3 May 2018
09:00 a.m. – 1.15 p.m.
Lecture Theatre
Queen Alexandra Hospital
AGENDA
Item
No.

Time

Item

Enclosure
(Y/N) (Enc. No.)

Presenter

1

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)

2

09.05

Staff Story

3

09.20

Minutes of the last meeting – 5 April 2018

Y (1)

Chair

4

09.20

Matters Arising/Summary of Agreed Actions

Y (2)

Chair

5

09.25

Notification of Any Other Business

Oral

Chair

6

09.30

Chairman’s Opening Remarks

Oral

Chair

7

09.35

Chief Executive’s Report

Y (3)

CEO

Chair

Presentation

DHROD

STRATEGY
8

09.50

Strategy Development Update

Y (4)

DSP

9

10.00

2018/19 Operating Plan

Y (5)

DSP

10

10.20

Board Assurance Framework

Y (6)

DIG

QUALITY & SAFETY
11

10.30

Quality, Safety and Operational Performance Report
Analysis

Oral

DSP

12

10.45

Quality Improvement Plan Update

Y (7)

CN

13

10.55

Response to Radiology Incident

Y (8)

MD

14

11.05

Mortality Report

Y (9)

MD

15

11.20

General Data Protection Regulations Readiness Update

Y (10)

DIG
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11.30

Quality Account Priorities 2018/19

Y (11)

DIG

17

11.45

Quality & Performance Committee feedback

Y (12)

Committee
Chairman

WORKFORCE AND ORGANISATIONAL DEVELOPMENT
18

11.50

Workforce and Organisational Development
Performance Report Analysis

19

12.00

20

Oral

DHROD

Gender Pay Gap analysis

Y (13)

DHROD

12.05

Chief Registrar Annual Report

Y (14)

MD

21

12.15

Medical Engagement Scale

Y (15)

MD

22

12.25

Workforce and Organisational Development Committee
feedback

Y (16)

DHROD

FINANCE AND INFRASTRUCTURE
23

12.30

Financial performance report analysis

24

12.40

Finance & Investment Committee feedback

25

12.45

Update on IT and Estates strategies development

Oral
Y (17)
N

DOF
Committee
Chairman
DOF
DHROD

FOR NOTING / INFORMATION
26

12.55

Non-Executive Directors’ Reports

Oral

Chair

27

Record of Attendance

Y (18)

Chair

28

Board Work-plan 18/19

Y (19)

Chair

Opportunity for the Public to ask questions relating to
today’s Board meeting

Oral

Chair

30

Any Other Business

Oral

Chair

31

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

Oral

All

29

1.00
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16

1.15

Next Month’s Trust Board and Trust Board Workshop
Agenda

Oral

Chair

Date of Next Meeting: 7 June 2018, Lecture Theatre,
Queen Alexandra Hospital
33

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.
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Trust Board Meeting in Public
Held on Thursday 5 April 2018
Lecture Theatre, Education Centre
Queen Alexandra Hospital

MINUTES
Present:

Melloney Poole
David Parfitt
Christine Slaymaker
Gary Hay
Inga Kennedy
Jon Watson
Mark Cubbon
Chris Adcock
John Knighton
Theresa Murphy
Paul Bytheway

Chair
Non-Executive Director (NED)
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Director of Finance
Medical Director
Chief Nurse
Chief Operating Officer

In Attendance:

Tim Powell

Director of Workforce and Organisational
Development (OD)
Director of Communications and Engagement
Director of Integrated Governance
Director of Strategy and Performance
Interim Board Secretary

Emma McKinney
Lois Howell
Penny Emerit
Margaret Godfrey
Observing:

Alison Tong, NHS Improvement (NHSI)
3 members of the public

Item No

Minute

063/18

Welcome, Apologies and Declarations of Interest
The Chair welcomed those present and extended a particular welcome to Inga Kennedy,
who had recently been appointed as Clinical NED. There were no apologies and no
declarations of interest. The Director of Integrated Governance (DIG) circulated a letter to
Board members asking them to update their Declarations of Interest for inclusion in the
Register of Interests.

064/18

Patient Story
Senior Learning Disabilities (LD) Liaison Nurses, Nicky Gough and Karen Price, presented to
the Board on their roles and gave details of a patient story to illustrate the importance of
ensuring continuity of carers for LD patients undergoing hospital treatment. They also
highlighted the importance of working with community partner organisations to provide
integrated care. Board members asked questions regarding the referrals process to the LD
Liaison service, raising awareness of LD patients and their particular needs, and discharge
planning.
The Chair thanked Nicky and Karen for attending the Board and telling members about their
roles. She said the service was clearly of huge benefit to patients and was highly valued by
them, their families and by the Trust. The Medical Director referenced Jonathan Michael’s
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065/18

Minutes of the Previous Meeting – 1 March 2018
The minutes of the meeting of 1 March were approved as a true and accurate record subject
to the following amendments:
p. 4, line 2b: To clarify that the revised forecast remained unchanged despite the stated risks.
p.6, para. 2: To clarify that the Board’s delegated authority to the Finance and Performance
Committee to approve budgets was for a period of 2 months, as opposed to 1-5 April as
stated.
p.6, para. 2: To clarify that the Finance and Investment Committee remained the Finance
and Performance Committee until new Committee Terms of Reference (ToRs) had been
agreed. The Board was informed that revised ToRs would be presented to each Committee
at its next meeting.
p. 6, line 2: to replace “system partners” with “system resilience”

066/18

Matters Arising/Summary of Agreed Actions
The Board reviewed the actions log from previous meetings and agreed any necessary
amendments or updates.
[Post-meeting note: The Interim Board Secretary updated the actions log based on the
Board’s comments.]
The Medical Director updated the Board on the Mental Health Assessment Unit (MHAU) bid,
saying that the results of the bid were still awaited. The Board discussed how it could monitor
the Trust’s performance against Mental Health Act (MHA) compliance more rigorously,
including the development of specific mental health metrics in the Integrated Performance
Report (IPR). The Medical Director assured Board members that the Trust had already done
a considerable amount of work to progress MHA compliance, although there was still more to
do. He said the Mental Health Board was becoming more established and effective in its
ways of working and would continue to drive improvements in mental health awareness and
MHA compliance at the Trust. The Board noted that Jon Watson was working closely with
the Medical Director in this work.

067/18

Chair’s Opening Remarks
The Chair reported that she had recently attended a NHS Improvement (NHSI) Conference
and an NHSI Wessex and South East Chairs’ Meeting, at which NHSI’s targets and concerns
for the region had been shared. She said that NHSI had indicated that, for example, the 4
hour A&E standard, Referral to Treatment standards and cancer waiting times standards
would all be key national focuses for 18/19, as well as ambulance handover times and
waiting lists. She thanked Trust staff on behalf of the Board for their hard work during March,
which had been a very busy month in the hospital.

068/18

Chief Executive’s Report
The Chief Executive presented his report and highlighted that the NHSI priorities referred to
by the Chair would be reflected in the 18/19 plan. He echoed the Chair’s thanks to staff and
also thanked the local community for its help in getting staff to work during the adverse
weather in March. He said that consultation had started with Clinical Service Centres (CSC)
on the proposed restructure into 4 Divisions, with the aim that the new structure would be in
place from 2 July. He stated that the Trust would undergo a full Care Quality Commission
(CQC) inspection in April and a Well-led inspection in May, and added that work to prepare
for these was underway. He said that his current top concerns were high levels of bed
occupancy, poor flow through the hospital (particularly in Urgent Care), governance systems
and the financial position. He indicated that the top clinical risks currently were the potential
for harm to patients resulting from poor flow, harm to patients awaiting discharge but
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“Death by Indifference” report and said that the presentation demonstrated the Trust’s
commitment to this patient group.

NEDs asked about the timeframes for developing the necessary new governance systems.
The Chief Executive said that some work had already been done on this, with a revised
Board Assurance Framework and Risk Register in place, and added that the preparation for
the Well-led inspection would help to highlight other gaps to address. He said that a new
accountability framework would be introduced at the same time as the new structure was put
in place. NEDs asked what benefits the new structure would bring. The Chief Executive
replied that highly devolved models tended to work best in high performing organisations, but
for the Trust fewer divisions to oversee would be more effective rather than effectively
overseeing and holding accountable 11 CSCs. He added that the new Divisions would have
clinical leadership and those clinicians would be part of the Senior Management Team, so
there was more clinical input into Trust leadership.
NEDs commented that the quality of patient care did not appear to be given enough
prominence on Board agendas and asked what could be done to change this. The DIG said
that she had discussed Board agenda content with colleagues earlier in the week and work
was ongoing to revise this and the content of key reports to create a better balance between
strategy, finance, quality, workforce, governance and performance on Board agendas.
069/18

Integrated Performance Report (IPR)
The Director of Strategy and Performance introduced the item by saying that performance
reporting was aligned to the Corporate Objectives, She highlighted the achievement of the
80% trajectory for 4 hour A&E performance and achievement of all 8 cancer standards within
85.5% performance for 62 day standard.
The Board reviewed the various sections of the IPR as follows:
Quality Scorecard: The Medical Director reported on month 11 performance. NEDs
expressed concern about the Hospital Standardised Mortality Ratio (HSMR), MHA
compliance and the apparent mismatch between the positive nature of the reporting and
these significant performance and safety concerns. The Medical Director acknowledged the
concerns and said that a senior Safety Team had been put in place to lead on the review and
delivery of key safety metrics across the Trust. He said that action plans were in place for
each strand of this work. He said that the IPR was slightly misleading in terms of HSMR
reporting as it showed the 12-month rolling HSMR, which did not present a true reflection of
the real position on a monthly basis. He assured the Board that the Trust’s HSMR was not a
concern. The Chief Nurse said that external assistance had been brought into the Trust to
support improved dementia practice and added that she personally now reviewed exceptions
to dementia screening levels to give this target senior focus.
NEDs asked about the Never Event reported on p.16 and the Central Alerting System (CAS)
alert referred to on p.20, both of which related to the same incident in which a patient being
given air rather than oxygen, although no harm was experienced. The Medical Director
confirmed this was concerning when the Trust was declaring itself to be compliant with the
CAS alert at the time the Never Event occurred. He said that a new protocol had now been
introduced that should prevent reoccurrence. He stated that in his opinion the Trust did not
have an issue with compliance with CAS alerts, but that the Never Event had highlighted the
need for a change in protocol in this particular area of practice. He added that NHSI was
supporting the Trust in terms of prevention of Never Events and was holding a workshop and
training for staff on Never Events processes. He indicated that human factors tended to
feature when Never Events occurred and actions had been taken to drive better investigation
of Never Events and share learning across the Trust, including in situ simulation exercises.
The Board asked the Medical Director to report on Never Events in more detail at the July
Board.
ACTION: JK
[Post-meeting note: the Interim Board Secretary added this item to the Board work plan for
July.]
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delayed, and staffing challenges and the potential impact of these on patients.

NEDs asked, in relation to mixed sex accommodation breaches, whether the Trust had a
Transgender Policy in place. The Chief Nurse said that further work in this area and on
Lesbian Gay Bisexual Transgender (LGBT) working arrangements generally was required
and this had been raised at the LGBT Network to take forward. She added that she expected
new procedures to be in place within 6 weeks.
Operations: The Chief Operating Officer reported improvements in 4 hour A&E waits, 12
trolley waits and numbers of medically fit for discharge patients and super stranded patients.
He said that flow through the hospital and bed occupancy had improved although further
work remained to be done. He indicated that work with third sector organisations including
the Red Cross and Royal Voluntary Service was proving very helpful in addressing delayed
discharges. He reported that the focus in March remained flow, discharge and bed
occupancy and the assistance of the consultancy 20/20 had provided to the Trust with
planning for the Easter weekend that had proved valuable. He added that the Trust had been
able to reduce its status to OPEL2 on two occasions in March for the first time since
November 2017.
Finance: The Director of Finance said that the year-to-date position had been discussed in
detail at the Finance and Performance Committee (FPC) and was a £37.8m deficit, which
was an adverse variance to plan of £41.3m, with £10.2m of this relating to the nonachievement of Sustainability and Transformation Funding. He added that continuing high
pay costs and the cancellation of elective activity over winter had contributed to the
worsening position. He said that there was no information available yet on the outturn for the
year and, although some of the risks associated with year-end had been mitigated, a high
degree of risk remained to the year-end position. He stated that plans were in place to use
the underspend on the capital programme before year-end so the Trust did not lose its full
capital allocation. The Chair of the FPC highlighted concerns over the reliability of Cost
Improvement Programme (CIP) reporting and the cross-over of this with the run-rate. She
said the FPC had agreed to work on driving improvements in financial and CIP reporting.
She added that the FPC had been assured that the year-end position would be within £11.5m of the revised forecast position and had also been assured on the 18/19 budget setting
process. The DoF indicated that the Trust was not yet in a position to accept its control total
for 18/19.
Workforce: The Director of Workforce and OD reported that his focus for 18/19 was
ensuring the establishment was accurately based so that budgeting was facilitated and more
robust controls around pay expenditure could be introduced. He said that a considerable
amount of work was needed to bring temporary staffing expenditure under control and added
that an agency plan had been developed for the year to position the Trust to meet its agency
ceiling. He said that bank staff provision would be increased to lessen the reliance on agency
staff, as well as continuing focus to on recruitment and retention. He reported that the
Workforce Committee would receive assurance on all this work throughout the year. He
highlighted that levels of mandatory and statutory training attendance had improved and
sickness absence rates reflected normal seasonal trends and, although above target, were
not of significant concern when compared to national rates. He reported that there had still
been zero whistleblowing incidents, which was a concern, and added that he hoped the
newly appointed Freedom to Speak Up Guardian would help to raise awareness of raising
concerns processes and the importance of raising concerns where these existed.
NEDs asked why the target for appraisals was 85%. The Director of Workforce and OD said
this was a historic target and would be reviewed along with other IPR metrics. NEDs noted

4

Page 7 of 154

Trust Board Public Meeting
Minutes 050418 v2

NEDs expressed concern at levels of dementia screening, which were well below the 90%
target, and the spike in Duty of Candour breaches in Q1. The Chief Nurse said regarding the
latter, which related specifically to complaints response times, that she was taking action to
address it. She said that there was a considerable amount to do to improve Duty of Candour
processes at the Trust and that this would be overseen by the Quality and Performance
Committee.

NEDs noted that the Trust was currently 244 members of staff above establishment levels,
so the work to re-base the establishment was critical in terms of budget setting and
controlling expenditure. The Board agreed that skill mixes should also be looked at once the
establishment had been determined, to ensure that the correct numbers of appropriately
skilled staff were in place in all areas, in addition to the potential savings opportunities to be
gained through the introduction of different skill mixes and/or different roles.
070/18

Quality Improvement Programme (QIP) Update
The Board discussed the QIP update and noted that the governance around the QIP was
gradually strengthening, although it was difficult to gain assurance from the plan as
presented since the action plans were not outcomes-based.
The Chair accepted that the QIP is work in progress and asked the Chief Nurse to present
the QIP and supporting assurance processes to the next Board Workshop for a full
discussion.
ACTION: TM

071/18

Healthcare Associated Infections (HCAI) Report
The Deputy Director of Infection Prevention and Control (DIPC) updated the Board on the
recent increase in HCAIs to respond to NED questioning as to whether the increase had an
environmental cause. She circulated a handout on HCAI data and trends for the Board’s
information. She said that she had reviewed recent HCAI cases and correlated these to the
high levels of bed occupancy and associated increased necessitation of bed moves, and was
confident that there was no evidence of any other patterns or underlying themes or trends.
She said that the Trust had been in the top 10 hospitals in the country for HCAI rates, but
had now moved to an average position. She said that, with MRSA rates, the slight
deterioration in performance related to processes rather than practice, whereas clostridium
difficile (c. diff.) rates had a more direct correlation with over-crowding, although the situation
was not out of control and robust infection prevention measures remained in place. She
added that there had been many instances of community-acquired c. diff. cases that only
came to light following admission to hospital. She said that work was ongoing to return the
Trust to its previous excellent levels of HCAI performance. She stated the Trust’s HCAI rates
reflected the national picture, which resulted from increased numbers of frail, elderly high-risk
patients and very busy hospitals. She added that MRSA numbers were very low so drawing
conclusions from the data was difficult and the position was very easily skewed by even a
small shift in the low numbers. She said the HCAI risk was on the Risk register, with a score
of 16.
The Board agreed that it was assured by the report and the data presented but remained
concerned for patients and whether there was sufficient attention being paid to the risks
arising from the increased number of bed moves in particular. The Chair requested further
updates on HCAI rates and this particular issue in the Chief Executive’s reports to the Board
for the next 3 months.
ACTION: MP

072/18

Annual Equality and Diversity Report 17/18
The Director of Workforce and OD presented the annual Equality and Diversity Report for
17/18, highlighting the work done to progress the Trust’s compliance with the Equalities Act
2010. He said that much work had been carried out over the past few years but one aspect
that required further focus was to ensure that the Trust’s Black Asian and Minority Ethnic
(BAME) staff had as positive an experience of their employment as white staff. He said that
next steps also included a focus on staff with disabilities, although that would not preclude
work to support staff and patients from other protected characteristics and work on gender
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surprise that levels of turnover were so high amongst administrative and clerical staff. The
Director of Workforce and OD said this was not uncommon, particularly where there were
likely to be similar roles available in other organisations. The Board agreed that, as the
second largest employer in the city, the Trust should aim to be an attractive employer that
could retain staff of all skills and roles as part of its corporate social responsibility agenda.

The Chair commented that all Board papers should be quality impact assessed as well as
assessed for Equality and Diversity impact. The Director of Integrated Governance assured
the Board that work was ongoing to revise the format of Board cover sheets which would
address those concerns and make the impact assessments a requirement.
073/18

Staff Survey 2017 Results
The Director of Workforce and OD presented his report on the Trust’s 2017 Staff Survey
results. He said that the results had been largely positive and the Trust remained above the
national average in most areas. He indicated that areas of concern included the decline in
numbers of staff recommending the Trust as a place to work and/or to receive treatment,
levels of violence towards staff by patients and levels of bullying and harassment, which had
previously been drawn to the Board’s attention. He said that an action plan would be
developed to respond to the survey results and progress against it would be monitored by
the Workforce Committee.
NEDs expressed the view that it was concerning that the Trust was scored badly due to
levels of violence against staff by patients. The Director of Workforce and OD acknowledged
this may seem out of the Trust’s remit to control but that organisations could improve scores
in this area through training their staff better to deal with confrontations and by putting in
place measures to protect them. He added that the value of the Staff Survey was to use it to
lead staff in a conversation on what is important to them.

074/18

Portsmouth City Council Health and Wellbeing Strategy
The DIG presented a previously circulated report containing the Portsmouth City Council
(PCC) Health and Wellbeing Strategy, requesting the Board’s endorsement and a
commitment to reflect it in the Trust’s strategy. The Board noted the Portsmouth City Council
Health and Wellbeing Strategy and agreed to endorse it and reflect it in the Trust’s strategy.

075/18

Replacement of Linear Accelerators
The Chief Executive presented a previously circulated summary report asking the Board to
agree the need to purchase replacement linear accelerator(s) via an application to the NHS
Radiotherapy Modernisation Fund. He said that, should the Trust be successful in its bid for
funding, it would have to provide matched funding from its capital programme, which would
require a reprioritisation of the capital plan.
The Board discussed the terms and conditions of the funding application, noting that it was
not yet clear how much funding would be available or how many linear accelerators it would
provide. The DoF indicated that any funding secured would have to be spent in 18/19, which
in itself would cause issues as the Trust would not be in a position to commission up to 3
new linear accelerators in one year due to the required enabling works, decant arrangements
and the need to maintain the current service while doing so. He said this anomaly was
currently being discussed with NHS England and NHS Improvement.
The Board agreed to progress an application to the NHS Radiotherapy Modernisation Fund.

076/18

Guardian of Safe Working Report
The Board noted the contents of the Guardian of Safe Working (GoSW) Q4 report and
further noted that the GoSW would attend the Board to present the next quarterly report.

077/18

Non-Executive Directors’ Report
NEDs reported as follows:
a. Christine Slaymaker complimented the excellent patient satisfaction scores in the
recent surveys.
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pay equality. He said that the work on Equality and Diversity would be overseen by the
Workforce Committee. NEDs commented that Equality and Diversity objectives should be
made specific and measurable and noted that an updated Equality and Diversity Policy
would be presented to the Board for ratification following approval by the Workforce
Committee.

078/18

Record of Attendance
The Board noted the record of attendance.

079/18

Board Work Plan 18/19
The Board noted its current work plan and that this would be subject to change as Board
agendas evolved.

080/18

Opportunity for the Public to ask questions relating to today’s Board meeting
Members of the public commented as follows:
1. To thank the Trust for the significant reduction in the numbers of patient moves after
midnight.
2. To note that the number of patients medically fit for discharge on 4 April was 159.
3. Whether the Trust would have sufficient staff to operate the proposed new theatres.
The Chief Executive replied that it would be some time before the Trust had sufficient
capacity in place to support the new theatres planned. He added that theatre
utilisation also had to be maximised to ensure that the new assets were used at
optimum levels to give increased value for money and reduce waiting times.
4. To register concern at appraisal rates and note that achieving the target of 85% was
a key area of focus.

081/18

Additions to the BAF or Risk Register Arising from the Meeting
The Board agreed that levels of HCAIs, MHA compliance and clinical staffing levels should
be added to the BAF and/or Risk Register.

082/18

Date of Next Meeting:
Thursday 3 May 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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b. Jon Watson reported on the ongoing work to develop the Quality and Performance
Committee.
c. Inga Kennedy commented that Board agendas going forward should be driven by
strategy and risk.
d. David Parfitt said that the Audit Committee was meeting in April and May where the
primary focus would be on the 17/18 Annual Report and Accounts and related
documentation.

2017
Minute

Agenda Topic

220/17

Integrated
Performance
Report - Workforce

225/17

Winter Plan

230/17

GMC Survey

2018
Minute

Agenda Topic

Trust Board Public
Rolling Actions

ROLLING ACTION POINTS FROM:

Trust Board Meetings in Public

Summary of Action required – 7
December

Responsibility for
Action is with

The Director of Workforce to share the
piece of work on apprenticeships with
Director of Workforce
Trust Board once it has been to the
Executive Management Team meeting
The Chief Executive asked the Director
of Operations for Unscheduled Care to
Chief Operating Officer
attend the next meeting to debrief on
how the Winter Plan was achieved
The Medical Director requested that
Helena Edwards, Chief Registrar
Medical Director
presents her staff story at the next
opportunity at Trust Board

Summary of Action required – 2
November

Responsibility for
Action is with

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

041/18

Integrated
Performance Report

046/18

The Chair, Chair and NED member
Delegation to Finance of
Finance
&
Investment
and
Investment Committee and Director of Finance
Finance Director
Committee (FIC)
to agree the quantum to be applied
to the delegated authority limit
outside the meeting.
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Due Date

Update

June

To be included in Annual Education
Report presented to June Board meeting

July

Review of 17/18 winter plan to be
combined with update on planning for
winter 18/19, to be presented to July
Board meeting

February

On May agenda

Due Date

Update

28.06.18

For June Workshop

31.03.18

Quantum agreed as up to maximum 2
months expenditure.

QIP

071/18

HCAI Update
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May 18

On agenda for April Board workshop

May – July
18

In CEO report from this month

Trust Board Public
Rolling Actions

070/18

Chief Nurse to present the QIP and
supporting assurance processes to
Chief Nurse
the next Board Workshop for a full
discussion.
Chief Executive to provide further
updates on HCAI rates in the Chief
Chief Executive
Executive’s reports to the Board for
the next 3 months.

Agenda Item Number: 7
Enc. 3

Subject:

Report from the Chief Executive

Prepared by:

Mark Cubbon, Chief Executive

Sponsored & Presented by:
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

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

None required, for information

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:

None

Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

None

None

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

BAF1, BAF2, BAF4, BAF9

Risk Description
CQC Reference

Committees/Meetings at which paper has been discussed/ approved:
None required

Date
N/A
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3 May 2018

1.

2017/18 Year End Financial Position
I am pleased to inform the Board that we achieved a final outturn position of -£36.7m
against a revised forecast outturn of -£36.8m for 2017/18, which was agreed with NHS
Improvement (NHSI) in November. We have since been notified of a further allocation of
Sustainability and Transformation Funding (STF) for 2017/18 of £2.9m from NHSI,
which further improves our outturn position to -£33.8m for the year. This is a significant
achievement for the Trust and I am grateful to all who have contributed to delivering this
improvement throughout Q4. A more detailed update will be provided by the Director of
Finance, as part of the Finance report, later in the meeting.

2.

Operational Performance
The Board will note from previous meetings that we delivered the Cancer 62 Day
standard in February and are on track to deliver it in March. This improvement was
recognised in a letter from Dr Kathy McLean, Medical Director and Chief Operating
Officer at NHSI, where I was asked to thank the many teams across the Trust for the
role they played in delivering this improvement.
We have continued to see steady improvements in the urgent care pathway, with
notable reductions in delays at all stages of the pathway. This has been a wonderful
morale boost for staff, but is good news for our patients. More detail will be provided in
the operational performance update provided by the Chief Operating Officer, but I would
like to thank the work undertaken by many across the Trust, and the support of our
partners, to deliver this improvement.

3.

UK Kidney Care Annual Report
We were delighted to receive feedback from the UK Kidney Care annual report which
collates feedback from renal patients on the quality of care they receive. Our service, the
Wessex Kidney Centre, was ranked 19th out of 56 units across the country. This places us
ahead of all of our closest neighbouring centres, with only three other transplant units in
England and Wales judged better by their patients. First and foremost this is fantastic for
our patients, who clearly value the service we provide, but it is also strong recognition of
the quality of care provided by our renal team.

4.

IT Strategy
On 11 April, I chaired a workshop with the Chiefs of Service from each Clinical Service
Centre, the Executive Team, our IT team and Dr David Murday, Chief Clinical Information
Officer and AMU consultant. The purpose of this workshop was to ensure there was
support from our clinical community for the proposed IT strategy for the Trust. A full
proposal on the steps we will need to take to improve our IT infrastructure and capability
will be presented to the Trust Board in June.

5.

Outcome of Bid – Quality Improvement Support Fund 2018/19
We have been notified by Health Education England (HEE) that we have had four
successful applications for Quality Improvement projects. I would like to thank the four
teams for submitting the successful bids, all aimed at supporting wider improvements
across the Trust linked to our Quality Improvement plan, and of course, HEE in Wessex for
their support.
1
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Chief Registrar Programme
Dr John Knighton, Medical Director, and I met with Dr Peter Hockey from Health Education
England (HEE) to discuss the next phase of development for the Chief Registrar
programme at Portsmouth Hospitals Trust. We remain fully committed to the Chief
Registrar role, as we have observed a significant improvement in the engagement of our
Junior Doctors through a variety of initiatives since the introduction of the role. We will
shortly be developing a novel Senior Registrar programme with the support of HEE, which
will allow a broader number of trainees to gain additional leadership and quality
improvement expertise throughout their training, while supporting key strands of our
Quality Improvement Plan. A report from our Chief Registrars is on the agenda for today’s
meeting.

7.

Healthcare Associated Infections (HCAI’s)
There has been no further incidence of MRSA bacteraemia reported this month, although
there were 4 cases of Clostridium Difficile (C Diff) reported in March against a trajectory of
3. In 2017/18, we reported a total of 48 C Diff cases against a trajectory of 40 for the year.
While we are disappointed this trajectory has not been met, we are not an outlier
nationally. We continue to work proactively to reduce all avoidable HCAI’s across the
Trust.

8.

Care Quality Commission Inspection
On 17-19 of April we welcomed a team of inspectors for the first part of our Care Quality
Commission (CQC) Inspection. All core services were reviewed with the exception of
Gynaecology, Surgery and Urgent Care. The latter two services will be inspected between
8 – 10 May during the Well Led element of the inspection programme. While it will be some
time before we receive comprehensive feedback from the inspection teams, they reported
a warm welcome from our staff during the three days and noted their passion to deliver the
best care for our patients. I would like to extend my thanks to all staff for their preparation
for the inspection and for their professionalism and conduct throughout.

9.

Clinical Service Centre (CSC) Restructure
The consultation regarding the CSC restructure has now closed and all staff directly
affected by the restructure will soon be advised of the outcome. We will then be in a
position to progress the appointments process for the new posts within the structure. A
paper setting out the implementation of the new structure, the accountability framework
which will ensure increased Board to Ward connectivity, and the strengthened governance
structures supporting our new Divisions, will be presented to the Trust Board in June.

10.

Governance Workshop
On the 18 April Lois Howell, Director of Integrated Governance, held a Governance
workshop with the senior leadership team across the Trust to talk through the new
governance systems and processes, which are being implemented across the Trust and to
obtain feedback from our leadership teams about the implementation of the new structures
as we move into a four divisional structure. There was very good engagement by all and I
look forward to seeing the implementation of the agreed plans.

11.

Radiology Reporting
The Board will recall from the December 2017 Board meeting, I had commissioned an
external and independent investigation following concerns raised by the CQC and by the
Executive team, about the plain film X-ray reporting policy in place across the Trust, and
2
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6.

12.

Top three concerns
There are three concerns I would like to bring to the Boards attention:
1) While we are making rapid progress in implementing changes to our governance
processes and systems, they are not yet fully embedded across the Trust. This is
likely to remain a key concern for me until such time as the new divisional structure
and accountability framework is in place, supported by external assurance
demonstrating the effectiveness of the new arrangements.
2) There are encouraging signs that our financial position is improving and we are
able to demonstrate the impact of increased clinical engagement and grip applied
toward the end of the 17/18 financial year. The plan for 18/19 remains challenging
and I will be less concerned about the delivery of our financial plan when we have
delivered on plan at the end of Q2.
3) We have seen improvements across the urgent care pathway since the end of
March and this is something I am keen we are able to secure and build upon, with
support from our partners. There is still much more to do, in order to sustain the
current improvements in flow and bed occupancy over the coming months. This is
essential to ensure we have the level of resilience we need across the system, as
we head into the next winter period.
All of the above concerns are clearly 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 Peoples
wards remains higher than we would like. There is an active recruitment plan in
place to address the shortfall and to mitigate our dependency on temporary staff,
but this will remain as a key risk until the vacancy rate improves.
2) There is a need to strengthen Medicines Management across the Trust following
feedback through our own internal assurance processes and from external
feedback. We have commissioned an external review in this area with support from
NHS Improvement. Once the review has concluded, the Board will be advised of
the findings and any recommendations which require implementation.
3) Sepsis and Deteriorating Patients. We have seen good progress with the prompt
identification and treatment of sepsis within our Emergency Department, but remain
concerned about the inconsistencies in the recognition of sepsis, the response
taken and subsequent escalation across other parts of the Trust.
In support of our efforts to raise awareness of the early signs of sepsis and the roll
out of an appropriate tool and documentation such as Time to Act, we will be
recruiting a sepsis specialist nurse to support improvements in this area.
All of the above risks are clearly referenced within the Trust’s Board Assurance
Framework.

3
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our adherence to it. The report has now been finalised and a summary of the independent
report undertaken by Verita will be referred to later as part of the Response to Radiology
Incident paper presented to the Board by the Medical Director.

Agenda Item Number: 8
Enc. 4

Subject:

Strategy Development

Prepared by:

Penny Emerit, Director of Strategy & Performance

Sponsored & Presented by:

Penny Emerit, Director of Strategy & Performance

Purpose of paper

To provide the Board with an update on key strategic activities for
Portsmouth Hospitals NHS Trust, the Portsmouth and South East
Hampshire system and the wider Hampshire and IoW Sustainability
and Transformation Partnership.

Key points for Trust Board
members

The Board is asked to note:

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

Options and decisions
required

•

Progress to date with the development of the Trust Strategy,
the next steps in terms of engagement and the launch in July

•

Key areas of progress in the Hampshire and IoW
Sustainability & Transformation Partnership and the Solent
Acute Alliance including the IoW Acute Services Review,
Pathology Network, Musculoskeletal care and Capital
investments

•

Key areas of focus for the Portsmouth and South East
Hampshire system in 18/19

None

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:

The Board will receive a quarterly strategic update

Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

A formal equality impact assessment will be carried out during the
next stages of the development of the strategy.
A communications and engagement plan for the strategy is in
development.

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

All
The Strategy will help to address:
BAF 4 – The Trust’s organisational and clinical strategies are poorly
defined

Risk Description

Not applicable

CQC Reference

Well led
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Date

Strategy Development Update

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

1. Introduction
This paper summarises the key strategic activities for Portsmouth Hospitals NHS Trust, the
Portsmouth and South East Hampshire system and the wider Hampshire and IoW
Sustainability and Transformation Partnership.
2. Portsmouth Hospitals NHS Trust Strategic Plan
A five year, action focussed strategic plan is being developing for Portsmouth Hospitals NHS
Trust in order to set out a clear direction for the Trust through making best use of resources
to address performance issues and achieve a long term sustainable future. The strategic
plan is necessary to:
•
•
•
•
•

Communicate a clear vision and plan to patients, staff, partners and the community
Inspire and motivate the staff of the Trust
Make key decisions, including prioritising discrete resource allocations and
investments
Better define and outline the role that the Trust takes in the broader community
Address specific challenges immediately and sustainably, including financial and
operational performance

The strategy will set out a clear direction for the Trust in the context of the Trust being a
committed partner in the Portsmouth and South East Hampshire (PSEH) health and care
system and the broader Hampshire and Isle of Wight (HIOW) Sustainability and
Transformation Partnership (STP). An update on the priorities of these partnerships is
provided below.
The strategy will be informed by baseline information gathered from an assessment of
current performance, quality and cost alongside the views of stakeholders, both internal and
external, on; the strengths and weaknesses of the Trust, where opportunities might exist, the
role of the Trust in the broader health and care system and how to secure a sustainable
future for acute services for the population of Portsmouth and South East Hampshire. This
baseline information will be used to develop the strategic framework including the Trust’s
strategic aims and strategic implementation plan.
Engaging with a wide range of stakeholders will be crucial to the successful development of
the strategy; the priorities for the strategy must resonate with staff and patients. Engagement
over the next six weeks will utilise existing upcoming meetings internally and externally to
validate the baseline information and inform the development of the strategy. The strategy
will include a section that covers the range of opinions and views of participants that have
been involved in the development. Work continues in parallel on a number of key enabling
strategies and a verbal update on the IT and Estates strategies will be provided at this
meeting. The Trust Strategy will be launched in July.
3. Hampshire and Isle of Wight Sustainability & Transformation Partnership and the
Solent Acute Alliance
3.1

Isle of Wight Acute Services Review

Page 20 of 154

Strategy Development Update

Strategy Development

The work focussed on the Isle of Wight (IoW) is being progressed through the Solent Acute
Alliance (SAA), an alliance that includes Portsmouth Hospitals NHS Trust, University
Hospital Southampton NHS Foundation Trust and the Isle of Wight NHS Trust with
commissioners.
On 1 February 2018 the IoW CCG approved a preferred option for acute services which
would entail:
•
•
•
•
•

transfer of circa 11% of critical and complex elective and non-elective activity to
mainland acute care partners focused on improving outcomes for patients;
redesign and strengthening of urgent and emergency patient transfer arrangements
to cope with increased movements;
repatriation of circa 4,000 pre-op assessment and outpatient attendances from
mainland to Island, reducing net movement of residents off Island;
closer integration of the acute clinical workforce between IoW and mainland
providers in a number of specialties;
investment in digital capability to underpin the proposed changes.

Detailed work, led by the clinical teams and enabled by the Solent Acute Alliance, is now
underway to refine these proposals and quantify the future changes in capacity and demand
brought about by the proposals. The further work is focused around three core workstreams;
workforce and resilience, urgent and emergency care transfers and digitisation. The ambition
is that the Isle of Wight local care system will progress through the required assurance
processes to enable them to move to public consultation.
3.2

Pathology Network

In September 2017, NHS Improvement announced its intention to create 29 Pathology
networks across England. Portsmouth Hospitals’ Pathology Department is part of South 6
which comprises Southampton University Hospitals NHS Foundation Trust, Hampshire
Hospitals Foundation Trust, Isle of Wight NHS Trust, Salisbury NHS Foundation Trust and
three Trusts from Dorset; Royal Bournemouth & Christchurch NHS Foundation Trust, Poole
NHS Foundation Trust and Dorset County NHS Foundation Trust who had already formed a
Pathology network; One Dorset.
A Project Board, chaired by the Chief Executive of UHS, was formed in September to
oversee the work, supported by a Steering Group, a Procurement Group and an IT Group.
Additional groups for workforce, finance and logistics are in the process of being formed.
To date, the Procurement Group has made significant process in producing a plan for a joint
procurement of Managed Service Contracts (laboratory equipment) across the network with
an outline plan to publish in OJEU in June this year. This is a significant achievement and
one which should deliver significant financial benefits for Portsmouth Hospitals Pathology in
2019/20.
The Pathology Department is holding regular sessions for staff in order to keep them
updated with progress. This is likely to be at least a three year programme of work to
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The STP identified the need to address the sustainability issues of acute services by working
collaboratively in an alliance model across acute care, most notably on the Isle of Wight and
in North and Mid Hampshire.

