The number of SIRIs per 1,000 occupied bed days in the month.
The number of 'Near Miss' patient safety events, where the event was identified and stopped before it reached the patient.
The number of 'Moderate' patient safety events, where there was short term harm to the patient and required further treatments or 
procedure because of this.
The number of 'Severe' patient safety events, where there was permanent or long term harm caused.
The number of patient safety events, where the patient died due to the patient safety event.
The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures whether the mortality rate at a 
hospital is higher or lower would be expected.  The national average is 100 and a score of below this indicates less deaths than this 
The number of MRSA bloodstream infection incidences identified.
The number of C.difficile incidences identified more than 72 hours from admission
The number of E.coli bloodstream infection incidences identified more than 48 hours from admission
The total number of deaths that could have been avoided, as per the Mortality Group.
The number of non clinical moves during 9pm and midnight.

The percentage of staff that have completed their Mental Capacity Act Enhanced Training.

The number of inpatients that are identified as being Medically Fit For Discharge as at the end of the month.
The average number of inpatients with a length of stay of greater than 7 days in the month.
The average number of inpatients who are within a ward that falls outside of their CSC.
The percentage of MOPRS and Medicine patients that waited less than 14 hours to be seen by a consultant.
The total number of patients with a Decision to Admit in the month that were awaiting a bed as at 8am.
The percentage of patients that could have been readmitted within the 30 days of their discharge.
The number of patients who waited in excess of 12 hours from Decision to Admit to Admitted.
The number of ambulances that waited in excess of 15 minutes from arrival to handing over the patient.
The percentage of staff compliant with their level 1 to 4 safeguarding training.
The percentage of staff that have completed their Mental Capacity Act and Deprivation of Liberty Standards Training.
The percentage of staff that have completed their Mental Capacity Act Introduction Training.

The number of complaints that were not responded to within the expected timeframe of 30 working days.
The number of open SIRIs that exceeding the target date of 60 working days for submission to the Commissioners.
The total number of risks that were due to be reviewed in the month that were not.

The percentage of staff that have completed their Deprivation of Liberty Standards Introduction Training.
The percentage of staff that have completed their Deprivation of Liberty Standards Enhanced Training.
The percentage of patients >75 admitted as an emergency who are reported as having a known diagnosis of dementia or clinical diagnosis 
of delirium, or who have been asked the dementia case finding question.
The average number of mental health risk assessments completed in ED.
The percentage of staff compliant on HealthWRAP (Prevent) training.
Trust wide percentage of Documentation compliance.
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The number of incidents where the patients and/or other relevant person was not informed within 10 operational days since the safety 
incident (moderate and severe harm) has occurred or is suspected to have occurred.
The total Trust vacancy rates as per the HR dashboard.
The Band 5 Nurses vacancy rates as per the HR dashboard.

The percentage of people who responded to the FFT questionnaire as either extremely likely or likely to recommend to a friend or family 
member.
The percentage of people who responded to the FFT questionnaire as either extremely likely or likely to recommend to a friend or family 
member.
The number of patients affected by a mix sex accommodation breach in the month.
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Friends and Family test - Staff recommend as a place to work*:

Friends and Family test - Staff recommend to their friends and family*:

Face to face essential skills compliance training completed:
Appraisal rate compliance: The percentage of staff who have had their appraisal completed.O

rg
an

is
at

io
n 

 
le

ar
ns The percentage of staff who positively recommended their organisation as a place to work.

The percentage of staff who, if a friend or relative needed treatment would be happy with the standard of care provided by this 
organisation.
The percentage of staff compliant with their face to face essential skills training.
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TRUST BOARD PUBLIC – JUNE 2018    Agenda Item Number: 96.18 
       Enclosure Number: 8 

Subject:  Quality Accounts 2017 / 2018 

Prepared by: 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Theresa Murphy, Chief Nurse  

John Knighton, Medical Director 

Purpose of paper Requires decision / approval 

For discussion and agreement by Trust Board 

Regular reporting 

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

• This is the final draft of the 2017 / 2018 Quality Account.   
 

• The opening statement on quality from the Chief Executive 
Officer will be included once finalised and prior to publication. 

 
• The Statement of Directors’ Responsibility requires signing by 

the Chief Executive Officer and the Trust Chairman.  This will be 
included following ratification of the Account at Trust Board.  

 
• The Clinical Commissioning Groups’ commentary will be 

included once received. 
 

• Healthwatch has provided comments which have been included 
in the Account; further comments from other stakeholders will be 
included upon receipt and prior to publication. 
  

• The external audit limited assurance report will be included upon 
receipt and prior to publication. 
 

• The Account will be published on the 30th June 2017. 

Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

• Trust Board is asked to ratify this, the final Quality Account prior 
to publication on the 30th June 2018 to meet regulatory 
requirements. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• Comments received from the CCG and stakeholders will be 
distributed to Trust Board and included in the final, published 
Quality Account. 

• The Statement of Directors’ Responsibility will be included once 
received from the Chief Executive and the Trust Chairman. 

• The Quality Account will be published on NHS Choices and the 
Trust Internet and Intranet by 30th June 2018. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

The Trust is required by its statutory, regulatory and contractual 
obligations to produce an annual Quality Account. 

The Quality Account as drafted does not indicate any less 
favourable treatment or service provision for any individual or group 
arising from possession of a protected characteristic.  
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Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

By the time of its publication on 30 June 2018 the Trust will have 
complied with all legal requirements for engagement on the contents 
of the Quality Account.   

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities 1. Deliver safe, high quality, patient centred care 
2. Continually improve the patient experience 

Board Assurance Framework/ 
Risk Register Reference 

Delivery of high quality services will support the reduction of a number 
of operational and strategic risks, including, specifically 
 
• BAF 3:  lack of attention to basic, compassionate care 
• BAF 13: Implementation of new initiatives , standards and learning  

from incidents and complaints is inconsistent across the Trust 
 

Risk Description See above 

CQC Reference Safe domain, Caring domain, Responsive domain, Effective domain, 
Well-led domain   

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Quality and Performance Committee  10th May 2018 
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE 
 

 
On behalf of the Trust Board and all staff at Portsmouth Hospitals NHS Trust I am delighted to introduce our Quality Account for 2017/18. 
 
The last twelve months have been extremely challenging across the NHS and the winter period in particular was one of the most difficult that many of us have 
experienced for quite some time. However in spite of this, our staff were exceptional and worked tirelessly when the pressures on our hospital were sustained over a 
period of weeks.  
 
I joined the organisation on 31 July 2017 and was immediately struck by the passion, dedication and commitment to patient care demonstrated by our staff across the 
entire organisation. Throughout the winter period I saw this exemplified again and again, so I would like to thank and pay tribute to each and every member of staff, who 
have continually focussed on our patients and on improving the quality of care we provide.  
 
We ended the financial year with a substantial deficit, however we delivered on the financial plan we set out following our re-forecast of our year end position in January. 
This was achieved through a huge amount of energy and focus across the Trust and whilst we do not underestimate the scale of the task ahead to bring the organisation 
into financial balance over the next three years, I believe we have set ourselves a strong foundation.  
 
The challenges our organisation faces, particularly in our urgent care pathway, are well documented. However we have continued to deliver excellence in many areas, 
gaining recognition through a number of external awards and accolades. We were successful in our application for a National Oncoplastic Breast Fellowship, allowing us 
to remain as one of only twelve Nationally Accredited Training Centres. In February we were only one of three Trusts in the country approached to host a live 
transmission of complex coronary angioplasty cases from our labs to the Advanced Cardiovascular Intervention conference in London. We were also only one of eight 
Trusts to have achieved all three of the efficiency targets set out in the Carter Review. These examples highlight just a few of the everyday examples of excellence.  
I am extremely proud that, following the collapse of Carillion in January, there was no significant impact on the services we provide. Our hospital operated as normal 
thanks to all of our colleagues in Facilities Management who truly went above and beyond, putting our patients before any concerns they had about their own 
circumstances.  
 
In February we hosted our inaugural Trust wide safety conference. The event featured examples of patient safety and quality improvement projects across all 
departments, and was truly inspirational. It demonstrated a commitment to ensuring quality improvement remains at the top of our agenda which is wholly endorsed by 
our Board. We are looking forward to continuing our progress in this important area.  
 
To the best of my knowledge the information presented in this report is accurate and represents a balanced view of the quality of services that the Trust provides. I 
sincerely hope you find it informative. 
 
To the best of my knowledge the information presented in this report is accurate and represents a balanced view of the quality of services that the Trust provides. I 
hope you will find it informative and stimulating.  Any feedback is welcome.  
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Mark Cubbon, Chief Executive, Portsmouth Hospitals NHS Trust 
Trust Headquarters, F Level, Queen Alexandra Hospital, Southwick Hill Road, Cosham, Portsmouth, Hampshire, PO6 3LY 
Telephone: 023 9228 6877 Ext: 6670 E-mail: mark.cubbon@porthosp.nhs.uk   
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QUALITY IMPROVEMENT PRIORITIES 2018 / 2019   
 
The Trust develops its priorities for quality improvement by triangulating 
evidence available through a variety of internal and external sources.  These 
include complaints, incident reporting, national quality initiatives, national and 
local patient surveys, clinical audit and NICE guidance.   
 
Each year, key priorities are chosen that are expected to have the greatest 
impact on reducing harm and mortality for patients and improving patient 
experience. From these the Patient Safety, Experience and Clinical 
Effectiveness Steering Groups identified a number of proposed priorities. 
 
The quality sub-group priorities will continue to support delivery of the wider 
quality agenda. 
 
The proposed quality priorities were presented to and approved at the Trust 
Board in May 2018.   
 
 

This Quality Account and associated priorities are presented around the three 
domains of quality; patient safety, patient experience and clinical effectiveness 
and outlines the targets the Trust Board have agreed for 2018/19.  
 

The Account summarises the Trust’s performance and improvements against 
the quality priorities and objectives we set ourselves for 2017/18 (set out in the 
2017/2018 Quality Account).  
 
 

We constantly strive to improve the quality, safety and effectiveness of the 
care we provide to patients and their families/carers.  We aim to improve 
services based on what patients tell us matters most to them.  To achieve this 
we will deliver a number of initiatives and projects to improve the quality and 
safety of the care we provide to patients which will ultimately improve and 
exceed their expectations.  A full range of quality measures and how we are 
working towards achieving these will continue to be reported to the Trust 
Board monthly and the Quality and Performance Committee. 
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QUALITY IMPROVEMENT PRIORITIES 2017/2018 – OUR ACHIEVEMENTS 
The Quality Account published in June 2017 identified areas of quality improvement to focus on during the year.  A brief summary of our achievements against the 
priorities is outlined below, with further detail contained in part 3 of this account.   
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STATEMENTS OF ASSURANCE FROM THE BOARD 
 
Review of services 
During 2017/2018 Portsmouth Hospitals NHS Trust provided and sub-
contracted 36 NHS services. 3 significant services are sub-contracted to non-
NHS providers; these being the Disablement Services Centre, orthotic service 
and community dialysis services. 
 
The Portsmouth Hospitals NHS Trust has reviewed all the data available to 
them on the quality of care in all 36 of these NHS services.  
 
The income generated by the NHS services reviewed in 2017/2018 represents 
98% of the total income generated from the provision of NHS services by 
Portsmouth Hospitals NHS Trust for 2017/2018.  
 
Participation in clinical audits 
During 2017/2018 41 national clinical audits and 7 national confidential 
enquiries covered NHS services that Portsmouth Hospitals NHS Trust provides. 
 

During that period Portsmouth Hospitals NHS Trust participated in 100% 
(41/41) national clinical audits and 100% (7/7) national confidential enquiries 
of those it was eligible to participate in. 
 
The national clinical audits and national confidential enquiries that Portsmouth 
Hospitals NHS Trust participated in, and for which data collection was 
completed during 2017/2018, are listed below alongside the number of cases 
submitted to each audit or enquiry as a percentage of the number of registered 
cases required by the terms of that audit or enquiry. 
 
The reports of 45 national clinical audits (this number is from both 2017/18 and 
some reports that were published from data supplied in 2016/17) were 
reviewed by the provider in 2017/2018.  Appendix A highlights the actions 
Portsmouth Hospitals NHS Trust intends to take to improve the quality of 
healthcare provided. 

 

NATIONAL CLINICAL AUDITS 

Audit title Details Participation % cases 
submitted 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP) Audit  100% 

Adult Cardiac Surgery Audit Not applicable Not applicable 

BAUS Cystectomy Audit Surgeon Outcomes  93% 
(2014-2016) 

BAUS Nephrectomy Audit Surgeon Outcomes  89% 
(2014-2016) 

BAUS Percutaneous Nephrolithotomy (PCNL) Surgeon Outcomes  55 cases 
(2015-2016) 

BAUS Radical Prostatectomy Audit Surgeon Outcomes  96% 
(2014-2016) 

BAUS Urethroplasty Surgeon Outcomes  77% 
(2014-2016) 

BAUS Stress Urinary Incontinence Audit Surgeon Outcomes  50% 
(2014-2016) 

Page 78 of 256



2 

NATIONAL CLINICAL AUDITS 

Audit title Details Participation % cases 
submitted 

Bowel Cancer Audit  100% 
Cardiac Rhythm Management Audit  100% 
Case Mix Programme (CMP) -  Intensive Care National Audit and Research Centre (ICNARC) Audit  100% 
Congenital Heart Disease Audit Not applicable Not applicable 
Coronary Angioplasty – Percutaneous Coronary Intervention (PCI) Audit  100% 
Diabetes – Paediatric (NPDA) Audit  100% 

Elective Surgery Patient Reported Outcome Measures (PROMS) 

Overall Score   43% 
Groin Hernia  14% 
Hip Replacement  58% 
Knee Replacement  56% 
Varicose Veins  0% 

Endocrine and Thyroid National Audit Surgeon Outcomes  
Data collection 

ongoing 

Falls and Fragility Fracture Audit Programme 

Fracture Liaison Service 
Database (FLS-DB)  48% 

Hip Fracture Database  100% 
Inpatient Falls Audit 
(NAIF)  100% 

Head and Neck Cancer Audit (HANA) Audit  
Data collection 

ongoing 

Inflammatory Bowel Disease (IBD) Programme Audit  
Data collection 

ongoing 
Learning Disability Mortality Review Programme (LeDeR) Audit  100% 
Major Trauma Audit - Trauma Audit and Research Network (TARN) Audit  97-100% 
Mental Health Clinical Outcome Review Programme (NCISH) Audit Not applicable Not applicable 
National Audit of Breast Cancer in Older People (NABCOP) Audit   100% 
National Audit of Dementia Audit   100% 
National Audit of Intermediate Care Audit Not applicable Not applicable 

National Bariatric Surgery Register (NBSR) Audit   Data collection 
ongoing 

National Cardiac Arrest Audit (NCAA) - ICNARC Audit   Data collection 
ongoing 

National Chronic Obstructive Pulmonary Disease Audit Programme (COPD) Audit   148 cases 
National Clinical Audit of Specialist Rehabilitation for Patients with Complex Needs following Major 
Injury (NCASRI) Audit  Not applicable Not applicable 

National Comparative Audit of Blood Transfusion Programme Audit of red cell and  100% 

Page 79 of 256



2 

NATIONAL CLINICAL AUDITS 

Audit title Details Participation % cases 
submitted 

platelet transfusion in 
adult haematology 
patients 
TACO Audit  100% 

Audit of O negative red 
cells  Delayed start date 

National Diabetes Audit - Adults 

Transition  100% 
Diabetes in Pregnancy  76 cases 
Inpatient Audit  100% 
Foot Care  81 cases 

National Emergency Laparotomy Audit (NELA) Audit  >80% 
National Heart Failure Audit Audit  63% 
National Joint Registry (NJR) Audit  100% 
National Lung Cancer Audit (NLCA) Audit  100% 
National Maternity and Perinatal Audit (NMPA) Audit  100% 
National Neonatal Audit Programme (NNAP) (Neonatal Intensive and Special Care) Audit  100% 
National Ophthalmology Audit Audit  100% 
National Vascular Registry Audit Not applicable Not applicable 

Neurosurgical National Audit Programme Audit Not applicable Not applicable 
Oesophago-Gastric Cancer (NAOGC) Audit  71-80% 
Paediatric Intensive Care Audit Network (PICANet) Audit Not applicable Not applicable 
Prescribing Observatory for Mental Health (POMH-UK) Audit Not applicable Not applicable 
Prostate Cancer Audit  100% 
Royal College of Emergency Medicine -  Fractured Neck of Femur Audit  100% 
Royal College of Emergency Medicine -  Pain in Children Audit  100% 
Royal College of Emergency Medicine -  Procedural Sedation in Adults (care in emergency departments) Audit  100% 

Sentinel Stroke National Audit Programme (SSNAP) 
Audit  >90% 
Organisational  100% 

Serious Hazards of Transfusion (SHOT): UK National Haemo-vigilance Scheme Audit  100% 
UK Parkinson’s Audit Audit  100% 
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NATIONAL CONFIDENTIAL ENQUIRIES 

Audit title Participation % cases 
submitted 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Maternal Mortality  100% 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Perinatal Mortality  100% 

Child Health Clinical Outcome Review Programme – Chronic Neurodisability  67% 

Child Health Clinical Outcome Review Programme – Young Persons Mental Health  67% 

Child Health Clinical Outcome Review Programme – Cancer in Children, Teens and Young Adults  100% 

National Confidential Enquiry into Patient Outcomes and  Death – Peri-operative Diabetes  Ongoing 

National Confidential Enquiry into Patient Outcomes and  Death – Heart Failure  100% 

National Confidential Enquiry into Patient Outcomes and  Death – Pulmonary Embolism  Ongoing 

 
The reports of 37 local clinical audits were reviewed by the provider in 2017/2018.  Appendix B shows examples of local audits and the actions Portsmouth Hospitals 
NHS Trust intends to take to improve the quality of healthcare provided. 
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Research: participation in clinical research 
Commitment to research as a driver for improving the quality of 
care and patient experience 
The number of patients receiving NHS services provided or sub-contracted by 
Portsmouth Hospitals NHS Trust in 2017/2018, that were recruited during that 
period to participate in research approved by a research ethics committee was 
5,813. Of these patients, 5,549 (95%) were recruited into clinical studies 
adopted onto the National Institute for Health Research (NIHR) Portfolio, with 
264 (5%) recruited into other, non-Portfolio research projects.   
 
Participation in clinical research demonstrates Portsmouth Hospitals NHS 
Trust’s commitment to improving the quality of care that we offer and to 
making our contribution to wider health improvement. Our clinical staff stay 
abreast of the latest possible treatment possibilities and active participation in 
research leads to improved patient outcomes. 
 
During 2017/2018, Portsmouth Hospitals NHS Trust has participated in a total 
of 312 clinical research studies, 88% of these studies were NIHR Portfolio 
adopted. 
 
More than 35 clinical Departments participated in research approved by a 
research ethics committee at Portsmouth Hospitals NHS Trust during 
2017/2018, covering a number of specialities and clinical support departments. 
 
Goals agreed with Commissioners 
Portsmouth Hospitals NHS Trust income in 2017/18 was not conditional on 
achieving quality improvement and innovation goals agreed through the 
Commissioning for Quality and Innovation (CQUIN) payment framework, as the 
Trust CCG income from most CCGs was agreed as an overall year-end 
settlement, and did not rely on detailed CQUIN performance. 

NHS England CQUIN performance has yet to be determined and agreed as part 
of month 12 finance discussions. 
 
Statements from the Care Quality Commission 
Portsmouth Hospitals NHS Trust is required to register with the Care Quality 
Commission and is currently registered with Conditions.   
 
The Care Quality Commission has taken enforcement action against 
Portsmouth Hospitals NHS Trust during 2017/2018 resulting in conditions on 
registration being applied.   
 
The CQC undertook a responsive focused inspection of the corporate and 
leadership functions of the Trust in May 2017, inspecting the key question of 
‘well led’.  The inspection resulted in the Trust receiving an Enforcement 
Notice in May 2017 due to the concern than patients who use services within 
the emergency medical pathway of the Queen Alexandra Hospital will or may 
be exposed to the risk of harm.  This Notice comprised six conditions: 

 
1. The Registered Provider must deploy sufficient numbers of suitably 

qualified and competent staff in the emergency decision unit in the 
emergency department to provide safe, good quality care to patients with 
mental health problems along with all other patient. Staffing levels and skill 
mix must take into account the acuity of all patients in the department at 
any given time.  

2. The Registered Provider must ensure all patients presenting to the 
emergency department with mental health problems receive a full 
assessment of all risks assessment and corresponding risk management 
plan/care plan. This risk assessment and plan must include, but is not 
exclusive to, the following:  
• Assessment of risks across a broad range of mental health issues and 

the identification of any specific risks for the individual patient and 
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others in the department (patients, carers, staff, members of the 
public) and any safeguarding concerns.  

• The environmental risks to the patient and mitigating actions  
• Robust immediate risk management/care plan documenting the 

appropriate frequency of observation, specific intervention (care and 
treatment) required to meet the patient’s needs and escalation plans 
should the patient’s condition deteriorate.  

• An identified time and date for review specific to the individual 
patient’s needs.  

3. The Registered Provider must identify, monitor and observe detained and / 
or high risk patients with mental health concerns or vulnerable 
safeguarding issues across the hospital and must have oversight of the 
location of these identified and plan of care of patients at all times.  

4. The Registered Provider must ensure that there are clearly identified leads 
for mental health provision within the emergency department and acute 
medical unit at all management levels. The Registered Provider must also 
ensure that there is executive level leadership that has accountability for 
mental health care, safeguarding and Deprivation of Liberty Safeguards 
within the hospital.  

5. The Registered Provider must ensure that Deprivation of Liberty Safeguards 
are applied as per the requirements of Mental Capacity Act, 2005, prior to 
depriving a person of their liberty.  

6. The Registered Provider must immediately take action to ensure patients 
are safe. As a minimum, deploying sufficient, suitably qualified and 
competent staff and completing robust risk assessments, plans and 
delivering the identified care and treatment for patients presenting with 
mental health issues. Then, as soon as reasonably practicable, and in any 
event by 12pm on Monday 15 May 2017, describe the actions the Provider 
will take to meet the requirements of this notice and the timescales in 
which it will implement the required actions to comply with the conditions 
set out in this notice. The Registered Provider must demonstrate that they 
are assured that such care is actually being delivered. The trust must send 
the Care Quality Commission an update weekly in this respect from the 
week commencing 22 May 2017.  

 
The CQC undertook an unannounced inspection at the Queen Alexandra 
Hospital site in July 2017 to review specific aspects of the care provided by the 
diagnostic imaging department.  The inspection resulted in the Trust receiving 
an Enforcement Notice in July 2017 due to concern that patients in receipt of 
the regulated activity of diagnostic and screening procedures will or may be 
exposed to the risk of harm.  This Notice comprised four conditions: 
 
1. The Registered Provider must take evidenced based appropriate steps to 

resolve the backlog of radiology reporting using appropriately trained 
members of staff. This must include a clinical review, audit and 
prioritisation of the current backlog of unreported images, (including those 
taken before January 2017); assess impact of harm to patients, and apply 
Duty of Candour to any patient adversely affected.  

2. The Registered Provider must ensure that they have robust processes to 
ensure any images taken are reported and risk assessed in line with Trust 
policy.  

3. The Registered Provider must submit their evidenced based decision-
making on how the backlog will be addressed to the Commission by the 21 
August 2017.  

4. From 6 September 2017, and on the Wednesday of each week after, the 
Registered Provider must report to the Care Quality Commission, NHS 
Improvement and the NHS England Local Area Team:  
• The total number of images remaining in the backlog (including 

unreported images pre-January 2017) shown by year of image taken.  
• The current trajectory date of when the backlog (including unreported 

images pre-January 2017) will be cleared.  
• The proportion of patients waiting less than the trusts KPI for x-rays, CT 

and MRI.  
• The average waiting time (in days and hours) for a reported plain film 

(excluding GP requests).  
• The average waiting time (in days and hours) for chest and abdominal 

films (excluding GP requests).  
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• Number of plain film requests (excluding GP requests).  
• Longest waiting time for a reported radiology plain film request.  

 
The CQC issued the Trust with a Warning Notice under Section 29a of the 
Health and Social Care Act 2008 in July 2017 in relation to the inspections 
undertaken in February and May 2017.  The Notice was issued to ensure 
significant improvements were made to the quality of health care provided 
within the Trust. 
 
The Enforcement Notice following the inspection by the CQC in February 2017 
and place on the Trust in March 2017 relating to AMU has remained in place 
during 2017/2018. 
 
We published a Quality Improvement Plan on 31st October 2017 to address the 
areas for improvement noted following the inspections.  A Quality 
Improvement Assurance Group (QIAG) was established to provide monitoring 
and oversight of the delivery of the plan.  A high level dashboard with key 
performance indicators has been developed to measure the impact of delivery 
of the actions within the plan. 
 
Data quality 
Portsmouth Hospitals NHS Trust submitted records during 2017/2018 to the 
Secondary Users Service (SUS) for inclusion in the Hospital Episode Statistics 
(HES) which are included in the latest published data. The latest available 
scores from NHS Digital’s Maturity Index (mid 2017, focusing on the previous 
12-months) shows the following data quality scores: 
Included the patient’s valid NHS number:  

• 98.3% for admitted patient care (national average 99.2%) 
• 99.2% for outpatient care (national average 99.5%) 
• 99.9% for accident and emergency care (national average 96.6%) 

 
Included the patient’s valid General Medical Practice Code:  

• 100% for admitted patient care (national average 99.9%) 
• 100% for out-patient care (national average 99.8%) 
• 100% for accident and emergency care (national average 98.9%) 

 
Portsmouth Hospitals NHS Trust will be taking the following actions to improve data 
quality: 

• A robust mechanism is in place to review and promote deliver against the IG 
Toolkit metrics relating to data quality 

• Ensuring all data quality procedures are reviewed regularly and up to date 
• Ensuring all data submission standard operating procedures detail 

proxy/ready reckoner values for reference 
• Completeness and validity checks are in place, as detailed specifically within 

the IG Toolkit 
• Governance is in place to ensure PAS / Data Warehouse / master files are kept 

up to date (including GP Details, Patient Address). 
 
The Trust was not subject to a Payment by Results (PbR) clinical coding audit in 
2017/2018 by the Audit Committee. 
 
Information Governance Toolkit attainment levels  
Information Governance is concerned with the way the Trust handles or 
“processes” information. It covers Personal Data (relating to patients/service 
users and employees) and corporate information (such as financial and 
accounting records. 
 
The Information Governance Toolkit is a performance tool produced by the 
Department of Health which draws together the legal rules and central 
guidance surrounding data protection and presents them in one place as a set 
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of information governance standards. The Trust are required to carry out yearly 
self-assessment of compliance against these standards.  
Portsmouth Hospitals NHS Trust Information Governance Assessment Report 
overall score for 2017/2018 was 68% and was graded “Satisfactory”. 
 
The Trust reported six serious incidents to the Information Commissioner’s 
Office (ICO).  Three remain open and relate to personal information of patients 
being sent to the wrong GP, an employee discussing patient information with a 
friend and another employee looking up patient information for personal use.  
The remaining three are all closed and no further action was required to be 
undertaken by the Trust. 
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Learning from deaths 
27.  
27.1. During 2017/2018, 2,543 of Portsmouth Hospitals NHS Trust patients 

died. This comprised the following number of deaths which occurred in 
each quarter of that reporting period:  
• 629 in the first quarter. 
• 526 in the second quarter. 
• 648 in the third quarter. 
• 740 in the fourth quarter. 

 
27.2. By 31st March 2018, 1,552 case record reviews and 459 investigations 1 

have been carried out in relation to 2,543 of the deaths included in item 
27.1. 
 

We are unable to provide the number of cases in which a death was 
subjected to both a case record review and an investigation. This is due 
to the database not being able to differentiate between cases having just 
a case review or just a Mortality and Morbidity (M&M) review or those 
having both.  From March 2018, all adult inpatient deaths receive a case 
review.  Therefore, this requirement will not be necessary. 
 
The number of deaths in each quarter for which a case record review or 
an investigation was carried out was: 
• 218 in the first quarter. 
• 342 in the second quarter. 
• 455 in the third quarter. 
• 538 in the fourth quarter. 

 

1 Investigations equal review by the relevant morbidity and mortality meeting. 

27.3. 4 cases, representing 0.16% of the patient deaths during the reporting 
period, were initially judged to be more likely than not to have been due 
to problems in the care provided to the patient.  Following further 
review 3 of the cases have been deemed unavoidable; 1 case is awaiting 
post mortem outcome. 
 

In relation to each quarter, this consisted of: 
• 1 representing 0.16% for the first quarter (case subsequently 

downgraded). 
• 2 representing 0.38% for the second quarter (both cases 

subsequently downgraded). 
• 0 representing 0% for the third quarter. 
• 1 representing 0.13% for the fourth quarter (awaiting post mortem 

outcome).   
 
These numbers have been derived from case reviews at mortality review 
panels and in-depth reviews by M&Ms. 

 
27.4. The following the key patient care and treatment themes identified from 

MRP and M&M reviews.  There are a significant number of cases where 
appropriate and timely anticipatory care planning could have enabled 
the patient to receive end of life care in a non hospital setting. Decisions 
relating to setting a ceiling of care and moving to end of life care are not 
always made in a timely fashion, prolonging unnecessary treatment for 
patients. There are difficulties achieving timely discharge for patients 
approaching end of life (fast track process). There are also patients who 
suffer significant delays in their discharge processes and subsequently 
deteriorate. 
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27.5. Actions taken to address the themes identified include the sharing of the 
information with partner organisations, including CCGs. Primary care and 
other NHS Trusts with a focus on increasing awareness of the importance 
of anticipatory care planning. Case summaries are used as educational 
tools for medical staff with emphasis put on the impact of delaying 
decision making around ceiling of care and the move to end of life care. 
Work by the unscheduled care board to reduce the delays in the 
discharge process is ongoing. Direct feedback to CCGs about delays in 
the fast track process has been provided. 

 

27.6. There has been an improvement in the documentation of decision 
making around end of life care and a noticeable increase in the number 
of patients where ceiling of care is clearly identified early in the patients 
inpatient stay, particularly in specialties who have been attending the 
MRP for over a year. There has been some improvement in documented 
anticipatory planning for patients being discharged from the Trust but to 
date there has not been any noticeable change for patients coming in 
from the community. 

 
27.7. Data is not available for data outwith the reporting period. 
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NATIONAL QUALITY PRIORITIES 
The following are a core set of indicators which are to be included in 2017/18 Quality Accounts.  All trusts are required to report against these indicators using 
standardised statements.  The information is based on data made available to the Trust by NHS Digital.  This data is presented in the same way in all Quality Accounts 
published in England; this allows fair comparison between hospitals. 
 

It should be noted that the most up-to-date data provided by NHS Digital, stated below, may relate to a different reporting period to that of the Quality Account. (Data 
source: http://content.digital.nhs.uk/qualityaccounts). 
 

National Quality Priorities 

Domain SHMI 

April 2016 – March 
2017 

July 2016 – June 2017 
October 2016 – 

September 2017 
Trust Statement 

PHT 
National 
Average 

PHT 
National 
Average 

PHT 
National 
Average 

Preventing 
people from 
dying 
prematurely. 
 
Enhancing 
quality of life 
for people 
with long-
term 
conditions, 

The value of the summary hospital-
level mortality indicator (“SHMI”) 
for the Trust. 

1.0889 1.00 1.0912 1.00 1.0719 1.00 
Portsmouth Hospitals NHS Trust considers that this data is as 
described as it is taken from the national dataset using data 
provided by the Trust. 
 
The Trust intends to, and has taken the following actions to 
improve mortality and harm, and so the quality of its services, 
by:    
• Close monitoring and review of all mortality data by the 

Trust Mortality Review Group.  
• Ongoing review of all adult inpatient deaths through the 

multi-professional mortality review panel 
• In depth case review, using Structured Judgement Review 

methodology, of all cases of concern identified by Dr Foster 
and/or initial case review. 

• Further development of the electronic Mortality Review 
Tool to standardise the data collected during mortality 
reviews, enabling better identification of any issues and 
their reporting for action. 

The banding of the summary 
hospital-level mortality indicator 
(“SHMI”) for the Trust. 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 
The percentage of patient deaths 
with palliative care coded at either 
diagnosis or specialty level for the 
Trust. 
 
The palliative care indicator is a 
contextual indicator 

19.9% 30.7% 21.5% 31.1% 23.1% 31.5% 

Note: banding category: 1 – where the trust’s mortality rate is ‘higher than expected’, 2 – where the trust’s mortality rate is ‘as expected’, 3 – where the trust’s mortality rate is ‘lower than expected’. 
For the SHMI, a comparison should not be made with the highest and lowest trust level SHMIs because the SHMI cannot be used to directly compare mortality outcomes between trusts and, in particular, it is 
inappropriate to rank trusts according to their SHMI. 

  

Page 88 of 256

http://content.digital.nhs.uk/qualityaccounts


3
 

Domain 

Patient 
Reported 
Outcome 
Measures 
(PROMs) 

finalised (EQ5D 
Index) 

April 2014 – March 2015 April 2015 – March 2016 April 2016 – March 2017 

Trust Statement 
PHT 

National 
Average 

Highest Lowest PHT 
National 
Average 

Highest Lowest PHT 
National 
Average 

Highest Lowest 

Helping 
people 
recover 
from 
episodes 
of ill 
health or 
following 
injury. 

Groin hernia 
surgery 

0.090 0.084 0.154 0.000 * 0.088 0.157 0.021 0.110 0.086 0.135 0.006 

Portsmouth Hospitals NHS Trust 
considers that this data is as 
described as it is taken from the 
national dataset using data 
provided by the Trust. 
 
The Trust intends to take the 
following actions to improve this 
outcome, and so the quality of its 
services, by:   
• Continuing to monitor its 

performance to ensure the 
operations our patients 
receive, continue to improve 
their health compared with 
their health before they had 
their operation. 

• Reviewing participation 
rates to ensure they meet 
the national average for 
each procedure. 

 
*Data not published due to small 
numbers of procedures. 

Varicose vein 
surgery 

* 0.094 0.154 -0.009 * 0.096 0.150 0.018 * 0.092 0.155 0.010 

Hip 
replacement 
surgery 

0.422 0.436 0.524 0.331 0.447 0.438 0.512 0.320 0.440 0.445 0.537 0.310 

Knee 
replacement 
surgery 

0.278 0.315 0.418 0.204 0.309 0.320 0.398 0.198 0.342 0.324 0.404 0.242 

Note: April 2016 – March 2017 currently Finalised figures for Groin Hernia and Varicose vein (published February 2018), provisional figures for Hip and Knee (Published February 2018) 
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Domain 
Re-admission within 28 

days of being  
discharged 

April 2010 – March 2011 April 2011 – March 2012 

Trust Statement 
PHT 

National 
Average 

Highest 
(Large 
Acute) 

Lowest 
(Large 
Acute) 

PHT 
National 
Average 

Highest 
(Large 
Acute) 

Lowest 
(Large 
Acute) 

Helping 
people 
recover from 
episodes of ill 
health or 
following 
injury. 

Percentage of patients 
aged 0 to 15 

12.31% 9.96% 14.11% 6.41% 12.22% 10.02% 14.94% 6.40% 

This data has not been updated on the NHS Digital 
Portal since December 2013 and future releases have 
been temporarily suspended pending a methodology 
review. 
 
Portsmouth Hospitals NHS Trust considers that this 
data is as described as it is taken from the national 
dataset using data provided by the Trust. 
 
The Trust has taken the following actions to improve 
this percentage, and so the quality of its services, by:   
• Providing daily updates on readmissions and is 

able to identify frequent attenders to hospital.  
• CSC’s identifying relevant patients; this 

information is included in their performance 
reviews. 

Percentage of patients 
aged 16 or over 

10.87% 11.38% 14.06% 9.20% 10.75% 11.44% 13.80% 9.34% 

Not updated since 2013.  Next version tbc 
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Domain 
Trust responsive to the 

personal needs of its 
patients 

April 2015 – March 2016 April 2016 – March 2017 
Trust Statement 

PHT 
National 
Average 

Highest Lowest PHT 
National 
Average 

Highest Lowest 

Ensuring that 
people have a 
positive 
experience of 
care. 

In-patient survey 
(based on the average 
score of five questions 
from the National 
Inpatient Survey) 

67.2 69.6 86.2 58.9 67.6 68.1 85.2 60.0 

• Portsmouth Hospitals NHS Trust considers that 
this data is as described as it is taken from the 
national dataset using data provided by the Trust. 
 

The Trust has taken actions by: 
• Increasing the access to feedback opportunities 

for people from seldom heard groups to ensure 
the views received are  fairer representation of 
the hospital community. 

• Used feedback to inform service improvement 
and practice changes. 

• Developing continuous feedback systems by 
working with local community groups. 

Publication date August 2017.  Next update due August 2018.  
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Domain 

Staff who would 
recommend the Trust 

to their friends or 
family 

2016 2017 

Trust Statement 
PHT 

National 
Average 
(Acute 
trusts) 

Highest Lowest PHT 

National 
Average 
(Acute 
trusts) 

Highest Lowest 

Ensuring that 
people have a 
positive 
experience of 
care. 
 
 
 
 
 

National Staff Survey 
results 

72% 70% 85% 49% 69% 70% 86% 47% 

Portsmouth Hospitals NHS Trust considers that this 
data is as described as it is taken from the national 
dataset using data provided by the Trust. 
 
The Trust has taken the following actions to improve 
this percentage, and so the quality of its services, by: 
   
• From April 2018 PHT is undertaking a 3 stage 

Culture and Leadership programme over 3 years 
to develop strategies which deliver collective and 
compassionate leadership and aims to create high 
quality care cultures.  Using a best practice toolkit 
and led by a team of trained Change Agents with 
full support from the Board we will: 
- Define our leadership culture to deliver the 

PHT strategy, values and behaviours ethos 
- Develop a leadership model; management, 

clinical 
- Develop and implement a comprehensive 

leadership development plan aligned to 
business strategy and the leadership model 

- Understand current and future leadership 
capacity, skills, capabilities, structures and 
roles 

- Examine and address core HR business 
processes 

- Examine and address equality and diversity 
and staff health and wellbeing 
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Domain 

Patients who would recommend the Trust as a provider of care to their friends or family – A & E 

Reporting period 
Total Responses Total Eligible Response Rate 

Score (% 
recommend) 

Score (% not 
recommend) Trust Statement 

A & E England PHT England PHT England PHT England PHT England PHT 

Ensuring 
that people 
have a 
positive 
experience 
of care 

January 2018 126,236 1,084 1,038,385 9,078 12.2% 11.9% 86% 94% 8% 2% 
Portsmouth Hospitals NHS Trust considers 
that this data is as described as it is taken 
from the national dataset using data 
provided by the Trust. 
 
