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TRUST BOARD MEETING IN PUBLIC 

6 September 2018 
09:30 a.m. – 1:40 p.m. 

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

A G E N D A 

Item No. Time Item Enclosure  
Y/N & Number 

Presented 
by 

171/18 09.30 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Board Member has any 
conflict of interest with any items on the Agenda) 

Chair 

172/18 09:30 Staff Story Presentation 

173/18 09:55 Minutes of the last meeting – 2 August 2018 1 Chair 

174/18 10:05 Matters Arising/Summary of Agreed Actions 2 Chair 

175/18 10:10 Notification of Any Other Business N Chair 

176/18 10:10 Chairman’s Opening Remarks N Chair 

177/18 10:15 Chief Executive’s Report 3 CEO 

STRATEGY 

178/18 10:30 Corporate Objectives Balanced Scorecard N** DSP 

179/18 10:45 Solent Acute Alliance Theatre Development and 
Repatriation  4 DSP 

180/18 11:00 Research and Innovation Quarterly Report 5 MD 

QUALITY & SAFETY 

181/18 11:10 Quality & Performance Committee Feedback TO FOLLOW Committee 
Chair 

182/18 11:20 Safety, Quality and Operational Performance 
Report Analysis 

N ** MD/CN/ 
COO 

183/18 11:40 Care Quality Commission Update 6 DGR 

184/18 12:00 Learning from Deaths 7 MD 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
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185/18 12:10 Workforce and Organisational Development 
Committee Feedback N Committee 

Chair 

186/18 12:15 
 
Workforce and Organisational Development 
Performance Report Analysis 
 

N ** DWOD 

187/18 12:30 Freedom to Speak Up Guardian Quarterly Report 8 DGR 

FINANCE AND INFRASTRUCTURE   

188/18 12:40 
 
Finance and Infrastructure Committee Feedback 
 

TO FOLLOW Committee 
Chair 

189/18 12:50 Estates and Facilities Update 10  

190/18 13:00 
 
Financial Performance Report Analysis 
 

N ** CFO 

 
FOR NOTING / INFORMATION 

191/18 13:20 Non-Executive Directors’ Reports N Chair 

192/18 13:30 Record of Attendance 
 

11 Chair 

193/18 13:30 Board Work plan 18/19 12 Chair 

194/18 13:35 Opportunity for the Public to ask questions 
relating to today’s Board meeting N Chair 

195/18 13:40 Any Other Business N Chair 

 
196/18 

 
13:45 Additions to Board Assurance Framework and 

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

 
N 

 
All 

 
197/18 

 
13:45 

 
Next Month’s Trust Board and Trust Board 
Workshop Agenda 
 
Date of Next Meeting:  Thursday 4 October 2018, 
Lecture Theatre, QAH 

 
N 

 
Chair 

 
 

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

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

Held on Thursday 2 August 2018 
 

Front Hall, Cosham Baptist Church, 48 Havant Road, Cosham, Portsmouth, PO6 2RZ 
 
 

MINUTES 
 

Present:  Melloney Poole  Chair  
David Parfitt   Non-Executive Director  
Christine Slaymaker  Non-Executive Director  
Gary Hay   Non-Executive Director  
Inga Kennedy   Non-Executive Director 
Mark Cubbon   Chief Executive Officer (CEO) 

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

John Knighton   Medical Director (MD)   
    
In Attendance:  Lois Howell   Director of Governance and Risk (DGR) 

Emma McKinney Director of Communications and Engagement 
(DCE)  

Mark Power Interim Director of Workforce and  
 Organisational Development (DWOD) 
Debra Elliott Deputy Chief Nurse (DCN)  

 
Minutes:   Sonia Clarke   Committee Clerk (CC) 
    
Observing:  Three members of the public  

 
 
Item No 

 
Minute 
 

146/18 Welcome, Apologies and Declarations of Interest 
 
The Chair welcomed everyone to the meeting.  Apologies were noted from Jon Watson, Non-
Executive Director, Penny Emerit, Director of Strategy and Performance and Theresa 
Murphy, Chief Nurse.  There were no declarations of interest and it was noted that the 
meeting was being recorded for the purposes of minute accuracy only.  

  
147/18 Staff Story 

The Interim Director of Workforce and Organisational Development introduced the Staff 
Story, on the subject of inclusion, equality and diversity.  He welcomed Ruth Dolby, Lead for 
Inclusion, Equality and Diversity, Mathew Kuruvilla, Chair of the Black and minority Ethnic 
(BAME) Staff Network, Osvaldo De Alva, Vice Chair of BAME Staff Network and John 
Roskilly, Associate Rheumatology Practitioner.  The presentation reminded Board members 
that amongst the recently adopted corporate priorities was a commitment to develop the 
capability of staff to deliver the Trust’s vision, and it was recognised that proactive inclusion, 
equality and diversity initiatives and interventions make a significant contribution to improving 
both patient and staff experience.  It was noted that in the most recent national staff survey 
14% of the Trust’s staff reported experiencing some form of discrimination relating to their 
protected characteristics, and that this was a 4% increase on 2016 data, and 2%age points 
above the national average for acute Trusts.  In addition, 7% of Trust staff had reported 
experiencing discrimination from patients and 9% from line managers or colleagues.  The 
Chairman of the BAME Network shared examples from his own working life which included 
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harassment and mistreatment, and described how he had witnessed colleagues leave their 
roles following such abuse.  The Vice Chair of the BAME Network spoke about his 
experience of working in the Trust, which although not as negative as those of the Network 
Chairman, still highlighted that  more work was required to understand the barriers to 
progression faced by BAME members of staff.  He also drew attention to how few senior 
managers within the Trust are from BAME backgrounds.  In comparison, John Roskilly 
shared his experience as a member of staff with a disability and explained that he receives 
significant levels of support and inclusion from his colleagues, for which he was grateful.   
 
The CEO thanked the four members of staff who had made the presentation.  He stated that 
he meets with the Chair of the BAME Network regularly and that there had been a very 
productive inaugural meeting of the Network in March, at which key priorities for the next 12 
months had been set, including raising awareness for managers and staff.  There was a 
Cultural Awareness day planned for October, for which the outline programme was being 
drafted. A survey had been undertaken by Transgender Plus, and individuals who attended a 
Lesbian, Gay, Bi-sexual and Transgender (LGBT+) focussed meeting in June, in conjunction 
with Kroma (a local support network for LGBT+ people and their families) had helped to 
identify further areas of work required. The Board noted that the LGBT+ Network would be 
representing the Trust at  Portsmouth Pride in September, and that the Trust’s Workforce 
and Organisational Development Team was running an engagement session and developing 
a Disability Network Forum.  The Trust continues to be a Disability Confident Employer but it 
was hoped to achieve “Leader” status.  It was noted that the BAME Network is working hard 
to reach people and to create Champions to assist in providing support. 
 
The Chair thanked the team for presenting and for their honesty in sharing their difficult 
stories.  The Board agreed that more could and should be done to improve equality and 
inclusivity at the Trust.  It was noted that there was no BAME representation on the Trust 
Board, or in the managerial tiers below, and that the Trust needed to do more to identify and 
nurture talent amongst all of its employees.  The Board committed to taking action in these 
areas and invited the BAME Network back to present to the Board in one year to provide an 
update on the Trust’s progress.    

  
148/18 Minutes of the last meeting – 5 July 2018 

 
The minutes of the meeting of 5 July were approved as a true and accurate record, subject to 
the following amendments: 
  
Page four, third paragraph, amend COF to CFO. 
Page 15, 133.18, second paragraph, amend to read “the committee had been unable to 
review a report updating the committee ……” 

  
149/18 Matters Arising/Summary of Agreed Actions 

 
The Board reviewed the action log from previous meetings and noted the associated 
updates.   

  
150/18 Notification of Any Other Business 

 
There were no items of other business.  

  
151/18 Chair’s Opening Remarks 

The Chair reflected on the 70th anniversary celebrations that had taken place the previous 
month, and noted that it was a significant time for the NHS.  She informed Board members 
that the Trust was experiencing high volumes of attendance and that, although it was 
summer, there were winter levels of activity.  She also highlighted a number of indications of 
improvement which were apparent from the contents of the Integrated Performance Report, 
in particular ambulance holds, which were continuing to reduce in a sustained way, and other 
key performance indicators, which was encouraging.  The Chair thanked all staff for their 
contribution to improvements in performance,  especially in the current very high 
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temperatures. 
  
152/18 Chief Executive’s Report 

The Chief Executive presented his report.  He mentioned the new Secretary of State for 
Health, the Right Honourable Matt Hancock, MP, and that Mr Hancock had pledged to 
support NHS staff, while advocating greater use of technology to improve patient care.  The 
CEO stated that he and the Director of Communications and Engagement had met with the 
Chief Constable of Hampshire Constabulary which had been very positive, and had 
confirmed a joint commitment to work together, in particular to learn from work undertaken by 
the police to address violence and aggression towards officers.  A meeting has been 
arranged for members of staff to share their experiences of abuse and aggression, and a 
steering group would be set up  to review the outcomes of that meeting and plan further 
work.   
 
The CEO went on to describe the Learning Exchange Partnership being established between 
the Trust and Northumbria Healthcare NHS Foundation Trust.  He advised that he was 
looking forward to bringing a more comprehensive update to the Board within the next couple 
of months.  The CEO also mentioned  the much talked-about 3 year pay deal.  He advised 
that the details were currently in development, but would include performance based pay 
progression which would take into account completed appraisals and completion of statutory 
and mandatory training.  The CEO told the Board that he hosted visits to the Trust from 
David Radbourne, Director of Commissioning for the south east region of NHS England, who 
had been keen to hear more details about the Trust’s ED redevelopment plans, and 
Professor Ted Baker, Chief Inspector of Hospitals at the Care Quality Commission (CQC), 
who had spent time learning of the improvements the Trust had made since his last visit.  
The CEO had also met with a group of local GPs to discuss the recently published Trust 
Strategy and present outline plans for the ED redevelopment.  The CEO stated that his 
meeting with the GPs had been very positive and demonstrated an ambition for the GPs to 
work more closely with the Trust.  The CEO was particularly grateful for the time taken to 
help the Trust find solutions which would work across the wider health and social care 
system.  The CEO also spoke about his visit, with the Chief Nurse, to the 40th anniversary tea 
party of the Portsmouth Branch of the NHS Retirement Fellowship, which is one of the 
largest and most active branches in the UK. 
 
The CEO also stated that the Trust was reporting one incident of MRSA in June against a 
target of zero, five cases of cDifficile against a target of ten, eight cases of E.coli, and 14 
cases of MSSA.   He told that Board that the CQC’s report on its April and May inspections of 
the Trust had been received in draft, and had been the subject of a factual accuracy check 
by Trust staff before being returned to the CQC to be prepared for publication later in the 
month.  The CEO advised that Board that the Trust has been informed by the CQC that in 
2018 there will be two additional patient surveys in Urgent and Emergency Care and in 
Children and Young People’s services.  This was viewed as positive news as it provided a 
further opportunity for the Trust to gain feedback about the services provided and inform the 
Trust about what it does well and where improvements can be made. The CEO advised that 
the results of the 2016 National Lung Cancer Audits had been received, and had outlined 
three key areas for improvement, on which the Respiratory Team was already engaged.  The 
CEO also told the Board that he was pleased to confirm that a preferred candidate for the 
post of substantive Director of Workforce and Organisational Development had been 
identified, and that processes were in train for them to take up the post in October.   
 
The CEO commented on the hot weather and noted it had created some difficult conditions 
for both staff and patients, and had resulted in very high numbers of attendances at the 
hospital.  He noted that all areas of the hospital were doing what they could to ensure that 
staff had refreshments, and that work was being undertaken to ensure that the most 
vulnerable patients were being monitored carefully.   
 