3.3

Musculoskeletal care

Right Care, the NHS benchmarking process, has consistently identified musculoskeletal
(MSK) care as the most significant area of utilisation variation and higher expenditure than in
comparative health and care systems. We also know that patients and clinicians find the
services complex to navigate. In light of this, the HIOW STP has undertaken a deep dive
analysis into the whole MSK pathway to identify the areas of greatest potential to deliver
improved outcomes and reduced cost. The diagnostic phase of this work is near completion
and further work is required to develop strategies for reducing variation in pathways and
services.
3.4

Capital Development

The Chief Executive advised in his report to the April Board that notification had been
received of a significant amount of capital investment of support the implementation of
schemes prioritised by the HIOW STP. This supports an expansion of theatre capacity,
improvements to the digitalisation of outpatients and to support the development of our
pharmacy distribution facilities. The theatres scheme will create additional theatre capacity to
extend in-house capacity to support patients being treated in a timely manner in the hospital
of their choice. The pharmacy scheme supports the development of the Portsmouth Hospital
Trust Regional Drug Procurement Centre. The scheme meets the needs of both the STP
and the Hospital Pharmacy Transformation Plan in delivering increased efficiency, quality,
consistency and sustainability.
4. Portsmouth and South East Hampshire Local System
The Portsmouth and South East Hampshire summary system plan was presented to board
in February to secure support to deliver the plan from the leadership and decision-making
bodies of the NHS and Local Authorities in the Portsmouth and South East Hampshire
health and care system.
The Operating Plan for the system covers five key areas:
•

•

•

Community Health and Care with a focus in 18/19 on:
o Reducing avoidable acute care episodes by delivering care home and end of
life programmes
o Redesigning community services to deliver sustainable models to maintain
health and independence of frail elderly
o Integrated health and care model to enable people to stay independent and
better manage their LTCs.
Urgent and Emergency Care with a focus in 18/19 on:
o High impact change discharge actions
o GP streaming in the Emergency Department (Urgent Care Centre)
o Delivering new 111 integrated urgent care model
Mental Health with a focus in 18/19 on:
o Delivering a mental health assessment unit in the Emergency Department
o Improving access to 24/7 mental health crisis care for both community and
acute provisions
o Improving personality disorder pathways

Page 22 of 154

Strategy Development Update

reconfigure Pathology services across all the Trusts involved and it is important that staff are
kept engaged with the process.

•

5. Conclusion
The board is asked to note:
•
•

•

Progress to date with the development of the Trust Strategy, the next steps in terms
of engagement and the launch in July
Key areas of progress in the Hampshire and IoW Sustainability & Transformation
Partnership and the Solent Acute Alliance including the IoW Acute Services Review,
Pathology Network, Musculoskeletal care and Capital investments
Key areas of focus for the Portsmouth and South East Hampshire System in 18/19
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•

o Implementing STP acute mental health locality bed model and repatriation
Elective Care with a focus in 18/19 on:
o End to end pathway design and plans agreed and implemented at speciality
level
o Reduction in number of out patient attendances and follow-ups
o Increased use of e-referrals to proactively manage demand and capacity
within the system
Maternity and Child Health
o A single point of access for children with urgent presentations via a 24 hour
ED to improve outcomes and maximise efficiencies
o Creation of a children’s Mental Health lead in ED linking with CAMHs
o Children and young people can access appropriate community support to
prevent unnecessary hospital admissions
o Improved Epilepsy pathways and services to improve patient outcomes

Agenda Item Number: 9
Enc. 5

Subject:

Operating Plan 2018/19

Prepared by:

Graham Terry, Head of Strategy
Kevin Nederpel, Deputy Director of Finance

Sponsored & Presented by:

Penny Emerit, Director of Strategy & Performance
Chris Adcock, Director of Finance

Purpose of paper

To present the key components of the 2018/19 Operating Plan and
budget presented to the Finance and Investment Committee and
submitted to NHS Improvement, for approval

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

Options and decisions
required
Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?

• The Trust has submitted a financial plan in line with the £29.9m
year end deficit in line with the first draft plan and the
presentation of the Trust’s 3 year financial sustainability trajectory
and the key financial assumptions are contained within this
paper.
• The Trust has identified a CIP requirement of £35m in order to
achieve this position and has an well developed and
comprehensive programme in place to secure delivery of this
target.
• Key assumptions in relation to the 2018/19 activity contract are
set out in the paper along with the performance levels, system
planning assumptions and capacity plans to deliver the operating
plan.

•
•
•

Approve both the Operating Plan and Financial plan and budget
for 2018/19
Note key elements of the Operating Plan, as discussed with
Finance & Performance Committee
Note further work required to ensure delivery of the plan

• In year monitoring and management
• Delivery of the plan

Adoption of the Operating Plan will support the Trust in compliance
with its regulatory obligations.
There are no perceived risks of the implementation of the Operating
Plan causing a detrimental or unfair impact on any holder of any
protected characteristic any more than any other.

Consideration of Public and
Patient Involvement and
Communications
Implications?
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Organisational Priorities
Board Assurance Framework/
Risk Register Reference

The adoption of the Operating plan will help to address the following
BAF risks:
BAF 4 – The Trust’s organisational and clinical strategies are poorly
defined

Risk Description
CQC Reference

Committees/Meetings at which paper has been discussed/ approved:
Finance and Performance Committee

Date
26/03/18
30/04/18
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Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register

Introduction:
The Operating Plan for 2018/19, submitted on 30th April 2018 to NHS Improvement, is a
refresh of the two year Operational Plan submitted last year. It includes plans in regards to:
Finance, Activity, Workforce and Performance, supported by an Operating Plan narrative.
This paper provides a summary of the key areas of the Operating Plan for 2018/19.
1.

Financial plan

The Final Trust Operating Financial Plan will deliver a £29.9m deficit. The Trust has
confirmed to NHS Improvement that it is unable to accept the Control Total of £22.9m
surplus and therefore does not assume access to the Sustainability and Transformation
Fund for 2018/19.
•

The financial plan is set in line with the 3 year financial recovery trajectory previously
presented to the Board and to NHSI. This is subject to ongoing discussion with NHSI
at this point.

•

This incorporates a requirement for the Trust to deliver a CIP of £35m (6.2%) based
on the urgent need to create resource to enable the Trust to impact on the system
and structural drivers of the deficit

•

Estimates of enabling investments are included to ensure that system plans in total
make provision for potential costs of securing the transformational change
requirements of the financial and operating plan (especially in relation to occupancy
rates and discharge related challenges)

•

The Trust continues to engage with Commissioners and NHSI in relation to support
to reduce the excess CIP burden this creates.

As this financial plan takes the Trust outside of the STF, based on assurances from NHSI
the Trust have not assumed that fines and penalties set out in the national contract will be
levied by commissioners. Confirmation has been sought on this matter with NHS I, and
additionally, under the terms of the Aligned Incentive Contract (AIC) these are not invoked.
The table below provides an overview of the headline Trust Financial position for 2018/19.
(as at 20th April 2018)

3
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£'000
Income
Clinical Income
Pass-through Drugs
Other Income

Expenditure
Pay
Non Pay
Pass-through Drugs

(Surplus) /Deficit

•

Agreed
Activity
System
Inflation
Cost
Investme
volume
Savings
Costs Pressure
nts
changes
(QIPP)
s
£'000

£'000

£'000

£'000

£'000

(1,000)

0
0
0
0

6,577
1,250
0
7,827

CIP
Target

TOTAL

£'000

£'000

(434,231)
(49,648)
(51,205)
(535,084)

0
0

0
(1,000)

(9,313)
0
0
(9,313)

324,067
207,543
49,648
581,258

3,750
6,174
0
9,924

1,104
1,547
0
2,651

2,885
3,237
0
6,122

0
7,019
0
7,019

0 (16,948)
(2,973) (18,332)
(1,250)
0
(4,223) (35,280)

314,858
204,215
48,398
567,471

46,174

9,924

1,651

(3,191)

7,019

3,604 (35,280)

29,900

Operating Plan FINAL

Underlying
Position

(437,968)
(48,398)
0 (51,205)
0 (537,571)

Underlying Position: 17/18 Outturn of £36.8m, adjusted for Non-Recurrent items (see
below), plus an assessment of the exit run-run rate and baseline budgets for
corporate areas
o

Sustainability and Transformation Funding £1.7m

o

PFI Commercials £1.2m

o

CCG Support for Winter and efficiency programme £1.0m

o

Pharmacy Stocks £0.5m

o

Rates Rebate £0.8m

o

Further Assessment Beds £0.5m

•

Inflation: Pay provision for the 1% pay award (any further costs associated with the
pay proposals out for consultation will need to be funded from additional income). A
provision has also been made for local Clinical Excellence Awards. Non-Pay is
Trusts assessment of inflation including PFI and contracts

•

Cost Pressures: Funding has been secured for the Frailty Intervention Team (FIT)
and is included in both Income and Expenditure. Non-Pay provisions relate to
Consultancy support committed in 17/18 (£1.5m), PFI lifecycle works (£750k),
interest payable (£250k) deferred income from 17/18 £250k

•

Volume changes: Increased income from patient activity associated with scheduled
and unscheduled care – costs have been agreed with including CHAT and Clinical
Support Services. A provision for unscheduled care has been made and is partially
offset by the need to reduce expenditure for system wide cost reduction plans

•

Investments: £7m for Out of hospital care and improvements in the Emergency
Department to improve flow and discharge. This is offset by the increase to CIPs
from £28m to £35m. This will create a significant stretch for PHT and will require
system wide savings plan

4
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System Savings (QIPP) – Based upon the schedule of QIPP in local commissioning
contract to £333m (pre- contract risk pool)
o

100% cost reduction where identified for PBR pass through drugs and
devices

o

Marginal rate applied for activity reductions which will require cost removal or
access to the risk pool if activity reductions do not materialise

Profiled Trust Financial position (as at 20th April 2018, and subject to finalisation for the final
submission on 30th April 2018).

Q1
£'000
Income
Clinical Income
Pass-through Drugs
Other Income

Expenditure
Pay
Non Pay
Pass-through Drugs

Surplus / (Deficit)

Q2
£'000

Q3
£'000

Q4
£'000

Total
£'001

(108,376)
(11,978)
(12,766)
(133,120)

(109,825)
(12,342)
(12,907)
(135,073)

(110,313)
(11,857)
(12,907)
(135,076)

(109,454)
(12,221)
(12,626)
(134,301)

(437,968)
(48,398)
(51,205)
(537,571)

81,122
50,915
11,978
144,015

79,441
51,406
12,342
143,189

79,384
50,926
11,857
142,168

74,911
50,968
12,221
138,099

314,858
204,215
48,398
567,471

10,895

8,116

7,091

3,798

29,900

Within the income this will assume that the Trust will be agreeing to a Contract value of
£333m (pre-risk pool) with the 3 main commissioners (see contract section below).

1.1

Cost Improvement Programme (CIP) 2018/19

In total £39m of schemes (excluding £2m of pipeline) have been identified for 2018/19, the
schemes are at various stages of development and maturity. The schemes have been risk
adjusted to £24.8m.
A breakdown of the schemes by CSC / Department are tabled below:

5
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•

Operating Plan FINAL
Income CIP opportunity in the context of the AIC contract is currently under review and will
be concluded by 25th April 2018. The value attributed to this in the CIP plan has been
discounted as a result. The mechanism for delivery of this element of the CIP programme
will be through the creation of additional sources of funds within overall system allocations
and to this end the Trust is working with commissioners to establish a joint systems savings
programme to create further benefits through explicit joint working arrangements.
Profile of Cost Improvement Plan
The table below shows the profile of the Cost Improvement Programme as reported in the
workbooks. The profiled value of savings contained within the workbooks is currently £39m
although when discounted for risk and deliverability the full value identified is currently
£24.8m. The final identification of the CIP programme will involve the completion of
workbooks in progress, and the management of risk to adjust the current discount factors
applied and the Board will be updated on progress in this regard at the meeting.

1.2

Capital Plan

This plan additionally assumes a Trust Capital Plan of £12.5m (£5.97m relates to the
investment via the Trust PFI scheme. Remaining elements relate to IT, Medical Equipment
replacement and investments to support growth). The Trust is still in discussion with NHSI
regarding the long standing issue relating to the material changes in the Capital Resource
limit (CRL) (which has resulted in a reduction in internal Capital funding from £9.2m to
£4.5m).
1.3

Budget Setting

Approval was granted for April and May Expenditure with CSCs prior to submission of the
annual operating plan on 30th April 2018.
6
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Pay budgets and Establishments are matched and reflect the agreed funded capacity. This
includes the bed escalation capacity that was utilised in 2017/18. Pay budgets will be uplifted
to reflect the outcome of the pay award which is currently out for consultation. The Trust has
provided centrally for the uplift based upon the tariff assumption. An addition costs
associated with the pay award are assumed to attract additional funding, as per the
guidance.
Cost Improvement Plans in workbooks are currently being signed off at a budget holder level
and applied to budgets. This will include profiling across the financial year. CIPs
incorporated into budgets will reflect workbooks and not targets. Unidentified CIPs and
System Savings will be centrally held under the management of the Executive Team.
The Trust Financial Plan does not assume access to the risk pool.
Cost pressures and Contingencies identified in the plan will be held in reserves and can only
be released into budgets through the appropriate process. In most instances this will be
through the business case review group (BCRG). The reserves will be managed by the
Director of Finance.
2.

Contract

2.1

Main Local CCG Commissioners

As stated above the contract figure for 2018/19 is expected to be agreed at £333m – the
schedule below provides an overview for how this has been arrived at, and the assumptions
underpinning it.
This will be the second year of the Aligned Incentive Contract (AIC), between the Trust and
the 3 main local CCGs.

7
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Proposed budgets have now been shared with the CSCs for the whole year, and a process
to finalise these is in place. This process is to ensure the activity and income within the
contracts aligns with planned activity and funded capacity as described by expenditure
budgets. To note, there are also ongoing discussions with CSCs and Commissioners
regarding potential clinical risk associated with long wait times and Outpatient Waiting Lists
(OWL). Additionally discussions are ongoing regarding System Savings Schemes from Local
Commissioners and QIPP intention from NHSE.

Operating Plan FINAL
As is evident the above is based on a number of assumptions and changes to occur within
the system to release the savings identified. Following a recent Executive level meeting, a
commitment has been made to review all of these to consider deliverability of existing plans.
Additionally it has been identified that with the above commissions the Trust at the “maintain
March 2018” position for RTT (see activity section below). There remain ongoing discussions
with Commissioners and the Trust in regard to potential clinical risk associated with waiting
times and the outpatient waiting lists (OWL) in key specialties (with patients waiting beyond
their review dates).

2.2

NHS England Specialised Commissioning Contract

This will remain a National Tariff contract, with only 2 main issues currently:
•
•

£5.5m QIPP which the Trust is yet not sighted on – however it is acknowledged this
is a national tariff contract
Local price review - at present the Trust is not assuming any benefit from this

The Trust has had confirmation from NHSE that they will pay for any in year overperformance.
3.

Activity
•
•
•

Elective activity is based on the national planning guidance to maintain the March
2018 RTT waiting list position
This presents differential delivery by specialty of the RTT standard and an aggregate
position of 86% for the Trust
Non-elective growth assumptions have been revised to be inline with CCG growth
compared to STP planning assumptions

8
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4.

Further adjustments are made to reflect approximations of the activity associated
with the system saving adjustments referenced above (once the schemes are
finalised these can be adjusted to accurately reflect the agreed impact)
Bed Capacity

•
•
•
5.

The Trust bed modelling has identified an underlying gap (for the Trust to move out
of escalation areas).
A number of options have been explored to close this gap, and actions are being
implemented to do so (including enhancements of out of hospital solutions,
improvements in Medically Fit For Discharge, improvements in Length of Stay).
The Trust continues to explore additional bed capacity solutions in readiness for
winter. This work is on going and being reported on to EMT regularly.
Performance

The table below provides an overview of the key performance standards for 2018/19 that the
Trust is required to submit trajectories on, and reflects the position based on the impact of
the above plans. The trust continues to revisit these in order to assess the ability to improve
upon them wherever possible.
Standard
RTT – incomplete standard

2018/19 Performance
86%

52 week waits

Zero

Accident and Emergency
Note: National expectation is
90% by Sept 18 and 95% by
March 19
Cancer – 62 days

85%
This reflects holding the 17/18 year end position while
work continues on plans to improve the position
85%

Cancer – all others

Deliver the required standard

Diagnostic

6

99%
(Noting that the profile will show that this will not be
delivered for April and May)

In year review / monitoring

Formal CSC sign off meetings are planned to ensure that each has their plans formally
signed off. These will bring together:
•
•
•
•
•

Budget
Activity
Workforce
Performance expectations (e.g. RTT, Length of Stay assumptions)
CIP

Oversight of the plans will be through the performance reviews with CSCs.
In year review will be aligned to the corporate objectives for 2018/19:
•

Leadership and Culture - Develop the leadership and culture of an outstanding
organisation
9
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•

Quality and Safety - Drive improvements in core safety metrics
Patient Flow - Reduce bed occupancy
Workforce - Provide the required workforce capacity
Finance - Address the drivers of the financial position
Governance - Revise corporate and clinical governance systems and processes to
reflect revised clinical structure and board committee structure

7
Ongoing Work
The below outlines areas where ongoing work is required in key aspects of the plan for
2018/19:
•
•
•
•
•
•
•

STF (and linkages with Contractual Fines and Penalties and Discretionary Capital)
Capital Resource Level
Further CIP schemes
System Savings Plans
Bed Capacity
CSC Business Plan sign off
In year oversight, monitoring and delivery

8
Recommendation
Following review via the Finance and Performance Committee it is recommended that the
Trust Board approves the Operating Plan and budget for 2018/19.

10
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•
•
•
•
•

TRUST BOARD PUBLIC – 3 MAY 2018

Agenda Item Number: 10
Enc. 6

Subject:

Board Assurance Framework

Sponsored & Presented by:

Lois Howell, Director of Integrated Governance

Purpose of paper

Update to Trust Board Assurance Framework (BAF)

Key points for Trust Board
members

• The BAF has been fully updated since its last presentation to the
Board in February.

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 full BAF will be available at the board meeting, but is
provided in summary format for ease of discussion.
• Several items have been re-dated to reflect a more accurate
timeframe since the plans made when the BAF was first drafted –
these are clearly indicated on the full BAF.
• Items reported in February as complete have been deleted from
the BAF. Items reported on this BAF as complete will be deleted
from future editions.
• A number of items have changed their risk score:
o

BAF 3 has decreased from 16 to 12

o

BAF 7 has decreased from 16 to 12

o

BAF 13 has decreased from 12 to 9

o

BAF 14 has decreased from 12 to 8

• A new risk has been identified concerning assurance available in
connection with the integrity of a small number of non-18 week
waiting lists. Full details of the new risk are attached to the
summary of other risks.
• The BAF will be forwarded to the Finance & Investment
Committee and the Audit Committee to inform the work of those
committees.
• Board members will be aware that the BAF is complemented by
the Operational Risk Register, reported elsewhere on this
agenda.
Options and decisions
required
Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications

• The Board is asked to note the updates provided in the BAF 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 BAF, including new
actions and revisions to deadlines as indicated.
The risks set out in the BAF will be managed in accordance with the
plans set out therein.

Effective management of the risks identified in the BAF will assist
the Trust in meeting its legal obligations.
Public and patient involvement in the management of these risks is
not required.
There are no material communications issues associated with the
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Implications?

BAF as proposed.

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

The BAF supports delivery of all organisational priorities.
N/A

Risk Description
CQC Reference

All domains

Committees/Meetings at which paper has been discussed / approved:
None
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Date

BAF

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework

BAF

Summary Board Assurance Framework
The full Board Assurance Framework document will be available in the Board meeting for consultation, scrutiny etc.
A summary format is provided below for ease of discussion.
LIKELIHOOD Score
IMPACT
Score

Rare

Unlikely

Moderate

Likely

Certain

1

2

3

4

5

2

4

6

8

10

3

6

15

Negligible

Minor

Serious

4
Major

5

9

12

BAF 13

BAF 16 BAF 17
BAF 18 BAF 19
BAF 20

8

12

16

20

BAF 8

BAF 3 BAF 12
BAF 7 BAF 14
BAF 10

BAF 4
BAF 5 BAF 11
BAF 6 BAF 21

BAF 1
BAF 2
BAF 9

10

15

20

25

Catastrophic

1
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Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
Objective affected
Prevailing rating
No Ref
RISK SUMMARY
Lead
PS PE CS OC FH
Q1 Q2 Dec Apr
1 BAF9 Demand for radiology services exceeds radiological capacity
15 20 20 ↔
✔ ✔ ✔
✔ COO
Risk score remains high – awaiting full assessment of harm review and external review exercises before reduction
• Good assurance re: impact - Initial outcome of harm review indicates low incidence of harm has arisen
• Summary external review report received – broadly positive re: response to incident
2 BAF1 Urgent Care, Quality, Performance and Patient flow
20 20 20 ↔
✔ ✔ ✔
✔ COO
Significant improvements in MFFD numbers having a beneficial impact on four hour performance in April, but too early to reduce risk score
• Unannounced CQC inspection in Late Feb / early March gave negative assurance of management of impact on patients of poor flow
• Need to maintain focus on contingency planning in the event that escalation capacity needs to be re-opened
3 BAF2 The Trust’s ICT systems do not provide adequate support for delivery of Trust
20 20 20 ↔
✔ ✔ ✔ ✔ ✔ DHR
objectives
Risk score remains at 20 – continuing concern at anticipated shortfall of capital available to meet Trust’s IT needs and aspirations
• Good performance on cyber security during last quarter
• Increased cyber security threat (national alert) means some IT resource diverted from IT developmental projects into increased vigilance etc
✔ ✔ ✔
4 BAF21 There are concerns about the integrity of data in some non-18 week waiting lists
COO
16 New
Newly identified risk re: quality / integrity of data on waiting lists in three key areas: Opthalomolgy, Audiology, Gastroenterology
• Does not affect 18 RTT patients or data – good assurance re: data quality in those areas available
• Risk is currently scored at ‘worst case scenario’ levels – reduction anticipated once review conducted
5 BAF11 There is insufficient evidence that the Trust’s emergency preparedness, response and
15 16 16 ↔
✔ ✔ ✔
✔ COO
resilience plans are adequate and embedded
Score remains high, but Trust now has better insight into areas of concern
• Previously lack of expertise suggested lack of assurance the only issue
• Recent expert input has produced more robust assessment and more effective plans, with assurance that revised approach will be more effective
6 BAF4 The Trust’s organisational and clinical strategies are poorly defined
DSP
16 16 16 ↔
✔ ✔ ✔ ✔
Significant progress made with development of Trust Strategy and associated infrastructure strategies (IT, Workforce etc), however risks remains high
until adopted and implemented
• Adoption of strategy anticipated in July 2018 – update on progress to be presented to the Board 05.05.18
7 BAF5 Organisational culture does not support efficient, effective operation
16 16 16 ↔
✔ ✔ ✔ ✔ ✔ DHR
Building blocks of improvement in place but new systems and processes not yet adopted
• Increased awareness of this risk during restructure phase
• Well led review in May will provide significant assurance (positive or negative)
2
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Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
No
8

9
10

11

12

13

14

Objective affected
Prevailing rating
Ref
RISK SUMMARY
Lead
PS PE CS OC FH
Q1 Q2 Dec Apr
BAF6 Take up of mandatory and other important training is below target
DHR
16 16 16 ↔
✔ ✔ ✔ ✔
Training compliance at target levels as an average but pockets on poor performance in some key subjects (eg, MCA and DOLS)
• Appraisal completion levels remain below target – key means of identifying and addressing training needs
• Training content also requires review in some subjects – reasonable levels of training delivery but poor understanding of issues and/or application
BAF8 Demand for capital spending in the Trust exceeds capital sums available
16 16 16 ↔
✔ ✔
✔ ✔ DoF
Some progress in identifying additional sources but demand still significantly outstrips available resource
BAF3 There is a lack of attention to basic, compassionate care in some parts of the Trust
CN
16 16 12 ↓
✔ ✔ ✔ ✔
Risk score reduced as a result of improvements in practice identified
• Further developments in practice and assurance planned
• Significant assurance will be available post CQC inspection
BAF7 Some key external partnerships / collaborations fail to provide support for and/or
↓
16 16 12
✔ ✔ ✔
✔ CEO
obstruct delivery of the Trust’s objectives and priorities
Risk score reduced as a result of improvements in system-wide practice and approach
• MFFD numbers reducing as a result of improved collaboration
• Trust capacity to engage effectively in collaborative activity improved
BAF10 Demand for mental health services in the Trust exceeds mental health resource
MD
15 12 12 ↔
✔ ✔ ✔
available (capacity and quality)
Score remains at previously reduced level
• Assessment compliance levels remain high, but engagement with MH services remains inconsistent
• CQC enforcement actions remain in place, pending outcome of April 2018 inspection
BAF12 There is a general lack of the awareness and specialist knowledge needed to deliver
DoN
12 12 12 ↔
✔ ✔
adequate safeguarding for patients and others to whom the Trust has a duty
Pockets of poor uptake of training exist but compliance improving
• Examples of best practice highlighted on a regular basis – strong performance noted by CQC inspection team during real-time handling of a case
during inspection phase
• Strong collaboration with system partners now in place
BAF15 The Trust is struggling to recruit and retain staff in a number of key areas
DHR
12 12 12 ↔
✔ ✔
✔
Agency use has reduced in majority of areas but pockets of low retention and high vacancies remain
• Focus in coming year on review of establishment in many areas to ensure recruitment plans match need
• Innovative approaches (eg, development of accredited qualification posts, rotational posts) in use and further development
3

Page 38 of 154

BAF

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
No
15
16

17

18

19

20

21

Objective affected
Prevailing rating
Ref
RISK SUMMARY
Lead
PS PE CS OC FH
Q1 Q2 Dec Apr
BAF16 Support for non-employed staff (i.e., trainees and military personnel) is inconsistent
12 12 12 ↔
✔ ✔ ✔ ✔ ✔ DHR
Significant work to address undertaken but no assurance opportunities to test impact of mitigation activity yet available
BAF17 There is a perceived disconnect between the Trust Board and front line staff and
12 12 12 ↔
✔ ✔ ✔ ✔ ✔ CEO
teams
Significant activity undertaken and anecdotal improvements noted, but risk score remains at 12 pending outcome of CQC inspection and well-led review
BAF18 The physical environment of the Emergency Floor is poor
12 12 12 ↔
✔ ✔ ✔ ✔ COO
Although there are significant progress indicators in respect of the planned redevelopment of the Emergency Floor (eg, appointment of Project Director,
Clinical Lead etc), associated risks remain high until the planned work is complete
BAF19 The Trust’s senior leadership has been unstable, and the leadership structure is
12 12 12 ↔
✔ ✔ ✔ ✔ ✔ CEO
unsuitable, inhibiting the holding to account of leaders in the Trust
Although Board level leadership is not substantially stable, the planned restructure is likely to give rise to instability at the next tiers down the
organisation.
• Vigilance required during restructure phase
• Accountability systems and processes are under review to ensure they reflect revised structure
There is a lack of capacity and expertise in a number of key “back-office” functions,
BAF20
12 12 12 ↔
✔ ✔ ✔ ✔ ✔ CEO
including Finance, HR and the Transformation Team
Review of corporate functions to ensure proper support for revised clinical structure underway.
• Specific plans in place for restructure of parts of finance function and creation of PMO
• Other services under review
BAF13 Implementation of new initiatives, standards and learning from incidents and
12 12 9 ↓
✔ ✔ ✔ ✔ ✔ MD
complaints is inconsistent across the Trust
Risk score reduced from 12
• Use of methodology considerably improved
• Improvement methodology a key feature of development and implementation of Trust strategy
BAF14 Governance systems across the Trust are ineffective in the delivery and monitoring of
high standards of care, treatment and performance, and are insufficiently open and
CEO
12 12 8 ↓
✔ ✔ ✔ ✔
transparent
Improvements in corporate level arrangements noted, but need to ensure extension of progress to clinical teams
• Increased vigilance required during re-structure phase
• Endorsement of progress made and direction of travel from external experts reviewing post-radiology incident
4
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Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
BAF21: Data integrity in non-18 week waiting lists

Objectives
affected

There is inadequate assurance available to the Trust in respect of the
integrity of data in a number of non-18 week waiting lists
• Lack of clarity means that it is not possible to assess the existence
or extent of harm to
1
o patient safety
2
o patient experience
3
o clinical effectiveness
4
o constitutional and contractual obligations
Causes of the risk
• Inconsistent application of Trust access policy
• Development of ‘local’ systems and processes
Current methods
• Yet to be established
of management
Current assurance Latest positive assurance
• Review of all non-18 week patients seen in February and
March indicates 99.18% have an identified outcome (ie,
seen / treated / discharged)
• 18 week RTT data has passed all recent data quality checks
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
1
Review relevant data and associated data capture,
COO
30.06.18
data management activity and develop appropriate
response

Lead
COO

Date
Source
id’d
19.04.18 Incident

Initial
rating
16
4x4

Target
rating
4
4x1

Current
rating
16
4x4

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

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

Update
20.04.18: Problems identified during March and
April. Most urgent focus required in Gastro,
Audiology and Opthalmology. Urgent review to be
commissioned and action plan developed in
response.

Status
On track

5
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Agenda Item Number: 12
Enclosure Number: 7

Subject:

Quality Improvement Plan (QIP) Update

Prepared by:

Theresa Murphy, Chief Nurse

Sponsored & Presented by:

Theresa Murphy, Chief Nurse

Purpose of paper

This paper is to update the Trust Board on the further development
of the Quality Improvement Plan, progress with its delivery and the
governance arrangements in place to oversee the delivery.

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

•
•
•
•
•
•
•

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

Progress on the QI plan across the six domains as outlined in
the template
Maternity Quality Metrics added 25.04.18
Director of Quality Portsmouth CCG has requested that 12 hour
trolley waits and 15 minute ED handovers are included in the
suite of KPIs
The Chief Nurse has added medication safety in April 2018.
The Chief Nurse has requested that we add PREVENT training
to the safeguarding KPIs
The Quality Assurance Committee is meeting monthly to monitor
and chart progress on delivery of the plan
The CHIEF Nurse established a Dementia Board 01.05.18

The Chief Nurse requests that the Trust Board reviews the full QIP
and reserves the right to have a deep dive or an exception report on
any aspect of the plan.

Next steps / future actions:

•

Clearly identify what will follow
the Trust Board’s discussion

The Chief Nurse requests that the Quality and Performance
Committee overseas the plan

•

Weekly compliance oversight of the QIP by the Chief Nurse

Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

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.
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
Board Assurance Framework/
Risk Register Reference

QIP supports deliver across all quality priorities
BAF 9,1,4,5,6,3,7,10,12,15,16,17,13,14

Risk Description
CQC Reference

All CQC domains
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Quality and Performance Committee

Date
20/04/18
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Committees/Meetings at which paper has been discussed/ approved:

Portsmouth Hospitals NHS Trust

Clinical Service Centre

Corporate Functions

Author and designation

Theresa Murphy, Chief Nurse

Presented by

Theresa Murphy, Chief Nurse

Reporting period

March 2018

Quality and Performance Committee date

QIP Update

Quality and Performance Committee
QUALITY IMPROVEMENT PLAN REPORTING

12.04.18

Key escalation points for Committee members:
(briefly summarise in bullet point format the main escalation points and key issues that Committee members should focus on including conclusions and
proposals)

•
•
•
•
•

Progress on the QI plan across the six domains as outlined in the template
Maternity Quality Metrics to be added 13.04.18
Director of Quality Portsmouth CCG has requested that 12 hour trolley waits and 15 minute ED handovers
are included in the suite of KPIs
CN has requested that we add PREVENT training to the safeguarding KPIs
The Quality Assurance Committee is meeting monthly to monitor and chart progress on delivery of the
plan

Actions completed in the reporting period:
•
•
•
•
•
•
•
•
•
•

All delivery workstreams have identifiable leads with executive sponsors
Documentation audits embedded and high level of returns
REACT to Risk programme commenced April 2018. First initiative is PURPOSE T
Red2Green fully launched across the Trust
The Patient Engagement Strategy completed
Internal audit completed review of 29A
Secured external support for dementia standards
First junior doctor and junior nurse forum held March 2018
Identification of culture change leads underway
Mock inspection review of children’s and young peoples pathway

Actions over deadline.
Explain when compliance expected, what is preventing compliance, residual risk and mitigation to the risk
and whether action needs revising noting new action/deadline:
• Progress on band 5 recruitment
Action taken: CN to source a dedicated clinical recruitment lead
• Friends and Family Test Staff Recommend remains below target threshold
Action taken: Deputy Director of OD driving improvements through organisational development to
address shortfalls in staff FFT and national staff survey
• Progress on complaints over deadline
Action taken: Head of Governance and Deputy Director of Nursing to meet with CSC leadership teams to
tackle outstanding complaint responses and improve quality of responses
• Total number of SIs over deadline
Action taken: CN has commissioned an external review of our SI processes and is presenting the findings
to the executive team on 17.04.18
• Number of overdue risks
Action taken: Trust wide risk workshop being held on 18.04.18
• Stage 1 dementia assessments

Quality and Performance Committee
Quality Improvement Plan reporting template_v1 March 2018
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Actions over deadline.
Explain when compliance expected, what is preventing compliance, residual risk and mitigation to the risk
and whether action needs revising noting new action/deadline:
Action taken: external support for core standards on dementia confirmed and Chief Nurse will chair
Dementia Committee from April 2018
Highlight any concerns with compliance with forthcoming actions (those actions at risk):
•
•
•

HSMR is being monitored by the safety team and the Medical Director and CN
Dementia first stage assessments
Overdue SIs

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

•

The CN request that the Quality Committee reviews the full QIP and reserves the right to have a deep dive
or an exception report on any aspect of the plan

Next steps / future actions:
(Clearly identify what will follow Committee discussion)

•

Detailed review of all QIP evidence to be completed by 13.04.18

Consideration of legal issues (including Equality Impact Assessment):
• Equality Impact Assessments are planned for the Deputy Director of Nursing April 2018

Quality and Performance Committee
Quality Improvement Plan reporting template_v1 March 2018
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QIP Update

Portsmouth Hospitals NHS Trust

Quality and Performance Committee
QUALITY IMPROVEMENT PLAN REPORTING

Delivery
Workstream

Action
no.

QIP reference

Valuing the basics

1.1 - Patient Patient, families and
1
at the centre carers experience

Valuing the basics

1.1 - Patient Patient, families and
2
at the centre carers experience

Action Owner

Single sex accommodation requirements for
patients are maintained and a system to report breaches is in place

Associate Director CQC 'musts
of Nursing and
Complete
Operations
shoulds'

Re-launch the protected meal time initiative

Source

Overall
deadline

Action

Associate Director
29a
of Nursing

31/12/2017

Status (RAG)

Implementation milestones

Status (RAG)

Outcome / Evidence of success

Complete

Review the use of Recovery as an escalation area and develop mitigation plans
31/01/2018
to avoid single sex accommodation breaches.

Complete

All breaches are reported and investigated appropriately Number of reported breaches

Re launch initiative

31/11/2017

Complete

Quarterly audit to review standards completed through the Clinical Friday's
initiative (audit cycle will include yearly PLACE and mealtime audit and spot
audits together with compliance target)

31/01/2018

Complete

Complete

Milestone due date

Ensure meal times are protected enabling improved
nutrition.

1. Practice Educators work with Ward Leaders and Matrons to embed bedside
handovers.

Valuing the basics

Valuing the basics

Valuing the basics

Valuing the basics

Valuing the basics

Valuing the basics

1.1 - Patient Patient, families and
3
at the centre carers experience

1.1 - Patient Patient, families and
New
at the centre carers experience

1.1 - Patient Patient, families and
New
at the centre carers experience

1.2 - Holistic
care

1.2 - Holistic
care

1.2 - Holistic
care

Nursing
documentation and 1
care plans

Patient, families and
2
carers experience

Nursing
documentation and 3
care plans

Pilot patient centred questions as part of bedside handover to formally recognise
patient, family and carer involvement with every shift handover. Patients,
families and carers will be involved in care provision.

Further develop skills in mealtime assistance

Patient privacy, dignity and confidentiality maintained in Emergency areas

Patients receive individualised nursing care

Improve dignity for patients through improvements in continence care

Review nursing documentation to facilitate the provision of holistic care

Head of Nursing
and Midwifery
Education

Trust

Deputy Director
of Nursing

30/04/2018

Gaps: CQC
'musts and 31/03/2018
shoulds'

Trust

Associate Director
Trust
of Nursing

Deputy Director
of Nursing

30/06/2018
2.Staff to involve patients, their families and carers in the handover process.

Associate Director
Trust
of Nursing

Head of Nursing
Emergency
Medicine CSC

30/06/2018

29a

31/12/2017

31/03/2018

31/03/2018

Ensure patients receive the appropriate and adequate support during meal times
including protected meal times and appropriate assistance by recruiting and
30/04/2018
training 150 volunteers for mealtime assistance

Complete

Ensure the environment within which patients have meals is conducive to meal
enjoyment and completion, including companionship during meal times where
possible by encouraging staff volunteers to spend meals with patients

31/03/2018

Complete

Ensure patients receive physical support to eat where needed or requested by
recruiting meal time helpers

31/03/2018

Complete

Ensure patients receive advice when choosing meals to maximise nutritional
benefit whilst at hospital

31/03/2018

Complete

Ensure geography of department communicated to all staff, including areas for
increased privacy when consulting with patients

31/03/2018

Complete

Complete

Complete
Conversations between the navigator nurses should be held in a private area to
preserve the patient's dignity and respect

Complete

31/03/2018

Deep dive by the Documentation Group leads into quality of individualised care
plans

14/12/2017

Phase 1 continence project

01/12/2018

Compliance with the protected mealtime
initiative. Improvement on last year audit
results
Reduction in the number of complaints and
incidents related to nutrition

Barrier: Of the 2 areas that are not fully compliant the practice educator in Medicine has an action plan and is
progressing the roll out across the ward areas. The requirement has been escalated in the other CSC so the
leadership team and educator are aware of the expectation and are developing an action plan. Therefore
across these 2 CSCs there is still work ongoing to deliver this expectation. Other CSCs are undertaking audits to
Audit into documentation to ensure patient
ensure that this is embedded in practice.
involvement in their own care
Revised deadline: 30/06/2018
Residual risk: No risk of patient harm, but ongoing risk to patient, family and carer experience
Mitigation: Flag to action owner (Debbie Knight) to review and develop further actions around bedside
handover and to highlight where further support is required.