The Trust has taken actions by: 
 
• Increasing the access to feedback 

opportunities for people from seldom 
heard groups to ensure the views 
received are  fairer representation of 
the hospital community. 

• Used feedback to inform service 
improvement and practice changes 

• Developing continuous feedback 
systems by working with local 
community groups. 

 

December 2017 118,368 1,432 1,018,820 9,409 11.6% 15.2% 85% 96% 8% 1% 

November 2017 131,651 1,088 1,019,592 9,711 12.9% 11.2% 87% 94% 8% 1% 

October 2017 138,135 1,121 1,089,747 10,539 12.7% 10.6% 87% 96% 7% 1% 

September 2017 128,891 1,066 1,032,466 9,994 12.5% 10.7% 87% 94% 7% 2% 

August 2017 140,504 1,173 1,034,292 10,026 13.6% 11.7% 87% 95% 7% 2% 

July 2017 140,600 1,228 1,100,516 10,851 12.8% 11.3% 86% 95% 8% 2% 

June 2017 137,985 973 1,061,434 10,635 13.0% 9.1% 88% 95% 7% 2% 

May 2017 136,434 1,517 1,095,333 10,423 12.5% 14.6% 87% 95% 7% 2% 

April 2017 127,328 1,451 1,017,271 9,979 12.5% 14.5% 87% 94% 7% 2% 

March 2017 138,932 1,487 1,077,657 10,308 12.9% 14.4% 87% 94% 7% 1% 

February 2017 117,835 1,197 930,633 8,308 12.7% 14.4% 87% 94% 7% 2% 
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Domain 

Patients who would recommend the Trust as a provider of care to their friends or family – Inpatients 

Reporting period 
Total Responses Total Eligible Response Rate 

Score (% 
recommend) 

Score (% not 
recommend) Trust Statement 

Inpatients England PHT England PHT England PHT England PHT England PHT 

Ensuring 
that people 
have a 
positive 
experience 
of care 

January 2018 204,295 1,917 898,542 7,424 22.7% 25.8% 95% 97% 2% 0% 
Portsmouth Hospitals NHS Trust considers 
that this data is as described as it is taken 
from the national dataset using data 
provided by the Trust. 
 
The Trust has taken actions by: 
• Increasing the access to feedback 

opportunities for people from seldom 
heard groups to ensure the views 
received are  fairer representation of 
the hospital community. 

• Used feedback to inform service 
improvement and practice changes 

• Developing continuous feedback 
systems by working with local 
community groups. 

December 2017 177,504 1,970 827,543 7,330 21.4% 26.9% 95% 97% 2% 1% 

November 2017 215,472 2,418 857,976 8,156 25.1% 29.6% 96% 97% 2% 1% 

October 2017 226,762 2,345 912,514 8,345 24.9% 28.1% 96% 97% 2% 1% 

September 2017 213,492 2,409 866,467 7,975 24.6% 30.2% 96% 96% 2% 0% 

August 2017 225,997 2,436 876,973 8,042 25.8% 30.3% 96% 97% 2% 1% 

July 2017 227,610 2,644 890,608 8,165 25.6% 32.4% 96% 97% 2% 1% 

June 2017 231,063 2,137 908,723 8,326 25.4% 25.7% 96% 96% 1% 1% 

May 2017 228,858 2,848 896,356 8,253 25.5% 34.5% 96% 97% 1% 0% 

April 2017 205,417 2,574 812,896 7,508 25.3% 34.3% 96% 97% 1% 1% 

March 2017 240,539 2,667 946,249 8,766 25.4% 30.4% 96% 96% 2% 1% 

February 2017 201,513 2,263 827,936 7,395 24.3% 30.6% 96% 97% 2% 1% 
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Domain 

VTE Risk Assessment 
Percentage of patients 

receiving a VTE Risk 
Assessment 

PHT National Average 
(Acute Trusts) 

Highest Lowest Trust Statement 

Treating and 
caring for 
people in a 
safe 
environment 
and 
protecting 
them from 
avoidable 
harm. 

Quarter 3 2017-18 94% 95% 100% 76% 
Portsmouth Hospitals NHS Trust considers that this data is as 
described as it is taken from the national dataset using data 
provided by the Trust. 
 
The Trust has taken the following actions to improve this 
percentage, and so the quality of its services, by:   
• The Trust is in the process of reviewing the electronic system 

used for risk assessment to improve the visibility and therefore 
compliance. 

• The Trust refreshing it’s Thrombosis Committee and VTE Link 
Nurse Network to help embed the changes required by the 
newly released NICE VTE Prevention Guidelines NG89. 

Quarter 2 2017-18 95% 95% 100% 72% 

Quarter 1 2017-18 96% 95% 100% 51% 

Quarter 4 2016-17 95% 95% 100% 63% 
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Domain 
Rate per 100,000 bed 

days of C.Difficile 
infection 

April 2015–March 2016 April 2016–March 2017 
Trust Statement 

PHT 
National 
Average 

Highest Lowest PHT 
National 
Average 

Highest Lowest 

Treating and 
caring for 
people in a 
safe 
environment 
and 
protecting 
them from 
avoidable 
harm. 

Rate per 100,000 bed 
days of C.Difficile 
infection amongst 
patients aged 2 or over. 

8.4 14.9 67.2 0 9.2 13.2 82.7 0 

Portsmouth Hospitals NHS Trust considers that this 
data is as described as it is taken from the national 
dataset using data provided by the Trust.  
 
The Trust has taken the following actions to improve 
this rate, and so the quality of its services, by:   
• Increased focus on prompt isolation of suspected 

cases 
• Updating C.Difficile pathway to include new  

antimicrobial treatments for C.Difficile 
• Closer working with relationship with community 

partners.  
• Increased emphasis on correct use of PPE. 
• Encourage hand hygiene in patients as well as 

staff.  
• Re-emphasise importance of cleaning the near 

patient environment including commodes and 
toilettes.    
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Domain 

Patient Safety 
Incidents (per 1,000 

bed days) 
(Acute non-specialist) 

October 2016 – March 2017 April 2017 – September 2017 

Trust Statement 
PHT 

National 
Average 

Highest  Lowest  PHT 
National 
Average 

Highest  Lowest  

Treating and 
caring for 
people in a 
safe 
environment 
and 
protecting 
them from 
avoidable 
harm. 

Number of patient 
safety incidents. 

7,108 5,122 14,506 1,301 7,682 5,226 15,228 1,133 

Portsmouth Hospitals NHS Trust considers that this data 
is as described as it is taken from the National Reporting 
and Learning System (NRLS) dataset using data provided 
by the Trust.  
 
The Trust has taken the following actions to sustain and 
improve on this number, and so the quality of its 
services, by:   
• Continuing to refine incident reporting within the 

Datix system to encourage use and provide a rich 
source of data. 

• Reviewing investigation and shared learning 
processes to simplify refine and extract relevant 
lessons. 

• Implement process for auditing the effectiveness of 
actions put in place as a result of lessons learnt. 

Rate of patient safety 
incidents. 

39.2 41.1 69.0 23.1 42.6 42.8 111.7 23.5 

Number of patient 
safety incidents that 
resulted in severe 
harm or death. 

44 19 92 1 50 18 121 0 

% of patient safety 
incidents that 
resulted in severe 
harm or death. 

0.24% 0.15% 0.53% 0.01% 0.28% 0.15% 0.64% 0.00% 
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REVIEW OF QUALITY PERFORMANCE  
This part of the Quality Account provides an overview of how we have performed against quality initiatives in 2017/2018.  This information is presented under the 
three quality domains (safety, effectiveness and experience).   
 
We monitor and track all aspects of quality through detailed reporting to the Trust Board and the Governance and Quality Committee through production of the 
Integrated Performance report and quarterly quality reports analysing performance. 
 
Whilst many of the quality performance indicators have demonstrated good quality of care, there have been challenges in relation to: 
 

• Never events. 
• Hospital Standardised Mortality Rates 
• Dementia screening. 
• Falls resulting in harm. 
• Health care associated infections. 

 
The identified quality priorities for 2018/2019 aim to address the above concerns, amongst other priorities to improve patient safety, experience and outcomes. 
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All NHS organisations are required to be registered under the Health and Social 
Care Act 2008 (Regulated Activity) Regulations 2009 and the Care Quality 
Commission (Registration) Regulations 2009.  
 
The Trust has been subject to various inspections by the CQC which resulted in 
the following Conditions being placed upon the Trust registration; full details 
can be found in Section 2: 

 
• Section 31 (AMU) issued 3rd March 2017 following inspection 28th 

February 2017. 
The Notice related to ensuring sufficient staffing levels and skill mix in AMU 
and the GP triage referral area to meet the needs of patients, and to 
ensure appropriate Standing Operating Procedures are in place. 

 
• Section 31 (Mental Health) issued 12th May 2017 following inspection 10th 

and 11th May 2017. 
The Notice related to ensuring suitably qualified and competent staff in the 
Emergency Decision Unit to provide safe, good quality care to patients with 
Mental Health Problems.  That appropriate risk assessments and treatment 
plans are completed for patients presenting to the ED.  Ensuring the 
identification and oversight of vulnerable patients across the organisation 
and that Deprivation of Liberty Safeguards and the Mental Capacity Act are 
being applied appropriately. 

 
• Section 29a Warning Notice issued 4th July 2017 following inspections 

16th, 17th and 28th February and 10th and 11th May 2017. 

The Notice related to issues of privacy and dignity, consent to treatment, 
safety across the acute medical pathway, safeguarding of vulnerable adults 
and governance arrangements. 

 
• Section 31 (Diagnostic and Screening Procedures) issued 28 July 2017. 

The Notice related to the backlog of Radiology reporting. 
 

We published a Quality Improvement Plan on 31 October 2017 to address the 
areas for improvement noted following the inspections.  A Quality 
Improvement Assurance Group (QIAG) was established to provide monitoring 
and oversight of the delivery of the plan.  A high level dashboard with key 
performance indicators has been developed to measure the impact of delivery 
of the actions within the plan. 
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Introduction  

In recognition of the importance of the safety agenda, the Trust has created a Senior Safety Team and has identified a number of Key Patient Safety Priorities that the 
team are focussing on.  
 
These priorities are  

 
• The Trust held its first Patient Safety Conference in January 2018.  This was 

a well attended event, with good feedback being received.   
 

• Learning from Deaths. 
 

• Improving patient outcomes related to Unexpected Patient Deterioration 
(including Sepsis). 

 
• Reducing patient harm from medication errors. 

 

• Reducing patient harm from Pressure ulcers and inpatient falls. 
 

• Improving patient outcomes during hand over and transfer of care. 
 

• Reducing the number of healthcare associated infections. 
 

• Learning and improving in response to patient safety incidents. 
 
 

Page 100 of 256



3
 

In March 2017, following increased focus on the ways in which NHS provider Trusts review and learn from deaths of patients in their care, the National Quality Board 
(NQB) published National Guidance on Learning from Deaths. This had the expressed purpose of supporting the development of a standardised approach across 
organisations and in particular focussing on involving bereaved families in helping NHS Trusts to improve the way in which deaths are reviewed and investigated and 
how families and carers are involved in this process. 
 

In response to this Portsmouth Hospitals Trust has implemented a number of actions in response to these requirements which include: 
 
Mortality Review Panel (MRP) 
The panel is made up of senior clinical staff, with a minimum of one consultant 
and one senior nurse/therapist attending. Cases are presented by a member of 
the medical team who cared for the patient, usually but not always, a junior 
doctor. The aim of the meeting is to identify any learning from the deaths, both 
in terms of areas where care or treatment could have been improved but also 
where things went particularly well. In addition the panel ensures that the 
Death Certification is completed accurately and that comorbidities are 
recorded in an accurate and comprehensive manner.  This enables better 
epidemiological understanding of the disease patterns and case mix of Trust 
patients. 
 
The roll out of this process is now complete and all adult inpatient specialties 
are now included. 
 
Child deaths continue to be reviewed in line with the national guidance 
‘Working together to Safeguard Children’ and include a multi-agency, multi-
disciplinary panel convened by the Local Safeguarding Children Board. 

Mortality Review Group 
This group, established August 2017 and chaired by the Medical Director, has 
been set up provide direction and formally report on progress against the key 
work-streams relating to mortality and learning from deaths across the Trust. 
In particular, the group will support the drive to reduce avoidable mortality and 
demonstrate clear and measurable outcomes benchmarked against peer 
providers and the national picture. A standardised approach to respond to any 
mortality anomalies, identified through Dr Foster reports, MRP or SIRI 
investigations has been agreed and implemented. 

 
Learning from Deaths Policy 
The above policy was published in September 2017 and details the case review 
process in place within the Trust. A review of the policy was undertaken in 
early 2018 and it has been updated and revalidated. 
 
Data Collection 
The Trust has implemented an electronic Mortality Review Tool on which 
specific details of all adult inpatient deaths are recorded. Additional 
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information on cases that have had a more in depth review, such as 
presentation at Morbidity and Mortality meeting, or Structured Judgement 
Review can also be added. 
 
 
 
 
 
 
 
 

Structured Judgement Review Process 
As part of the national focus on Learning from Deaths, the Royal Collage of 
Physicians were commissioned to develop a standardised approach to the 
review of cases identified as needing a more in depth evaluation. They 
produced the Structured Judgement Review (SJR) which provides a standard 
methodology for review of these cases. The Trust has a core group of clinicians 
who have been trained in the use of this tool and can cascade this training to 
other staff.  A series of training events have been held with further sessions to 
continue in 2018 / 2019. 
 
 

Themes and issues identified through review and investigation  

The following are the key themes identified from MRP and M&M reviews which are largely unchanged from the last quarter. 

• Significant number of cases where appropriate and timely anticipatory care 
planning could have enabled the patient to receive end of life care in a non 
hospital setting. 

• Delays in decision making regarding ceiling of care and end of life care. 

• Issues relating to transfer of patients, and handover of care, at end of life. 

• Difficulty in achieving timely discharge for patients approaching end of life 
(fast track process). 

• Patients who are medically fit for discharge for a length of time but 
deteriorate whilst awaiting discharge. 

• Continued significant reduction in inappropriate referrals to HM Coroner. 

• Continued reduction in total coroners post mortem examinations. 

• Improved speed of completion of bereavement documentation, improving 
families’ experience. 

• Improved quality of Death certification and comorbidity coding. 

• Positive learning opportunity for junior doctors. 

• Increased positive feedback to clinical staff/teams. 
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Sepsis is a potentially life-threatening condition, triggered by an infection 
or injury; without quick treatment, sepsis can lead to multiple organ 
failure and death.   
 

National guidance suggests that treatment should be started within 1 hour 
of sepsis being suspected; the National CQUIN focusses on the screening 
for sepsis for all patients for whom sepsis screening is appropriate, and to 
initiate intravenous antibiotics within 1 hour of presentation, for those 
patients who have suspected severe sepsis. 
 

The Sepsis CQUIN has not been achieved, although improvements have 
been made.  
 

Actions to support the delivery of the CQUIN include:  
• Amalgamation of the Sepsis and Deteriorating Patient workstreams to 

streamline processes and prevent duplication of effort.  
• The sepsis pathway has been launched as has the deteriorating 

patient proforma.  
• A business case for a dedicated Sepsis nurse has been written and is 

awaiting sign off. 
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Work to reduce errors and complaints relating to discharge medication has not delivered any significant change although the number of complaints has reduced 
slightly. 
 
The Trust has remained under significant challenges with bed capacity, requiring the use of escalation areas and continual pressure to discharge patients quickly all of 
which have known impact on the prescribing and checking of medications and the information given to patients. 
  

 Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Incidents reported internally 41 60 51 60 

External providers 7 6 14 6 

Complaints 4 2 1 1 

Total 52 68 66 67 
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Patient falls are one of the leading causes of incidents in hospital and can lead to injury and prolonged hospital stays. Falls can also have a long term physiological 
effect on patients as they can lead to a loss in confidence and a fear of falling again. 
 
The Trusts participated in NHS Improvement Falls Collaborative in early 2017 and on completion of this initiative has continued to implement improvement work using 
the NHSI methodology. Work that has been undertaken includes: 

 
• Use of simulation training to improve staff awareness and 

response. 
 

• Intensive training in falls assessment and care planning, including 
prevention strategies. 

 
• Use of post fall review (SWARM) to identify modifiable risk factors 

and learning. 
• Review and revision of falls assessment and care plan. 

 
• Roll-out of falls collaborative approach more widely across the 

Trust. 
 

• Revision of Bedrails assessment (currently being piloted). 
 
 
 
 
 

The current year-to-date position is 43 confirmed falls incidents, 34 resulting in severe harm 
and 9 resulting in moderate harm. This has resulted in the Trust recording a total of 0.1 falls 
incidents resulting in moderate, severe or catastrophic harm per 1,000 occupied bed days in 
quarters 1, 2, 3 and 4 therefore, achieving the required target.
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Pressure ulcers represent a major burden of sickness and reduced quality of life 
for individuals, their carers and families. The impact of PUs is psychologically, 
physically and clinically challenging for both patients and healthcare workers. 
They are frequently painful, can interrupt the return to full function; can cause a 
delay in discharge as well as an increased risk of secondary infection and 
mortality (Lyder, 2011; Sullivan, 2013). PUs are considered to be mainly 
preventable if evidence-based guidelines are used (VanGilder et al, 2010). 
 
The Trust has implemented the following improvement actions during the year: 
 

• Change from Braden to Purpose T risk assessment tool, successfully 
piloted in G1 and now implemented across the Trust. 

 
• A number of education days with large numbers of staff attending. 
 
• Development of the Tissue Viability team to include Military Staff. 
 
• Leg Ulcer Specialist working with staff educating them whilst reviewing 

their patients. 
 
• Introduction of and staff training in use of new Topical Negative 

Pressure pumps to improve wound healing. 
 
The current year-to-date position is 21 avoidable grade 3 Pressure Ulcers and 0 
(zero) grade 4. 

  

Page 106 of 256



3
 

 

A medication error is an error in the process of prescribing, dispensing, preparing, administering, monitoring or providing medicine advice, regardless of whether any harm occurred. 
 
Reporting medication safety incidents is actively encouraged as an increase in reporting rate is an indication 
of a good safety culture and enables increased feedback and learning.  A 30% increase in reporting of 
medication safety learning events has been achieved during 2017/2018, with a total of 2,673 incidents 
being reported in 2017/18 demonstrating sustained improvement in reporting. 

 
 
 
 
 
 
 

 
 
 
Whilst there has been an increase in reporting overall, there has been a further reduction in 
moderate harm incidents compared to last two years, with only 3 confirmed moderate harm 
incidents to date all of which occurred in quarter 1 compared to 11 last year. 
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MRSA Objective: 0 (zero) cases – Exceeded 
C. Difficile Objective: no more than 40 cases- Exceeded 

 

Healthcare associated infections (HCAI) are infections associated with the delivery of healthcare 
interventions.  The three main infections which are reported as HCAI are MRSA (bloodstream 
infections only), Clostridium Difficile (hospital acquired cases) and more recently blood stream 
infections caused by gram- negative infections such as E.Coli.  In addition, seasonal influenza and 
other outbreaks of infection (e.g. viral gastroenteritis), are reported under the HCAI umbrella.  
The main aim of the infection prevention agenda is to prevent the transmission and acquisition 
of HCAI within the local healthcare economy.  Hence the team works closely with external 
partners e.g. SCAS and the CCG to minimise the incidence of these infections. 
 

MRSA Blood stream infections: The Trust investigated 19 cases of MRSA blood stream infection.  
These investigations are multidisciplinary and include external partners involved in the patients’ 
care.  The investigations are designed to identify the root causes and learning behind each case 
and to attribute the case to the relevant organisation’s objective (the latter process will stop in 
18/19, meaning that all positive cultures taken after in excess of 48 hours from admission will 
automatically be attributed to the Trust).  In 17/18, 6 cases were attributed to the PHT objective 
(4 unavoidable cases and 2 avoidable cases).  The rest of the cases where attributed to the CCG 
or third party organisations.  For the first time since 2012/13, the PHT MRSA bacteraemia rate 
has exceeded the national average rate.  The actions required to embed learning associated with 
the avoidable cases is monitored through the Infection Prevention Management Committee.  
 

C. Difficile: The Trust reported 49 hospital acquired cases of C.Difficile against an objective of 40 
cases.  Although the PHT rate of infection remains below the national average, there has been a 
substantial increase in the number of cases seen within the Trust.  Thankfully there is little 
evidence of cross transmission of cases or the predominance of a single strain; the increase in 
numbers is most likely to reflect the increasing numbers of acquisitions in the community setting 
with 2 distinct clusters of cases in the Portsmouth area.   
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E.Coli blood stream infections: In 2017 the Trust was benchmarked by PHE having one of 
the highest rates of E.coli bacteria in England, ranking 135th out of 153 Acute Trusts.  Data 
for 2017/18 indicates that number of E.Coli bacteraemias has dropped by 16%, making 
PHT one of the 59 acute Trusts who have successfully reduced their rates by more than 
10%.  The monthly rate of E.coli bacteraemias remains erratic with local CCGs ranked as 
having an above average rate of E.coli bacteraemias.   
 
Influenza:  In the winter of 2017/18 the Trust recorded an unprecedented high number 
of flu cases.  Between 31st July 2017 (Week 31) up until 13/05/18 (Week 19) the total 
number of Influenza cases identified at PHT is as follows: 336 Influenza A / non-H1N1, 58 
Influenza A / H1N1 and 557 cases of Influenza B, making the Portsmouth area one of the 
highest incidence areas in the country, with one of the highest rates of hospitalisation 
for flu.  The use of trivalent vaccines to immunise both staff and patients resulted in a 
predominance of the flu B strain which was not covered in this year’s trivalent vaccine.   
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Patient Safety Learning Events 
In 2015 the Trust undertook a formal review of incident reporting, due, in part to the low rate of reporting per 1000 bed days within the organisation. At that time the 
Trust was 3rd from bottom of all acute trusts in it’s reporting of patient safety incidents (chart 1). 
 
Following the review the Local Incident Reporting System (LIRS), provided by Datix, was relaunched with significant changes implemented to both the reporting forms 
and the process for closure. In addition the Trust held numerous events to promote a positive reporting culture, emphasising openness and involvement of staff. 
 
Following the changes the reporting of patient safety incidents has increased. The most recent data shows the Trust is now in the mid range of all acute Trusts (chart 3) 
with continued increases in the number of Safety Learning Event forms completed by staff. 
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The HSMR and SHMI trend continues to be monitored and validated through the Mortality Review Group and reported to the Trust Board on a monthly basis. 
 

All mortality alerts raised by Dr Foster in response to the data submitted for HSMR calculation are investigated using a standard methodology contained within the 
Trust’s Learning from Deaths policy. 
 
HSMR 
For the 12 months, to December 2017, the Trust’s HSMR is 108.2 
(confidence interval of 103.4-113.2).  This sits within a confidence 
interval of 103.4 – 113.2 and is statistically higher than expected.  
 
The Trust has undertaken a review of all factors potentially 
contributing to the raised HSMR.  Following which a number of 
coding practices have changed to correct identified issues 
including admission source.  These changes have started to have 
an effect on the monthly HSMR, see graph.  It is anticipated that 
the rolling HSMR will continue to reduce over time.  
 
SHMI 
The Trust SHMI for July 2016 to June 2017 is 109.13; showing an 
increase from the previous reported quarter’s figure of 
108.89.  Whilst this figure is above the National Average of 100, it 
is within the official control limits. 
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Trust-wide roll out of the mortality review panel, ensuring avoidability of death is recorded and to ensure learning is applied Trust-wide. 
 

Please refer to the information within the Mortality Review Patient Safety section. 
 
 
Structured judgement reviews.  Using the Royal College of Physicians methodology, target potential concerns around mortality or in individual cases where there is 
a high likelihood that the death could have been avoided.  
 

Please refer to the information within the Mortality Review Patient Safety section. 
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SAMBA – Society of Acute Medicine Benchmarking Audit 
Acute Medicine is concerned with the immediate and early specialist 
management of adults experiencing a wide range of medical conditions that 
require urgent or emergency care. Acute medical care in the United Kingdom is 
not delivered solely by Acute Medicine teams, and this is also true for the 
Trust. Therefore collaborative working between all those providing care to 
acute medical patients is essential. 
 
During the past year the Trust has implemented several changes to practice to 
improve the care experienced by this group of patients: 
• Introduction of ‘Pit Stop’ in the Emergency Department 
• Recruitment and training of AMU Advanced Care Practitioners and Acute 

Medical Technicians 
• Introduction of a new AMU clerking document including ‘initial assessment’ 

front page to ensure prompt first assessment of the patient 
• Development and introduction of an electronic ‘take list’ so that it is clear 

which patient is to be seen next and their location within the Emergency 
Department 

• Increased Specialist Consultant support working in a general role on the 
AMU 

The SAMBA audit provides a snapshot of the care received by acutely unwell 
medical patients in the United Kingdom. The 2017 audit ‘Against the Clock – 
Time for Patients’ collected data from 110 Acute Medical Units over a 24 hour 
time period in June 2017.  
 
It highlighted that, despite not meeting national averages, the Trust has made 
significant improvements against the Clinical Quality Indicators (CQI). 

 
CQ1 – All patients admitted to AMU should have an early warning score 
measured upon arrival. 
 

CQ2 - All patients should be seen by a competent clinical decision maker within 
4 hours* of arrival on AMU who will perform a full assessment and instigate an 
appropriate management plan. 
 

CQ3 - All patients should be reviewed by the admitting consultant physician or 
an appropriate specialty consultant physician within 14 hours of arrival on 
AMU. 
 

CQ4 - All AMUs should collect the following data: Hospital mortality rates for all 
patients admitted via AMU; Proportion of admitted patients who are 
discharged directly from AMU; Proportion of patients discharged from AMU 
and readmitted within 7 days of discharge. 

 
CQ4 - The Trust has good systems in place for mortality data (both via mortality 
review panels and how that links in with departmental M&M). Corporate 
reporting portal is developing in collecting real time data for the AMU, and 
reporting back to the AMU Clinical Director. 
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Acutely unwell patients admitted to hospital, and their families/carers, need to 
feel confident that they are in the best place for prompt and effective 
treatment and that any deterioration in their condition will be recognised and 
managed quickly and appropriately. This guideline sets out recommendations 
for the care of this patient group. 
 
The Trust completes an annual clinical audit against this guideline; the results 
are shared and monitored by the Deteriorating Patient Group, Patient Safety 
Forum, Clinical Effectiveness Steering Group, and Critical Care Strategy Group. 
The Trust is currently partially compliant with the recommendations within the 
guidance, however is working towards full compliance. 

 
 
 
 
 
 
 
 
 
 

All in-patient areas (adult, paediatric and obstetric) are using a physiological 
track and trigger system.   There has been gradual improvement with increased 
frequency of monitoring in response to abnormal physiology using a track and 
trigger system. 
 
 

 
 
 
 
 
 
 

There has been gradual improvement in the documentation of the referring 
team consultant being involved in the decision to admit to the Intensive Care 
Unit. 

 
 
 
 
 
 
 

An action plan is in place to address any areas highlighted for improvement by 
the audit.  This includes the launch of the Time to ACT initiative and the 
introduction of a new Deteriorating Patient pro forma; this has been designed 
to support the escalation and response to deteriorating patients. 

 
Initially introduced on the respiratory wards (E6, 
E7 and E8) in December 2017, it has since been 
rolled out to other wards across the Trust.  By 
July 2018 over 80% of adult in-patient areas will 
be using the pro forma. 
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• Portsmouth Quality Bundle Vulnerable patient module was launched 
26th June 2017.  This quality improvement programme involved ward 
areas and focused on privacy and dignity, safeguarding, dementia, 
Enhanced Care Observations, Mental Health, Adolescence, learning 
difficulties, chemical and physical restraint, Interpreting, covert 
medication and carers. The module started with a questionnaire and at 
a mid point review a 10% increase was seen. Along with the 
questionnaire training was provided and a focus was given on each 
component. A detailed report will follow. 

 

• A total of 87% of clinical staff have been training in Enhanced MCA and 
DoLS.   
 

• The Pocket guide for staff has been circulated along with the 
promotion of the use of NHS Safeguarding App. 
 

• The Trust acknowledges that there is further work required in relation 
to dementia care. 
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Patient feedback 
The Trust is committed to the delivery of safe, effective and a positive experience of care. To achieve this we need to have a comprehensive understanding of what we 
do well, and what our patients tell we could do better. We have made significant changes to the way we seek and gain feedback to achieve this, increasing the 
opportunities for formal feedback using for example national and local surveys and the Friends and Family Test, but also more inclusive systems such as Facebook and 
Twitter. We have moved beyond only seeking direct feedback from current or recent patients, to working 
closely with our local community to develop our knowledge of peoples lived experience of hospital care. We 
believe every part of the services we provide can and should be shaped and improved by involving those who 
use them. We have moved from simply understanding what matters most to patients, to a greater 
responsiveness and collaboration. We know use the asset of knowledge and experience that patients and our 
local community provide to ensure engagement, involvement and improvement are part of our everyday 
business.  
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At any one time about 1/3 of our hospital patients will have a specialist mental health 
need.  
 
Key Developments 2017-18 
 
1. Awareness raising sessions provided by: 

 
• The Good Mental Health Cooperative “Human Library” People living with 

specialist mental health needs spoke about personal experiences of being 
stigmatized because of reasons as varied as age, sexuality, mental illness. 
 

• University of Southampton Mental Health Team 
 

• PHT Simulation Team, in partnership with Southern Health, specialist mental 
health providers. 
 

• University of Bournemouth, focus on management of specialist mental health 
needs in the Emergency Care setting 
 

2. Break away training provided to support staff in the management of behaviours that 
challenge. 
 

3. Service user membership of the Mental Health Board. Solent Mind has supported 
service user membership of the Mental Health Board, enabling patient stories to be 
shared face to face, informing the further development of local policy and practice.  
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Understanding families experience at the end of life of a patient is important to ensure that we can support and care for them appropriately at what can be the most 
challenging time.  
 
Key Developments 2017-18 
 

• An evaluation of the survey which was implemented in 2016-17 has been completed. Bereaved families told us that some of the process for involving them in 
the survey needed to be improved and the wording of some questions changed. This has been completed. 
 

• Since the amendment of the the amendment of the survey in July 2017, 223 people have responded. 83% (182) reported that they were appropriately 
supported in the final 2 days of the friend/relatives life.  

 
• 11% (25) of bereaved relatives said hospital was not the right place for the patient to die. Work is being undertaken with partner organisations across health, 

social care and the third sector work to improve discharge and access to hospice beds for those people who do not wish to die in hospital.  
 

• A review of written comments in which relatives are asked to provide additional information that they feel would benefit, established a need to improve 
communication.  Sage and Thyme (specialist communication training) has been commissioned to increase staff skills. 

 

Page 119 of 256



3
 

 

 
Unpaid family carers provide support to people who without that support 
would not cope. They provide essential care and make a major 
contribution to the health and wellbeing to people they care for. Early 
identification and support of carers is important to ensure they are 
adequately supported in their role.  
 
Working in partnership with local care organisations the Trust has 
continued to develop different and creative ways to ensure carers are 
supported. 
 
Key developments in 2017-18 include: 
 
Carers Café   
 
The Carers Café was designed to provide a quiet, supportive place for 
family carers to have some time out, or seek advice and information. One 
carer who wrote to us, told us about how the café had helped him.  
 
 
 
 
 
 
 
 

Brian told us….. 
“Given the pressure that the NHS is under at the moment, I was amazed how 

many services are available to the general public.  I say this as a man of 70 
years of age, who in the last 6 months has become the career of his wife who 
has lung cancer.  We have had 30 wonderful years of marriage and then our 

life's hit the buffers.  I became very depressed and isolated until I walked 
through the doors of the Carers Cafe in QA Hospital.  It was a light bulb 

moment.  I was greeted with friendship, sympathy and understanding.  After 
several cups of tea I relaxed and started to talk to the other Carers that were 

there, which made me realise I was not alone being a carer but the most 
important thing I got out of the morning was information, which enabled me 
to access all the services that are available when you are in this situation.   So 
to sum up the Carers cafe is a life saver and I would encourage anyone in a 

similar situation to attend.” 
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Happy to Chat Volunteering Team 
 
The team was developed in response to two concerns: 
 
• Feedback from family carers that they didn’t always know who and what 

was out there to help them, and they sometimes struggled in supporting 
the person they care for. 

• An increasing number of people telling us they fell 
lonely and sometimes isolated in the hospital, 
often the most vulnerable of our patients. 

 
They visit wards and departments, work with clinical 
teams to identify family carers and offer them support.  

 
 
Always Events Programme 
 
Family carers of people with additional needs 
told us that they didn’t always get the support 
they needed so we signed up to the NHS 
England Always Event Programme. This 
innovative programme is developed and co-
designed by service users and aims to identify 
an improvement that would like to see always 
happen.  We approached outpatients as our 
pilot area and held a number of workshops 
with the local community to understand what 
mattered most to them. During this, the 
following three themes were identified as the 
priorities to work on: finding your way around 
the hospital, what to expect during an 
appointment or hospital stay and the need for 
friendly and welcoming staff. 
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People with a learning disability are at an increased risk of developing specialist health care needs but have historically reported poorer experience of acute hospital 
services and poorer outcomes. To address this national concern, the trust works with Solent NHS Trust, providers of specialist learning disability services to provide a 
Learning Disability Liaison Service.  This service supports patients with a learning disability and their family members and carers. 
 
Key developments during 2016-17 include: 
 
1. Learning Disability Service Users from the Kestrel Centre, Portsmouth, were partners in the Trust experience and engagement conference, December 2017. They 

provided staff with an insight into the lived experience of someone with a learning disability when using hospital services. Plans are being developed to introduce a 
rolling programme of service user led training events.  

 

2. A programme of Makaton training for staff to support and improve communication with people with a learning disability. 
 

3. The appointment of an “Autism Ambassador”, a person living with autism, to: 
• support patients prior to and during their hospital stay 
• increase staff awareness of the specialist needs of a person on the autistic spectrum. 
This programme will extend to include staff who are supporting other staff with autism in 2018/19. 
 

4. The successful application to the Wessex patient Safety Collaborative for the purchase of a portable sensory support 
system for people with a learning disability. Sensory support for people with cognitive impairment has been indicated to 
have a positive physiological, cognitive and behavioural outcome, reducing anxiety and agitation levels. The use of light 
and touch, helps keep  people with communication difficulties at ease, distracted and more likely to be able to undergo 
the examination or treatment. This portable system allows for a standard waiting or inpatient area to be converted into a 
sensory environment enabling support to be provided in a wide range of areas in the Trust.  

 
 
 

 

Page 122 of 256



3
 

Discharge from hospital 
 

Bedview 
We are continuing to support the Urgent Care workstream with new 
developments in Bedview (electronic system supporting clinical staff to manage 
patient’s care, bed allocation and discharges) the further increasing visibility of 
information for clinical staff across health and social care teams. This helps 
ensure empty beds are quickly allocated and patients moved promptly, freeing 
up care spaces in ED. It has also removed steps in the patients care planning 
and discharge journey as staff are able to document on one system, visible to 
all, care for the patient and the next steps or action required to expedite care 
and/or discharge plan. 
 

The key transformational pieces that we are working on at the moment are: 
• Visibility of the Electronic Discharge Summary /TTOs (take home 

medication)  from ICE in Bedview 
• Inbound feed to PAS allowing users to Transfer and Discharge patients 

within Bedview 
• Patient Placement including Performance dashboard and decision tool for 

management of patients  
 

There is always work in flight around enhancing the existing capabilities within 
Bedview, current work items include: 
• The current “frailty screen positive” flag is re-applied at each admission; a 

permanent flag will be applied, meaning this indicator appears at each 
admission 

• Standardisation of mobility data; currently this field is free text. We are 
moving to a list selection with an additional free-text option. Once this is in 
place we can use mobility data to feed other systems or forms 

• Identification of infectious patients on the AMU bed state report; this 
report is used to allocate patients to receiving wards within the hospital 

• Enhancement to the Medicines Reconciliation process, allowing Pharmacy 
to identify the wards/patients without a medicines reconciliation.  

 

We aim to release a new version of Bedview each quarter. 
 

The next step is to remove further duplication of information by projecting 
certain non-confidential information onto the Patient Journey Board within the 
Wards that the Doctors and Nurses use. This will stop them having to write 
things twice in two different system releasing time for them to provide more 
patient care.  

 
Discharge Lounge 
Increased facilities have been created in the Discharge Lounge with additional 
curtained care spaces increasing the number of patients who can be 
transferred whilst comfortably waiting transport.  Additional volunteers have 
been recruited to support the Nursing Staff, ensuring patients have someone 
to talk to and assist with their comfort and support whilst waiting to be 
collected. 
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Integrated Discharge Service 
The Integrated Discharge Service consisting of Health and Social Care Teams 
across primary and secondary care organisations has significantly increased 
joint working and communication allowing combined discharge planning for all 
 

patients but specifically those who are delayed in an acute hospital bed once fit 
to leave. In support of this the IDS have been working with external partners in 
rolling out a range of initiatives and ideas within the eight high impact changes 

model.  This was introduced by the Association of Adult Social Services.  This 
model identifies eight system changes that will have the highest impact on 
reducing delayed discharge. The IDS will have a new Director of Integrated Care 
commencing in the coming months who will continue to lead  the ongoing work 
within the IDS.  Six new Discharge Planning Assistants have been recruited to 
support ward teams with discharge planning for patients.     

 
Discharge survey 
The discharge survey has a good response rate from patients and continues to 
demonstrate improvements. It is recognised from other sources of feedback in 
the local community that there are concerns about some aspects of discharge.  
 

To address this, in partnership with patients, family member and carer groups, 
local community engagement committees and HealthWatch Portsmouth and 
Hampshire, a review of the survey has been undertaken. The new survey is 

more detailed, and includes issues raised by partners in an endeavour to 
establish greater detail. Meetings have taken place with system partners to 
identify key themes to improve the patient and relative experience.  In addition 
we have promoted the use of voluntary services eg Red Cross and Royal 
Voluntary services to support patients discharge.     
  