The CEO finished by highlighting his top three concerns:  continuing focus on finances, to 
ensure deliver of it’s year end budgeted position; the restructure of the Trust into four clinical 
divisions, and the time required for the new arrangements to settle and for new relationships 
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to embed; and that, although governance processes continue to improve, they are not yet as 
effective as they need to be.  The CEO’s top three clinical risks were falls, sepsis and the risk 
of failure to identify and respond in a timely manner, and the risks associated with 
inconsistent application of the best interest’s regime under the Mental Capacity Act and 
associated Deprivation of Liberty Safeguards. 
 
Christine Slaymaker asked what the Trust needed to do to prepare for the pay award 
changes and whether the pay award was fully funded.  The Director of Workforce and 
Organisational Development replied by saying that this was a three year deal and although 
the new system enabled staff to rise through their pay progression points  faster, there were 
more conditions attached to progression, such as appraisal completion and statutory and 
mandatory essential training compliance.  The CEO advised that it was expected that the pay 
rise would be funded by central government.  
 
Gary Hay asked about the coverage of the Cancer Audits that appeared in the Health 
Service Journal and asked why the Trust had been described as an outlier.  The Medical 
Director advised that the issue was associated with the number of patients who did not 
receive surgery or chemotherapy within a given timeframe – in the Trust’s case a significant 
number of patients had chosen not to take up treatment opportunities offered or been too 
unwell to undergo them.   He noted that there were issues about availability and access, and 
about the prevalence in the area of both lung cancer in general and late presentation of 
symptoms.  The Director of Governance and Risk advised that  the nearby dockyards had 
created an increased incidence of mesothelioma in Portsmouth, and that a Specialist 
Mesothelioma Nurse would be commencing in post soon, primarily to support the military 
veterans who had worked in the dockyards.  The MD also highlighted that that the Trust had 
been successful in an Early Lung Cancer Detection Programme bid which will substantially 
increase the access to CT imaging at an earlier point in the patients’ pathways and will also 
support increased clinical nurse specialist provision. 
 
The Board noted the contents of the CEO’s report. 

  
153/18 Corporate Objectives Performance Report Analysis 

The CEO presented the report and noted that Dementia Screening had not seen the 
improvement that the Trust would have expected, medication incidents remained a concern 
and the Trust had had 12 serious incidents in June.  However, performance against the four 
hour access standard had improved significantly, as had ambulance handover times, 
although it was noted there was still work to be done in that area.  The Trust was predicting 
that it would meet six of the eight cancer standards, but there remained pressure in this area 
around diagnostics.  The Trust had not reported any 12 hour waits in June and the number of 
patients experiencing delayed transfers of care had improved slightly.  The diagnostic access 
standard remained a challenge due to long term issues around staffing and recruitment.   
 
The Board noted the updated Corporate Objectives Performance Report. 

  
154/18 Quarterly Information Technology (IT) Strategy Development Update 

The Interim Director of Workforce and Organisational Development presented the update.  
He outlined the good progress being made to resolve the question of whether the Trust 
should invest in an Electronic Medical Record (EMR) solution and intelligence was being 
updated to enable the Trust board to make an informed decision before the end of 2018.  An 
initial IT capital programme for 2018/19 has been designed to address immediate risks; 
however, the Trust was dependent upon external approval of a higher Trust Capital 
Resource Limit to be able to afford to address longer term IT risks, such as ageing IT 
infrastructure.  The strengthening of the Trust’s cyber security processcontinues but a cyber 
security strategy is required to provide clear prioritisation of effort and to identify the 
resources required to meet expectations.  The CEO highlighted that the Trust’s challenges in 
IT have been ongoing for some time, leading to very poor infrastructure, and there is limited 
national support for a solution.  Resolving the associated issues and risks was a clear priority 
for the Trust given the risk to patient safety, and the CFO and his team are seeking 
appropriate solutions to the funding issues.  The Trust is currently seeking some external 
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advice on it’s IT needs and their potential resolution, and it was hoped to be able to report 
progress by the end of the year.  

ACTION: DWOD 
 
The Board noted the IT Strategy Development update. 

  
155/18 Board Assurance Framework (BAF) 

The DGR presented the BAF and stated that it had been revised to reflect risks to the 
delivery of the objectives set out in the Trust’s newly adopted strategy, Working Together.  
There were two new risks identified and two previous risks removed.  The remaining risks 
had been revised as required to ensure that they were accurately described and scored in 
light of the Trust’s new corporate strategic objectives and prevailing circumstances.  Eleven 
of the original risks retain the same score, two have increased and five have reduced.  The 
Chair thanked the DGR and advised that although there was still work to do, the new BAF 
was a good start. 
 
The Board noted and adopted the revised Board Assurance Framework.  

  
156/18 Safety, Quality and Operational Performance Report Analysis 

The MD presented the Safety and Quality Performance Report, highlighting healthcare 
acquired infections, dementia, falls, medication errors, complaints and mental health.   
The MD also indicated that there had been a rise in community acquired pressure ulcers 
identified on admission.  It was noted that information about pressure damage found in such 
circumstances was routinely fedback to the relevant body, including primary care and care 
homes  The Clinical Commissioning Group’s Director of Quality had attended the Trust’s 
Quality and Performance Committee meeting earlier in the  week and had noted the 
Committee’s concerns on the subject.  The MD noted that there had been a ‘deep dive’ into 
the increased incidence of falls which had been presented to the Quality and Performance 
Committee and would be brought to Trust Board in September.    One of the actions to 
mitigate falls highlighted by the investigation was the need to change the falls pathway by 
way of use of an assessment tool, which had been piloted and will be rolled out across the 
Trust this month.  A smaller pilot of a technique called SWARM had also been undertaken, 
and involved an immediate review of any fall that has occurred whether it resulted in harm or 
not.  The CEO commented that it was unfortunate that patient falls would never be 
completely eradicated but the Trust needed to work harder to reduce the incidence.  The 
Board was assured that there was a lot of action already in place to improve assessment of 
risks and the development and implementation of care plans to minimise falls.   
Four moderate and one severe medication errors had been reported this month.    The MD 
stated that the severe medication error was both regrettable and avoidable, and had resulted 
in a cardiology patient being sent home with only one of the two preventative medications 
required.  The incident was currently under investigation.  Of the four moderate incidents, two 
had been investigated and subsequently downgraded and the other two both related to the 
use of controlled drugs in complicated oncology patients.  The Trust reviews the learning 
from each incident to look for any recurrent themes, but most are not recurrent.  Inga 
Kennedy commented that it is almost predictable that errors will be made, particularly in 
areas of high risk such as urgent care, and asked if there was a focused approach in such 
teams.   The MD responded that there was work being undertaken across the Trust through 
the Patient Safety Team and that there was some focused work in the Medical teams. The 
MD advised that an electronic prescribing system had been in place in Critical Care and a 
small number of other high risk areas, and that the nature and volume of errors had reduced 
from day one of its implementation. 
 
The MD noted the increase in the number of cases of cDifficile in the Community and Inga 
Kennedy commented that it was agreed that with an open door to the hospital it was virtually 
impossible to prevent cross infection.  Basic hand hygiene was a proven method of assisting, 
but was not something that was entirely controllable as many visitors do not wash their 
hands on arrival or departure.   
 
The MD stated that he would bring a full report on Never Events to the Board in the Autumn.  
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Christine Slaymaker had asked at the last meeting about the 52 unreported MRI’s that had 
been identified, and the MD confirmed that there was no underlying issue which meant there 
was a risk of further significant numbers of unreported images being found, and that although 
there were some images awaiting report, and the Trust still has some difficulty finding 
enough reporting capacity, this was being managed.    
 
The MD drew attention to the fact that the Trust was still failing to meet dementia screening 
standards, an audit of notes had identified that the Trust was better at carrying out the 
assessments than recording them.  It has also been confirmed that Vital Pac, the system for 
capturing data, had a system error within it which was being addressed. The Senior Lead 
Nurse for Dementia was now in post and objectives had been set.  Early indications for July 
data was that in one month the Trust’s compliance had increased to 80%.   
 
Mixed sex accommodation was discussed and it was noted that although there was no 
concern regarding June’s data, the Board needed to be aware that the way in which mixed 
sex breaches are reported is to change, meaning that the Trust will be reporting significant 
increases from next month.  Guidance and clarification has been sought from NHS 
Improvement.  The CEO noted that this was an emerging issue and the Trust’s response to 
the guidance would be monitored by the Quality and Performance Committee.  It was 
considered that the need to avoid mixed sex accommodation under the new reporting rules 
may lead to staff being required to make difficult decisions in balancing patient safety and the 
protection of privacy and dignity.  It was agreed to add the risks associated with delivery of 
the enhanced requirement to avoid mixed sex accommodation to the Corporate Risk 
Register. 

ACTION: DGR   
 
The MD referenced the continuing poor performance with regard to timely responses to 
complaints.  The DGR outlined the changes to the being made to the complaints process to 
make it quicker and more responsive.  These included introducing new training opportunities 
and the involvement of the new Divisional Nurse Directors in the approval of complaint 
responses prior to the CEO’s signature.   The format of the responses to complaints would 
also be revised, and a Governance Leads’ Forum is being created to enable sharing across 
the Trust of learning from (amongst other things) complaints and incidents.  The Divisions will 
be required to showcase, at performance reviews, how they have responded to a complaint 
or concern that has demonstrated a need for learning. The DCE asked if consideration could 
be given to “plain English” in the training, as the use of jargon can be unhelpful in responses.  
The Board noted this area would be monitored.   
 
Christine Slaymaker asked if the hospital acquired infections discussed above were related 
to domestic cleaning and the change in provider. The Chair reminded that Board that in a 
recent report to the Board the Deputy Director of Infection Prevention and Control had said 
that hospital acquired infection was not necessarily related to the quality and thoroughness of 
domestic cleaning, but indicated that she felt it was not entirely clear.  The MD responded by 
offering to obtain details of compliance with cleaning schedules for the next Board meeting.  
The CFO confirmed the details and standards set out in the facilities management contract 
had not changed and that the Board should be assured that it had contracted for ’gold 
standard’ cleaning levels.  He added that the re-establishment of the PFI Liaison Committee 
would include clinical input to ensure performance assessment was addressed effectively.   

ACTION: MD/CFO 
 
The Chair asked if the food in the restaurant was subject to review given the change in 
provider.  The CEO replied that the Trust is bound to the PFI arrangements but there would 
be a new supplier at some point and this would open up the discussion about healthy food 
options for patients, staff and visitors.   
 
The Chief Operating Officer presented the operational performance analysis report and 
highlighted that performance against the four hour access standard in June was at 82.1% 
based on the Trust alone, and 86.9% when included with St Mary’s Treatment Centre, 
against a trajectory of 87.9%. The weather had played a part in the attendance increase in 
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the Emergency Department (ED).  The divisional team was working towards achieving 90% 
by September.  There were weekly meetings being held, and as the team is new to urgent 
care its members were being supported with their plans.  Flow out of the unit and into the 
rest of the hospital remained a challenge and the Trust was working with NHS Improvement 
to address this consistently.  The Urgent Care Board was using breach analysis to review 
how breaches could be prevented.  Bed occupancy rates have increased and there were two 
multi agency events planned to assist with reducing the numbers of patients medically fit for 
discharge but unable to move on from hospital to another form of care.  ‘Home First, Home 
Today’ is a strapline being used to help promote individualised care and more effective 
discharge planning. The Trust was working towards a target of 110 safe discharges per day 
and Mark Roland, Associate Medical Director, was undertaking a lot of work on Board 
Rounds to help achieve this.  The CEO advised that a report would be brought to the Board 
in September outlining the Winter Plan.  
 