Ensure patients have a better experience of eating and
drinking in the hospital

Improved results from hospital food group
survey data

Hospital Food Group undertaking monthly ward visits to audit compliance with immediate feedback to clinical
teams.
Come dine with me initiative commenced. Multi-disciplinary group membership achieved. Social media launch
planned for April. First cohort of volunteers recruited and placed. Aim for 150 volunteers recruited by March
2019. Recruitment on-going
Pictorial menu cards available. Specialist advice available from dieticians.
Challenges when staffing numbers depleted

Staff to have a proactive approach to patient cues for
increased privacy

ED survey results
FFT
Decreased complaints related to
confidentiality in ED
Observation of Care

Building works completed in November/December 2017 to create a private consultation area in ED reception.
Patients are moved to the STAR suite for examination during times of operational pressure to maintain privacy
and dignity. It continues to be challenging to provide privacy and dignity when patients are held in corridors.
Staff are aware to use the STAR suite when possible.

Every patient has an individualised nursing care plan

90% of care plans reviewed are of a good
standard (When care plans are read, do you
know what problems the patient has and
can you deliver care based on the care
plans)

Dignity maintained for patients

Reduction in number of complaints related
to continence
Reduction in trust spend on Inco pads
Audit of continence aid use on wards
(baseline use in the community or required
due to acute and short-term clinical need)

Streamlined documentation which supports and
evidences care provision

90% of care plans reviewed are of a good
standard (When care plans are read, do you
know what problems the patient has and
can you deliver care based on the care
plans)

Complete

Complete

Complete

Comment

Patients and their families or carers are involved in the
care planning process.
Hand over processes will be standardised, streamlined
and measurable.

Complete

Complete

Outcome measures (if applicable)

Combine phase 1 continence project with an audit assurance programme

31/03/2018

Complete

Meetings with Falls and TVN to review additional documentation to clarify if
needed as these two areas have been identified as areas of risk within
documentation audits and incidents

28/02/2017

Complete

Phase 2 continence programme has been moved into a new action with revised deadline of 30/03/19.

Pressure ulcers: implemented Purpose T across the organisation to assess and manage tissue vialbility status
in patients.Specific paperwork for pressure ulcer assessment has been developed. The Trust is in the process
of merging the Trust nursing documentation with the Purpose T documentation. This is in progress.
Documents relating to Falls and TVN modified following meetings
Valuing the basics

1.2 - Holistic
care

Nursing
documentation and New
care plans

Ensure documentation relating to Falls and TVN fit for purpose

Deputy Director
of Nursing

Trust

30/04/2018

30/04/2018

At risk
Documentation around falls and TVN risks more robust
and able to prevent incidents

At risk

Reduction in number of Falls
Reduction in serious harm following a fall

Falls: The revised falls assessment has been agreed by the Documentation Group and is in the process of being
incorporated into the Trust nursing documentation. The falls care plan has been developed and is out for
consultation. The document will be revised according to feedback as required and go to the documentation
group for approval. Once approved, will be implemented. Minimal clinical risk as existing care plan still in use.
Revised nursing documentation booklet: New documents have been approved through Documentation
Group. Out for final comments across the organisation. Pilots commenced in C5 and F2 in April with full roll
out across the organisation following pilots and run down of old stock.

Valuing the basics

Valuing the basics

1.2 - Holistic
care

Patient, families and
New
carers experience

1.2 - Holistic
care

Nursing
documentation and New
care plans

Continue to improve dignity for patients through improvements in continence
care

Comms issued identifying clear lines of accountability for nursing care plan
documentation through Matrons and Heads of Nursing

Associate Director
Trust
of Nursing

Deputy Director
of Nursing

29a

30/03/2019

31/03/2018

Complete

Implementation of modified documentation

30/04/2018

Continue with 2 phase continence project combining with an audit assurance
programme.

30/03/2019

Weekly 'Hot Topics' audit which includes review of nursing signature on care
plans to confirm discussed with patient

31/03/2018

Complete

Results of audit brought to meetings with Head of Nursing

31/03/2018

Complete

Minutes of meetings with Head of Nursing audited to ensure attendance by
Ward Matrons

31/03/2018

Complete
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On track

Improved patient dignity around continence

Reduction in number of complaints related
to continence
Reduction in trust spend on Inco pads
Re-audit of continence aid use on wards

Nurses are clear around lines of accountability for
ensuring documentation and nursing plans are
completed to a required standard

Audit results show an increase in patient
involvement in care plans
Audit of minutes show attendance by at
least 75% of Ward Matrons

QIP Update

PHT Quality Improvement Plan (updated 06/03/2018)
Aim

Valuing the basics

1.3 Courageous
discussions

1.3 Courageous
discussions

Patient, families and
1
carers experience

Patient, families and
2
carers experience

Embedding the principles of ‘No decision about me without me’ so patients are
involved in making decisions about their care and treatment

Implement the principles of Achieving Priorities of Care (APOC)

Head of Patient
Experience

Trust

Consultant
Geriatrician - End Trust
of Life Lead

30/06/2018

Complete

2. Increase the involvement of patients, families, carers and members of the
local community in care quality monitoring with a specific focus on patient
involvement in decision making

31/03/2018

Complete

3. Introduce core questions for all local experience surveys to include
"involvement in decision making"

30/06/2018

1. Consultant body training sessions on the use of APOC

28/02/2018

Complete

2. Audit of quality of completion of APOC documentation

30/04/2018

On track

Improve on the National survey question
"involved in decisions about care "to "about
the same" or "better than" as benchmark

Care will be delivered in partnership with patients to
meet their needs and appropriate advocacy as required

Development of new Duty of Candour guidance. Advised on role of patients in Portsmouth Improvement
Academy. Implementation of autism awareness training by Autism Ambassadors to support active
involvement of patients in decision making
Patient representatives on care quality reviews eliciting feedback from patients.
Volunteer led discharge survey to establish patients experience of being involved to be completed 31 March.

Core questions included in all local patient
experience surveys

Allowing patients and families to have a dignified death
in line with their wishes

30/06/2018
3. Continue to monitor usage of APOC across the organisation

Patient representatives involved on care
quality review visits

30/06/2018

Increase of appropriate use of APOC
document in End of Life Care
Improved outcomes as identified in the
Training completed within respiratory. Formed part of grand round. Training on-going with cardiology a
bereaved relatives survey results (6 month forthcoming focus. Liaising with Safety Team re use of MRP to pick up EoLC and APOC usage. National
delay in results due to timing of survey).
benchmarking audit for EoLC due July. Audit of APOC documentation to commence April
Monitor PALS and complaints trends. - how
many

4. Facilitate use of the bereaved relative survey to ensure ongoing improvement
30/06/2018
of care

Valuing the basics

Valuing the basics

1.4 - Involving
patients,
Patient, families and
1
families and carers experience
carers

1.4 - Involving
patients,
Patient, families and
2
families and carers experience
carers

Implement patient engagement strategy Get Involved (2017-2020) to strengthen
Head of Patient
patient engagement across all services at PHT
Experience

Promote the Friends and Family Test (FFT) throughout the organisation, with
particular focus on the Emergency Department, to increase the response rate to
at least the England average of 12% and to ensure compliance with the
contractual requirements

Head of Patient
Experience

Trust

1. Ratified Patient Engagement Strategy 2017-2020 by Trust Board

31/05/2018

2. Develop implementation plan in partnership with Patient Family and Carer
Collaborative (PFCC) and local community groups

31/05/2018
Patient engagement strategy to be ratified by the Board
Compliance with the agreed milestones in
so that patients and carers will be involved in all service
the implementation plan
re-design/improvement initiatives

31/12/2018
3. Quarterly monitoring of progress against agreed milestones at PFCC reporting From July 2018 (quarter 1
to the Trust Governance and Quality Committee
report)

Trust

31/08/2018

4. Complete Patient Engagement Strategy

31/12/2020

1. Ensure the development and implementation of a robust sustainable system
for the collection of FFT feedback from patients who use Emergency
Departments

Complete

Complete

2. Ensure the implementation of systems of daily monitoring of feedback
including rapid response to expressions of concern and early warning of
reduced number of responses

Complete

Complete

3. Ensure weekly reporting in-line with agreed protocol

30/11/2017

Complete

4. Share FFT protocol across the organisation once tested

31/12/2017

Complete

5. FFT to move to text response in ED

31/08/2018

Increased FFT response rate and positive
recommendations for Emergency Department to be at,
or above, the England average

Barrier: Discussed with Chief Nurse in light of plans to publish Trust strategy and how this strategy will align.
Revised deadline May 2018
Residual risk: Nil
Mitigation: Previous strategy still in place

Positive recommendations for the
Emergency Departments to be at or above
the national average.
Templates drafted and engaged with the Patient Collaborative for feedback. Awaiting feedback from
Negative (not recommends) to be at or
Healthwatch which has delayed implementation. Interim changes made to template letters inviting
below the national average
questions/concerns from patient/family to inform the
Response rate to be at or above the national
average aiming for upper quartile by August
2018

1. Weekly 'Hot Topic' audit which includes question regarding patient
involvement in care planning

Valuing the basics

1.4 - Involving
Nursing
patients,
documentation and 3
families and
care plans
carers

Valuing the basics

1.4 - Involving
patients,
Safe Staffing
families and
carers

New

Ensure compliance with Section 31 safe staffing enforcement notice

Deputy Director
of Nursing

29a Gap
Analysis

28/02/2018

Complete

Valuing the basics

1.4 - Involving
patients,
Safe Staffing
families and
carers

New

Staffing numbers and skill mix of staff working in all areas must reflect patient
numbers and acuity which should be adjusted according to variations in need

Deputy Director
of Nursing

Gaps: CQC
'musts and 28/02/2018
shoulds'

Valuing the basics

1.4 - Involving
patients,
Safe Staffing
families and
carers

New

Workforce reviewed with CSCs to identify and reduce reliance on locum support
except under exceptional circumstances - 29a Gap Analysis

Deputy Director
of Workforce and 29a Gap
Organisational
Analysis
development

Valuing the basics

1.4 - Involving
patients,
Safe Staffing
families and
carers

New

The Registered Provider must ensure that there are a sufficient number (based on
demand) of suitably qualified, competent, skilled and experienced clinical staff
Deputy Director
placed in the corridor/waiting area, of the Acute Medical Unit entrance and GP
of Nursing
triage referral area

1

External review of Child Safeguarding in Emergency Department to identify any
gaps in safeguarding procedures

Strengthen and embed the Being Open Policy

Deputy Director
of Nursing

29a

31/03/2018

Complete

3. Revise Duty of Candour letters to include patients/families concerns in scope
of investigation and make explicit the contact arrangements. Use the Patient
Collaborative to inform and shape letters.

30/10/2017

Complete

AMU and ED action plan in place and safe staffing reviews and response sent
fortnightly to CQC

28/02/2018

Complete

Complete

Formal board report twice annually to agree establishment
Continuous review of staffing skill mix in line with funded establishment and
identification and documentation of risk/benefits analysis where optimum skill
mix and staffing levels not able to be achieved

28/02/2018

Complete

At risk

To be developed

TBC

AMU
enforcemen 31/03/2018
t notice

Complete

Complete. Enacted as part of AMU enforcementnotice issued in 2017 and
subsequently fortnightly reporting to the CQC

31/03/2018

Complete

Associate Director
CQC 'musts
of Nursing or
and
31/03/2018
Head of
shoulds'
Safeguarding

Review completed (31.12.17) and actions identified. Actions to be monitored
31/03/2018
through the Trust safeguarding Committee and PSCB/PSAB improvement board.

Complete

Complete

90% of care plans demonstrate involvement
Staff actively involve and discuss care issues with
of patient, families and/or carers
patients and families in an open and meaningful way as
part of their everyday care
SIRI report Terms of Reference include
patient concerns

4. Revise the Duty of Candour posters for clinical areas

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

TBC

2

External review of safeguarding processes and training material (CCG,
Safeguarding Boards and local authorities) for both adult and child safeguarding

CQC 'musts
Associate Director
and
30/11/2017
of Nursing
shoulds'

Complete

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

3

Increase staff knowledge and awareness of domestic violence in high risk areas
(ED, Maternity and Children's Services)

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

Complete

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

4

CQC 'musts
Associate Director
and
31/01/2018
of Nursing
shoulds'

Complete

Strengthen the Adult Safeguarding Team and leadership

Fortnightly reporting of position against conditions to the CQC since Enforcement Notice issued. 4
unnanounced spot checks by the CCG and CPN lifted January 2018.

Fully compliant with safeguarding children procedures
Develop a large over-arching action plan for Safeguarding in Adults, Maternity
and Children's services

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

Action owner and milestones to be determined

31/03/2018

Complete

External review has taken place. Action plan in place for Adult Safeguarding and
30/11/2017
development of Child Safeguarding action plan in relation to the CQC LAC report.

Complete

Establish and commence delivery of a training plan for domestic violence to high
31/03/2018
risk areas

Complete

Submit a business case for a 'Family First' worker

31/03/2018

Complete

Complete . Head of safeguarding to take up post Jan 2018

01/01/2018

Complete
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Compliance with action plan, monitored
through joint PSAB and PSCB Improvement
Board.

External assurance of internal processes and education
programmes

Compliance with action plan, monitored
through joint PSAB and PSCB Improvement
Board.
Further external review to be commissioned
for next financial year following delivery of
the action plan to demonstrate
improvements made.

Staff can display improved understanding and
awareness of their responsibilities in relation to
domestic violence

Attendance rate at training of staff in high
risk areas exceeds 85%

To have the capacity and subject matter expertise to
support the organisation in delivery of statutory
requirements.

Safeguarding Leadership roles filled

QIP Update

Valuing the basics

1. Involve patients, families and carers in service development and improvement 31/03/2018

CQC 'musts
Associate Director
and
30/09/2018
of Nursing
shoulds'
CQC 'musts
Associate Director
and
30/09/2018
of Nursing
shoulds'

New

Ensure staff in high risk areas for encountering patients living with domestic
violence have a named staff member with skills in this area

New

Ensure progress made following External Safeguarding review in December 2017

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

New

Evaluate effectiveness of 'vulnerable adults day'

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

New

Commence weekly clinical training sessions on vulnerable adult safeguarding

31/03/2018

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

New

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

Recruit to 'Family First' worker post

30/09/2018

Family First' worker in post

Family First' worker in post

Further external review to be commissioned for next financial year following
delivery of the action plan to demonstrate improvements made.

30/09/2018

Overarching action plan has been successful in
delivering actions identified from last external review

10% increase (in comparison to last year) in
number of safeguarding concerns flagged to
Safeguarding team

Gather feedback at Vulnerable Adults day

31/03/2018

Complete

31/03/2018

Complete

Staff feel that the Vulnerable adults day has increased
their knowledge and skill in management of these
patients

Feedback shows that staff feel more
confident in managing vulnerable patients

Review and evaluate feedback

Complete

Host weekly MCA and DoLS training for staff in areas where these patients are
encountered most commonly

31/03/2018

Complete

Staff are able to apply use of the MCA and DoLS
appropriately

Training completed of staff in ED and
MOPRS

Safeguards must be put in place when children or young people are admitted into
Gaps: CQC
Associate Director
adult environments, such as EDU, to ensure they are sufficiently safeguarded from
'musts and 31/03/2018
of Nursing
avoidable harm
shoulds'

Complete

SOP issued that no patient under the age of 18 is to be placed on the
Observation Ward without a risk/benefit being documented by the Consultant
responsible

31/03/2018

Complete

All patients under 18 admitted to the
Children or young people are not kept in adult areas and
observation ward have documented
are safeguarded from avoidable harm
risk/benefit by Consultant

New

The trust's own protocol for the management of actual or suspected bruising must
be followed in all situations where an actual or suspected bruise is noted in an
infant that is not independently mobile

Gaps: CQC
'musts and 31/03/2018
shoulds'

Complete

Set up training on bruising / birth marks for paeds and ED staff and make sure
all staff in paeds and ED have been made aware of the importance of bruising
protocol.

31/03/2018

Complete

Staff are compliant with the trust bruising protocol

10% increase (in comparison to last year) in
number of safeguarding concerns flagged.

Associate Director 29a Gap
of Nursing
Analysis

Associate Director 29a Gap
of Nursing
Analysis

31/03/2018

Complete

Very minimal feedback received from 2 people. Information to be collated and evaluated for end of April.
Trust intelligence suggests on-going variability in staff knowledge and understanding. Need new action to be
agreed with the Chief Nurse

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

1

Ensure adequate staff with the correct skills to care for patients with acute and
specialist mental health needs

CQC 'musts
Associate Director
and
01/04/2018
of Nursing
shoulds'

Complete

Short term solution complete. Now working with ED and SHFT to strengthen
arrangements going forward. Working with partners to deliver the requirements 01/04/2018
of the ACS MH workstreams which includes a specific workforce workstream

Complete

Patients cared for by appropriately trained and skilled
staff

Reduction in incidents and complaints
relating to management of patients with
specialist mental health needs.
Weekly CQC metrics

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

2

Improve governance, oversight and key stakeholder relationships

CQC 'musts
Associate Director
and
Complete
of Nursing
shoulds'

Complete

Complete

Complete

Identify Executive lead for Mental Health and Establish
Mental Health and Mental Capacity Board chaired by a
Non-Executive Director

Identified Executive Lead.
MH&MC Board established and operating
within the Terms of Reference

Complete

By March 2018 the percentage of patients being risk
assessed will exceed 90% consistently

>90% of mental health patients in the
Emergency Department are risk assessed.
Reduction in incidents relating to Mental
Health within ED.

Complete

Individualised care plans and intervention based on
accurate risk assessment to improve safety

>90% appropriate care plans and
interventions are in place in the Emergency
Department

All areas appropriately risk assessed and mitigating
actions taken as appropriate.

90% Risk assessments completed in high risk
areas
Trust-wide ligature risk assessment placed on risk register and associated work plan agreed at the April Mental
Reduction in incidents relating to Mental
Health and Capacity Board.
Health

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

3

Ensure risk assessment of patients with acute and specialist mental health needs
in the Emergency Department are undertaken

CQC 'musts
and
Associate Director
shoulds'/ED 31/03/2018
of Nursing
enforcemen
t notice

Complete

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

4

Ensure appropriate care plan and intervention in place for patients with acute
and specialist mental health needs in the Emergency Department

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

Complete

Complete

Continued weekly monitoring of the percentage of patients in the ED receiving a
risk assessment. 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 others in the
department (patients, carers, staff, members of the public) and any
safeguarding concerns.
30/11/2017
- 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.

Perform weekly sample audits on Oceano

Overarching risk assessment of the Trust complete

Supporting
2.2 - Mental
vulnerable patients Health

Supporting
2.2 - Mental
vulnerable patients Health

Supporting
2.2 - Mental
vulnerable patients Health

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

Safeguarding and
mental health
procedures

Safeguarding and
mental health
procedures

Safeguarding and
mental health
procedures

5

6

New

New

Trust-wide environmental review to assess the risks of managing patients with
acute and specialist mental health needs

Enhance staff education and awareness regarding mental health

Identify lead for MH within ED and AMU with appropriate training and skills

Staff within the emergency and medical areas must have sufficient knowledge of
the Mental Health Act, 1983, so they understand their responsibilities under the
Act

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

ED
Associate Director
enforcemen 31/03/2018
of Nursing
t notice

Gaps: CQC
Associate Director
'musts and 31/05/2018
of Nursing
shoulds'

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

New

Gauge staff understanding of managing patients with mental health issues,
following trust training

Supporting
2.2 - Mental
vulnerable patients Health

Safeguarding and
mental health
procedures

New

Ensure high risk patients with mental health concerns or vulnerable safeguarding
ED
Associate Director
issues are identified, monitored and observed across the hospital and Trust must
enforcemen 31/03/2018
of Nursing
have oversight of the location, and areas of detention where appropriate
t notice

Supporting
2.3 vulnerable patients Dementia

New care models
e.g. Dementia

Associate Director
Trust
of Nursing

31/03/2018

Complete

Document over-arching risk assessment in line with Trust Policy

31/03/2018

Complete

Commence Audit and risk assessments in high risk areas

31/03/2018

Complete

Share learning from audit

Complete

31/03/2018

Complete

Introduce basic MH e-learning awareness training for all staff through induction
31/03/2018
and Essential Skills

Complete

Ensure further promotion and completion of e-learning for those working in
high risk areas

31/03/2018

Complete

MH lead appointed for Emergency Medicine and AMU

31/03/2018

Complete

Staff within the ED offered training sessions on Mental health

31/03/2018

Complete

Staff in ED are made aware of roles of the Mental Health Liaison and Duty
Hospital Manager on induction

31/03/2018

Complete

A lead for the MCA identified for ED

31/03/2018

Complete

Staff within the ED required to complete the Mental Health e-learning module

31/05/2018

Complete

Initiate survey monkey survey, with initial focus on ED staff

31/08/2018

Set up a dashboard in the Ops centre detailing where high risk patients are
located and if DoLS enacted

31/03/2018

Complete

Complete

Complete

31/08/2018

Complete

To source funding for Dementia Nurse Specialist post.

1

Recruit a lead Dementia Nurse Specialist

Chief Nurse

29a

28/02/2018

31/12/2017

31/01/2018

Overdue
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Complete

Staff can display improved understanding and
awareness of their responsibilities under the Mental
Health Act

Lead appointed

85% of staff in ED have undertaken the
Mental Health e-learning training with a
pass mark
50% of patient - facing trust staff have
undertaken the MH e-learning

Risk mitigated on a daily basis either with agency MH staff or reallocation of ED staff. Wider piece of work
linked to the ACS MH workstream monitored through the MH and MC Board

Basic mental health awareness training now available for all staff with a focus on high risk areas e.g. ED

Lead appointed

Staff within the ED feel more confident in how to
manage patients with respect to the MCA and use the
Reduction in incidents relating to use of the
MCA appropriately
MCA
Staff report improved relationship with MH Liaison team

Demonstrable improvement in staff knowledge and
confidence in managing patient with mental health
needs

Staff demonstrate improved confidence
within the survey

Staff have oversight of where high risk mental health
patients are located within the hospital and these
patients are appropriately monitored

Dashboard complete and in use

There is adequate staff support to undertake measures
to improve dementia care within the Trust

1 FTE in place

Overdue

April update: Business case to be developed by the Associate Director of Nursing

QIP Update

Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures
Safeguarding and
Supporting
2.1 mental health
vulnerable patients Safeguarding
procedures

New care models
e.g. Dementia

1

Recruit a lead Dementia Nurse Specialist

Chief Nurse

29a

28/02/2018

Supporting
2.3 vulnerable patients Dementia

New care models
e.g. Dementia

2

Trust Dementia strategy aligned to the NHS Dementia Assessment and
Improvement Framework and the National Dementia Challenge 2020 delivery
plan

Dementia Nurse
Specialist

Trust

31/05/2018

Supporting
2.3 vulnerable patients Dementia

New care models
e.g. Dementia

3

Audit the consistent use of the ‘This is Me’ document

Head of Nursing
MOPRS

29a

31/12/2017

Overdue

if funding not available the backfill with available staff to support with dementia
care initiatives. Lead nurse has soruced funding for Dementia post, through
existing resources and has included the role in the Trust re organisation, which 28/02/2018
has been to EMT – therefore this is now amber on the rag rating
The Chief Nurse has also reviewed draft JD with NHSE

Dementia Nurse Specialist to develop strategy with stakeholder engagement
once in post.

Complete

Put in place a method for auditing whether the 'This is Me' document is being
used consistently (use the Quality Care Reviews to do this).
Ensure that all wards have access to the 'This is Me' form

Supporting
2.3 vulnerable patients Dementia

New care models
e.g. Dementia

New

Ensure the consistent use of the 'This is Me' document

Head of Nursing
MOPRS

29a

30/06/2018

Complete

Re-launch of Dementia champions Trustwide

Promote use via Matron/ Ward Managers/ Dementia Champions

1. Identify funding source, when identified HoN to order trolleys and contents.
Supporting
2.3 vulnerable patients Dementia

Supporting
2.3 vulnerable patients Dementia

Supporting
2.3 vulnerable patients Dementia

New care models
e.g. Dementia

New care models
e.g. Dementia

New care models
e.g. Dementia

4

5

6

Implement reminiscence trolleys in every ward where patients have dementia

Increase activities available for patients living with dementia

Review the dementia screening process to ensure it fits with clinical practice

Head of Nursing
MOPRS

Head of Nursing
MOPRS

Head of Nursing
MOPRS

29a

Trust

Trust

31/12/2017

31/03/2018

31/03/2018

New care models
e.g. Dementia

7

Improve the support for carers of patients living with dementia

Head of Nursing
MOPRS

29a

31/03/2018

01/12/2017

20/11/2017

31/12/2017

Ongoing
30/11/2017

New care models
e.g. Dementia

Supporting
2.3 vulnerable patients Dementia

Supporting
2.3 vulnerable patients Dementia

2.4 - Mental
Capacity Act
Supporting
and
vulnerable patients Deprivation
of Liberty
Safeguards
2.4 - Mental
Capacity Act
Supporting
and
vulnerable patients Deprivation
of Liberty
Safeguards
2.4 - Mental
Capacity Act
Supporting
and
vulnerable patients
Deprivation
of
2.4Liberty
- Mental

New

Ongoing improvement in support for carers of patients living with dementia

Head of Nursing
MOPRS

New care models
e.g. Dementia

New

Patient with Dementia have a 'This is me' document in place and this is used
effectively

Associate Director
29a
of Nursing

30/06/2018

New care models
e.g. Dementia

New

External visit from National Dementia lead and identification of gaps

Associate Director 29a Gap
of Nursing
Analysis

31/05/2018

Trust

Complete

01/01/2018

Complete

2. Undertake 12 month HEE QI fellowship to embed social activities to reduce
deconditioning.

01/01/2018

Complete

3. Review the requirements for other patients with dementia outside of MOPRS
31/03/2018
CSC and put in place appropriate plans to support their needs.

Complete

1. Identify medical lead to work with HoN to provide challenge to medical
colleagues.

Overdue

31.03.2018

Complete

2. Implement action plan with deadlines to address concerns.

Practice Inquiry Project to breakdown and understand why the process of early
carer identification using the nursing documentation is not being used.

30/04/2019

Completion of audit and direct feedback to clinical staff
to improve learning

Improvement in the number of patients
appropriately assessed as evidenced
through the Adult Safeguarding Team
weekly audit.

Complete

Staff have the confidence to translate the theory into
clinical practice demonstrated through the improved
care and safety for vulnerable patients

Improvement noted in the application of
MCA and DoLS in practice

Complete

Improved understanding and documentation regarding
Improvement noted in the application of
Mental Capacity Assessments and Best Interest Decision
MCA and DoLS in practice
Making

31/03/2018

Complete

Patients do not have procedures undertaken on them
without appropriate consent

Thematic analysis shows a drop in these
behaviours

Complete

Complete

Complete

Staff feel confident and know how to raise concerns

Visible promotion and social media activity
with involvement from staff

Complete

Complete

Complete

Staff feel confident to raise concerns without
recrimination

Complete

Implemented revised training (see action below). Continue weekly clinical
reviews by the Adult Safeguarding Team with immediate feedback to staff to
facilitate learning

Capacity Act
Supporting
and
vulnerable patients
Deprivation
of
2.4Liberty
- Mental

Safeguarding and
mental health
procedures

4

Intensive focused training for all staff on application of the MCA in practice
(revised training methodology)

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

Complete

Continue weekly clinical reviews by the Adult Safeguarding Team with
immediate feedback to staff to facilitate learning

01/01/2018

Capacity Act
Supporting
and
vulnerable patients
Deprivation
of Liberty

Safeguarding and
mental health
procedures

New

Ensure that patients do not have procedures undertaken on them without
Gaps: CQC
Associate Director
appropriate consent being obtained, and best interest assessments are completed
'musts and 31/03/2018
of Nursing
where possible
shoulds'

Complete

Undertake a thematic analysis of the MCA and DoLS audit

Complete

Freedom to Speak Up promotion week

Deputy Director
CQC 'musts
of Workforce and
and
Complete
Organisational
shoulds'
development

Deputy Director
CQC 'musts
of Workforce and
and
Complete
Organisational
shoulds'
development

Complete

Deputy Director
CQC 'musts
of Workforce and
and
31/12/2017
Organisational
shoulds'
development

Complete

Recruit to post

31/12/2017

Commenced and on-going

01/01/2018

30/11/2017

Commission an external review of Bullying and Harassment

CQC 'musts
and
31/05/2018
shoulds'

Dependent on lead Dementia Nurse being in post. Update awaited

Update awaited
Barrier: Resource limitations and demands on staff
Revised deadline: 30/06/2018
Residual risk: Risk to patient experience
Mitigation: Extending deadline to ensure relevant individuals resourced

Complete

Complete

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

External review of leadership behaviours to identify areas where leadership
values and behaviours need challenging and improving

Improved carer feedback
Patient collaborative feedback

Improvement in the number of patients
Discharge our legal responsibilities under the MCA/DoLS appropriately assessed as evidenced
to keep patients safe in our care
through the Adult Safeguarding Team
weekly audit.

Implement a revised education and training programme for all clinical staff
regarding MCA and DoLS

3.1 - Zero
tolerance of
bullying

Improved attendance at the carers café for
Appropriate signposting and improved awareness of the
carers of patients living with dementia.
Carers Cafe
Carer feedback.

Complete

3

Organisation that
learns

Complete

Gaps in Dementia care identified and plan on delivering
Completion of Health watch self-assessment National dementia Lead visited the Trust on 23/04/2018.
improvements initiated

Safeguarding and
mental health
procedures

Director of
Workforce and
Organisational
Development

Dependent on lead Dementia Nurse being in post. Update awaited

31/05/2018

Auditing weekly - feed back directly to clinical teams. Complete

Organisational
Development,
including staff
4
engagement, culture
& leadership

Improved compliance with dementia
screening to >90%

31/03/2018

Complete

Appointment of Freedom to Speak Up Guardian

Achieve the national standards for dementia screening
to meet or exceed 90%

Undertake a Healthwatch self-assessment

CQC 'musts
Associate Director
and
31/03/2018
of Nursing
shoulds'

Organisational
Development,
including staff
3
engagement, culture
& leadership

Overdue

External visit from National Dementia Lead

Weekly clinical review of patients under MCA and DoLS, including documentation

3.1 - Zero
tolerance of
bullying

Dependent on lead Dementia Nurse being in post. Update awaited

30/06/2018

2

Organisation that
learns

Activities are available to support
stimulation and distraction therapies for
patients living with dementia

Use the Patient collaborative to undertake and Observation of Care in MOPRS

Safeguarding and
mental health
procedures

Identification and training of 16 Freedom to Speak Up advocates

A variety of activities available to support stimulation
and distraction therapies

All appropriate patients have a 'This is me' document in
Patient collaborative feedback
place

Further vulnerable patient Deep Dive to commence week commencing 11/12/17

Organisational
Development,
including staff
2
engagement, culture
& leadership

Barrier: Dementia lead required with capacity to drive the initiative.
Revised deadline: TBC
Residual risk: Minimal risk to dementia patient experience as trolleys have been implemented in high-priority
areas e.g. MOPRS, MSK and AMU.
Mitigation: [as above action re. resourcing capacity]
Update awaited

All carers identified early in patient care

Complete

3.1 - Zero
tolerance of
bullying

Every adult in-patient ward has a
reminiscence trolley

30/04/2019

CQC 'musts
Associate Director
and
31/12/2017
of Nursing
shoulds'

Organisation that
learns

Trolleys available in all wards

Complete

Strengthen the governance arrangements around DoLS to ensure timely
assessment

3.1 - Zero
tolerance of
bullying

Additional action included further to QIAG on 8th March 2018. Implementation milestones to be reviewed and
completion date revised with delivery workstream lead, Alison Fitzsimon. Update awaited

Complete
31.03.2018

1

Organisation that
learns

Quality Care Review results.

Complete

TBC

30/11/2017

Completion of audit. Evidence of continuous
improvement

Complete

1. Re-invigorate Memory Lane to support social activities.

2. Review with medical lead progressing the current screening process to
BedView- will require support to influence this action.

April update: Business case to be developed by the Associate Director of Nursing

The strategy is delivered in line with the NHS
Dementia Assessment and Improvement
April update: All actions related to dementia have been closed following visit from National Dementia Lead on
Framework and the National Dementia
23.04.2018. Following visit, the Demetia Strategy is being developed with an associated workplan to address
Challenge 2020 delivery plan.
all areas requiring improvement. This will be presented at the Dementia Steering Group in May 2018.

Complete

Complete

Overdue

1 FTE in place

Complete

2. Ward Managers, with support from Dementia Champions, to implement
trolley use to include training for staff to use the resources.

Safeguarding and
mental health
procedures

Organisational
Development,
including staff
1
engagement, culture
& leadership

Complete

Complete

3. Work in collaboration with Carers lead to increase utilisation of Carers Cafe.

Supporting
2.3 vulnerable patients Dementia

Develop and delivery of a strategy in line with NHS
Improvement Dementia Assessment and Improvement
Framework (October 2017)

31/05/2018

1. Scope current concerns from Dementia Audit and work with Head of Patient
Experience to understand feedback from patient groups/ volunteers/
Healthwatch etc.
Supporting
2.3 vulnerable patients Dementia

There is adequate staff support to undertake measures
to improve dementia care within the Trust
Overdue

To commence workshops with Professor Lewis

30/11/2017

26/02/2018
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Complete

Recent Care Quality Review highlighted on-going concerns re staff knowledge. Consider additional actions

Thematic analysis completed. MCA/DoLS overarching action plan to address improvement areas

Staff are aware of the advocates role and
how to access them measured through the
number of contacts made.
The advocates report that staff contact them
for advice and support and are able to
resolve any issues raised

Staff feel confident to raise concerns without
recrimination

Freedom to speak up Guardian appointed
and fulfilling remit of role

Staff feel that the workplace culture is improved

Improved national staff survey results
Reduction in employee relations’ cases
Reduction in bullying and harassment
concerns raised by staff

Complete

Complete

Barrier: ^ month piece of work commenced in January. Field work will be complete 6 April with a full report
issued for Trust Board by 31 May with recommendations
Revised deadline: 31/05/2018
Residual risk: Minimal risk
Mitigation: Supported by Respect Me capmpaign

QIP Update

Supporting
2.3 vulnerable patients Dementia

Organisational
Development,
including staff
4
engagement, culture
& leadership

Organisation that
learns

3.1 - Zero
tolerance of
bullying

Organisational
Development,
including staff
New
engagement, culture
& leadership

Refresh 'Respect me' campaign

Head of
Organisational
Development

29a Gap
Analysis

31/03/2018

Complete

Refresh in line with recommendations from Professor Lewis

31/03/2018

Complete

Staff feel respected and heard in the workplace and feel
Improvement in National Staff Survey
able to raise concerns without recrimination

Organisation that
learns

3.1 - Zero
tolerance of
bullying

Organisational
Development,
including staff
New
engagement, culture
& leadership

Head of
Increase profile of resilience training and coaching offered to staff through Aquillis
Organisational
counselling service
Development

29a Gap
Analysis

31/03/2018

Complete

Advertise resilience training

31/03/2018

Complete

Staff aware of how to access resilience training through Increased uptake of Aquillis resilience
Aquillis
training

Organisation that
learns

3.1 - Zero
tolerance of
bullying

Organisational
Development,
including staff
New
engagement, culture
& leadership

Promote FTSU e-learning programme during induction process

Head of
Organisational
Development

29a Gap
Analysis

31/03/2018

Complete

FTSU guardian to speak at staff Trust induction and promote e-learning

31/03/2018

Complete

Increased staff awareness on joining the trust of FTSU
initiative and available learning resources

Organisation that
learns

3.1 - Zero
tolerance of
bullying

Organisational
Development,
including staff
New
engagement, culture
& leadership

Ratification of the new 'Raising Concerns' Policy

Head of
Organisational
Development

29a Gap
Analysis

31/03/2018

Complete

Raising concerns' Policy to be signed off by CEO

31/03/2018

Complete

Staff understand the pathways available to raise
concerns

Ratification of the policy by CEO sign off

Organisation that
learns

3.2 Behaviours
and
compassion

Organisational
Development,
including staff
1
engagement, culture
& leadership

Implement Multidisciplinary Schwartz round

Consultant
Geriatrician

Trust

Complete

Complete

Complete. Two completed. Next planned for 24/11/2017

Complete

Complete

Provide a safe and supportive environment for staff to
share and learn from their experiences, improve staff
morale and team working

Increased number of attendees
Increased range of staff groups attending as
the rounds embed

20/10/2017 - complete

Complete

3.2 Behaviours
and
compassion

Organisational
Development,
including staff
2
engagement, culture
& leadership

1. Launch new job planning round with presentation to CDs and Business
Managers

Organisation that
learns

Provide education on embedding trust values and behaviours into Job Planning
rounds with consultants

Associate Medical
Director Trust
Consultant
Radiologist

Increased compliance with Job planning on CRMS to
90%

April update:Policy not ratified however, job planning process completed. The role of the job planning
consistency panel, Chaired by the Deputy Medical Director, is to ensure that departments use the job planning
> 90% of Consultants have approved in-date
process to make best use of resources, encourage team working (and skill mix, where appropriate, valuing
job plans on CRMS (current level 77%)
everyone’s contribution) and make sure that job plans are focused on patient care. Therefore, Trust values
have been incorporated into the job planning process.Propose action is closed.