 
Patients who are Medically Fit for Discharge 
The Trust has seen a dramatic decrease in the number of patients who are 
declared Medically Fit for Discharge (MFFD).  In order to continue to work 
towards reducing this number further work has been undertaken to achieve this 
as follows: 
 

Multi Agency Discharge Events (MADE) have been carried out within the Trust.  
These bring together the local health system to: 

• support improved patient flow across the system 
• recognise and unblock delays 
• challenge, improve and simplify complex discharge processes. 

Weekly Super Stranded meetings are held and review every patient who has been on hospital over 21 days.  Such has been the success, this has been reduced to 
reviewing all patients over 14 days. 
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Valuing Patient Time Initiatives   
Patient Flow Bundle SAFER 
The patient flow bundle is similar to a clinical care bundle i.e. a combined set of 
simple rules for adult inpatient wards to improve patient flow and prevent 
unnecessary waiting for patients.  If we routinely undertake all the elements of 
the Patient Flow Bundle SAFER we will improve the journey our patient’s 
experience by reducing unnecessary waiting. 
 
 
 
 

 
RED 2 GREEN  
Red 2 Green has been  re-energised following a review 
of all MDT ward rounds by the Associate Medical 
Director and Associate Chief Nurse (Operations) in 
February and March 2018.  Overall there was great 
team working displayed to be proud of as an 
organisation. One of the key questions asked of teams 
was whether Red2Green was adding value for the 
teams and  patients and how its potential contribution 
could be improved. Themes for improvement were 
identified to make Red2Green meaningful for ward 
teams.   
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As a result Red2Green was a key focus as part of the Urgent Care Easter Sprint projects with the key question for the project team being:  how can we take ownership 
of Red2Green as a clinical workforce to ensure that it adds value for our patients and staff going forwards? 
 
Key work streams were : 
 

• In MDT board rounds we need to ask the question: What action will 
add value for each individual patient today?   

 
• Having defined those actions we should then set ourselves the 

challenge as an MDT to complete the action for each patient 
wherever possible during the course of the working day, gaining 
support from CSC Silvers and others as needed to do so.  

 
• Between 3 and 5pm we should routinely undertake another short 

board round with representatives of the MDT to confirm whether 
we’ve completed the action for each patient during the day or not.  

 
• Completed actions will allow us to convert a Red day to a Green day.  

 
• As well as generating data relating to internal and external delays this 

process is starting  to demonstrate how effective teams and the  Trust 

are at converting Red days to Green acting  as a motivational  feedback 
loop for ward teams.    

 
• Red2Green should become the banner under which we as ward teams 

champion our patients and challenge delays to their inpatient journeys.  
 

• With the Last 1000 Days Campaign , we want the MDT to imagine that 
the patient is looking over their shoulder as we discuss their case at our 
morning board handovers asking us the question ‘what action will you 
complete today that will add value to my journey and get me home 
sooner?’ 

 
• At our afternoon handovers we should again try to imagine that each 

patient is there with us as we review their case so that we can 
celebrate with them when actions have been completed and explain 
the reason for delays to them when they have not.  

 
The Red2Green project will continue long after the Easter sprint has finished. The challenge for us all is how we can make Red2Green a core motivational tool for us as 
individuals, teams and as a Trust. The ultimate goal from all of this is to get our patients home sooner. Reducing length of stay for our patients will protect them from 
deconditioning and the risk of harm associated with falls and hospital acquired infections. Reducing length of stay for our patients will also give us a fighting chance of 
functioning more safely and sustainably within the finite capacity we have available to us to deliver our services.  
 
The Red2Green - Group Mailbox is now open. Please do mail Red2Green@porthosp.nhs.uk with your feedback and ideas for how we can deliver this project in a 
meaningful way that will sustainably add value for our patients and staff. 
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Staff feedback 
National Staff Survey 
The NHS Staff Survey is recognised as an important way of ensuring that the views of staff working in the NHS inform local improvements and input in to local and 
national assessments of quality, safety, and delivery of the NHS Constitution. The Results of the 2017 National NHS Staff Survey conducted in the Trust between 
September and December 2017 can be found below.   
 
Between September and December 2017, 4210 staff took the opportunity to complete and return a survey, representing a 59% response rate which is in the highest 
20% for acute trusts in England and compares with 58% in 2016.  Of this 79% were female, 19% male and 1% preferred not to say; 90% specified as white and 10% as 
black and minority ethnic. 83% specified as not disabled and 17% specified as disabled.   
 
The overall staff engagement score represents staff members’ perceived ability to contribute 
to improvements at work, their willingness to recommend the organisation as a place to work 
or receive treatment, and the extent to which they feel motivated and engaged in their work.  
The overall staff engagement score when compared with all acute trusts has remained at 
‘above average’.  From being in the worst 20% in 2012 and 2013, average in 2014 and above 
average in 2015 and 2017 with a scale summary score of 3.83 (a slight decline of 0.02 from 
2016).   
 
The detailed content of the report has been presented in the form of Key Findings (KFs) and 
contains 32 KFs, all of which are comparable with the 2016 survey.  When comparing the Key 
Findings to the 2016 survey: 
 

• 2 KF’s have had a positive change since 2016 
• 8 KF’s have had a negative change since 2016 
• 19 KF’s are better than average when compared with all acute trusts 

- Of these 10 are in the best 20% 
• 5 KF’s are worse than average when compared with all acute trusts 

- Of this 3 are in the worst 20% 
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Where the Trust compares most favourably with other acute trusts in England: 

• KF16: % of staff working extra hours (65% compared to 72% a lower 
score is better) 

• KF17: % of staff feeling unwell due to work related stress (33% 
compared to 36% a lower score is better) 

• KF10: Support from immediate managers (3.85 compared to 3.74) 
• KF21: % of staff believing the organisation provides equal opportunities 

for career progression/promotion (89% compared to 85%) 
• KF6: % of staff reporting good communication between senior 

management and staff (40% compared to 33%) 
 
 
 
 
 

Where the Trust compares least favourably with other acute trusts in England: 
• KF28: % of staff witnessing potentially harmful errors, near misses or 

incidents in the last month (34% compared to 31% a lower score is 
better) 

• KF22: % of staff experiencing physical violence from patients, relatives 
or the public in last 12 months (18% compared to 15% a lower score is 
better) 

• KF25: % of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in last 12 months (31% compared to 
28% a lower score is better) 

• KF20: % of staff experiencing discrimination at work in the last 12 
months (14% compared to 12%) 

• KF18: % of staff attending work in the last 3 months despite feeling 
unwell because they felt pressure from their manager, work colleagues 
or themselves (53% compared to 52%) 

 
Largest changes since the 2016 survey where staff experience has improved: 

• KF27: % of staff/colleagues reporting most recent experience of 
harassment, bullying or abuse (up to 49% from 42%) 

• KF24: % of staff/colleagues reporting most recent experience of 
violence (up to 73% from 67%) 

 
Largest changes since the 2016 survey where staff experience has deteriorated: 

• KF20: % of staff experiencing discrimination at work in the last 12 
months (increased from 10% to 14%) 

• KF13: Quality of non-mandatory training, learning or development 
(decreased from 4.10 to 4.05) 

• KF14: Staff satisfaction with resourcing and support (decreased from 
3.40 to 3.30) 

• KF18: % of staff attending work in the last 3 months despite feeling 
unwell because they felt pressure from the manager, work colleagues 
or themselves (decreased from 50% to 53% a lower score is better)  

• KF12: Quality of appraisals (decreased from 3.28 to 3.20) 

 
The full report of the 2017 National; NHS Staff Survey was presented to the Trust Board in April 2018 which is within the 30 day requirement for reporting. Trust Board 
will agree the actions that will be taken forward for the following 12 months in relation to the survey results. It is anticipated that we will concentrate on the specific 
key findings that have declined from the previous year with an inch wide mile deep analysis of each.    
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Workforce 

Equality Delivery System and Workforce Race Equality Standard 
The Trust meets the requirements of the Equality Delivery System (EDS2) and 
Workforce Race Equality Standard (WRES) through the following: 
• The Equality Impact Group (EIG) has representation from all CSCs and 

meets quarterly.  
• The Trust has reviewed the equality and diversity policy and is now called 

the equality, diversity and inclusion policy.  
• Equality impact assessments are completed on corporate and clinical 

policies. This has been updated to mirror the 9 protected characteristics.  
• All Clinical Service Centres will work towards achieving the Gold Award of 

the Equality Standard.  
• The current Equality and Diversity strategy is coming to an end and a new 5 

year strategy is currently under review and will be ratified at the Workforce 
and Organisational Development sub-committee of the Board in the spring 
2018. The strategy will include an integrated improvement plan with key 
indicators, targets and timeframes that will cover the Trusts priority 
requirements under the various Equality and Diversity standards and 
schemes (WRES, EDS2 and WDES) as well as the results from the National 
NHS Staff Survey.   

• The WRES is published on the Trust website in line with national 
requirements (1 July 2017). 

• Equality objectives have been published to meet the requirements of the 
EDS2 and a new WRES strategy and an action plan has been developed to 
improve organisational performance in regard to workforce race equality. 

• The Black Asian Minority Staff Network relaunched in January 2018 and the 
first network meeting will take place March 2018. 

• The Trust appointed a replacement Lead for Inclusion, Equality and 
Diversity in September 2017.  

• The Trust has applied for the NHS Employers Partners programme for 
2018-19. We will know in May 2018 if successful.  

 
Future actions 2017/18: 
• Complete Phase 1 of the WRES action Plan. This includes (i) on-boarding 

experience; (ii) WRES LiA event; (iii) WRES Board Session and organisational 
WRES review); and (iv) WRES Scorecard. 

• Identification of the 3 or 4 key staff and patient priorities that the Trust will 
focus on for the next 12 months with agreed improvement targets. 

• To explore the demand and need for LGBT+ and Disabled staff networks. 
• Conduct a deep dive into our WRES data and identify any hotspots and 

areas of concern focusing on indicators 7, 8 and 9. 
• Placing more effort on the development of specific positive action 

measures to address areas of under-representation or disadvantage i.e. 
recruitment, learning and development programmes for promotion. 

• Promote our values and associated behaviours through training, 
development and communications to progress and encourage an 
appreciation of an inclusive workplace.  

• Further promotion of inclusivity through the Patient Collaborative and links 
with local minority communities. 

• Collaborative working with third party such as Stonewall and KROMA and 
disability community networks. 

 
Workforce Race Equality Standard – Staff Survey 
The data presented is drawn from the National Staff Survey 2017, split 
between White and Black and Minority Ethnic (BME) staff, as required for the 
Workforce Race Equality Standard. 
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KF25: Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in the last 12 months (A lower score is better). 

• In 2017 30% of white staff agreed with this statement, which is 3% 
(27%) higher than the acute trust average and 1% (29%) higher than the 
2016 score.   

• In 2017 39% of BME staff agreed with this statement, which is 11% 
(28%) higher than the acute trust average and 5% (34%) higher than the 
2016 score. 

• 9% more BME staff felt that they had experienced harassment, bullying 
or abuse from patients, relatives or the public than white staff in 2017. 

 
KF26: Percentage of staff experiencing harassment, bullying or abuse from 
staff in the last 12 months.  (A lower score is better). 

• In 2017 24% of white staff agreed with this statement, which is 1% 
(25%) lower than other acute trusts nationally and the same as 2016. 

• In 2017 29% of BME staff agreed with this statement, which is 2% (27%) 
higher than acute trusts nationally and 5% (24%) higher than 2016. 

• 5% more BME staff felt that they had experience harassment, bullying 
or abuse from staff than white staff in 2017. 

 
KF21: Percentage of staff believing that the organisation provides equal 
opportunities for career progression or promotion.  (A higher score is better). 

• In 2017 91% of white staff agreed with this statement, which is 4% 
(87%) higher than the acute trust average and the same as 2016.  

• In 2017 74% of BME staff agreed with this statement which is 1% (75%) 
lower than the acute average for acute trusts and 4% (78%) lower than 
2016. 

• 17% fewer BME staff feel that there are equal opportunities for 
progression or promotion than white staff in 2017. 

 
Q17b: In the last 12 months have you personally experienced discrimination 
at work from manager/team leader or other colleagues?  (A lower score is 
better) 

• In 2017 8% of white staff agreed with this statement, which is 1% (7%) 
higher than the acute trust average and 3% higher than 2016. 

• In 2017 15% of BME staff agreed with this statement, which is the same 
as the acute trusts average and 3% higher than 2016.  

• 7% more BME staff personally experienced discrimination at work than 
white staff in 2017.  

 
Learning and Development 
We continue to promote apprenticeships, encouraging new staff into the Trust 
and developing existing staff to further their careers in the NHS.   The Trust is 
currently supporting 133 members of staff to complete apprenticeships in a 
range of clinical and non-clinical programmes and have started to explore 
higher apprenticeships to enable staff to develop to degree level, a small 
number will begin this training in 2018/19.   We have also maintained our 
direct claim status for L3 in Pathology Support and L3 Award in Assessing 
Competence, with very positive feedback from the external Standard Verifier. 

 
The department has supported 44 international nurses and 9 associate 
practitioners to transition into the workforce.  We have provided adapted 
induction/preceptorship programmes and education for undertaking the 
Observed Structured Clinical Examination (OSCE) and English tests   required 
for registration with the Nursing and Midwifery Council. 
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All newly appointed Healthcare Support Workers continue to undertake the 
Care Certificate. In 2017-18 173 passed this assessment of competence and a 
further 134 are being supported to do so. 
 

The Learning and Development Department has been involved in the patient 
quality and safety agenda working with clinical teams to support initiatives 
such as End PJ Paralysis and Time to Act and provide in-situ training as part of 
our simulated learning approach.   
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Research and Innovation 
Research at the Trust has grown exponentially over recent years with over five 
thousand patients recruited into trials in 2016/17 and again in 2017/18, 
demonstrating a significant step change in activity. Over 200 active studies are 
open to recruitment at any one time and the trust maintains a strong position 
(consistently in the top 10) within the league of acute trusts. Recent data 
published in August 2017 by the NIHR ranked the Trust in the top ten acute 
trusts reporting the biggest increase of research activity, with an overall 
ranking of twenty one in the national league table. 
 
Over 30 specialties are research active within the Trust and the number of staff 
involved in research continues to grow. The fixed workforce equates to 88 WTE 
while the number of consultants involved in research has increased year on 
year; currently there are over 160 Principal Investigators listed as research 
study leads.  
  
Research priorities are closely aligned with those of the Trust; for example, the 
award-winning respiratory research Mission clinics provide a model to 
transform services, reduce emergency admissions and provide care closer to 
home. Much of the endoscopy research at PHT is focused on early cancer 
detection and removal while renal research is looking at the potential benefits 
and impact of home dialysis. 
 
At the Research & Innovation Annual Conference held in May 2017, a research 
patient, spoke movingly about the life-changing treatment he received as part 
of a clinical trial for a long standing skin condition; importantly the Trust was 
the first Trust to offer him an innovative approach to manage his condition. 

 
The department continues to be competitive at a national level and attract 
awards and grants from national funders. The academic impact of the 
department is also significant with over 60 peer reviewed journal papers 
published by PHT staff this year; in addition, Portsmouth researchers were 
awarded the BMJ paper of the year 2017 for their work an antibiotic usage. 
 
We have an excellent Research and Innovation office that supports the design, 
set up and delivery of studies. We also continue to develop clinical academic 
training pathways for nurses, midwives and junior doctors who are trained in 
the design and conduct of high quality research. 
 
Defence Medical Group South (DMGS) 
2017/18 continues to see the nominated Head of Governance and Assurance 
within Defence Medical Group South (the Military contingent working within 
the Trust) working closely with key PHT Governance and Assurance personnel.  
A pivotal aspect of the role requires providing the Trust with assurance that 
military personnel working within the hospital have the appropriate 
qualifications and training in order to provide high quality, effective and 
professional care to patients in a safe environment. 
 
The Head of Governance and Assurance is a member of a number of Trust 
Governance Committees, enabling communication and the strengthening of 
key relationships between these two organisations to continuingly grow and 
develop.  2017/18 continues to see improved integration with the Trust; 
examples include increasing numbers of military personnel attending Trust 
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Leadership and Management study days and regular participation of military 
personnel as part of the monthly Care Quality Reviews. 
 
Defence Medical Group South (DMGS) military personnel have a structured 
Headquarters staff based within the hospital site who are fully integrated 

within the Trust at all levels. DMG(S) Commanding Officer holds responsibility 
for all military personnel including training teams, practice educators and 
clinical personnel, and as such strives to ensure full integration with the Trust in 
delivering provision of safe, professional care to service users by military 
personnel.

  
Information Technology (ICT) 
Minestrone 
The Minestrone system was developed by PHT IT and designed by junior and 
senior Trust doctors in collaboration with the Trust’s Pathology department. 
The initial Trust-wide release in November 2017 delivered a ‘Pathology Viewer’ 
function. This provides a view of all the pathology results for a patient in one 
system, together with the ability to acknowledge those results and request 
add-on tests. This improves efficiency and increases the visibility of test results. 
The response from clinicians has been overwhelmingly positive and work is 

underway to add further capabilities to Minestrone. These capabilities include 
a ‘Radiology Viewer’ and ability to track the viewing and acknowledgement of 
test results, linked with an automated escalation process. 
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Highlights 2016/2017 
Each of our CSCs has made a number of service improvements over the year some of these are highlighted below: 
 

CRITICAL CARE, HSDU, ANAESTHETICS AND THEATRES (CHAT) 
Critical care:  
• Digital maturity, use of raspberry pi technology for cost effective IT 

improvements to healthcare. 
• Innovative approach to managing workforce pressures–Advanced Critical 

Care Practitioners (ACCP) programme, pilot resident on-call Consultant. 
• Creation of an overseas nurses group to help support and integrate. 
• Watch out notices now used across organisation and many plaudits and 

requests to use this work nationally and internationally.  
• Humanising ICU environment with sound ears and work on light 

intensity http://journals.sagepub.com/doi/full/10.1177/175114371774809
5   

• Debrief sessions run by Critical care Consultant and TRIM - debriefing 
session following critical incidents to identify staff at risk 

• Appointment of a Band 7 dietician and a Band 4 physio technician to 
promote rehabilitation. 

• Bleeps introduced for relatives so that they can leave the Unit and be called 
back. 

• Introduction of ‘Happy App’ to monitor staff well-being and satisfaction. 
Anaesthetics: 
• One of the first departments in the country to achieve the prestigious 

Anaesthesia Clinical Services Accreditation (ACSA). 

• Development of perioperative medicine with the 'surgery school' project. 
• Standard Operating Procedures for patients with learning difficulties - 

including ensuring that they are first on the operating list. 
• Continue to be at the cutting edge of services provided, by being ahead of 

the game of any innovations/national changes . 
Theatres: 
• Participation in National NHS benchmarking and are recognised as being in 

the top decile for performance and efficiency. 
• Activity Tracker introduced to follow patient through their theatre journey. 
• Bedview and Vitalpac introduced in recovery allowing recording of 

observations and assessments. 
• Funding awarded for development of 2 additional operating theatres. 
• Different coloured hats introduce to theatres to aid with identification of 

roles. 
HSDU:  
• First HSDU in the country to create Apprenticeships to meet workforce 

needs. 
• Staff undertaking and completing Technical certification level 3. 
• Achievement of ISO13485:16 BSI Accreditation. 
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CLINICAL SUPPORT SERVICES
• Blood Sciences has been assessing the suitability of a high sensitivity 

troponin assay which has the potential to significantly reduce the wait to 
diagnose myocardial infarctions using the blood test, improving the urgent 
care pathway. 

• Histopathology has been supporting the RCPath/IBMS Advanced Specialist 
Diploma (ASD) in Histopathology Reporting programme for Gynaecological 
Pathology to train one of the first Biomedical Scientists in the UK who can 
independently report cases, supporting the department during the present 
shortage of Histopathologists. 

• Histopathology workforce development: The department has been 
developing staff to take on roles traditionally associated with consultants. 
Currently over 80% of routine dissection is carried out by BMS/Clinical 
Scientist staff which supports freeing consultant time for reporting helping 
to improve turnaround times for diagnostic reporting of histological 
samples. 

• Patient Portal introduced in October 2017. Patients now receive Outpatient 
Appointments details directly to their smartphones with the ability to 
confirm, decline and rebook.   

• Radiotherapy Physics, with oncology and urology departments, have 
received a research grant from EU Interreg 2 Seas funding body, in 
collaboration with several other international partners, to develop a 
robotic biopsy and brachytherapy treatment device.  

• Implementation of Macmillan Dietician Service Review questionnaire, 
which aims to examine the service from the patients’ perspective, to 
ensure the service is meeting patient expectations, to allow the tailoring of 
the service to meet user needs, to ensure patient involvement in the 
shaping of the service and to identify any gaps in the service to allow future 
planning. 

• Upper GI surgical dietitian proposed a service development which has been 
well received by the surgical teams and is now being incorporated into 
clinical practice. This enables out-patient management of commencing 
feeding rather than the previously required inpatient admission. It also 
enables feeding to be commenced before complications of malnutrition 
develop as there is no delay whilst admission and theatre time are being 
arranged. 

• One of the renal dietitians has worked in partnership with a consultant 
nephrologist to develop a food frequency questionnaire to identify dietary 
phosphate sources. This has been incorporated into the My Renal Care App 
which is being trialled as a shared care management tool between dialysis 
patients and renal staff. 

• Community dietitians have been involved in a one stop COPD clinic along 
with respiratory team which is taking the service to GP practices to prevent 
patients having to travel to hospital. 

• New leaflets developed in Neurophysiology based on standardised designs 
to update patient information, tests and make them more specific to test 
procedures (i.e. specific sections for children or disease specific tests). This 
will hopefully improve patient preparation for tests and improve the 
information patients receive regarding neurophysiological tests.  

• Therapist working within the neurology and stroke pathways have 
developed a treatment pathway for the upper limb.  This includes an 
integrated assessment that can be used by both occupational therapists 
and physiotherapists and a treatment algorithm (supported by detailed 
intervention guides). The pathway is evidence based and is currently being 
shared as an innovative project with therapy teams in Southampton.  The 
project has benefited patients in several ways, by ensuring continuity and a 
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shared standard of treatment across the therapy pathway as well as 
supporting efficiency and clear communication. 

• Stroke Wellbeing Group: The occupational therapy service and psychology 
service have developed a fortnightly group to support patients emotional 
wellbeing after stroke.  Low mood has been shown to be a common 
experience after stroke and this group seeks to provide information and 
support for patients that are struggling with mood problems. 

• Pharmacy: Development of Medicines Reconciliation tool for Frailty 
patients - implemented in MAU and Medicine for Older People (HEE Frailty 
Fellowship work), this work also includes a bid for an innovative MCP 
Interface-Frailty Pharmacist. Development of a patient information booklet 

for the newer direct acting oral anti-coagulants, this NHSE supported 
patient safety initiative attracted 'Patient Safety First' funding and won a 
local innovation prize - the booklet has been shared and used by other NHS 
Trusts in the UK. 

• The CT department trialled the use of a CT Colonography (CTC) pre-
assessment clinic (either in person or via telephone) prior to the 
examination to provide an explanation of procedure , advice on taking the 
preparation, and answer any questions the patients may have.  Trial 
showed that the number of wasted slots was halved, all patients that 
attended had taken the correct prep, and patients that were 
inappropriately referred for the scan received the most appropriate scan. 

EMERGENCY DEPARTMENT (ED) AND ACUTE MEDICINE 
Emergency Department 
• Development and implementation of a Navigator role for patients who 

walk into the Emergency Department.  Following advice from NHSI and 
ECIP, the Nationally recognised Luton and Dunstable Trust streaming 
process was adapted for PHT ED.  Since May there has been a senior nurse 
placed within the waiting room to meet patients on arrival and deliver a 
focussed assessment to stream the patients to the correct care pathway.  
While the model is designed to increase the number of patients streamed 
to the Urgent Care Centre, the benefit is that all patients are seen quicker 
and time critical diagnoses are identified and treatment implemented.  The 
new model replaces the system where patients waited to be booked in and 
only had an clinical assessment after the wait for being booked onto the 
system.  There is clear evidence of a marked reduction in the identification 
of myocardial infarct and stroke patients. 

• Establishment of the ED observation into its new role as an Emergency 
Decision Unit.  Patients are now booked into the EDU for assessment by the 

mental health team, Frailty Intervention Team and to await test results.  
Frees up clinical space to allow better flow. 

• Urgent Care Treatment Centre only operated from 10 am to 10 pm 7 days a 
week.  Following a visit by Pauline Philip, the ED submitted a business case 
for delivering a co-located UCC and this was achieved.  Work continues to 
deliver the new model but as a result of the review of the UCC and the 
focus on the new streaming model, it now opens from 8 am to 11 pm and 
mirrors best practice elsewhere in country. 

• Following the CQC inspection in May, after the report was received, the ED 
developed new mental health assessment documents and extended 
opening hours for the Mental Health Liaison Team.  Where before patients 
did not robustly have a proper risk assessment and the performance of this 
was 40% , since the changes this now sits routinely above 95%. 

• ED has and continues to deliver an effective Advance Care Practitioner 
training programme and the department is now seeing increased numbers 
of ACPs on the workforce. 
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• Departmental intranet page has been re-launched and now contains a large 
number of clinical and SOP policies that deliver consistent and robust 
patient care. 

Acute Medical Unit (AMU) 
• National benchmarking as part of Society for Acute Medicine Benchmarking 

Audit (SAMBA) showed a marked improvement in patients being reviewed 
by the medical team within 4h and by a consultant within 14h of referral 
(38% to 57% and 54% to 72% respectively). 

• Significant changes to the organisation of the medical team in AMU 
including a dedicated daily admissions team and improved arrangements 
for the review and handover of overnight admissions. 

• Improvements to how we assess patients referred by their GP through 
development of our Acute Medical Technician role and changes to the 
organisation of the medical and nursing teams. 

• AMU nursing team have led development of system for non-verbal 
handover of patients to wards as a way to improve timeliness of transfers 
to medical wards from AMU. 

• Recruitment of two trainee Advanced Clinical Practitioners who will 
become part of the medical team. 

• Ongoing work with falls collaborative. 
• Ongoing work to improve the care of vulnerable patients through Mental 

Capacity Act and DoLS training and daily safety huddles. 
• Improvement to local governance processes to improve learning from 

incidents including engagement with trust Mortality Review Panels. 
• Launched the first “Schwarz Rounds” at PHT – a type of group reflective 

practice shown to improve staff wellbeing and patient care. 
• Multi-professional team awarded HEE Quality Improvement Fellowship 

through which we aim to improve the care and experience of patients 

referred to AMU by their GP and develop use of quality improvement 
techniques on AMU generally. 

• Ongoing development of departmental research portfolio – our research 
lead has co-authored six published peer reviewed articles in 2017 and 
continues to work looking at identification of patients who deteriorate in 
hospital and patient with sepsis. 

Priorities for 2018-2019 
• Further improvement to timeliness of medical assessment (aiming for >95% 

of patients seen within 4h of referral by medical team and >95% seen 
within 14h of referral by consultant). 

• Further development of alternative medical workforce to support 
sustainable medical staffing. 

• Improving use of data to improve patient safety and experience. 
• Work to understand reasons for unplanned patient readmissions via AMU. 
• Ongoing development of Ambulatory Emergency Care. 
• Keep building departmental research portfolio. 
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HEAD AND NECK 
• New Matron to the service to support the quality and safety elements of 

the CSC. 
• Training of Nurses to undertake aural- micro suction to further develop 

nurse led clinics and support the patient pathway for emergencies. 
• Development of B6 nurse injectors in Ophthalmology. 
• Cancer Nurse opportunities . 
• Career pathway for band 4’s for internal and oversees staff. 
Opthalomology research 
• Awareness of outcomes in glaucoma surgery enabling to offer surgery with 

more confidence. 
• Increased use of lens extraction for Acute Closed Angle Glaucoma using an 

evidence base. 
• Awareness of the risks of cataract surgery in short eyes. 
• Increased use of Preservative Free drops in appropriate patients. 
• Use of Steroid intra-ocular implant for Diabetic Macular oedema. 
• Successfully conducted Research awareness day for patients and staff on 

National Eye Health week in collaboration with PRA team. 

• PHT Best Research Impact Award 2017. 
• Best recruiter award for Somnus/sleep study (Oxford University hospital). 
• Nationally 3rd position for recruitment. 
• Top recruiter for 3 research studies. 
• Over recruitment for all current studies. 
• PHT Ophthalmology team in process of starting 2 own studies. 
• Recruited and trained a new Band 4 Research Assistant / Photographer. 
• Team got nominated for CRN Wessex Outstanding Research Team awards. 
• Rise in number of clinicians doing clinical trial 

 
 
 
 
 
 
 

MEDICINE 
• Retained Joint Advisory Group (JAG) accreditation for the QA Endoscopy 

Unit and gained JAG accreditation for the Gosport War Memorial 
Endoscopy Unit. 

• Implementation of a ward round assistant within gastroenterology, with 
second about to commence in post. 

• Fast Access Chest Pain Clinic - review of provision and the appointment of a 
Advanced clinical Practitioner to lead a redesign the service.  

• Introduction of COPD Admission and Discharge Pathways. 

• Development of an electronic flag to identify patients with acute 
exacerbation of COPD.This facilitates specialist review of AECOPD patients 
within first 24hours of admission.  

• Gastroenterology - Alcohol Service nationally recognised and is used as 
example to other trusts wishing to set up a similar service. All patients 
offered health education on discharge in relation to smoking/alcohol 
consumption/diet 

• Hepatology – Following the NCEPOD 2013 regarding the management of 
patient with ascites, the  Hepatology  service sought funding  to build a 
dedicated area  to provide specialist Hepatology nurse  and consultant care 
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for this patient group. The building project completed in 2017, training of 
staff will be commencing in  March 2018. 
 

Actions from patient feedback 
• Respiratory day ward: Patients fed back that were waiting too long for their 

procedures. As a result we have changed our practice thereby reducing the 
patient wait time. 

• Acute Asthma Service. 
• introduced a pre-clinic appointment to provide a full asthma workup for 

new asthma referrals, which gives us the opportunity to pre-screen inhaler 
technique and some measurement parameters (especially FENO)., 
Reducing the number of appointments they need to attend and has led  to 
improved management, better control and earlier discharge. 

• Biological treatment in Asthma. 
• Patients fed back that they did not like being reviewed as a group prior to 

commencing treatment. A nurse-led clinic has been set up and patients are 
now reviewed individually. 

• Lung Cancer Service. 
• Our nurse contact card was changed to prompt patients to call if they 

hadn’t received an appointment. 
• TB Service. 
• Telephone consultation service as patients reported they could not afford 

to keep coming to appointments or take time off work. Patients can now 
also collect their medication directly from pharmacy.  

• Diabetes and Endocrine  annual conference,  agenda shaped by  patients. 
• Development of a patient information leaflet  for Non-invasive ventilation  

(IV) by Respiratory High Care. 
 
 
 
 

MEDICINE FOR OLDER PEOPLE, REHABILITATION AND STROKE 
• Frailty and Interface Team, a multiagency admission avoidance team based 

in ED, is now fully embedded and managing to prevent up to 13 admissions 
per day. 

• G4 was converted to a Frailty Short Stay Unit in October 2017, and has an 
enriched multidisciplinary to case manage patient discharges and reduce 
LOS. The average LOS for the ward is 6 days. 

• MOPRS LOS has reduced over the past 12 months, from 23 days in April 
2017 to 16.6 days, in March 2018. This is a great success story, linked to all 
the MOPRS work around managing complex discharges and the focus on 
frailty short stay. 

• The Stroke service have achieved SSNAP level C for Aug to Nov 17, and are 
hoping to reach level B, with continued focus on 4 hour admission 
performance, and 4 hour swallow screening. 

• Thrombolysis service at QA is now performing at 91.7% within 1 hour, 
which is exemplary. 

• The Hospital Palliative Care team are working with the Rowen’s Hospice to 
develop wider system wide thinking 

• MOPRS were proud that the Frailty and Interface Team and a Senior Sister 
from F2 were awarded Highly Commended at the Best People Awards in 
November 2017. 
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• Portsmouth Enablement Centre is one of the 9 nationally recognised 
Murrison Centres, serving the needs of veterans, providing prosthetic 

limbs. 

 

TRAUMA, ORTHOPAEDICS, RHEUMATOLOGY AND PAIN (MSK)
• New virtual clinics are in place lead by a Consultant and attended by 

community physiotherapists where community patients are discussed to 
ensure treatments are appropriate and that only patients who require a 
surgical opinion are referred to the Trust 

• Orthopaedics have a “ring fenced” elective area for their patients which 
will help reduce the risk of infection particularly in patients who have 
undergone hip and knee replacement surgery. This was a recommendation 
from the “getting it right first time” lead Professor Briggs. 

• D6 continue to lead the way nationally in the treatment of patients who 
have suffered from a fractured hip.  

• Rheumatology are examining the prescription of biologic drugs for their 
patients saving the health economy in excess of £0.5 Million. 

 
 
 
 
 

RENAL AND TRANSPLANTATION 
• Establishment of a new inpatient renal service at UHS which delivers renal 

expertise to inpatients thereby improving their care and reducing the need 
for transfer to PHT. 

• A new Acute Assessment Unit has been set up in the renal department. 
This avoids the need for renal patients to attend ED and provided renal-
specific care to patients throughout Wessex. It is run by a specialist triage 
nurse thus reducing demands on the Junior Doctor on call. 

• Ward review clinics have been set up to allow recently-discharged patients 
to be reviewed within a few days by a consultant. This has led to earlier 
discharge of patients and efficient bed usage. 

• A new Haemodialysis service has been started in ICU at UHS with plans to 
roll this out to the rest of UHS over the next year. 

• A new advanced practitioner has been appointed to deliver expert 
inpatient care in the renal department. This fills the shortfall in junior 

doctors and improves the quality of renal expert opinion. Further similar 
appointments are planned. 

• A mobile app has been developed within our CSC to deliver patient-
activated personalised care to patients receiving home haemodialysis. This 
will be extended to transplant and peritoneal dialysis patients in the next 
year. 

• Consultant working patterns have been overhauled to deliver a daily 
consultant presence at board-rounds and ward-rounds and throughout the 
working day. Job plans have been changed to ensure that consultants 
rostered for ward duties do not attend off-site clinics. 

• A new operating system for the renal department IT system has been 
purchased which will facilitate communication with renal clinics throughout 
Wessex and enable efficient audit. 

• New outpatient clinics have been set up in Southampton (Adelaide Centre) 
and Fareham (Fareham Hospital) to bring care close to patients. 
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• A new Home Therapies department has been commissioned and financed 
at Fareham Hospital. Building works will commence shortly. 

• A new transplant network has been set up with Dorset Hospitals. This will 
provide 10-20 transplants for Dorset and save patients from travelling to 
Bristol (where these transplants would otherwise have been done). 

 
 
 
 

SURGERY AND CANCER 
• Our Radiotherapy department retained their ISO9001:2015 accreditation 

this year.  The certification acknowledges the quality standard of care 
delivered to the patients undergoing radiotherapy at PHT. 

• There has been a successful business case through for additional staffing to 
expand our radiographer- led on- treatment review clinic service from 3 
days per week to 5 days per week. 

• The Combined Haematology & Oncology Unit (CHOC, F5, 6 & 7) wards and 
the Macmillan Information Centre were awarded the Macmillan Quality 
Environmental Mark (MQEM). The MQEM assesses whether cancer care 
environments meet the standards required by people living with cancer. 

• The Haematology ward nurses (based on CHOC) received their 1st 
Autologous Transplant (stem cell treatment for certain types of cancer) 
patient in August 2017 and have now seen 16 patients coming back to 
Portsmouth following primary treatment in Southampton.  The team had a 
JACIE (Joint Accreditation Committee) visit at the end of 2017 and 
successfully received accreditation for the service. 

• The CSC has worked alongside Macmillan to appoint a Macmillan Clinical 
Psychologist to support cancer patients, families and carers through 
treatment and beyond. 

• The Urology team have launched their ‘Enhanced Recovery Pathway’ for a 
number of elective major surgery pathways. Enhanced recovery is a 
modern evidence-based approach that helps people recover more quickly 

after having major surgery.  This is already having a positive impact for 
Robotic Prostatectomies and Cystectomies. 

• The Urology team won the ‘Best Team Award’ at the annual Trust Awards 
event. 

• Reduction of Urology Outpatient Waiting List backlog by 73% (March 2017 
575, March 2018 157) 

• In response to Deanery request a robotic-theatre assistant was appointed. 
• The CSC is supporting the implementation of ‘My Medical Record’ in 

association with the Living with and Beyond Cancer Transformation Fund.  
My Medical Record is an online tool which will allow patients to self-
manage parts of their follow up pathway following cancer treatment, 
reducing the number of out-patient visits. 

• Using Bed-View there has been SAU take-list development and 
implementation.  This will give Trust visibility on the Surgical Ambulatory 
and Emergency take position.  This will give auditable data which will assist 
in ensuring that first consultant contact is within 14 hours. 

• 99.9% All new referrals via Choose and Book incl. 2WW (Breast &Urology)  
• Successful re-accreditation of Breast Oncoplastic Training Centre (1 of 12 

centres nationally). 
• Successful re-accreditation of Oncoplastic Training Centre (1 of 12 centres 

nationally). 
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• Increase CNS by 2WTE: Incl. appointment of metastatic  Breast care Nurse 
(1 of only 20% of Trusts to have this position as recommended by national 
clinical reference group). 

 
 

 
 
 
 

WOMEN AND CHILDREN 
NICU 
• Peer Review –excellent feedback.   Waiting final report still. 
Paeds:  
• Ambulatory Clinics in Children’s OPD. 
• Surgical familiarisation -The Trust and the University of Portsmouth are 

running a fun activity, filled Surgical Familiarisation drop in event to help 
Children and Young People and parents to know and get used to some of 
the areas and experiences they will experience at the time of the child’s 
surgery. 

• Harvey’s Gang (School holidays).  Children and Young People are visiting 
labs to look at the processes their blood sample goes through and meeting 
staff.  It is hoped this innovation will improve patient experience for 
patients with long term conditions and improve communication with the 
lab staff.   

Gynae: 
• The Word catheter was introduced October 2016 and was recommended in 

NICE guidance. It provides treatment for Bartholin’s cyst/abscess under 
local anaesthetic in an ambulatory/ward setting. Since introduction, 
admissions and use of the CEPOD theatre for treatment of Bartholin’s 
under general anaesthetic has decreased significantly. This led to more 
efficient use of staff and theatre time. A recent spot patient questionnaire 
has shown 100% satisfaction rate. Staff are also very satisfied with the 
procedure as it allows a one-stop assessment/treatment.  Department now 
has a guideline and dedicated patient leaflet. 