The COO continued, advising that performance against the 18 week referral to treatment 
standard was 86%.  There were challenges in Head and Neck, and the divisional team had 
developed a plan to recover the position without additional cost.  There remained a similar 
challenge in gynaecology, with the lack of specialist registrars and consultants to undertake 
the work as the main source of the problem.  A rectification plan is being developed by the 
relevant management teams.  
 
The COO reported a particular focus on operational performance in Ophthalmology, 
including activity through theatres, cancellations and the out-patient waiting list, with 
particular reference to the risk of sight loss associated with sub-optimal departmental 
performance.  The COO advised that gastroenterology remained the most challenged area in 
respect of waiting list size and there had been one 52 week breach, and the Clinical Director 
and Nurse Director were working to develop a trajectory for recovery.  Effective and timely 
delivery of audiology outpatient services remains difficult, and a meeting is being held to 
discuss the team’s workforce constraints.  The COO reminded the Board that delivery of the 
diagnostic standard is still hampered by the non-availability of sufficient staff to undertake 
reporting.  He confirmed that the new divisional team is focused on this and ensuring there is 
a sustainability plan by the end of August.  Delivery of all elements of the cancer standard 
was not anticipated to be achieved until November.    There had been a significant increase 
in cancer referrals and the conversion rate from referral to treatment had risen from 15% to 
20%. The main risk remains the ability to access imaging services, and reporting images in a 
more timely manner.  The new Divisional Director has met with the clinical body and 
undertaken some work around job planning,  and is doing a piece of work around the 
sustainability of the imaging provision looking forward over the next few years.  Outsourcing 
remains to increase the Trust position for August, and all of this is being managed through 
weekly meetings.  The Interim Head of Cancer will be commencing in post soon and has 
experience of delivering significant improvements in performance.  
 
The DWOD asked about on-the-day theatre cancellations, noting that the standout reason 
was “over runs”.  He asked whether over runs were the result of late starts.  The COO 
advised that this was a combination of factors, and that operating sessions sometimes 
overrun due to deterioration of a patient in theatre or emergencies that take precedence. 
Theatre utilisation was now being tracked and formed part of the performance meetings with 
the new divisions.  
 
Christine Slaymaker asked if delays to patient discharge could be due to unnecessary 
duplicate testing.  The MD responded by saying that this was possible and that some work 
had been done on this in the past and should be re-visited. 
   
The Board noted the updated Safety, Quality and Operational Performance Report. 

  
157/18 Quality and Performance Committee Feedback 

Inga Kennedy, Non-Executive Director presented the feedback from the Committee and 
noted that discussions included the soon-to-be-published CQC ratings and the Trust’s 
proposed response.  She advocated a detailed discussion of the planned actions be held at 

Page 10 of 98



the next committee meeting.  The protections offered by the Trust’s Quality Impact 
Assessment process, had also been discussed in light of the Kirkup report concerning the 
Liverpool Community Health NHS Trust. The revised Performance and Accountability 
Framework Policy had been considered and broadly commended.  Disappointing progress 
had been noted around patient discharges before 10:00 am, and the increase in cDiff in the 
hospital was discussed.  The Committee had heard about work underway to improve 
Dementia Screening, and changes to the future recording of mixed sex accommodation were 
noted. The Committee also heard about a programme of work to address the four key things 
most important to patients.  The deep dive in falls prevention was discussed and welcomed.   
 
The Board noted the Committee feedback, including particularly the information about the 
“Four things that matter most” campaign.  

   
158/18 Workforce and Organisational Development (OD) Performance Report Analysis 

The DWOD presented the report, reminding the Board that it had been discussed in detail by 
the Workforce & OD Committee.  In month 3 the funded establishment of the Trust was 
7,069 full-time equivalents (FTE), 10 more FTEs than in month 1 and 274 more than in April 
2017.  A review had been undertaken against the Trust’s funded establishment and 200 
dormant posts had been identified and were planned for removal, subject to risk assessment.  
Consideration was also being given to the Trust’s continued reliance on high cost agency 
staff.  The DWOD drew attention to the increase in turnover rate in June to 13.9%, above the 
local acute trust target of 11.9%. It was noted that this was a self-set target and the DWOD 
proposed consideration of a review of the target to identify whether it was still appropriate 
given market conditions.  Details of the Trust’s rate of compliance with Safe Staffing 
standards had been presented to Board last month and would be the subject of detailed 
focus by the Workforce & OD in August.  The DWOD also reported on appraisal rates, and 
commented that in previous years there had been no consequence to missing an appraisal 
but in light of the new pay deal, levers now exist to improve performance in this respect.   
Essential skills training compliance was meeting targets but there had been a dip in respect 
of performance on Prevent, Mental Capacity Act (MCA)  and Deprivation of Liberty 
Safeguards (DoLS) training.  There was a reduction in long term sickness absences, but the 
introduction of the new HR Business Partners within the divisions will provide targeted 
assistance where it is needed to address pockets of higher levels of absenteeism. 
 
Christine Slaymaker commented that the highest rate of turnover seemed to be amongst 
staff that had been employed for a year or less, and wondered whether this was the result of 
poor recruitment decisions or a failure to support new staff appropriately.   The CFO added 
that there was significant spending on recruitment but the benefit was not being seen and the 
DWOD committed to review this.   

ACTION: DWOD 
The Board noted the updated Workforce and Organisational Development Performance 
Report. 

  
159/18 Trust Guardian of Working Hours’ Quarterly Report 

The DWOD presented the report.  The Trust’s Guardian of Safe Working Hours was 
responsible for overseeing compliance with the safeguards outlined in the 2016 terms and 
conditions of service for doctors and dentists in training.  The role of the Guardian is to 
identify and either resolve or escalate any problems, and to act as a champion of safe 
working hours for junior doctors.  This role sits independently from the Trust’s management 
structure and the local Guardian is required to submit routine summary activity reports to the 
Trust Board.  The key points from the report included confirmation that, compared with most 
other trusts, exception reporting by junior doctors remains relatively low.  Most exception 
reports relate to breaches of the 48 hour working week and the majority were addressed 
without recourse to the application of fines, of which there were just three in total this quarter.  
Additional locum work undertaken by junior doctors has not caused there to be any breaches 
of the 56 hour working week and there had been an increase in education related exception 
reporting which had been addressed appropriately.  The Board noted that trainee 
engagement remained an issue, and work was underway with the Chief Registrar to identify 
a forum that would assist in improving this. 
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David Parfitt asked about the mechanism for imposing fines on the Trust in respect of 
excessive working hours.   The DWOD advised that the Guardian of Safe Working hours 
effectively fines the Trust on behalf of the individual involved.  The MD advised that the ‘fine’ 
is actually a requirement to spend money for the benefit of the doctors covered by the 
protections. 
 
The Board noted the report. 

  
160/18 Workforce and Organisational Development Committee Feedback 

Gary Hay, the Committee Chair, informed the Board that the Committee had received its first 
iteration of the proposed Workforce and OD Strategy, the principal aim of which was to align 
workforce with the wider needs of the organisation.  The Workforce section of the IPR had 
been discussed and some of the workforce metrics, including staff turnover, will be reviewed 
ahead of the next meeting. There had been some concern over the continued disappointing 
appraisal rates. The Committee noted the Trust Board’s request that the Committee receive 
regular reports relating to Safe Staffing levels in order that it can assure the Board that any 
shortfalls are mitigated.  The Committee had also considered current performance relating to 
establishment control and the requirement to reduce expenditure on agency staff.  An 
updated and detailed explanation of all workforce related cost improvement plan (CIP) 
schemes would be presented at the next Committee meeting.  The Committee had received 
an update on equality and diversity issues and this subject would be reviewed regularly.  It 
was agreed that a report would be brought to the Committee in August around reasons 
departing staff gave for leaving the Trust, and on pay and the associated metrics.  The Chair 
also requested that the membership of, and attendance at, the Committee should be 
reviewed to include and that divisional and nursing representation.  The CEO supported the 
Committee Chair’s request in this regard.  
 
The Board noted the Committee’s feedback. 

  
161/19 Financial Performance Report Analysis  

The Chief Finance Officer presented his report.  The month three finance report represented 
the completion of the first quarter of the financial year.  Alongside its core financial delivery 
requirements, during the previous financial year, the Trust had set itself four key challenges 
against which it would consider progress when the three year financial sustainability 
trajectory was presented: 
 

1. The Trust has delivered the revised year end forecast for 2017/18 
2. The identification of 100% of the Cost Improvement Plan (“CIP”) requirement for 

2018/19 prior to the start of the financial year had not been fully achieved, in part as a 
result of the extension of the CIP requirement towards the latter stages of the 
planning round. 

3. The Trust is now reporting delivery of the Q1 Financial Plan for 2018/19. 
4. The financial challenges reported in the Q1 finance report, the scale of CIP required 

over the remainder of the financial year, and the challenges presented by activity 
levels in excess of plan present challenges to the overall financial deficit target for the 
year, although the Trust is working hard to address these in order to maintain a 
forecast year end position in line with plan. 

 
The report demonstrated how the Trust had achieved the Q1 deficit plan of £11.9m and 
specifically the agreement with Commissioners to access the contract Risk Pool to offset 
expenditure pressures and slippage against local system demand management and savings 
schemes.  The Board was informed that the Trust has worked effectively with system 
partners to ensure mitigations to financial pressures were agreed early and that the Q1 target 
was achieved, recognising the impact on the cost impact on the Trust as a result.  The CFO 
reported that the over performance issue was one of cost, capacity and care rather than that 
of income and it is important that joint system initiatives are progressed to address these 
pressures.  It would become increasingly difficult to manage the financial implications of 
continuing high levels of activity through the contract risk pool in a way that enables the Trust 
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to meet its financial obligations as the efficiency requirement increases and the potential 
financial impact of over-performance increases as a result. 
 
The Board noted the Financial Performance Report. 

  
162/18 Finance and Infrastructure Committee Feedback 

Christine Slaymaker, Committee Chair, presented the feedback and noted that it had been a 
very good meeting resulting in a clearer picture of the Trust’s position.  The Committee had 
reviewed the month three position and could provide assurance to the Board that the position 
was better understood.  The Board was reminded that there was a mandate in place to draw 
down interim funding as required. 
   
In terms of Cost Improvement Plans (CIPs), there was improved assurance available from a 
well presented, risk based approach taken by the Delivery Unit.  The Board was advised that 
there was now a Fire Safety Action Plan in place and that it was succinct, clear and enabled 
the Committee to understand what was required.  It was also noted that a written agreement 
had been received from Project Co that it was committed to its part in improving fire safety 
arrangements.  The Board was also informed by the Committee that the structures and 
arrangements for appropriate and effective oversight of the delivery of the PFI contract had 
been reviewed.  The previous NHSI investigation into the Trust’s financial governance 
included three recommendations related to the Committee which required further progress; it 
was noted that there were plans in place to address these.  The Terms of Reference and 
work plan for the Committee continued to be works in progress.  It was confirmed that risks 
associated with the PFI and fire safety were on the Board Assurance Framework. 
 
The Board noted the Committee’s feedback. 

  
163/18 Charitable Funds Committee Feedback 

Melloney Poole, Chair of the Committee, presented the feedback.  She reported that the 
Committee had discussed its current constitution and the function of the Committee, and that 
it was felt that the Committee was not as effective as it could be.  It was proposed that in 
future the Charitable Funds Committee would be re-constituted as a meeting of the Trustees 
in order to allow it to carry out its functions fully and effectively.  The Committee also agreed 
that the process of applying for charitable funds would be reviewed in order to make it more 
efficient. The Committee considered and agreed the proposal for the income from the 
hospital charity shop to be split across wards funds to contribute to the administration fee for 
each fund.  It was hoped that this would reduce costs by at least a third. 
 