External review of leadership behaviours to identify areas where leadership
values and behaviours need challenging and improving

Director of
Workforce and
Organisational
Development

CQC 'musts
and
31/05/2018
shoulds'

Staff feel that the workplace culture is improved

Improved national staff survey results
Reduction in employee relations’ cases
Reduction in bullying and harassment
concerns raised by staff

Barrier: ^ month piece of work commenced in January. Field work will be complete 6 April with a full report
issued for Trust Board by 31 May with recommendations
Revised deadline: 31/05/2018
Residual risk: Minimal risk
Mitigation: Supported by Respect Me capmpaign

Review completed with recommendations shared and further actions developed 31/05/2018

Organisation that
learns

3.2 Behaviours
and
compassion

Workforce Strategy,
recruitment and
3
induction

Map all recruitment processes and align to trust standard

Head of Employee
Trust
Resourcing

31/03/2018

Overdue

2. Launch new PHT Job Planning Policy document

3. Job Plan Review meetings to be held

31/03/2018

Recruitment and retention strategy to be developed in line with the workforce
strategy

30/09/2018

Draft strategy to be issued

31/10/2018

Organisation that
learns

3.2 Behaviours
and
compassion

3.2 Behaviours
and
compassion

Organisational
Development,
including staff
5
engagement, culture
& leadership

Organisation that
learns

3.3 - Right
staff, right
skills

Workforce Strategy,
recruitment and
1
induction

Organisation that
learns

3.3 - Right
staff, right
skills

Organisation that
learns

Organisation that
learns

Implement NHSI Culture and Leadership Programme

Revision of Nursing, Midwifery and Allied Health Profession Strategy

Head of
Organisational
Development

Deputy Director
of Nursing

Trust

Trust

Overdue

31/04/2018

31/07/2018

15/11/2017

Complete

EMT and Trust Board approval

30/11/2017
2. Lead a session with Trust Board to provide clarity of the programme, the role
31/01/2018
of the Board and the timeframe

Complete

3. Recruit staff to be 'change agents' as part of the 'culture change team'

30/04/2018

Complete

4. Formally launch the culture programme

30/04/2018

Complete

Create and launch a patient care strategy

31/12/2017

Complete

20/04/2018

Complete

Workforce Strategy,
recruitment and
2
induction

Implement plans for revised and new roles to support difficult to recruit posts

Head of Nursing
and Midwifery
Education/Directo Trust
r of Medical
Education

31/01/2018

Complete

3.3 - Right
staff, right
skills

Workforce Strategy,
recruitment and
3
induction

Audit compliance with local induction process

Head of Nursing
and Midwifery
Trust
Education/Directo
r of Medical

31/01/2018

Reduction in vacancy rate and temporary workforce
spend

Reduction in vacancy rate 5% by April 2018
Reduction in temporary staff spend by 5%

Complete

Education programmes are available to support the
Reduction in vacancies in difficult to recruit
development of staff into new roles to fill hard to recruit
roles
posts

Organisation that
learns

3.3 - Right
staff, right
skills

Workforce Strategy,
recruitment and
4
induction

Revision of workforce strategy

Director of
Workforce and
Organisational
Development

Complete

Monthly induction audit completed

All monthly induction audit data available on
Education dashboard

Trust

30/09/2018

Clear and current written strategy in place to address
workforce priorities

Workforce strategy approved and
implemented

Organisation that
learns

3.3 - Right
staff, right
skills

Workforce Strategy,
recruitment and
5
induction

Recruitment and Retention event

Lead Workforce
Nurse

Trust

31/08/2018

Improved understanding by staff of opportunities to
develop their careers and the benefits available to new
employees

Reduced vacancy rates

On track

30/04/2018

2. Seek and implement education programmes to develop staff into roles when
identified in CSC/Trust workforce plans.

Complete

Complete (currently monitor compliance and this is shared via the education
dashboard)

31/12/2017
The data on compliance relies
on managers submitting the
information. Therefore

Workforce Strategy to be refreshed in line with organisational strategy

30/09/2018

Complete

Complete

Formal launch evident and programme is
effectively implemented

Complete

31/07/2018

Continue to work with clinical leaders to ensure maximising recruitment
opportunities

1. Continue to support development of advanced practice/ apprenticeships.

Complete

Change team in place

Patients and staff can say that they are
treated with dignity and respect.

Ensure 'patient care strategy' is in line with revised 'Trust strategy' through
Director of Strategy approval

On-going

Develop a culture that enables and sustains continuous
improvement of safe, high quality and compassionate
care

Improve compassionate care and engagement with
frontline staff

On track

Further overseas recruitment

This was ratified by Policy group in January 2018 and is on the policy framework on the intranet

Barrier: To form part of the Workforce Strategy
Ensure value based recruitment process is applied to all Strategy developed and implemented by 31 Revised deadline: In line with overall Trust Strategy TBC (review September 2018)
staff groups
March 2018.
Residual risk: None
Mitigation: Review deadline to align to Workforce Strategy

Complete

Head of Employee
Trust
Resourcing

Increased uptake of FTSU e-learning
programme

Complete

30/09/2018

1. Lead a session with EMT to seek a decision to implement

Organisational
Development,
including staff
4
engagement, culture
& leadership

30/11/2017

Respect Me Campaign was refreshed in Autumn 2017 and is on-going with a resource centre for staff
positioned on the homepage of the intranet. This work also aligns with the externally commissioned deep dive
into B&H by Prof Duncan Lewis

Complete

Relevant Board development programme to be identified when Trust Board fully
31/03/2018
populated.

Complete

Implement Board development programme

30/06/2018

Complete

New Board are clear on priorities, their shared and
individual objectives and are effectively executing their
responsibility as a board

Board development plan in place

Board development programme completed with actions identified

31/08/2018

Strategy to be revised once the Trust Strategy is in place
Further April position update: Decision made to revise the Patient Care Strategy prior to the development of
the Trust Strategy. This will then be circulated independently of the Trust Strategy. Deadline revised to meet
this change in plan to July 2018.

Barrier: Strategy needs to follow the Trust Strategy
Revised deadline: 30/09/2018
Residual risk: None
Mitigation: None required.

3.3 - Right
staff, right
skills

Organisational
Development,
including staff
6
engagement, culture
& leadership

Organisation that
learns

3.3 - Right
staff, right
skills

Nurse training
programme /
Medical training
programme

New

New staff receive their local induction within the first 3 months of employment

Director of
Education

Trust

31/03/2018

Complete

Review monthly audit data and identify and target at risk area

31/03/2018

Complete

All staff will receive local induction

All Staff have received local induction within
Established process that ensures managers are followed up for non-compliance against Trust expectation
3 months as per Trust Policy

Organisation that
learns

3.3 - Right
staff, right
skills

Nurse training
programme /
Medical training
programme

New

Ensure that staff are assessed and signed off as competent to deliver patient care

Director of
Education

Gaps: CQC
30/06/2018
'musts and
shoulds'

Complete

Audit compliance with generic competency compliance

31/03/2018

Complete

All staff are assessed and competent to deliver patient
care

All staff compliant with generic
competencies

Organisation that
learns

Board / Director development programme to be developed and implemented

Chief Executive
Officer and Trust Trust
Chair

31/08/2018
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April update: Board development programme commenced in March 2018. 12 month programme in place

Barrier: Competency framework in place. Need to audit compliance
Revised deadline: 30/06/2018
April update: Snap shot audit undertaken of the nursing and midwifery competency framework policy.
Variance in adherence noted. Outcome to be shared with clinical educators to create local action plans for the
CSCs to enact. Re-audit to be undertaken in June 2018. See new action.

QIP Update

3.1 - Zero
tolerance of
bullying

Organisation that
learns

Organisation that
learns

3.3 - Right
staff, right
skills

3.3 - Right
staff, right
skills

Nurse training
programme /
Medical training
programme

Nurse training
programme /
Medical training
programme

New

New

Ensure that staff are assessed and signed off as competent to deliver patient care

Staff mandatory training should be above the hospital target of 85% across all
clinical workforce

3.3 - Right
staff, right
skills

Workforce Strategy,
recruitment and
New
induction

Professional Forum updated on Essential skills in Education update

3.4 - Staff
engagement

Organisational
Development,
including staff
1
engagement, culture
& leadership

Organisation that
learns

3.4 - Staff
engagement

Organisational
Development,
including staff
2
engagement, culture
& leadership

Organisation that
learns

3.4 - Staff
engagement

Organisation that
learns

Director of
Education

Director of
Education

Gaps: CQC
'musts and 31/03/2018
shoulds'

All staff are assessed and competent to deliver patient
care

Re-Audit compliance with generic competency compliance

30/06/2018

Ensure annual booklet and corresponding test issued to all clinical staff

31/03/2018

Complete

Establish face to face training

31/03/2018

Complete

All staff compliant with generic
competencies

All staff have flexible opportunities to complete areas of Essential skills training compliance at 85%
missing compliance training
for nursing, medical/dental and AHP

At risk
Establish Pick 'n Mix days for compliance training

31/03/2018

Complete

Ensure line managers identify all medical and dental staff who are noncompliant with essential skills training and offer any support required

31/03/2018

Complete

29a Gap
Analysis

31/03/2018

Complete

Ensure profession forum occurs on a monthly basis

31/03/2018

complete

Introduce monthly forums for the junior doctors to meet the Medical Director and
Medical Director
Chief Registrar

Trust

Complete

Complete

Complete

Complete

Complete

To improve staff engagement with the Junior Medical
staff who work in a transient role

Monthly forums occur and there is
improvement in the Deanery report

Introduce monthly forums for the Consultants to meet the Medical Director and
Chief Executive Officer

Medical Director

Trust

Complete

Complete

Complete

Complete

Complete

To improve staff engagement with the Senior Medical
staff

Monthly forums occur and there is an
improvement in the medical engagement
scale results

Organisational
Development,
including staff
3
engagement, culture
& leadership

Widen the attendance at the professional forum for Nurses and Midwives

Chief Nurse

Trust

30/11/2017

Complete

Matrons to be invited

31/12/2017

Complete

To improve engagement with the Nursing and Midwifery Increased attendance and staff feeling
workforce to strengthen Board to Ward
engaged

3.4 - Staff
engagement

Organisational
Development,
including staff
4
engagement, culture
& leadership

Staff Big Conversations personally hosted by the CEO

Chief Executive
Officer

Trust

31/12/2017

Complete

Staff engagement events to take place

31/12/2017

Complete

Staff report feeling more engaged and able to make
changes happen in their own area of work

Organisation that
learns

3.4 - Staff
engagement

Organisational
Development,
including staff
5
engagement, culture
& leadership

Introduce an annual staff engagement calendar of events

Head of
Organisational
Development

Trust

31/12/2017

Complete

Organisation that
learns

5.1 Leadership at
all levels
Organisational
Development,
5.2 - Role
including staff
2
clarity,
engagement, culture
responsibility & leadership
and
accountability

Improve the compliance rate and quality of appraisals

Director of
Workforce &
Organisational
Development

Trust

31/03/2018

Complete

Organisation that
learns

Organisation that
learns

Director of
Education

Gaps: CQC
30/06/2018
'musts and
shoulds'

Staff engagement levels increase as
reported by the national staff survey

Organisation that
learns

Launch a programme of development to support the transition to a new
organisational structure

Head of
Organisational
Development

Moving beyond
safe

4.2 - No
'avoidable'
deaths

Implementation of the Learning from Deaths policy

Associate Chief
Nurse for Patient 29a
Safety

Moving beyond
safe

4.2 - No
'avoidable'
deaths

Mortality and
morbidity

2

Training in Structured Judgement Review

Complete

Complete

Staff report increased levels of engagement

Monthly and on-going

Complete

Compliance rates reach 85% by 31 March
2018.
Meeting or exceeding 85% target and that staff report a
Moved to Organisation that learns from Good Governance.
meaningful appraisal
Increase in staff reporting they had a quality
appraisal in the national staff survey report
published in March 2018.

Provide additional training for managers to include how to have a coaching style
conversation and set SMART objectives

Organisational
5.1 Development,
Leadership at including staff
New
all levels
engagement, culture
& leadership

Support the Trust key leadership programmes

Head of
Organisational
Development

Complete

Monitor compliance as part of monthly performance reviews, taking appropriate
action to ensure improvements are made.

Organisational
5.1 Development,
Leadership at including staff
3
all levels
engagement, culture
& leadership

1

Trust

Trust

Associate Chief
Nurse for Patient 29a
Safety

31/03/2018

31/12/2017

Complete

Strengthen succession planning and talent management for critical posts

28/02/2018

Complete

Embed coaching skills as a core skills development for managers and leaders

28/02/2018

Complete

Procure and commission a bespoke development programme

31/07/2018

1. Publish Policy on intranet

Complete

Complete

2. Communicate to senior clinical staff

Complete

Complete

3. Re-publicise policy – targeted at senior medical and nursing staff

30/11/2017

Complete

4. Programme for all Specialties to present local mortality review process to
Mortality review group
1. MR panel review of all adult deaths to be in place for all specialties in
Medicine and MOPRS
2. Programmed roll out for all other specialties to commence MRP process by
31/03/2018

30/12/2017

Complete

31/07/2018

31/12/2017

Ensure leadership programmes available are aligned to organisational priorities
28/02/2018
and address any skills gaps identified through the annual training needs analysis

Complete

Mortality and
morbidity

3

Further roll-out of the Mortality Reviews across all specialities

Deputy Medical
Director

29a

31/03/2018

Policy published, implemented and embedded in
practice

Complete

31/12/2017

Complete

31/12/2017

Complete

3. Recruitment of further MRP members

31/12/2017

Complete

4. Core Structured Judgement Review trainers to have attended RCP training
session

Complete

Complete

5. Trust SJR training programme to commence

30/11/2017

Complete

6. Further SJR training sessions booked for first 3 months of 2018

31/12/2017

Complete

Leadership and management course
attendance.
Overall staff engagement levels improve as
measured by the national staff survey.

Moved to Organisation that learns from Good Governance.

Consistent approach to reviewing patient deaths to
improve learning

Audit of MRT data to demonstrate MRP,
M&M and SJR compliance
Learning from deaths reports
Reducing HSMR
Reduction in coroners referrals from
inpatients

Specialty and CSC governance reports
contain evidence of reviews
MRG minutes to demonstrate specialty
reports

Policy updated to include flow chart, published 16 April 2018

31/12/2017
Revised deadline: 31/03/2018 Complete

Development of the Trust electronic Mortality Review Tool to allow easy analysis
31/03/2018
of data to identify themes and trends

4.2 - No
'avoidable'
deaths

Staff in leadership roles will feel confident to lead and
manage their services
Leadership development offering is clear and aligned to
organisational needs
A number of individuals are being supported through a
talent pipeline
A supportive programme of development is in place for
a new organisational structure

Events calendar on intranet

Development opportunities available to support the new
Programmes are launched by deadline
divisional structure

Complete

7. Process for identification and evaluation of groups of cases (e.g. Dr Foster
alerts) requiring review to be articulated and added to LFD policy

Moving beyond
safe

Barrier: Medical and dental workforce not at 85%.
Revised deadline: TBC
Residual risk: Staff not compliant with mandatory training.
Mitigation: A variety of strategies have been implemented but with minimal impact. Information on noncompliance is provided to line managers

Actions identified with 'you said we did'
communications

Organisation that
learns

Mortality and
morbidity

QIP Update

Organisation that
learns

Complete

Ensure there is a centralised portal for mortality review
and that plans are made to disseminate learning

Complete
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Reduction in avoidable serious harm events
This will be calculated by a review of the
Datix reports to include the Hogan scale of April update: Action related to development of a safety message to share learning now forms part of the
avoid ability so we can start to quantify.
communication plan (4.2 Moving Beyond Safe)
Once we have this we can aim for a %
reduction in 1-3 scores.

4.2 - No
'avoidable'
deaths

Mortality and
morbidity

3

Further roll-out of the Mortality Reviews across all specialities

Deputy Medical
Director

29a

31/03/2018

Moving beyond
safe

4.2 - No
'avoidable'
deaths

Mortality and
morbidity

4

Implementation of the Time to Act initiative (deteriorating patient pro-forma)

Consultant Critical
Care and
29a
Resuscitation
Manager

31/07/2018

Moving beyond
safe

4.2 - No
'avoidable'
deaths

Mortality and
morbidity

New

Further development of SJR

Deputy Medical
Director

30/06/2018

Moving beyond
safe

Moving beyond
safe

4.2 - No
'avoidable'
deaths

4.2 - No
'avoidable'
deaths

Mortality and
morbidity

New

Mortality and
morbidity

New

Ensure Learning from Deaths policy is up to date and all specialities aware of
mortality review process

Deputy Medical
Director

Associate Chief
Ensure all relevant learning from Regulation 28 coroner reports, MR, SJR and SIRIs
Nurse for Patient
communicated to appropriate staff, departments, patients and relatives
Safety

Trust

Trust

31/03/2018

Complete

Complete

Use ‘Grand round’ presentations to focus on the learning from a variety of cases 31/03/2018

Complete

Develop a weekly/biweekly safety message for the whole Trust

31/03/2018

Complete

Scale up Plan launched on the 6 December 2017

31/12/2017

Complete

Patient’s condition received appropriate escalation to
ensure patients receive the correct and timely
assessment, monitoring, referral and treatment

Scale up to 60% of the target population: Identified through a proforma in adult
in-patient bed units (excluding ICU, Day Case areas, ED Observation Ward) when
they first trigger at a NEWS of 5 and above (modification required to the pro
31/07/2018
forma used in maternity).

Mortality review tool to go live

31/03/2018

Audit of submissions to mortality review portal 3 months after go live

30/06/2018

Undertake thematic analysis of MR, SIRI and SJR using Mortality Review Tool
data

30/06/2018

Review Learning from Deaths Policy

31/01/2018

Complete

Review mortality review process in ED and identify method of dissemination of
learning

31/03/2018

Complete

Consistent approach to reviewing patient deaths to
improve learning

07/05/2018

Audit use of the communication plan across review panels and track impact of
measures through pulse survey

31/07/2018

Evaluation of the scale up will include audit
into:
• Number of Ward Cardiac Arrests per 1000
admissions (Outcome)
• Escalation according to NEWS Protocol
(Outcome/Process)
• Number of wards in scale up (Process)
• Patients with a new NEWS > 5 – pro forma
used (how many & how often) (Process)
• Quality of pro forma completion –
completed, compliant, escalation plan
documented (Process)
• Number of staff engaged
• Reduction in Safety Learning Events
related to delayed escalation (Outcome)

Mortality Review tool is capturing all MR
and SJR

Reduction in no of avoidable Serious harm
events
Increase number of SIRI reported

Mortality process in ED reviewed. Agreement to keep ED process separate from the other MRP. Deputy
Medical Director and ED Mortality Lead will conduct joint second stage reviews to extract learning points.

On track

All learning from relevant review panels disseminated to
the right staff and has an impact in reducing patient
harm and avoidable deaths
Patients and/or families feel that the Trust places value
in learning from serious incidents and deaths

31/08/2018
Launch the communication plan

Reduction in avoidable serious harm events
This will be calculated by a review of the
Datix reports to include the Hogan scale of April update: Action related to development of a safety message to share learning now forms part of the
avoid ability so we can start to quantify.
communication plan (4.2 Moving Beyond Safe)
Once we have this we can aim for a %
reduction in 1-3 scores.

Complete

Complete

Develop a 'communication plan' for the Trust which can be used across MR, SJR
and SIRI review panels and appropriate measures within the plan selected and
disseminated.
This will include:
* Mortality review group
30/04/2018
* Grand round presentations
* Safety bulletin
* Departmental teaching
* Simulation where appropriate
Trust

Ensure there is a centralised portal for mortality review
and that plans are made to disseminate learning

Reduction in avoidable deaths
Reduction in serious harm events
Increase in incident reporting
Reduction in number of overdue SIRIs

Complete investigation report and feedback to patient and/or family on all SIRIs
within 60 days and share with patients after a further 30 working days from CCG 31/08/2018
sign off.

Moving beyond
safe

4.3 - Stop
harm to
patients

Mortality and
morbidity

1

Pilot the Model for Improvement (MFI) and Plan, Do, Study, Act (PDSA) Cycle for
reducing pressure damage

Associate Director
Trust
of Nursing

31/03/2018

Complete

To commence Purpose T risk assessment and care planning tool

Moving beyond
safe

4.3 - Stop
harm to
patients

Patient Safety

2

Establish a senior safety team under the leadership of the Medical Director and
Chief Nurse

Medical
Director/Chief
Nurse

29a

31/03/2018

Complete

Complete. Safety team established December 2017

Moving beyond
safe

4.3 - Stop
harm to
patients

Mortality and
morbidity

3

Standardisation of clinical handover documentation

Chief Nurse

Trust

30/04/2018

Complete

Best practice standardised tool to be tested and applied

“Time to Act” initiative to be rolled out across Trust with initial pilots on
designated medical wards already scheduled.

Combine Deteriorating Patient and Sepsis Groups to ensure coordinated
coverage of both agenda
Including Sepsis Metrics in CSC Performance Portfolio

Moving beyond
safe

4.3 - Stop
harm to
patients

Mortality and
morbidity

4

Introduce a Six Month Safety Sprint concept

Deputy Medical
Director /
Consultant in
Critical Care

Trust / 29a 31/08/2018

Future action at
risk

31/01/2018

31/12/2017

31/01/2018

Complete

Aid staff in prioritising care, highlighting which patients
are high risk of pressure damage

Audit use of Purpose T.
Reduction in hospital acquired pressure
ulcers

Complete

Team in place to set the strategic direction for safety
and drive the changes needed

Workplan in place with identified
accountable leads

Complete

Consistent completion of handover documentation to
ensure patient safety and that handovers are
standardised.

Handover Bundle launched 25.3.18.
Reduction in incidents in relation to transfer
Time to Act initiative launched
and handover
Audit of handover standards planned for June 18

Commenced roll out December
Complete
2017

31/01/2018

Complete

6 month appointment of Sepsis Nurse Specialist

28/02/2018

Overdue

Roll out enhanced critical care outreach response to Sepsis

28/02/2018

Overdue

Commence a parallel SIRI action review process to allow SIRI action plans to be
reviewed in timely manner and clear back log

30/04/2018

Complete

Complete roll out of Mortality Review Panels to review all hospitals deaths
following admission

30/04/2018

Complete

Complete audit loop of utilisation of Sepsis Pathway

31/07/2018

Educate all departmental mortality reviewers in Structured Judgement Review
Methodology

31/07/2018
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Improved outcome measures associated with
» Deteriorating patients
» Sepsis
» Learning from events and feedback
» Learning from deaths
Improved staff awareness of learning from incidents.

Reduction in deaths from Sepsis
100% of SIRI action plans reviewed within
two months of sign off with an
improvement on action plan completion.

April update: Job description complete. Business case being drafted. Implementation of “Sepsis Bleep” with
help of Critical Care Outreach is dependent upon this appointment.
Proposed revised deadline: 31 May 2018

QIP Update

Moving beyond
safe

Develop a much more robust approach to sharing learning from cases which will
use a variety of media, and to consider: A Patient Safety web-hub/portal on the
Trust site where all things patient safety focussed can be accessed by staff, this
will include:
31/03/2018
a) A summary of key themes and key actions from MRP and SJR reviews
b) Unusual cases- presented as case vignettes for learning
c) All of the previous ‘Watch out notices’
d) Links to Policies relating to the cases.

4.3 - Stop
harm to
patients

Moving beyond
safe

4.3 - Stop
harm to
patients

Moving beyond
safe

Moving beyond
safe

Moving beyond
safe

Moving beyond
safe

Moving beyond
safe

4.3 - Stop
harm to
patients

4.3 - Stop
harm to
patients

4.3 - Stop
harm to
patients

4.3 - Stop
harm to
patients

4.3 - Stop
harm to
patients

Moving beyond
safe

4.3 - Stop
harm to
patients

Moving beyond
safe

4.3 - Stop
harm to
patients

Moving beyond
safe

4.3 - Stop
harm to
patients

Mortality and
morbidity

Patient Safety

Mortality and
morbidity

Patient Safety

Patient Safety

Patient Safety

Patient Safety

Patient Safety

Patient Safety

Patient Safety

5

Initiate consultant ward round standards

Associate Medical
Trust
Director

31/05/2018

Send to Mark Roland (11.12.17)

31/05/2018

Improved communication of patient pathway

6

Undertake assessment of safety culture using the Manchester Patient Safety
Framework (MaPSaF)

Medical Director

31/08/2018

Undertake MaPSaF rolling programme across clinical areas

31/08/2018

Baseline assessment complete and improvements
required identified with a reassessment date

1. Review data on all falls/injurious falls and analyse to identify general trends,
outlier areas and key points to target interventions

Complete

7

New

New

New

New

New

New

New

Trust-wide roll out of the NHS Improvement Falls Collaborative initiative

Associate Chief
Nurse for Patient Trust
Safety

Ensure Compliance with HCAI Annual plan 2017/18

Associate
Director of
Infection
Prevention &
Patient Safety

Facilitate staff compliance with hand hygiene and PPE protocol and ensure
appropriate infection control training takes place

Associate
Director of
Infection
Prevention &
Patient Safety

Ensure all staff within Maternity services aware of infection control measures
around MRSA

Ensure all ward cleaning occurs in a timely manner and to required standards

Trust

Associate
Director of
Infection
Prevention &
Patient Safety

Associate
Director of
Infection
Prevention &
Patient Safety

29a Gap
Analysis

29a Gap
Analysis

29a Gap
Analysis

29a Gap
Analysis

2. Undertake engagement meetings with each CSC to develop plans in
partnership on:
a. Ward roll out programme- according to risk/event profile
b. Local process to ensure real time post fall review for all inpatient falls
c. Local education programme to meet specific needs of each area (mapped to
patient group profile)
31/12/2018

31/03/2018

Reduction in the number of falls with severe
harm/death
31/01/2018

Overdue

31/03/2018

3. Roll out falls collaborative work to all CSCs following methodology agreed as
above

31/12/2017
Revised deadline: 31/12/2018

4. Undertake review of falls pathway assessment and care plan to simplify
process

31/03/2018

5. Redesign falls SIRI template document to reflect assessment and post falls
review paperwork, to ensure streamlined

31/05/2018

Regular review at Infection Control Management Committee
Infection Control dashboard identifying patients with HCAI across the trust and
weekly updates to wards
Infection Control outreach and link nurses complete daily walk rounds
Feedback from Committee given to nursing and midwifery Committee meeting
on a monthly basis
Performance heat map
Monitoring of the HCAI plan against trajectories

31/03/2018

Complete

All staff signposted to hand hygiene policy on induction

31/03/2018

Complete

Infection Control team to facilitate staff hand hygiene and PPE training

31/03/2018

Complete

Complete ward Hand hygiene audit using WHO checklist

01/04/2018

Complete

Develop audit tool to review peripheral venous access device use in order to
identify trends in PVAD associated infections

30/05/2018

Revised policy on MRSA within Maternity

31/03/2018

Complete

Deliver Infection control training to staff working in Maternity including
decolonisation procedures for MRSA

31/03/2018

Complete

Equipment must be checked as per individual ward protocols to ensure it is safe
and ready for use

Point of care testing devices are regularly checked as being safe for use

Associate Director
Gaps: CQC
of Infection
'musts and TBC
Prevention and
shoulds'
Patient safety

Associate Director
of Infection
Gaps: CQC
Prevention &
'musts and 30/06/2018
Patient Safety
shoulds'

Complete

Increase number of staff attending specific
falls related training
Improve compliance with falls assessment
and falls care plan completion

April update: Awaiting response from 3 CSCs. Follow up meetings arranged with these CSCs.Commenced and
on-going.5CSCs completed(Em Medicine, Medicine, MOPRS and H&N, MSK). 3 to complete (surgery, renal and
W&C)

Increase number of patients who have fallen
who were reviewed using the SWARM
methodology
Complete

There is Trust-wide adherence to HCAI Annual Plan and
therefore able to show progress against HCAI

No more than 40 C difficile infections in
17/18 year
No avoidable deaths from C diff by 31/3/19
Reduction in MRSA Bacteraemia
No avoidable deaths from MRSA

All staff are aware of appropriate infection control
measures in order to limit spread of HCAI and use of
ANTT

Shift in performance from red to green in
hand hygiene audit (>95% Green, >85%
Amber, <85% Red)
Reduction in incidents related to infection
after insertion of a medical device

Ensure all staff in maternity aware of the importance of Audit of MRSA positive patients and
infection control measures in the spread of MRSA, and decolonisation regimes show 100%
that all relevant patients have been decolonised
adherence to decolonisation policy

Complete

31/12/2018

Increase in overall reporting of falls events
A prompt review of all patients who have fallen to
ensure appropriate strategies are in place to prevent
further patient falls A reduction in the number of
injurious falls

30/05/2018

Associate Director
Gaps: CQC
of Infection
'musts and 31/03/2018
Prevention &
shoulds'
Patient Safety

Staff on medical wards must follow the Trusts medicines management policy to
ensure that medicines are prescribed, stored and administered appropriately

Complete

Future action at
risk

Complete

Update awaited from Mark with milestones
Quantitative assessment of variation in
safety culture around the organisation.
Reduction in Moderate harm events
Reduction in Severe harm events

Audit infection control training by signatures of nursing staff to confirm
compliance with training

31/03/2018

Complete

Assurance given to CCG that training completed and undertaken by all staff in
maternity

31/03/2018

Complete

Complete audits into
* Cleaning reconciliations for Enhanced cleans
* Twice daily cleans
* Domestic cleaning
* Cleaning procedures for outbreaks

30/03/2018

Complete

Review of training for domestic workers and their role in infection prevention

31/12/2018

Introduce 'Clean' stickers onto all equipment in clinical areas and decontaminate
31/03/2018
devices using Hydrogen Peroxide where appropriate

Complete

Commence MPSA Audit

31/03/2018

Complete

Point of care testing devices are regularly check as being safe for use

31/03/2018

Complete

Audit results show that appropriate
channels used to request cleaning in 100%
All ward cleaning procedures completed to the required
of requests
standard based on patient infection status
Spot checks on wards show appropriate
cleaning measures being used

All clinical equipment is safe for use

Audit of sticker use shows >90 % adherence Point of care Testing moved as new action below with revised deadline

All medicines managed safely and by appropriate staff

Reduction in patient safety incidents
concerning medicines management

TBC

There is regular review at the Medicines management group regarding breaches
31/03/2018
of safe medicines management

Complete

A Medicines Safety Pharmacist is in post to review medicines optimisation further work to be undertaken

Complete

31/03/2018

Future action at
risk
A Medicines Safety group is in place

31/03/2018
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Complete

Barrier: Detailed planning required.
Revised deadline: TBC with Amanda Cooper.
Residual risk: Medicine security on medical wards.
Mitigation: New action owner identified as Amanda Cooper. Penny Emerit to discuss the requirements with
Amanda. To include response from current audit, and the development of an action plan, where required.
Action for Penny to discuss with Amanda Cooper to own this action

QIP Update

Moving beyond
safe

4.3 - Stop
harm to
patients

Patient Safety

New

Staff on medical wards must follow the Trusts medicines management policy to
ensure that medicines are prescribed, stored and administered appropriately

Associate Director
of Infection
Gaps: CQC
Prevention &
'musts and 30/06/2018
Patient Safety
shoulds'

Future action at
risk

All medicines managed safely and by appropriate staff

To initiate development of staff training around safe medicines management,
including assessment of skills

Moving beyond
safe

4.3 - Stop
harm to
patients

Patient Safety

New

Develop and execute a plan to address the backlog of radiological investigations
and ensure reporting and risk assessments are completed within deadline going
forward

Complete

Radiology
enforcemen
t notice

Submit plan to address the backlog to the CQC

21/08/2017

Complete

31/03/2018

Complete

Complete recruitment process for substantive Executive and Non Executive
Directors

31/03/2018

Complete

Substantive board will be in post with clear portfolios

Improvement in 'Well-led' scoring (self
assessment).

Associates still being recruited, but substantive Directors are in place.

Director of
Integrated
Governance

Board Development Programme developed and agreed

25/03/2018

Overdue

Trust

31/08/2018

Future action at
risk

Improved board relationships and establishment of a
high performing board.
Board development programme implemented in line with the plan.

31/08/2018

Delivered the proportion of development
activities required by 31/08/2018 as laid out Board development Programme to be agreed in outline at Board workshop 29.03.2018
in the Board programme.

Review Board to ward engagement and develop a programme to address areas
of concern.

31/03/2018

Complete

Director of
Communications
and Engagement

29a Gap
Analysis

Launch the Board to ward engagement programme.

31/04/2018

Complete

Improved engagement between frontline staff and the
leadership team.

Staff indicate that they know who the
members of the Board are. Potential to
measure this through the PULSE survey?

Board to ward engagement programme complete and organisational impact
tested.

31/08/2018

Recruit to board vacancies substantively

Good governance

5.1 Leadership at Board assurance
all levels

5

Agree and introduce a Board Development Programme

5.1
Leadership at Board assurance
all levels

NEW

Board assurance

21/08/2017

Chief Executive
Officer and Trust 29a
Chair

4

Good governance

Put in place robust processes to ensure any images taken are reported and risk
assessed in line with Trust policy

Trust

31/08/2018

Good governance

Good governance

Good governance

Good governance

5.3 Standardising
and
Board assurance
consistency in
process

Complete

Complete

Complete

Complete

Nurses to be aware of their accountability as a
Registered Nurse

All nurses understand their responsibilities
under the NMC Code of Conduct

30/11/2017

Complete

Complete

Complete

Complete

Nurses are clear about their role and responsibilities

These are all completed for Bands 5,6,7 and
8a and 8b

CQC 'musts
and
31/01/2018
shoulds'

Complete

Undertake an external governance review.

Undertaken

Complete

Actions to improve governance identified.

External governance review report.

Revised Board Assurance Framework, Corporate Risk
Register, Risk Management Policy and Strategy,
Corporate Governance Arrangements and Divisional
Governance arrangements to ensure a standardised
integrated approach.

1) Trust Board minutes demonstrate
discussion regarding BAF and Corporate Risk
Register.
2) Entries on BAF and Risk Register are
updated promptly
3) Entries on BAF and risk register are rescored regularly
4) Board members are more effectively
First edition of revised Corporate risk register produced to Trust Board 01.03.2018
sighted on risks and concerns across the
Trust - to be reviewed by internal audit.
5) Divisional management teams are more
aware of risks in their areas and manage
them to a tolerable level more quickly - to
be reviewed by internal audit.
6) The route from clinical frontline areas to
Board taken by information about risk and
other aspects of clinical governance is

Revised performance and accountability meetings in
place that monitor deterioration or non-optimal
performance.

Review of the Performance and
Accountability meeting minutes for evidence Need to get Penny's steer on this. Update awaited from COO
of robust performance monitoring.

Improve the quality and learning from incident
investigations

Staff who undertake serious investigations
have the pre-requisite knowledge to do so.
Further training booked for 20th April and training will be on-going. Extensive list of trained staff now in place
Demonstrate learning from every SIRI and
process in place for embedding the learning.

Chief Nurse

2

Review and standardise nursing job descriptions

Head of Nursing Trust
W&C

1

Undertake an external governance review

Chief Executive
Officer

5.3 Standardising
and
consistency in
process

Business
Information Unit
(revised
performance
management
framework)

New

2

5.3 Standardising
Clinical governance ,
and
3
risk and complaints
consistency in
process

5.3 Standardising
Clinical governance ,
and
4
risk and complaints
consistency in
process

5.3 Standardising
Clinical governance ,
and
New
risk and complaints
consistency in
process

Implement improvement actions identified following the external governance
review

Investing in business intelligence which will enable triangulation of data to
determine the quality of care being provided in individual care areas.
Introduce a revised performance framework

Director of
Integrated
Governance

Chief Operating
Officer

Increase the number of staff trained in Root Cause Analysis methodology and risk Director of
management
Education

Improve incident management processes to foster learning and improve
effectiveness

Undertake an external review of the SIRI process and implement the identified
improvement actions.

Head of Risk
Management

Head of Risk
Management

Since December 2017 our programme of staff engagement has been reviewed, including a focus on the impact
of current channels for engagement by the Executive team and Board. A number of changes have been made
including introduction of a weekly email newsletter and diarising Executive roadshows across all of the Trust
sites. The effectiveness of Team Brief has been reviewed as a means of communicating from Board to ward
and changes to the format are planned for later in the year to coincide with the Clinical Service Centre
restructure.

Complete

All nursing staff to sign that they have read and understood the NMC – The Code

Trust

Introduce revised Board Assurance Framework

Good governance

Clearance of Radiology backlog
Duty of Candour applied to all relevant
patients

IHI Executive safety rounds being launched at EMT - 3.4.18. Reporting via EMT will be on going

5.1 Leadership at Board assurance
all levels

Good governance

Radiology
enforcemen
t notice

All radiology images and results are processed in a safe
and timely manner

Board to ward rounds commenced.

Good governance

1

Complete

Standardised approach to Board to Ward rounds that
demonstrate engagement with frontline staff.

Chief Nurse

Good governance

21/08/2017

Complete

Overdue

Introduce Board to Ward Quality rounds

Nurse training
programme /
Medical training
programme
Nurse training
programme /
Medical training
programme

Evidenced based appropriate steps to be taken to resolve the backlog of
radiology reporting using appropriately trained members of staff.
To include
* Clinical review, audit and prioritisation of the current backlog of unreported
images (including those taken before January 2017)
* Impact assessment of harm to patients
* Duty of Candour applied to any patient adversely affected

Introduce Board to Ward walk rounds using the IHI Safety Tool. The Chief Nurse
has introduced the IHI board to ward leadership rounds they are taking place in
31/01/2018
April through the next 12 months, there will be a reporting back to the public
Board - this action is completed and the rag rating should reflect that.

1

5.2 - Role
clarity,
responsibility
and
5.2 - Role
clarity,
responsibility
and
5.3 Standardising
and
consistency in
process

Radiology
enforcemen
t notice

Overdue

5.1 Leadership at Board assurance
all levels

New executive leadership team to ensure clarity of roles and responsibilities
throughout the organisation

Complete

28/02/2018

Good governance

Good governance

Immediately review the risk associated with reporting of Chest X-rays in
radiology including undertaking a patient harm review on all cases not reported 21/08/2017
on - CQC report gaps

21/08/2018

Barrier: Detailed planning required.
Revised deadline: TBC with Amanda Cooper.
Residual risk: Medicine security on medical wards.
Mitigation: New action owner identified as Amanda Cooper. Penny Emerit to discuss the requirements with
Amanda. To include response from current audit, and the development of an action plan, where required.
Action for Penny to discuss with Amanda Cooper to own this action

30/06/2018

Gaps: CQC
'musts and
shoulds'

Consultant
Radiologist

Reduction in patient safety incidents
concerning medicines management

Trust

Trust

01/03/2018

Complete

Revise Corporate Risk Register

31/03/2018

Complete

Revise Risk Management Policy and Strategy

06/04/2018

On track

Introduce revised and standardised Divisional Governance arrangements

01/07/2018

30/09/2018

30/04/2018

CQC 'musts
and
31/03/2018
shoulds'

CQC 'musts
and
31/03/2018
shoulds'

Trust

Complete

Introduce revised and standardised Corporate Governance arrangements

31/07/2018

At risk

Implement revised Performance Framework, including relaunching Performance
30/04/2018
and Accountability arrangements as part of the new divisional arrangements.