Maternity Unit:   
• Band 4 associate practice development of a maternity support 

worker.  Leading on maternity support worker competency and 
completion of the Care Certificate competencies with the practice 
education team.   

• Band 1-4 Maternity support worker project; development of support 
workers delivering support and care to women following 
competency based training.  This includes elective caesarean section 
pathway. 

• Local maternity system (LMS); includes the development of the 
academy which is a multi disciplinary training project using safety 
money from the DoH across the local health economy area.   This 
work also includes the development of the acute observation unit 
training for midwives.    

• Development of the 'my maternity' app; supporting the choice and 
personalisation project and follows on from the development of the 
'My Birthplace' app. 

• Development of the clinical effectiveness team.  This includes 
development of the pods (multi disciplinary teams) leading on 
review of guidelines, audit, education, research and investigation. 

• Continued development of the triage and day assessment area into a 
maternity assessment area.   
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• Increased surveillance using Wessex antenatal pathways and Saving 
Babies Lives care bundle guidance resulting in a reduction in stillbirth 
rates. 

• Development of the Emotional Maternal Wellbeing website to 
support perinatal mental health signposting for women.  This was 
created using Safety funding. 

• First wave of the Maternity Neonatal and Safety collaborative.  The 
project identified the need to review the provision of scanning 
capacity to support the Saving Babies Lives agenda.  This has resulted 
in an increase of 1500 scans over the year leading to increased fetal 
surveilance and reduction in stillbirths. 

• Diabetes pregnancy service - are a small dedicated team of doctors, 
midwives and diabetes nurses.  Nationally stillbirth rates in diabetic 
mothers are more than twice those without diabetes, however the 
total number of stillbirths among the patients looked after by our 
team in 2017/18 was zero. In a service which last year saw over 450 
mothers with a diabetes related pregnancy this is a huge 
achievement with enormous benefits to expectant mothers across 
our local area, and is testament to the fantastic team effort within 
the service. 
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STATEMENT OF DIRECTORS’ RESPONSIBILITIES IN RESPECT OF THE QUALITY ACCOUNT 
 
To be included once complete. 
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CCG COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY ACCOUNTS 2017/2018   
 
 
 
 
 
 
 
 
 
 
 

 
To be included once received. 
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HAMPSHIRE HEALTH AND ADULT SOCIAL CARE SELECT COMMITTEE 
COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) 
QUALITY ACCOUNTS 2017/2018 
To be included once received. 
 
HEALTH WATCH COMMENTARY ON PORTSMOUTH HOSPITALS NHS 
TRUST (PHT) QUALITY ACCOUNTS 2017/2018 

PORTSMOUTH HEALTH OVERVIEW AND SCRUTINY PANEL 
COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) 
QUALITY ACCOUNTS 2017/2018 
Portsmouth HOSP do not wish to comment on quality accounts of 
organisations.   
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LIMITED ASSURANCE REPORT 
 
To be included once received. 
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Glossary of terms  
Term Description 

Acute Kidney Injury (AKI) Acute kidney injury (AKI) is sudden damage to the kidneys that causes them to stop working properly.   
It can range from minor loss of kidney function to complete kidney failure.  AKI is common and normally happens as a complication of another 
serious illness. It is not the result of a physical blow to the kidneys, as the name may suggest.   
This type of kidney damage is usually seen in older people who are unwell enough to be admitted to hospital. If it's not picked up in time, the 
kidneys become overwhelmed and shut down, leading to irreversible injury, which can be fatal. Abnormal levels of salts and chemicals build up in 
the body, stopping other organs working properly.   It is essential that AKI is detected early and treated promptly. 
Source: NHS Choices 

Care Quality Commission 
(CQC) 

The independent regulator of all health and social care services in England.  Their job is to make sure that care provided by hospitals, dentists, 
ambulances, care homes and services in people’s own homes and elsewhere meets government standards of quality and safety. 

C.Diff A Clostridium difficile infection is a type of bacterial infection that can affect the digestive system. It most commonly affects people who have 
been treated with antibiotics. 
A C. difficile infection can lead to life-threatening complications such as severe swelling of the bowel from a build-up of gas (toxic megacolon). 
Source: NHS Choices 

Clinical Service Centre (CSC) Key centres within which the Trust’s services are delivered to patients.  Each CSC has a Chief of Service, General Manager and Head of Nursing.  
There are 10 CSCs. 

Commissioners Commissioners (i.e. health authorities/Primary Care Trusts) have a statutory responsibility to buy the best health care for a defined population 
with a defined amount of money.  

Commissioning for Quality 
and Innovation (CQUIN) 

The CQUIN payment framework enables Commissioners to reward excellence, by linking a proportion of Providers' income to the achievement of 
local quality improvement goals. 

Dr Foster The UK's leading provider of comparative information on health and social care services. 
HSMR The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures whether the mortality rate at a hospital is 

higher or lower than would be expected.  The national average is 100 and a score of below this indicates fewer deaths than this average.  HSMR 
covers 56 groups of diagnosis and only relates to patients that have died whilst in hospital. 

HQIP (Healthcare Quality 
Improvement Partnership) 

The Healthcare Quality Improvement Partnership (HQIP) was established in April 2008 to promote quality in healthcare, and in particular to 
increase the impact that clinical audit has on healthcare quality in England and Wales. HQIP is a charity and company limited by guarantee, led by 
a consortium comprising the Academy of Medical Royal Colleges, Royal College of Nursing and National Voices. 

MRSA MRSA is a type of bacteria that's resistant to a number of widely used antibiotics. This means MRSA infections can be more difficult to treat than 
other bacterial infections.  
The full name of MRSA is meticillin-resistant Staphylococcus aureus.  Staphylococcus aureus (also known as staph) is a common type of bacteria. 
It's often carried on the skin and inside the nostrils and throat, and can cause mild infections of the skin, such as boils and impetigo. 
If the bacteria get into a break in the skin, they can cause life-threatening infections, such as blood poisoning or endocarditis. 
Source: NHS Choices 
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Term Description 
National Audit A National quality improvement process that seeks to improve patient care and outcomes through the systematic review of care. 
National Institute for Health 
and  Clinical Effectiveness 
(NICE) 

Provide independent, authoritative and evidence-based guidance on the most effective ways to prevent, diagnose and treat disease and ill 
health, reducing inequalities and variation. 

Pressure ulcers Pressure ulcers are also known as ‘pressure sores, bed sores and decubitus ulcers’.  A pressure ulcer is defined as “An area of localised damage to 
the skin and underlying tissue caused by pressure, shear, friction and/or a combination of these”.   
Pressure ulcers occur when a bony prominence is in contact with a surface.  The most common sites include the buttocks, hips and heels but they 
can occur over any bony prominence 
Grade 1: Discolouration of intact skin not affected by light finger pressure 
Grade 2: Partial thickness skin loss or damage involving epidermis.  The pressure ulcer is superficial and presents clinically, as an abrasion, blister 
or shallow crater.   
Grade 3: Full thickness skin loss, involving damage of tissue.  The pressure ulcer present clinically as a deep crater, but bone, tendon or muscle 
are not exposed.  
Grade 4: Full thickness skin loss, with exposed tendon or muscle. 

Sepsis Sepsis is a common and potentially life-threatening condition triggered by an infection. 
In sepsis, the body’s immune system goes into overdrive, setting off a series of reactions including widespread inflammation, swelling and blood 
clotting. This can lead to a significant decrease in blood pressure, which can mean the blood supply to vital organs such as the brain, heart and 
kidneys is reduced. 
If not treated quickly, sepsis can eventually lead to multiple organ failure and death. 
Each year in the UK, it is estimated that more than 100,000 people are admitted to hospital with sepsis and around 37,000 people will die as a 
result of the condition. 
Source: NHS Choices 

SHMI The Summary Hospital-level Mortality Indicator (SHMI) is a high level mortality indicator that is published by the Department of Health on a 
quarterly basis. It follows a similar principal than HSMR, however SHMI covers all diagnosis groups and relates to all patients that have died 
(whether the patient died whilst in hospital or not).  It does not take account of deprivation.  
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

Acute Coronary Syndrome or Acute 
Myocardial Infarction (MINAP) 

The Trust is in it’s sixth year of providing a 24/7 primary angioplasty service for patients with a diagnosis of ST-elevation myocardial infarction 
(STEMI), from Portsmouth and South East Hants, West Sussex, and Isle of Wight. The Trust is the largest provider of primary Percutaneous 
Coronary Interventions (PCI) service in the Wessex region (Heart attack centre). The Trust has achieved excellent results for STEMI patients in 
terms of achieving targets for time to treatment.  The Trust is currently improving its data capture process to increase the number of Non-ST-
elevation myocardial infarctions submitted to the national audit. 

BAUS Cystectomy Audit Awaiting publication of the national report/results. 

BAUS Nephrectomy Audit Awaiting publication of the national report/results. 
BAUS Percutaneous Nephrolithotomy 
(PCNL) Awaiting publication of the national report/results. 

BAUS Radical Prostatectomy Audit Awaiting publication of the national report/results. 

BAUS Urethroplasty Awaiting publication of the national report/results. 

BAUS Stress Urinary Incontinence Audit Awaiting publication of the national report/results. 

Bowel Cancer 

The National Audit report published in January 2018 is currently being reviewed by the Trust; an action plan will be developed to address any 
areas highlighted for improvement. The previous National Audit report highlighted that the Trust attempts a significantly higher number of 
laparoscopic surgeries (84%) in patients having major resection compared to the national average of 61%. The 2 year mortality rate for this 
patient group is significantly lower than the national and network averages. The 18 month stoma rate for rectal cancer patients is better than 
the national and network averages. 

Cardiac Rhythm Management 

The Trust submitted 100% of the required data (all implants carried out) to this national audit. These results confirm that the Trust is 
supplying a quality service for the implantation of pacemakers, implantable cardioverter defibrillator (ICD) and cardiac resynchronisation 
therapy (CRT) devices showing comparable results with peers and the national averages. The Trust will continue to carry out local audits 
alongside the national audit confirming the Trust’s compliance with relevant NICE guidelines. The Specialty has highlighted the current 
TOMCAT IT system, where implant data is collected and stored, is outdated and is under review to improve the quality of data captured. 

Case Mix Programme (CMP) – Intensive 
Care National Audit and Research 
Centre (ICNARC)  

The results highlight that the mean ICNARC illness severity score is slightly higher than similar units, which means our patient cohort is sicker 
than similar units. The number of high risk sepsis admissions, admitted to the Intensive Care Unit (ICU) from the wards, is highlighted as much 
higher than similar units. This indicates that the Trust is managing generally sicker patients. 
The Trust Standardised Mortality Rate is 0.98 which is a reduction from the previous reporting period (1.06) and compares favourably with 
regional comparator units. The Trust will continue to monitor this through regular Mortality & Morbidity (M&M) meetings and Governance 
meetings.  
The Trust is an outlier for delayed discharges; this has been included on the Trust risk register, and a new pathway has been introduced to 
escalate delayed discharges at day 3 to the Chief Operating Officer. 

APPENDIX A - NATIONAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

Coronary Angioplasty – Percutaneous 
Coronary Intervention (PCI) 

The national audit on percutaneous coronary interventions (PCI) confirms that the PCI service provided by the Trust is a modern, 
comprehensive service with excellent outcomes. All our operators have results within or better than the expected range.  Whilst the Trust 
provides a timely service for patients with Acute coronary syndromes, elective waiting lists are of greatest concern. 

Diabetes – Paediatric (NPDA) 

The Trust Paediatric Diabetes team are achieving a median HbA1c (haemoglobin A1c blood test) better than the national average, have more 
patients with good control, and fewer patients with poor control. However the Trust continues to need to improve the number of patients 
who receive a complete care process. This will be achieved by putting in place systems and checklists to ensure that the 4 care processes that 
require improvement (Foot examination, Urine sample for ACR (albumin/creatinine ratio), Blood Pressure (BP), and Retinal Screening) are 
being achieved and are a focus at clinic visits. 

Elective Surgery Patient Reported 
Outcome Measures (PROMS) 

Hip and Knee - There were 1,481 eligible hospital episodes with 844 pre-operative questionnaires returned; a participation rate of 57% 
(90.5% in England), which is an improvement on the previous reporting period. Of the 777 post-operative questionnaires distributed, 595 
have been returned, a response rate of 76.6%, compared to a national average of 71.1%.   
Groin Hernia and Varicose Vein - There were 675 eligible hospital episodes with 83 pre-operative questionnaires returned; a participation 
rate of 12.3% (50.6% in England). Of the 83 post-operative questionnaires distributed, 59 have been returned, a response rate of 71.1%, 
compared to a national average of 59.3%.   

Endocrine and Thyroid National Audit Awaiting publication of the national report/results. 

Falls and Fragility Fracture Audit 
Programme 

Fracture Liaison Service Database (FLS-DB) - The general results were good for the Trust FLS service, especially from diagnosis to assessment 
to DEXA (bone density) scan.  The new database created by the Trust has improved the collection of data; this should be evident in the future 
reports.  At this moment in time the Trust FLS service does not provide falls referrals; these are being met by other parts of the local health 
service. 
National Hip Fracture Database (NHFD) – The report highlighted that the Trust has seen an increase in hip fracture patients (749 compared 
to 692 in 2015), making the Trust the 6th highest nationally for hip fracture patients. 
The Trust are in the top quartile for 5 out of 7 of the rated outcome domains, with two other Trusts in England similarly rated and one in 
Ireland who achieved 6 out of 7.  The two domains where the Trust did not achieve this relate to length of stay, with an acute length of stay of 
17.3 days, compared to 16.2 days in 2015, nationally 16.6 days; this puts the Trust in the 3rd quartile. The Trust is the only trust this year to 
achieve top quartile in all rated assessment domains. 
The Trust continues to demonstrate a consistent high level of performance which is a reflection of the collaboration between all of the 
professional groups that input to the management of this frail, complex group of patients that have sustained a hip fracture. The Trust will 
continue to strive for further improvement and maintain vigilance over our performance. 
Inpatient Falls Audit (NAIF) - Although some areas of the audit have seen a small deterioration from 2015, the Trust must be commended for 
achieving such a satisfactory outcome from the report.  The Trust is one of 8 % of trusts to achieve above average in all of the key indicators 
identified by the audit.  This indicates that best practice is being followed with all appropriate assessments being incorporated in our routine 
documentation.  It should be acknowledged that whilst there are improvements to be made, the report identifies the Trust as one of a small 
minority, achieving a multifactorial approach to falls prevention. It should be noted that at the time of the 2015 audit the Trust was part of 
the Fall Safe Project, with a dedicated project team. 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

Head and Neck Cancer Audit (HANA) Awaiting publication of the national report/results. 
Inflammatory Bowel Disease (IBD) 
Programme Awaiting publication of the national report/results. 

Learning Disability Mortality Review 
Programme (LeDeR) Awaiting publication of the national report/results. 

Major Trauma Audit - Trauma Audit and 
Research Network (TARN) 

The National Audit report published in March 2018 is currently being reviewed by the Trust; an action plan will be developed to address any 
areas highlighted for improvement.  

National Audit of Breast Cancer in Older 
People (NABCOP) 

The NABCOP audit identifies ways of improving the treatment of older patients with breast cancer so that they are not denied beneficial 
treatment or subjected to unnecessary risk. The Trust has been highlighted as having the second highest number of new breast cancers 
diagnosed in the Hampshire and Isle of Wight region for the data collection period with 700 cases, second to Southampton University 
Hospitals NHS Trust with 800 cases. Areas of good practice highlighted included weekly review of Cancer Outcomes and Services Dataset 
(COSD) data, and the Trust having the highest number of dedicated breast cancer operating lists per week within the region. The Trust is 
working to address areas highlighted for improvement including liaising with the elderly medicine team to gain assistance from their 
experience in other surgical areas.  An audit of all breast cancer patients over 70 is to be conducted using a fragility score to assess the 
number who might benefit from elderly medicine referral.    

National Audit of Dementia 

The results of the National Dementia Audit for the Trust highlighted a mixed picture in terms of performance. There are several areas that 
need improvement and they are included as part of the Trust Quality Improvement Plan. The areas that require improvement include 
embedding and auditing the use of the ‘This is Me’ document, providing improved support for staff to care effectively for patients with 
dementia with support from the Dementia Champions and the Lead Dementia Nurse, improving carers support and communication by using 
the volunteers programme ‘Happy to Chat’, and re-auditing the inclusion of patients and carers in discharge planning. 

National Bariatric Surgery Register 
(NBSR) Awaiting publication of the national report/results. 

National Cardiac Arrest Audit (NCAA) - 
ICNARC Awaiting publication of the national report/results. 

National Chronic Obstructive Pulmonary 
Disease Audit Programme (COPD) 

Organisational - The organisational audit demonstrates the Trust has good Non Invasive Ventilation (NIV) and Intensive Care Unit (ICU) 
provision in an extremely busy unit. However, the results highlight that only 50% of 1299 patients with acute COPD were discharged from a 
specialist respiratory bed. Therefore changes in triage and bed management form part of the audit action plan. Since the audit, a specialist 
COPD team has been appointed which has improved specialist review within 24 hours of admission to 87% (Quarter 3,  17/18) and increased  
delivery of smoking cessation  advice (97% COPD admissions, Q3). 
Secondary Care – The report published in March 2018 is currently being reviewed by the Trust; an action plan will be developed to address 
any areas highlighted for improvement. 
Pulmonary Rehabilitation – The recently published report is currently being reviewed by the Trust; a self assessment checklist will be 
completed against the report recommendations and an action plan will be developed to address any areas highlighted for improvement. 

National Comparative Audit of Blood Audit of red cell and platelet transfusion in adult haematology patients – Awaiting publication of the national report/results. 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

Transfusion Programme TACO Audit - Awaiting publication of the national report/results. 
Audit of O negative red cells – This audit has been delayed in design, there is currently no clear start date. 
The following reports were published during 2017/18, reporting on data submitted in the previous year: 
Repeat Audit of Patient Blood Management in Adults undergoing elective, scheduled surgery – The results highlight that within the Trust 
there is likely increased recognition amongst clinicians caring for surgical patients of the importance of Patient Blood Management (PBM), 
with consequent signals (though not definitive evidence) that individual practice is changing. However, there is yet limited application of PBM 
across surgical pathways and there remains considerable room for improvement. 

National Diabetes Audit - Adults 

Transition - Awaiting publication of the national report/results. 
Diabetes in Pregnancy - The results highlight that the Trust compares favourably to national averages, but there needs to be continued 
development of strategies to raise awareness of the importance of pre-conceptual care, early referral to the pregnancy team, the use of folic 
acid 5mg, and improving achievement of safe glucose control in pregnancy. 
There is a need to integrate pre-conceptual education into existing public health and related programmes and address barriers that prevent 
women accessing pre-conceptual care such as age, culture and language, particularly in women with type 2 diabetes.  
The Trust will continue to monitor and improve local performance against NICE Quality Standard 109 ‘Diabetes in Pregnancy’ with the aim of 
improving outcomes for women with pre-existing diabetes. 
Inpatient Audit - The National Audit report published in March 2018 is currently being reviewed by the Trust; an action plan will be developed 
to address any areas highlighted for improvement.  
The 2016 report highlighted a necessity for regular and structured education for all clinical staff regarding the importance of timely, 
appropriate and safe prescribing, review and administration of insulin and other diabetes medications.  Foot assessments and interventions 
continue to be a priority for the Trust given changes in vascular surgical staffing which may need to include a further uplift in specialist 
podiatry support for in-patients. 
Compared to other trusts locally, the Trust has a higher percentage of insulin using patients, a higher percentage of complex patients and a 
higher percentage of emergency admissions of patients with diabetes. However resources available to support the care of this group are 
lower than both surrounding trusts and the national average, and in particular nursing hours has fallen again compared to 2015.  At a ward 
level, basic monitoring and patient experiences are good, this is the likely explanation for the Trust’s lower than average levels of severe hypo 
in hospital through early detection. However, this audit again highlights the continuing trend of increased medication errors and insulin 
errors. This suggests a possible negative impact from hospital staffing changes at a time when diabetes specialty medical and nursing 
resources to train and support new staff has declined. Although on this “one-day snapshot” there were no examples of diabetes-related never 
events, the Trust know from incident reporting that such events can and do occur and have been on the increase. Root cause analysis of such 
events always identifies staff knowledge gaps (or confidence in acting on knowledge) as the key determinant of such events, reinforcing the 
importance of the need for an educational approach. It is anticipated that the change in working practices in our vascular colleagues will have 
an impact on the foot outcomes when the NaDIA results 2017 are published. 
Foot Care - The results of this audit highlight that the Trust has a reduced rate of amputations, and there has been a reduction to hospital 
admission rates with foot ulceration. However, healing of foot ulcers at 12 and 24 weeks remains an area of concern. A delay in time to being 
reviewed by the Multidisciplinary Diabetic Foot Clinic (MDFC) increases the risk of amputation occurring. A business case has been submitted 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

to increase the clinic volume of the MDFC.  

National Emergency Laparotomy Audit 
(NELA) 

Overall the Trust did well in this audit taking into account the Trust remains one of the busiest hospitals in the country with respect to the 
number of patients qualifying for this audit. The Trust is addressing several areas highlighted for improvement, with some areas noted as 
improved in the latest published quarterly report. Admission to critical care for high risk patients has improved. The Trust is working to 
further improve Computerised Tomography (CT) scan reporting pre-operatively, and with the peri-operative medicine team to ensure elderly 
medicine cover for patients. 

National Heart Failure Audit 

Approximately 900,000 people in the United Kingdom have Heart Failure; it causes or complicates about 5% of all emergency hospital 
admissions in adults. The report highlights that the Trust results are excellent and above the national average and higher than other local 
Trusts. Unfortunately the Trust submitted 69% of required data against a requirement of 70%; a business plan has been agreed and with 
extra specialist staffing it is expected the Trust will reach the requested target in the next report. An action plan is in place to address areas 
highlighted for improvement. 

National Joint Registry (NJR) The report highlights that the Trust has good data collection processes and results. Outcomes after Joint Replacement are all satisfactory, 
falling within the expected range for most factors except for Hip Revision rates at 10 years, which were better than the expected range. 

National Lung Cancer Audit (NLCA) 

The National Lung Cancer Audit collects and analyses data on all patients diagnosed with lung cancer, to improve care and clinical outcomes 
in the United Kingdom. The 12th annual report summarised the key findings for patients diagnosed with lung cancer who were first seen in 
2015. 
The Trust data completeness rates, needed for reliability of results, were high. There were a few areas where the Trust results were below the 
national average. The Trust has appointed another Respiratory Consultant and a new Lung Clinical Nurse Specialist (CNS) to support the lung 
cancer service. A case note review is to be completed to determine why patients did not receive the needed therapy, including whether a 
second opinion was offered to borderline fit patients.  The Trust intends to improve and reconfigure the patient pathway in accordance with 
the National Optimal Lung Pathway.  

National Maternity and Perinatal Audit 
(NMPA) 

This is the first national audit undertaken by the NMPA. Analysis of the results highlighted the Trust Maternity Service was an outlier in one 
category; for postpartum haemorrhage greater than 1500mls. The Trust has created an action plan to address areas highlighted for 
improvement; the Trust has also supported the request for 2016-17 data for analysis by the NMPA team. The Trust Maternity Services has 
been supported by the Business Intelligence team to submit the data as the maternity information system does not support the format 
required by NMPA. 

National Neonatal Audit Programme 
(NNAP) (Neonatal Intensive and Special 
Care) 

The results highlight that the Trust meets or exceeds the target for the four agreed standards. Where there is no agreed standard, the Trust 
matches or exceeds the national level – with the exception of Bronchopulmonary Dysplasia (BPD). No action is required at present to improve 
the excellent care provided. 

National Ophthalmology Audit Awaiting publication of the national report/results. 

Oesophago-Gastric Cancer (NAOGC) The National Audit report published in December 2017 is currently being reviewed by the Trust; an action plan will be developed to address 
any areas highlighted for improvement. 

Prostate Cancer The Trust is performing well and providing an excellent service for our men with prostate cancer. The Trust is ‘ahead of the curve’ with 
regards to diagnostic techniques but this has and will continue to put a strain on radiology (MRI), theatres (targeted biopsies), and 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2017/2018 
Audit Title Outcome/Actions to improve quality of healthcare 

histopathology.  As one of the higher volume centres in the country with excellent outcomes, the Trust needs to ensure that these services 
are supported to enable continued provision of this level of care for patients. 

Royal College of Emergency Medicine 

Fractured Neck of Femur - Awaiting publication of the national report/results. 
Pain in Children - Awaiting publication of the national report/results. 
Procedural Sedation in Adults (care in emergency departments) - Awaiting publication of the national report/results. 
The following reports were published during 2017/18, reporting on data submitted in January 2017: 
Asthma - The results of the audit highlight the immense pressures being faced by the Trust in achieving the standard. There is a drop in 
performance in certain measured variables; however this is reflective of a significant increase in demand on the service. There are clear 
delays to assessment and treatment, however recent measures such as focus on ambulance handover and early streaming of patients has 
lead to an earlier assessment process in asthma presentation and treatment. There is current evidence of good practice nationally which 
could form the basis of a Quality Improvement Project (QIP). 
Consultant Sign Off - The results of the audit have highlighted the difficulty of having enough consultant cover to directly address all 4 
standards. However this has been shown to be a significant problem at a national level – and the College acknowledges this. The Trust has 
taken significant strides to provide early consultant initial assessment as well as highlighting to all staff (medical and nursing) which are the 
high risk patient groups. 
Sepsis - There are a number of achievable standards in sepsis management and each audit cycle highlights an improvement. With increased 
pressures and demand on the Trust Emergency Medicine service as a whole, the need for early sepsis recognition remains paramount and 
this will be the focus of management. Blood culture packs have been created with a separate triage screen and immediate assessment for 
suspected sepsis – this will automatically trigger treatments and record timings. 
There needs to be better information given to patients and this could be addressed with a patient information sheet, however as these 
patients are admitted into hospital this could be better administered on the wards. Education remains an ongoing process within the 
Emergency Department across medical and nursing teams. 

Sentinel Stroke National Audit 
Programme (SNNAP) 

Stroke care remains a challenging specialty nationally, with evidence for interventions in the hyper acute phase well established.  Intra-
arterial thrombectomy pathway development is gathering pace both nationally and regionally. The National Plan is to focus on 
thrombectomy, as well as rehabilitation and long-term care. 
The opportunities for improving outcomes and reducing morbidity and mortality are considerable; however, continued investment in the 
service will be necessary in order for the Trust to realise the benefits for the whole health and social care community.  Recruitment across all 
disciplines remains an on-going challenge, particularly to nursing and medical teams, as is the retention of staff.  The development of 
specialist skills and knowledge is also proving difficult to maintain due to staff turnover. 
The improved SSNAP score from a Level D to a Level C is welcomed, especially against a background of continuing unscheduled care 
pressures.  Nationally the standard and expectations continue to rise in response to the Royal College of Physicians (RCP) 2016 (5th Edition) 
guidance. The Trust remains committed to maintaining and furthering this improvement in SSNAP performance, as it reflects the 
improvement in standards of care and outcomes for patients. 

Serious Hazards of Transfusion (SHOT): 
UK National Haemovigilance Scheme 

The Trust meets the majority of recommendations contained within the report. An action plan is in place to address the areas highlighted for 
improvement as appropriate, including updating the laboratory training as per the United Kingdom Accreditation Service (UKAS) guidelines. 
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UK Parkinson’s Audit Awaiting publication of the national report/results. 

Mothers and Babies: Reducing Risk 
through Audits and Confidential 
Enquiries (MBRRACE) – Maternal Infant 
and Perinatal Confidential Enquiry 

Maternal Mortality - MBRRACE- UK Maternal Mortality report published December 2017 has created recommendations around maternal 
health focussing on sepsis, epilepsy, postpartum haemorrhage, perinatal mental health, pre-existing medical and surgical issues, anaesthetic 
care and amniotic fluid embolus; the Trust Maternity Service has provided evidence of compliance with the recommendations contained 
within the report and is progressing work streams to provide the Trust with assurance that partially and not met standards are met. Two risk 
assessments have been highlighted as being required and are being written. 
Perinatal Mortality - The Trust Maternity Service is actively reviewing compliance against the national recommendations. Whilst the Trust is 
compliant with the majority of the recommendations and has planned actions in place, it is recognised that further assessment of compliance 
is required and this will form part of the clinical audit plan for 2018/19 and potentially onwards. 
The Trust is actively involved in the Wessex safety programmes and the multi-professional team are active within the Wessex fetal and 
maternal medicine programmes; along side the Wessex Intrapartum Forum. The Trust will continue to report babies who meet the criteria to 
Each Baby Counts Royal College of Gynaecology (RCOG) study; this includes intrapartum stillbirths and neonatal deaths which occur in the 
first week of life. 

Child Health Clinical Outcome Review 
Programme – Chronic Neurodisability 

The report published in March 2018 is currently being reviewed by the Trust; a self assessment gap analysis will be completed against the 
report recommendations and an action plan will be developed to address any areas highlighted for improvement. 

Child Health Clinical Outcome Review 
Programme – Young Persons Mental 
Health 

Awaiting publication of the national report/results. 

Child Health Clinical Outcome Review 
Programme – Cancer in Children, Teens 
and Young Adults 

Awaiting publication of the national report/results. 

National Confidential Enquiry into 
Patient Outcomes and  Death –  
Peri-operative Diabetes 

This study is ongoing. 

National Confidential Enquiry into 
Patient Outcomes and  Death – Heart 
Failure 

Awaiting publication of the national report/results. 

 
 
  

Page 157 of 256



4 

 
 

Examples of local audits and the actions Portsmouth Hospitals NHS Trust intends to take to improve the quality of healthcare provided: 
LOCAL CLINICAL AUDITS 
Audit Title Comments and actions to improve quality of healthcare 

An audit of compliance with the 
Trust Methotrexate Policy 

This local audit highlighted that there are training needs around this medication across the Trust. Staff knowledge about Methotrexate and 
accessing the Trust’s policy was variable. The results of this audit were shared in the Clinical Audit Department newsletter distributed trust-
wide. 

Trust wide Antimicrobial prescribing audit 

This local audit highlighted that just over one third of patients included in the audit were prescribed an antimicrobial in mid summer, with 
94.4% of these prescriptions considered appropriate. Co-amoxiclav was highlighted as the most commonly prescribed antibiotic and 
accounted for the majority of inappropriate prescriptions. The results of this audit were shared in the Clinical Audit Department newsletter 
distributed trust-wide. 

Is the OMFS department completing 
dementia assessments for all inpatients in 
accordance with Trust policy 

This re-audit highlighted a significant improvement in compliance with dementia screening following implementation of changes – a checklist 
was added to the Senior House Officer (SHO) handover to ensure completion of dementia assessment, a designated member of staff being 
allocated to check assessments had been completed each shift, and a departmental meeting highlighting the importance of assessment 
completion was held. The initial audit cycle identified 16% compliance; the re-audit identified a significant improvement of 88% compliance.  

Management of inpatients with acute 
Heart Failure at QAH 

This local audit highlighted that the majority of heart failure patients were admitted under Cardiology and most were seen by the specialist 
cardiology team in a timely manner. The results identified that no BNP (Brain Natriuretic Peptide) measurements were completed in hospital, 
and that not all patients admitted with heart failure had an ECHO (Echocardiogram). Poor follow up rates were also identified. 
Improvement actions implemented following this audit included the introduction of BNP testing in hospital and the recruitment of more 
Heart Failure Specialist Nurses. The changes implemented will improve the provision of early diagnosis of heart failure (according to NICE 
Guidelines), and it is hoped by the provision of more heart failure nurses patients will receive better management and follow up, especially 
for those admitted to non-cardiology departments. 

APPENDIX B – LOCAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 
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TRUST BOARD June 7 2018   Agenda Item Number: 97.18  
     Enclosure Number: 9 

Subject:  Safeguarding Annual Report  

Prepared by: 
Sponsored & Presented by: 

  

Theresa Murphy, Chief Nurse  

Purpose of paper              It is a statutory requirement to present an Annual Report to 
the Quality and Performance Committee and Trust Board 
which demonstrates how the Trust has met its safeguarding 
responsibilities in line with Working Together to Safeguard 
Children (H.M. Government 2015) as well as confirming 
compliance with The Children Act 2004. 

 
             In addition, The Care Act 2014 sets out statutory 

responsibility for the integration of care and support 
between Health and the Local Authority in the field of 
safeguarding adults. 

 
 

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

 The key points for the Board are: 

• The Training compliance at safeguarding children L3 in 
certain areas 

• The amount of work completed by maternity and midwifery 
towards the safeguarding agenda 

• The training compliance for Prevent  

• The internal and external drivers affecting the work stream 

• The fragility of the adult team 

• The MCA/DOLS application in practice gap 

• Supervision Strategy 

•  SCR activity 

• Priorities and achievements  

• Good Practice examples  

 The conclusion and proposals are within the report 

Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

The Head of Safeguarding will complete a business case to increase 
capacity in the Adult team with a focus on the MCA/DOLS 
administration and training activities. This will necessitate a cost 
pressure 

 

The Named Midwife will be starting a 6 month secondment as the 
Adult lead which will put a potential risk on the Named Midwife role 
but the adult risk is greater 

 

The Chief Nurse and Head of Safeguarding  will  meet with the 
Directors of Adult and Child Social Care and the CCG to update on 
structure changes to avoid concern from external partners  
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Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 The Head of Safeguarding will provide a paper to the Board 
monthly. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

There are legal concerns outside the report related to: 

• Delay in Section 42 investigations within PHT and externally 
by the LA and CCG 

• Unlawful DOLS in place due to delay in assessment by LA 

  

 

These points will be covered in the meeting with the Directors in LA 
and CCG. 

  

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 

The Safeguarding Committee approved this paper on May 25 2018 by CCG and 
internal members. 

25/5/18 
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Quality Committee Meeting 
  
Date:   20 April 2018 

Paper Title: Safeguarding Annual Report 2017/18  

Prepared by:   

Sarah Thompson Head of Safeguarding 
Diane Urquhart Named Nurse Children 
Sharon Ward Named Midwife 
Collette Puntis Safeguarding Adult Lead   
 

Presented by: Sarah Thompson, Head of Safeguarding 

 

Action:   Assurance  

Recommendation: 

 
The Quality Committee is asked to note and take assurance from the 
content of this report. 
 

 

Executive 
Summary:   

The Safeguarding report is a Statutory Requirement. 
 
The report covers the following areas: 
 

• Multiagency working 
• Safeguarding governance 
• Advice 
• Training Position 
• Supervision 
• Referrals 
• MCA/DOLS 
• Policies 
• Child Death Reviews 
• Serious Case Reviews 
• Prevent 
• Allegations 
• Progress and achievements 
• Priorities for 2017-18 
• Examples of good practice 
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Safeguarding Annual Report 2017/18 
 
1. Introduction 
 
1.1 Portsmouth Hospitals NHS Trust (PHT) within its corporate duty of care to patients also 

has a responsibility to safeguard those who are vulnerable based on legislation for both 
Children and Adults. 

 
1.2 It is a statutory requirement to present an Annual Report to the Quality and Performance  

Committee and Trust Board which demonstrates how the Trust has met its safeguarding 
responsibilities in line with Working Together to Safeguard Children (H.M. Government 
2015) as well as confirming compliance with The Children Act 2004. 

 
1.3 In addition, The Care Act 2014 sets out statutory responsibility for the integration of care 

and support between Health and the Local Authority in the field of safeguarding adults. 
 
1.4 Safeguarding is a fundamental part of patient safety and is rightly embedded in the 

outcomes expected of the NHS, our regulators and our Trust policies and supporting 
documents. 

 
1.5 The Safeguarding Service touches every part of the Trust’s clinical service and currently 

represents 0.1% of the total Trust budget.  
 
1.6 NHS England has set out clear priorities for the coming year regarding safeguarding which 

are: 
 

• Ensuring there are good governance arrangements in place within and across NHS 
England Wessex to provide system leadership to the safeguarding agenda, 

• Gain assurance that local health systems have the appropriate governance, 
processes and resources to effectively manage statutory safeguarding 
responsibilities, 

• Develop an improved oversight of statutory reviews and identify themes from 
learning, 

• Support Clinical Commissioning Groups (CCGs) to develop safeguarding in 
Sustainability and Transformation Programmes (STPs), 

• Improve Primary Care understanding of and involvement in their safeguarding 
responsibilities. 

 
1.7 The CQC Regulation and Key Lines of enquiry stipulate that the Safe domain is now 

defined as ‘By safe, we mean people are protected from abuse* and avoidable harm. 
*abuse can be physical, sexual, mental or psychological, financial, neglect, institutional or 
discriminatory abuse. 

 
  

Page 163 of 256



  
Quality Committee 
Page 3 of 25   
 

 
1.8 It also sets out that staff will need to be fully compliant with the Mental Capacity Act (MCA) 

and Deprivation of Liberty Safeguards (DOLS) –  the latest report states: ‘as part of the 
inspection will look specifically at how well a Trust is using the MCA and DOLS. The way 
in which the Trust approaches consent will also inform the CQC decision around rating in 
the Safe domain’. 

 
1.9        Since the Last Annual Report, there have been 7 scrutiny activities reviewing safeguarding 

children and adults, resulting in 81 recommendations which have provided the workplan 
for this year (Overarching action plan can be provided if required as Appendix 1 ). This 
includes:    

 
• CQC main inspection – May 2017 
• CQC LAC Inspection – July 2017 
• SCT Peer Review – November 2017 
• Portsmouth Safeguarding Adult Board Review  – December 2017 
• Fareham and Gosport SE Hants CCG Inspection of Paediatrics and ED -  October 

2017 
• Fareham and Gosport SE Hants CCG Inspection Maternity Services – January 2018 
• (External Review by Independent reviewer -  December 2015) * included in 

overarching action plan 
 
1.10 The external strategic drivers will help shape the direction of travel as above and will 

provide focus for the coming year. However, in addition there have been internal changes 
which have had an impact on the Service. These include: 

 
• The Service re-structure and the additional Head of Safeguarding role 
• The change in staff function leading to the restructure of the administration team 
• The increase in safeguarding referrals  
• The roll out of the mandate regarding MCA/DOLS training  
• The CQC programme of inspections for 2017/18 
• The fragility of the team capacity by high turnover in the adult section of the team 

 
1.10 This report depicts the work and progress in safeguarding in PHT during 2017/18. 
 
2. Multi-Agency Working 
 
2.1 PHT is aligned to 4 Adult and Child Safeguarding Boards within the operational area – 

(Hampshire and Portsmouth Adult and Child Boards) but works closely with Southampton 
and Isle Of Wight Boards .The Trust endeavours to maintain relationships with all of these 
organisations in the interests of their responsibility to safeguard. The Head of 
Safeguarding represents the Trust at all safeguarding boards and delegates responsibility 
for attendance at subgroups of the boards to the Named Professionals.   