The Board noted the Committee’s feedback. 

  
164/18 Audit Committee Feedback  

David Parfitt, Chair of the Committee, presented the feedback, highlighting in particular that 
the agreed deadline for the implementation of internal audit recommendations was being 
missed on a number of occasions.  This was a matter of concern for the Committee as it 
showed a potential lack of prioritisation and oversight of the implementation of such 
recommendations.  However, the DGR was implementing a revised approach to the sign off 
of management responses for future internal audit reports and a thorough review of all 
outstanding actions would be conducted at a senior level.   The Committee discussed the 
contractual position of the internal auditors and the need to ensure the timely 
commencement of the market testing exercise - it was subsequently confirmed that the 
contract ends on 31st March 2019, which meant that this exercise would need to start shortly.  
The Committee also noted that the external auditors’ contract was for two years, expiring on 
31st March 2019, with an option to extend it by one year.  Consequently, the Trust’s Audit 
Panel would be convened within the next few months to discuss the way forward.  The 
Committee discussed further refinements to the Terms of Reference and agreed these will 
be presented to the Committee at its next meeting for final sign off. In addition, the Chair 
reported that a revised Reservation of Powers Policy was presented to the meeting for 
consideration but a number of additional issues were raised and consequently the Board was 
requested to extend the current policy until after the next Audit Committee to allow for further 

Page 13 of 98



drafting work to be undertaken. 
ACTION: DGR 

 
The Board noted the Feedback and formally approved the extension of the Reservation of 
Powers Policy until the November Board meeting. 

  
165/18 Non-Executive Directors’ Reports 

 
Christine Slaymaker, NED, said that she considered that the Board papers were providing 
greater transparency and that there were key improvements noted within them.  She was 
particularly struck by the beginning of the work of the Divisions, which helped provide the 
Board with a better understanding.  In addition, she asked whether key health indicators 
could be presented on a single page in the IPR.  The DGR responded that a quality and 
safety heatmap, which would be a visual representation of key indicators, was currently 
being developed with the Chief Nurse.   
 
David Parfitt commented that, now the new Committee structure was in place and was 
evolving, it was important to make sure that no significant matters were being missed 
particularly as aspects of some issues, such as Quality Impact Assessments and CIP, are 
considered at Finance and Infrastructure Committee and at Quality and Performance 
Committee.  It would be necessary to consider such duplication for the future to ensure the 
Trust takes a holistic approach. 
 
The Chair advised that there was a recruitment process to for Non-Executive Directors 
underway and that an increased cohort of Non-Executives would enable increased NED 
attendance at Committees. 

  
166/18 Record of attendance 

 
This was noted. 

  
167/18 Board Work-programme 18/19 

 
The Work Programme was agreed, subject to the addition of a Safe Staffing Report twice a 
year, with the next one in December.  It was agreed that this would be brought to the Trust 
Board through the Workforce and Organisational Development Committee. 

ACTION:DGR/CN 
  
168/18 Opportunity for the Public to ask questions relating to today’s Board meeting 

• What is the target of Ambulance Holds on page 42 of the IPR?  The COO advised 
that this was for the Trust’s internal monitoring and it was 100%. 

• How many patients are categorised as medically fit for discharge? The COO 
indicated that the figure for 1 September was 209. 

• Was Fire Training included within the Essential Training figures?  The DWOD advised 
that it was. 

  
169/18 Any Other Business  

 
There were no items of other business. 

  
170/18 Additions to the Board Assurance Framework and Risk 

 
The Board agreed that the risk of patient harm or mismanagement of patient care arising 
from implementation of revised mixed sex accommodation guidance would be added to the 
BAF/Risk Register. 

  
171/18 Date of Next Meeting: 

  
Thursday 6 September 2018, Lecture Theatre, Education Centre, E Level, QAH 
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 Resolution to Exclude the Press and Public 

The Board passed 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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 ROLLING ACTION POINTS FROM: Trust Board Meetings in Public      
 
 
 
 
 

2018 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

May 2018 

041/18 
(May) 

Integrated 
Performance 
Report 

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

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

072/18 
(May) 

QIA’s on all Board 
papers 

All Board papers will be Quality Impact 
Assessed 

Director of Integrated 
Governance 

October 
2018 

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

92/18 
(May) 

Board Assurance 
Framework 

The BAF would continue to be 
reviewed at EMT and SMT.  The DGR 
advised the Risk Management Strategy 
was being reviewed and would be 
presented to Board in August for 
approval. 

Director of Governance 
& Risk  COMPLETED. 

100/18 
(May) 

Quality & 
Performance 
Committee 

Patient involvement in the committee 
structure to be discussed 

Director of 
Communications & 
Engagement 

Sept 2018 

DCE sourcing best practice examples 
from other NHS Trusts to inform our next 
steps. The DCE advised the Chair that 
this action to be closed following 
information received relating to best 
practice. 
 

June 2018 
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094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

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

Medical Director October 
2018 

Board meeting to be determined to allow 
for CQC comments  
 

94/18 
(June) 

Safety, Quality and 
Operational 
Performance 

Transfers of care and medically fit for 
discharge patients.  An action to be 
brought back to the Board to provide 
assurance that this is patient centred 

Chief Operating Officer  COMPLETED 

094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

There was discussion relating to the 
graphics within the IPR document. The 
DSP agreed to review this 

Director of Strategy & 
Performance  COMPLETED 

099/18 
(June) 

Freedom to Speak 
Up 

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

Director of 
Governance/FTSU 
Guardian/Committee 
Clerk 

September 
Board 
Workshop 

A date has been set for September 
Board Workshop 

103/18 
(June) 

Learning and 
Development 
Annual Report 

The Report was welcomed but the 
Board asked if future reports could 
contain the action points highlighted 

Director of Workforce 
and Organisational 
Development 

June 2019 COMPLETED 

104/18 
(June) 

Workforce and 
Organisational 
Development 
Committee 
Feedback 

The Board noted that a revised 
Workforce and OD Strategy would be 
submitted to the Board in September 
having been to Committee in July 

Interim Director of 
Workforce and 
Organisational 
Development 

October 
2018 Agenda item October 2018 

July 2018 

118/18 Never Events 
It had been requested that this be 
brought to Board in August.  It would 
be brought to the Board after the CQC 
report had been published 

Medical Director October 
2018 Agenda item October 2018 

127/18 
Safety, Quality and 
Operational 
Performance 
Analysis 

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

2018 Agenda item October 2018 

127/18 
Safety, Quality and 
Operational 
Performance 
Analysis 

The Board asked for clarification 
relating to the 52 MRI’s that had not 
been reported on, was this indicative of 
a bigger problem 

Medical Director  COMPLETED 
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128/18 Quality 
Improvement Plan 

The Board requested that the QIP be 
reviewed  

Director of Governance 
and Risk/Director of 
Strategy and 
Performance 

October Agenda Item October 2018 

129/18 Safer Staffing 

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

Chief Nurse October Agenda Item October 2018 

130/19 
Quality and 
Performance 
Committee 
Feedback 

To revise the Terms of Reference to 
take account of a quorum being one 
Non Executive Director in attendance 

Director of Governance 
and Risk  COMPLETED 

134/18 

Workforce and 
Organisational 
Development 
Performance 
Report Analysis 

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

Interim Director of 
Workforce and 
Organisational 
Development 

October Agenda Item October 2018 

August 2018 

154/18 
Quarterly IT 
Strategy 
Development 
Update 

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

Interim Director of 
Workforce and 
Organisational 
Development 

December Agenda item Dec 2018 

156/18 
Safety, Quality and 
Operational 
Performance 
Report 

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

Chief Finance Officer October 
2018 Agenda Item October 2018 

156/18 
Safety, Quality and 
Operational 
Performance 
Report 

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

2018 Agenda Item Oct 2018 

157/18 
Quality and 
Performance 
Committee 

To include a deep dive into CQC 
ratings and detail at the next 
Committee 

Director of Governance 
and Risk  COMPLETED Page 18 of 98



Feedback 

164/18 Audit Committee 
Feedback 

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

Director of Governance 
and Risk Nov 2018 Agenda Item Nov 2018 

166/18 Board Work 
Programme 

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

Director of Governance 
and Risk 

October 
2018 October 2018 

167/18 
Additions to the 
Board Assurance 
Framework and 
Risk Register 

To include the Mixed Sex 
Accommodation given the changes in 
reporting now required 

Director of Governance 
and Risk  COMPLETED 

 

Page 19 of 98



 
 

TRUST BOARD PUBLIC – SEPTEMBER 2018               Agenda Item Number:  
         Enclosure Number: 3 

Subject:  Report from the Chief Executive 

Prepared by:  Mark Cubbon, Chief Executive 

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

Key points for Trust Board 
members 

 Note the contents of the report 

Options and decisions 
required 

 None required, for information 

Next steps / future actions:  None 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

There are no significant legal issues associated with the contents of 
this report. 
 
 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference 

BAF2 
CRR1 
CRR2 
CRR3 
CRR7 
CRR11 

Risk Description See above 

CQC Reference All domains 

 

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

None  
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Chief Executive’s Board Report 

September 2018 
 
 

 
 

1. CQC inspection report  
On 9 August the Care Quality Commission published their inspection reports following their 
comprehensive inspection of the Trust in April and May. Our overall rating remains the 
same at ‘Requires Improvement’, and the report recognised the good progress that had 
been made in many areas. The report also makes clear that further work is needed in 
some areas to provide consistency of care across the organisation. It is especially 
disappointing that our rating for caring reduced and we are focused on ensuring we deliver 
the improvements needed to improve this as soon as possible. A comprehensive update is 
included on the agenda under item 184/18. 
 

2. New consultant appointments 
Over the past three months we have recruited ten new consultants to a range of specialties 
across the hospital including gynaecology, gastroenterology, oncology and emergency 
medicine. This is excellent news for the Trust and our patients as we add to our growing 
ranks of high calibre medical staff. Many of those recruited have already started and we 
look forward to welcoming the remaining appointees in the coming weeks.  

 
3.  
 
 
 
 
 
 
 
 
 
 
 
 
4. 
 
 
 
 
 
 
 
 
 
 
 
 
5. 

 
Learning Disability Improvement Standards 
In June, our regulator NHS Improvement published the first Learning Disability 
Improvement Standards for NHS trusts. The standards have been created to help 
organisations measure the quality of service they provide to people with learning 
disabilities, autism or both. In support of this, the NHS Benchmarking Network has been 
commissioned to help understand the extent of compliance with these standards and will 
undertake a data collection exercise across all NHS trusts in the country. As part of this 
piece of work the themes which will be applied here in Portsmouth are; respecting and 
protecting rights, inclusion and engagement and workforce. Plans are already underway to 
capture the views of service users across all of our services. Clearly this is a hugely 
important piece of work to help improve the care provided to those with a learning disability 
and/or autism, which we wholeheartedly support.  
 
Organ Donation Week 
3-9 September is National Organ Donation week and we are delighted to be supporting it 
with a range of activities to raise awareness of the importance of signing up to the organ 
donor register and perhaps more importantly, telling relatives and family members about 
that decision. We are extremely proud that Portsmouth Hospitals NHS Trust is the leading 
centre for altruistic organ donations in the country, a fact which will be lauded through our 
events to mark the week. At the Queen Alexandra hospital our role in organ donation 
includes hosting a number of specialist nurses for organ donation from the South Central 
Organ Donation Services team who support staff, patients and family members in relation 
to organ and tissue donation as part of end of life care. Our Annual General Meeting, 
which follows our Board meeting is devoted to this important subject and we will be hearing 
from a number of our Trust clinical experts.  
 