At risk

Develop a training programme process to enable staff undertaking
investigations to access root cause analysis training and understand risk
management.

Complete

31/03/2018

Complete
Round 1 of training undertaken.

Complete

Complete

Round 2 of training undertaken.

31/03/2018

Complete

Monitoring NRLS rate of events returned following upload where the grade is
challenged.

Commenced and on-going

Complete

Monthly audit of low harm/no harm events submitted for final approval to
quality assure grading.

31/12/2017

Complete

Ensure all investigators assigned to investigate SIRIs have completed RCA
training.

31/12/2017

Complete

External review completed.

31/03/2018

Complete

Action plan developed to address any areas for improvement identified.

15/05/2018

Improvement actions implemented.

31/07/2018
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Consistent grading/investigation of incidents and
ensuring there is shared, organisational learning.
All SIRI investigations undertaken by a trained RCA
investigator.

Number of highlighted discrepancies from
NRLS data.
Percentage of incorrectly graded incidents.
Number of investigators trained to
investigate SIRIs.

Improved SIRI process and reduced delays.

Reduction in overdue SIRIs to 0 by 31/12/18

QIP Update

Moving beyond
safe

Good governance

Protect patients confidentiality through safe storage of records

Information
Governance
Manager

CQC 'musts
and
31/03/2018
shoulds'

Overdue

5.4 - Being
open and
transparent

Good governance

Good governance

5.3 Standardising
and
consistency in
process

Business
Information Unit
(revised
performance
management
framework)

6

5.3 Standardising
Clinical governance ,
and
New
risk and complaints
consistency in
process

Good governance

5.4 - Being
open and
transparent

Board assurance

Good governance

5.4 - Being
open and
transparent

Clinical governance ,
2
risk and complaints

Good governance

Good governance

Good governance

Good governance

Good governance

5.4 - Being
open and
transparent

5.4 - Being
open and
transparent

5.4 - Being
open and
transparent

5.4 - Being
open and
transparent

5.4 - Being
open and
transparent

1

Clinical governance ,
NEW
risk and complaints

Clinical governance ,
4
risk and complaints

Define key nursing metrics (no more than 10) which measure the key component Deputy Director
of care delivery and introduce standardised ‘How are we doing boards’
of Nursing

Trust

Risk assessments must be completed to assess the range of risks to patients being Associate Chief
cared for in escalation areas, taking into account environmental factors such as
Nurse for
restricted access to curtains, bell calls and oxygen.
Operations

Gaps: CQC
'musts and 31/03/2018
shoulds'

Building relationships with stakeholders and partners in line with the Chief
Executive’s 100-Day Plan

Director of
Communications
and Engagement

When significant incidents are being investigated, patients or family will be asked
Head of Risk
for their input to setting the terms of the investigation, and updated as
Management
investigations progress.

External review of Duty of Candour template.

Strengthen and embed the Being Open Policy including the application of Duty of
Candour legislation

Head of Risk
Management

Deputy Director
of Nursing

Links to action 1.4 (3) and 5.4 (2)

Clinical governance ,
New
risk and complaints

Clinical governance ,
New
risk and complaints

Clinical governance ,
New
risk and complaints

Improve the complaints process, oversight of complaints and reduce the backlog
of complaints to ensure patients receive responses in a timely way

Improved oversight of recommendations, and corresponding action plans arising
from audit, SIRIs, complaints and other relevant reviews across the organisation.

Set up Maternity Safeguarding Board

Head of
Complaints

Director of
Integrated
Governance

TBC

31/05/2018

Complete

Complete

CQC 'musts
and
30/11/2017
shoulds'

Complete

30/04/2018

CQC 'musts
and
31/03/2018
shoulds'

Gaps: CQC
'musts and 31/12/2018
shoulds'

Trust

29a Gap
Analysis

Wards/departments to ensure that notes in use are stored away from patients
and public or in an area which is manned 24/7

31/03/2018

Overdue

Bedside notes clipboards or folders have a privacy cover

31/03/2018

Overdue

All patient information taken off site is transported in a sealed bag (audit) with
appropriate markings

31/03/2018

Overdue

Patient notes are not sent via the post from remote sites. (audit & Datix)

31/03/2018

Overdue

Review the Clinical Dashboard to check key nursing metrics are clear and
available.

31/03/2017

Complete

Clarify the type of risk assessment necessary for each area, and where these are
31/03/2018
located.

Complete

Ensure completion through audit.

Overdue

Overdue

CQC 'musts
and
30/11/2017
shoulds'

Trust

31/12/2017
Compiled list of notes storage
separate to the Health Records Overdue
Library. This includes internal
areas and external storage

Complete

Future action at
risk

31/03/2018

Undertake meetings and establish engagement processes with key stakeholders,
to include:
• Staff
• Military colleagues
• Local authorities (provider teams and scrutiny committees)
Complete
• Freedom to Speak Up Guardian and advocates
• Other local NHS bodies – CCGs, Ambulance Trust, Community Trust, acute
providers
• Service users (public meetings)
• NHS regulators

Complete

Audit Duty of Candour process.

30/11/2017

Complete

Include on SIRI checklist patient/family concerns to be requested.

30/11/2017

Complete

Update Duty of Candour letter templates to include invite to patient/families to
communicate any concerns they wish to have included within the terms of
reference of the investigation.

30/11/2017

Complete

Duty of Candour template shared with Healthwatch for review and feedback.

01/03/2018

Complete

Feedback incorporated into the template.

15/03/2018

Complete

Template signed off by Director of Integrated Governance and launched.

30/04/2018

Weekly 'Hot Topic' audit which includes question regarding patient involvement
Commenced 30/10/2017
in care planning

Complete

Revise Duty of Candour letters to include patients/families concerns in scope of
30/11/2017
investigation and make explicit the contact arrangements

Complete

Revise the Duty of Candour posters for clinical areas

31/12/2017

Complete

Review the definition of complex complaints (i.e. 'when multi-agencies are
involved') and revise the reporting in line with this.

31/03/2018

Overdue

Ensure the complaints process is part of the new divisional performance and
accountability framework.

30/04/2018

Monitor the complaints performance and delays.

Ongoing

Develop a system for ensuring oversight of recommendations, and
corresponding action plans arising from audit, SIRIs, complaints and other
relevant reviews

31/12/2018

Embed local QIPs into the performance and accountability process.

30/07/2018

Undertake deep dives throughout the year to test whether:
1) the central team are sighted on recommendations
2) recommendations are being acted on in a timely manner.
3) appropriate escalation of overdue actions.

Ongoing

Set up Board

Complete

31/12/2018

31/03/2018

Complete
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Complete

Confidentiality maintained.

Barrier: Confirmation of current status.
Patients confidentiality is maintained
Revised deadline: TBC
through safe storage and handling of patient
Residual risk: Patient confidentiality
records.
Mitigation: Lois to review with Emily and develop an action plan (Emile on annual leave, escalated to Lois)
Compliance with the IG Toolkit
Update awaited.

Front line nursing staff have a clear understanding of the Ward hotboards display most recent clinical
care they are delivering to patients against defined
metric data and staff can articulate this
standards
information and what is being done

Appropriate and safe use of escalation areas.

All open escalation areas have a risk
assessment in place - assessed through
internal audit.

Improved working relationships across the health
economy that benefit patients.

75% exec level attendance at (review
minutes):
1) Health and wellbeing boards (though
review of minutes).
2 Health Overview and Scrutiny Committee
3) FTSU meetings.
4) ACS / LCS meetings
5) QIPOG
6) CQC calls
Programme of public meetings in place.
Military staff in Trust leadership positions.

Improved involvement of patients and family when
significant incidents occur.

Audit the minutes of investigation meetings
to ensure inclusion of patient / family /
carer input.

Improved written response to patients / families.

Updated Duty of Candour template.

Update awaited from L Hall re audit timescales

Revised templates drafted and engaged with the Patient Collaborative for feedback. Interim changes made to
template letters inviting questions/concerns from patient/family to inform the investigation whilst awaiting
full revision.
Revised deadline: 30/04/2018

80% of care plans demonstrate involvement
Staff actively involve and discuss care issues with
of patient, families and/or carers
patients and families in an open and meaningful way as
part of their everyday care
SIRI report Terms of Reference include
patient concerns

Patients receive a response to complaints in a timely
way.

Overdue complaints (excl. complex):
<20 by 30th June
<10 by 30th September
0 overdue by 31st December

Oversight of all recommendations, associated actions,
deadlines and responsible owners to ensure timely
implementation of improvement actions.

Spot checks in divisions.

April update: Complaints workshop to be held May 2018 to process map and identify areas for improvement.
Policy will then require revision. This will include categorisation of complaints therefore suggest revised
deadline of 30/06/2018

[moved from Supporting Vulnerable Patients]

QIP Update

5.3 Standardising
and
consistency in
Clinical governance ,
process
5
risk and complaints

Identify all areas of note storage around the Trust and external to the Trust.
Ensure areas are safe and secure (visual inspection)

Agenda Item Number: 13
Enc. 8

Subject:

Radiology Lessons Learned following Section 31 Notice and Harm
Review

Prepared by:

Radiology Clinical Advisory Group (CAG)

Sponsored & Presented by:

John Knighton, Medical Director

Purpose of paper

Summarise lessons learned and actions in light of Radiology

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

Options and decisions
required

•

From a total of 30,221 CXRs reviewed from the ED backlog,
3 patients have so far been found to have suffered severe
harm as a consequence of the failure to report their CXRs
(0.01%)

•

There is a lack of published data on risk/benefit of plain film
reporting available

•

The vast majority of CXRs were interpreted sufficiently well
by non-radiologists to enable patients to be treated
appropriately. It has not been possible to assess the number
of patients who received best care based solely on the timely
and accurate interpretation of their CXRs by the ED team

•

PHT’s Plain Film Reporting Policy is being amended to come
in line with typical practice in other Trusts, though there is
limited data beyond this Harm Review to inform that decision

•

The retrospective backlog reporting and additional
prospective reporting has had a significant cost impact
significant increased funding is required to support changes
to the Plain film Reporting Policy, with full consideration of
the various staffing changes required to implement this

•

The findings of this report could be publicised to help inform
rational risk-based decision making with regards to Plain Film
reporting nationally

Support and ratification of CAG recommendations regarding Plain
Film Reporting Policy

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:

Incorporation into Trust Policies

Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?

The Trust may face legal challenge as a result of the incidents
described in this report, but these will be dealt with on a case by
case basis.
There is no indication that any holder of a protected characteristic
has been affected by the events described in this report any more
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TRUST BOARD PUBLIC – 3 MAY 2017

Consideration of Public and
Patient Involvement and
Communications
Implications?

Patients affected by the events described in this report have been
contacts and appropriately supported in line with the Duty of
Candour and the relevant patients’ wishes.

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

Deliver safe, high quality patient centred care
Ensure delivery of national constitutional standards

Board Assurance Framework/
Risk Register Reference

BAF 9: Demand for radiological services exceeds radiological
capacity

Risk Description
CQC Reference

Safe, Effective, Caring, Responsive, Well-led

Committees/Meetings at which paper has been discussed/ approved:
None
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than any other.

In response to Section 31: Diagnostic and Screening Procedures (July 2017).

1. Background
1.1. The Care Quality Commission (CQC) highlighted poor governance procedures at
the Queen Alexandra Hospital (QA) in relation to interpretation of Emergency
Department (ED) chest x-rays (CXR) following an inspection in May 2017. The CQC
expressed concern that there was insufficient oversight and audit of non-radiologist
interpretation of CXRs, and the Trust was told it must take immediate action to
review risk and identify possible harm to patients.
1.2. Inspectors returned to the Trust in July to conduct a focused inspection of the
outpatients and diagnostic imaging department at QA, at which point it was identified
that a backlog of circa 23,000 chest x-rays, from the preceding 12 months, had not
been formally reviewed by a radiologist or appropriately-trained clinician as was
required by the existing PHT Plain Film Reporting Policy
1.3. Inspectors were told there had been three serious incidents where patients with lung
cancer had suffered significant harm because their chest x-rays had not been
properly assessed.
1.4. Following the inspection CQC placed four conditions on the trust’s registration:
•

•
•
•

The trust must take steps to prioritise and deal with the backlog of unreported
images (including those taken before January 2017), assess the impact on
patients, and notify any patient who is adversely affected in the line with the
requirements of the Duty of Candour.
There must be robust processes put in place to ensure that any images are
reported on and risk-assessed.
Details of how the backlog will be addressed must be submitted to CQC.
The trust must send CQC weekly reports on the size of the backlog, and times
taken for reports to be produced.

2. Process of Backlog Clinical Harm Identification & Review
2.1. Following the Section 31 Notice it was decided, and agreed with the CQC, that the
following process would be followed.
•

The Emergency Department (ED) backlog of plain films would be reported, for a
“clinically relevant timescale”, agreed to be 18 months, including all plain films
back to the 1st March 2016. The large majority of these films were Chest X-rays
(CXR) and this was also the group around which there was most clinical concern.
However there were also a significant number of Abdominal X-rays (AXR) and
spinal X-rays.
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PHT Radiology: Response & Lessons learned

It was scheduled to commence the backlog reporting in September 2017, with a
trajectory to complete this in February 2018

•

Radiology film reporting required outsourcing to private companies (In Health and
MSI) who commissioned trained reporting radiographers to carry out the work.
This was done on site at QA due to the difficulties in exporting large numbers of
CXRs electronically.

•

Additional funding was secured from the Trust to support this backlog reporting

•

Those with significant findings would be annotated and appropriate follow up
would be arranged. For CXR, this process was simplified such that any patients
with a possible missed cancer were classed as “Significant Finding 1” with other
pathologies being designated “Significant Finding 2”. The large majority of those
in the latter group were patients with likely chest infections. Other pathologies
included cardiac failure and small pleural effusions.

•

For any patients where there was concern that harm may have occurred, a Datix
form would be completed, an SI process started and a full panel review would be
undertaken. Duty of Candour would be followed, in all cases where appropriate.

•

A Radiology Helpline was established and manned with dedicated staff for a
period following the public press release of the CQC Radiology report, to aid in
identifying any additional cases of concern, and to support those members of the
public requiring reassurance. Thereafter, the helpline number remained active
with any calls being diverted to a Radiology senior manager for action.

•

Several patients were identified during this process that had already been
managed through other routes and therefore investigated. These patients notes
were further reviewed to ensure that there had been no significant delay in the
diagnosis, which might have caused them harm. If there was any doubt on the
outcome, a Datix form was submitted for full panel review, as per the de novo
reporting process.

•

CXRs flagged as having a significant finding were reviewed initially by a Senior
Radiographer, in order to establish whether these patients had been either
treated appropriately (by review of the ED notes), or had had appropriate clinical
follow up.

•

In any case where the outcome was uncertain, films were then reviewed by a
chest radiologist, to decide what course of action should be taken. In general,
patients with findings suggestive of infection, who had not had subsequent
imaging (Finding 2), were offered a follow up CXR to assess if changes had
resolved. Patients where a missed cancer was suspected (Finding 1) were
referred to the Chest Physicians for further review.
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•

The backlog harm review was complicated by the fact that the reports of one of
the reporters (a trainee radiologist) were found to contain a number of
inaccuracies. Following audit of a sample of reports, the outsourcing company in
question undertook to re-report all (n=1000) the CXRs initially viewed by this
reporter. These re-reports have subsequently all been completed.

3. Prospective reporting
3.1. In parallel to the retrospective backlog review of unreported films, prospective
reporting of all ED images was agreed, commencing November 2017, once
additional outsourced reporting had been secured.
3.2. A further business case was required to support this development and the work was
again commissioned from the outsourcing companies.
4. Oversight of the Harm Review and management of subsequent change decisions
4.1 A Clinical Advisory Group (CAG) was established, chaired by the Medical Director,
with clear terms of reference to oversee the learning and ensure that decisions made
during the review were externally benchmarked. Membership included:
•
•
•
•
•
•

PHT radiologists
PHT Chest physicians
PHT Radiology Services Manager
External Radiologist (UHS)
External Chest Physician (UHS)
General Practitioner

4.2 The CAG met fortnightly, after an initial phase of weekly meetings whilst establishing
the process

5. Lessons Learned
Clinical Harm identified
5.1 Reporting of the backlog of plain films (to 1st March 2016) was completed on
schedule in mid-February 2018.
5.2 The total number of films reported in the backlog was 30,221
5.3 27 potential missed cancers have been identified by CXR review, 22 of which were
on images performed at QA, although not necessarily in ED.
5.4 Of these, 1 case had been followed up appropriately for possible infection, so was
not “missed”. 3 further cases have been classified as “No Incident” following
investigation.
5.5 13 have been through a full panel review and 8 have been graded as No Harm, 2
as Low Harm and 2 as Severe. A 3rd case was difficult to classify due to no crosssectional imaging being available at the time; due to the significant delay to
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•

5.6 5 potential missed cancers on CXRs performed at the ISTC have also been
flagged. These have either been investigated internally, and/or notified to the ISTC.
5.7 5 CXR cases are currently under investigation (6 including the reopened case). All
of these patients have already been seen by the respiratory team and investigated
appropriately – some many months ago. In several cases, abnormalities on the
preceding CXRs were only noted once the subsequent imaging was reviewed.
Some of the findings are extremely subtle, but all cases will have Datix filled in for
thoroughness.
5.8 A further 1 case noted a previously unreported large abdominal aortic aneurysm on
AXR. An investigation determined that No Harm ensued from the delayed
diagnosis.
5.9 Prospective reporting of ED films “caught up” with the forward demand, so that all
plain films are now being reported within a week of being taken.
5.10
Out of a total number of 30,221 CXRs reviewed from the ED backlog, 3
patients have been found to have suffered severe harm as a consequence of the
failure to report their CXRs (0.01%). Whilst a small number of cases are still going
through the full SI process it appears unlikely that the numbers of significant harm
will rise dramatically beyond this level.
5.11
The limited harm identified in other patients, where a diagnosis of cancer was
delayed was mainly due to one of several factors: the advanced state of disease at
presentation; limited treatment options; or rapid disease progression, leading to
very poor prognosis.
5.12
The accepted rate of “discrepancy” for trained reporters on CXRs is quoted as
3-5%. This includes all missed abnormalities, the most significant being a lung
cancer. It would appear from the backlog review data that failure to report CXRs
through the ED has not led to a significant increase in the levels of harm identified
for those patients compared to if the films had been reported by a trained
radiographer/radiologist.
5.13
From a total number of films reported of approximately 43,000 (backlog and
prospective cases), significant findings have been identified in 1982 patients. This
figure includes the suspected cancers outlined above. The large majority of these
cases were for suspected infective changes.
5.14
•

403 patients were offered appointments for repeat CXR.
249 were normal or stable on recall, or showed findings not considered
significant.
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diagnosis however, this is best regarded as Severe Harm. Therefore a total of 3
cases have been classed as Severe Harm. One case of “No Harm” was re-opened
following further review at the lung MDT.

•
•
•

133 either declined, did not respond, or did not attend. Non-responders were
telephoned on more than one occasion, where possible. A letter was also
sent to their GP, containing a copy of the CXR report.
8 were living elsewhere; a letter was sent to their GP with relevant information
7 patients died before recall; notes and imaging review has not shown any
suspicion that the findings on CXR contributed to death.
6 were referred to Respiratory for further clinical assessment.

5.15
Any significant findings are now being addressed via the ED Daily Checks
folder in PACS, with cases reviewed by an ED consultant.
6. Resource & logistic implications
6.1 Without sufficient in-house reporting capacity, the project was dependent on
outsourced plain film reporting
6.2 Costs incurred, to the middle of February 2018, was £196,690. Prospective reporting
of ED films commenced in November 2017, so part of this in part represents the cost
of prospective reporting.
6.3 Costs incurred in setting up and manning the Helpline were difficult to quantify. The
Helpline received a total of 251 calls, of which 70 required a call back once looked
into. Of these only 8 required active further investigation
7. Governance around PHT Radiology Plain Film Reporting Policy
7.1 An independent in-depth analysis of the historic circumstances leading up to, and
the subsequent handling of decisions around the reporting of plain film X-Rays, was
outside the Terms of Reference of this group and has been undertaken by an
external company –Verita, the full report of which is to be published. The feedback
from Verita regarding steps taken so far and further plans now in place to improve
corporate and clinical governance is welcome and encouraging. The arrangements
for the corporate identification, assessment and management of operational and
strategic risk will continue to be developed, as will plans to enhance multidisciplinary analysis of incidents, complaints, performance and audit to enable
triangulation and improved learning. The review and revision of Trust governance
systems to reflect the incoming clinical structure began with a governance workshop
on 18 April 2018, and further work will reflect Verita’s observations and
recommendations.

8. Changes and Recommendations supported by the CAG
8.1 The PHT plain Film Reporting Policy will be updated to include mandated reporting of
CXRs taken as inpatients as well as in ED. Though the incidence of severe harm
identified through this Harm Review was lower than anticipated, reporting of CXRs is
now standard practice in other Trusts and PHT would be an outlier in not doing so.
8.2 There is a lack of published evidence and cost/benefit analysis generally to support
this decision and the data from this Harm Review could be published to help inform
national debate on the issue.
8.3 Priority must be given to training of advanced practitioner radiographers to undertake
CXR reporting
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•

8.5 A new process is being drawn up for follow up of chest infection diagnosed in QA,
either in ED, or as an in-patient. This will need to be agreed with the Clinical
Commissioning Groups, as ideally this needs to be driven by the patient’s GP, with
follow up films being performed at the site most convenient for the patient.
8.6 A robust protocol should be introduced for follow up of suspected infective change
detected on CXR.
8.7 Training of all staff groups in interpreting CXRs should be implemented, to minimise
delays in detecting significant abnormalities, but also to avoid over-diagnosis of
anatomical variations and technical factors (which can result in inappropriate
requesting of CT scans).

9. Other Observation
9.1 There remains insufficient radiology staff resource to undertake CXR reporting. This
situation will be amplified following introduction of the updated PHT Plain Film
reporting policy.
9.2 Plans have been put in place to train 2 PHT Radiographers in chest X-Ray reporting.
Training takes 2 years, and commenced in November 2017, so it is anticipated that
fully-trained candidates would be in post by November 2019.
9.3 To report all CXRs prospectively will require more than 2 radiographers, so it is
planned to develop further funded advanced practitioner posts to deliver the CXR
reporting service. Due to the intensity of the training, and consequent time
requirement from Chest radiologists, these posts will need to be staggered, and will
also require a further business case.
9.4 It would be necessary to expand the scope of practice of existing appendicular
reporting radiographers to include trauma axial reporting and non-trauma
appendicular and axial reporting. This will also require additional funding.
9.5 PHT will be reliant on outsourcing companies to provide capacity for some time to
come. The radiology department needs to receive the appropriate funding to
purchase these services.
9.6 Where feasible, demand management of CXR requesting should take place, so that
images are only requested when clinically appropriate and not as a “routine” screen
on admission.
9.7 Other steps might include:
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8.4 The current follow up of infection diagnosed on CXR is inadequate and a robust
protocol needs to be introduced to address this. This is particularly important with the
increase in incidence of adenocarcinoma spectrum disease, which can mimic
infection.

9.9 Increasing the number of CXRs reported by post Fellowship PHT radiology trainees;
this has the potential to impact on training and, in any case, many of this group
undertake attachments away from PHT
9.10 Advertising for staff grade level radiology posts to undertake large amounts of plain
film reporting; very few appropriately trained doctors are available to fill such posts
9.11 Recruit new consultant thoracic radiologists; this should be considered, as cardiac
imaging demand is also expanding, and more consultants will be needed to oversee
training of, and to work alongside other reporting grades
9.12 Increase the level of training in interpretation of CXRs for non-radiological staff
9.13 All doctors are trained to varying degrees in the interpretation of CXRs; it should be
noted that the ability to interpret CXRs varies, even amongst consultant radiologists.
Some lung cancers are extremely difficult to diagnose on CXR and it is likely that
some cancers would be missed, even if all films were reported by Consultant Thoracic
radiologists.

10. Key messages
10.1 Out of a total number of 30,221 CXRs reviewed from the ED backlog, 3 patients have
so far been found to have suffered severe harm as a consequence of the failure to
report their CXRs (0.01%)
10.2 There is a lack of published data on risk/benefit of plain film reporting available
10.3 The vast majority of CXRs were interpreted sufficiently well by non-radiologists to
enable patients to be treated appropriately. It has not been possible to assess the
number of patients who received best care based solely on the timely and accurate
interpretation of their CXRs by the ED team
10.4 PHT’s Plain Film Reporting Policy is being amended to come in line with typical
practice in other Trusts, though there is limited data beyond this Harm Review to
inform that decision
10.5 The retrospective backlog reporting and additional prospective reporting has had a
significant cost impact. Significant increased funding is required to support changes
to the Plain film Reporting Policy, with full consideration of the various staffing
changes required to implement this
10.6 The findings of this report could be publicised to help inform rational risk-based
decision making with regards to Plain Film reporting nationally
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9.8 Setting consultants a number of plain films to be reported in job plans; this has the
risk of impacting on other work, such as cross-sectional imaging reporting

Radiology Report

Summary findings

A report for
Portsmouth NHS Trust
April 2018
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1.1

Before 2002, radiology films were not digitised and it is estimated that around 50%

of all films were sent to radiologists to review. After 2002, the Picture Archiving and
Communication system (PAC) was introduced. PAC digitised all films which meant that 100%
of scans were instantly available to be reviewed by the clinician, and the radiologist.
1.2

Although PAC was a leap forward in digital health, the workforce was not prepared

for the increase in reporting demands. Suddenly, radiologists were receiving 100% of the
films, to report with the same amount of staff. It is estimated that the increase in films
required three extra consultant radiologists per hospital to keep up with the additional plain
film demand.
1.3

Over the subsequent years, the large and ever-increasing demand on radiologists

meant that each NHS Trust had a growing number of films that required reporting. In 2015
the RCR (The Royal College of Radiologists) identified a delay in diagnostic reporting in NHS
hospital Trusts across the United Kingdom. The disparity between the number of radiologists
and their workload meant that 97% of UK radiology departments were unable to meet their
reporting targets in 2016.1
1.4

To cope with this backlog, Trusts began to outsource their reporting demands at

significant expense.

In 2016, the NHS spent nearly £88 million paying for backlogs of

radiology examinations. Today, even the outsourcing companies are struggling to keep pace
with demand.

1

Clinical radiology UK workforce census 2016 report
2
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1. Background

2.1

By late 2006, it had become clear that routine reporting on plain films in the trust

had reached an untenable position. 250,000 x-rays were taken, but some 125,00 were not
reported by a radiologist.
2.2

In the 2007 policy, as well as stating what would not be routinely reported, provides

range of options for obtaining “Radiological opinion in problem cases”.
2.3

It is unfortunate that the contemporaneous paperwork mentions only cost as the

factor that prevented alternative options to the 2007 policy – the recruitment of more
consultant radiologists or outsourcing plain film evaluation – from being adopted by PHT in
2007.

From the (albeit limited) evidence that we have seen, the new policy simply

formalised what had effectively been happening prior to the introduction of PACS in 2002.
2.4

While the 2007 policy did make PHT something of an outlier, we cannot state that

this policy was fundamentally flawed.
2.5

We have had compelling testimony that, if requested, the opinion of a radiologist

was always available.

Users of the radiology service saw no discernible change post-

introduction of the new policy.
2.6

In March 2011 when the ED reporting backlog was identified on the CSC risk register,

the non-compliance with trust policy must have been, even then, a long standing one. This
period represented a significant opportunity to address the radiology capacity issue that
was missed by the trust.

The non-compliance with policy was clear, and should have

prompted decisive action. It did not.
2.7

The fact that a further three years (from March 2011) elapsed without significant

action on the backlog issue is a clear failure of CSC and trust governance. We can only
conclude that the 2007 policy had changed to one in which ED plain films would not be
routinely reported by a radiologist.

It appears that clinicians within radiology had, in

effect, assessed the risks of not reporting ED plain films, and concluded that this risk was
sufficiently small to allow a de-prioritisation of this activity.

3
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2. Clinical aspects

We have not seen any evidence that the radiology department communicated this

fact in strong enough terms to the wider trust governance community. Executives were,
however, fully aware of the non-compliance with policy, but were not directive in their
response.
2.9

We believe that, while the issue rested ultimately with the trust board, the radiology

department missed an opportunity, which they should have taken, to assist the board in
their decision-making. While the decision to ‘tolerate’ may have been based on sound
clinical judgement, a strong response from the radiology department would have been to
provide evidence of the level of risk that the trust board would be accepting.
2.10

As we have argued, the ED backlog must have been building for a number of years

by 2014, so there was the potential to review a statistically significant sample of a large
cohort of unreviewed patients in order to determine if any harm had befallen them –
evidence based medicine.
2.11

The NHS operates in a resourced-constrained environment. However much they

might want to, healthcare staff cannot give ‘all things to all people’. As a result of this,
decisions with a potentially huge personal impact are constantly taken. At the systemic
level, this may be the authorisation of a new drug by NICE, to local decisions about the
treatment of a single patient by Multi-Disciplinary Teams in a trust.
2.12

There is a generally accepted error rate in the interpretation of a plain film by a

skilled, experienced radiologist of between 3.5 - 5%.
2.13

Unless the conclusions of the Harm Review change radically after this report is

finalised, the numbers of patients that can be identified as suffering harm as a result of the
failure of PHT to adhere to its Plain Film Evaluation and Reporting Policy fall very
significantly within the accepted error rate of a qualified radiologist.
2.14

Although we have identified significant issues with the way that the policy was

governed, the de facto decision taken by the department not to routinely report on ED plain
films would have been justifiable, particularly in light of the huge resource constraints and
competing demands on radiologist time.

4
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2.8

The situation reached by PHT is regrettable, but the Harm Review can provide a

resource that, we strongly believe, should be used to start a national debate about the most
sensible utilisation of a scarce resource.
2.16

While we have been critical of some aspects of the radiology departments response

to their increasing lack of adherence to policy, the facts identified by the Harm Review
strongly suggest that the radiology department actually exercised good clinical judgement
in how they utilised their resources.

5
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2.15

3.1

We set out some governance principles that we think should be followed when

implementing a new policy:
•

That is properly evaluated beforehand, with risks clearly identified

•

Measures are put in place to mitigate the risks that are identified

•

The implementation of policies is monitored

•

Appropriate changes are identified and implemented.

3.2

We reviewed the 2007 radiology policy in this light. Poor record keeping, particularly

at board and executive management team level make it difficult to be certain on some
points. This itself is a governance failing.

3.3

The decision to implement the 2007 policy is well documented. We believe that

proper consideration was given to the policy before it was implemented and that risks were
considered. Some measures were put in place to mitigate the risks.
3.4

Monitoring of the outcome of the policy was weak. This made it difficult to make,

or even identify, appropriate changes.

3.5

While the risk arising from the failure to follow policy was identified as early as 2011

and repeatedly discussed, no explicit action was taken. The decision to “tolerate” the risk
was, in effect, a decision to implement a different policy. For implicit choices to be made
about clinical issues without proper evaluation is undesirable.

3.6

Auditing of the implementation of the policy is also an area of concern. Despite

representation that were made about the robustness of the audit process, it was in fact
weak.

3.7

We found more general concerns with the risk management processes in earlier

years. For example, the Board Assurance Framework was not tied to corporate objectives
and progress was not clearly identified.

The reporting of risks to the board was also

inconsistent.
6

Page 69 of 154

Radiology Report

3. Governance

We have considered how the trust has reacted following the identification of the issues in
this report - firstly the serious incident reporting and secondly changes to the wider
governance system.
Review of serious incident reporting
4.1

The NHS England Serious Incident Framework sets out the responsibilities of NHS

trusts in managing serious incidents. The National Patient Safety Agency also produced
guidance on the root cause analysis of patient safety incidents. Although the agency was
dissolved and its functions dispersed through the NHS, the good practice guidance is still in
use. We used these documents as our good practice benchmarks.
4.2

Portsmouth Hospitals NHS Trust has developed its own a policy for the management

of serious incidents. We reviewed the policy to see if it met the standards set out national
good practice. It provides guidance on what steps to take to carry out an investigation into
a serious incident and ensure that the lessons learned to inform future practice.
4.3

We reviewed the three serious incident reports that were written as a result of

PHT’s backlog of unreported radiology films in order to determine whether they address
the systemic issues effectively. For comparative purposes, we also reviewed a random
sample of four unrelated SI reports.
4.4

Overall, we found that the SI reports were completed to a good standard - better

than the majority of those that we review.
4.5

We found that each SI report was in line with hospital policy and follows the

template provided. However, the reports suggest that there is confusion amongst
investigators about the difference between the mistakes that staff made at the point of
delivering care and the terms root cause and lessons learned. As a result, the root causes
could be better identified.
4.6

Five out of the seven reports describe the scope of the investigation i.e. the period

of care of treatment being investigated. Only two of the investigation reports provide a
clear idea of the breath of the investigation i.e. which departments and services are
included in the review.

7
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4. Trust response

4.7

We have been impressed by the governance arrangements that the trust has put in

place following the CQC notice and the identified issues of previous boards.

4.8

The trust has demonstrated a clear commitment to learning lessons from what

happened. Verita were given an open brief to look at what happened, and received
excellent cooperation in our work.

4.9

From our knowledge of it, the Harm Review has been done well. It is well

constructed, comprehensive and open with patients that may have suffered harm. The
engagement with the external reviewer has been positive and constructive.

4.10

The Trust has been open in providing us with all the information that we need, and

open when this information cannot be found.

4.11

We fully support the plans for restructuring. The CSC structure had clearly become

unwieldy, and appeared to promote a lack of clarity rather than providing it. We believe
that a divisional approach will improve management going forward.

4.12

The board is now developing an exemplary approach to risk management. The BAF

itself is very strong – one of the best we have seen. It is well thought through and
comprehensive, clearly linking risks to strategic objectives. Each risk is well explained,
and progress toward completion well documented. The rationalisation of the number of
risks from previous BAF’s is positive.

4.13

The issues seen in previous decision-making groups – the lack of minutes, poor

communication, poor filing and retrieval – have been identified, accepted and addressed.

4.14

Members of staff outside of the senior management group that we have spoken to

are aware of, and supportive toward, the new approach. Confidence in the executive
team is high. We received a strong message that the direction of travel for the trust is
believed to be positive.

8
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New executives and the new approach

5.1

There were clearly problems in the past – the trust is open about these and openly

wish to learn from these problems. We have confidence in the board, the new governance
arrangements and the commitment of staff going forward.

5.2

The key issue that, we believe, needs much further debate is whether plain films

need to be routinely reviewed by a radiologist in a resource constrained environment?
5.3

We entirely understand, given the context under which it has been formed, the

revised policy on plain film reporting in PHT.
5.4

The Harm Review is, we understand, the first comprehensive study of the effects of

not routinely reporting all plain films.
5.5

We believe that the study should be considered for publication in a suitable peer

reviewed journal, leading to a national debate about how the learning from this case should
inform radiology practice in future.

9
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5. Overall conclusions

Agenda Item Number: 14
Enc. 9
Subject:

Mortality/Learning from Deaths

Prepared by:

Gill Gould, Associate Chief Nurse – Patient Safety

Sponsored & Presented by:

John Knighton, Medical Director

Purpose of paper

To inform the Trust Board of actions taken by the Trust to

Key points for Trust Board
members

This is the second report following the publication of the
National Quality Board report on Learning from Deaths.

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

Since the last report The Trust has continued to develop the
systems and processes required to meet these the
requirements set out in the report, including
• Mortality review panel
• Mortality Review Group
• Learning from Deaths Policy
• Improved Data collection
• Structured Judgement reviews
Quarter 4 data shows an expected seasonal increase in the
number of deaths reported but no increase in avoidable
deaths. The increase in deaths being formally reviewed by
the organisation continues with 83% being reviewed in Q4
Themes identified are listed in the report but include
• lack of anticipatory care planning,
• delays in agreeing ceilings of care/recognising end of
life
• Issues relating to transfer of patients, and handover of
care, at end of life

Options and decisions
required

None identified

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?

Consideration of Public and
Patient Involvement and
Communications

In line with national reporting requirements this report will be
submitted quarterly, with further detail in both data and
learning outcomes to be included.
None.
There is no indication that any holder of any protected
characteristic suffered harm as a result of their protected
status.
Potential reputational impact.
Patients and their families affected by the events described in
this report have been contacted and supported in line with
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the Duty of Candour and individual patients’ / families’
wishes.

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

Deliver safe, high quality patient centred care
BAF3: There is a lack of attention to basic, compassionate
care in some parts of the trust

Risk Description

See above

CQC Reference

Safe, Effective, Responsive

Committees/Meetings at which paper has been discussed/ approved:
N/A

Date
N/A
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Implications?

Introduction
This is the second report to the Trust Board following publication of the National Quality Board
(NQB) Guidance on Learning from Deaths in March 2017, the purpose of which was to support the
development of a standardised approach to learning from deaths across organisations.
The NQB framework describes the following minimum requirements that should be introduced by
all Trusts in the financial year 2017-2018:
1)

Named Executive and Non-Executive Directors will lead on Identifying, Reporting,
Investigating and Learning from Deaths.

2)

A policy on how the Trust responds to, and learns from, deaths of patients who die under its
management and care to be in place by September 2017.

3)

Specified information on deaths to be collected (from April 2017) and published (from
September 2017) on a quarterly basis through a paper and an agenda item on the public
Board meeting. The data collected must include:
a.