 
2.2 The data below illustrates the multi-agency activity of the Safeguarding Children Team. 

The Safeguarding Children Team will only attend meetings for highly complex and/or 
challenging cases and will usually accompany the frontline practitioner working with the 
family. Other Trust areas such as Maternity and Paediatrics attend alone to the majority of 
multi-agency case meetings which amounts to over 500 meetings. 
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Meeting 
type  

April May June July Aug Sept Oct Nov Dec Jan Feb March Totals/an
num 

Strategy 
S47 

5 8 6 7 6 9 5 8 9 2 5 3 73 

DPM 3 1 1 4 0 5 3 4 4 2 0 0 27 
Pre-birth 4 4 3 1 0 2 3 4 5 2 3 1 32 
ICPC 2 0 1 0 0 0 0 0 1 0 0 0 4 
RCPC 0 1 0 0 0 0 0 0 0 0 0 0 1 
EH/TAC 0 1 0 0 1 0 0 0 0 0 0 0 2 
Core 
group 

0 0 0 1 0 0 0 1 0 2 1 0 5 

Rapid 
response  

0 0 0 1 2 1 1 0 0 0 1 0 6 

LADO 1 0 1 0 0 0 0 0 1 0 0 0 3 
CIN 0 0 0 0 0 0 1 0 0 0 1 0 2 
PLO 0 0 0 0 0 1 0 1 0 0 0 0 2 
Totals 
per 
month 

15 15 12 14 9 18 13 18 20 8 11 4 157 

  
 
2.3        Adult Safeguarding activity has not been kept in the same way in 17/18 but this will be 

aligned in 18/19. 
 
3. Safeguarding Governance/Accountability Arrangements 
 
3.1 The Executive Director of Nursing is the accountable Executive Director for safeguarding 

of vulnerable groups including children and adults at risk. This enables PHT to fulfil its 
functions in partnership with others and secure effective operation of LSCB/SAB functions 
and ensuring that the organisation is effectively engaged. 

 
3.2 In addition, the Head of Safeguarding provides a safeguarding report to the Quality and 

Performance Committee, The Safeguarding Committee and the Trust Board  in order to 
provide safeguarding activity information to these groups, detailing progress against 
Serious Case Review (SCR) action plans, legislation and trust safeguarding activity. A 
‘Deep Dive’ report is also undertaken to meet expectations of the Committee 6 monthly. 

 
3.3 The Quality and Performance Committee, Trust Board and the Safeguarding Committee is 

just one vehicle to assess performance of the Safeguarding Service. 
 
3.4 Due to the nature of the safeguarding ‘business’ there are many other medians used to 

assess performance including outside monitoring bodies such as the Care Quality 
Commission, the clinical commissioning groups and scrutiny and challenge by the 
safeguarding boards. 

 
3.5 Main examples of external scrutiny this year were as described in section 1.9 
 
3.6 All Local Safeguarding Children Boards and Safeguarding Adult Boards (LSCBs and 

SABs) require a yearly ‘Section 11’ audit  
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3.7 The Safeguarding Service has undertaken several additional audits as set out below: 
 

 Audit Topic Audit Type Date(s) Audited 
PHT  39 weekly MCA/DOLS Audits 

(As part of the regulation 28 
notifications) 

Basic August 2017 – 
March 2018  

HSCB Neglect Dry Run JTAI 
 

Comprehensive November 2017 

PHT Maternity Information Sharing Basic April 2017  
PSCB Intra-Familial CSA Comprehensive June 2017 
PHT Paediatric Information Sharing Basic July 2017  
PSCB Quality of CP Conference 

Reports 
Comprehensive September 2017 

PSCB Early Help Assessments Basic November 2017 
PSCB  Domestic Abuse Training  Comprehensive December 2017 
PHT  Domestic Abuse Compliance 

with NICE QS116 
 

Basic December 2017  
 

PHT GP Maternity Booking Referral 
Form Compliance 
 

Comprehensive 01/12/17 – 
31/12/17 

PHT Safeguarding Supervision 
Compliance 

Comprehensive April 2017 – 
March 2018 

 
 
 
4. Specialist Safeguarding Advice 
 
4.1 The Safeguarding Service provides safeguarding advice to all Health staff employed by 

PHT. If an advice call is received into the department it is dealt with according to the 
urgency or nature of the call, often on the same day. 

 
4.2 The Safeguarding Service are invited to and attend all phase one Rapid Response child 

death meetings held in respect of children who have died here or with whom we have had 
significant recent involvement. The Safeguarding Service will attend phase two and three 
meetings when appropriate which is determined on a case by case basis. Any staff who 
attend Rapid Response child death meetings are supported by a Safeguarding Specialist 
or Named Professional who attends with them. Frontline staff will usually represent their 
own service and the Safeguarding Specialist / Named Professional contribute to the 
process from the Safeguarding and wider Trust perspective. 
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4.3 The Safeguarding Service contributes to Serious Incident Panels, Allegations 
management, Incident reporting, Multi Agency Risk Assessment Conferences (MARAC), 
Child Death Overview Panels and Rapid Response meetings and other agendas as 
appropriate, offering a safeguarding slant to the cases.  

4.4 Advice is recorded by Safeguarding Advisors in ‘advice books’ or on individual contact 
record forms (saved on the Safeguarding Service IT server) in order to monitor advice 
calls. Staff seeking advice are required to record advice they have sought in the patient 
medical record. These records provide an audit trail of advice given and enable the 
Safeguarding Service to monitor the quantity and quality of advice being provided.  

 
5. Training 
 
5.1 Safeguarding training is critical to protecting children, young people and adults from harm. 

Frontline staff must have the competencies and support to recognise signs of 
maltreatment and to take appropriate action. 

 
5.2 All staff employed by PHT have a duty to safeguard and promote the welfare of children, 

young people and adults and should know what to do if they have any concerns. 
 
5.3 Safeguarding training percentages are an area of scrutiny from all outside monitoring 

bodies and are therefore an area that requires concentration by the Head of Safeguarding.    
 
5.4 The table below demonstrates the training delivered per Service area. *The areas of note 

are L3 Head and Neck, Emergency Care, Womans and Childrens and MSK. The training 
strategy was revised in Q4, where it has been identified that due to contact with children 
an increased number of staff required training to this level. This accounts for the seemingly 
low compliance in these areas. The compliance at Level 2 is satisfactory in those areas so 
this is less of a concern but does require monthly reporting. 

 

 
Safeguarding Children L1 Safeguarding Children L2 Safeguarding Children L3 

CSC 
No. staff 
requiring 

No of 
staff 

received % 
No. staff 
requiring 

No of 
staff 

received % 
No. staff 
requiring 

No of 
staff 

received % 
CHAT 817 809 99.0% 817 769 94.1% 1 1 100.0% 

Clinical 
Support 1475 1471 99.7% 1475 1411 95.7% 2 2 100.0% 

Corporate 
Functions 627 619 98.7% 627 577 92.0%       

Emergency 
Care 507 501 98.8% 507 451 89.0% 177 137 77.4% 

Head and 
Neck 402 397 98.8% 402 370 92.0% 70 19 27.1% * 

Medicine 688 668 97.1% 688 584 84.9% 5 5 100.0% 
MOPRS 505 499 98.8% 505 451 89.3%       

Muscular 
Skeletal 361 360 99.7% 361 315 87.3% 34 26 76.5%* 

Renal 302 299 99.0% 302 282 93.4%       
Research and 
Development 99 99 100.0% 99 98 99.0%       

Surgery and 
Cancer 623 615 98.7% 623 538 86.4% 1 1 100.0% 

Women’s and 
Children’s 793 787 99.2% 793 746 94.1% 520 409 78.7%* 
Trust Total 7199 7124 99.0% 7199 6592 91.6% 810 600 74.1% 
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5.5 Adult Safeguarding at Level 1 is part of e learning at induction with 98.8% of staff being 

trained. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.6 The focus this year for the adult team has been on the delivery of MCA/DoLS training with 

80% compliance Trust wide.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Safeguarding Adults L1 

CSC 
No. staff 
requiring 

No of 
staff 

received % 
CHAT 760 752 98.9% 

Clinical Support 617 614 99.5% 
Corporate Functions 105 103 98.1% 

Emergency Care 359 351 97.8% 
Head and Neck 291 286 98.3% 

Medicine 550 536 97.5% 
MOPRS 426 421 98.8% 

Muscular Skeletal 293 292 99.7% 
Renal 275 273 99.3% 

Research and 
Development 54 54 100.0% 

Surgery and Cancer 525 518 98.7% 
Women’s and Children’s 563 559 99.3% 

Trust Total 4818 4759 98.8% 

 
MCA Enhanced DoLS Enhanced 

CSC 
No. staff 
requiring 

No of 
staff 

received % 
No. staff 
requiring 

No of 
staff 

received % 

CHAT 541 402 74.3% 160 136 85.0% 

Clinical Support 539 479 88.9% 1 1 100.0% 

Corporate Functions 95 87 91.6% 38 30 78.9% 

Emergency Care 302 209 69.2% 127 93 73.2% 

Head and Neck 225 175 77.8% 90 69 76.7% 

Medicine 464 356 76.7% 310 216 69.7% 

MOPRS 407 316 77.6% 362 285 78.7% 

Muscular Skeletal 266 201 75.6% 267 206 77.2% 

Renal 253 210 83.0% 148 125 84.5% 

Research and Development 53 49 92.5% 7 5 71.4% 

Surgery and Cancer 449 386 86.0% 357 307 86.0% 

Women’s and Children’s 388 342 88.1% 332 295 88.9% 

Trust Total 3982 3212 80.7% 2199 1768 80.4% 
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In addition to the generic safeguarding training programme, the whole team have also 
delivered a wide range of bespoke training to different services and teams across the 
Trust and on a range of specific topics.  
 

  
Services / Teams Specific Topics 

• Renal & Transplant 
• Opthalmology 
• Maternity 
• Paediatric 
• AMU 
• Alcohol Team 
• Diabetes Team  
• Enablement Centre 
• Emergency Department 
• Dermatology 
• Safeguarding Operational 

Leads  

• Birthmark or Bruise & Bruising 
Protocol 

• Quality Assurance of Child 
Protection Conference Reports 

• PREVENT / Healthwrap  
• PREVENT / Healthwrap train the 

trainer 
• MCA/DoLS 
• Learning from SAR Mr C  
• Complex case management 
• Neglect 

  
 
 
6. Supervision 
 
6.1 Safeguarding Supervision is a safe environment to discuss any safeguarding concerns or 

cases. It is already well established in Social Care, Nursing and Midwifery Professions. It 
is a fundamental part of an organisation which not only helps to assure and develop the 
practitioner but ultimately reduces the risk of abuse to children and vulnerable adults.  

 
6.2 Safeguarding Supervision is a very new approach within all of the Acute Trusts and is 

usually a protected time (for certain groups of staff dependent on their exposure to 
safeguarding issues) to reflect and contain any of their anxieties that so often 
accompanies managing risk and may affect their capacity to continue to work in such a 
high pressured environment.  

  
6.3 The essence of a good safeguarding supervision is supporting the practitioner to think, 

reflect and develop their own solutions around safeguarding issues. This works two fold; it 
assures the organisation that its staff are competent and able to protect the public to the 
best of their ability and that if there are any issues identified these can addressed and 
developed with the staff member. It also allows the practitioner to be contained by the 
supervisee as most situations that arise and pose a threat to a child or vulnerable adult’s 
safety is most likely to be complex and can evoke feelings of anxiety and uncertainty. 

 
6.4        In order that safeguarding supervision is undertaken effectively in the Trust, a clinical 

supervision policy has been agreed in a previous financial year but had not been 
embedded. Therefore, in Q4 the focus of work has been in aligning the policy to the 
implementation. The priority area for embedding effective safeguarding supervision was 
felt to be in Maternity Services where Community Midwives are ‘caseload holders’ over an 
extended period of time. In the previous financial year all Community Clinical Lead 
Midwives (CLM’s) had been trained to deliver safeguarding supervision and the team have 
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made arrangements for the two new CLM’S to undertake this multi-agency training with 
Portsmouth Safeguarding Children Board (PSCB) in June 2018. In order to secure these 
training places, the team volunteered to deliver the session on behalf of PSCB in 
exchange for spaces which would not otherwise have been available until much later in the 
year. 

  The Maternity Service has allocated teams of supervisees to each of the Community 
CLMS’s and both the Safeguarding and Maternity Senior Management Teams have 
engaged with them in a number of forums to set out the expectations that all Community 
Midwives will access safeguarding supervision a minimum of once a quarter.  

 
6.5        Supervision will then be implemented in further priority areas identified as: 
 

• Safeguarding Operational Leads / Practice Influencers 
• Maternity 
• Paediatrics  
• Neonatal  
• Gynaecology   
• Emergency Medicine 

 
6.4 All Named Professionals and the Head of Safeguarding receive safeguarding supervision 

externally to the Trust as part of and a requirement of their role. There is budget allocated 
to this requirement 

 
6.5 The Head of Safeguarding has made supervision a priority for the Named Professionals 

for next year, requesting that they each ‘take on’ the safeguarding operational leads as 
practice influencers as part of their development 

 
6.6 In addition ad hoc, group supervision sessions have been undertaken with; 

• Safeguarding Service  
• Vulnerable Families Team (Maternity)  
• West Community Team (Maternity)  
• Specialist Nurses (Paediatric)  

 
6.8 The themes from supervision include;  

• A general lack of knowledge about Non-Accidental Injuries (NAI) in non-mobile 
children in terms of Trust process and anticipated actions by external partner 
agencies 

• Understanding of multi-agency safeguarding processes and the roles of other 
practitioners in the multi-agency team 

• A common incorrect view that clinicians do not need to escalate disclosure of crime 
by vulnerable adults to the Police if the adult refuses consent 

• General confusion about the difference between safeguarding and safety-netting 
• Responsibilities in domestic abuse, particularly when consent is not given 
• Non injury falls 
• Self-neglect 
• MCA/DOLS 
• Management of allegations 
• Breaking bad news 
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6.10 Supervision is the most influential and effective of all of the tasks undertaken as a Named 
Professional. 

 
 
 
7. Safeguarding Referrals 
 
7.1 The Safeguarding Referral process is the ‘bread and butter’ of the whole team. It is the 

window to external agencies demonstrating PHT action or inaction has and therefore 
needs to be consistently applied in a timely and efficient framework. It is consistently open 
to scrutiny and demands a high level of input and concentration from the whole team.  
Included below is the historical data held in the Childrens Safeguarding Team for the 
preceding two years.  This data cannot easily be verified and illustrates the need for 
accurate data collection, which is a key aspect of future Safeguarding activity. 

 

 
 
7.2 A revised process is now in place to gather Safeguarding Referral data with a drive for 

accuracy to enable effective service planning and provision.  The data from this reporting 
year appears to be more in line with activity from 2015 to 2016 and would suggest this is a 
more accurate representation.  Development and rigour will be a key component of 
strategy in the next reporting period in order to understand the impact of training, 
application of policy and staff confidence to report concerns. 
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7.3 The general monthly trend over the year when comparing 2015/16 and this year 
demonstrates an increase in activity in February, May, October and November which 
coincide with school annual holidays.  

 
7.4 As expected the two main sources of referral originate from ED and Woman and Childrens 

Directorate, which includes Paediatrics, Gynaecology and Maternity.  It is planned to 
subdivide the W & C data by these departments for a fuller picture.  As the greatest 
volume of reporting was from Antenatal period this suggests that 77% originate from 
Maternity Services. 

 
 

 
 
 
7.5 The chart below has been split to show referrals by Local Authority Area.  This is a 

developing tool and again reflects the need for accurancy as reflected in the ‘blanks’.  
Whilst Hampshires population is 1.32m it is noted that 24 percent of the population of 
Portsmouth (at 213,000) are children which equates to 51,120.  Havant and Gosport have 
the highest percentage of children living in poverty within the Hampshire region and 
geographically located close to the Hospital.  Roughly half of our referrals originate from 
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Hampshire which is a surprise and may be due to data collection with Portsmouth included 
in some Hants post codes.   
 

 

 
 
7.6 The total referrals for the year is 780 with 50% from the Antenatal period.  This shows the 

Maternity Service are proactive and effective in reporting concerns.  Peak of activity are 
also noted in the 12 to 15 year age group and the graph demonstrates that staff are 
recognising the effect that parental influences can have on children with the 18 to 64 peak.  

 
 

 
 

 
7.7 The graph below is an indicator of an abuse heading for a referral.  It does not 

demonstrate a primary theme such as Mental Health, Parental Intoxication or Delayed 
Presentation.  In future reports there will be greater analysis of the primary themes in order 
to gain greater understanding of drivers for reporting.  The data below shows Neglect at 
312 representing 40% of reported activity. Again ‘unknown’ hampers analysis and 
accurancy which will be addressed.  Two other areas to be monitored are Emotional and 
Domestic Abuse; these can often be problematic to separate because of a natural 
crossover.   
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7.8  As illustrated in the below table 705 (children 750) alerts were sent to the local authority with 

seven percent resulting in a statutory enquiry under Section 42 of the Care Act 2014.  
 

Safeguarding Referrals About PHT Services About External Issues 
Safeguarding Alerts 
Submitted to Local 
Authority 

250 455 

Section 42 Enquiries 
Commenced by Local 
Authority 

51  

 
7.9 The below table sets out by CSC how many statutory Section 42 enquiries the Trust has 

been instructed by the Local Authority to undertake. Once completed the Trust is required to 
submit their report to the Local Authority (who retains overall accountability) to enable them 
to decide what (if any) action is needed. It appears that most arise from Medicine, MOPRS, 
and ED which is to be expected.  

 
 

Section 42 
enquiries by 
Clinical Service 
Cntre 

Abuse or 
Neglect 
Substantiated 
by the Local 
Authority  

Abuse or 
Neglect 
Unsubstantiated 
by the Local 
Authority 

Open enquiries 

Emergency 
/MAU 12  

 3  6 3 remain under 
investigation 

Medicine               
15 

3 4 8 remain under 
investigation 

MOPRS                   
10 

2 3 5 remain under  
investigation 

Renal/ 
transplantation 
1 

 0  

Surgery and 
cancer   4 

2  2 remain under 
investigation 
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Trauma, ortho 
and 
rheueumatology       
6 

 
1 

 
2 

 
3 remain under 
investigation 

Other                           
2 

 1 1 under 
investigation 

 
 

8. MCA/DOLS  
 
8.1      Following the Well Led CQC Inspection in May 2017, an enforcement notice – Condition 5 

was placed on Portsmouth Hospital Trust. The Condition stated ‘The Registered Provider 
must ensure that Deprivation of Liberty Standards (DoLS) are applied as per the 
requirements of the Mental Capacity Act, 2005, prior to depriving a person of their liberty.’ 

 
8.2      One of the actions from Condition 5 was to undertake weekly audits of the application of 

MCA and DoLS on up to 5 patients on wards/departments on an adhoc, unannounced 
basis. This has been completed throughout the year culminating in an analysis report in 
February 2018. 

 
8.3      The main areas of improvement demonstrated related to poor documentation, non 

recording of four point capacity assessments or care decisions, not forwarding DoLS 
applications to the safeguarding inbox, despite them being completed, a disparity of record 
keeping of DoLS  applications held on ward/department to safeguarding records, varied use 
of the white board, Bed View, Patient Journey Board, prompt stickers and medical notes to 
record decision making. There was variability on the wards as to knowledge of patients who 
were vulnerable and/or requiring DoLS or other care decisions. 

 
8.4      There were areas of good practice noted including some good use of the different medians 

for recording such as the White Board, better knowledge from the Nurse in Charge of the 
vulnerabilities of the patient on his/her ward, the use of the new ‘flag’ on bedview, good  
involvement with family members in decision making, the use of the MCA/DoLS champion 
on D2 and the marked improvement in practice on the 3rd visit to AMU. 

 
 8.5    In addition, on the last 3 entries from 15/1/18 to 5/2/18, there is a marked improvement in 

positive comments noted by the auditor. 
 

8.6      There has been an extensive training programme delivered since May 2017 and some good 
progress made  to support additional learning ; A pocket guide is in progress, a rolling 
programme for F1’s and preceptors is delivered every 8 weeks, targeted areas of training 
has been delivered in AMU, the Eye department , MSK and Head and Neck. 

 
8.7  A total of 2281 DoLS applications were made by the Trust in 2017/2018. Only 3% were 

granted and 1% were not granted by the Local Authority following assessment. The number 
of DoLS applications has risen year on year since the Supreme Court ruling in March 2014 
that provided the ‘acid test’ for DoLS, which is far less restrictive than previous judgements 
on the definition of deprivation of liberty.This ruling resulted in a tenfold increase in DoLS 
applications nationally. 
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DoLS Applications Quarter  

1 
Quarter  

2 
Quarter  

3 
Quarter  

4 
Total 

Made by PHT to the Local 
Authority  

536 565 620 560 2281 

Granted by the Local 
Authority following 
assessment 

31 18 11 9 69 

Not granted by the Local 
Authority following 
assessment 

9 8 9 4 30 

Not assessed by Local 
Authority 

496 539 600 547 2182 

 
8.8 It is important to note that the Trust (and all hospital and care homes) carries a significant 

risk in respect of DoLS applications that have not been assessed by the Local Authority 
within the prescribed 21 days. The Trust submits urgent DoLS applications in all cases 
which is the mechanism by which we can legally authorise ourselves to deprive a person of 
their liberty for up to seven days pending the Local Authority assessment. Any patient who 
remains an inpatient after the seven day period expires, who has not regained mental 
capacity to make the decision to relating to hospital accommodation, treatment and care is 
technically being deprived of their liberty unlawfully. This is a situation that outside of the 
Trusts control as the assessment needed to either grant or not grant a DoLS application is 
the responsibility of the Local Authority.  

 
8.9  In response to this, the Government asked the Law Commission to undertake a review of 

the DoLS. Their final report and draft Bill were published in March 2017 which 
recommended that the DoLS be repealed and replaced by the Liberty Protection 
Safeguards (LPS), a new scheme that is expected to significantly reduce the administrative 
burden. The Governments final response was published recently and in which they broadly 
agree with the LPS model but indicate that further work is needed in relation to the interface 
between the Mental Health Act, Mental Capcity Act and the future direction of the health and 
social care sector. However, there is no indication as to when the LPS model could come 
into force with the Government stating ‘We will bring forward legislation to implement the 
model when parliamentary time allows’.  

 
 

8.10    Despite all the efforts as above, the application of MCA and DoLS remains a challenge for 
the Trust and will remain a priority for 18/19. A full MCA/DOLS Action Plan is available as 
required as appendix 3. 

   
 
9. Developing Policies and Procedures 
 
9.1 PHT has the following Policies and Procedures in place which are available on the Intranet 

and Trust Website: 
• Managing Allegations Against People who Work with Children, Young People or 

Vulnerable Adults April 2018  
• Integrated safeguarding Policy April 2018 
• Alcohol and Substance Misuse May 2018 
• Serious Incident reporting Investigation Management Policy April 2018 
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• Abduction Policy April 2018 
 
 
9.2         The following need review or completion in the coming year: 
 

• MCA/ DOLS Policy Feb 2017 ( MCA/DOLS Policy For approval Safeguarding 
Committee May 2018) 

• Safeguarding and Promoting welfare of Children Training Strategy Nov 2017  
(currenty in draft form)   

• Whistleblowing (Speak up Speak Out) Policy – April 2016 ( not the responsibility of 
safeguarding service) 

• Child Death SOP 034 –March 2015 (to be reviewed) 
• Domestic Abuse Policy – April 2016 (For approval Safeguarding Committee May 

2018) 
• Prevent Policy – April 2016 (incorporated in integrated policy April 2018) 
• Bruising Protocol – Feb 2016 (version 7 launched April 2018) 
• Supervision Policy – (to be rewritten) 
• Restriction and restraint Policy in Adult Care Jan 2018 – (to be reviewed) 
• DBS Policy – ( For review by HR in consultation with Safeguarding Service) 
• Chaperone Policy ( For approval Safeguarding Committee May 2018) 
• Was Not Bought ( For approval Safeguarding Committee May 2018) 

 
 
10. Child Death Reviews 
 
10.1 Following the review of Local Safeguarding Children Boards by Alan Wood and the 

publication of his report, legislation contained within the Children and Social Work Act 
2017 received Royal Assent in April 2017. This will prepare the new landscape for child 
death reviews under the guardianship of the Department of Health.   

 
10.2 There is a two year transitional period to allow the Department for Education to ‘hand over 

the baton’. In the meantime, the 2017/18 edition of Working Together is awaited and will 
provide detailed guidance about the new landscape. The two partners for the child death 
review process are the local authorities and CCGs and it is likely that a number of local 
authority and CCG areas will be required to join together to provide a larger footprint for 
each child death overview panel to increase the number of reviews within each Child 
Death Overview Panel (CDOP) area. 

 
10.3 There is likely to be little impact for PHT but these changes should lead to a reduction in 

the attendance at CDOP Meetings with fewer panels across the region. 
 
10.4 The Named Doctor is the PHT lead for child deaths that occur within PHT. The Trust is 

represented at Portsmouth CDOP by the Named Midwife for Safeguarding. The 
Safeguarding Service provides administrative support as required to the CDOP co-
ordinators in Hampshire and Portsmouth in respect of directing requests for Form A’s 
(Notification of Child Death to CDOP Panel) and Form B’s (Agency Report Form for CDOP 
Panel) to the appropriate services. All child death data is gathered by the CDOP panels 
and is published in the 4LSCB CDOP Annual Report which is published in September of 
each year.  
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In this financial year, a number of child death reviews across the 4LSCB area have 
highlighted that a number of child deaths which have occurred in circumstances where 
safe sleep messages were not followed. A safe sleep campaign has been proposed by the 
Local Safeguarding Children Board which the Trust has agreed to contribute to. 

 
 
11. Significant Case Reviews and Audits 
    
11.1  The Trust has been involved in the review of 10 significant cases (Serious Case Reviews 

(SCRs), Safeguarding Adult Reviews (SARs), Domestic Homicide Reviews (DHRs), 
LSCB/LSAB Learning Reviews/Events). 

 
Identifier Area Type 
Child E Portsmouth Serious Case Review 
Child U Hampshire Serious Case Review  
Child D Hampshire Serious Case Review 
Child N Hampshire Serious Case Review 
Child G Portsmouth LSCB Learning Review 

GC Portsmouth LSCB Learning Event 
CC Portsmouth LSCB Learning Event 

Mr D Portsmouth Safeguarding Adult 
Review 

Mr C Hampshire Safeguarding Adult 
Review 

KM Hampshire LSCB Learning Event 
 
 
11.2 Emerging themes this year are Abusive Head Trauma, Adolescent Mental Health, Referral 

& Report Quality, Mental Capacity Act & Best Interests, Learning Disability, Frequent 
Attenders, and Non Accidental Injury.   

 
11.3 All notifications require research of Trust IT software systems and medical records for the 

relevant child, parents and siblings. Statements are obtained from key staff and often 
followed up with face to face interviews.The timeframe under review is always in terms of 
years rather than months. A detailed chronology is completed and critical analysis is 
undertaken. A report is then produced outlining finding and recommendations. Each 
review takes between one and two weeks to complete. 

 
11.4 All learning from significant case reviews is incorporated in the yearly updates of level 2 

and 3 training or in the local Continuous Professional Development (CPD) events. Front 
line staff are invited to ‘practitioner events’ and learning workshops. Dissemination of 
learning is distributed to the Heads of Service for Trust wide learning. 

 
11.5      A SCR Action plan for childrens safeguarding can be requested as Appendix 2 
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12. PREVENT – National and Local Threat 
 
12.1 At the time of writing this report, the terrorist threat to the UK is deemed by the 

Government to be “severe”, meaning an attack is highly likely. Due to the recent events in 
the UK and the imminent release of a new training package and expectation for the Health 
Sector in this field, this year’s annual report holds more focus than previous years in this 
area. 

 
12.2 The threat faced in recent years has changed and the most significant threat to the UK is 

now from terrorism influenced by Daesh (formerly known as Islamic State1, IS or ISIS), 
although there continues to be a threat from Al Quada (AQ) influenced groups elsewhere 
around the globe. 

 
12.3 The threat from Daesh has also changed in the past year. Previously one of the most 

significant risks related to individuals travelling to Syria and Iraq to join Daesh to help fight 
or build the so-called Kaliphate. There was a well-resourced social media campaign aimed 
at trying to recruit far more foreigners to join their forces.  

 
12.4 In the past year Daesh have begun to lose their territories and are being defeated militarily 

by a combination of Iraqi and Kurdish forces supported by Western air strikes. This has led 
to many foreigners seeking to leave the area and potentially attempting to return home. 
There is a risk that those returning pose a threat to the UK following weapons and 
explosives training.  

 
12.5 Because of the reduced flow of foreigners into the conflict region, the propaganda being 

disseminated by Daesh has changed tone and now encourages supporters to carry out 
acts of violence within their communities in the West. In Paris, Brussels, Nice and Berlin 
tragic acts of terrorism have been seen, which have ranged from firearms attacks to 
unsophisticated attacks using vehicles.  

 
12.6 Tragically in March 2017, we saw a similar lone-actor attack using knives and a vehicle in 

Westminster during which five individuals were murdered. It was these types of 
unsophisticated attacks, where only the individual concerned or a very few associates are 
involved, which are very difficult to predict or detect and which security services are 
expected to see more of.  

 
12.7 Subsequently we have seen two more devastating attacks in the UK. The Manchester 

Arena bombing on 22 May 2017 which killed 23 individuals and injured 119, involved a 
much more sophisticated home-made bomb. While initially suspected of working within a 
terrorist network, police later said they believed the perpetrator had acted largely alone. 

  
12.8 Although Daesh may be in decline in the region, other Islamist groups across the globe, 

such as Al Shabaab in Somalia and Al Quada, still exist and will continue to pose a threat 
to security in the UK. 
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12.9 Extreme Right Wing (XRW)  
 
12.10 The Prevent strategy is not simply concerned with the threat from overseas influenced 

extremism but also domestic extremism, such as that of extreme right-wing groups.  
 
12.11 Whilst the threat of mass casualty acts of terrorism may be less, there is still a risk of 

extremism violence which is influenced by extreme right-wing ideology. The murder of the 
MP Jo Cox in 2016 is an example of right-wing political violence. Similarly, in late 2016 the 
XRW group National Action were the first right-wing group to be proscribed so that 
membership of this group is now a criminal offence.  

 
 

  
 
 
 
 
 
 
 
 
 
 
 
12.13 Portsmouth is judged by the Government to be a 2nd tier area for Prevent activities 

meaning there is a higher risk of radicalisation than its neighbouring areas.The threats 
faced by the local community are no different to those faced by the rest of the UK.  

 
12.14 We know that radicalisation can take place online and doesn’t necessarily need someone 

to attend extremist meetings. Individuals can become radicalised in their bedrooms, so 
awareness of internet safety is an issue for all communities.  

 
12.15 The South West has a growing Muslim community and it is primarily from this community 

that Daesh seeks to recruit supporters. Some areas have communities from Libya, Syria 
and Iraq may have been affected by the conflict in this region.  

 
12.16 There is also relatively small but active support of far ring wing extremists in the area with 

some English Defence League activity over the past few years –another organisation, 
Wessex Resistance, has some support.  

 
12.17 Locally, as well as nationally, we see a spike in hate crimes and incidents directed at our 

Muslim communities whenever there are Islamist terrorist incidents, whether in the UK or 
abroad. Dealing with hate crimes and reassuring our communities is important in fostering 
improved community cohesion.  

 
12.18   In rural areas, issues such as the badger cull, possible fracking sites and the potential for 

the return of fox hunting may lead to other issues of extremism becoming problematic.  
 
12.19 Tackling the effect of lone actors 
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12.20 Whilst some extremists will work within organised groups or networks, we have seen an 

increasing threat over the years from lone actors from both Islamist and XRW 
backgrounds. It is now believed that the threat from lone actors is as great as that from 
organised groups and that both Islamist groups and domestic extremists are encouraging 
lone actors attacks in their propaganda.  

 
12.21 Definition of a Lone Actor:  

“A Lone Actor is an individual acting independently of a wider extremist organisation or 
network. They can share an ideological or philosophical affinity with a terrorist 
organisation, but their methods and actions are undertaken autonomously.”  

 
12.22 Arguably in the Safeguarding Service, the Lone Actor is the most likely member of the 

public that falls into the ‘Prevent’ category and that may then be referred to the Police. It 
may be that PHT provide care to  an individual who is demonstrating some of the key 
indicators of potential radicalisation such as: 

• Personal vulnerability  
• Radicalising influence  
• Extremist Ideology  
• The absence of obstacles  
• Changes in behaviour  
• High level of personalised grievance.  
• Leak information  
• Fixation  
• Individuals who feel inadequate  
• Individual displayed technical knowledge  

 
12.23 This year staff have completed one Prevent referral in the reporting period as below: 
 
A –        Maternity Support Worker (MSW) advised that they were giving some advice about car 

seat safety to a Bangladeshi woman whose 5 day old baby was not secured in the seat.On 
taking out the blankets under the child found a small clear ‘vegetable’ bag with a lighter, 
some rags, a cork and screws.On being asked about this and advised as to the potential 
harm the woman said it was by way of a superstition and charm from her mother.The 
MSW was not aware of this culture or custom. The mother was unable to explain what this 
was in relation to. The MSW was advised to call 101 as  potential PREVENT radicalisation 
to terrorism issue and also compete an adult safeguarding and child safeguarding referral. 
The MSW was advised to get  incident reference number as their safeguarding action was 
to check up on baby at 9 days and to get feedback from  police to help  risk assess any 
outreach to baby in family home following this concern being raised. 

 
12.24 The table below illustrates that basic awareness compliance is 88.1% and healthwrap is 

21.1 %. The training compliance target for organisations at Level 3 is 85% over 3 years as 
set out in the PT&CF or as agreed locally by your NHS Standard Contract holder (if their 
requirement is greater). NHSE will be seeking assurance that the 85% target has been 
achieved by March 2018. Therefore PHT is currently well below compliance however e-
learning is now in place which should improve compliance. This will be a priority for 18/19. 
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13. Allegations 
 
13.1 The management of allegations remains a challenging, complex and emotive field. It has 

been an area reviewed at SMT in April 2018 as it became a priority for the incoming Head 
of Safeguarding in Q4. 

 
13.2 The new Head of Safeguarding identified the risk due to the following factors: 
 

• Poor non –uniform record keeping 
• No centralised record 
• Silo working within PHT 
• Lack of diligence 
• Allegation policy omitted adults 
• Defensive practice   

 
13.3 As a result, the Allegation Policy was revised and agreed at the Safeguarding Committee 

in April 2018. The Policy includes a flowchart of the overlap of responsibilities with HR, 
new centralised record keeping collection, an allegation record per case and a leaflet to 
present to the subject of the allegation. A programme of allegation management training 
will now have to be undertaken through 2018-19  

  
13.4 The charts below illustrate the cases that have occurred during this year and have fallen 

under the allegation management policy. In future these will reported together.  
 
 
 

 
Prevent BPAT 

CSC 
No. staff 
requiring 

No of 
staff 

received % 
No. staff 
requiring 

No of 
staff 

received % 

CHAT 778 235 30.2% 813 760 93.5% 

Clinical Support 889 228 25.6% 1455 1362 93.6% 

Corporate Functions 177 38 21.5% 646 548 84.8% 

Emergency Care 418 19 4.5% 504 411 81.5% 

Head and Neck 294 60 20.4% 398 346 86.9% 

Medicine 601 57 9.5% 681 547 80.3% 

MOPRS 473 56 11.8% 504 456 90.5% 

Muscular Skeletal 310 56 18.1% 362 312 86.2% 

Renal 277 23 8.3% 300 266 88.7% 

Research and Development 59 22 37.3% 89 84 94.4% 

Surgery and Cancer 526 133 25.3% 617 510 82.7% 

Women's and Children's 697 235 33.7% 782 695 88.9% 

Trust Total 5499 1162 21.1% 7151 6297 88.1% 
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Adult Theme  No. 
Physical Abuse 5 
Unprofessional 
behaviour 

5 

Sexual abuse 4 
Sexual Predator 3 
Poor clinical practice  1 
Verbal abuse 1 
Total  19 

  
 
  

Child Theme  No. 
Perp DA 4 
Sexual Abuse 4 
Child Porn 3 
Physical assault on 
child  

3 

IG breach related to 
safeguarding 

2 

Poor clinical practice  2 
Alcohol drug misuse 2 
MH issues  1 
CSTPP 1 
Total  22 

 
 
13.5   Of the 41 in total some will have been unsubstantiated but records kept to date do not show 

this detail. The dta collection will become more sophisticated as it becomes embedded. 
  
 
14. Key Progress and Achievements 2017/18 
 
14.1 The Safeguarding Service is a small team but has successfully managed to achieve the 

following this year: 
 

• Revision of Allegation Management Process  
• Creation of an:  

o overarching assurance action plan to cover all external scrutiny activities 
o overarching SCR action plan 
o child referrals spreadsheet 
o safeguarding training spreadsheet 
o safeguarding supervision spreadsheet  
o audit spreadsheet  
o good practice / news stories spreadsheet 

• Launch of a Single Point of Contact (SPoC) 
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• Embedded Child Protection Information Sharing (CP-IS) in Maternity Services 
• Enhanced MCA & DoLS training compliance has been increased to 80% across the Trust.  
• Recruited to new Head of Safeguarding post. 
• Phase one of the integration of the Safeguarding Children and Adults teams has been 

completed.  
• Supported the implementation with Maternity Services of their vulnerable families team 

(Changing Outcomes Relationships and Lives – CORAL) 
• Supported the Maternity Service to develop and implement a robust quality assurance 

system for child protection conference reports 
• Local Authority (Portsmouth) data shows that the number of contacts made with the Multi 

Agency Safeguarding Hub (MASH) by the Emergency Department had nearly trebled and 
by the Maternity Service had more than doubled. 