MBRACE report publication  

 MBRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential 
Enquiries across the UK) recently published their national perinatal mortality surveillance 
report for births in 2016. This showed that for the year 2016, Portsmouth reported one of 
the lowest rates of stillbirth, neonatal and perinatal deaths across England which is 
testament to the hard work our maternity and screening teams have put in over 
consecutive years to deliver an excellent service to women and their babies. 
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6. 
 
 
 
 
 
 
 
7. 
 
 
 
 
 
 
 
 
8.  
 
 
 
 
 
 
 
 
9.  
 
 
 
 
 
10. 

Surgery School visit 
We recently received some positive feedback from the Head of the School of Surgery at 
Health Education England following their recent visit to assess trauma and orthopaedic 
surgery to consider the support and development provided to surgical trainees. The School 
of Surgery last visited in December 2017 and had highlighted some areas for 
improvement. Since then significant work has been undertaken to address the issues 
identified and it is encouraging to see this has been recognised during this recent visit.  
 
Trust Open Day 
On Saturday 13 October the annual Trust Open Day will take place when the hospital 
opens its doors to the wider community. This year our theme will be ‘We share clean air’ in 
support of the Trust’s objective to become a smoke free site from January 2019. Alongside 
information about the benefits of stopping smoking and support to help quit, we will have a 
range of information stands available about our services, a focus on recruitment and 
careers in the NHS and a series of tours of clinical departments. Our Open Day is always a 
popular event and remains a central part of our engagement with our local community. 
 
Professor Derek Bell visit  
On 16 August we welcomed Professor Derek Bell and colleagues from Chelsea and 
Westminster NHS Foundation Trust.  Professor Bell was appointed as the first Professor of 
Acute Medicine within the Faculty of Medicine at Imperial College London and has a keen 
interest in improvements in flow across hospitals. The visit took in a number of 
departments across our urgent care areas and allowed members of our team to share 
some helpful insights into the work they are leading as well as hear about some of the 
work underway nationally to support improvements in urgent care. 
 
New temporary staffing bank provider  
I’m pleased to let the Board know that after a competitive tender process we have 
appointed Bank Partners as our partner to manage our temporary staffing bank. The new 
partnership takes effect from 5 November but work has already begun to ensure a smooth 
transition across from our current provider, NHS Professionals.  
 
Portsmouth Pride  
On Saturday 15 September we will be partnering with colleagues from Solent NHS Trust to 
participate in Portsmouth Pride for the first time. This is a key part of our diversity agenda 
and also provides us with an opportunity to promote the Trust as a place to work as well as 
celebrate and enhance our role within the local community. It is our hope that this will mark 
the start of a longstanding relationship with local Pride events.  
 
 
Top three concerns 
 
There are three concerns I would like to bring to the Board’s attention: 
 
 

a) The Trust’s IT and information reporting systems do not provide adequate support 
for delivery of Trust strategic objectives, leading to reduced ability to: 

• Produce and deliver timely and accurate diagnoses and treatment 
• Monitor and react to patients’ condition and safety 
• Support improved patient management processes 
• Manage and monitor the timely allocation of resources 
 

b) The continued pressure on our staff associated with high levels of operational 
activity and some pockets of significant staff vacancies may be having a 
detrimental impact on staff welfare and wellbeing.  Staff support services are being 
promoted, along with a comprehensive review of staffing needs in all 
areas.  Recruitment to all relevant staff groups continues.  
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c) Preparation for the effective management of expected winter challenges is in hand, 

but needs to be system-wide and well embedded in time for coming changes in the 
weather and demand patterns.  Key trust staff are participating in the planning and 
preparations for winter, but more pace is required.    

 
All of the above are referenced within the Trust’s Board Assurance Framework and / or the 
Corporate Risk Register 
 
 
Top three clinical risks 
 
There are three clinical risks I would like to bring to the Board’s attention: 
 

a) Staffing levels continue to be a concern in some areas where there is a mismatch 
between the number of suitably qualified and experienced staff and the numbers of 
patients for whom they provide care. Safe staffing is maintained through the use of 
bank and agency provision and our efforts continue to recruit to vacancies across 
the Trust, but until the number of permanent, substantive staff increases it will 
remain a risk. 
 

b) We have made progress in the area of sepsis and the risk of deteriorating patients.  
However, until we see sustained improvement, the risk of patient harm arising from 
the failure to identify and respond to sepsis promptly remains.  There is ongoing 
support required for learning and promoting best practice in sepsis management 
across the organisation, and for the rigorous data collection required to 
demonstrate improvement. We have a plan to appoint a lead nurse for sepsis. 
 

c) As highlighted last month there are risks associated with the inconsistent 
application of the Mental Capacity Act and associated Deprivation of Liberty 
Safeguards. In practice this may mean that not all of our patients in all areas are 
being effectively assessed and supported when they lack capacity to make 
decisions about their care and treatment. 

 
All of the above are referenced within the Trust’s Board Assurance Framework and / or the 
Corporate Risk Register. 
  

  
 

Page 23 of 98



 
 

TRUST BOARD PUBLIC  – 6 September 2018                            Agenda Item Number: 179/18 
         Enclosure Number: 4 
  

         
Subject: Solent Acute Alliance Theatre Development and 

Repatriation 

Prepared by  
 
 
Sponsored & Presented by: 

Matthew Wood, Divisional Director, Clinical Delivery 

Kevin Nederpel, Deputy Director of Finance 

 

Penny Emerit, Director of Strategy and Performance 

Purpose of paper The paper is seeking approval for the Full Business Case (FBC) for 
the development of Theatres 21 & 22. A Board approved FBC is 
required to secure the capital allocation through the STP of which 
we have been notified. 

Key points for Trust Board 
members 
 

• Solent Acute Alliance submitted a joint bid for additional 
theatre capacity and PHT was allocated £2.745M to deliver 
the PHT specific scheme in Theatres 21 & 22. 

• The bid was to support extending in-house capacity and 
enabling repatriation of activity back from the private sector. 
The key benefits include;  

o Patients will be able to be treated in a timely manner 
in the hospital of their choice 

o Support the attainment of RTT standards 
o Costs will be reduced as the ‘margin’ currently 

enjoyed by the private sector will form part of an NHS 
CIP scheme. 

• The STP predicts elective demand will increase by 8.7% over 
the next five years in a ‘do nothing’ scenario. It is planning a 
‘do something’ scenario for elective demand of 5.2%, 
therefore the new capacity is required to deliver the 
additional growth. In addition, PHT requires capacity to 
recover RTT performance to 92% in future years and to have 
a long term plan for decant capacity to support the theatre 
refurb. 

• In developing the FBC, it is clear that the original bid was 
underscoped, resulting in an increase in cost of £0.9M to 
£3.723M from original bid to FBC. 

• The £0.98M additional cost is due to the need to relocate 53 
occupied desk spaces and to fund the extended scope of 
estates work required. The relocation of the 53 desk spaces 
facilitates a number of other estates projects but this is the 
first requiring that move. 

• The financial model confirms a value for money ratio of 6 
with a payback period of 8 years, confirming that, with the 
increase in cost, the scheme still presents value for money. 

• The recommendation is that the Trust fund the additional 
£0.98M cost from the 19/20 CRL. We will continue to pursue 
mitigation from the STP and other sources for the remaining 
amount, however, should that not be possible, it will be a Page 24 of 98



draw on the 19/20 CRL. 
• The Board has already agreed expenditure of £2.6M from the 

19/20 CRL, which is forecast to be at least £6M. 
• The Finance & Infrastructure considered the paper on 28 

August and agreed to support the recommendations to the 
Board. 

Options and decisions 
required 

The Board is asked to accept the recommendations of the Finance & 
Infrastructure Committee to: 

• Approve the FBC 

• Agree to fund the £0.98M difference between the STP 
allocation and the cost of the scheme from the Trust’s 19/20 
CRL 

Next steps / future actions: 

 

The Trust’s FBC will be consolidated into a Solent Acute Alliance 
submission for the STP and onward submission to NHSI 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 

 

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

Strategic Aim 1.Fulfil our role for the communities we serve 

1.1 Fufil our role as the provider of timely, accessible care to the 
Portsmouth & South East Hampshire communities 

BAF/Corporate Risk Register 
Reference (if applicable)  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been approved:  
Finance & Infrastructure Committee approved the Capital plan for 18/19 which 
identified the allocated PDC for this scheme 

Executive review by Chief Executive, Director of Strategy & Performance and Director 
of Finance (for Chief Financial Officer) 

Sign off by Director of Strategy & Performance and Director of Finance (for Chief 
Financial Officer) 

Finance & Infrastructure Committee agreed to recommend approval to the Board 

Date 
25/06/18 

 

14/08/18 

22/08/18 

 

28/08/18 
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STP CAPITAL WAVE 3 – FBC SOLENT ACUTE ALLIANCE – THEATRES 
 

KEY SCHEME 
INFORMATION 

 

Acute Alliance Clinical Review:  Theatre Development and Repatriation 
Portsmouth Hospitals NHS Trust 
 
As part of the Solent Acute Alliance (SAA), Portsmouth Hospitals NHS Trust (PHT) is 
seeking to work collaboratively in developing services across the health alliance 
system in order to maximise financial and workforce efficiencies and improve the 
safety, quality and overall sustainability of services.  This project supports this vision. 
 
List the other organisations impacted by this scheme.  

• University Hospital Southampton NHS Foundation Trust (UHSFT) 
• All Hampshire and IoW commissioners 
• NHSE England 

 

£,000   17/18 18/19 19/20 20/21 21+ Total 

Total STP capital programme  (excluding schemes seeking support from this fund) 

PHT Internal Capital - 0 978 - - 978 
STP capital requirement from this 
scheme - 2,745   - 2,745 

Total Capital requirement  2,745 978   3,723 

 

Submitted by: 

Name: Mark Cubbon Chief Executive, PHT 

Template completed by: (for further queries) 

Name: Dr. Matthew Wood 

Role: Divisional Director - Clinical Delivery 

Email: matthew.wood@porthosp.nhs.uk 

Phone: 023 92286 000 ext: 4050 
 
BRIEF OVERVIEW 
OF SCHEME 

a) Set out an overview of the scheme. 
 

Executive Summary 
Portsmouth Hospitals currently provides surgical services for a population of close to 700,000. Delivering these 
surgical services generates in excess of £140m of income to PHT. The current theatre capacity for elective 
theatres is 23 theatres of a total theatre capacity of 27 theatres. The remaining 4 theatres are used for 
emergency activity. 
 
Assuming current RTT performance the projected increase in activity for elective theatres is forecast to 
increase by over 13% 2018-2027. Assuming 89% utilisation of used sessions this equates to an increase in 
theatre requirement of 1 by 2021/22 and a further 2 by 2027. There is a smaller increase in requirement of 
emergency theatre capacity of 0.6, a total increase of 3.6 theatres by 2027. 
 
Additional theatre capacity has been explored using Saturday working. The maximum additional capacity this 
has delivered is 12 sessions (6 all day lists). Although theatre staff have been consulted on flat rate working the 
Trust has not fully recruited to the required establishment and the medical staff are remunerated at premium 
rates making it an expensive solution.  
 
Outsourcing has been another solution to the limitations in theatre capacity for orthopaedic activity especially 
during winter when orthopaedic elective beds have been closed. The total expenditure on this 2017/18 was 
approximately £2.4m. 
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In addition to the demands on the capacity there will be a need to begin a refurbishment programme beginning 
in the next 3 years, for the 13 theatres built in the Queen Alexandra redevelopment in 2009. 
 