Total number of deaths

b.

Number subject to case record review

c.

Numbers investigated via the Serious Incidents Requiring Investigation framework

d.

Number of deaths where it is thought ‘more likely than not’ that problems in care
contributed

e.

Themes and issues identified through review and investigation

f.

Changes that have been made as a result of these processes

4)

Each death in care will be subject to one of three levels of scrutiny: Death certification,
structured case record review or investigation as per the Serious Incident Framework.

5)

A summary of data and learning must be presented in the Quality Account, from June 2018.
Portsmouth Hospitals Trust has now completed the implementation of actions in response to
these requirements. A summary of progress since the Quarter 3 report is detailed below:

Mortality Review Panel
The roll out of this process is now complete and all adult inpatient specialties are now
included. Specialties which have joined the process since the last report are: Oncology,
Haematology and all surgical specialties. Deaths within maternity will also be reviewed
through the MRP process should any occur.
Deaths occurring within the Emergency Department are not reviewed through the MRP but
through a departmental process. This has been assessed by the Deputy Medical Director
with responsibility for Patient Safety and will be subject to regular external scrutiny by the
Deputy Medical Director utilising a joint meeting occurring at least quarterly. The frequency of
these meetings and potential for intermediate reviews by accessing the departmental
mortality records is being assessed.
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
Page 3 of 8
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Learning from Deaths
Q3 report to Trust Board

Learning from Deaths Policy
The above policy has been reviewed and the update was ratified by the MRG and published
in April 2018.
Data Collection
The Trust’s electronic Mortality Review Tool has been amended to allow information from
Structured Judgement Reviews to be added. Further work to enable quantitative data, as
well as qualitative information, to be collected and analysed is being progressed.
Structured Judgement Review Process
Three training sessions were scheduled during Quarter 4, however one was cancelled due to
poor attendance on the day. Further sessions are being planned with the expectation that all
clinical specialties will have a minimum of 2 staff trained in the methodology.
Data 1st April 2017 to 31st March 2018
1) Total Number of Deaths

There were a total of 2,242 recorded deaths between April and March 2018. This includes all
inpatient deaths but does not include patients who died in the Emergency Department. As a
percentage of all patient care episodes this equates to 1.5% and is unchanged year on year.
301 deaths occurred in the Emergency Department, monthly breakdown is detailed below.
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Mortality Review Group
The group continues to meet monthly to monitor progress against the key work-streams
relating to mortality and learning from deaths across the Trust. A standardised approach to
respond to any mortality anomalies, identified through Dr Foster reports, MRP or SIRI
investigations has been agreed and implemented.

Mortality Report
The chart below shows the crude total death rate for the last 3 years

Total number of Deaths by Month
350
300
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150

2017

100

2018

50
0

This does demonstrate an increase in deaths recorded in January and March of 2018, however the
total number of deaths in year (April-March) is almost unchanged. The increase in January and
March is likely to be due to the cold and higher rates of influenza seen this year.
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Of the 2242 deaths recorded a total of 1551 (69.2%) have been reviewed at the Mortality
Review Panel. This has increased from 59% of deaths up to December 2017. In Quarter 4
there were 643 deaths recorded of which 537 (83.5%) were reviewed at Mortality Review
Panel. The majority of the cases which were not reviewed occurred in specialties which were
not part of the MRP at the time. An audit process has been put in place to review the MRT
monthly, identify any cases which were not discussed at MRP and ascertain the reasons for
this.
The reduction in cases discussed with the coroner’s office has continued, as has the reduction
in Coroner’s Post Mortems, with only 53 requested in Quarter 4 (in comparison to 82 in Q4
2016).
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2) Deaths subject to a Case Record Review

There were 17 patients who were identified as requiring investigation via the Serious Incident
Requiring Investigation (SIRI) process in Quarter 4. The majority of these are patients whose
death has been identified as being unexpected and where a more in depth review of the case
is required than can be achieved in the MRP.
4) Number of deaths where it is thought ‘more likely than not’ that problems in care
contributed.
There was 1 case between January and March where the panel considered that there was
some evidence of avoidability. This was an unexpected death in Renal and post mortem is
awaited.

5) 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.
Page 7 of 8
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3) Numbers investigated via the Serious Incidents Requiring Investigation framework

Positive learning opportunity for junior doctors

•

Increased positive feedback to clinical staff/teams

6) Changes that have been made as a result
Improved process to review all unexpected deaths in more detail, using the SIRI panel process,
enabling MDT involvement in these cases.
Some evidence of a trend towards greater patient involvement and earlier decision making
regarding end of life care.
The most important change is a change in mind-set and culture surrounding the review and
consideration of care given to a patient at the end of life. Mortality review is now seen as a
more positive learning experience for clinical staff.
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•

Agenda Item Number: 15
Enc. 10

Subject:

General Data Protection Regulations – update

Sponsored & Presented by:

Lois Howell, Director of Integrated Governance

Purpose of paper

Update to Trust Board on Trust’s state of readiness for compliance
with General Data Protection Regulations (GDPR), coming into force
25.05.18

Key points for Trust Board
members

• The Trust’s preparations for compliance with the GDPR have
been reviewed by internal auditors, tiaa, and this report reflects
the outcome of the audit

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

• In 17 of 19 key targets identified to ensure delivery of compliance
in time for the implementation of the GDPR on 25 May 2018, the
Trust is compliant, or will be compliant by 25 May 2018.
• The key area of likely non-compliance is in connection with the
identification of all contracts likely to be affected by the GDPR and
the subsequent issue of revised notifications the Trust is obliged
to give signatories to such contracts about the way in which
associated data will be held. The risk of regulatory enforcement
action being taken before this matter is addressed in full is low.
• The other area of non-compliance with Trust-identified targets is
the creation of a dedicated IT solution to support the assessment
of the impact of the GDPR on clinical systems across the Trust
(100 or more systems). It has not been possible to allocate IT
resource to this part of the GDPT readiness project. Monitoring
etc of clinical systems and the impact upon them of the GDPR will
be conducted by alternative methods.

Options and decisions
required
Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?

Consideration of Public and
Patient Involvement and
Communications
Implications?

• The Board is asked to note the updates provided and to indicate
any items where further assurance and/or information about the
actions is required

The actions described in the attached update will be pursued and
monitored via the Data Protection and Data Quality Committee
which reports into the Quality & Performance Committee
Effective management of the Trust’s obligations set out in the GDPR
will assist the Trust in meeting its legal obligations.
There are no indications that compliance or otherwise with the
GDPR will affect any holder of a protected characteristic any more
than any other.
Public and patient involvement in the management of these risks is
not required.
There are no material communications issues associated with the
Trust’s GDPR position, other than the required communication with
Trust staff and contracting parties, as indicated in the action plan.
.
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Organisational Priorities

Board Assurance Framework
/ Risk Register Reference

Compliance with the GDPR supports delivery of all organisational
priorities.
tbc

Risk Description

There is a risk of prosecution if the Trust fails to comply with the
GDPR. The risk is scored at 5 x 2 (10)

CQC Reference

Well led

Committees/Meetings at which paper has been discussed / approved:
None
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Date

GDPR Update

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

The General Data Protection Regulations come into force on the 25th May 2018. This legislation will replace the Data Protection Act 1998 until
such time as the new Data Protection Bill is passed by government.
A gap analysis was undertaken by internal auditor tiaa in August 2017 which highlighted areas of non-compliance and suggested several
courses of action.
Since August 2017, the Information Governance Team has grown by 1.0 WTE Band 5 IG Officer (in post March 2018). This person, once
trained, will take on the day to day activities of the IG Team (FOI, Datix, IG Toolkit) thus freeing up the IG Manager to concentrate on GDPR
compliance.
The IG Manager has attended a ISO 17024:2012 EU GDPR Practitioner course, which will enable her to take on the role of the Data Protection
Officer for the Trust.
The Trust has in place over 25 policies/guidelines which are drafted, reviewed and ratified by the Data Protection & Data Quality Committee.
The majority of these policies are in date and require no changes. Several policies are due for ratification at DPDQ in May 2018.
The IG Manager has met with key individuals to ensure they are aware of their responsibilities with regard to GDPR. These include:
•
•
•
•
•
•

Head of Procurement for PHT
Head of Human Resources
Health Records Manager
Head of IT
Lead for Fundraising
Head of Legal Services

The IG Manager has identified one area which may not be GDPR compliant by 25 th May 2018. Procurement must identify all contracts that
involve the processing of personal information. The contract holders must then be written to regarding a change in contract inline with GDPR
regulations. The change of contract will ensure that all of the Trusts contracts are GDPR compliant. While Procurement may be able to
identify the contracts and send out the letters, the responses are not within the Procurement team’s control.

EAA April 2018
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GDPR Compliance and Action Plan

The Action Plan on the next page gives more detail on the Trust’s endeavours to be ready and GDPR compliant by 25th May 2018.
Green – currently compliant
Yellow – will be compliant
Amber – Risk of non-compliance by May 2018
Red – will not be compliant by May 2018
On a final note, the Information Commissioner Elizabeth Denham has stated that “…there is no deadline. 25th May is not the end. It is the
beginning”.

EAA April 2018
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GDPR Compliance and Action Plan

Ref
1

Target
Key decision makers
aware that law is
changing

Actions
Inform SIRO
Inform CEO (interim TP)
Inform CEO (MC)

Responsible Party
IG Manager
IG Manager
IG Manager

Date Due
C – 31/05/2017
C – 31/07/2017
C – 31/08/2017

Comments
Completed 25.05.17
Completed 04.07.17
Completed 01.08.17

2

Formal adoption of
ICO Preparing for the
GDPR – 12 steps to
take now
Establish GDPR
steering group

Senior Management Team &
Board to adopt

Director of
Workforce &
Organisational
Development
IG Manager

EMT: 17/10/2017

12 steps document circulated
to all EMT members by email
2/10/17

30/09/17

Trust to consider how
future demand may
impact on the
existing IG staff
resources
An Executive Director
to be nominated to
lead the GDPR
Steering Group

Lack of sufficient IG staff - on
Corporate Risk Register
Business Case to hire 1 wte Band
5 IG Officer and to fund IG
Manager’s DPO training
Tim Powell Director of
Workforce & Organisational
Development nominated by CEO
Lois Howell appointed SIRO Jan.
2018
PowerPoint presentation &
handouts ready for mtg.
Appointment
Job description
Banding
Reporting arrangements

Ass Dir Governance

30/03/18

First meeting 29.9.18
Group subsequently
disbanded to enable more
effective approach
IG Officer started 20/03/2018
IG manager qualified in Data
Protection officer role 5-8th
March 2018.

CEO

30/08/17

Course to be booked

DPO

3

4

5

6
7

8

Presentation to the
Trust Board
Data Protection
Officer to be
appointed and a
nominated deputy to
cover the DPO when
on leave
DPO to undertake
Certified EU GDPR
training / ISO
917024:2012

Identify key individuals
Set up meeting dates & times
Agenda for meetings

EA/F Mc

30/09/17

CEO
HR

30/04/18

SIRO

31/03/18

EAA April 2018
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1st mtg. with IGM
05/09/2017
Regular 1:1 between IG
Manager and SIRO in place
Presentation to Board
Workshop 28/09/2017
DPO appointed 08.03.18
after completion of qualifying
training course
IG Officer appointed 20.03.18
to deputise as required
Completed Course 5-8th
March
Exams to be booked

RAG

GDPR update

GDPR Compliance and Action Plan

9

10

11

12

Update all policies in
line with new GDPR
regulations

Determine impact of
GDPR on all clinical
systems (c. 1oo+)

Inform & engage all
staff in implementing
GDPR

All contracts will be
GDPR compliant
c+150

Identify relevant policies and
allocate to owners with clear
guidance

IG Manager

25/05/18

Oversee policy reviews to ensure
all reviews and any necessary
revisions complete by relevant
deadline
IT New Business Case to develop
in-house centralised information
asset register
Review information available to
support alternative impact
assessments

IG Manager

25/05/18

IG Manager

31/12/17

Insufficient IT resource
available.

IG Manager

25/05/18

Email to GM’s requesting CSC
representation on steering group

IG Manager

31/08/17

IG Manager and SIRO
reviewing systems using
existing spreadsheets and
lists
Completed

Communication to Directors &
Heads of Dept. to ensure
resources are available for CSC &
IAA’s
Implement Trust wide
Communication plan to
introduce GDPR
Meet South East Procurement
Services (SoEPS) to review all
contracts re re: use of or
collection of PID
Identify all contracts which use
PID

Dir HR & OD

17/11/17

IG Manager

25/05/18

SoEPS Manager

31/03/18

IG Manager met with SoEPS
on 27/03/18

SoEPS nominee

20/04/18

Identification of contracts
which involve the use /
processing of PID has been a
challenge. IAO’s, IAA’s, IG
Reps and IT to assist.

EAA April 2018
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Complete
25 relevant policies identified
for review by a variety of
subject matter experts
Under review – list of policies
and their review dates
maintained

Team Brief – slide presented
on 17/11/2017

Draft Comms
Plan.docx

GDPR update

GDPR Compliance and Action Plan

GDPR update

GDPR Compliance and Action Plan

13

14

Send out change of contract
letter

CC

16/05/18

All employees of PHT
will be aware of
GDPR and the
information we hold.

Meet with Head of Employee
resourcing

IG Manager

13/04/18

Write Privacy Notice for
employees
Ensure Employment contracts
are GDPR compliant

Head of Employee
Resourcing

15/05/18

The Trust will have a
GDPR compliant
Privacy Notice

Layered Privacy Notice to be
written

DPO

30/04/18

Leaflets to be printed for
distribution

Medical
Photography

01/05/18

Leaflet racks to be put up in
public areas

Estates

15

Health Records
Library has updated
its Subject Access
Request process in
line with GDPR

16

The Trust is aware of
all the personal data
it holds and

Privacy Notice will be updated
on the website
Met with HRL Manager

Develop new flow map which
include legal basis for processing

Met on 09/04/2018

When flow map and asset
register completed, PN can
be written.

26/05/18

Estates contacted for
permission to put up leaflet
holders. Phoned John
A’Court 18/04/2018 he will
discuss with Nicola Hardman.

30/04/2018

Email PN to Charlie Joseph to
be put up on website
SAR process has been
updated to include no fees
and reduction of time limit to
30 days. Date for transition
determined to be 1st May
2018
Flow maps already in place.
IG Manager currently
working on new Trust wide

IT
HRL Manager

01/05/18

DPO

30/04/2018

EAA April 2018
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processes and each
process has a legal
basis identified

17

18

19

spreadsheet.
Meet with IG Reps for each CSC

CSC IG Reps

26/05/18
EA to run drop in sessions for
IG Reps/IAO’s/IAA’s through
out May.
Asset registers already in
place. Trust wide register in
development and all
information to be transferred
to the new register

The Trust has
identified all assets
which hold personal
information and a risk
assessment has been
undertaken within
the previous 12
months.

Asset registers to be updated
and risk assessments completed

Information Asset
Assistants

25/05/2018

Training workshop for IAA’s &
CSC Reps

IG Manager

25/05/18

IG Manager to run drop in
sessions.

The Trust will have
identified all data
sharing agreements
in place and ensure
they are up to date.
The Trust has a
process in place to
deal with the
requirement to
report Data Breaches
within 72 hours of
becoming aware.

To compile a list of all
Information Sharing Agreements
(ISA) / Data Sharing Agreements
(DSA) with review dates
identified
To meet with Annie Green in risk

IG Manger

25/05/18

A partial list has been
compiled but needs to be put
onto spreadsheet with dates
of review.

IG Manager

25/05/18

Datix process already well
embedded within the Trust.
Reporting is on ‘becoming
aware’.

EAA April 2018
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Agenda Item Number: 16
Enc. 11

Subject:

Quality Account Priorities 2018/2019

Prepared by:

Tracey Stenning, Head of Governance and Quality

Sponsored & Presented by:

John Knighton, Medical Director
Theresa Murphy, Chief Nurse

Purpose of paper

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

•

•

•

•

•

Options and decisions
required

To inform Trust Board of the key priorities in relation to Patient
Safety, Clinical Effectiveness and Patient Experience for
2018/2019 for inclusion within the 2017/2018 Quality Account.
Quality Accounts are annual reports to the public from providers
of NHS Healthcare about the quality of services they deliver and
are required to be published by the 30th June each year.
The 2017/2018 Quality Account is currently being drafted, with
the proposed quality priorities for inclusion and focus for
2018/2019 contained within this report.
It is acknowledged that consultation with stakeholders to
determine the priorities has not occurred in a structured way this
year. Following discussion at Trust Board this report will be
shared with Healthwatch in order to ensure awareness of the
priorities and to enable initial feedback. A plan is being worked
up for the development of next years Account to ensure the
Patient Safety, Clinical Effectiveness and Patient Experience
Groups build identification and consultation of priorities into their
work plans to ensure appropriate and full consideration.
Once agreed, and for inclusion in the Quality Account, the
priorities will be further expanded to include key deliverables,
outcomes and monitoring mechanisms.

•

Trust Board to agree the 2018/19 quality priorities for inclusion in
the Quality Account.

•

The agreed quality priorities will be included in the Quality
Account and will be presented to the Quality and Performance
Committee in May 2018.
This report will be shared with Healthwatch.
The Board will receive the final draft of the Quality Account at the
June Board meeting.

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion

Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

•
•

Considered – no impact.

Legal requirement to publish Quality Accounts with mandated items
included.
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Organisational Priorities

Board Assurance Framework
/ Risk Register Reference

1. Deliver safe, high quality, patient centred care
2. Continually improve the patient experience
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:
None
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Date

Quality Account Priorities
201819
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Committee:

Quality & Performance Committee

Date of Meeting:

12.04.18

Chair:

Jon Watson

Executive Lead:

Lois Howell, Director of Integrated Governance

QPC Feedback

COMMITTEE REPORT
TO TRUST BOARD

Appendix 1: Agenda
Please see attached agenda for details of the matters considered at the meeting.

Agenda
Items of particular note:
item
1 ii

Radiology incident investigation is more or less complete and indicates significantly lower scale
of impact than might have been anticipated

2

The committee is in its infancy and will need to be both flexible and diligent during the course of
the organisational restructure. The terms of reference will need further review

3

Dementia needs a higher profile within the Trust

5

It was noted that very few of the risk reviews previously discussed with Director of Integrated
Governance have been updated on Datix. The Director of Integrated Governance will pursue.

5i

• New campaign encouraging staff to “Speak up for Safety” in CHAT noted and commended
• It is a concern that the decontamination equipment risk (risk of service interruption) has
continued for so long

5 ii

• Emergency Medicine CSC has struggled to maintain governance practice during Winter
pressures, although SIRI and moderate harm incident reviews have been completed

5 iii

• MSK noted impact of cancelled elective work on complaints

5 iv

• Renal CSC also experiencing impact of flow issues, but high levels of transplantation
surgery achieved

Agenda
Items for escalation to the Trust Board:
item
2i

Board should consider patient involvement in all Committees – report to Board LH

3

IPR and reporting generally needs review and revision to ensure that it provides analysis and
assurance, not just data

4

Quality Improvement Plan domains should reflect the Strategy domains / objectives (or vice
versa) and all associated reporting

Agenda
Recommendations:
item
None specific on this occasion.

Committee Report to Trust Board
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Agenda Item Number: 19
Enc. 13

Subject:

Gender Pay Gap Analysis

Prepared, Sponsored &
Presented by:

Mark Power – Interim Director of Workforce and OD

Purpose of paper

For information and noting.

Key points for Trust Board
members

Gender Pay Gap Analysis

TRUST BOARD PUBLIC – 3 MAY 2017

▪

All public sector employers with more than 250 employees now
have a duty to measure and publish their gender pay gaps.

▪

The Gender Pay Gap (GPG) is not the same as ‘equal pay’
which is a legal requirement.

▪

The outcomes of recent GPG analysis undertaken by PHT are
consistent with the wider NHS and highlight that within a
predominantly female workforce, the highest earning members of
staff are men.

▪

This initial analysis presents an opportunity to proactively
respond to the Trust’s GPG and a range of interventions has
been identified.

Options and decisions
required

No decisions are required.

Next steps / future actions:

The Trust Board will continue to receive routine reports relating to
the local GPG.

Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

The proposed interventions are consistent with the Trust’s
commitment to promoting equality, diversity and inclusion within the
workplace.
The subject matter, in general, has already received national media
coverage. The Trust’s GPG outcomes may attract local media
interest.

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

The promotion of equality, diversity and inclusion.

Board Assurance Framework/
Risk Register Reference
Risk Description
CQC Reference

Well-led

Committees/Meetings at which paper has been discussed/ approved:
Workforce and Organisational Development Committee
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1.

Purpose

1.1
Following government consultation, from 31 March 2017 it became mandatory for
public sector organisations employing more than 250 employees to report and publish
annually on their ‘Gender Pay Gap’ (GPG). The purpose of this paper is to formally report
the main outcomes of the first GPG analysis undertaken by Portsmouth Hospitals NHS Trust
(PHT).
2.

Background and Context

Requirement to Measure and Publish GPG Data
2.1
Since the Equality Act 2010 Specific Duties Regulations (SDR) came into force in
September 2011, there has been a duty for public bodies with 150 or more employees to
publish information on the diversity of their workforce. Although the SDR did not require
mandatory GPG reporting, Government Equalities Office and Equality and Human Rights
Commission (EHRC) guidance made it clear that employers should consider including GPG
information in the data they already publish. When it was evident that not all employers did
this, the Government made GPG reporting mandatory by amending the SDR. As a
consequence, all public sector employers with more than 250 employees now have to
measure and publish their GPGs.
2.2
Additionally, across all sectors, there is a demand by regulatory bodies and the
public, for a move to greater pay transparency. The Government believes that increasing
transparency around the differences in pay between men and women will make employers
more accountable and encourage them to scrutinise their own recruitment, remuneration,
reward and staff development practices, and ensure that steps are being taken to close any
gender-related pay gaps identified by the reporting process. Over time, it is anticipated that
reporting might well be extended to other aspects of the workforce demographic, such as
race, disability and age.
Pay in the NHS
2.3
GPG is not the same as equal pay: under employment legislation, it is unlawful to
pay people unequally because they are a man or a woman. Within the NHS, pay adheres to
the Agenda for Change (AfC) terms and conditions framework. AfC provides the national
pay system for non-medical staff (excluding very senior managers) and is designed to
ensure men and women receive equal pay for work of equal value, where ‘value’ is
determined with reference to, for example; job content; responsibility and accountability;
requisite skills and experience; and effort. The AfC pay system establishes pay bands,
against which jobs are matched, based on set criteria. Within pay bands, there is annual
pay progression along defined spine points. PHT has an established local job matching
process which ensures that all roles within the organisation are correctly and fairly allocated
to a defined pay band. Similarly, the Trust applies the provisions of the NHS national pay
system for medical staff, which again is based on the principle of applying equal pay for work
of equal value.
Enforcement
2.4
In December 2017, the EHRC published an enforcement guidance document which
confirmed that the Commission will initially focus its efforts on those employers where no
GPG information has been published. However, if the Commission has sufficient capacity, it
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3.

Calculation Requirements and Outcomes

3.1
GPG calculations include data relating to all individuals who are employed under a
contract of employment, a contract of apprenticeship or a contract personally to provide
work. For the NHS, and therefore PHT, this includes all members of staff employed under
AfC terms and conditions; all medical and dental staff; and those employed on very senior
management contracts. Calculations are made relating to the pay period in which the notified
‘snapshot day’ falls, which for the first year of reporting was 31 March 2017.
3.2
In conducting their GPG analysis, employers are required to consider both ‘ordinary
pay’ and ‘bonus pay’. Within PHT, ordinary pay includes basic salary, plus any regular
additional responsibility payments or supplementary payments (such as junior doctor
banding supplements and cash floor payments, or on-call payments), whilst bonus pay
includes clinical excellence awards; recruitment and retention premia; and waiting list
initiative payments. For both ‘ordinary pay’ and ‘bonus pay’ categories, calculations are then
made to determine the following:
▪

the mean and median hourly rates of ordinary pay of male and female employees, and
the gap between the two;

▪

the mean and median bonus pay applied to male and female employees, and the gap
between the two;

▪

the proportions of male and female employees who received bonus pay; and

▪

the proportions of male and female employees in the lower, lower middle, upper middle
and upper quartile pay bands by number of employees (%) rather than rate of pay.

4.

Outcomes

4.1

Having completed these calculations, the outcomes for PHT were as follows:
Ordinary Pay
Mean GPG
Median GPG

Bonus Pay
Mean GPG
Median GPG

35.5%
11.0%

Bonus Payments
Proportion of Males in Receipt
Proportion of Females in Receipt
Pay Quartiles
1 - Bottom
2 - Lower Middle
3 - Upper Middle
4 - Top

Male
18%
15%
17%
29%

11.2%
2.0%
Female
82%
85%
83%
71%
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will also take action where it considers that inaccurate data might have been published. In
such cases, the EHRC will carry out an assessment, which may involve requiring the
submission of supporting documentation and the provision of oral evidence from appropriate
representatives of an organisation. The outcome of an assessment could be the receipt of a
formal notice to comply and, where an organisation fails to abide by that notice, a court order
and fining process will be applied.

▪

the predominance of the female workforce employed in the lower pay bands, often in
part-time roles;

▪

the higher percentage of women who work part-time hours, compared to their male
counterparts, across all pay bands and staff groups; and

▪

the significant imbalance in favour of men that exists within the distribution of clinical
excellence awards for Consultant Medical staff (this is a particular issue affecting GPGs
across the NHS).

5.

Closing the Gap

5.1
GPGs are recognised as being the outcome of economic, cultural, societal and
educational factors; therefore, closing the gap and redressing the imbalances is not simple
or straightforward. Nevertheless, there is a range of measures which organisations should
consider adopting and it is proposed that, within PHT, the following activity will be pursued:
▪

conducting more analysis on the GPG outcomes to identify particular areas of concern;

▪

continuing to review recruitment policies and processes to ensure they are fully
transparent, inclusive and fair;

▪

providing more staff training in equality, diversity and inclusion;

▪

more actively supporting women returning to work from, for example, maternity and
adoption leave;

▪

conducting equality impact assessments of key HR policies and procedures, and of the
current education, learning and development offerings to staff;

▪

encouraging more female Consultants to apply for clinical excellence awards; and

▪

considering the profile and diversity of the Trust Board when making future
appointments.

6.

Summary

6.1
Following a recent amendment to the Equality Act Special Duties Regulation, as a
large public sector employer, PHT is now required to annually measure and publish certain
information relating to its Gender Pay Gap (GPG) - this requirement has been fulfilled, to
date 31 March 2017. The outcomes are consistent with the NHS in general and highlight
that, although the Trust’s workforce consists largely of female employees, the highest
earning members of staff are male.
6.2
Measurement of the GPG is considered to be a positive initiative that provides the
Trust with a starting point from which to conduct further analysis and gain a more detailed
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4.2
These local outcomes, which are broadly consistent with other NHS trusts,
demonstrate that within a workforce that is predominantly female (i.e. 78%), women are
highly represented in each pay quartile, including the top. Despite this, the Trust has an
overall GPG (i.e. based on ordinary pay) of 35.5%. This Gap is heavily influenced by the
profile of those employees occupying the top pay quartile, which is dominated by the Medical
and Dental staff group (within which is employed a larger proportion of men than women)
and Executive Directors, the majority of whom are also male. Other significant factors
impacting upon the Trust’s GPG are identified as:

7.

Recommendation

7.1

The Trust Board is requested to not the contents of this paper.

Mark Power
Interim Director of Workforce and OD
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understanding of the causes and effects of pay disparity relating to gender. The Trust will
aim to close the local GPG by pursuing a range of identified interventions. These will be
considered and overseen by the Workforce and Organisational Development Committee.

Agenda Item Number: 20
Enc. 14

Subject:

Chief Registrar Annual Report 2017-2018

Prepared by:

Zoe Burton – Chief Registrar

Sponsored & Presented
by:

Helena Edwards – Chief Registrar

Purpose of paper

Summary of Chief Registrar activity

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
Options and decisions
required
Clearly identify options that
are to be considered and
any decisions required
Next steps / future
actions:
Clearly identify what will
follow the Trust Board’s
discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public
and Patient Involvement
and Communications
Implications?

Chief Registrar Report

TRUST BOARD PUBLIC – 3 MAY 2017

John Knighton – Medical Director

•
•
•
•
•
•
•

Overview of the first year of chief registrar role at PHT
Allowing for flexibility and individuality has been key
Benefits of the scheme to patient safety and outcomes
Improvement initiatives mapped to NHSI’s 8 High impact actions
and the gap analysis in our trust
Importance of executive support for the Junior Doctors’ forum
Summary of successes and failures
Recognition and thanks for excellent senior management
support we have received in our roles

Would the Trust board collectively support an annual commitment to
shadowing clinical staff as per the proposal drawn up by the chief
registrars (Appendix 5)?

Continuation of the initiatives we have already commenced and further
consideration of new ones brought to us by junior doctors.
Maintenance of a two-way communication channel by chief registrars
between junior doctors and senior management.

N/A

The patient experience team and the patient collaborative network
have been consulted regarding several of our improvement projects.

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

As per NHSI’s 8 High Impact Actions and gap analysis Nov 2017.
BAF 17: There is a perceived disconnect between the Trust Board
and front line staff and teams

Risk Description
CQC Reference

Well-led

Committees/Meetings at which paper has been discussed/ approved:
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Trust Board 5th May 2018

Introduction
The chief registrar scheme was developed by the Royal College of Physicians (RCP) as a key
recommendation of their Future Hospital Commission Report. This identified the need to establish a
new, senior leadership role for trainee doctors, which would focus on delivering high quality, safe care.
After a successful pilot in 2016-17, it is currently in its second year with 34 chief registrars in post
across the United Kingdom.
The programme offers a unique opportunity selected senior trainees to spend 12 months in a
leadership development role whilst maintaining 50% clinical training. The scheme is supported by a
bespoke leadership development program run jointly by the RCP and Faculty of Medical Leadership
and Management.
The role of a chief registrar (CR) is deliberately poorly defined to allow flexibility to be built in to the
programme according to differences in needs and priorities from trust to trust but also in the training
status and specific skillsets amongst individual chief registrars. The role can encompass quality
improvement and service redesign, patient safety, education and improving junior doctor’s (JD)
working lives and morale. It is important for the chief registrar to act as a voice for junior doctors, and
provides an opportunity to improve junior doctor engagement, which is well recognised as being key
to patient safety and delivering better outcomes for patients and organisations.

Our initiatives
High impact actions
NHS Improvement’s “Eight high impact actions to improve the working environment for junior
doctors”1 has provided a framework for the majority of the improvement initiatives we have
implemented as CRs at Portsmouth Hospitals NHS Trust. Additional projects have largely centred
around improving patient safety and JD morale. Whilst this is vital for doctors themselves there is
evidence that patient care also improves with happy staff2.
Initial survey
We conducted a survey in August 2017 to identify issues threatening doctors’ efficiency and
enjoyment in their clinical roles. 98 cross-speciality survey respondents included all junior doctor
grades. Suggestions for key improvements and efficiency savings to be made across the trust ranged
from better IT solutions, printed blood bottle labels, bleep-free communication and improved access
to clinical guidelines, to seeing the Chief Executive “on the shop floor” and a better dialogue between
management and frontline staff.
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Suggestions for further quality improvement (QI) initiatives have arisen directly from JD forums
throughout the year. The forum is attended by Dr John Knighton and other senior management
including the Chief Executive, which has been key to actively demonstrating the trust’s commitment
to improving junior doctor engagement. In February we held an extremely productive forum
discussing the wider implications of the Bawa-Garba case.
Patient safety
Another key aspect of our role has been focused on patient safety initiatives. We have regularly
attended and contributed to the Patient Safety Steering Group (PSSG) representing junior doctors. In
February 2018, the trust’s first Patient Safety & Quality Conference was successfully held with
attendance from all groups of the multi-disciplinary team. Junior doctors submitted a wide variety of
abstracts for this, promoting sharing of good practice around the trust.
Other work
As CRs we have been invited to attend or facilitate a wide variety of meetings, which has strengthened
our work and improved awareness of the role around the trust. These include:
• Monthly trust inductions for junior doctors
• Senior managers’ team meeting
• Clinical directors’ forum
• Bullying and harassment external workshop
• Development of the future of the medical model
• Executive LiA events
• 20:20 programme and Easter sprint
• Cost improvement programmes
• Mortality review panel
• NHS Improvement
Progress
Ideas for improvement initiatives were subsequently developed and presented at executive level in
November 2017, under the umbrella of the “8 High Impact Actions" which assist in mapping to the
priorities of both the Trust and junior doctors. Each action has been progressed on an individual basis
and this is reflected by varying degrees of completion.
Table 1 illustrates the key improvement projects that we have initiated or supported. The JD Forum,
“Paired Learning” and “Lessons Learnt” programmes have been particularly successful with regular
attendance and positive feedback. Further details of some of the other projects that have been
instigated are detailed in the Appendices to this report.
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Junior Doctors’ Forum
The report of Robert Francis’s inquiry into failings at Mid Staffordshire NHS Foundation Trust said that
junior doctors are the “eyes and ears” of the NHS3. To facilitate communication between junior
doctors and senior managers, we initiated a monthly JD forum where juniors are encouraged to voice
their concerns and bring innovative ideas. Attendance has crept up over recent months with a marked
improvement after the introduction of free pizza!

This experience has left us with no doubt of the chief registrar scheme’s value to individuals, junior
doctors and trusts. We have both found the role of chief registrar to be greatly rewarding and
insightful and would highly recommend the role to our colleagues. Since this is the first year that
Portsmouth Hospitals NHS Trust has had the chief registrar role, it has taken time to develop
awareness of the role around the trust. Steady progress has been made in this regard and we hope
that engagement will only improve with sequential chief registrars in post. As the chief registrar role
has become better known, we have received more suggestions for improvements which we have been
able to feed up the managerial chain.
During our time as CRs, we have received excellent support from senior management which has been
invaluable in helping pave the way in initiating changes in practice and culture. Remaining 50% in
clinical practice has enabled us to understand the complexity of difficulties encountered by both JDs
and senior management.
One of the most valuable aspects of our role has been to give JDs a voice by providing a two-way
clinical-managerial communication channel. We have taken on a large number of projects, some of
which are difficult to measure or gauge success. Despite our efforts, other projects remain in their
infancy or will take time to come to fruition (Table 1).
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Our Experience

1. Tackling work
pressure

2. Rest breaks/safe
travel home
3. Improved access to
food & drink 24/7
4. Better engagement
between trainees
and the board
5. Clearer
communication
between
trainees/managers
6. Rotas that promote
work-life balance
7. Rewarding
excellence

8. Wellbeing support
and mentoring

ADDITIONAL
Patient Safety

Other

Actions and progress
Printed blood bottle labels on all wards.
Bedview/Handover project to improved use for ward work/handover.
PHT Education (phteducation.org.uk) – Educational sessions, courses, meetings.
Hospital clinical guidelines – improved access via introduction of a smartphone App.
Electronic requesting of imaging - CT/MRI/echo/endoscopy.
Appoint other roles across medicine – admin role/PA/ACP.
Forward App – bleep free communication.
Promote availability of on-call room and improve accessibility.
HALT campaign (Hungry Angry Late/Lonely Tired).
24 hour Costa opening.
Water coolers/fountains on all wards.
Monthly junior doctor forum run by Chief Registrars with executive attendance.
Programme for executive team shadowing junior staff – half day annually for each executive
team member across grades/specialities.
Paired Learning Programme linking junior doctors and managers.
Managers engaging junior doctors in financial and innovation opportunities.
Monthly “Chief’s Brief” newsletter for all junior doctors.
CT2 Doctor successfully changed Orthopaedic rota to “firm based” approach.
Introducing Trust grades with 25% “special interest”.
Develop Learning from Excellence system with CRs involved in plaudit tool. Themed
responses, learning from positive outcomes.
Handwritten CR compliment slip to accompany printed LfE certificate.
Chief Registrar Awards in conjunction with Mess Committee, presented by Medical Director.
Externally facilitated bullying and harassment workshop to identify trust-wide cultural issues.
“Lesson’s learnt” structured reflective sessions for FY1’s run by trained facilitators.
Cardiac arrest team improvements – simulation training and arrest team briefs/debriefs.
Registrar pastoral scheme for juniors (Registrars to buddy F1’s).
Actions
Patient Safety Steering Group.
PHT Patient Safety Conference/Showcasing event February 9 th 2018.
Improving delivery of IV antibiotics by junior doctors.
Development of electronic handover for patient transfers in a tertiary unit.
Reducing the number of sharps injuries in the trust.
Promotion of incident reporting and increased involvement of junior doctors.
#theatrecapchallenge (names on hats) to improve communication in operating theatre crises.
Colour-coded lanyards for doctors by grade for better identification of grades.
Name badges across more departments.
Grand Round re-vamping with junior doctor involvement.

Table 1. A summary of high impact actions identified and their progress. Projects in green have been
successfully completed, in orange are still in progress, whilst red reflects significant difficulties or
delays in implementation.
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High Impact Action

Appendices
1. Scheme for management shadowing clinical staff
2. Lanyards for doctors funding application
3. Paired Learning Programme Information
4. Lesson Learnt Programme Information
5. Theatre cap challenge summary
6. Example Chief’s Brief Newsletter
7. Example clinical guideline flowchart for Induction App
8. Patient safety conference feedback
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Scheme for board members shadowing clinical staff
Zoë Burton & Helena Edwards, PHT Chief Registrars

15th January 2018

The key idea behind this scheme is that all members of the Trust board should have an opportunity
to spend some time shadowing clinical staff in their normal roles. It is anticipated that both parties
would benefit from this experience.
WHY?