• Focus on bruising protocol  
 
15. Priorities for 2018/19 
 
15.1 The priorities for next year are: 

• The referral process to be fully embedded and recorded in both teams 
• Increase the PREVENT training compliance in all areas 
• Ensure child safeguarding Level 3 training compliance in areas identified in this 

report is increased 
• Review training strategy 
• Introduce Level 2 adult safeguarding training across the Trust 
• Introduce Domestic Abuse training across the Trust 
• Continue integration of the team  
• Relocation of team 
• Supervision arrangements and recording of supervision to be improved 
• MCA/DOLS to be fully embedded to demonstrate better documentation and 

understanding 
• Improve awareness of Child Sexual Exploitation and use of risk assessment tools.  
• Implement the Female Genital Mutilation Risk Indicator System (FGM-RIS) within 

Maternity Services 
• Gain an understanding of practice across the Trust in relation to restriction and 

restraint and if indicated develop an action plan to quality assure practice 
• Review the position and process for Section 42 enquiries allocated to the Trust to 

lead 
• Practice Influencers development programme 
• Allegation Management Training  

 
16. Examples of Good Practice 
 
16.1 As part of evidencing the positive outcomes of safeguarding intervention within PHT the 

Head of Safeguarding includes examples of such practice in reports to the Safeguarding 
Committee and the Trust Board.  
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16.2 This is felt to provide ‘line of sight’ examples and evidences the voice of the child and the 
adult. 

 
16.3 Below are some good practice examples that have been reported this year: 
 
16.4 Example 1 

Following a complaint/SIRI and S42 enquiry relating to the effect  of using bleach to clean 
the clinical area on an adult patients wellbeing - the CSC and Infection Prevention Team 
worked together to formulate a patient centered plan for subsequent admission. This plan 
is flagged on PAS and has been successfully activated.    

16.5 Example 2 
The safeguarding service were approached and asked to support the paediatric team 
with the case of a 17 year old young man who had a serious life limiting illness and 
disability. There was a high level of concern about neglect and self-neglect. The young 
man had already suffered significant harm and was at high risk of serious harm or death. 
The safeguarding service supported the paediatric team by attending the multi -agency 
strategy meeting and making robust professional challenge to the safeguarding plan. The 
young man was admitted to hospital later that evening and was in hospital 72 hours later 
when he suffered respiratory failure. It is highly likely that this young man would have 
died if this had occurred when he was at home. The safeguarding service arranged and 
chaired a multi-disciplinary / multi-agency team meeting the following day where his 
mental capacity and ability to consent to or decline treatment was discussed  and plans 
made in respect of future care and safeguarding. 

16.6 Example 3 
Meaningful support and multi-agency working to help a patient who had been Trafficked, 
had no recourse to public funds and who was isolated and depressed. 

16.7 Example 4 
A 16 year old boy was brought to the ED by police with two of his peers due to suspected 
drug concealment. CP-IS provided important background information about this child that 
enabled the police and ED staff to liaise with the child's social worker in Kent in a timely 
fashion. 

16.8 Example 5  
Excellent practice in relation to supporting and caring for a patient with very complex 
needs including learning disability with fetal alcohol syndrome, significant mental health 
difficulties and numerous other social difficulties. The care provided involved extensive 
care planning and multi-disciplinary work which resulted in the patient's care being well 
managed and a positive experience overall for the patient. 

16.9 Example 6  
Member of staff was carrying out a postnatal check on a neonate and noted a facial 
injury. The member of staff sought an explanation from the baby's mother and 
recognised that the mechanism described by the baby's mother was not consistent with 
the injury she was observing. The member of staff promptly escalated her concerns to a 
midwife which led to robust safeguarding children action being taken by the midwife and 
Children's Social Care to ensure the baby's ongoing safety. 

16.10 Example 7  
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Adaptation of service provision in a DA case to ensure safety of victim. Perpetrator also 
service user.  

16.11 Example 8 
Centralisation of the Independent Mental Capacity Advocate (IMCA) service to ensure 
the Safeguarding Service are sighted on all requests and the information is 
communicated in a secure way. 

16.12 Example 9 
Child and Adolescent Mental Health (CAMHS) pilot commenced in Paediatric Emergency 
Department (ED) in early March 2018. Children up to 16 years of age and enrolled in 
school who present with deliberate self harm or suspected mental health crisis and are 
medically fit for discharge are now reviewed by CAMHS in ED instead of being admitted 
to the Paediatric Unit and reviewed the following day. The pilot is currently in place 
Monday to Friday between 8am and 11pm. Early data suggests a huge improvement in 
the service delivered to patients with 90% of patients seen under the pilot being 
discharged home directly from the ED.  

16.13 Example 10  
In July 2017 the Maternity Service launched their vulnerable families team project known 
as Changing Outcomes Relationships And Lives (CORAL). This team provides continuity 
of care and carer to vulnerable families throughout the maternity episode of care. 
Informal feedback from multi-agency partners suggests that multi-agency working and 
the quality of safeguarding work in respect of families receiving maternity care from the 
CORAL team is improved and that the women and their families value this model of care. 
A post-implementation review is now underway to build upon current arrangements and 
to ensure that the CORAL model is sustainable and that improved outcomes can be 
evidenced.  

 
Appendices 
 
1 Overarching Safeguarding Assurance Action Plan 
2 Combined Serious Case Reviews Action Plan 
3 MCA & DoLS Action Plan 
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TRUST BOARD PUBLIC JUNE 2018   Agenda Item Number: 98.18  

          Enclosure Number: 10 
Subject: Maternity Safety Strategy actions in support of application for 

refund of the Trust’s maternity incentive contribution paid to 
the clinical negligence scheme for Trusts 2018/19  

Prepared by: 
 
Sponsored & Presented by: 

Sharon Hackett, Senior Midwifery Manager Clinical Effectiveness, 
Quality and Safety. Julie Woodman Professional Midwifery 
Advocate, Angela West Practice Development Lead Midwife.  

Abbie Aplin, Director of Midwifery and Maternity. Alison Dorey 
General Manager W&C Louise Millard Chief of Service 

Purpose of paper Verification of evidence to qualify for the Maternity Safety Strategy 
CNST discount set out in Safer Maternity Care November 2017.  

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

• Verification of the self assessment evidence against the 10 
set criteria is required by the Board to be signed off and 
returned to NHS Resolution by the 29th June 2018.  

• If all 10 criteria are achieved the Trust will receive a 10% 
reduction in their CNST Maternity Contribution, this could 
equate to £685,558 for 2018/19. 

• If all 10 criteria are not met a smaller discount will be 
awarded, however the Trust will need to agree to use the 
funds to take action to achieve the criteria that are not met.  

• In order to qualify for the refund, the service must 
demonstrate that it complies with 10 specified criteria by 
means of self certification to the Trust Board using the 
attached prescribed CNST template 

• NHSR have confirmed that this incentive is for 2018/19. 
There will be an evaluation to determine if it will continue in 
the future 

• Further information was received on 24/5/2018 confirming 
that data for May/June 2018 could be included. 

Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

• Verification to determine if PHT maternity services have 
provided the required evidence to meet all 10 criteria. 

Evidence  
Maternity services are declaring full compliance with 9 out of the 10 
of the criteria. 

Maternity Services have declared non-compliance with 1 of the 
criteria: 

• Criterion 8 – 90% of each maternity staff group have 
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attended an in-house professional maternity emergencies 
training session within the last training year 2017-18 – 
Mitigation evidence has been submitted with an action plan 
to be forwarded to NHSR 

 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Following verification the Trust Board signed off assessment 
document will be sent to NHS Resolution and they will determine if 
the assessment is successful.  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

If subsequent verification checks demonstrate an incorrect 
declaration has been made, this may indicate a failure in 
governance which NHSR may escalate to the appropriate NHS 
system leader 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 
 

Committees/Meetings at which paper has been discussed/ approved: Date 

Draft paper submitted to Trust Quality and Performance Committee – no 
appendices added due to file size 

10 May 
2018 
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SECTION A: Evidence of Portsmouth Hospitals Trust’s progress against 10 safety actions: 

Please note that trusts with multiple sites will need to provide evidence of each individual site’s performance against the 
required standard.  

Safety action – please see the 
guidance for the detail required 
for each action 

Evidence of Trust’s progress  Action met? 
(Y/N) 

1). Are you using the National 
Perinatal Mortality Review Tool 
(NPMRT) to review perinatal 
deaths? 

Evidence 

The service has been fully engaged in both local and regional drivers to 
improve learning from late fetal losses and stillbirths to reduce these 
occurrences.  The service has an active perinatal morbidity and mortality 
meeting which is MDT.  Prior to the release of the NMRT tool, the service 
already had an active history of a stillbirth review group which analysed cases 
and identified themes and trends using the CMACE grading system. This 
enabled ease of transition to using the new tool in the service is being used 
within the Wessex stillbirth review group to assess the tools sensitivity.  Any 
issues highlighted with the tool will be fed directly back to MBRRACE via NHS 
Wessex to ensure it provides an appropriate level of enquiry.  

The reports produced by the NMRT tool will be used as part of the Wessex 
Stillbirth review group to allow for external independent review of selected 
cases, encouraging openness, scrutiny, challenge and wider learning.  

The current service level activity by PHT is that access to the MBRRACE tool 

Yes 
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has been confirmed in both maternity services and the Neonatal Intensive 
Care unit.  The services have 8 members of an MDT team who have access 
to the tool. 

Both services work to the submission criteria of: 
• All late fetal losses 22+0 to 23+6; 
• All antepartum and intrapartum stillbirths 
• All neonatal deaths from birth to 28 days after birth 
• All postnatal deaths where the baby dies after 28 days following care in 

a neonatal unit 
PHT services currently have 10 cases logged on the system. This includes 
the current cases and the backlog from 1 January 2018 when the tool was not 
yet available and we are in the progress of analysing these cases. 

2). Are you submitting data to 
the Maternity Services Data Set 
(MSDS) to the required 
standard? 

NHS Resolution will also use 
data from NHS Digital to verify 
the Trust’s progress against this 
action. 

The service is able to demonstrate that 8 out of the 10 criteria required was 
met for January February and March 2018.(appendix 1, 1a &1b). 

 

 

 

 

Yes 

3). Can you demonstrate that 
you have transitional care 
facilities that are in place and 

Evidence  

PHT does not have a dedicated transitional care unit, however the Trust have 

Yes 
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operational to support the 
implementation of the ATAIN 
Programme? 

been delivering what would be classed as transitional care to babies on the 
postnatal wards for at least 17 years.  Although we do not have a specialist 
unit, in the financial year 16/17 Portsmouth had the lowest term admissions of 
all units in the Thames Valley and Wessex Neonatal Network. 

Postnatal Ward Care 
The midwifery staff who work on the wards are trained to perform neonatal 
intravenous antibiotics; the service has a training programme and a 
competency for this activity (Appendix 2). 

Band 2 and 3 maternity support workers who complete a competency 
package perform increased observation levels for term and late pre term 
babies (Appendix 3). The service; in conjunction with the Neonatal team have 
devised a Neonatal Early Warning (NEW’s) chart (Appendix 4) with a flow 
chart to indicate using the MDT hypoglycaemia pathway (Appendix 5) for term 
babies only – late preterm babies have an individual review and a supported 
feeding plan inclusive of blood glucose monitoring. 

Reducing Harm leading to avoidable admission of full- term babies into 
neonatal units (NHS I Feb 2017) which led to the implementation of ATAIN 
which stands for Avoiding Term Admissions into Neonatal Units.  

The Key aims are: 
• Respiratory conditions 
• Hypoglycaemia 
• Jaundice 
• Asphyxia ( perinatal hypoxic ischaemia) 
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The programme also identified the impact of the mother baby separation; 
therefore there is increased awareness of the importance of keeping the 
family unit together. 
 
An ATAIN link midwife was appointed and is taking forward the review of term 
admissions as per the NHSI document and LMS project plan.  Local maternity 
Network SHIP (Southampton, Hampshire, Isle of Wight and Portsmouth) 
project plan (page 20-21 of 22) is providing the impetus of improved MDT 
working, learning and implementation of Quality Improvement projects 
(Appendix 6) 
 
In 2016/17 the neonatal unit conducted a numerical audit, (from November 
2016 - April 2017), of babies receiving care that filled the HRG code for 
Transitional Care on the postnatal wards and found that on average there 
were 112 days of transitional care delivered each month on the postnatal 
wards. These babies are reviewed daily by either the extended day SpR or 
postnatal ward SHO and their care is overseen by the neonatal consultant 
who is covering high dependency/special care for the week.  

Maternity Services do not provide ongoing NGT feeding on the postnatal 
wards. We have a low term admission rate. 

PHT Maternity Services has a low rate of term admissions to NICU, this is 
below the 5% set by ATTAIN and this can be verified by the Neonatal 
Operational Delivery Network. 
Quarter 3 (Oct-Dec 17) 4.1% 
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Month Number 

admitted 
%of term 
births 

Jan 21 4.9 
Feb 16 4.2 
March 10 2.3 

 

4). Can you demonstrate an 
effective system of medical 
workforce planning? 

PHT have undertaken a consecutive four week assessment in March and 
April 2018 (Appendices7-10).  The service fulfils the requirements for this 
criteria; which is 

 ‘no more than 20% of middle grade sessions on labour ward filled by 
consultants acting down from other sessions’. 

During collation of the evidence the RCOG was contacted to clarify the codes 
within the template.  

Our local ‘named’ rota has also been supplied as compliance evidence for this 
criteria (Appendix 11) 

Yes 

5). Can you demonstrate an 
effective system of midwifery 
workforce planning? 

Evidence: 
PHT maternity services were assessed using the Birthrate+ tool in 2015 report 
(Appendix 12). It is recommended that this assessment is carried out every 3 
years. 
Birthrate plus identified that the service required investment in staffing.  As a 
result, a business case was written (Appendix 13) and was submitted to the 
Executive Management Team and approved.  

Yes  
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Business case to be written and submitted for consideration by the Trust to 
support an updated Birthrate plus workforce assessment. Action time frame 
can be found in Section B of this report. 
 
The service employed into both the midwifery and support worker posts. 
The evidence for the midwife to birth ratio can be found on the clinical 
benchmarking dashboard (Appendix 14) which has remained within target 
with ranges between 1:25.6 and 1:29.2 with the exception of May 2017 when 
it was 1:31.4.  The service is actively recruiting to midwifery posts. 
 
2) PHT labour ward lead midwife – it is custom and practice that the lead 
maintains supernumerary status the service has recently written a Standard 
Operating Procedure (SOP) (Appendix 15). Please see section B for 
improvement actions.   
 
3) Neonatal Work force 
The PHT neonatal Intensive Care Unit meets BAPM standards for medical 
staff and also for nursing care of high dependency and special care babies. 
It does not however meet 1:1 care for level 1 intensive care babies. The Trust, 
along with the other Trusts in the Thames Valley and Wessex Neonatal 
Network has a signed derogation with regard to our non compliance.  
 
Portsmouth Hospitals NHS Trust signed up initially to a 3 year plan which was 
extended Nationally to a 4 year plan to recruit to BAPM standards – currently 
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we are in year 4 of 4. 
 
The neonatal unit has submitted as supporting evidence, the neonatal 
Workforce plan (Appendix 16), the Operational Delivery Network (ODN) OS 
Committee Risk Procedure and register v26.05.2015. (Appendix 17), the TV& 
W ODN Risk Register (Appendix 18) and a letter from the Chief Operating 
Officer to the Operational Delivery Networks Director (Appendix 19). 
 
There is a consideration that following the Neonatal Peer Reviews conducted 
in the latter part of 2017/2018 adjustments may be made to the BAPM nursing 
standards as there is a recognised National shortage of trained neonatal 
nurses. 

 

6). Can you demonstrate 
compliance with all 4 elements 
of the Saving Babies' Lives 
(SBL) care bundle? 

The service can evidence that the Trust Board has had sight of the initial 
progress against Saving Babies Lives care bundle. 

The original Safety Improvement Plan 2017-2020 version 1.0 March 2017 in 
which  the Saving Babies Lives Care Bundle section is  located on pages 10-
13 (Appendix 20), was presented at Trust Board by the Director of Midwifery  
on 4th May 2017; the evidence to confirm this action can be found in the Trust 
Board minutes  section 71/17 page 8 – issued as part of Trust Board Public 
Meeting Papers 1st June 2017 (Appendix 21)  

The service has updated the Maternity Services Safety Improvement plan 
2017-20 following the publication of Safer Maternity Care October 2017. 

Yes  
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Version 1.2 of the Safety Improvement plan was finalised in April 2018; the 
section on saving babies lives care bundle is located on pages 16-19 
(Appendix 22); the date to present the updated plan to Trust board is awaited.  

The service have provided the current status of compliance to Saving babies 
lives as submitted in Wessex RHU Survey 9 (Appendix 23) quarter 4 2017-18 
assessment the service has declared full compliance with criterion 2, and high 
percentage completion in the other criterion.  

Maternity services have elected to implement all four standards contained 
within the Saving Babies Lives Care Bundle to provide the safest maternity 
care for the women and their families, during the antenatal and intrapartum 
care.  

The service consider that they are able to demonstrate high level compliance 
with the criterion and actions taken by the service can be measured in the 
outcome data, which has shown as  a significant reduction. 

 

Saving Babies’ Lives Care Bundle -The service is awaiting confirmation of 
date to present the updated Maternity Services Safety Improvement Plan 
2017-2020 version 1.2 April 2018 to the Trust Board  

1) Reducing smoking in pregnancy by carrying out Carbon Monoxide 
(CO) test at booking to identify smokers (or those exposed to tobacco 
smoke) and referring to stop smoking service/Specialist as appropriate 
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: 2 sections – 1 partial compliance actions taken listed below: 

a.  1.2 Does it include carrying out carbon monoxide testing of 
all pregnant women at antenatal booking appointment – 
PHT have self scored 25% compliance due to the failure of 
current equipment used to test for CO. A business plan 
(Appendix 48) has been presented to the Executive team with 
agreement to purchase new monitoring equipment. Once 
received the Trust will be able to state compliance; audit of 
compliance will also be required.  

2) Identification and surveillance of pregnancies with fetal growth 
restriction- 5 sections – 5 compliant  

3) Raising awareness amongst pregnant women of the importance of 
detecting and reporting reduced fetal movement (RFM), and ensuring 
providers have protocols in place, based on best available evidence, to 
manage care for women who report RFM – 4 sections - 3 compliant 1- 
partial 

3.2 – audit of compliance required; the audit has been 
planned for completion by end July 2018  

4) Effective fetal monitoring during labour 3 sections 3 partial compliance 

4.2 Does it include ensuring that all staff who care for 
women in labour undertake an annual training and 

 

 

Presented to 
EMT 
Strategy/BCRG 
24th April 2018 

with procurement 
for progressing 
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competency assessment on cardiotocogrpahy (CTG) 
interpretation/intermittent auscultation? Self assessed 
at 50% - Action: K2 system in place, staff informed of the 
requirements, Team leaders have been informed of this 
requirement and compliance is being monitored on a 
monthly basis  

4.3 – Does it include making use of a fresh 
eyes/Buddy system to review CTG 
interpretation/intermittent auscultation? If so to what 
extent- 75% compliance – Fresh eyes is an embedded 
process with a yearly audit. Fresh Ears/Buddy for 
intermittent requires action –  

Action Intermittent fetal heart monitoring - Buddy system. 
Service to implement an SBAR holistic review process 
developed. The action has been added to the agenda of 
the Intrapartum POD and Forum meeting to take forward. 
Go live date to be decided – Deadline for completion of 
introduction has been set at 31st July 2018  

4.4 – Does it include a protocol for escalation if 
concerns are raised? If so to what extent have you 
implemented this improvement activity? Escalation for 
Fresh eyes in place- but need to create an escalation 
protocol for SBAR intermittent fetal heart process with a 

Page 198 of 256



deadline for implementation of 31st July 2018 

7). Can you demonstrate that 
you have a patient feedback 
mechanism for maternity 
services, such as the Maternity 
Voices Partnership Forum, and 
that you regularly act on 
feedback? 

Maternity Services can provide evidence to demonstrate that the service has 
an open and active engagement practice with service users both locally as 
well as part of the local Maternity System SHIP and WESSEX. 

The service can provide the following evidence which demonstrates the voice 
of the woman and her family forms part of service provision: 

• User Rep Invite dates 2017- Informal meeting (Appendix 24) 

• 7th December 2017- Maternity Services Users Meeting ( this is an 
informal meeting so no structured minutes) Appendix 25 

• Maternity Matters – Engagement techniques for SHIP ( Appendix 26) 

• Maternity Matters Report ( Appendix 27) 

• January 2018 - Report to  Commissioners ( Appendix 28) 

• 17th January 2018 – Report created by Maternity voices partnership 
Chair – Giving Birth at Portsmouth Maternity Centre – Local Women’s 
Views (Appendix 29)  

• User Rep Invite poster 2018 (Appendix 30) 

• 6th March 2018 – Email from Maternity Voices Chair to undertake a 
review of Blake and Grange. (Appendix 31) 

Yes 
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• EXPO of Care Wessex Maternity Services Webinar  slide deck- 
(Appendix 32) 

• CQC Maternity Survey 2017 (Appendix 33) 

• Friends and Family Feedback – consistently above 95% (Trust board 
slides Jan to March 2018 example as Appendix 34) 

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

Maternity Services at Portsmouth NHS Trust has created a large portfolio of 
MDT training experiences, these are listed in section B of this report; access 
and attendance at the study sessions is monitored through the Trust ESR 
system.  

CNST have requested that Maternity Services provides evidence of 
completion of local training records and study day programme for which the 
service is compliant for PROMPT (Appendices 35-41) and the other course all 
appendices in section B. 

However, the service can not evidence that 90% of each maternity unit staff 
group have attended an 'in-house' multi-professional maternity emergencies 
training session within the last training year of 2017-2018. 

PROMPT Practical Obstetric Multiprofessional Training has been delivered in 
the Trust since 2009 and has been run monthly since then. The only 
exception to this is 2017-18, were there was only capacity within the service 
to run 6 sessions for this year. However in 2016 when run monthly 97% of 
midwifery staff were trained.  

No 
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The need to reduce the training frequency was due to unavailability of faculty 
members, this resulted in only 60% of midwifery staff being trained in the last 
training year. In April and May 2018 a further 68 (32%) midwives have 
attended multi professional training this would indicate that the criteria of over 
90% has been met. 

In 2018-19 the service is running monthly training sessions, so will be 
compliant with 95% of each group going forward. 

The faculty have attended an update of PROMPT ‘Train the Trainer 3’. There 
are 213 midwives and 72 maternity support workers across the service. 

Obstetric consultants:  Attendance for April 2017- May 18 is 100%.   

Junior Doctors:  

Registrar attendance for April 2017- May 18 was 19%. A further 8 trainees 
attended training in May 2018.  This would make a total for the period above 
as 91% 

Obstetric Anaesthetists: Attendance for PROMPT 2017-18 was 6.25%, 
however the anaesthetic team participate and attend Wessex Obstetric 
Anaesthetic Difficult Airway Simulation (WOADS). This is not mandatory and 
records of attendance are not kept. 

Critical Care Staff: Do not attend PROMPT as they have heir own in house 
training. 
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Maternity Services has a well developed training programme for the MDT, 
these study sessions are listed below and Maternity services has provided the 
CNST training record sheets and progammes for each.   

The service will be monitoring all staff group attendance for the training year 
2018-19 including obstetric anaesthetists, trainee anaesthetists. 

Maternity ALERT™ (Appendix 49 & 49a) 

Acute Observation Unit Training (covers deteriorating patient) (Appendices 
50 & 50a) 

BEACH ( Maternity Support Workers deteriorating patient ) ( Appendices 51 & 
51a) 

Preceptorship Simulation (Appendices 52 & 52a) 

Waterbirth (Appendices 53 & 53a)  

WOADS (Appendices 54 & 54a) 

All of the above listed training can be attended by midwives and student 
midwives, with the exception of BEACH which is a bespoke training for 
Maternity Support Workers. Conversely the maternity support workers do not 
access Maternity ALERT™ as this is for registrants only   

The Maternity ALERT™ & BEACH covers patient safety by identifying 
deterioration in sick women in order to escalate care appropriately.  
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20 % of midwives have  accessed Maternity ALERT™ ,however there is a cap 
of 16 to the number of staff who can participate as dictated by ALERT ™and 
there are only 4 dates per year .The training is not Mandatory and those that 
have attended have done so in their own time.  

AOU Training was devised in response to identified learning needs of 
midwives who look after sick women who need a higher level of care. This 
has been designed using the relevant competencies as set out in the Royal 
College of Anaesthetists report ‘Enhanced Care for the Sick Mother – 
standards for maternal critical care 2016’. 

Current midwifery training prepares midwives to be experts in normal 
midwifery and there is very little formal training within that programme for 
women with complex medical / surgical needs. Midwifery training is direct 
entry and there are few midwives working within current maternity services 
who are dually trained i.e. RN RM.  

The AOU course provides MDT training in collaboration with the critical care 
team There is only one date per year and has only been running for 2 years in 
that time 24 staff accessed the training.  

We are now running a SHIP HDU day which is in collaboration with the 
Maternity SHIP training academy so it is anticipated that these numbers will 
increase year on year. 

BEACH is a bespoke training for maternity support workers which identifies 
deterioration in sick women and gives the support workers the skills to be able 
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to identify deterioration and to escalate appropriately.  Although this training is 
not mandatory we have had 55 maternity support workers undertake the 
training equal to 76%. 

The water birth study days include a pool evacuation they are held twice a 
year however we have added 4 dates for 2018 -19. 

Community Emergency Scenarios (Appendices 55 & 55a) 

Flash mobs (Appendix 56) 

The ‘flash mobs’ on delivery suite and the community emergency scenarios 
are allocated from feedback from safety learning events or audits which 
identify learning needs e.g. PPH we have been an outlier for PPH so to 
address this we have been focussing training to address specific learning 
points following investigations. Evidence suggests that teams learn if it takes 
place with their peers and the MDT in their usual working environment hence 
the implementation of scenarios in the community settings.  

The community scenarios have been undertaken by 22% of community staff 
to date and there are 4 more dates planned for 2018. 

There are 372 MDT including midwives maternity support workers obstetrician 
and  trainees Anaesthetist and trainees student midwives .There are also 
ODPs who also access PROMPT and WOADS. There have been a total of 
481 staff who have been involved with MDT  emergency training  

The flash mobs are now planned to take place monthly the first was held on 
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26th April, the one due 14th May was cancelled due to clinical activity, the next 
one is planned for 7th June 

9). Can you demonstrate that 
the trust safety champions 
(obstetrician and midwife) are 
meeting bi-monthly with Board 
level champions to escalate 
locally identified issues? 

Maternity Services has had a Trust Board champion in place since 31st 
January 2017; the post was initially part of the Medical Directors portfolio. 
The Board safety champion for maternity changed in April 2018 from the 
Medical Director to the Chief Nurse; the rationale for this amendment is that 
the Chief Nurse is the Executive representative and a core member of the 
Maternity Board and will attend regularly to be updated regarding safety 
agenda within Maternity Services.   
 
As evidence of compliance the services has supplied the Maternity Board 
Terms of Reference (Appendix 42), Maternity Board Minutes (Appendix 43) 
Maternity Board Action Grid (Appendix 44).  
 
The Director of Maternity and Midwifery met with the Chief Nurse on 12th April 
2018; the Trust presents the following evidence for this criterion as 1) 
discussion items (Appendix 45) and email follow up was sent to the Obstetric 
Clinical Director who was unable to attend the meeting due to 
sickness(Appendix 46) 
. 
The safety champion meetings are diarised every two months throughout the 
year. 

• 12th July 2018 
• 13th September 2018 

Yes (with 
confirmation 
from 
information 
from NHSR 
24/05/2018)  
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• 22nd November 2018 
• 24th January 2019 
• 28th March 2019 
• 23rd May 2019 
• 25th July 2019 
• 26th September 2019 
• 28th November 2019 

 
Safety Agenda escalation 
The service can provide evidence of two structured meetings with the Trust 
Safety Champion in 2018 following the updated guidance from NHSR dated 
24th May 2018. In addition the service can provide the following evidence 
which shows that the safety agenda has been escalated to the safety 
champion: 

• 23rd August 2017 - Email request to meet with Medical Director to 
update on progress made as part of wave 1 Maternity and Neonatal 
Safety Collaborative.(Appendix 57) 

• 10th November 2017 Email - Escalation to Medical Director and Chief 
of Service regarding the service being an outlier for LSCS outcome 
data. Appendix 58) 

• 28th December 2017  Email confirms that the Director of Midwifery  
and Maternity had escalated the Safer Maternity Care progress and 
next steps to the then Board Champion. (Appendix 59) 

• 7th February 2018 Meetings set up to look at CNST requirements  
(Appendix 60)  
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• 23rd February 2018  Email to Medical Director and CD Obstetrics 
regarding guidance for the maternity safety Champion role, noting 
agreement to meet bi monthly (Appendix 61) 

• 12th March 2018  Email to Safety Champion and team regarding 
requirements for CNST assessment (Appendix 62) 

4th May 2018 –Bi monthly safety Champions meeting (Appendices 63 & 63a) 
 

10). Have you reported 100% of 
qualifying 2017/18 incidents 
under NHS Resolution's Early 
Notification scheme? 

PHT has an embedded process for the reporting cases to NHSR which meet 
the agreed Each Baby Counts (RCOG) submission criteria.  
Once a case has been identified the Clinical Effectiveness Quality and Safety 
Team email the Trust legal services and provide them with the Each Baby 
Counts (RCOG) data sheet. 
The Trust has reported 3 cases to NHSR since January 2018 (Appendix 47 
email from Trust Legal Department). 

Yes 
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SECTION B: Further action required:  

If the Trust is unable to demonstrate the required progress against any of the 10 maternity safety actions, please complete an action 
plan template for each safety action, setting out a detailed plan for how the Trust intends to achieve the required progress and over 
what time period. Where possible, please also include an estimate of the additional costs of delivering the plan. A completed action 
plan is required even where Trusts have already completed this section. However, if this section hasn’t been completed, the action 
plan template alone will be sufficient.    

The National Maternity Safety Champions and Steering group will review these details and NHS Resolution, at its absolute discretion, 
will agree whether any reimbursement of CNST contributions is to be made to the Trust. Any such payments would be at a much 
lower level than for those trusts able to demonstrate the required progress against the 10 actions and the 10% of the maternity 
contribution used to create the fund. 
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SECTION C: Sign-off 

……………………………………………………………………….. 

For and on behalf of the Board of Portsmouth Hospitals NHS Trust confirming that:  

• The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity 
safety actions meets the required standards and that the self-certification is accurate.  

• The content of this report has been shared with the commissioner(s) of the Trust’s maternity services 

• If applicable, the Board agrees that any reimbursement of CNST funds will be used to deliver the action(s) referred to 
in Section B 

Position:  …………………………. 

Date:   …………………………. 

We expect trust Boards to self-certify the Trust’s declarations following consideration of the evidence provided. Where 
subsequent verification checks demonstrate an incorrect declaration has been made, this may indicate a failure of board 
governance which the Steering group escalate to the appropriate arm’s length body/NHS System leader. 

 

……………………………………………………………………….. 
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SECTION D: Appendices 

**Please note the evidence should be provided to Trust Board only.  Please do NOT send the evidential appendices through 
to NHS Resolution as it will not be considered** 

Please list and attach copies of all relevant evidential appendices: located in Section D appendices  

1. CNST Criteria Oct, Nov, Dec 2017 Excel Spreadsheet (appendix 1 & 1b) 

2. Neonatal Observations Competency for Maternity Support Workers (appendix 3) 

3. NEWS Chart (appendix 4) 

4. Hypoglycaemia Pathway (appendix 5) 

5. LMS SHIP Project Plan (appendix 6) 

6. Week 19th March – CNST Medical Workforce Plan (appendix 7) 

7. Week 26th March – CNST Medical Workforce Plan (appendix 8) 

8. Week 2 April – CNST Medical Workforce Plan (appendix 9) 

9. Week 9 April – CNST Medical Workforce Plan (appendix 10) 

10. PHT Named Medical Workforce Rotas (appendix 11) 

11. Birth Rate Plus Report (appendix 12) 

12. FBC Birth Rate Plus (appendix 13) 

13. Maternity Clinical Benchmarking Dashboard (appendix 14) 

14. The neonatal Workforce plan  (appendix 16) 
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15.  The Operational Delivery Network (ODN) OS Committee Risk Procedure and register v26.05.2015. (appendix 17) 

16.  The TV& W ODN Risk Register (appendix 18) 

17.  Letter from the Chief Operating Officer to the Operational Delivery Networks Director (appendix 19) 

18. Maternity Services Safety Improvement plan 2017-20 version 1.0 March 2017  (appendix 20) 

19.  Trust Board Minutes held 4th May 2017 issued as part of Trust Board Public Meeting Papers 1st June 2017 (appendix 21) 

20. Maternity Services Safety Improvement plan 2017-20 version 1.2 April 2018 (appendix 22) 

21. Wessex RHU Survey 9 (appendix 23) 

22. User Rep Invite dates 2017- Informal meeting (appendix 24) 

23. 7th December 2017- Maternity Services Users Meeting ( this is an informal meeting so no structured minutes) (appendix 25) 

24. Maternity Matters – Engagement techniques for SHIP (appendix 26) 

25. Maternity Matters Report (appendix 27) 

26. January 2018 - Report to  Commissioners  (appendix 28) 

27. 17th January 2018 – Report created by Maternity voices partnership Chair – Giving Birth at Portsmouth Maternity Centre – 
Local Women’s Views (appendix 29) 

28. User Rep Invite poster 2018 (appendix 30) 

29. 6th March 2018 – Email from Maternity Voices Chair to undertake a review of Blake and Grange.  (appendix 31) 

30. EXPO of care  Wessex Maternity Services Webinar slide deck for 23rd April 2018 (appendix 32) 

31.  Maternity Services Safety Improvement Plan 2017-20 (appendix 33) 

Additional appendices cited in body of text can be found in file : Remaining appendices referred to in document.
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TRUST BOARD  PUBLIC – June 2018            Agenda Item Number: 99.18 
               Enclosure Number: 11 

Subject:  Freedom to Speak Up – Quarterly report 

Prepared by: 
 

  Sponsored & Presented by: 

Jenny Michael – Freedom to Speak up Guardian and PHT Health, 
Safety & Wellbeing Advisor 

Lois Howell, Director of Integrated Governance, Freedom to Speak 
Up Executive level lead 

Purpose of paper To provide details of the Freedom to Speak Up agenda since the 
appointment of the new Freedom to Speak Up Guardian in January 
2018. 

Key points for Trust Board 
members 
 

• First report to the board since appointment of new FTSU 
Guardian in January 2018 

• Response to new Guardian post has been extremely positive to 
date 

• Significant increase in the number of concerns that have been 
raised to the guardian in comparison with the previous year  

Options and decisions 
required 

For the Board to note the activity outlined in this report and to 
indicate any further areas of preferred focus  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To circulate the findings within this report and actions to relevant 
groups/committees as required including the Workforce committee, 
Joint Consultation and negotiating committee.  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None of the issues raised with the FTSU Guardian or advocates 
indicate any breach of legal responsibilities, or any detrimental 
treatment of any individual or group arising from their possession of 
a protected characteristic. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

No relevant issues included in this report  

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities The promotion of a healthy culture of speaking up promotes the 
delivery of all Trust priorities 

Board Assurance Framework/ 
Risk Register Reference 

Nothing raised with the FTSU Guardian or Advocates represents and 
additional risk which needs to be added to the Board Assurance 
Framework or Risk Register 

Risk Description N/A 

CQC Reference Well led domain 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  
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Background to the Freedom to Speak Up (FTSU) Guardian Role 
 
1. Following on from the Mid Staffordshire public enquiry in 2013 and the release of 

the Francis report in 2015, the standard NHS contract required all 
organisations subject to the contract to nominate a Freedom to Speak Up 
Guardian by October 2016. 
 

2. There is a national Freedom To Speak Up Guardian, Dr Henrietta Hughes, whose 
office is hosted by the Care Quality Commission (CQC).  The National 
Guardian’s Office (NGO) provides national leadership, collects and collates 
data on speaking up, provides training and produces occasional studies on 
good practice in speaking up and responding to the concerns raised.  

 
3. Portsmouth Hospital NHS Trust (PHT) appointed its first Guardian, an elected 

Governor, to the role in late 2016.   This post holder continued until she 
stepped down in February 2018. 

 
4. The Trust’s new Guardian was appointed at the end of January 2018 after an 

open application process. 
 
Principles of the Guardian Role 
 
5. The Freedom To Speak Up (FTSU) Guardian will work alongside Trust leadership 

teams to support the organisation in becoming a more open and transparent 
place to work, where all staff are actively encouraged and enabled to speak up 
safely.  The Guardian provides independent, impartial and objective advice to all 
staff groups about the process of raising concerns at work, at any stage of raising 
a concern. 
 

6. Freedom to Speak Up Guardians help: 
• Protect patient safety and the quality of care 
• Improve the experience of workers 
• Promote learning and improvement 

by ensuring that: 
• Workers are supported in speaking up 
• Barriers to speaking up are addressed 
• A positive culture of speaking up is fostered 
• Issues raised are used as opportunities for learning and improvement 

 
 
Advocates 
 
7. To support the role of the Guardian at the Trust, a network of FTSU Advocates 

has been developed across the organisation.  The Trust currently has 17 
advocates from a variety of clinical and non- clinical backgrounds, including our 
BAME staff group. 
 

Speaking up Data 
 
8. FTSU Guardians are required to keep records of all cases with which they have 

had dealings in their role as Guardian. Data is collected from all Guardians on a 
quarterly basis, collated and publicised on the CQC website. Page 214 of 256



 
9. Q4 National data headlines published by the NGO include: 

• 2,114 cases were raised to Freedom to Speak Up Guardians / ambassadors / 
champions 

• 642 of these cases included an element of patient safety / quality of care 
• 1,027 included elements of bullying and harassment 
• 93 related to incidents where the person speaking up may have suffered 

some form of detriment 
• 366 anonymous cases were received. 
• 16 trusts reported that they did not receive any cases through their Freedom 

to Speak Up Guardian 
• 222 of the 232 NHS trusts listed in our directory sent returns 

 
Based on the information provided by the National FTSU Guardian’s Office 
(NGO) the top three staff groups Speaking Up are: 

 
• Nurses – 33.9% 
• Administrative/clerical staff – 15.9% 
• Allied Health professionals – 10.7% 

 
Only 6.8% of cases nationally were received from Doctors. 