During the planning for the redeveloped theatre suite which opened in 2009, space was identified adjacent to 
theatres for expansion of the theatre suite. It is in this space that the planned build of two theatres (and 
possible further two in the future) and associated recovery are to be located.  
 
The objectives of this case are to set out the options for how we fund the theatres required to meet this forecast 
increase in theatre capacity. 
 
The options should be considered in light of the fact the Trust has been successfully in bidding for STP funds to 
increase theatre capacity across the whole STP and this case forms part of our joint bid with UHS. 
 
In the original bid it was understood that there were empty theatre shells that simply needed fitting out and 
would enable the theatres to be available by summer 2019. Since that time and following further assessments 
of the space, the works required to build the theatres is more complex and will require a build programme of 
approximately 52 weeks.  
 
 
The Strategic Case The Strategic Case demonstrates that the spending proposal provides business 

synergy and strategic fit and is predicated upon a robust and evidence based case 
for change. This includes the rationale of why intervention is required, as well as a 
clear definition of outcomes and the potential scope for what is to be achieved. 
  
This strategic case requires the spending authority to demonstrate how the spending 
proposal fits in relation to national, regional and local policies, strategies and plans 
and furthers the required outcomes. 
  
It also requires the spending authority to demonstrate that the spending proposal has 
clear and concise spending objectives, which are specific, measurable, achievable, 
relevant and time constrained (SMART). 
  
The case for change must be based on a rigorous assessment of the issues 
(business needs) associated with the status quo (existing arrangements) and the 
potential scope of the proposed spend in relation to the anticipated benefits and 
potential risks. 

1.1 Organisational Overview 
 
As stated at the outset this case forms part of a system wide bid to enable Portsmouth Hospitals and University 
Hospital Southampton, collaborating as The Solent Acute Alliance (SAA). The SAA is a partnership within the 
Hampshire & Isle of Wight Sustainability & Transformation Partnership (STP). 
 
1.2 Strategic Context 
 
In order to maintain financial sustainability the STP needs to deliver £577m in efficiency savings over a 5 year 
period. 
 
The STP sets out a number of projects or themes including optimising surgical flows and reducing outsourcing 
by NHS trusts to the private sector. This is no way diminishes choice of patients who still retain the right to the 
treated at any hospital offering choice. These are patients that have chosen an NHS hospital but cannot be 
accommodated due to capacity constraints. To address this PHT need to expand current capacity, this in turn 
requires capital. The STP sets out that surgical flows will continue to increase, albeit more slowly, even after 
improvements in prevention and alternative forms of treatment. This is mainly linked to an ageing population. 
Therefore, the capacity also supports this increase in flows. For PHT the projected increase in activity for 
elective theatres is forecast to increase by over 13% 2018-2027, and at the current time the only way this could 
be managed is using expensive outsourced facilities. 
 
The projects within this programme of work are seeking to support the H&IoW STP by embracing the 
opportunity of scale (population circa 1.3m) to plan and deliver better value for the public by maximising cost 
and workforce efficiencies to achieve improved patient outcomes within the resources available, providing high 
quality, safe and sustainable services.   
 
Examples of these projects include: 
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• Spines transfer – PHT to UHSFT autumn 2018 
• IOW mainland transfers to PHT & UHSFT – pending specialty reviews currently in progress 

 
In terms of flow for the theatres in this case it is to deliver capacity for contracted growth otherwise it will lead to 
performance pressures but also repatriation of outsourced activity.  The NHS has increasingly relied on 
outsourcing to address capacity pressures.  However, locally this capacity is also saturated and higher cost to 
deliver the work for the system.  
 
 
1.3 Current Business Strategies 
 
There continues to be a need in increased theatre provision associated with the growth as described above 
and also the increasing acuity of patients due to an aging population, better survival rates and increasing long-
term conditions as people live longer.  These improvements in healthcare for the population are creating 
pressure on capacity even though a success.  Trust capacity planning has identified a need for 2 theatres at to 
deliver the benefits within this case.  The Trust continues to “run hot” in terms of utilisation and occupancy.  
Further consolidation is expected as new models of care within the region are developed but this is outside the 
scope of the case. 
 
1.4 The Case for Change 
Historically the Trust (as with other hospitals in the system) has had to outsource externally to third parties to 
perform surgery due to a lack of theatre capacity on site. In conjunction with this is underlying growth in the 
system (as previously shown) coupled with the need to improve upon the delivery of national access standards 
for elective care (within 18 weeks). The Trust has been working hard to repatriate outsourced works, however 
with the need to accommodate theatre lifecycle works and growth, additional theatre capacity is required. 
 
For PHT this equates to approximately 2 theatres worth of work (taking into account additional factors). Within 
the system further cases are out-sourced directly to the private sector.  Increasing demand in the system 
reflects an ageing population and increasing long-term conditions, which also increases acuity.  Capacity is 
needed to repatriate the activity which is supporting the delivery of national performance targets and contracted 
volumes.  It would deliver efficiencies and savings to the system.   
 
To support the additional 2 theatres, as an example, orthopaedics is required to undertake additional 2,400 
cases per year to reach 92% constitutional RTT standard based on this current year demand. If we assume a 
2% growth year on year that number increases by at least 50 per year.  
 
To start to accommodate some of this work PHT can create new theatre capacity in the PFI theatres footprint. 
The original working assumption on initial bid was expected to be a simple fit out and equip of empty shell 
space. Upon further assessments this requires a more substantial work programme in order to make the 
theatre space preciously that (at the current time is being used as office / administrative accommodation).  
 
This is the preferred option as it allows patients to be treated safely at a hospital of their choice; it contributes 
towards maintain RTT performance (and increased flexibility to improve in the future) and provides savings for 
the local NHS system. 
 
In utilising this capacity it will be in accordance with local pathways and agreed clinical criteria for e.g. MSK 
pathways etc., as jointly implemented across the local system with partner organisations. 
 
1.5 Spending Objectives 
 
The investment in additional theatre capacity will meet the core financial and overarching objectives for the 
Trust’s, including: 

• Improve safety, quality and productivity; 
o Allow theatres that require urgent refurbishment to decant activity temporarily into the new 

theatre. This will mean we can improve the safety of our estate and meet CQC requirements. 
o Repatriating activity that is currently outsourced will enable us to treat patients more efficiently 

and improve productivity. 
o Enable us to deliver services more efficiently while making better use of our capacity. 

 
1.6 Existing Arrangements 
 
The urgent need for additional NHS theatre capacity has been demonstrated over a number of years – through 
operational pressures, increased outsourcing, multi-site operating, backlog of maintenance, RTT and Cancer 
waiting time pressures – and is underpinned by the Trust capacity planning.  There is a specific need for 
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additional capacity to meet increasing acuity/complexity of surgical patients.  The Trust’s have sought to fully 
utilise the capacity available to manage demand.     
 
PHT has traditionally outsourced circa 400 cases of theatre activity per annum to the private sector at a cost of 
£2.4m. To the end of July 2018 the Trust has spent £600k on orthopaedics outsourcing. 
 
There is a specific need to refurbish existing Trust theatres. No facilities are currently available to decant this 
activity, meaning Trusts have to stop seeing patients for several months whilst refurbishments are undertaken 
or increase the use of outsourcing. This causes activity, RTT, financial and quality pressures for the Trust, and 
has a negative impact on the overall patient experience. 
 
1.7 Business Needs – Current and Future 
PHT have been working at maximum capacity for a number of years. New capacity has been added to the 
system but demand continues to out strip supply.  Portsmouth has an independent treatment centre, there are 
local private providers offered on the CCG choice menu and there are tier 2 services, for instance MSK 
services, aimed at reducing demand, which are evolving at present. 
 
The STP predicts elective demand will increase by 8.7% over the next 5 years in a ‘do nothing’ scenario.  It is 
planning a ‘do something’ scenario for elective demand of 5.2%. Therefore new capacity is needed to deliver 
the 5.2% increase.   
 
Additionally by having two further theatres allows for the Trust to have a long-term plan for decant capacity to 
support the Theatre Refurbishment Programme (which equates to 1-2 theatres per year to maintain its theatre 
estate in good condition). This sat alongside the need, as expressed previously in regard to repatriate 
outscored activity back on site.  
 
 
1.8 Potential Scope 
 
In the original bid The STP considered three main scenario’s: 
 

1) Do Nothing scenario 
2) Improve efficiency of current theatres – this is already being undertaken and relied upon to deliver a 

different cohort of activity 
3) Build new theatre capacity – the preferred option – system is short on theatre capacity required to 

deliver future activity levels, which is leading to high levels of outsourcing 
 
This scheme does not involve bed reductions.  PHT expect to benefit from reduced demand for level 1 beds 
due to plans in place to reduce length of stay and delayed transfers of care.  Rather than close these beds, 
with associated stranded costs, providers intend to re-purpose this bed capacity to support the elective surgical 
activity repatriated from the private sector.   
 
1.9 Benefits and Risks 
 
The key benefits of these schemes are: 

a) Patients treated in a timely manner in  the hospital of their choice 
b) Maintain RTT standards 
c) Costs will be reduced as the ‘margin’ currently enjoyed by the private sector will form part of an NHS 

CIP scheme 
d) Decant provision will allow upgrade of other theatres to meet CQC standards & on-going Life Cycle 

works associated with the PFI contract without stopping treating patients. 
 
The key risks of the scheme are: 

a) Ensuring operational fit of theatres to the rest of the site however the feasibility study & survey of the 
proposed location has significantly reduced the risk that there is insufficient space. 

b) Employing the design team & principal contractor, carrying out the detailed design & market testing the 
works is dependent upon the timing of the necessary approvals and drawing the capital down as 
highlighted in the draft programme. Failure to meet these deadlines will impact the completion date & 
handover of the theatres. 

c) Capacity is not lost as a result of the works – both site plans are for new theatres therefore minimised 
this risk 

d) Activity and referral growth above plan/contracted levels may lead to further RTT back-log growth 
e) The relocation of the occupied offices & approximately 53 occupied desk spaces is on the critical path 
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& has to be completed in the timescale if the target date for completion of the theatre development is to 
be achieved. 

f) The lower ceiling to slab height compared to the existing theatres to accommodate the laminar flow 
hoods has been raised as a potential risk, however a supplier has been found that can resolve this risk 
upon commencement of the works. 

 
1.10 Constraints and Dependencies 
 
Activity growth assumptions have been constrained to align with STP projections. The Trust are therefore 
dependent on activity growth levels reducing from the existing growth as a result of prevention and QIPP 
schemes. Commissioners and Providers are working closely to support these schemes. 
 
The new theatres would need to be staffed. On the whole, surgical and anaesthetic staff time may be 
repatriated from the private sector as the work is pulled back. If this were not possible both Trusts are able to 
recruit staff given a reasonable timescale. Theatre staff is more difficult to recruit and train. Both Trusts has 
invested heavily in recruiting from overseas and creating new roles and opportunities, including new apprentice 
roles, to attract staff.  Opportunities exist across the healthcare, developing through the SAA environment for 
more collaborative working to sustain the workforce. The phasing of the new capacity increases the time 
available for recruitment and training. 
 
 
The Economic Case The main purpose of the Economic Case is to demonstrate that the spending 

proposal optimises public value (to the UK as a whole). 
  
It explains how this is achieved by, identifying and appraising a wide range of realistic 
and achievable options, known as the “long list”, in terms of how well they meet the 
spending objectives and critical success factors agreed for the scheme; and 
subjecting a reduced number of options, known as “the shortlist”, to cost benefit 
analysis (CBA). 
  
The key to a well scoped and planned scheme is the identification of the right range 
of options, or choices, in the first instance; because if the wrong options are 
appraised the scheme will be sub-optimal from the outset. 
  