A recent PHT gap analysis of the “8 High impact actions to improve the working
environment for junior doctors”1 called for better engagement between trainees and
the board. Engaging and supporting junior doctors was one of the key features of
Bruce Keogh’s review2. Whilst it is common for trainees to dedicate some time during
the latter stages of their training to shadowing board members, there is little to suggest
the reverse practice of board members shadowing junior clinical staff.
In the few published cases that this has occurred as a one-off event, the benefits have
been clear. The Chief Executive of Burton Hospitals Foundation Trust shadowed a
junior doctor on a night shift. She reported the experience gave her a much greater
insight into the pressures and difficulties junior doctors face whilst on call and
challenged her to think differently about the way in which she engaged with junior
doctors. Equally, the junior doctor had a newfound respect for the Chief Executive3.

WHO?

Initially it is proposed that this would involve board members with non-clinical
backgrounds shadowing junior doctors. This would then be extended as the scheme
progressed to include board members who previously held clinical roles, and the
shadowing of nursing staff/physios/allied health professionals.

WHEN?

The suggested time commitment would be a couple of hours to half a day. Proposed
frequency would be for shadowing to occur on an annual basis.

Benefits
The benefits of this scheme are potentially far wider reaching than just those directly involved in
the shadowing experience. Other juniors and allied clinical staff will be aware that a member of the
Board is undertaking the shadowing. This raises the profile of the Board on the “shop floor” and
helps spread the message that they really are interested in understanding the challenges to making
things better for patients and staff alike. This goes a long way to improve engagement and in terms
of an investment of Board members’ time, could be extremely lucrative.
References
1. Eight high impact actions to improve the working environment for junior doctors.
https://improvement.nhs.uk/resources/eight-high-impact-actions-to-improve-the-workingenvironment-for-junior-doctors/ Accessed 15th January 2018.
2. Professor Sir Bruce Keogh. Review into the quality of care and treatment provided by 14
hospital trusts in England: overview report. 16 July 2013.
3. Bezzina D. When the chief executive shadowed a junior doctor. BMJ Careers 17 Feb 2014.
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APPENDIX 1

Wessex Patient Safety Collaborative (PSC)
Patient Safety Support Fund (PSSF) - Application Form
Section
1
2
3
4

Details required
Name and job title of person
completing application form.
Email and phone number of person
completing application form.
Applicant organisation.

5

MANDATORY Name and job title of
bid Executive Sponsor.
Title of your bid / project.

6

Aim and overview of your bid/project.
(50 words maximum)

7

Bid/project details – describe how
you will use the PSSF; you may wish to
include a high level project plan here.
(150 words maximum)

Applicant response
Name: Zoe Burton
Job title: ST7 Anaesthetics
Email: drzoeburton@gmail.com
Phone number: 07921865041
Queen Alexandra Hospital
Portsmouth Hospitals NHS Trust
Name: John Knighton
Job title: Medical Director
Introducing colour-coded lanyards for different grades of doctors
working at Queen Alexandra Hospital
The aim of this project will be to improve communication between
doctors, other staff and patients by introducing a Trust wide
standardised colour-coded lanyard system whereby doctors can
more easily be identified according to their grade.
Most doctors currently wear a non-standardised lanyard for their
security badge and we propose the introduction of a colour-coded
system whereby doctors could easily be identified according to
their grade. This would improve patient safety, particularly in
emergency scenarios.
A survey performed amongst 82 doctors across all grades at PHT
showed 90.2% felt it was important for doctors to know each
other’s grades. 57.3% reacted positively to the introduction of
colour-coded lanyards and 70.7% would be likely to replace their
current lanyard with a colour-coded one.
On consultation with the patient collaborative group, they felt this
was universally a good idea and would help demystify the doctor
grading system.

8

Describe how the PSSF will improve
patient safety.
(100 words maximum)

This funding would allow the purchase of 1000 colour coded
lanyards emblazoned with each doctor’s grade at £1.37 each. It
would also allow for lanyards to be replaced when junior doctors
rotate to another Trust or change grade.
Foundation Doctors – Yellow
Core Trainees – Orange
Specialist Registrars – Red
Consultants – Blue
Whilst other multidisciplinary team members are more easily
identified by their uniforms, doctors remain a poorly identifiable
group. Specialty name badges are not used in all departments due
to costs and junior doctors are not supplied with them as they
rotate too frequently. Security badges remain the mainstay of
identification. These are often obscured from view or illegible due
to overuse.
It can be difficult for staff, patients and other doctors to
differentiate between a Foundation Doctor and a Consultant. This
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9

10

Describe how you will measure the
patient safety improvement impact
(e.g. what, how, how many and
when).
(50 words maximum)
Describe how the PSSF benefits will be
sustained.
(50 words maximum)

11

12

Describe how you will share and
spread any learning from this PSSF
bid/project.
(50 words maximum)
Identify the amount of PSSF money
you are bidding for.
Give a brief bullet point breakdown of
the spend - for example staff costs /
equipment / venue etc.

14
15
16

Amongst doctors surveyed, 61% believed this initiative would lead
to an improvement in patient safety by improved teamwork and
communication between staff groups and patients.
This will be via the performance of a survey 4 months after the
introduction of the lanyards. This will aim to assess compliance and
qualitative value. Questions will focus on aspects of cardiac arrest
team management and involve nursing staff views following the
introduction of the lanyards.
The funding attracted by this bid would allow all current PHT
doctors (who wish to wear one) to be issued with colour coded
lanyards. The funding would also ensure that new doctors rotating
to the Trust would be issued one at Trust Induction. Lanyards
would be replaced when doctors changed grade.
This initiative could be rolled out across the Wessex region to other
hospitals. Lanyards will remain unbranded with the Trust logo so
that junior doctors may take them to their next post. The aim will
be to present this work at the Wessex CSIP Annual Safety
Conference and the Leadership in Healthcare Conference 2018.
Initial set-up = £1608
Initial cost to supply 1028 double ended lanyards (to prevent
security badges spinning around) for all doctors:
473 Consultants
39 SAS Doctors
516 junior doctors
TOTAL = 1028 doctors
£1.37 each = £1408
Printing and promotional material including boards at ward
entrances, posters and leaflets to explain system to staff and
patients throughout Trust:
£200
Ongoing costs
Estimated annual replacement lanyards for 516 junior rotating
doctors:
£1.37 each = £707 per year
A total budget of £4436 would allow this scheme to be set up and
continue to run for a five year time period.
Unable to match with any funding but the Chief Registrars will
ensure distribution of lanyards and perform a post-introduction
survey to assess compliance and value.

Indicate if you are able to match the
PSSF funding (this could be with
money or resource) and if so how this
will be done.
MANDATORY. Do you agree to provide the AHSN/PSC with a bid/project
report/case study (no more than 2 sides) at the completion of the project or
max 12 months after fund allocation (whichever is the sooner)?
Do you agree that the AHSN/PSC can share this report/case study on the AHSN
information platform/s (publically available) to encourage sharing and learning?
Do you agree to submit a poster/presentation abstract for the Wessex CSIP
annual Safety and Improvement Conference (details via the PSC)?
Please return the completed form to patientsafety@wessexahsn.net.
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can be critical to patient safety particularly in crisis situations e.g.
cardiac arrest when tasks need to be rapidly delegated to doctors
with the appropriate skillset. Poorly identifiable medical staff also
hinders allied health professionals from finding the correct doctor
for a task.

‘Developing future leadership teams through learning and working together’
Duration: January – July 2018

What is it?
Paired Learning is a leadership development programme based on a work-based peer-learning
model that is open to healthcare managers and clinicians (specialist registrars) across Queen
Alexandra Hospital, PHT. Participants from different professional groups are paired with each other
in a peer-learning model.

Why are we running this programme?
Increasing evidence links engagement between clinicians and managers with improved patient
outcomes. However, clinicians and managers rarely work directly together. This scheme provides an
opportunity to bridge the gap, improve communication, and also provide a learning opportunity for
leadership development.

What is unique about this programme?
This programme uses a strong work-based ethos of peer learning, where the learning is
predominantly gained through conversations and relationships that are set-up during the
programme in each pair.

What is the evidence that this peer-learning approach works?
Evaluation from previous pilots in other trusts such as Imperial College, London, demonstrated that
through the opportunity to observe and learn about each others’ role, participants were able to
identify a discrete opportunity for improvement of a service and to jointly design and implement a
solution. Furthermore, participants felt significantly more prepared for healthcare leadership roles
following completion of the programme with all of them reporting that Paired Learning had not only
improved their understanding of each other but that first-hand experience of the benefits of
collaboration was a driver to actively seek out each others’ input in the future.

What does the programme consist of?
The learning is built on supporting constructive and developmental conversations which is
underpinned by the following elements:
 Conversations - informal discussions between different professionals
 Reciprocal work-shadowing
 Leadership and Improvement workshops
 Quality and Service improvement projects
Successful applicants will work in pairs and these will be the focus of the learning and development.
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Paired Learning

How can I find out more about it?
For more information about the concept and supporting evidence behind this approach to
leadership development and the programme, please contact your Programme Lead (Helena
Edwards, helena.edwards@porthosp.nhs.uk)

Paired Learning Structure:

Conversations

Mentoring

Quality
Improvement
Project

Shadowing

Workshops
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What am I committing to?
There will be a time commitment involved over the 6 months. Some of this will be informal – such as
conversations between your pair and with your mentor. There will also be 6x workshops over the 6
month period, and an expectation that you will complete an improvement project together and then
present this at a showcase event.

‘Promoting and sharing learning – building a safer foundation’
Duration: December 2017 – July 2018

What is it?
Lessons Learnt is a patient safety training programme comprising of monthly one-hour sessions
integrated into the Foundation teaching programme, where Foundation trainees lead a peer-group
discussion and analysis of a patient safety incident in a safe, facilitated forum.

Why are we running this programme?
Junior doctors are often at the frontline of clinical medicine and are regularly exposed to patient
safety incidents or near misses. However, it is well recognised that junior doctors are low reporters
of incidents. The aims of this programme are:
1. To share and promote learning from patient safety incidents
2. To engage juniors in the process of incident investigation
3. To promote a culture of no blame
4. To engage juniors in quality improvement projects

What is unique about this programme?
Foundation trainees are rarely involved in investigations of clinical incidents and often have very
little understanding of the process. This programme will provide this opportunity at a basic level and
foster the importance of patient safety at an early stage of their training.

What is the evidence that Lessons Learnt works?
The programme has been evaluated comprehensively at the North Western Foundation School. High
satisfaction rates were found amongst trainees and significant improvements in foundation trainees’
patient safety knowledge, skills and behaviours. Furthermore, a significant number of quality
improvement projects were conducted by trainees through this program.

What does the programme consist of?
 Monthly one-hour sessions integrated in to the mandatory bleep-free foundation teaching
programme on Thursday lunchtimes at 12:30 – 13:30.
Trainees volunteer to present examples of patient safety incidents encountered in the workplace as
a basis for small-group analysis and discussion. A proforma is used to guide structured discussion of
contributing factors, key lessons learnt from the case and solutions for improvement. Each one-hour
session comprises a case presentation, root cause analysis and discussions of lessons learnt and next
steps.
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Lessons Learnt

10 mins

25 mins

15 mins

5 mins

• Introduction

• Case presentation

• Facilitated group discussion

• Lessons Learnt & Action Plan

• Feedback & Evaluation

Learning Objectives
Knowledge:
 Define a patient safety incident
 Understand the nature of human error and importance of systems factors in relation to
safety
 Understand the contributing factors to patient safety incidents
Skills:




Recognise a patient safety incident
Analyse an incident using a structured root cause analysis approach
Identify actions and recommendations to prevent future incidents

Attitudes:
 Foster an open and learning culture to improve patient safety
 Raise and act on concerns about patient safety
 Reflect and learn from error

How can I find out more about it?
For more information about the concept and supporting evidence behind this approach, please
contact your Programme Lead (Helena Edwards, helena.edwards@porthosp.nhs.uk).
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5 mins

Dr Zoë A Burton (ST7 Anaesthetic Trainee) & Dr Matthew Turner (Consultant Anaesthetist)
Queen Alexandra Hospital, Portsmouth Hospitals NHS Trust
The use of people’s names leads to better exchange of information which results in more
effective teams and improved patient safety. Introduction by name and role is thus an integral
part of the World Health Organization (WHO) team brief. However, humans only recall 30%
of names after first introduction1 and personal names are particularly difficult to retrieve2.
Recognising the importance of using first names, especially in crisis scenarios, Dr Rob
Hackett advocates writing names and roles on theatre hats and promotes the idea via social
media in the form of #theatrecapchallenge. The aim of this study was to locally evaluate
anaesthetists’ recall of theatre staff names in our institution and to assess attitudes towards
adopting this simple patient safety initiative, identifying potential barriers to implementation.
This project was registered locally as a quality improvement initiative. The authors
commenced wearing theatre hats labelled with their names/roles in December 2017. Between
10th January and 15th February 2018, anaesthetists of all grades were asked how many theatre
staff names they could recall following the WHO team brief across all theatres in our Trust.
Theatre location/specialty and grade of anaesthetist were recorded. Data were presented at a
local clinical governance meeting along with the background behind #theatrecapchallenge.
Attendees were then asked to complete a short survey asking whether they would support the
adoption of names and roles written or printed onto theatre hats.
Name recall was assessed amongst 52 anaesthetists in 26 theatres. 57.7% were consultants
and the remainder trainees (CT1-ST7). Mean recall across all grades was 66.6%; this
improved with seniority from 53.9% (CT1-2’s) to 76.1% (consultants). Total staff present was
highest in emergency and orthopaedic theatres (>9 people). 91% (n=31/34) supported
widespread adoption of names/roles on theatre hats. Barriers related to cost, looking silly or
unprofessional. One respondent felt it would not improve patient safety.
In conclusion, there is room for local improvement in knowing names of theatre staff. Recall
was poorest in emergency theatres with highest staff density and amongst less experienced
anaesthetists – a group already subject to higher cognitive load in crises. Recall by consultants
was better, probably due to regular operating lists within similar teams. Cost, aesthetics and
maintaining professionalism were key to anaesthetists’ appetite for the initiative.
Multidisciplinary team buy-in will be assessed and funding sought to support the phased
introduction of standardised professional iron-on name/role labels for cloth theatre hats in our
institution. Widespread adoption of this simple initiative could improve patient experience,
communication in crisis scenarios and help break down hierarchical barriers on a daily basis.
No funding was received for this project.
References
1. Cohen G & Faulkner D. Memory for proper names: Age differences in retrieval. 1986
June; 4(2): 187–197
2. Griffin Z. Retrieving Personal Names, Referring Expressions and Terms of Address
In: The Psychology of Learning and Motivation: Advances in Research and Theory.
2010; Vol 53 pp345-387
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Mad as a Hatter? An evaluation of anaesthetists’ recall of names in theatres and
attitudes towards adopting #theatrecapchallenge

February 2018

Hello from the Chief Registrars!
We realise that the last month has been challenging for many
reasons. Pressures in the hospital remain high despite some
improvements in capacity. In addition, the recent findings of
the Bawa-Garba case have been a huge blow to us all. There
will be an opportunity for discussion around this at the next
Junior Doctor’s Forum Wednesday 21st February with the Chief
Executive and our Medical Director in attendance to help
answer some of your concerns. We would encourage you all to
take the time to attend if you possibly can.

Positive Event Reporting


Once again, we would like to take this opportunity to thank you
for all your hard work and to encourage you all to take some
time to look after yourselves and each other.

Dr Zoë Burton, Helena Edwards & Dr John Knighton
Chief Registrars
Medical Director

Coloured lanyards for doctors
One of our Chief Registrar
projects will be introducing Trustwide colour-coded lanyards for all
doctors under four categories.
This scheme has been successfully
introduced in other Trusts to
facilitate easy identification of
different grades of doctor. It has
been particularly effective in
emergency situations e.g. cardiac
arrests.

Dr Steve Mathieu from ITU has worked hard
to develop a Clinical Excellence reporting
system for the Trust which runs in parallel to
the current Datix system.
As an organisation it is important to be able to
learn from positive events and excellence
reports as well as from incidents which did
not go so well. So, please use the system so
we can all celebrate our successes!

First PHT Patient Safety Conference

The first patient safety day was held on 9th
February and was a great success. There were
some extremely high quality oral and poster
presentations, fantastic external speakers and
workshops.
Look out for this event next
year and use it as an
opportunity to showcase
your hard work.

If you have thoughts as to exact
names that will appear on
lanyards, please contact us or
Chirag Patel:
chirag.patel@porthosp.nhs.uk
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The Chiefs’ Brief

HALT – Take a break…

4th Portsmouth TME Symposium


The HALT (Hungry, Angry, Late/Lonely,
Tired) campaign will be coming to
Portsmouth in March.

8 – 10 March: An international symposium
for
surgical/colorectal
trainees
with
workshops, live operating and debates.

This was initiated at Guys and St
Thomas’ Hospital and aims to make
staff aware that taking breaks helps to
provide the highest standard of patient
care, by putting them in a position to
make the best decisions for patients.

FREE attendance for any trainees interested in
helping organise the symposium. Contact:
symposium.enquiries@gmail.com

th

Guidelines app – Call for Flowchart Summaries
We are currently improving accessibility to clinical guidelines.
The “Induction” app will be used as a platform which will make
guidelines smartphone accessible. Starting with the acute
medical emergencies, each guideline needs summarising into a
one-page flowchart for ease of use in time pressured scenarios.
If you would like to be involved in reformatting a departmental guideline
for upload to the app, please contact us
– a great QI opportunity.

“NHS Offbeat”
Introducing an exciting new project aiming to humanise
doctors at PHT. Akin to the successful “Humans of New York”
project, this will focus on telling a brief personal story about
doctors’ lives/interests/life-defining moments etc alongside a
photograph. If you might like to be involved or tell your nonmedical story, please contact: Alisha.Damani@porthosp.nhs.uk

Upcoming Dates for your Diary

Grand Round: Wed 1 – 2pm
Recommences after half term
RCP Teach In’s: Tues Eve – food available
prior to start!
20th February - SOB, 6:30 pm
27th March – Limb pain / swelling
Junior Doctor Forum
Monthly forum open to all with free pizza:
21st February 5:30 – 7pm
th
28 March 5:30 – 7pm (Joint Nursing and
Junior Doctor Forum)
Schwarz Round – food available:
19th Feb 12:30 – 1:30 Room D360
20th March 12:30 – 1:30 Rm 11/12 Ed Centre

Please contact us with any queries/ideas:
Dr Zoë Burton, Chief Registrar
zoe.burton@porthosp.nhs.uk
Dr Helena Edwards, Chief Registrar
helena.edwards@porthosp.nhs.uk
Dr John Knighton, Medical Director
john.knighton@porthosp.nhs.uk

JUNIOR DOCTOR FORUM
Education Centre
Rm 11-12

Wed 21st Feb 5:30 – 7pm

Education Centre
Room 11/12, Education Centre
FREE PIZZA!
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HALT campaign

Queen Alexandra Hospital Portsmouth

Anaphylaxis under anaesthesia
Aim
Scope

Algorithm for the emergency management of anaphylaxis under anaesthesia
All doctors and healthcare professionals managing suspected cases of anaphylaxis in a theatre/perioperative setting. IV
adrenaline NOT to be used for ward-based management.

Anaphylaxis definition
An acute life-threatening hypersensitivity reaction that should be considered when there is
an acute onset, life threatening1 Airway and/or Breathing and/or Circulation problem.
Anaphylactic reaction?

CALL FOR HELP
Remove all potential causative agents

ABCDE approach

•
•
•
•
•
•
•

Adrenaline
Adult: 50ug (0.5ml 1:10000)
Child: 1.0ug/kg (0.1ml/kg 1:100 000)
If several doses required, consider infusion

IV fluid boluses
Adult: 500-1000ml (0.9% saline/Hartmann’s)
Child: 20ml/kg

•
•
•
•

Maintain airway
Administer 100% oxygen
Intubate & ventilate if necessary
Maintain anaesthesia
Lie patient flat
Elevate legs if hypotension
Start CPR if necessary

Monitor
Pulse oximetry, ECG, BP, ETCO2
Investigation
Mast cell tryptase (5ml yellow top)
• Immediate (during resuscitation)
• 1-2hrs after start of symptoms
• >24hrs or in convalescence

Secondary management
Chlorphenamine IV2
Hydrocortisone IV3
Salbutamol/Aminophylline/MgSO4 IV
Alternative vasopressor if BP remains ↓

Transfer to Critical care ASAP
1 Life-threatening problems
• A Swelling, hoarseness, stridor
• B ↑RR, wheeze, cyanosis, SpO2<92%
• C Low BP, pale faint, drowsy/coma
Version: 2.1

|

Date: 21 June 17 |

Revision Due: 21 June 19

Age
Adult
6-12y
6m-6y
<6m
|

Chlorphenamine2
10mg
5mg
2.5mg
250ug/kg

Hydrocortisone3
200mg
100mg
50mg
25mg

Authors: Drs M Wood, J Burden, Z Burton

The use of this guideline is subject to professional judgement and accountability. This guideline has been prepared carefully and in good faith for use within Queen Alexandra Hospital. No
liability can be accepted by Portsmouth Hospitals NHS Trust for any errors, costs or losses arising from the use of this guideline or the information contained herein. Portsmouth Hospitals
NHS Trust © 2018. Adapted from an original format by the Academic Department of Critical Care, QA Hospital, Portsmouth UK
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Department of Anaesthesia

9th February 2018
28 attendees took the opportunity to complete a feedback form; here is their collated responses.
Rating scores have been converted to a percentage. Free text is as it was written.
Q1: Overall, how would you rate the event?
Good
7%

Very Good
36%

Excellent
57%

Q2: What was most valuable about the conference?
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•

The inspirational value and lunch.
Workshops- interactive, informative and interesting. *sepsis workshop*
All areas very valuable, interesting and also focused on need to improve but also on good
that we do.
Dr O’Kelly’s presentation.
All the talks and workshops.
Learning about what is happening across the Trust and networking with other staff.
Trust wide thoughts and over lapping themes identified.
Meeting the PHT Professionals. 3 minute poster presentations- great!
Showcasing all the Quality Improvement projects that staff are doing around the Trust (who
knew all this was going on?!- great stuff).
The journey, leadership talks, human factors workshop, speaking up. Pick up (poster
presentation).
Quality and experience of hosts/speakers and atmosphere.
Was interesting in hearing own different specialities with in the organisation.
First 3 lectures, QI posters.
Seeing the good work happening in PHT and networking.
Presentations in the morning, very inspiring.
Hope! Hope that things can get better! Leadership importance.
All key speakers very inspirational. Good workshops. Fantastic to showcase and show all the
fantastic patient safety initiatives that are going on throughout the trust. We are an
excellent Trust and that needs to be promoted more.
Hearing the presentations of the QIP’s- really good ideas from staff at the frontline.
Internal networking. Understanding that the Trust is takin patient safety as priority.
Bristol journey. It is a good institution and role model for PHT Trust.
All excellent- morning speakers inspirational and motivational. 3 minutes presentations.
Enjoyed speakers I was able to stay for, clinical commitments meant dipping in and out.
Sharing of patient safety ideas and posters, with informative and motivational talks about
how we can.
The morning speakers delivered the key message that all staff can deliver.
Sharing of valuable lessons learnt by other organisations and within PHT.
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PATIENT SAFETY AND QUALITY CONFERENCE – collated
feedback forms

Meeting people- networking. Getting our message across a wide audience. Finding out
about other quality improvement and projects.

Q3: What was least valuable about the conference?
•
•
•
•
•
•
•
•
•
•

More time to view posters and better displayed as some of the main information could be
missed and a lot of hard work had bee taken on designing them
Very difficult having posters in corridors- no emphasis for people to view those by the front
door/canteen, most people seemed to stay by the food.
Many staff wanted to come but could not attend.
Covert medication.
Was a shame there was a lack of attendance fro staff members who wanted to attend but
due to workload were unable too.
It was all good.
Some specific workshops not necessarily useful to all- but sti8ll interesting.
All valuable even though not directly related to my role.
Very medical/nurse focused. As I am an AHP disappointed in lack of AHP projects presence.
Air control- but I wore a woollen top.

Q4: How would you rate the following speakers and their effectiveness?
Name:

Good

Dr Sean O’Kelly
Dr Henrietta Hughes
Dr Richard Jones

4%
7%
4%

Very Good
36%
25%
12%

Excellent
61%
68%
85%

Additional comments:
•
•
•
•
•
•

Henrietta has really furthered the F2SU cause today.
Inspirational speakers.
Very engaging.
Very Passionate- excellent presenters- reminded me that we work in an amazing
organisation which is very impressive staff.
All speakers were informative, inspirational and realistic. All learning points relevant to our
Trust but more importantly it is changes like this we can all make.
Great for bringing speakers from outside - really good ideas.

Q5: How likely is it that what you have learnt today will positively impact on what you
practice?
Likely
21%

Very Likely
79%

Additional comments:
•

I’ve taken ideas to go back to work. Good to know innovative ideas that are already halfway.

Page 119 of 154

Chief Registrar Report

•

•
•
•
•
•

This should definitely be an annual event and try to make sure all staff get a chance to come
to at least one in 5 years?
Time to Act escalation plan.
Ideas for improvement.
Would like to see AHP poster next year. Will take this back to AHP leads for consideration.
Re enthused and gave head space to think about things that need to be taken forward.
Re think about human factors, positive attitude, “challenge the culture”, thoughts about
leadership and teamwork.

Q6: How would you rate the following workshops?
Workshop:
Workshop 1:
Human Factors
Workshop 2:
Sepsis
Workshop 3:
Covert Medication

Poor

Fair
14%

12%

Good
11%

19%

Very Good

Excellent

39%

36%

46%

45%

42%

27%

Additional comments:
•
•
•
•
•
•

Better audience participation would engage learning. Room too small (workshop 3).
I am not clinical, but even so, the workshops 2 and 3 will help me in my role, and were very
interesting.
Dr Seb interesting.
Human Factors didn’t really introduce what Human Factor is? Seemed to miss the point of
patient safety!
Covert medication made no mention of DYSPHAGIA speciality.
Good talks. Good to know about covert and overt medication.

Q7: What will you take away from today and how will this impact on your job?
•
•
•
•
•
•
•
•
•
•
•
•
•

We all make changes- let’s celebrate it.
Learning from mistakes/ positive incident.
How to improve pathways and be proactive.
To continue to work together to change the mind-set of individuals who are resistant to
change.
Stand up and always work to best capability to ensure excellent care for all patients.
Integrate teams and patient safety with IT security methods and prioritisation.
Will share information with colleagues, especially ‘speak up guardians’.
Culture is key. Culture starts from the top.
The journey to outstanding. Speaking up for patient safety and leadership.
Raise issues but push for response.
We have amazing members of staff have at QAH and was good to see so many lecturers
being so open and honest.
Leadership and seniority are not the same thing.
Continue to champion QI and patient safety.
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•

•
•

•
•
•
•

Raising issues, speak up guardians. Talking about what needs changing.
The amount of work going on in the Trust and networking.
Most things I will take away from today. Been a very good conference. Thank you.
Time to act- lower threshold for escalation.
Additional support and networking and a boost to keep going.
Continue motivating colleague both in my department and outside.
Feedback to staff- think about waste/freedom to speak up ambassadors, value staff above
all else.
Positive approach to turn around felt that this is possible with change in culture and better
communication.
The knowledge that intervening in patient safety at every level from minor everyday
occurrences) will contribute to a much safer patient experience. Engagement of reporting
and raising concerns and safety learning events.
“Work we can do”- little steps to make a big difference- how we get the message to all staff.
To remain positive during challenging times and continue with quality improvementencouraging it to be every team members business.
Review own practice and impact on colleagues. Ideas for consideration within CSC.
Ideas of teamwork- Patients first- positive attitude.

Q8: Do you have any suggestions or comments to help us improve our future events?
•
•
•
•
•
•

•
•

•

•

Target ‘shop floor’ staff- actively ensure each department allocates staff to attend.
Anecdotal situations -for improvement.
Looking forward to next one. It is a shame many of those attending were not there at the
end of the day.
Keep updating and regular.
It would be nice to have posters all together to enable people to see them all. I had very few
visitors because I was furthest away from the food! (I assume).
Now will the small projects/initiatives get showed to those not attending today. Is effort on
small local projects able to be shown on a larger scale to solve problems in other areas.
Maybe the OD department can put a call out to the wider hospital to see what projects are
going on, who are doing similar projects and help collaborate efforts.
If you can attend all workshops pre rota them to ensure even spread.
Could each clinical area allocate ward staff (band 5) to attend? Could be part of their PDP
objectives/revalidation requirements. Thank you for a great day really enjoyed it. Felt it was
good value.
Board representation throughout the day (even on rotation) would have demonstrated to
staff that they are interested in safety/quality and the amazing improvement projects the
staff have created/done. Seeing the projects that have been carried out, I think the Trust
should encourage all staff to undertake a Quality improvement project in the coming year
(large or small) this would help empower staff and drive a culture of improvement. The
projects need to be rolled out (as much as possible) across the Trust. Standardised, so all
staff can move wards and know what they are doing and how to use the proforma and
process.
Short break in am session- for loo breaks, perhaps posters along the corridors- would really
help if there’s a person representing their poster. The only one who talked through it to us is
the falls prevention one.
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•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

List of posters in pack.
Please continue having workshops on a yearly basis as are really valuable. I was however
disappointed to see that the Chief Executive and Chief Nurse both left after Dr S O’kelly’s
talk. A lot of amazing work was highlighted in presentations by Junior Doctors and registrars
which both the Chief Exec and Chief Nurse should have shown their support too! I do hope
this patient safety conference is a yearly occurrence and the Chief Exec and Chief Nurse both
attend the whole day to show their support to their staff to make them feel valued.
QI methods and resources info- e.g. where to get data.
Patient stories/involvement.
More time needed to take in more information. Great day and lunch as a lovely surprise,
thank you!
Just a few more scheduled breaks please.
Opportunity for more people to present their posters- as there is excellent ideas and
projects. Opportunity and support to implement these ideas hospital wide. Thank you- it was
a really interesting and formative day.
Some fruit and water I addition to cakes please. Possibly allow drop in’s so more Junior
clinical staff can drop in when able.
Involve band 5’s and lower bands in ideas and implementation.
Spread people out for workshops-give delegate a number as they enter in order 1,2,3 to
even out numbers.
More AHP involvement!
Location of the posters as unfortunate as it made it quite difficult to access all posters and
speakers.
Only suggestion maybe just have 2 workshops slightly longer. Overall a great day.
Difficult to read the posters that were displayed in the lecture theatre because of
chairs/people sitting although accept that they were presented.
Shorter lunch break. Difficult to read the lecture theatre posters.
Upload posters on the intranet and then email link across the trust so those who are not
able to attend can read (or you didn’t have time to go through all the posters).
Standardise posters - as difficult to get through all of them or create abstract booklet/ put
on intranet.
Thank you very much for providing refreshments as it gave an opportunity for people to
network (rather than queueing in costa).
Maybe next time do a session which people share their experiences of quality improvement
projects- what went well- what didn’t and share tips etc.
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•
•

MES Report

TRUST BOARD PUBLIC – 3 MAY 2017

Agenda Item Number: 21
Enc. 15

Subject:

Medical Engagement Scale (MES) Summary findings

Prepared by:

John Knighton

Sponsored & Presented by:
Purpose of paper

Information

Key points for Trust Board
members

1. There has been the perception, reported by regulators and
external observers and discussed within PHT that there has
been poor medical engagement in PHT

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

2. The MES was last completed in 2012. Findings in 2018
demonstrate:
3. Approx. 55% of consultants responded (n=226)
4. Clear evidence of high levels of medical engagement across all
ten of the MES scales, falling within the Top 20% band
compared to external norms.
5. Significant improvement (>10%) in all ten scales compared to
2012. Most significant improvement was with Sub-scale 3:
Appraisal and Rewards effectively aligned (37%)
6. SHO tier (only n=5 respondents) least engaged

Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

Further discussion around specific areas of concern requiring
support to be addressed in Private Board

There is no indication in the Medical Engagement Scale report that
any detriment has been suffered by any holder of a protected
characteristic as a result of their status.
N/A at present

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

Create a healthy organisational culture where staff report they are well
led and have high levels of satisfaction working in the Trust
BAF 17: there is a perceived disconnect between the Trust Board ad
front line staff and teams

Risk Description

As above

CQC Reference

Well-led

Committees/Meetings at which paper has been discussed/ approved:
N/A

Page 123 of 154

Date

MES Report
Page 124 of 154

MES Report
Engage to Perform Ltd

Medical Engagement Scale

‘Portsmouth Hospitals NHS Trust’

www.medicalengagement.co.uk
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The Medical Engagement Scale
(MES) Engagement of Medical Staff in
‘Portsmouth Hospitals NHS Trust’
(April 2018)

CONTENTS
Overview Summary
1)

INTRODUCTION

a)
b)
c)

What is Medical Engagement?
Hierarchical Structure of the MES Instrument
Complementary Approaches to Interpreting MES Norms

2)
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The Medical Engagement Scale (MES) –
Overview Summary for ‘Portsmouth
Hospitals NHS Trust’

Overview Summary
In all, 299 members of medical staff affiliated to the Portsmouth Hospitals NHS Trust
completed the MES survey. A comparison of the current survey results with the other
hospitals in the external normative database (comprising over 120 UK Trusts and more
than 17,500 medical staff - i.e. Consultant, Associate Specialist/Staff Grade and Trainees)
indicated the following:Y The overall level of medical engagement, all three component Meta-Scales and all six
of the MES sub-scales all fell within the highest relative engagement band compared
to the external norms.
Y Medical Staff Grades Consultants (n = 226), Speciality Doctors (n = 12) and
Specialty Registrars (n = 28) were all strongly engaged with respect to all ten of the
MES scales. In contrast, Medical Staff Grade SHO Level (n = 5) was associated
with a more ‘mixed’ average engagement profile with six of the ten MES scales being
associated with the low relative engagement bands, three MES scales were rated
within the high relative engagement band and one MES scale (i.e. the overall
Medical Engagement Index) rated within the medium relative engagement band.
Y Members of medical staff affiliated to seven of the ten Divisions were strongly
engaged on most of the ten MES scales (i.e. they rated the at least six MES scales
in line with the high or highest relative engagement bands). These seven
Divisions were:
•
•
•
•
•
•
•

CHAT (n = 66)
Clinical Support (n = 22)
Emergency Care (n = 28)
Head and Neck (n = 26)
Medicine (n = 42)
Surgery and Cancer (n = 40)
Women’s and Children (n = 22)

Y Members of medical staff affiliated to twelve Specialties rated the majority of MES
scales (i.e. six or more in line with the high or highest relative engagement bands).
These twelve Specialties were:•
•
•
•

Anaesthetics & Pain Relief (n = 48)
Cardiology (n = 9)
Child Health (n = 11)
Critical Care (n = 19)
2
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•
•
•
•
•
•
•
•

Dermatology (n = 10)
ENT (n = 5)
Haematology (n =6)
Oncology (n = 16)
Pathology (n = 10)
Respiratory Medicine (n = 10)
Upper GI Surgery (n = 6)
Urology (n = 5)

Y Although Consultants without Managerial Responsibility were engaged on all ten
MES scales, Consultants with Managerial Responsibility were significantly more
engaged on every scale (independent ‘t’ tests: p < 0.001 on all scales). These results
indicate that those Consultants who take on managerial responsibilities are generally
more engaged with their working activities than their colleagues who have not
assumed these leadership roles.
Y On average, senior managers’ slightly to moderately underestimated actual levels
of medical engagement and this reflects a tendency for senior managers to be fully
aware and receptive to the issues that members of medical staff face at work. This
indicates an appropriate level of concern with encouraging and maintaining the level
of medical involvement in planning, designing and delivering improved clinical
services.
Y Levels of medical engagement had improved on all ten MES scales between the
previous (2012) and current (2018) MES surveys at ‘Portsmouth Hospitals NHS
Trust’. In 2012, levels of medical engagement fell either within the high range (on
nine MES scales) and within the medium range (on one MES scale). In 2018, the
average levels of medical engagement for all responding medical staff had improved
across the board and fell within the highest range on all ten MES scales.

3
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1)

INTRODUCTION

a)

What is Medical Engagement

It is increasingly recognised that improvement in healthcare needs the positive
involvement and engagement of doctors who are willing and able to adopt roles that make
them highly influential in planning and delivering service change. Although competence
may be thought of as what doctors “can do”, medical engagement requires a “will do”
attitude. The reliable and valid measurement and monitoring of medical engagement is
critical since this will inform and shape effective improvement initiatives. Although, many
definitions of engagement focus solely on individual and personal aspects the current
approach also incorporates organisational conditions and culture. Our definition of
Medical Engagement is:‘The active and positive contribution of doctors within their normal working
roles to maintaining and enhancing the performance of the organisation which
itself recognises this commitment in supporting and encouraging high quality
care.’

b)

Hierarchical Structure of the MES Instrument

The Medical Engagement Scale (MES) is a simple and short 30 item survey instrument
consisting of ten reliable and valid scales. The instrument has a hierarchical structure and
provides an overall index of medical engagement together with an engagement score on
three reliable meta-scales with each of these three meta-scales itself comprising two
reliable sub-scales:

Meta-Scale 1: Working in a collaborative culture
Y

Sub-Scale 1: Climate for positive learning

Y

Sub-Scale 2: Good interpersonal
relationships

MEDICAL
ENGAGEMENT

Meta-Scale 2: Having purpose and direction
1

Y

Sub-Scale 3: Appraisal and rewards
effectively aligned

Y

Sub-Scale 4: Participation in decisionmaking and change

1

2

2

3

metascales

3

4

5

6

subscales

Meta-Scale 3: Feeling valued and empowered
Y

Sub-Scale 5: Development orientation

Y

Sub-Scale 6: Work satisfaction

RECIPROCATE
( C o llabo ratio n)

GIVE
( C o mmittment)

RECEIVE
( Sat isf actio n)

Furthermore, the structure of the MES comprises two types of engagement sub- scale:4
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Three ORGANISATIONAL Sub-Scales (1, 3 and 5) which reflect the cultural
conditions which facilitate or inhibit medical staff to be more actively involved in
leadership and management

•

Three INDIVIDUAL Sub-Scales (2, 4 and 6) which reflect medical empowerment and
confidence to tackle new management and leadership challenges
ORGANISATIONAL

INDIVIDUAL

Sub-Scale 5

RECEIVE

Sub-Scale 6

"Development
Orientation"

"Work Satisfaction"

Meta-Scale 3
"Being Valued & Empowered"

(Satisfaction)
Sub-Scale 3

Sub-Scale 4

"Appraisal & Rewards
Effectively Aligned"

GIVE

Meta-Scale 2

"Participation in Decision
Making & Change"

"Having Purpose & Direction"

(Commitment)
Sub-Scale 1

RECIPROCATE

Sub-Scale 2

"Climate for Positive
Learning"

Meta-Scale 1

"Good Interpersonal
Relations"

"Working in a Collaborative Culture"

(Collaboration)

MEDICAL ENGAGEMENT

Brief definitions of each of the MES scales are shown in the table below.
MES Scale

Scale Definition
[The scale is concerned with the extent to which…..]