 
10. Q4 Data Portsmouth Hospitals NHS Trust (PHT) submitted to NGO 
 

• 19 cases raised - 12 directly with the Guardian and seven via the FTSU 
Advocates  

• No cases raised related to patient safety 
• 13 cases related to behaviours 
• Six other cases covered a mixed variety of role clarity, process, work-life 

balance 
• Three cases raised by reporters who wished to remain anonymous 
• One case reported where the reporter felt they had suffered detriment as a 

result of speaking up 
• The majority of cases were raised by Nursing and Midwifery staff groups, 

including students 
 
11. The National Guardians Office encourages Trusts to record the ethnicity of 

those accessing FTSU services. Via this data the trust can confirm that BAME 
staff members have used this service at PHT. None of the issues raised by 
BAME staff members relate to issues of race or unlawful discrimination 
 

12. Since the submission of the Q4 data to the NGO, nine further cases have been 
raised with the FTSU Guardian or Advocates. 

 
13. FTSU Cases by CSC January 2018 – to date 
 

CSC Number 
S&C 2 
MED 3 
MOPRS 0 
H&N 2 
W&C 4 
MSK 1 
CSS 3 
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CHAT 1 
CORP 2 
EMER 2 
FM 1 
MULTIPLE 1 
ANON 3 

 
14. Case status 
 

Total 
Number of 
Cases 

Cases 
open 

Cases 
closed/ 
resolved 

28 15 13 
 
Accessibility 
 
15. Figures indicate that the appointment of a New FTSU Guardian and the 

development of a network of FTSU advocates is starting to have positive 
outcomes and encouraging more staff to come forward and raise concerns. 

 
 
 
 
 
 
 
 
 
 
 
 
The Guardian has a dedicated confidential email account and mobile number. 
 
Key Findings – Staff Survey 
 
16. Whilst most of the findings in the staff survey that fit in with the FTSU 

agenda are just marginally higher than the national average, it is evident that 
there is still some work to be done in both developing the confidence of staff to 
report errors, near misses or incidents and to ensure that Trust procedures for 
handling incidents are fair and effective. 

 
17. The Trust’s DATIX systems have now been improved to ensure that, once 

the final approval stage has been reached, those who report incidents via this 
route are given feedback and details of lessons learnt.  
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Other progress to date 
 
Communication 
 
18. On the appointment of the new FTSU Guardian in January, a variety of 

communication types was used to promote and raise the profile of Speaking Up 
within the Organisation.   An all staff email was sent out by the Chief Executive, 
and with support from the Communications Team, the Guardian made headlines 
on social media as well as the local Portsmouth newspaper. 

 
19. Work has been undertaken over the past few months to ensure that the 

Speaking Up message has reached those who may not have direct access to 
these channels.  Posters and leaflets have been distributed across the Trust, and Page 217 of 256



a new display board has been created outside of the restaurant.  A dedicated web 
page has also been developed. 

 
Support 
 
20. The Guardian is well supported by the Executive team. Regular meetings 

with the Chief Executive and Executive Lead are scheduled and take place. 
Whilst meetings with other members of the executive team are not scheduled, it 
has been made very clear and is acknowledged that they can be accessed as 
required.  David Parfitt has agreed to assume the role of Non-Executive Director 
lead for FTSU along with his role as lead on whistleblowing and as senior 
independent director. 

 
21. During time in post the Guardian has also been able to access Human 

Resources, Aquilis counselling service, Occupational Health services and other 
senior members of the Trust as required and with ease.  

 
Visit from the National Guardian 
 
22. Dr Henrietta Hughes attended the Trust’s Patient Safety Conference in 

February and took the opportunity to meet with the Guardian and Advocates, and 
took a tour to some of the clinical areas where the FTSU team was able to display 
what was being done to promote the FTSU agenda.   

 
23. Feedback from the meeting and discussions was very positive. 
 
Training – Guardian and Advocates 
 
24. Foundation training for all those in a Speaking Up Role is available from 

the National Guardians office.  The Guardian and most of the advocates, 
including the Executive Lead, have undertaken this training and found it beneficial 
to their role. Those who have yet to undertake the training will be doing so over 
the coming year. 

 
Training – Trust Staff  
 
25. The National Guardian’s Office recommended that all staff should be given 

training and advice on raising and responding to concerns within their workplace. 
At the Trust all new starters have received this as part of their induction since 
October 2016.   Work is currently being undertaken to ensure that FTSU forms 
part of the essential training matrix for all staff.  E-learning modules have been 
produced by Health Education England and are available on the Trust’s on-line 
training resource. 

 
26. In the interim, the Guardian and many of the Advocates have given talks to 

staff locally on raising concerns within the workplace. 
 
Policy Review 
 
27. The Whistleblowing Policy was reviewed and amended by the Human 

Resources department in November 2017 to ensure that it fell in line with the 
standard policy requirement for raising concerns produced by NHS Improvement. 

 
28. The policy is now termed the Raising Concerns (whistleblowing) Policy and 

is available to all staff on the intranet policy.   Whilst the policy in its current format 
meets the requirement of the standard template, end user feedback has indicated 
that the policy still needs some work to make it more ‘user friendly’. 
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Internal networking 
 
29. Good links have been made between the FTSU Guardian and advocates 

network and a variety of relevant groups including the Joint Consultation and 
Negotiating Committee, trade union representatives, the BAME network group 
and the culture change group. 

 
External networking 
 
30. The Guardian has attended the National FTSU Conference and the 

Wessex regional meeting since being in post and has developed good links with 
other FTSU Guardians within the area. 

 
Support for Advocates 
 
31. The Guardian holds monthly meeting for the Advocates to ensure that they 

are well supported in their role. This gives them the opportunity to share concerns 
and cases with the Guardian and other advocates as required. 

 
Feedback 
 
32. Obtaining feedback from those who have accessed the FTSU Guardian or 

Advocates can be challenging. However from those who have provided feedback, 
so far the comments have been very positive. Examples include: 

 
• ‘I feel like a weight has been lifted from my shoulders’ 
• ‘I have been really well supported’ 
• ‘I was given confidence to take some actions forward’ 

 
33. Priorities and future actions for the year ahead 

 
Action Target  Date Measure of Success 
To ensure that the FTSU 
agenda forms part of the 
overall Trust strategy 

July 2018 Evidence of FTSU 
agenda embedded within 
PHT Strategy 

To ensure that the board 
are fully sighted on FTSU 
concerns and that the 
agenda is given their full 
support 

June/December yearly Twice yearly reports to 
board. The board actively 
engage with the FTSU 
agenda 

To benchmark PHT 
against the NGO case 
reviews that have been 
undertaken in other 
Trusts and the 
recommendations they 
received 

September 2018  Benchmarking complete 
and identified shortfalls 
incorporated into action 
plan to address 

To ensure that FTSU 
training continues to be 
delivered to all staff 
groups at induction and 
forms part of the 
essential training matrix 
 

August 2018 FTSU is agreed to be 
incorporated into 
essential training matrix 
for all staff and is updated 
annually 

To ensure that FTSU is 
incorporated in to all 
other relevant policies as 
required by the NGO 

July 2018 All relevant policies 
signpost staff to FTSU 
Guardian as 
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To develop an online 
‘raising concerns’ and 
‘feedback’ form 
 

August 2018 Form developed on 
FTSU web pages and 
availability circulated 
across organisation 

To continue to raise the 
profile of FTSU, working 
towards raising concerns 
being business as usual 
 

Continuous but reviewed 
alongside next staff 
survey results 

Evidence of increased 
reporting of concerns via 
guardian and other 
means such as DATIX. 
Improvement in staff 
survey key themes 

To increase the number 
of FTSU Advocates 
across the organisation  
 

ongoing Evidence of increased 
number of active 
advocates available 
throughout the 
organisation 

To continue to develop 
the skills and knowledge 
of advocates  

Ongoing and as future 
advocates join  

FTSU advocates able to 
self-analyse their 
competency against NGO 
competency framework 
guidance 

To further review the 
Raising Concerns Policy  
 

July 2018 Reviewed & ratified policy 
available to all staff 
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TRUST BOARD PUBLIC – 07June 2018    Agenda Item Number: 100.18 
        Enclosure Number: 12 

Subject: Corporate Risk Register 

Sponsored & Presented by: Lois Howell, Director of Integrated Governance  

Purpose of paper Update to Corporate Risk Register 

Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

• There has been further work on operational risks registers across 
the Trust since the last presentation to the Board of a corporate 
risk register in February 2018.   

• Practice in respect of the identification, recording and 
management of operational risk remains inconsistent, but has 
improved considerably in some areas.  The spread of good risk 
management practice will be a key feature of the revised 
performance and accountability framework.  

• All items on the previously approved risk register have been 
updated. 

• Four items on the corporate risk register adopted in February are 
now proposed for removal, for reasons indicated on the attached 
schedule 

• Five new risks are proposed for inclusion on the corporate risk 
register, as set out in the schedule.   

• The risk score for one risk is proposed for increase; one other is 
proposed for reduction.  All other risks remain at the previously 
reported score.   

• The format and content of the corporate risk register report 
remains a work in progress.  Changes to both are expected in 
time for the next quarterly report to the Board. 

• Board members will be aware that the corporate risk register is 
complemented by the Board Assurance Framework, last reported 
to the Board in May 2018. .    

Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

• The Board is asked to note the updates provided in the corporate 
risk register and to indicate any items where further assurance 
and/or information about the actions is required 

• The Board is also asked to adopt the revised corporate risk 
register.  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The risks set out in the corporate risk register will be managed in 
accordance with the plans set out on the Trust’s risk management 
system, Datix 

Further revisions to the corporate risk register report content and 
format will be made 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Effective management of the risks identified in the corporate risk 
register will assist the Trust in meeting its legal obligations, including 
its obligations under equalities legislation. 

None of the identified risks indicates that any person or group is at 
greater risk as a result of possession of a protected characteristic. 

Consideration of Public and 
Patient Involvement and 
Communications 

Public and patient involvement in the management of these risks is 
not required. 
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Implications? There are no material communications issues associated with the 
corporate risk register as proposed. 

 

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance Framework/ 
Risk Register 

Organisational Priorities The corporate risk register supports delivery of all organisational 
priorities. 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description  

CQC Reference All domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  
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Ref Risk Source Previous 
score 

Current score Change 
Impact  Like-

lihood 
Risk  

1.  Patient harm arising from poor flow across the Trust and beyond 
• Particular impact in MOPRS 
• Mismatch between demand and capacity and increased outlying of 

patients across specialities leading to mismanagement of patient 
care  
o Eg, Lack of prompt response to call bells, inability to support 

feeding and eating, delayed medication, delays to pressure 
damage avoidance plans, inability to support confused / anxious 
patients and relatives) 

• Flow and bed occupancy have improved but outlying still a 
mechanism for delivering these improvements; risk issues remain 

MOPRS  20 4 5 20 ↔ 

2.  Regulatory impact of breaching 4 hour access standard 
• Trust faces increased regulatory pressure and reputational damage 

as a result of continued failure to meet 4 hour access standard   
• Improvements evident since early April but still below required 

standard 

Trust-
wide 
issue 

20 4 5 20 ↔ 

3.  Mismanagement of patient care (poor patient experience and 
moderate to severe level patient harm) arising from lack of suitably 
qualified and experienced staff 
• Eg, Lack of prompt response to call bells, inability to support feeding 

and eating, delayed medication, delays to pressure damage 
avoidance plans, inability to support confused / anxious patients and 
relatives   

• Recruitment and retention levels good in some areas, but still 
significant pockets of high levels of staff vacancies   

All CSCs  16 4 5 20 ↑ 

4.  Patient harm arising from inadequately maintained equipment 
• Not all equipment is part of the maintenance schedule overseen by 

Clinical Support Services; there may be unknown inadequacies in 
maintenance 

• “Point of Care” testing equipment is generally outside the 
maintenance regime, which could lead to undetected deterioration 

 
 

CSS  20 5 4 20 ↔ 
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Ref Risk Source Previous 
score 

Current score Change 
Impact Like 

lihood 
Risk 

5.  Patient harm arising from lack of timely discharge 
Some medically fit for discharge patients are deteriorating to the point 
that they cannot be discharged while waiting for suitable community 
placements 
• Harm also includes falls, pressure damage     

MOPRS  20 4 4 16 ↓ 

6.  Patient harm arising from delivery of chemotherapy other than via 
Peripherally Inserted Central Catheters (PICC lines) 
The Trust’s capacity to provide a PICC line services has deteriorated 
significantly 
Delivery of chemotherapy other than via a PICC line carries a significant 
risk of extravasation  

Cancer 
Surgery  

16 4 4 16 ↔ 

7.  Patient harm arising from stretched pharmacy services in times of 
significant pressure 
• Pharmacy service capacity has not increased in line with demand 
• pattern of escalation across the hospital and frequent patient moves 

mean that alignment of pharmacists and the patients they need to 
service is compromised 

CSS  16 4 4 16 ↔ 

8.  Patient harm arising from poor medicine management practice 
• Failings in Medicines management practice highlighted by CQC 

during recent inspections 
• Examples include unlocked drug fridges, poorly managed drug 

fridges, lack of safe disposal of unwanted drugs 

Trust wide New 4 4 16 New 

9.  Patient harm arising from unplanned increases in demand / 
mismatch of demand and capacity 
• Eg, flu epidemic leading to reduced staffing and increased demand 

for places in ICU 

CHAT  16 4 4 16 ↔ 

10.  Disruption to clinical services arising from breakdown in 
sterilisation equipment   
• Water processing equipment essential to the provision of sterilisation 

services is beyond its normal age range and may break down   
• Procurement of new equipment is progressing but date for resolution 

not yet clear 
 

CHAT  16 4 4 16 ↔ 
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Ref Risk Source Previous 
score 

Current score Change 
Impact Like 

lihood 
Risk 

11.  Harm to health and wellbeing of staff arising from sustained 
unplanned pressure on services 
• Staff health and well being appear to be suffering as result of recent 

sustained unplanned pressure on services.  Impacts include 
increased musculo-skeletal injuries, staff reporting feelings of 
pressure to stay at / return to work when ill, increased incidence of 
patient / visitor aggression towards staff, stress related mental and 
physical ill-health (NB, data on these areas currently unverified)  

• Performance against access standards improving in many areas due 
to better flow, but pressures on staff remain high   

All CSCs 16 4 4 16 ↔ 

12.  Harm to health of staff arising from injuries associated with using 
clinical equipment (particularly lifting and moving equipment) on 
wards with softer floor coverings 
• Incidence of musculo-skeletal injuries amongst staff has increased 

since change of use of ward F4, meaning increased use of lifting 
equipment not compatible with softer floor coverings (installed to 
reduce harm from falls) 

 

Medicine New 4 4 16 New 

13.  Risk of poor patient experience / mismanagement of patient care 
arising from lack of additional capacity to meet the rising demands 
on the regional renal service 
• patients may need to travel further and possibly have less frequent 

dialysis at other, overcrowded locations as a result of lack of 
additional capacity to meet rising demand for regional renal services 

    

Renal risk 
register 

16 4 4 16 ↔ 

14.  Risk of harm arising from poor identification and/or response to 
patient deterioration (including sepsis) 
• Practice in respect of the identification, escalation and treatment of 

deteriorating patients is inconsistent, leading to risk of moderate and 
severe harm 

• A range of improvement programmes is in place to seek to 
standardise practice to reflect guidance and best practice 

 

Trust wide 
issue 

New 4 4 16 New 
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Ref Risk Source Previous 
score 

Current score Change 
Impact Like 

lihood 
Risk 

15.  Risk of regulatory non-compliance arising from inconsistent 
application of Mental Capacity Act (treatment in patient’s best 
interests) and Deprivation of Liberty Safeguards 
• Inconsistent levels of practical knowledge and application of Mental 

Capacity Act (treatment in patient’s best interests) and Deprivation of 
Liberty Safeguards noted by CQC during inspections in April and 
May 

• Could lead to unlawful detention and/or unlawful treatment of 
vulnerable patients 

• Alternative approaches to education in this area being sought and 
implemented  

Trust wide 
issue 

New 4 4 16 New 

16.  Patient harm arising from inconsistent application of policy on 
non-18 week waiting lists 
• Policy on non-18 week waiting lists applied inconsistently, leading to 

risk that patients will wait longer than planned for follow-ups and 
suffer associated deterioration in their condition 

• Position under investigation to enable more accurate assessment of 
risk 

Multiple 
CSCs 

New 4 4 16 New 
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Risks proposed for removal from Corporate Risk Register Source Previous 
score 

Reason for removal from 
corporate risk register 

17.  Risk of significant interruption to provision of regional renal 
services arising from failure of Renal software system Proton 

• Server is no longer supported by provider 
• Replacement is approved but date not yet agreed  

Renal 
Risk 
Register 

16 Risk score now below 16 (12) – 
replacement of Proton agreed and 
imminent 

18.  Patient harm arising from sudden termination of cardiac MRI 
capacity at Southampton 
• Southampton previously providing 25 MRI slots per month. 
• Service suspended for March and April at short notice 
• Diagnostic delays likely to compromise patient safety    

Medicine 
Risk 
Register  

16 Risk score now below 16 (8) - 
Service at Southampton to be 
restored from July; St Thomas’ 
providing service in the interim.  
Patient harm reduced although 
patient experience acknowledged as 
sub-par until Southampton service 
available again.  

19.  Disruption to therapeutic and diagnostic services arising from use 
of key service delivery areas for escalation beds  
• Patients may suffer harm as a result of delays to key therapeutic and 

diagnostic procedures  

Medicine 
Risk 
Register 

16 Risk score now below 16 (12) - 
escalation area use now 
considerably reduced and backlog 
of key diagnostic and therapeutic 
procedures clearing 

20.  Risk of poor patient experience / mismanagement of patient care 
arising from failure to secure a contractor to provide off-site 
dialysis services 
• Contract for provision of off-site renal dialysis comes to an end 

towards the end of 2018; necessary first steps to expose the 
contract to competition and secure a provider have not yet been 
taken 

• If a provider is not secured, patients may need to travel further and 
possibly have less frequent dialysis at other, overcrowded locations    

  

Renal risk 
register 

16 Risk score now below 16 (8) – 
procurement process now underway 
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Committee: Quality & Performance Committee  

 
Date of Meeting: 10.05.18 

 
Chair: Jon Watson 

 
Executive Lead: Lois Howell, Director of Integrated Governance 

  
Appendix 1: Agenda 
 
Please see attached agenda for details of the matters considered at the meeting. 

 
Agenda 
item Items of particular note: 

2 Dementia screening performance is below standard at 73%; a review of documentation and 
record keeping is planned to ensure activity is correctly recorded.  

2 Welcome improvements in the Urgent Care Pathway noted, congratulations passed to all those 
who were involved.  Embedding of the associated changes to practice now required, along with 
continued pressure required on 4 hour trolley waits to sustain improvement. 

2 Achievement of all eight cancer standards in April noted and congratulations sent to the 
relevant teams.  

3 Medical Safety Steering Group will now report to the Quality & Performance Committee on 
risks and actions to improve medicines management performance 

6 The Committee noted the Maternity Safety Strategy but sought further assurance re: delivery 
from the strategy lead at a future meeting  

8 The Quality Review had been an excellent exercise, but must be linked to the Quality 
Improvement Plan 

9 The Committee sought a single report for future meetings on the National and Local CQUINs 
and their impact on quality 

10 The Committee noted the importance of updating Risk Registers in a timely manner.  

 
Agenda 
item Items for escalation to the Trust Board: 

2 The Committee discussed the timing of its meetings and the need to ensure that the 
Committee is in a position to provide assurance to the Board on current data. Director of 
Integrated Governance to action.                                              

 
Agenda 
item Recommendations: 

11 That the Board approves the Quality Account 2018/19, once amended in accordance with 
discussions at the Committee 
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QUALITY AND PERFORMANCE COMMITTEE 

Date: Thursday 10 May 2018 
Time: 14:00-15:00 16:00-17:00 
Venue: Executive Meeting Room, Trust HQ F Level 

Agenda item Time Presented by Enc. 

 Welcome 14.00 Chair  
 Apologies: Claire Goodall, Alison Tong, Sarah Balchin, Mark Power, Paul 
Sadler, Inga Kennedy (NED) 
 

 Chair 
 

1.  Minutes of last meeting 12 April 2018    
(i) Accuracy of the minutes 14.00 Chair  
(ii) Matters arising from the minutes 14.05 Chair  
    

2.  Integrated Performance Report (Month 12) 14.10 P Emerit  
    

3.  Medication Safety Steering Group - Terms of Reference  14.20 L Groves  
    

4.  Quality Improvement Plan 14.30 T Murphy  
    

5.  CSC Risk Registers/QIP    
(i) Medicine  14.35 N Martin  
(ii) MOPRS 14.45 L Field  
(iii) Women and Children 14.55 S Hackett  
    

6.  Maternity Safety Strategy actions in support of application for refund of 
the Trust’s maternity incentive contribution paid to the clinical negligence 
scheme for Trusts 2018/19 

16.05 S Hackett 
To 

follow 

    
7.  Patient Safety Quarterly Report – Jan-Mar 2017/18 16.15 C Mitchell  

    
8.  PHT Quality Review 16.25 A Fitzsimons  

    
9.  CQUIN – discussion re: reporting arrangements 16.30 L Howell - 

    
10.  Draft Risk Management Strategy 16.35 L Howell - 

    
11.  Quality Accounts 16.40 T Murphy  

    
12.  Feedback  from the meeting to the Trust Board 16.45 Chair - 

    
13.  Additions to Board Assurance Framework and Risk Register 

The Committee is asked to consider whether, in light of matters discussed at 
the meeting, any further additions should be made to the BAF and/or RR 

16.50 Chair - 

    
14.   Any other business 16.55 All - 

    
15.  Date of next meeting:   

Thursday 14 June 2018, 09.00 – 11.30, E Level Boardroom 
- - - 

Page 229 of 256



 

Page 230 of 256



 
DATE OF 
MEETING 
currently 

DATE OF 
MEETING 
proposed 

TIME OF 
MEETING 

PAPERS 
CIRCULATED TO 
THE COMMITTEE 

VENUE OF MEETING 

 
14 June 

 

 
Monday 25 June 

 
1.30 - 4.00 

 
18 June 

 
E Level Boardroom, Education Centre 

 
12 July 

 
Monday 30 July 

 

 
1.00 – 3.30 

 
23 July 

 
E Level Boardroom, Education Centre 

 
9 August 

 
Thursday 30 August 

 

 
9.30 – 12.00 

 
23 August 

 
E Level Boardroom, Education Centre 

 
13 September 

 

 
Friday 28 September 

 

 
9.30 – 12.00 

 
21 September 

 
THQ Meeting Room 

 
11 October 

 
Monday 29 October 

 

 
1.30 – 4.00 

 
22 October 

 
THQ Meeting Room 

 
8 November 

 
Monday 26 November 

 

 
1.30 – 4.00 

 
19 November 

 
THQ Meeting Room 

 
13 December 

 
Monday 31 December 

 

 
1.00 – 3.30 

 
24 December 

 
E Level Boardroom, Education Centre 
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TRUST BOARD PUBLIC – JUNE 2018               Agenda Item Number: 103.18 

       Enclosure Number:14 

Subject:  Learning and Development Department Annual Report 2017/18 

Prepared and Sponsored by: Mark Power - Interim Director of Workforce and OD 

Main Contributors: Debbie Knight - Head of Nursing and Midwifery Education 

Lynn Hansell - Learning and Development Business Manager 

Purpose of paper For information and noting. 

Key points for Trust Board 
members 
 

 The Learning and Development Department (LDD) fulfils an important 
role in supporting the education, training and development of the 
Trust’s multi-disciplinary and multi-professional workforce. 

 Annual funding is received from Health Education England (HEE), the 
application of which is governed by the Learning and Development 
Agreement between HEE Wessex and PHT. 

 The provision and quality of the Trust’s education, training and 
development activities is scrutinised and reported on by a number of 
national bodies, and assessment and satisfaction ratings are high. 

 The LDD works closely with local education providers and other partner 
organisations.  

 Income is generated by the Trust’s Simulation Centre programmes and 
ALERT courses, which are highly regarded nationally and 
internationally. 

 Challenges exist in meeting the mandated target for apprenticeship 
placements, maintaining target compliance in Essential Skills Training, 
and sustaining Continuous Professional Development offerings for a 
large section of the workforce. 
   

Options and decisions 
required 

 No decisions are required. 

Next steps / future actions: The Trust Board will continue to receive routine reports 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

The proposed interventions are consistent with the Trust’s commitment to 
promoting equality, diversity and inclusion within the workplace.    

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Considered unlikely to attract external attention.  

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance Framework/ Risk 
Register 

Organisational Priorities The provision of high quality education, training and development. 

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference Well-led 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Future Workforce and Organisational Development Committee 29 June 2018 
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LEARNING AND DEVELOPMENT DEPARTMENT 

ANNUAL REPORT 2017/18 
 

Providing excellent education, training and development to support the current  
and future workforce in delivering the best patient care 

 
1. Purpose 
 
1.1 The purpose of this report is to highlight the activities and achievements associated with 
Portsmouth Hospitals NHS Trust’s (PHT’s) Learning and Development Department (LDD) during 
2017/18 and to outline the opportunities and challenges for the future.   
 
2. Background 
 
2.1 The Trust’s LDD facilitates education, training, learning opportunities and placements for all 
grades and professions within the organisation. The Department comprises of multi-professional 
teams which are responsible to the Head of Education for providing the following activities and 
services: 
 
 Resuscitation Training; 
 ALERT (Acute Life Threatening Events); 
 Simulation, which includes TEAMS (Training Education and Assessment by Medical Simulation) 

and VIMARS (Victory Institute of Minimal Access and Robotic Surgery); 
 Library and eLearning Services; 
 Corporate Education; 
 Postgraduate and Undergraduate Medical and Dental Education; and 
 Administrative support. 
 
2.2 In addition to supporting staff and students, the LDD also leads on Trust-wide projects, such 
as ‘Time to Act’ (see below), and works closely with the Workforce Planning team to develop and 
support new roles as they are introduced. 
 
3. Education and Training Funding   
 
3.1 In the main, the LDD is funded via Health Education England (HEE), which is Non-
Departmental Public Body responsible for supporting the delivery of excellent healthcare and health 
improvement by ensuring that the multi-disciplinary NHS workforce is effectively resourced, 
appropriately skilled and continuously developed.  The Trust has a contract with HEE Wessex, 
referred to as the Learning and Development Agreement (LDA). The LDA details the Trust’s 
responsibilities towards education and training provision and placements in return for its allocated 
annual funding, which for 2017/18 was £16.7m.   
 
3.2 In addition to LDA funding, in 2017/18 the LDD received an internal budget allocation of 
£218k. Predominantly, this was used to pay for the Trust’s Resuscitation team, simulation training, 
specific elements of nurse education, and the Department’s general running costs.  
 
3.3 The annual HEE funding allocation is used in support of undergraduate and postgraduate 
medical education; non-medical student placements, salary support and tuition; and non-medical 
staff in agenda for change pay bands 1 to 9.  Table 1, overleaf, details the proportions (tariffs) of the 
annual allocation assigned to each of these areas for the previous two financial years. 
 
3.4 For 2017/18, on a per capita basis the tariff value of a single placement for postgraduate 
medical education was c.£33k; for undergraduate medical education c.£12k; and for non-medical 
education c.£3k.  A placement that attracts a tariff payment must meet each of the following criteria: 
  
 be a recognised part of the education/training curriculum for the course and approved by the 

higher education institute and the relevant regulatory body, as appropriate;  
 meet the quality standards of the regulator and the commissioner;  
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 be quality assured in line with the commissioner’s agreed processes;  
 be direct clinical training (including time for clinical exams and study leave) with an agreed 

programme being a minimum of one week;  
 have the appropriate clinical and mentoring support as defined by the relevant regulatory body; 

and  
 is not workplace shadowing. 
 
Table 1:  HEE Annual Funding Allocation 
 

 
 
Postgraduate Medical (and Dental) Education 
 
3.5 The postgraduate medical education tariff accounts for the largest proportion of the annual 
funding allocation, and in 2017/18 the Trust received £11.7m to cover 50% of the salaries and 
placement fees to support doctors in training. Placement fees fund the infrastructure required to 
support doctors in training, such as the Postgraduate Department; study leave; relocation expenses; 
the foundation programme core curriculum; and educational supervision. Also included in the tariff 
are ‘backfill’ costs for medical staff who have education roles within the Wessex Deanery, such as 
the Head of School, or Programme Director. 
 
Undergraduate Medical Education 
 
3.6 This funding stream is provided to support the provision of placements associated with 
undergraduate medical students, and in 2017/18 totalled £1.9m.  This income recognises the costs 
incurred by Trust departments in teaching, supervising and supporting medical students whilst on 
placement.  This support includes the provision of student accommodation; library facilities; the 
medical student mess; and teaching space, as prescribed by the LDA.  
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Non-Medical Student Education 
 
3.7 This particular tariff was introduced in 2013/14 to support non-medical student placements 
within the Trust.  An allocation of £730k in 2017/18 was used to fund the LDD infrastructure, thereby 
enabling the Department and its staff to ensure it was able to deliver high quality services and 
further enhance the overall student experience. 
 
Salary Support 
 
3.8 This funding stream contributes towards the salaries of staff who are undertaking training to 
enable them to move into registered roles.  In 2017/18, the HEE contribution was £1.7m.  The value 
of this income is currently being reduced to cover only pharmacy technicians, pharmacists and 
healthcare science roles and HEE’s expectation is that, in future, organisations will develop other 
staff through the new apprenticeship standards.  This change will impact most significantly on the 
development of Healthcare Support Workers who wish to become Registered Nurses. 
 
Widening Participation 
 
3.9 In support of staff in pay bands 1 to 4, the Trust received ‘widening participation’ funding to the 
value of £52k, which represented a reduction on previous years’ allocations as a consequence of 
the introduction of the national Apprenticeship Levy.  This particular allocation was used in response 
to locally identified education and development needs by, for example, providing medical 
terminology, minute taking, customer care and counselling training; delivering the Trust’s 
Administrator Development Programme; funding clinical coding exams; and supporting staff to 
embark upon foundation degree programmes in order to progress into pre-registration training.   
 
Additional ‘Ad Hoc’ Funding  
 
3.10  HEE provides additional support for specific training and development initiatives and 
requirements, as they arise.  Examples of supported additional activities in 2017/18 include salary 
provision for Quality Improvement Fellows; the upgrading of the Trust’s simulation training facility, 
and the development of a training programme for the Chief Registrar role. 
 
4. LDA Governance and Quality Assurance 
 
4.1 The annual HEE funding received by the Trust is contingent upon fulfilling the requirements of 
the LDA.  The Agreement emphasises the need to ensure that education funding is used to provide 
students and trainees with excellent learning opportunities which in turn have a positive impact on 
patient care.  The Agreement permits HEE to seek the return of any funding that is not appropriately 
utilised in the support of students and trainees, as determined by the provisions of the LDA.  
Performance of the LDA is monitored through regular reporting to HEE Wessex and an annual LDA 
review undertaken by HEE Wessex leads. 
  
4.2 The Trust is also obliged to submit biannual self-assessments which are compared with 
information collated from other sources, including: the Care Quality Commission (CQC); the General 
Medical Council (GMC) annual Survey; reports from local Higher Education Institutions (HEIs); the 
annual NHS Staff Survey; Friends and Family Test results; the NHS Choices Safety Indicator; and 
routine Deanery-sponsored inspection visits. This multi-source assessment aims to provide 
assurance, or otherwise, that students and trainees are being placed in an environment which is 
able to consistently provide a high-quality education and learning experience. 
 
Non-Medical Students and Trainees 
 
4.3 PHT facilitates a significant number of quality practice placements for non-medical learners.  
In 2017/18 a total of 8,013 placement weeks were completed, which represents an increase of 
1,805 on the previous year.  Support is provided to learners on nursing and midwifery pre-
registration programmes, including the Portsmouth University Bachelor of Nursing undergraduate 
course, which commenced in January 2017.  In addition, the Trust provides placements for 
individuals undertaking Allied Health Professional (AHP) development programmes covering: 
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healthcare sciences; dietetics; radiography; operating department practice; paramedic training; 
dental therapy/nursing; pharmacy; occupational therapy; physiotherapy; and speech and language 
therapy.   
 
4.4 All learners are encouraged to participate in periodic facilitated group feedback sessions, 
which aim to ensure that the student voice is heard and any issues of concern are addressed in a 
timely manner.   Table 2, below, demonstrates the overwhelmingly high satisfaction expressed by 
non-medical students and trainees (128 in total) in their experience of PHT as an education 
provider, as assessed by HEE.     
 
Doctors in Training 
 
4.5 In 2017/18, the trust employed 427 doctors in training (i.e. postgraduate), most of whom were 
participants in the Wessex Deanery sponsored rotational training programmes.  However, 50 
individuals are associated with non-Deanery training programmes at foundation and core level, co-
sponsored by PHT and Southampton University Hospital NHS Foundation Trust.  These doctors are 
supported locally in a similar way to their Deanery counterparts, with respect to access to teaching 
and training provision, and have a dedicated programme lead.  Table 3, overleaf, summarises the 
annual quality ratings achieved by PHT in December 2017, for postgraduate medical education, as 
assessed by HEE.  A total of 55 of the 69 postgraduate medical training programmes provided at 
PHT met all the national standards, but eight were rated as either requiring ‘improvement’ or 
‘significant improvement’.  The particular areas of concern are considered later in the report. 
 
Table 2:  Education Provider Satisfaction Ratings 
 

  
 
4.6 The annual GMC Survey is an important source of information in assessing the quality of 
education and training provision for doctors in training.  Key highlights arising from the 2017 Survey 
feedback relating to PHT are summarised as follows: 
 
 the department of Dermatology received special mention as being an exemplar department, 

nationally; 
 other highly rated placements included Anaesthetics, Intensive Care Medicine, and GP 

Paediatrics; 
 the workload in Emergency Medicine was cited as being problematic, with respect to its impact 

on overall placement experience; and  
 other areas of concern included Renal Medicine; General Internal Medicine; the Acute Medical 

Unit; Cardiology; and Trauma and Orthopaedics (see below). 
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An important responsibility of the Trust’s Director of Medical Education (DME) is to ensure 
appropriate action is undertaken in response to any concerns raised via the GMC Survey (or any 
other means).Typically, this action includes face-to-face meetings with trainees and their 
educational supervisors, reorganisation of trainee rotas and redesign of working patterns. 
 
Table 3:    Education Quality Ratings for Postgraduate Medical Education 
 

 
 
Deanery Inspection Visits 
 
4.7 A function of HEE, the Wessex Deanery (HEEW) is responsible for the management of 
training programmes for trainee doctors.  The Deanery undertakes routine inspection visits of all 
provider organisations, either planned or in response to concerns reported via the GMC Survey, 
CQC reports, or by individuals. The inspection visits involve discussions with trainees and their 
educational and clinical supervisors, as well as the DME, Medical Director and Chief Executive.  
Within the last six months, PHT has hosted two HEEW-sponsored inspection visits, the first from the 
Deanery’s School of Surgery in December 2017, and the second from the Defence Deanery in 
March 2018.  Many examples of good practice were highlighted by these visits and, of note, 
representatives of the Military Deanery were highly complimentary of the standard of teaching and 
training in several departments including Cardiology; Emergency Medicine; Critical Care; Medicine 
for Older People; Rehabilitation and Stroke; and Respiratory, and also praised the Trust’s induction 
process.  However, a number of concerns were raised in relation to the following areas: 

 
 Ear Nose and Throat (ENT) Department  

 
4.7.1 Potential patient safety issues regarding the follow-up of patients within the 
ophthalmology department.  Multiple rebooking, with subsequent delays in follow-up had led to 
adverse outcomes. These specific cases had been identified through the usual Trust 
governance mechanisms and are being appropriately responded to. 
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 Trauma and Orthopaedics (T&O) Department 
 
4.7.2 A trainee safety issue concerning alleged bullying and undermining behaviours between 
T&O trainees and Emergency Department staff, combined with reports of excessive workload 
from the T&O trainee when on call.   
 
4.7.3 A lack of elective experience due to the suspension of in-patient elective work.  This 
resulted in the deployment of trainees elsewhere within the region to enable them to achieve the 
requirements of their curriculum. This was an exceptional arrangement, supported by the 
Postgraduate Dean and the subsequent reinstatement of elective work at PHT has enabled the 
trainees to return to their Trust rotations. 
 
4.7.4 The action plan from both T&O and ED included provision for regular meetings between 
senior staff to explore and discuss potential areas of confusion and conflict. There was 
clarification for staff in both departments about the agreed pathways for patient management. 
 
4.7.5 The appointment of a band 7 trauma co-ordinator has helped to relieve the workload of 
the on-call team.  Plans for the potential recruitment of additional middle grade doctors for T&O 
aim to facilitate staffing of the middle grade rota at weekends to reflect that of a working week.   
 

 Datix Reporting  
 
4.7.6   Some trainees considered that the completion of Datix reports was not their 
responsibility.  The importance of Datix reporting is highlighted to all trainees at their induction 
and this responsibility is being reinforced.  Where a reportable event involves a trainee, it is 
highlighted to the DME, who will provide appropriate support and advice. 
 

 Working Hours Exception Reporting 
 
4.7.7 Whilst a number of trainees expressed a general disengagement with reporting excessive 
working hours (partly because they often choose to work beyond their rota) PHT encourages 
reporting via the Guardian of Safe Working Hours and is committed to addressing any issues 
that are appropriately raised. 
 

 Emergency Medicine  
 
4.7.8 During the December 2017 inspection visit, concerns relating to patient safety were 
voiced by some trainees. The Trust acknowledged the unprecedented demand on the 
Emergency Department around the time of the visit, and has since implemented a range of 
changes and initiatives that have greatly improved the situation.  Further improvements are 
planned for implementation prior to the onset of the 2018/19 Winter period and these should 
have a positive impact on trainees’ experience.    

 
5. Essential Skills Training 
 
5.1 Within PHT, training that is designated as being either Statutory (i.e. determined by national 
legislation and/or regulation) or Mandatory (i.e. determined locally) is referred to as Essential Skills 
Training.  The LDD has overall responsibility for the commissioning and regular delivery of all 
elements of Essential Skills Training.  A Training compliance matrix specifies which training must be 
completed by each member of staff, dependent upon their particular role, together with the required 
periodicity of that training.  The matrix is visible on an individual’s learning page in the Electronic 
Staff Record (ESR).   
 