To assist with the selection of the “long list”, the use of the “Options Framework” – a 
tool which helps identify the potential scope or range of services for the scheme is 
recommended, and in response to these, the potential service solutions, methods of 
service delivery and main choices for implementation and funding. From this analysis, 
we can distil a recommended direction of travel, or “preferred way forward” from 
which the short list may be drawn, including the “do nothing” and “do minimum” 
options, to be subjected cost benefit analysis (CBA). 
  
The CBA conducted in accordance with Green Book guidance quantifies in monetary 
terms as many of the costs and benefits to the UK as possible for each of the 
shortlisted options this effort should be proportionate to the scale and risk of the 
proposal. This generates a future profile of costs and benefits, which are then netted 
off against each other to provide cost(-)/benefit(+) figures that are discounted and 
summed to produce a figure for the Net Present Value (NPV) of each option. This 
analysis should also consider whether there are significant distributional affects on 
some groups within society and where relevant should quantify these. 
  
Where benefits are not quantifiable but are clearly material to the decision process 
then these qualitative costs, benefits and risks are also assessed, and taken into 
consideration in identifying the “preferred option”. This analysis enables the preferred 
option to be identified, which is generally the option with the best NPV; but may be 
another option where the qualitative costs and benefits are sufficient to justify the 
difference in the NPV. 
 
The “preferred option” is then subjected to sensitivity analysis in order to test its 
robustness. The output of the economic case should never be a one number answer; 
rather it consists of an appraisal summary table which includes the preferred option 
NPV, risk analysis and sensitivity figures with switching values, a distributional 
analysis (where relevant), information on qualitative costs and benefits which may be 
decisive and information of other viable alternative options. 
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The costs of scheme monitoring (subject to proportionality) during implementation of 
the proposal and of post implementation evaluation (also subject to proportionality) 
should be included. 

 
2.1 Critical Success Factors 
 
The main critical success factors for additional theatres are: 

• Operational alignment to other activities on the site 
• Ensuring all associated services required are considered 
• Workforce capacity (e.g. anaesthetics, consultants) 
• Alignment to RTT plans, plus any back-log clearance plans (if applicable) 
• Alignment to Commissioner plans 
• Delivery time of new-build 
• Alignment with plans to refurbish other theatres 

 
 
2.2 Short Listed Options  
 
To accommodate the current and increased demand for NHS care, new facilities are needed within a fully 
integrated NHS Hospital with ICU facilities.  An aging demographic, with patients having more long-term 
conditions and improved survivorship mean the acuity of case mix is more complex. 
 
Option 1: Do nothing 
 
Benefits:  

• No requirement for additional capital. 
• No operational disturbance. 
• No need to relocate office space in the proposed location of two new theatres. 

Costs: 
• Continued need for outsourcing-over £2.4m per year-2017/18 for orthopaedics 
• Need to increase weekend working - £500,000 per annum 2017/18 

 
Risks: 

• Unable to deliver improvements to the constitutional standards, 18 week wait,  because of inadequate 
theatre capacity 

• Ongoing loss of capacity and income because of the need to close theatres for refurbishment works of 
existing theatres. 

• Trust reputation with partners if unable to deliver our contribution to system reconfiguration. 
• Restricted ability for the Trust to make available existing theatres for carrying out Life Cycle work as 

part of the FM & PFI contract. 
 
 
Option 2: Build 2 additional theatres using STP funding 
 
Benefits: 

• Delivers additional and consistent theatre capacity enabling us to deliver constitutional targets, even 
during a theatre refurbishment programme. This has obvious benefits to patients waiting for surgery. 

• Reduces the need for outsourcing. 
• Additional capacity allows greater flexibility when doing essential refurbishment works on existing 

theatre suite & carryout Life Cycle work. 
• Uses an agreed external source of capital funds, releasing our capital allocation for other Trust capital 

projects. 
• A dedicated recovery area for orthopaedic patients having arthroplasty patients is perceived to improve 

infection rates among this group of patients. 
• Provides ability to meet GIRFT standards for orthopaedic surgery 

 
Costs: 

• Using the new theatres will have pay and non-pay costs, see below. The pay costs are not just in 
theatres but also in Orthopaedics and Anaesthetics. 

• The additional activity will require additional capacity in diagnostics, pathology, pre-operative 
assessment, admissions areas, bed capacity, physiotherapy and Occupational Therapy. 
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• STP has accepted an initial bid (combined with UHSFT for £11.345m) of which PHT £2.745m was 
worked up as the indicative requirement for PHT 

• The estimated capital costs based on consultants feasibility & cost advisor is calculated at £3.7m which 
includes £500k for office relocation which will be funded through the hospitals internal capital 
programme  

• Additional FM & energy cost £250k per annum. The need to relocate offices & approximately 53 
occupied desk spaces currently in the space for the proposed expansion is estimated at £500k 
dependent on the agreed option.  
 

 
Risks: 

• Project requires agreement of PFI partners 
• Delays in programme of works may incur costs and limit access to additional capacity. 
• Orthopaedic surgical, scrub staff, physiotherapists and other support staff remain in short supply and 

inability to recruit may limit utilisation of new theatres. This can be mitigated by a phased uptake of the 
capacity. 

• The availability of inpatient beds also poses a potential risk-an estimated 6-8 extra beds would be 
required to support the two new theatres running at full capacity. The lead time for the project of 52 
weeks gives the health community the time to release beds as a result of the various initiatives to 
reduce length of stay and the number of medically fit for discharge patients. In addition to the 52 weeks 
lead time for the build to be completed, the business case predicts only 50% by year 5 of the scheme 
utilisation of the additional capacity for repatriated work and growth in activity, allowing the unused 
capacity to enable refurbishment works on the current estate using the new theatres to decant to. This 
provides further time to achieve the increased bed capacity and recruitment and or training of staff to 
support the two new theatres. 

 
Option 3: Build additional theatres using funds from the Trust’s capital allocation 
 
Benefits: 

• Delivers additional and consistent theatre capacity enabling us to deliver constitutional targets, even 
during a theatre refurbishment programme. This has obvious benefits to patients waiting for surgery. 

• Reduces the need for outsourcing. 
• Additional capacity allows greater flexibility when doing essential refurbishment works on existing 

theatre suite & carryout Life Cycle work. 
• Uses an agreed external source of capital funds, releasing our capital allocation for other Trust capital 

projects. 
• A dedicated recovery area for orthopaedic patients having arthroplasty patients is perceived to improve 

infection rates among this group of patients. 
• Provides ability to meet GIRFT standards for orthopaedic surgery 

 
 
Costs: 

• In additional to capital funds, see table of costs, Trust will need to bear revenue costs of pay and non 
pay costs of running the new additional capacity (see below). The pay costs are not just in theatres but 
also in Orthopaedics and Anaesthetics. These will be included as part of the lead in time modelling and 
future business planning processes, 

• The additional activity will require additional capacity in Imaging, Pathology, pre-operative assessment, 
admissions areas, orthopaedic bed capacity, Physiotherapy and Occupational Therapy. 

• Need to relocate office space currently located in proposed space for theatre expansion. 
 
Risks: 

• Capital funds as part of the CRL remain in short supply and there are competing priorities for the 
limited funds. The Trust contribution of £0.9m (of the total £3.7m) from the CRL represents a significant 
proportion of that allocation and would require delays in allocating to others capital dependent projects 
in estates, IT and medical devices, with the associated risks. 

• Project requires agreement of PFI partners 
• Delays and unexpected costs will incur additional expense and pressure on capital and revenue 

budgets.  
• Orthopaedic surgical, scrub staff, physiotherapists and other support staff remain in short supply and 

inability to recruit may limit utilisation of new theatres. This can be mitigated by a phased uptake of the 
capacity. 

• The availability of inpatient beds also poses a potential risk-an estimated 6-8 extra beds would be 
required to support the two new theatres running at full capacity. The lead time for the project of 52 
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weeks gives the health community the time to release beds as a result of the various initiatives to 
reduce length of stay and the number of medically fit for discharge patients. In addition to the 52 weeks 
lead time for the build to be completed, the business case predicts only 50% by year 5 of the scheme 
utilisation of the additional capacity for repatriated work and growth in activity, allowing the unused 
capacity to enable refurbishment works on the current estate using the new theatres to decant to. This 
provides further time to achieve the increased bed capacity and recruitment and or training of staff to 
support the two new theatres. 

 
 

 
Other options were considered but found not to be acceptable: 

1. Rental Vanguard theatres. This was considered poor value for money (costings attached) 

New project proposal 
Laminar flow theatre    

 
 

2. Entering a partnership with private partners to build new theatres off-site. The timescale to develop this 
project was too long.  

 
2.3 Economic Appraisals of Costs and Benefits with CBA  
 

 
 
2.4 Distributional Analysis (where relevant)  
Not applicable 
 
2.5 Optimism Bias adjustment  
The capital costs included in the case have been provided by external consultants as part of a feasibility study 
and cost advisory service. The capital costs include both a project and planning contingency and consider the 
location and risk associated with this development. 
 
2.6 Sensitivity Analysis 
Detailed sensitivity analysis has not been modelled for this development.  
 
The financial case is driven by the avoidance of outsourced activity, incremental growth in demand, the need to 
address lifecycle works and improve upon RTT delivery standards. The model has been conservative about the 
level of growth per annum (1.5%) and capped when the theatres reach maximum capacity in 2030. The 
financial risk relates to the growth of 1.5% not materialising, which would be partially offset by the reduced 
direct expenditure. 
 
2.7 The Preferred Option  
 
Option 2 is the preferred option. It gives the greatest financial return, whilst supporting RTT performance and 
improving the quality of the estate and treatment for patients. 
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The Commercial 
Case 

The Commercial Case demonstrates that the “preferred option” will result in a viable 
procurement and well-structured deal. 
  
This section of the business case includes the planning and management of the 
procurement. It requires the spending authority to set how the “preferred option” for 
spend will be procured competitively, in accordance with European Union (EU) and 
Word Trade Organisation (WTO) rules and the current regulations for the public 
sector procurements.  
 
It also requires the spending authority to clearly specify the service requirements for 
the spending proposal in output terms, together with the anticipated charging regime 
and the allocation of risk in the each of the design, build, funding and operational 
(DBFO) phases of the proposed scheme. In addition it includes the contractual 
arrangements and specifies the accountancy treatment to be used for the proposed 
service. 

 
3.1 Procurement Strategy 
The lowest procurement risk option is to appoint the PFI FM provider Engie who have the commercial, design, 
resources & experience in undertaking complex developments with a high mechanical & electrical engineering 
services content. 
 
The most appropriate form of contract with Engie would be the NEC which is a design & build contract which 
transfers the design, cost & programme risk to the contractor. This is in line with the Department of Health P22 
framework & also Government guidelines for large developments & contracts. 
 
 
The Trust has a site-wide PFI. The proposed fit-out of designed “soft space” into the new theatre would be 
progressed under a variation to the PFI agreement. 
 
There is currently no potential to secure (capital) funding via the PFI (given the likely value it would also not be 
able to demonstrate value for money to fund the works via the PFI – disproportionate financing costs). 
 
3.2 Service Requirements  
Within the reconfigured hospital soft space (currently offices) alongside existing theatres is available for future 
expansion. The detailed design for the creation of an additional theatre(s) will commence on approval.  
 
The theatres are consistent with STP estate strategies, the need for more theatres in the system was fed back 
during the STP planning process and discussed with local commissioners.  There are no estates disposals. 
 
Planning consent is not required for internal changes to estate being proposed. Formal approval by the PFI 
funders will be required. 
 