Index:

Medical Engagement

...doctors adopt a broad organisational perspective with respect to their clinical
responsibilities and accountability

Meta Scale 1:

Working in a Collaborative Culture

...doctors have opportunities to authentically discuss issues and problems at work
with all staff groups in an open and honest way

Meta Scale 2:

Having Purpose and Direction

…medical staff share a sense of common purpose and agreed direction with others
at work particularly with respect to planning, designing and delivering services

Meta Scale 3:

Feeling Valued and Empowered

...doctors feel that their contribution is properly appreciated and valued by the
organisation and not taken for granted

Sub Scale 1: [O] Climate for Positive Learning

...the working climate for doctors is supportive and in which problems are solved
by sharing ideas and joint learning

Sub Scale 2: [I]

...all staff are friendly towards doctors and are sympathetic to their workload and
work priorities.

Good Interpersonal Relationships

Sub Scale 3: [O] Appraisal and Rewards Effectively Aligned

...doctors consider that their work is aligned to the wider organisational goals and
mission

Sub Scale 4: [I]

...doctors consider that they are able to make a positive impact through decisionmaking about future developments

Participation in Decision-Making and Change

Sub Scale 5: [O] Development Orientation

...doctors feel that they are encouraged to develop their skills and progress their
career

Sub Scale 6: [I]

...doctors feel satisfied with their working conditions and feel a real sense of
attachment and commitment to the organisation

Work Satisfaction

5
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c)

Complementary Approaches to Interpreting MES Norms

To date, MES surveys have been undertaken in over 120 participating hospital Trusts and
these have been used to establish a large, valid normative database consisting of the
collated engagement ratings from over 17,500 members of medical staff. This normative
database provides a growing set of valid reference scale scores against which to
benchmark the medical engagement profiles of all grades of doctor who work in healthcare
organisations. The purpose of this report is to provide feedback about the relative levels of
medical staff engagement at ‘Portsmouth Hospitals NHS Trust’ based on statistical
comparisons with the norms and to discuss the implications of these results with respect to
helping identify the priority for potential managerial interventions.
There are two broad ways in which to consider the meaning of MES scale scores. For any
particular staff sample or sub-sample in question, the first approach is based on
calculating the mean (i.e. the average) scores for each of the ten MES scales and to
compare the level of these averages scores with the external normative database. The
second approach is based on comparing the frequency distribution of scores rather than
comparing averages.
This second approach involves comparing the expected number of doctors who fell into
different levels of engagement bands with the number of doctors actually observed within
those bands at a particular site. In other words, this second method compares expected
frequencies (i.e. derived from the norms) with observed frequencies (i.e. derived from
the survey scores). Both methods are helpful in understanding the MES scale scores and
their interpretation.

6
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2) SURVEY RESULTS

Composition of ‘Portsmouth Hospitals NHS Trust’ Sample

a)

In all 299 members of medical staff at Portsmouth Hospitals NHS Trust participated in
the current MES survey and the two pie charts shown below detail the percentage
breakdown of survey respondents by:
a) Medical Grades
b) Divisions

a.

b.

Other, 1, 0%
Women's &
Children's, 22, 7%

Other/Prefer not to
say, 5, 2%
SHO level, 25, 8%

CHAT, 66, 23%
Surgery & Cancer,
40, 13%

Speciality
Registrar, 28, 9%

Specialty Doctor,
12, 4%

Renal, 13, 4%
Clinical Support,
22, 7%

Associate
Specialist, 3, 1%
Muscular Skeletal,
20, 7%

Emergency Care,
28, 9%

Consultant, 226,
76%

MOPRS, 19, 6%
Medicine, 42, 15%

Head & Neck, 26,
9%

The table below details the speciality allegiance and associated frequencies of medical
respondents within each specialty. The low numbers of respondents in some specialties
meant that further analysis at this level was not pursued since it might prove statistically
unreliable or might compromise the anonymity of medical staff respondents.
Consequently, 15 specialty categories (i.e. those with 5 or fewer respondents) were not
analysed separately and these are listed in the table.

Specialty

Specialty

Frequency Percentage

Specialty

Frequency Percentage

Frequency Percentage

Anaesthetics & Pain Relief

48

16.1

Gastroenterology

9

3.0

Orthopaedics

19

6.4

Cardiology

9

3.0

General Medicine

8

2.7

Pathology

7

2.3

Child Health

11

3.7

Haematology

5

1.7

Renal

13

4.3

Critical Care

19

6.4

Imaging

14

4.7

Respiratory Medicine

13

4.3

Dermatology

10

3.3

Medical Assessment

7

2.3

Upper GI Surgery

6

2.0

ENT

5

1.7

Neonatal

5

1.7

Urology

5

1.7

Elderly Health

11

3.7

Oncology

15

5.0

Emergency

17

5.7

Ophthalmology

6

2.0

37

12.4

15 Specialties each with less than 5 respondents - [Audiological Medicine, Breast Surgery, Colorectal Surgery, Diabetes & Endocrinology,
General Surgery, Gynaecology, Hepatology, Maxilo-Facial, Neurology, Neurophysiology, Obstetrics, Plastic & Reconstucti

7

Page 132 of 154

MES Report

b) Average Levels of Medical Engagement
The average medical engagement scores for all Trusts in the external normative database
(currently over 120 and growing) were ranked and split into five main engagement bands
for each of the ten MES scales. These bands are defined in the table below and can
range from highest relative engagement (coloured green) through medium relative
engagement (coloured yellow) to lowest relative engagement (coloured red). Based on all
members of medical staff who completed the current MES survey (n = 299), the coloured
hierarchical figure and the table below shows where ‘Portsmouth Hospitals NHS Trust’
fell with respect to the normative database.

The hierarchical MES figure (and also the first column of the table overleaf) shows that the
overall level of medical engagement, all three component Meta-Scales and all six of the
MES sub-scales all fell within the highest relative engagement band compared to the
external norms (coloured green in the hierarchy).
In order to examine the levels and pattern of medical engagement in greater detail, these
overall results were disaggregated in four ways as shown below.
•
•
•
•

Average Levels of Medical Engagement for Medical Grades
Average Levels of Medical Engagement by Divisions
Average Levels of Medical Engagement by Specialties
Average Levels of Medical Engagement & Managerial Responsibility

8
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Average Levels of Medical Engagement for Medical Grades

The table below presents the overall results disaggregated to the level of four of the five
medical staff grades that responded to the MES survey. Medical Staff Grade Associate
Specialists was only represented by three respondents and to ensure confidentiality,
these results are not reported.

Index of Medical Engagement

Meta Scale 1 Working in a Collaborative Culture
Meta Scale 2 Having Purpose & Direction
Meta Scale 3 Being Valued & Empowered
Sub Scale 1

Climate for Positive Learning

Sub Scale 2

Good Interpersonal Relationships

Sub Scale 3 Appraisal and Rewards Effectively Aligned
Sub Scale 4 Participation in Decision-Making & Change
Sub Scale 5

Development Orientation

Sub Scale 6

Work Satisfaction
n

299

226

12

28

25

It is clear from the table above that Medical Staff Grades Consultants (n = 226),
Speciality Doctors (n = 12) and Specialty Registrars (n = 28) were all strongly engaged
with respect to all ten of the MES scales. In contrast, Medical Staff Grade SHO Level
(n = 5) was associated with a more ‘mixed’ average engagement profile. Compared to the
external norms, the average ratings for this Medical Staff Grade indicated that six of the
ten MES scales were associated with the low relative engagement bands, three MES
scales were rated within the high relative engagement band and one MES scale (i.e. the
overall Medical Engagement Index was rated within the medium relative engagement
band.

9
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Levels of Medical Engagement and Managerial Responsibility (Consultants
Only)

The table below reveals that on eight of the ten MES scales, there is a consistent
differential pattern in the MES scale profiles between those Consultants with Managerial
Responsibility (n = 37) compared to Consultants without Managerial Responsibility
(n = 179).

Index of Medical Engagement

Meta Scale 1 Working in a Collaborative Culture
Meta Scale 2 Having Purpose & Direction
Meta Scale 3 Being Valued & Empowered
Sub Scale 1

Climate for Positive Learning

Sub Scale 2

Good Interpersonal Relationships

Sub Scale 3 Appraisal and Rewards Effectively Aligned
Sub Scale 4 Participation in Decision-Making & Change
Sub Scale 5

Development Orientation

Sub Scale 6

Work Satisfaction
n

37

179

It is striking that rated all ten MES scales in line with the highest relative engagement
band compared to the external norms whereas Consultants without Managerial
Responsibility only rated two of the ten MES scales in line with the highest relative
engagement band.
Although Consultants without Managerial Responsibility were engaged on all ten MES
scales, Consultants with Managerial Responsibility were significantly more engaged on
every scale (independent ‘t’ tests: p < 0.001 on all scales). These results indicate that
those Consultants who take on managerial responsibilities are generally more engaged
with their working activities than their colleagues who have not assumed these leadership
roles.

10
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c) Distribution Profiles of Medical Engagement
We have seen in Section b) above that average scores can provide a useful summary of
how all members of medical staff who participated in the survey have rated all of the MES
scales compared to the norms. Of course, averages only tell part of the story since similar
averages may conceal very different underlying distributions of scores. Knowing the
shape of these distributions is sometimes important in identifying the proportion of medical
respondents who may be either strongly or weakly engaged with service design and
delivery.
For each of the ten medical engagement scales in turn, the distribution of scores for all
medical staff in the normative database (i.e. currently over 17,500 medical staff) were split
into five bands of scores (labelled A to E) - the upper and lower limits of each band being
adjusted so that 20% of doctors in the norms fell into each one. A set of histograms
detailing the expected and observed frequency of members of medical staff at
‘Portsmouth Hospitals NHS Trust’ are shown overleaf.
The interpretation of these histograms centres on examining the percentage deviation of
the observed frequency distributions of the doctors' ratings (above or below) from the
expected 20% norm line. If any of the doctors' histogram bars (i.e. A to E) fall above the
20% norm line, then they are rating above the level that we would expect from the external
thresholds. Conversely, if any of the histogram bars (i.e. A to E) falls below the 20% norm
line then this shows that there are a fewer number of doctors rating at this level than we
would expect from the normative bandwidths. For this particular Trust, the ten histograms
(shown overleaf) highlight the percentage of doctors who fell into each of these five bands
of scores and this enables a comparison to be made between the profiles of medical
engagement scores within this Trust compared to the group norm. Clearly, organisational
efforts to enhance medical engagement should focus on areas where there are more
relatively disengaged ‘pockets’ of medical staff.

11
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Medical Engagement Index

Portsmouth Hospitals NHS Trust:

More than
Norm

[Sample n = 299]

Relative Levels of Medical Engagement [Percentage of
Medical Staff in 5 Bandwidths A - E]

31.4%

24.7%
NORM
Level of
Engagement
[20%]

19.1%
15.7%

BANDS
A = Most Strongly Engaged Medical Staff
B = Strongly Engaged Medical Staff
C = Moderately Engaged Medical Staff
D = Weakly Engaged Medical Staff
E = Most Weakly Engaged Medical Staff

9.0%

A

Less than
Norm

B

C

D

Meta 1: Working in a Collaborative Culture
More

E

Meta 2: Having Purpose & Direction
More

Meta 3: Being Valued & Empowered
More
32.8

31.4
28.4

28.4

22.1
NORM

23.4

23.1

NORM

19.4

NORM

16.4

17.1

16.4
12.7
11.0

9.7
7.7

A

Less

B

C

D

E

Less

A

B

C

D

E

Less

A

B

C

D

E

Sub-Scales
1: Climate for Positive Learning

3: Appraisal & Rewards Effectively Aligned
More

More

5: Development Orientation

More
32.4

28.1
25.4

26.8

26.8
25.1

24.4
21.1
18.4

NORM

NORM

18.4

NORM
16.1

9.7

10.0

9.4

8.0

Less

A

B

C

D

E

2: Good Interpersonal Relationships
More

Less

A

B

C

D

E

4: Participation in Decision Making & Change
More

Less

A

B

C

D

E

6: Work Satisfaction
More
34.1

33.8
31.8

24.7

24.7
21.7

NORM

18.4

NORM
15.4

NORM

17.4

16.1

15.1

14.7
12.0

11.0
9.0

Less

A

B

C

D

E

Less

A

B

C

D

E

Less

A

B

C

D

12
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E

Percentage Most
Percentage
Engaged (Bands Least Engaged
A & B)
(Bands D & E)

MEI:

56

25

Meta-Scale 1: Working in a collaborative culture

Medical Engagement Index

60

24

Meta-Scale 2: Having purpose and direction

51

26

Meta-Scale 3: Feeling valued and empowered

56

25

Sub-Scale 1:

Climate for positive learning

54

20

Sub-Scale 2:

Good Interpersonal relationships

59

31

Sub-Scale 3:

Appraisal and rewards effectively aligned

58

24

Sub-Scale 4:

Participation in decision-making & change

50

25

Sub-Scale 5:

Development orientation

51

28

Sub-Scale 6:

Work satisfaction

56

27

Although an examination of the above table shows that the percentage of engaged
medical staff varies across the MES scales, it is also apparent that within each scale there
are some variations in the frequency of medical staff reporting relatively high and low
levels of medical engagement. For example, with respect to Meta-Scale 1: Working in a
Collaborative Culture, the table above shows that 60% of all responding members of
medical staff were either ‘most strongly engaged’ or ‘strongly engaged’ (i.e. their
ratings fell either in Band A or in Band B). Similarly, with respect to Sub-Scale 2: Good
Interpersonal Relationships, it is apparent that 59% of all responding members of
medical staff were also either ‘most strongly engaged’ or ‘strongly engaged’ (i.e. their
ratings fell either in Band A or in Band B). The table also shows that with respect to SubScale 2: Good Interpersonal Relationships, 31% of all responding members of medical
staff were ‘most weakly engaged’ or ‘weakly engaged’ (i.e. their ratings fell either in
Band D or in Band E) indicating that ratings of this scale are somewhat more polarised
than the others. Specifically, these results highlight the importance of good interpersonal
relationship and a collaborative working culture in maintaining high levels of medical
engagement at ‘Portsmouth Hospitals NHS Trust’.

13
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The table below summarises percentages of all medical staff respondents who were the
most engaged (i.e. Bands A and B) and the least engaged (i.e. Bands D and E) for each
of the ten MES scales.

MES Report

d) Alignment of Medical Ratings and Managerial Perceptions
In addition to medical staff completing the MES, a sample of senior managers (n = 15 in
all) were asked to make an estimate of the percentage of engaged medical staff on each
of the ten medical engagement scales. Differences between these estimates and actual
percentages of engaged medical staff in this Trust were calculated and they indicate the
extent to which managers and medical staff are aligned in their perceptions.

25
Manager's %
OVERESTIMATE of
Medical
Engagement

15

5
Manager's %
& Medical
Staff
ALIGNED
-5

-15

Manager's %
UNDERESTIMATE
of Medical
Engagement

-25

Index of
Medical
Engagement

Meta 1:
Working in a
Collaborative
Culture

Meta 2:
Having
Purpose &
Direction

Meta 3:
Being
Valued &
Empowered

On average, senior managers’ perceptions appeared to consistently slightly to
moderately underestimate actual levels of medical engagement and this may often
reflects a tendency for senior managers to be fully aware and receptive to the issues that
members of medical staff face at work. This indicates an appropriate level of concern with
encouraging and maintaining the level of medical involvement in planning, designing and
delivering improved clinical services.

14
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3) CHANGES IN MEDICAL ENGAGEMENT OVER TIME
In 2012, 127 members of medical staff at ‘Portsmouth Hospitals NHS Trust’ had
completed a previous MES survey and in this section a comparison of this previous
medical engagement results with the current MES findings will be briefly discussed.
Of course any comparison of medical engagement profiles then (2012; n = 127) and now
(2018; n = 299) should be interpreted cautiously because of the changing composition of
the clinical and managerial workforce between the two MES survey administrations.
Furthermore, changes in levels of medical engagement between the two MES survey
administrations will reflect the various organisational initiatives and interventions which
have been introduced in the Trust over the interim period between the two MES surveys.
The table below summarises the overall average levels at engagement for the previous
(2012) and the current (2018) MES surveys administrations. To ensure that the results are
comparable over time, both sets of results are based on the current MES norms.

Index of Medical Engagement

Meta Scale 1 Working in a Collaborative Culture
Meta Scale 2 Having Purpose & Direction
Meta Scale 3 Being Valued & Empowered
Sub Scale 1

Climate for Positive Learning

Sub Scale 2

Good Interpersonal Relationships

Sub Scale 3

Appraisal and Rewards Effectively Aligned

Sub Scale 4

Participation in Decision-Making & Change

Sub Scale 5

Development Orientation

Sub Scale 6

Work Satisfaction
n

127

299

An examination of the table above shows that levels of medical engagement had improved
on all ten MES scales between the previous (2012) and current (2018) MES surveys at
‘Portsmouth Hospitals NHS Trust’.
15
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In order to explore these average changes over time in greater depth, the table below
‘drills down’ to changes in the frequencies of engaged and disengaged medical staff
between administrations of the two MES surveys. It can be seen that changes in time are
based on both changes in the percentage of engaged medical staff and changes in the
percentage of disengaged medical staff. The final column of the table details this overall
change with a positive figure indicating an overall improvement and a negative figure
indicating an overall decrement in the proportion of engaged medical staff.

Percentage Most Engaged
(Bands A & B)

Percentage Least Engaged
(Bands D & E)

2012

2018

change

2012

2018

change

MEI:

Medical Engagement Index

51

56

5

33

25

-8

13

Meta-Scale 1:

Working in a collaborative culture

54

60

6

29

24

-5

12

Meta-Scale 2:

Having purpose and direction

54

51

-3

35

26

-9

6

Meta-Scale 3:

Feeling valued and empowered

47

56

9

31

25

-6

15

Sub-Scale 1:

Climate for positive learning

55

54

-1

24

20

-4

3

Sub-Scale 2:

Good Interpersonal relationships

47

59

12

33

31

-2

14

Sub-Scale 3:

Appraisal and rewards effectively aligned

40

58

18

43

24

-19

37

Sub-Scale 4:

Participation in decision-making & change

57

50

-7

28

25

-3

-4

Sub-Scale 5:

Development orientation

46

51

5

36

28

-8

13

Sub-Scale 6:

Work satisfaction

50

56

6

33

27

-6

13

Seven MES scales were associated with improvements greater than 10% in the frequency
of engaged staff and these scales are listed below in order of magnitude.
•
•
•
•
•
•
•

Sub-Scale 3: Appraisal & Rewards Effectively Aligned
Meta-Scale 3: Feeling Valued & Empowered
Sub-Scale 2: Good Interpersonal Relationships
Medical Engagement Index: MEI
Sub-Scale 5: Development Orientation
Sub-Scale 6: Work Satisfaction
Meta-Scale 1: Working in a Collaborative Culture

(37% Improvement)
(15% Improvement)
(14% Improvement)
(13% Improvement)
(13% Improvement)
(13% Improvement)
(12% Improvement)

16
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In 2012, compared to the norms the average levels of medical engagement for all
responding medical staff fell either within the high range (on nine MES scales) and within
the medium range (on one MES scale). In 2018, the average levels of medical
engagement for all responding medical staff had improved across the board and fell within
the highest range on all ten MES scales.

Manager's %
OVERESTIMATE of
Medical
Engagement

25

15

5
Manager's %
& Medical
Staff
ALIGNED
-5

-15

Manager's %
UNDERESTIMATE
of Medical
Engagement

-25

Index of
Medical
Engagement

Meta 1:
Working in a
Collaborative
Culture

previous sample

Meta 2:
Having
Purpose &
Direction

Meta 3:
Being
Valued &
Empowered

current sample

The figure shows that management perceptions of medical engagement are currently
slightly more aligned to the medical ratings than was the case in the previous MES survey.
This probably reflects a more realistic managerial appreciation of the meaning of medical
engagement than was the case several years ago. Although managerial alignment has
marginally improved with respect to all three Meta-Scales, the tendency to slightly to
moderately underestimate actual levels of medical engagement has persisted over time
and this may well have maintained the pattern of consistent improvement in medical
engagement at the Trust.
.
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Managerial estimates of medical engagement in 2012 (n = 15) and in 2018 (n = 15) are
both shown in the figure below.

MES Report

5) CONCLUDING COMMENT
Generally, the views of medical staff in the ‘Portsmouth Hospitals NHS Trust’ indicate
high levels of medical engagement compared to the established external medical
engagement norms. Despite this consistently high level of medical staff engagement,
there are some areas in the Trust characterised by low levels of medical engagement.
Where there are ‘pockets’ of low levels of medical engagement, these have been flagged
as a focus for further investigation at the local Trust level. The many instances of good
working engagement practices have been detailed in the report and these should be better
understood in order to be encouraged and maintained..
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Committee:

Workforce and Organisational Development Committee

Date of Meeting:

19 April 2018

Chair:

Mr Gary Hay - Non-Executive Director

Executive Lead:

Mark Power - Interim Director of Workforce and OD

Appendices
1. Meeting Agenda
2. Committee Draft Terms of Reference

Agenda
Items of particular note:
item
02-18

05-18

This was the first meeting of the Committee, at which its draft terms of reference were agreed.
These are included, for Trust Board ratification, at Appendix 2.
The Committee discussed the requirement to develop and implement a new five-year
Workforce and OD Strategy that will be a key enabler in achieving the principal Objectives
associated with the revised Trust Strategy currently in development. A first outline framework
was considered, which proposed a number of main strategic themes, including: developing and
maintaining the right culture and environment; building and sustaining workforce capacity;
strengthening leadership and management capability; and developing the workforce.
The further development of the Workforce and OD Strategy and its subsequent implementation
will be overseen by the Committee membership.

06-18

07-18

Linked to the Workforce and OD Strategy development is the Trust’s Culture and Leadership
Programme, which was also discussed (this was the subject of a Trust Board Workshop in
January 2018).
The Committee agreed that all items detailed within the Board Assurance Framework relating
to workforce matters should be reviewed and refreshed. This will be a standing item at future
monthly meetings of the Committee.

Agenda
Items for escalation to the Trust Board:
item
02-18

Committee draft terms of reference.

Agenda
Recommendations:
item
02-18

The Trust Board is requested to adopt the terms of reference for the Workforce and OD
Committee.

Committee Report to Trust Board
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE
AGENDA
Thursday 19 April 2018
11.00 – 13.00
Executive Meeting Room, Trust Headquarters

Agenda
Item:
01-18

Item:
Introduction and Apologies:

Enc:

Time:

Lead:

No

11.00

Chair

Paul Bytheway, John Knighton, Paul Sadler
02-18

Draft Terms of Reference

Yes

11.05

Chair

03-18

Workforce Integrated Performance Report

Yes

11.20

Director of Workforce
& OD

04-18

National Staff Survey results 2017

Yes

11.40

Head of Organisational
Development

05-18

Overview of Five Year Workforce and
Organisational Development Strategy

Yes
to follow

11.55

Director of Workforce
& OD

06-18

Culture and Leadership Programme

No

12.10

Head of Organisational
Development

07-18

Board Assurance Framework

Yes

12.25

Director of Workforce
& OD

08-18

Items for escalating to Board

No

12.35

Chair

09-18

Ongoing Work Plan

No

12.45

Chair

10-18

Any Other Business

Yes

12.55

All

-

Gender Pay Gap Analysis

Date of Next Meeting:
Thursday May 24, 10.00 – 12.00,
Room 2, Education Centre, E Level, QAH
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WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE
Terms of Reference
1.

Constitution

The Trust Board hereby resolves to establish a Committee to be known as the Workforce and
Organisational Development Committee. The Committee is a non-executive committee of the
Board and has no executive powers or powers to act on behalf of the Board, other than those
specifically delegated in these Terms of Reference.
2.

Purpose

The purpose of the Workforce and Organisational Development (OD) Committee is to provide
assurance to the Trust Board on all aspects of Workforce and OD supporting the provision of safe,
high quality, patient-centred care. In particular the Committee will ensure strategic priorities and
Trust ambitions in relation to workforce and OD are being delivered in an affordable manner and
any corporate risks identified are managed.
The Committee is responsible for monitoring the implementation of the Trust’s Workforce and OD
Strategy and the monitoring of compliance with relevant national standards, regulations and local
requirements.
3.

Objectives

The principal objectives of the Committee are to:
a) Provide assurance on the development and delivery of a Workforce and OD Strategy that
supports the Trust’s Strategic Priorities.
b) Receive reports relating to the creation and delivery of workforce plans aligned to Trust
strategies to provide assurance that the Trust has adequate staff with the necessary skills and
competencies to meet the future needs of patients and service users.
c) Review the Trust’s workforce performance indicators including but not limited to sickness
absence, training, appraisal, bank and agency usage and expenditure and monitor any
necessary corrective plans and actions.
d) Ensure that legal and regulatory requirements relating to the workforce are met.
e) Ensure that the Trust is meeting its legal obligations in relation to equality and diversity.
f) Ensure that processes are in place to understand and improve staff health and wellbeing.
g) Monitor the progress of the Trust plans to improve staff engagement.
h) Provide assurance to the Board that there are mechanisms in place to allow staff to raise
concerns and that these are dealt with in line with local policy and national guidance.
i) Consider the control and mitigation of workforce related risks and provide assurance to the
Board that such risks are being effectively controlled and managed.
j) Review and provide assurance on those elements of the Board Assurance Framework
identified as the responsibility of the Committee seeking where necessary further action/
assurance. The detail of this review should be upwardly reported to the Trust Board.

4.

Authority

The Committee is authorised by the Trust Board to investigate or make decisions regarding any
activity within its Terms of Reference provided such decisions are in line with the Trust’s Scheme
of Delegation and/or Schedule of Decisions Reserved for the Board. It is authorised to seek any
Page 1 of 3
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The Committee is authorised by the Trust Board to obtain outside legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience and
expertise if it considers this necessary.
5.

Reporting

The minutes of the Committee meetings shall be formally recorded and submitted to the Trust
Board and Audit Committee. The Chair of the Committee shall draw to the attention of the Trust
Board any issues that require disclosure to the full Trust Board, or require executive action.
6.

Membership and Attendees

The Committee shall consist of the following members:
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪
▪

Non-Executive Director (Chair)
Non-Executive Director (Vice-Chair)
Director of Workforce and Organisational Development
Chief Operating Officer
Medical Director
Chief Nurse
Deputy Director of Workforce
Head of Organisational Development
Director of Medical Education
Deputy Director of Finance
Chief of Service (representative)
General Manager (representative)
Head of Nursing (representative)
Defence Medical Group (South) Representative

Other attendees may be co-opted to the Committee as required, either for additional work or for the
purpose of communication or presentation, such as:
▪
▪
▪
▪
7.

Head of Nursing and Midwifery Education
Head of Employee Resourcing
Health and Wellbeing Manager
Workforce Planning and Information Manager
Attendance

Attendance is required by members at 75% of meetings in one year. Members unable to attend
should indicate in writing (by email) to the Committee Secretary, at least seven days in advance of
the meeting and nominate a deputy, except in extenuating circumstances of absence, who is
appropriately briefed to enable participation in the meeting.
A register of attendance will be maintained and the Chair of the Committee will follow up any
issues related to the unexplained non-attendance of members. Should continuing non-attendance
of a member weaken the functioning of the Committee, the Chair will discuss the matter with the
member and, if necessary, seek a substitute or replacement.
8.

Meetings

Meetings will be held on a monthly basis and arranged to meet the requirements of the corporate
calendar.
Page 2 of 3
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information it requires from any employee and all employees are directed to co-operate with any
request made by the Committee.

An action schedule will be circulated to members 48 hours following each meeting and must be
duly completed and returned to the Secretary for circulation with the agenda and associated
papers.
The agenda will be issued to the Committee members one week prior to the meeting date,
together with the updated action schedule and other associated papers.
9.

Quorum

A quorum is determined as being six of the members in attendance but must include the Chair or
Vice-Chair and either the Director of Workforce and Organisational Development or Chief
Operating Officer.
10. Administrative Support
The Committee shall be supported by the Secretary, whose duties in this respect will include:
▪
▪
▪
▪
▪
▪

In consultation with the Chair develop and maintain the reporting schedule to the Committee.
Collation of papers and drafting of the agenda for agreement by the Chair.
Taking the minutes and keeping a record of matters arising and issue to be carried forward.
Advising the Committee on scheduled agenda items.
Agreeing the action schedule with the Chair and ensuring circulation within two working days of
each meeting.
Maintaining a record of attendance.

11. Monitoring Effectiveness
In order that the Committee can be assured that it is operating at maximum effectiveness in
discharging its responsibilities as set out in these Terms of Reference and, if necessary, to
recommend to the Trust Board any changes, the Chair will ensure that once a year verification of
the following is undertaken and reported to the next meeting of the Committee:
▪
▪
▪
▪

the Committee’s objectives (set out in section 3) were fulfilled;
members attendance was achieved 75% of the time;
agenda and associated papers were distributed seven days prior to the meetings;
the action schedule was circulated within two working days, on 80% of occasions.

12. Review
The Terms of Reference shall be reviewed six months following Trust Board ratification.
ToR agreed by:

Workforce and Organisational
Development Committee

Date of agreement:

ToR ratified by:

Trust Board

Date of ratification:

Review date:

November 2018
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Items for the agenda must be sent to the Committee Secretary a minimum of 14 days prior to the
meeting: urgent items may be raised under any other business.

Committee:

Finance and Performance Committee

Date of Meeting:

26 March 2018

Chair:

Christine Slaymaker

Executive Lead:

Chris Adcock, Director of Finance

FIC Feedback

COMMITTEE REPORT
TO TRUST BOARD

Appendix 1: Agenda
Please see attached agenda for details of the matters considered at the meeting.

Agenda
Items of particular note:
item
32.18
Performance Report
The committee investigated progress with various performance difficulties including flow,
occupancy and stroke and sought to understand issues relating to Orthopaedics and
Gastroenterology. Assurance on progress from actions undertaken should be evident at the
next meeting.
33.18

2017/18 Financial Position
The committee scrutinised the projected year end deficit which currently stands with a likely
range of £37.8m-£38.8m compared to the revised £36.8m deficit submitted to NHSI in Quarter
4. Projected Q4 savings were examined including £700k non-pay gap.

34.18

2017/18 Financial Position
The committee scrutinised the projected year end deficit which currently stands with a likely
range of £37.8m-£38.8m compared to the revised £36.8m deficit submitted to NHSI in Quarter
4. Projected Q4 savings were examined including £700k non-pay gap.

35.18

Capital
The committee looked at the capital spend allocated for urgent care and noted the ongoing
difficulties associated with the calculation of the capital resource limit for 2018/19 which the
Director of Finance continues to pursue with NHSI.

36.18

Budget 2018/19
The committee was assured that Budget preparation is on schedule and the draft plan would
be submitted on time to NHSI pending final plan completion at the end of April and presentation
for approval at the May Trust Board meeting. The budget would be concluded including an
embedded CIP programme. The committee sought to test that the assumptions underpinning
the Budget are realistic and deliverable, however there are issues around income(growth) and
identification of CIP items that are very much work in progress.

37.18

CIP 2018/19
The committee tasked the Director of Finance and the Turnaround Director to establish
enhanced/improved CIP reporting in order to enable board assurance on the clarity of identified
savings, scrutiny of the realism of proposed savings and assurance on progress, as well as
articulation of the CIP with the Management Accounts. The committee noted work underway
with Income Coding and Pharmaceutical costs.

38.18

None in addition to the key issues set out above

Committee Report to Trust Board
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COMMITTEE GOVERNANCE REPORT
TO THE GOVERNANCE AND QUALITY COMMITTEE
Agenda
Items for escalation to the Trust Board:
item
None

Agenda
Recommendations:
item
Finance Facility Mandate
The committee recommends that the Board approves the sign off of the Finance Facility
Mandate for 2018/19 to support access for the working capital support requirements for the
planned financial deficit for the year.

Committee Report to Trust Board
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FINANCE & PERFORMANCE COMMITTEE
AGENDA
Monday 26 March 2018
9am – 12noon
Trust HQ Meeting Room
Agenda
Item:
28.18

Encl:

Time:

Apologies – Kevin Nederpel and Emma
McKinney

No

9am

Christine
Slaymaker (Chair)

29.18

Conflicts of interest

No

9am

Chair

30.18

Minutes for 26 February 2018

Yes

9.05

Chair

31.18

Action Log for 26 February 2018

Yes

9.10

Chair

32.18

Performance Report
1. Month 11 Operational Performance Report

9.20

Paul Bytheway

Yes

Finance Reports
1. Director of Finance Report

9.40

Chris Adcock

Yes
10.00

Chris Adcock

33.18

34.18

35.18

36.18

Item:

Current Year Financial Position
1. 2017/18 Financial Position
• Month 11 Board Report
• Income and Contracts Report
• Cash and Working Capital
• Capital Programme
• Q4 Delivery
• CIPs 17/18

Yes
Yes
Yes
Yes
Yes
To follow
To follow

Budget 2018/19
1. Financial and Operational Planning update
2. 18/19 CIP Programme

To follow
To follow

Lead:

Keith Pringle
Keith Pringle
11.00

Other Matters
1. Finance Facility Mandate

Yes

37.18

Policies for Approval - None

No

38.18

Papers for noting
1. PWC Income Report
2. Response to the revised financial control
total letter

Yes
Yes

Chris Adcock
Keith Pringle
11.20

Chris Adcock

11:35

Chair

11:35

Chris Adcock

39.18

Any Other Business
1. Items to be raised with the Trust Board

No

11:55

Chair

40.18

Date of Next Meeting:
Monday 30 April
Trust HQ Meeting Room
11:30am and 2:30pm

No

12noon

Chair
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Non-Executive Directors


Melloney Poole
Christine Slaymaker
David Parfitt
Gary Hay
Greg Brown
Jon Watson
Inga Kennedy
Mark Nellthorp
Michael Attenborough-Cox
Sir Ian Carruthers
Elizabeth Conway
Steve Erskine
Dr John Smith






X

Attended



Apologies given

X

Absent on Trust Business
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X





X
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05-Jul-18














07-Jun-18

Mark Cubbon
Tim Powell
John Knighton
Chris Adcock
Theresa Murphy
Paul Bytheway
Emma McKinney
Lois Howell
Penny Emerit
Peter Mellor
Rob Haigh
Sheila Roberts
Nicola Ryley
Ed Donald
Rebecca Kopecek
Simon Holmes
Cathy Stone

03-May-18


X









05-Apr-18










01-Mar-18









01-Feb-18




X
X

07-Dec-17



02-Nov-17

01-Jun-17


05-Oct-17

04-May-17


01-Sep-17

06-Apr-17
X

06-Jul-17

02-Mar-17


Directors

Record of
Attendance 2018

TRUST BOARD ATTENDANCE RECORD

April
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

May
Monthly reports
▪ Patient Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

June
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

Quarterly reports
▪ Charitable Funds Update

Quarterly reports
▪ Risk - Operational Corporate
Risk Register
▪ Trust Guardian of Working
Hours Report
▪ Mortality Report

Quarterly reports
▪ Risk - Board Assurance
Framework (BAF)
▪ Research and Innovation
Report
▪ Freedom to Speak Up
Guardian report

Annual items
▪ Chief Registrar Annual Report
▪ National staff survey
▪ Draft Quality Account priorities

Annual items
▪ Draft Quality Account
▪ Audit Committee forward plan
▪ Annual Education, learning
and Development report

Annual items
▪ Children’s safeguarding report
▪ Final Quality Account
▪ Safer Staffing Nursing and
midwifery report (1)

July
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

August
Monthly reports
▪ Patient Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

September
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

Quarterly reports
▪ Charitable Funds Update
▪ Draft Corporate Strategy

Quarterly reports
▪ Risk - Operational Corporate
Risk Register
▪ Trust Guardian of Working
Hours Report
▪ Mortality Report

Quarterly reports
▪ Risk - Board Assurance
Framework (BAF)
▪ Research and Innovation
Report
▪ Freedom to Speak Up
Guardian report

Annual items
▪ Annual Governance statement
▪ Final Annual Accounts

Annual items

Annual items
▪ EPRR Annual report
▪ Winter plan
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October
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

November
Monthly reports
▪ Patient Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

December
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

Quarterly reports
▪ Charitable Funds Update
▪ Quarterly Corporate Strategy
update

Quarterly reports
▪ Risk - Operational Corporate
Risk Register
▪ Trust Guardian of Working
Hours Report
▪ Mortality Report

Quarterly reports
▪ Risk - Board Assurance
Framework (BAF)
▪ 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
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

February
Monthly reports
▪ Patient Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

March
Monthly reports
▪ Staff Story
▪ Chief Executive Report
▪ Integrated Performance
Report
▪ Care Quality Commission
Update

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

▪ Committee reports
▪ Papers for noting

Quarterly reports
▪ Charitable Funds Update
▪ Quarterly Corporate Strategy
update

Quarterly reports
▪ Risk - Operational Corporate
Risk Register
▪ Trust Guardian of Working
Hours Report
▪ Mortality Report

Quarterly reports
▪ Risk - Board Assurance
Framework (BAF)
▪ 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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