5.2 The Trust’s locally-determined compliance target (i.e. the percentage of staff who are in date 
for all elements of their Training at any given time) is 85% and performance against that target is 
reported monthly, via the Integrated Performance Report.  Overall outturn performance for 2017/18 
was 90%, but for those elements requiring ‘face to face’ only 74% was achieved.  A summary of the 
Essential Skills Training elements (or competencies) delivered via the LDD is provided at Appendix 
1. 
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5.3 In April 2017, the fifth edition of the successful ‘Essential Skills Booklet’ was published. The 
Booklet is popular amongst staff, as it covers those Training elements that do not require face to 
face input and facilitates the completion of electronic assessments and recording via ESR.  In order 
to increase compliance rates associated with elements requiring classroom/face to face attendance, 
the LDD team is enhancing and expanding its ‘drop in’ facility to assist those staff who find difficulty 
in leaving their work areas for extended periods.  Furthermore, for staff who are new to PHT, a 
‘passporting’ scheme has been developed for implementation in June 2018.  This scheme will 
eliminate unnecessary duplication of Training for staff when they transfer between NHS 
organisations. 
 
6. Modern Apprenticeships 
 
The Apprenticeship Levy 

 
6.1 In April 2017, the Government introduced a new system for modern apprenticeship training in 
England.  The cost of apprenticeship placements is met by imposing an annual 0.5% pay bill levy for 
all organisations whose employee costs exceed £3m.  Concurrently, revised rules were applied 
governing apprenticeships, which served to increase the regulation of apprenticeship providers and 
implement stricter guidelines for employers. With respect to the NHS, the aim of the new 
apprenticeship standards is to provide a pathway of training and development progression from 
entry level through to Masters degree level, for new and existing staff across all non-medical 
professions.    
 
6.2 The levy is paid in monthly instalments and organisations have two years in which to spend 
any funds drawn down to support apprenticeship programmes.  In 2017/18, the Trust paid £1.2m 
against the apprenticeship levy and accessed £70k from the national levy fund to support 104 new 
apprentices (see Table 4, below). The majority (i.e. 62%) of these apprenticeships were associated 
with administration and clerical, rather than technical, roles.  All public sector organisations have a 
target to recruit, annually, an apprenticeship cohort which totals 2.3% of their overall workforce:  For 
PHT this represents 160 new apprentices each year.  Despite missing its first year target, 
benchmarking with local NHS organisations demonstrates that PHT is one of the more successful 
trusts in Hampshire and the Isle of Wight. 
 
6.3 The LDD team is taking a proactive approach in promoting and encouraging the use of 
apprentices within both clinical and non-clinical departments.  Interest in the opportunities presented 
by apprenticeship training and deployment as part of local workforce planning is increasing and 
being supported by the establishment of an Apprenticeship Steering Group, and the implementation 
of an Apprenticeship Policy.  Members of the LDD undertake regular visits to both managers and 
apprentices in order to raise awareness and locally problem-solve, when necessary.  The team is 
also working with local universities to develop programmes around the apprenticeship standards 
framework, including the Degree Nursing Apprenticeship. 
 
Table 4:  PHT Apprenticeship Starts versus Public Sector Target - 2017/18 
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Vocational Centre 
 
6.4 PHT has established a ‘Vocational Centre’, through which the LDD is working in partnership 
with other apprenticeship providers to deliver a range of qualifications for healthcare scientists and 
AHPs.  The Centre’s purpose is to help the Trust grow its scientific workforce of the future.  By 
working in partnership to deliver components of the apprenticeship programmes, it is also able to 
generate income which supports its key activities.   All training is quality assured by external 
inspections and three such inspections were conducted in 2017/18 - all were extremely positive and 
the Vocational Centre was afforded a ‘low risk’ status.   
 
6.5 In 2017/18, ten newly appointed apprentices completed a Level 2 in Healthcare Science, nine 
of whom then secured permanent posts in PHT.  Within the Pathology Department, five members of 
staff attained the Level 2 Award in Laboratory Science and twelve completed the Level 3 Award in 
Pathology Support (with a further seventeen working towards).  The Vocational Centre also 
supported staff from Southampton, the Isle of Wight and Salisbury to achieve the Level 3 
qualification.  In the Pharmacy Department, seven apprenticeships were completed, three at Level 2 
and four at Level 3, and a further six apprentices were recruited for the current year.  
 
6.6 In order to further support the adoption and delivery of apprenticeship training, six members of 
staff successfully completed training to become apprenticeship assessors, whilst a further ten are 
studying for a BTEC in Education and Training to enable them to support learners in the workplace.  
Appendix 2 profiles a number of ‘staff stories’ which illustrate the benefits of apprenticeship 
opportunities, both for the organisation and for individuals.   
 
7. Local Assessment and Assurance 
 
7.1 The LDD actively seeks assurance on the quality and effectiveness of the training that it 
delivers to PHT staff.  All training interventions are subject to ‘on the day’ and post-event evaluation.  
For well-established programmes, assessment is undertaken on a sample basis to reduce the 
number of evaluations that staff and managers are asked to complete. 
 
7.2 The evaluation framework applied by the LDD assists in demonstrating the impact of training 
using the ‘Performance Pound Methodology™’ (PPM). This enables the LDD to measure the impact 
of the education and training it provides and to make a broad assessment of the value of an 
intervention, with respect to return on investment.  PPM is also applied in monitoring the effect of 
changes made to training interventions, over time.  The Methodology uses survey questions 
designed to gain honest answers from the respondent, focusing not on what they know but on what 
they do.  These questions are predominantly frequency based in that the respondent selects one of 
four choices (e.g. never/sometimes/usually/always).  Each of these answers is attributed a score 
which is weighted according to the importance of the question and the weighted scores are grouped 
under specific categories, thereby allowing the information gathered to be presented and interpreted 
quickly and easily.  Category scores indicate a ‘return on investment’ as the number of pence in the 
pound - for example, a category score of 88 indicates a return on investment of 88 pence in the 
pound for that category.   
 
7.3 Data relating to staff participation in education and training interventions, and their 
evaluations, are published on the LDD Intranet pages.  Also included on the Intranet is the 
Education Dashboard, which is updated on a quarterly basis.  The Dashboard provides each 
Clinical Service Centre and Corporate Department with an overview of how well they are supporting 
the education and training of their respective staff and students, and the associated data relates to 
Essential Skills Training, and participation in learning and development and mentorship 
programmes.   
 
8. National Endorsement of Local Standards 
 
8.1 Following a rigorous assessment process, including on-site visits, interviews and reviews of 
documentary evidence, the Trust successfully renewed its Skills for Health Quality Mark 
endorsement.  This reflected the LDD’s ability to meet a range of demanding standards across four 
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domains, namely: ethics and values; health sector engagement and awareness; learning 
excellence; and effectiveness of quality assurance arrangements.  The Quality Mark is awarded to 
an organisation for all of their programmes and focuses on the key factors that underpin high-quality 
teaching, learning and assessment (but doesn’t endorse the subject matter and content of 
programmes. 
 
8.2 Feedback from the assessment process was extremely positive and the Skills for Health team 
confirmed that: “Learners were very complimentary about the standards of teaching that they 
received, with 97% of teaching classed as good to outstanding, with excellent resourcing, and 
knowledgeable and practical teaching. They enjoyed the training they were receiving and felt they 
were well supported by trainers or managers.” 
 
9. Future Workforce 
 
9.1 In addition to providing an educational and learning infrastructure to underpin the development 
of the Trust’s existing multi-professional workforce, a key consideration for the LDD is to support 
new and emerging healthcare roles.  These roles reflect both the changing nature of healthcare 
provision and the need to respond to sustained national shortages in a number of staff groups.  The 
creation of new roles that perhaps require individuals to work across traditional professional and 
physical ‘boundaries’ are becoming increasingly attractive to new entrants, whilst also offering 
development opportunities and enhanced career progression for existing members of staff.  
Examples of such roles include Advanced Care Practitioners, Nursing Associates, and Physician 
Associates, which are being actively supported in PHT in response to the need to address 
persistent gaps in some medical and nursing rotas.  These particular roles are outlined below: 
 
 Advanced Care Practitioners 
 

9.1.1 The Trust receives support from NHS Improvement and HEE to develop Advanced Care 
Practitioners (ACPs) in the urgent care pathway.  This role spans the activities undertaken in the 
Emergency Department; Ambulatory Medicine; and the Surgical Assessment Unit, and the work 
of the Frailty Intervention Team.  PHT supports the development of ACPs through a Masters 
Degree education pathway, in partnership with the Universities of Southampton and 
Bournemouth.  These Universities are piloting an approach to enable experienced members of 
staff, at PHT and elsewhere, who need an academic qualification in order to meet the 
requirements of the national Multi-professional Advanced Practice Framework.  The Trust is also 
involving AHPs, including Physiotherapists and Pharmacists, in advanced practice development 
and will again be partnering with the University of Portsmouth as it develops its postgraduate 
education provision.  Interest in ACP roles is increasing across the Trust, in areas including 
Cardiology, Renal, and Orthopaedics, and an Advanced Practice Steering Group has been 
established to ensure an appropriate governance framework is maintained with respect to these 
new roles. 

 
 Nursing Associates 

 
9.1.2 This new role is being introduced across health and social care settings in England.  
Following the Shape of Caring review in 2015, a gap in care provision was identified between 
the roles of Health Care Assistants and Registered Nurses.  In response, the DH created the 
Nursing Associate role to be both an important role in its own right, and to act as a ‘bridge’ for 
those who wish to progress in their careers to become a Registered Nurse.  PHT is a participant 
in a national pilot scheme, which commenced in January 2017, with nine individuals joining a 
regional cohort.  These members of staff will qualify as Nursing Associates, with a Foundation 
Degree, in March 2019 and thereafter will be regulated by the Nursing and Midwifery Council.   
A further sixteen individuals recently started the same programme, which is now also offered as 
an apprenticeship. 

 
 Physician Associates 

 
9.1.3 In September 2019, the University of Portsmouth is launching a two-year Masters level 
Physician Associate Programme.   
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The Trust is working with the University to develop the curriculum and facilitate clinically 
supervised student placements within the Hospital.  Physician Associates work at a similar level 
to Foundation Year 1 doctors, but are currently not licensed to prescribe. However, it is 
anticipated that the role will soon become formally regulated via the Royal College of 
Physicians, thereby enabling Associates to train in limited prescribing.  A Physician Associate 
has been appointed to the Cardiology Department and it is intended to expand the adoption of 
the role in many other areas of the Trust. 
 

10. Library and eLearning Service 
 
10.1  The Library and eLearning Service fulfils a key role in supporting efficient and effective 
Hospital operations by providing information and knowledge services to healthcare staff throughout 
the Trust.  The Service offers a wide range of e-resources that can be accessed from work or home 
and anywhere that individuals have Internet access. From the Service’s web pages staff are able to 
access journals, databases, e-books and smartphone resources.  2017/18 saw the Service relocate 
to the QuAD centre, from where it continues to provide 24/7 access to all of its facilities.   
 
10.2  During the course of the year, targeted awareness bulletins were produced for staff in 
Paediatrics; NICU; Haematology and Oncology; Obstetrics and Gynaecology; and Emergency 
Medicine and HEE has funded a one-year subscription for the ‘Knowledge Share System’, which will 
further enhance the current local awareness service. Knowledge Share provides focused updates 
on high-level clinical evidence, local evidence, and health management. Also, new eLearning 
interventions were developed and implemented, most notably to facilitate access to essential 
information and training relating to anaphylaxis; neonatal arterial blood sampling; smoking cessation 
and alcohol awareness. Furthermore, the Library Services team contributed to the further 
development and improvement of Essential Skills Training eLearning provision and the Trust 
Induction programme.  The team’s loanable iPads and laptops have proven to be extremely popular 
with individuals for trialling ‘apps’ and new ways of working, ‘upskilling’ clinical staff to use mobile 
devices, and accessing training. 
 
11. Other Notable Developments 
 
Simulation Training 

 
11.1  The TEAMS Simulation Centre continued to provide regular simulation training, with over 
1,000 staff from PHT and the Wessex region attending courses at its facility.  In addition, the Trust’s 
simulation educators have continued to create opportunities for simulation to move into the clinical 
environment, which has benefitted many clinical teams across a range of disciplines.  Simulation 
educators also liaised with governance leads, nurse specialists, practice educators and ward 
managers to assess safety learning from incident reports for inclusion in simulation scenarios.  To 
date, over 400 staff have attended in situ simulation training and this continues to be an important 
focus for the Centre. 
 
11.2  TEAMS was awarded HEE funding to provide a ‘Train the Trainer’ programme in recognising 
and assessing medical problems in the psychiatric setting.  In 2017/18 a total of 30 staff from 
Southern Health, Dorset Healthcare, Berkshire Healthcare NHS Foundation Trust, Solent NHS Trust 
and Isle of Wight NHS Trust completed the programme.  Further HEE funding was obtained to 
support the replacement of Audio Visual equipment within the Centre, which will be installed later 
this year.  

 
11.3  The Simulation Centre’s work and achievements were presented at the Patient Safety 
Conference in February 2018 and at the Royal College of Nursing Education Conference in March. 
 
ALERT (Acute Life Threatening Events) 
 
11.4 The LDD manages the ALERTTM Headquarters which oversees a suite of courses that teach 
clinical staff the knowledge and skills to recognise, escalate and manage deteriorating patients, both 
in primary and secondary care settings.  The ALERTTM Course was developed at PHT in 1999 and 
is ideal for registered healthcare professionals.  In 2017/18, 300 PHT members of staff attended 
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internally provided courses. Other healthcare providers, both nationally and internationally, 
purchase licenses and training materials from the Trust to enable them to deliver the Course to their 
own staff.  This provides a source of income generation for the Trust (£188k in 2017/18, with income 
over expenditure of £19k).  Currently, the Trust has 63 UK-based customers and 22 International 
customers in New Zealand, Australia, the US and elsewhere.  The principal ALERTTM Course has 
been further developed to include an Obstetric ALERTTM programme and there are plans to launch 
a Paediatric ALERT™ programme in 2018/19. 
 
11.5 Initially developed for staff occupying unregistered clinical roles in secondary care, the 
BEACHTM (Bedside Emergency Assessment Course for Healthcare Staff) programme is now being 
provided for staff in the primary care setting (i.e. care homes and GP surgeries).  Again, the Trust’s 
national and international customer base is growing and this and the BEACHTM offering is income-
generating.  
 
Time to Act 
 
11.6 ‘Time to Act’ is a PHT initiated project, the purpose of which is to develop a Quality 
Improvement intervention. Supported by the Wessex Patient Safety Collaborative, this initiative is 
using the Institute of Healthcare Improvement’s ‘Breakthrough Series’ and ‘Scale Up’ methodologies 
to improve the recognition and response to the physically deteriorating patient.  Time to Act is being 
led by the Trust’s Resuscitation Manager, in partnership with an ICU Consultant colleague, who is 
supported by members of the LDD team.  
 
12.   2018/19 - Identified Challenges 
 
12.1 Whilst the LDD continues to support the PHT workforce through its development, promotion 
and delivery of core and additional education and training programmes and interventions, it is also 
presented with a number of challenges that are impacting in the current financial year.  These are 
summarised as follows:     
 
Care Certificate 
 
12.2  Developed jointly by Skills for Care, Health Education England and Skills for Health, the Care 
Certificate is an agreed set of standards that sets out the knowledge, skills and behaviours expected 
of specific job roles in the health and social care sectors.  The qualification comprises 15 minimum 
standards, which all newly appointed non-registered staff who have direct contact with patients are 
expected to complete within three months. Each standard is underpinned by full learning 
outcomes and assessment criteria, but the approach used to deliver the learning required to meet 
the outcomes of the Care Certificate Framework and ensuring that there is a record of the 
assessment decisions that is auditable is locally determined.  During the time in which individuals 
are working towards attainment of the standards, they must remain under direct supervision.  
 
12.3  Consistent with many larger employing organisations, PHT experiences difficulty in complying 
with the three-month completion timeframe and most members of staff for whom the standards 
apply do not complete until their sixth month of employment.  The LDD team monitors the progress 
of all newly appointed non-registered staff and provides compliance data via the monthly Integrated 
Performance Report and to the Professional Forum. The LDD also works closely with line managers 
to provide advice and support. The introduction of the Care Certificate is recognised as a positive 
initiative which is in the best interests of both patients and staff.  However, the challenges 
associated with its timely completion will remain challenging.   
 
Funding for Continuing Professional Development 
 
12.4 Historically, the Trust has received annual funding from HEE to support Continuing 
Professional Development (CPD) for staff occupying roles in pay bands 5 to 9.  In recent years this 
funding has been reducing and in 2017/18 amounted to £136k.  A further reduction is expected for 
2018/19 and its provision will be conditional, in that it will only be made available to support 
workforce redesign initiatives. As well as impacting on the ability of registered staff to maintain 
sufficient CPD for revalidation purposes, this new condition will also limit the availability of 
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development opportunities associated with career progression.  Through the annual training needs 
analysis undertaking at Clinical Service Centre level, all bids against the CPD funding allocation 
have been aligned to the Trust’s principal objectives and priorities for 2018/19, within the context of 
new roles and role redesign.  Clinical Service Centres have been made aware that this funding 
could cease altogether in 2019/20, in which case the costs associated with continued future support 
for CPD will need to be fully met by the Trust. 
 
Apprenticeship Target 
 
12.5  Meeting the 2.3% apprenticeship target will remain challenging, principally because of the 
problems associated with establishing sufficient numbers of apprenticeship posts and in providing 
the minimum 20% statutory learning time for each apprentice.  Furthermore, previously available 
salary support to assist in the development of the unregistered workforce into registered roles is 
being discontinued in favour of increased access to the apprenticeship levy (i.e. a further ‘incentive’ 
for employers to promote apprenticeship opportunities). 
 
12.6  The LDD team is working with local education providers to develop programmes that meet 
the requirements of both the apprenticeship standards and the Trust.  Practical guidance has been 
produced for line managers to explain how the 20% statutory learning time can be achieved without 
the need to spend significant periods away from the workplace.  Further work will also be 
undertaken to assess the affordability of aligning apprenticeship salaries with NHS salaries on the 
basis of applying ‘equal pay for work of equal value’. 
 
Essential Skills Training 
 
12.7   Compliance with those Essential Skills Training elements requiring face to face input regularly 
falls below the 85% Trust target.  This is exacerbated by the relatively high rates of non-attendance 
and short-notice cancellations for these elements (i.e. up to 25% in some cases).  In part, this issue 
highlights the difficulties encountered by staff in those areas regularly experiencing high workloads 
in being able to make time to attend their training.  In response, the LDD team will continue to 
capitalise on the opportunities afforded by the extension of eLearning and the further development 
of ‘in-situ’ training delivery.  The underlying principles will be to make access to Essential Skills 
Training as simple as possible, whilst also reducing to an absolute minimum the time and frequency 
required for its completion.    
 
13.  Summary 

 
13.1 The Trust’s Learning and Development Department (LDD) fulfils a vital role in promoting, 
developing, organising and delivering education and training programmes and interventions for the 
benefit of the organisation’s multi-professional workforce. The majority of the annual funding 
associated with the Department’s activities is received via Health Education England (HEE) 
Wessex, with whom the Trust has a contract referred to as the Learning and Development 
Agreement (LDA). Through the LDA, the Trust is accountable for providing high quality education 
and training for all local staff groups.  A significant proportion of the Department’s annual budget is 
allocated to the support (including salary support) of postgraduate medical placements, but 
provision is also made for non-medical staff employed under agenda for change terms and 
conditions, and for student placements. 
 
13.2   LDA performance is regularly monitored and reported via self-assessment returns, surveys 
and routine inspections from HEE, the regional Deanery and other national bodies, including the 
General Medical Council.  The most recent inspection visits and performance reviews confirmed 
high levels of satisfaction in the standard and quality of PHT’s education and training provision, and 
the experience of staff undertaking postgraduate medical and student placements within the Trust.   
In those few areas where concerns are raised, the LDD team responds quickly in taking appropriate 
corrective action. 
 
13.3   2017/18 saw further expansion of both the training programmes provided by the Trust’s 
Simulation Centre and the ALERT (Acute Life Threatening Events) suite of course.  These locally 
developed and managed interventions are highly regarded both nationally and internationally and 
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generate additional income for the Trust.  Similarly, in response to the changing nature of healthcare 
delivery and its impact on traditional ways of working, the Department continues to work closely with 
education providers and other partner organisations in the development, introduction and support of 
a number of new roles.   
 
13.4  Although a welcome national initiative, the introduction of the annual apprenticeship levy 
places an additional financial burden on the Trust. In order to offset this, it is important that 
opportunities to increase apprenticeship placements across all of the Trust’s activities are fully 
explored and exploited. Whilst apprenticeship numbers have increased, PHT is not meeting its 
mandated target, which remains challenging; however, the LDD is taking action to improve local 
performance.  Other challenges are associated with the need to increase compliance with Essential 
Skills Training and, in response to diminishing national allocated funding, to maintain sufficient 
Continuing Professional Development support for a large section of the non-medical workforce.    
 
14.   Recommendation 
 
14.1 The Trust Board is asked to note the contents of this annual report. 
 
 
Appendices: 

1. Essential Skills Training Elements (Competencies) 
 

2. Supporting Apprenticeships - Staff Stories 
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Appendix 1 
 
Essential Skills Training Elements (Competencies) 
 

Competency Refresher 
Period 

Statutory (S) 
Mandatory (M) Classroom Induction / 

Handbook e-Learning 

Clinical Fire Training 2 years S Y     
Non-Clinical Fire 
Training 3 years S Y     

Blood Awareness 
Training 1 year M Y     

Bullying and Harassment 
Awareness N/A M     Y 

Complaints and Claims 1 year M   Y   
Dementia Care 
Awareness N/A M   Y   

Deprivation of Liberty 
(DOLS) – Introduction N/A S   Y   

Deprivation of Liberty 
(DOLS) – Enhanced N/A S Y      

Medicines Management 
Training 1 year M Y     

Mental Capacity Act – 
Enhanced N/A S Y     

Mental Capacity Act – 
Introduction N/A S   Y   

Risk Management 1 year M   Y   
Specialty Specific Fire 
Training 1 year S Y     

Equality, Diversity and 
Human Rights 3 years S   Y   

Fire Safety  1 year S   Y   
Health, Safety and 
Welfare N/A S   Y   

Infection Prevention and 
Control – Level 1  N/A M   Y   

Infection Prevention and 
Control – Level 2 1 year M   Y   

Information Governance 1 year S     Y 
Moving and Handling – 
Level 1  3 years S   Y   

Moving and Handling – 
Level 2  2 years S Y     

Conflict Resolution 
Training  3 years M Y   Y (refresher 

only) 
Resuscitation (BLS) – 
Level 2-  1 year M Y     

Safeguarding Adults – 
Level 1  3 years S   Y   

Safeguarding Children – 
Level 1  3 years S   Y   

Safeguarding Children – 
Level 2 3 years S   Y   

Safeguarding Children – 
Level 3 1 year S     Y 
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Appendix 2 

Supporting Apprenticeships - Staff Stories  

Associate Practitioner – Julie Cable  

Julie joined the PHT in 2011 as a Healthcare Support Worker with ten years’ 
previous care work experience.  She spent the next four years working within 
the Medicine CSC.  Whilst she enjoyed this time, she felt she should do more 
to develop her own learning and improve the care she could provide for her 
patients. In 2015 she applied for a new Trainee Associate Practitioner 
(Nursing) programme which lead to Julie joining MOPRS and starting a two 
year Foundation Degree in Health and Social Care through the University of 
Solent Southampton. Julie spent the next 2 years academically studying at 
university whilst gaining practical nursing skills and knowledge on an acute medicine for older 
people ward. She passed her foundation degree in January 2018 and has started on the ward in her 
new role as a Band 4 Associate Practitioner.  

When asked about her new role Julie said: ‘As an Associate Practitioner I have autonomy within my 
role and have gained knowledge and skills which mean I can provide better care for my patients, 
especially when they are unwell.  I am better able to support staff, patients and their next of kin. I 
may have to take responsibility for a team of patients working with HCSW’s or in unison with 
another nurse splitting the work load between us. I routinely carry out drug rounds, complete 
observations, escalate concerns, change dressings, admit and discharge patients, write care plans 
and complete documentation as well as liaising with the whole multi-disciplinary team to provide the 
best care for our patients’. 

Julie is planning to start a Post Graduate Certificate in Education (PGCE) with the ultimate goal of 
becoming an educator, to teach and help develop others in the field of health and social care.  

Registered Nurse Daisy Cragg  

Daisy joined the Trust in 2013 as a Healthcare Support Worker. After a year she successfully 
gained a place on the Adult Nursing Programme through the Open University, graduating in 2018. 

Daisy says she always knew she wanted to do something to make a difference but didn’t think she 
could be a nurse!  She started her career in retail eventually working for Pandora in their Head 
Office, however she wanted a job that was ‘purposeful’.  Describing her journey to becoming a 
Registered Nurse, Daisy says: 

“I researched nursing and understood with no experience I would have to work as a healthcare 
support worker beforehand. 

I applied and was offered the job straight away. My ward manager was so supportive and after six 
months helped me complete my application for the Open University. 

The four years of my training was very trying and hard work but I loved every single minute of it! 
Everyone I have come across in my journey has been so supportive and encouraged me and in 
April 2018 I graduated with my BSc honours. I am delighted and now have a wonderful job working 
on the Coronary Care unit alongside the best team”. 
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Business Administration - Rebecca Parsons 

Rebecca joined the Trust in 2015 as an apprentice working with the  
Recruitment Team in HR.  This was her first role after leaving college and 
at this time she was unsure of which career path she wanted to follow. The 
apprenticeship enabled Rebecca to realise that she wanted a role within 
HR/Learning and Development, aspiring to develop into a management role. 
The apprenticeship enabled Rebecca to develop a wide range of skills and 
within six months had been successful in gaining a permanent Band 2 
position with the Recruitment Team. She completed her apprenticeship at the 
same time as being supported to undertake the Level 3 qualification in 
Human Resources Management. In 2017 Rebecca was appointed to her 
current Band 3 Training Administrator role working with the Learning and Development Department, 
where she continues to develop new skills.  
 
Rebecca would recommend an apprenticeship with PHT due to the wide range of skills and 
knowledge that can be gained, the support that is provided and the opportunity to further develop 
within the organisation.  
 

Blood Sciences - Edward Courtnell 

“When I first started in pathology I took the apprenticeship 
as I had just finished university and I realised that I no 
longer wanted to pursue the field in which I had studied.  So 
I began to look for just any job really to get by, after having 
no luck for a while I was suggested to look for an 
apprenticeship as it’s a great way to get your foot in the 
door in terms of a long term career.  I noticed that QA was 
looking for someone in their blood sciences department in which I had some experience from my 
university course. So, I filled out my CV, went along for the interview and I’m still here six months 
later. 

I was nervous before starting, but the person training me assured me that everyone is really friendly 
and easy to get along with and she was right.  I never felt like an outsider right from the start and 
everyone made me feel welcome and was willing to help even though they had only just met me.  

When I first started I was trained by our manager on the data entry position which is the main job we 
have as an MLA.  This involves checking over the samples we receive along with the form to check 
for any errors or mistakes and then inputting the tests requested onto our database to be tested. 
This went on for a week until my training was complete and I was allowed to perform this task on my 
own.  In time I was also trained on our sorting station where we take in the samples from couriers or 
via our internal pod system and sort them into the corresponding location s to travel to where they 
need to go throughout pathology. The month after that I was trained on our urgent bench where we 
receive samples that have deemed urgent due to the condition of the patient and so must be 
processed quickly and efficiently to ensure that they can receive treatment as quickly as possible.  

Overall I really enjoy my job at QAH because even though we are not patient facing I feel like I 
make a real contribution to the welfare of the general public and that I am a vital cog in the machine 
that is the NHS”. 
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Committee: Workforce and Organisational Development Committee 

 
Date of Meeting: 24 May 2018 

 
Chair: Mr Gary Hay - Non-Executive Director 

 
Executive Lead: Mark Power - Interim Director of Workforce and OD 

  
Appendices  
1. Meeting Agenda 

 
Agenda 
item Items of particular note: 

 
14-18 
 
 
 
 
 
 
 
 
 
15/18 
 
 
 
 
 
 
 
17/18 

The Committee considered the current Workforce Key Performance Indicators (KPIs) that are 
included within the Integrated Performance Report.  The advent of a the Trust’s Five-year 
Strategy, combined with the operational restructure and pending implementation of a revised 
performance and accountability framework presents an opportunity to review and potentially 
amend these KPIs to ensure they provide relevant and ‘intelligent’ data and trend analysis 
which will inform decision-making and provide assurance.   

The revision of Workforce KPIs, and the inclusion of relevant OD-related metrics has been 
discussed between the Interim Director of Workforce and OD the Director of Strategy.  
Proposed revisions will be brought to the Committee’s next meeting in June.       

Further to discussions at the April meeting of the Committee, the Head of OD provided a draft 
framework for the development of a revised Workforce and OD Strategy.  The framework 
confirmed an intention to present a proposed Strategy to the Committee in August which, 
subject to approval, will be submitted for the endorsement and support of the Trust Board in 
September 2018. Concurrent with previous discussion, the Strategy will include four main 
themes, namely: developing and maintaining the right culture and environment; building and 
sustaining workforce capacity; strengthening leadership and management capability; and 
developing the workforce.  

The Committee received and considered a paper from the Trust’s Equality, Diversity and 
Inclusion Lead, and noted the good progress being made to ensure the organisation’s 
compliance with its obligations associated with the Equality Delivery System (EDS2) and the 
Workforce Race Equality Standard (WRES).  Revised strategic priorities and underpinning 
actions relating to Equality, Diversity and Inclusion will be incorporated within the Workforce 
and OD Strategy. 
 

 
Agenda 
item Items for escalation to the Trust Board: 

 None 

 
Agenda 
item Recommendations: 

 The Trust Board is requested to note the intention of the Committee to submit a revised 
Workforce and OD Strategy to the Board in September 2018. 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

24 May 2018 10:00 a.m – 12:00 p.m 
 

Room 2, Education Centre, E Level, Queen Alexandra Hospital 
 

A G E N D A 
 

Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
11/18 

 
10:00 

 

 
Welcome and Apologies 

 
N 

 
Chair 

12/18 10.05 Minutes of the last meeting – 19 April 2018 Y  Chair 

13/18 10.10 Matters Arising/Summary of Agreed Actions Y Chair 

14/18 10.20 Workforce Key Performance Indicators Y IDWOD 

15/18 10:40 Proposed Strategy Development Timeline Y HOD 

16/18 11:00 Culture Change Programme  Oral HOD 

17/18 11:10 
 
Equality, Diversity and Inclusion 
EDS and WRES Actions 
 

Y HOD 

18/18 11:20 Workforce CIP Schemes Overview Y  DDWOD 

 
19/18 

 
11:30 Board Assurance Framework 

The committee is asked to identify any further additions 
that should be made to the Board Assurance Framework 
and/or Risk Register 

 
N 

 
All 

 
20/18 

 
11:40 Workforce Policies: 

a. Equality & Diversity Policy 
b. Recruitment and Selection Policy 

 
Oral 

 

 
Chair 

 
21/18 

 

 
11:50 Any Other Business 

  
All 
 

 
22/18 

 
12:00 

 
Date of Next Meeting 
To note the date of the next meeting is Friday 29th June at 
14:00 in the Boardroom, Education Centre, E Level 
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Committee: Audit Committee  

 
Date of Meeting: 24.05.18 

 
Chair: David Parfitt 

 
Executive Lead: Lois Howell, Director of Integrated Governance 

  
Appendix 1: Agenda 
 
Please see attached agenda for details of the matters considered at the meeting. 

 
Agenda 
item Items of particular note: 

14.18 Annual report and accounts approved as drafted, subject to minor amendments 

15.18 Planned delivery by external auditors of letter to Department of Health, warning of Trust 
departure from NHSI control total noted – to be amended by auditors prior to dispatch to reflect 
accurate out turn position 

19.18 a Process for ensuring Trust policies are reviewed and updated in a timely way needs to improve 
– Director of Integrated Governance to address    

19.18 a 

 

Process for ensuring response to Internal Audit recommendations are signed off at the right 
level needs to improve, as does oversight of implementation of associated actions – Director of 
Integrated Governance to address  

19.18 c Internal Audit plan for 18/19 approved 

19.18 d Audit Committee to receive Clinical Audit annual report to ensure the effectiveness of clinical 
audit activity 

21.18 Significant, welcome increase in number of referrals to the Counter Fraud service noted 

 
Agenda 
item Items for escalation to the Trust Board: 

 Nothing on this occasion. 

 
Agenda 
item Recommendations: 

 Nothing on this occasion. 
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Audit Committee 

Thursday 24 May 2018 
1pm to 4pm 

Trust HQ Meeting Room 
 

  Encl Lead 
12.18 Apologies for Absence 

Helen Thompson, Jon Watson 
No David Parfitt (Chair) 

 
13.18 Any other business not raised in advance of the meeting 

 
No Chair 

14.18 Presentation of the Annual Accounts, Annual Governance 
Statement and Annual Report  
a) Annual Report 
b) Annual Governance Statement 
c) Annual Accounts  
d) Letter of Representation 
e) Letter of Assurance from those Charged With Governance  
f) Letter of Assurance from Management 

 

Yes  
 
Lois Howell 
Fiona McNeight 
Lee Williams 
Lee Williams 
Lee Williams 
Lee Williams 

15.18 External Audit 
a) Audit Results Report  
b) Section 30 Letter 

 

 
Yes 

 

Helen Thompson & 
Tom Wilkins 

16.18 Minutes from 12 February 2018 
 

Yes Chair 

17.18 Action Log from 12 February 2018 
 

Yes Chair 

18.18 Internal Audit Recommendations 
Priority 1 audit recommendations 
a) Outstanding 
b) Not yet due  
c) Completed 

 

Yes 
 

Lois Howell 
 

19.18 Internal Audit 
a) Internal Audit Progress Report 

•  Governance Management of policies and 
procedures 

• Outpatient Clinic Management 
• South of England Procurement Services 
• Payroll 
• Preparation for CQC 
• IG Toolkit 
• Cyber Secruity 
• Financial Accounting 

b) Annual Opinion  
c) Annual Audit Plan 18/19 
d) PHT’s Clinical Audit Plan 

  
 

 
Yes 

 
 
 
 
 
 
 
 
 
 

Yes 
Yes 
Yes 

 

Lesley Heasman & 
Giles Parratt 
 
 
Derek Williams 
 
 
 

20.18 Financial Controls 
a) Debt Write-off and Aged Debt Update 
b) SFI Breach Report  

 

 
Yes 
Yes 

 
Lee Williams 
Lee Williams 
 

21.18 Local Counter Fraud 
a) LCFS Annual Report  
b) 2018/19 Work Plan  

 

 
Yes 
Yes 

 

 
Karen Travers 
Karen Travers 

22.18 Audit Committee Admin 
a) Audit Committee Timetable 
b) Terms of Reference 
c) Items to be raised with Trust Board 
d) Date of next meeting: 19 July 2018 
e) Any Other Business 

 

 
Yes 
Yes 
No 
No 
No 

 
Lee Williams 
Lois Howell 
Chair 
Chair 
Chair 
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 Meeting Close   
 Opportunity for private discussions with internal and external audit.    
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01-Jun-17

06-Jul-17

01-Sep-17
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ct-17
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ov-17
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ec-17

01-Feb-18

01-M
ar-18

05-A
pr-18

03-M
ay-18

07-Jun-18

05-Jul-18

06-Sep-18

04-O
ct-18

01-N
ov-18

06-D
ec-18

Directors
Mark Cubbon        
Mark Power 
John Knighton X        
Chris Adcock     X        
Theresa Murphy        
Paul Bytheway       
Emma McKinney     
Lois Howell     
Penny Emerit    
Peter Mellor          X
Rob Haigh X      X
Sheila Roberts      
Nicola Ryley  
Ed Donald     
Rebecca Kopecek    X 
Cathy Stone 

Non-Executive Directors
Melloney Poole  X         
Christine Slaymaker          
David Parfitt          
Gary Hay    
Jon Watson    
Inga Kennedy  

No longer at PHT
Greg Brown  
Simon Holmes    
Tim Powell  X          
Mark Nellthorp        
Michael Attenborough-Cox  X   X  X
Sir Ian Carruthers    
Elizabeth Conway  
Steve Erskine 
Dr John Smith X



X



Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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Trust Board Work Programme – 2018/19 
April May June 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Trust Guardian of Working 

Hours Report 
 

 

Quarterly reports 
 Risk - Operational Corporate 

Risk Register  
 Mortality Report 
 

Quarterly reports 
 Risk - Board Assurance 

Framework (BAF) 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
Annual items 
 National staff survey 
 Draft Quality Account priorities 
 

Annual items 
 Draft Quality Account 
 Audit Committee forward plan 
 Annual Education, learning 

and Development report 
 Chief Registrar Annual Report 

(JK) 

Annual items 
 Children’s safeguarding report 
 Final Quality Account 

 

Portsmouth City Council 
Health & Wellbeing Strategy – 
LH 

GDPR Readiness – update - LH CNST Incentive Requests - TM 

July August September 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report - 4 analysis reports 
 Quality Improvement Plan 

Update 
Never Events Report – JK 
Safer Staffing Nursing and 
Midwifery Report 
 Committee reports 
 Papers for noting 
 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Draft Corporate Strategy 
 

Quarterly reports 
 Risk - BAF  
 Trust Guardian of Working 

Hours Report 
 Mortality Report 

 

Quarterly reports 
 Risk – Operation Risk Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
Annual items 
 
 
 

Annual items 
 
 
 

Annual items 
 EPRR Annual report 
 Winter plan 
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October November December 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update 
 Quarterly Corporate Strategy 

update  
 

Quarterly reports 
 Risk – Board Assurance 

Framework (BAF) 
 Trust Guardian of Working 

Hours Report 
 Mortality Report 
 

Quarterly reports 
 Risk – Operational Risk 

Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
 

Annual items 
 Safer Staffing Nursing and 

midwifery report (2) 
 Annual Complaints Report 

Annual items 
 Revalidation 
 Charitable Funds report and 

Accounts 
 

Annual items 
 Annual Infection Prevention & 

Control report 

January February March 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Quarterly Corporate Strategy 

update  
 

Quarterly reports 
 Risk – Board Assurance 

Framework (BAF) 
 Trust Guardian of Working 

Hours Report 
 Mortality Report 

 

Quarterly reports 
 Risk – Operational Risk 

Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
 

Annual items 
 

Annual items 
 Equality & Diversity Annual 

Report 
 

Annual items 
 IG Toolkit submission 
 Contract negotiations 
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