3.3 Risk Transfer  
With any construction or complex fit-out involving a high density of engineering services there is a significant 
risk associated with the design, installation, programme & cost. The most effective way to reduce the risk for 
the Trust is to transfer to the Principle Contractor who would employ the appropriate professional team & sub 
contractors from their supply chain for the design & installation.  
 
3.4 Key Contractual Arrangements  
The Trust has had preliminary discussions with the PFI provider to inform them of the plans around the 
proposed new theatres & the possible procurement route. The feedback has been positively received however 
a formal approach to the PFI funders will be required. 
 
3.5 Personnel (TUPE) Implications  
Not applicable 
 
3.6 Accountancy Treatment  
The assets will be accounted for in line with the Trust accounting policies and DH Manual for Accounts. Assets 
will be capitalised and depreciated over their estimated economic life.  
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The Financial Case The Financial Case  
The Financial Case demonstrates that the “preferred option” will result in a fundable 
and affordable Deal.  
 
This section of the business case requires the spending authority to set out the 
capital and revenue requirement for the spending proposal over the expected life 
span of the service, together with an assessment of how the Deal will impact upon 
the balance sheet, income and expenditure account and pricing (if applicable) of the 
public sector organisation.  
 
Any requirement for external funding must be supported by clear evidence of 
Commissioners’ support for the scheme, together with any funding gaps. 

 
4.1 Accountancy Treatment  
The assets will be accounted for in line with the Trust accounting policies and DH Manual for Accounts. Assets 
will be capitalised and depreciated over their estimated economic life.  
 
The additional income is modelled using an average income for Orthopaedic Surgery multiplied by the 
assumed activity per session for each specialty.   
 
4.2 Public Capital and Revenue Requirements  
 
The scheme requires £2.7m to be funded by STP capital, and £978 from internal capital resources. The 
scheme has a net saving to the system after revenue costs of undertaking the additional activity have been 
considered. 
 
4.3 Net Effect on Prices (if applicable)  
 
Not applicable 
 
4.4 Impact on Balance Sheet  
 
Non-Current Assets will increase by the value of capital spend (£3.7m), and will be depreciated over its useful 
economic life. Public Dividend Capital will be paid each year based on the book value of the asset at 3.5%. 
Cash will be received via STP capital funding and will therefore not be impacted. 
 
4.5 Impact on Income and Expenditure Account (if applicable)  
 
The impact of the investment on the Income and Expenditure account is tabled below.  
 
This demonstrates that the benefit from year 1 (19/20) rising to £2.3m per annum by 2028. 
 
 

 
 
This analysis excludes any additional outsourcing that maybe required whilst theatres are closed for lifecycle 
works. This could be assumed at circa £2.4m as per previous years. 
 
4.6 Overall Funding and Affordability  
 

This image cannot currently be displayed.
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The financial case is based upon a total capital investment of £3.7m. Of which £0.9m is required from the 
Trusts internal capital programme, mainly to fund the relocation of offices under the site optimisation plans. 
The case returns a positive value for money ratio of 6 and a total payback period of 8 years. 
 
VFM Ratio = 6 
Payback Period = 8 years 
 
 
4.7 Commissioner Support (if applicable)  
 
Commissioners support the need for cost effective service delivery and in support of the system cost reduction 
plan (£2.4m was spent in 2017/18 on outsourcing, and £600k to July in 2018/19). The additional activity is 
based upon conservative growth assumptions (1.5%) for population and demand. These are consistent with 
the local commissioner and STP growth assumptions. The case would require additional funding from 
Commissioners for activity to meet this demand as tabled below. 
 
 
 
The Management Case The Management Case  

The Management Case demonstrates that the “preferred option” is capable of 
being delivered successfully, in accordance with recognised best practice. 
  
This section of the business case requires the spending authority to 
demonstrate that the spending proposal is being implemented in accordance 
with a recognised Programme and Project Management (PPM) methodology 
and that there are robust arrangements in place for change management and 
contract management, the delivery of benefits and the management and 
mitigation of risk.  
 
It also requires the spending authority to specify the arrangements for 
monitoring during implementation and for post implementation evaluation, as 
well as for Gateway reviews (if applicable), and the contingency plans for risk 
management of the scheme. 

 
5.1 Programme and Project Management Methodology (PPM) and Structure 
The system wide programme with UHS and PHT will be overseen by the SAA Operational Delivery Group that 
reports to the SAA Steering Board.  It will have PMO support and reporting structure to ensure delivery of the 
plans outlined within this case. 
 
Within PHT a specific programme team has been identified to oversee the management and delivery of the 
programme, reporting into Business Case Review Sub-Committee and Trust Leadership Team (TLT) at regular 
intervals throughout the programme, and into Finance & Infrastructure Committee of the Trust Board. 
 
5.2 Programme and Project Management Plans  
 
Below provides an indicative timeline for completion of the programme once key decision points are reached and 
made. 
 

PHT 
Develop Clinical Brief and Schedule of Accommodation. 
Technical feasibility and options appraisal,  
 
Approval to proceed to design & tender stage                        Key decision milestone 
Issue VE, consultant appointments and commission PFI. Detailed design of scheme. 
Tender Period 
Tender analysis, report  & recommendation to the Trust 
PHT  Authorisation to proceed                                                Key decision milestone 
CDM, planning and contractor mobilisation 
Works on site 
Testing, commissioning, deep clean & handover. 
Overall Completion 

       
         Completed 

Completed 
Weeks 

2  
8 
6 
2 

TBC 
4 

               26 
4 

Total       52 
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5.4 Benefits Realisation  
By increasing theatre capacity the scheme improves access of patients to elective orthopaedic surgery in a timely 
way; maintains capacity during a period of refurbishment of the existing estates and reduces the cost to the 
health economy by reducing outsourcing of work to the private sector, with the further benefit of allowing 
investment of income in additional capacity to match the growth in demand for services. 
 
5.5 Risk Management  
A risk log will be part of the project management governance and dealt with pro-actively.  The plans are for new 
theatres which have already mitigated risks which would be seen if it was a reconfiguration. 
 
The below Table contains details of the Theatres 21 22 programme risk register risks that are currently rated at 
15 or above, as at 20/08/18. 
 
In accordance with Trust Policy, programme risks will be scrutinised, reviewed and re-evaluated by the Project 
Group on a  frequent basis 
 
Any programme risks with validated scores of 15 or above, will be escalated through for review, consideration 
and potential inclusion in either of the Trusts’ Strategic, or Operational risk registers. 
 
Key Risks 

BUSINESS CASE APPROVALS  

 

 

Mitigation 

FBC target delivery deadline may not be met if 
there are delays in internal approval processes.  

Key people responsible for internal process kept fully informed 
of FBC progress and program requirement 

FBC target delivery deadline may not be met if 
there are lengthy external approvals processes 
STP/others as required. 

Engage with relevant bodies prior to approval process 
commencement to ascertain requirements and obtain 
participation 

FBC does not receive approval to proceed. FBC presented with maximum information included to allow 
confident approval. 

Financial 

Risks to be added here once risk register 
has been discussed 

 

Design and Planning 

Risks to be added here once risk register 
has been discussed 

 

Human Resources  

Risks to be added here once risk register 
has been discussed 

 

 
The Trust has generated a project specific risk register (see Appendix I), incorporating construction, contract and 
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programme risks.  This risk register also incorporates key “Business as Usual” risks falling in to one of two 
categories: 

1. Those BAU risks which could threaten the achievement of a Project Objective, or  
 

2. Those BAU risks which are increased/ impacted by the nature of the works to be undertaken 
 

Key risks agreed by the Programme Board are to be reflected in to the Trust’s Business As Usual risk register in 
order to provide transparency of reporting to Trust Board level. 
 
All risks will be described and categorised against the objective they threaten. 
 
All risks will be analysed and assessed against the traditional NHS 5 x 5 matrix.  For all risks across all projects 
and within the Programme, the parameters defining that 5 x 5 matrix are: 

Consequence/ Impact

 
 

 

Descriptor Insignificant Minor Moderate Major Extreme

Score 1 2 3 4 5

Impact on individual 
Patient/ 

Employee/Visitor 
Safety

Patient Experience
Unsatisfactory patient 
experience not directly 
related to patient care.

Unsatisfactory patient 
experience readily 

resolvable.

Mismanagement of patient 
care.

Serious mismanagement 
of patient care.

Totally unsatisfactory 
patient outcome or 

experience.

Complaints/Claims Locally resolved 
complaint.

Objectives/ Projects

Insignif icant cost 
increase/schedule 
slippage. Barely 

noticeable reduction in 
scope or quality.

<5% over 
budget/schedule slippage. 

Minor reduction in 
quality/scope.

5-10% over 
budget/schedule slippage. 

Reduction in scope or 
quality.

10-25% over 
budget/schedule slippage. 
Doesn’t meet secondary 

objectives.

>25% over 
budget/schedule slippage. 

Doesn’t meet primary 
objectives.

Local interruption w ith 
back up. Local interruption.

Loss/interruption > 1 
hour.

Loss/interruption > 8 
hours.

Loss/interruption > 24 
hours.

Uncertain delivery of key 
objective

Staffing & 
Competence

Short term low  staff level 
temporarily reduces 

service quality (<1 day).

On-going low  staff ing 
level reduces service 

quality.

/service due to lack of 
staff.

Serious error due to poor 
training.

Financial Less than £100. <£1000 but >£100. <£10,000 but >£1000. <£100,000 but >£10,000.
<£100,000 to reduce the 

risk.
Enforcement Action. Low  

rating.

Inspection/Audit
Critical report. Major non- 

compliance w ith core 
standards.

Local media – long term.

Signif icant effect on staff 
morale. National media < 3 days.

Adverse Publicity/ 
Reputation

Local media – short term. 
Minor effect on staff 

morale.

National media >3 day. MP 
concern (Questions in the 

House).

Interception of non-
recurring fraud w ith no 

losses.

Small losses incurred 
from fraud/error but no 

evidence to support 
sanctions.

Investigation leading to 
minor disciplinary 

sanction only.

Criminal investigation and 
possible dismissal. Local 

press coverage.

Criminal investigation. 
National press coverage. 
Poor systems exposed.

Counter Fraud

Rumours.

Late delivery of key 
objective/ service due to 
lack of staff. Minor error 
due to poor training. On- 

going unsafe staff ing 
level.

Non-delivery of key 
objective/ service due to 
lack of staff. Loss of key 
staff. Critical error due to 

insuff icient training.

Minor recommendations. 
Minor non- compliance 

w ith standards.

Recommendations given. 
Non- compliance w ith 

standards.

Reduced rating. 
Challenging 

recommendations. Non- 
compliance w ith core 

standards.

Prosecution. Zero rating. 
Severely critical report.

Semi-permanent injury 
(psychological, emotional, 

physical). increase in 
treatment for a patient i.e. 

return to surgery, an 
unplanned readmission 

RIDDOR/Agency 
reportable.

Justif ied complaint 
peripheral to clinical care.

Below  excess claim. 
Justif ied complaint 
involving lack of 
appropriate care.

Claim above excess level. 
Multiple justif ied 

complaints.

Multiple claims or single 
major claim.

Clinical Service/ 
Business Interruption

Minor injury not requiring 
f irst aid.

No permanent injury 
(psychological, emotional, 
physical) Minor injury or 
illness, f irst aid treatment 

required.

Permanent injury, serious 
disability, reduced life 

expectancy 
(psychological, emotional, 

physical).

Unexpected death.
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Likelihood/ Frequency 

 
 

Risk Grading 

 
 

Risk Classification 

 
 
The Project Team will also assess and track the proximity and urgency of risks to aide enhanced risk prioritisation 
and ultimately its management.  This will be achieved by assessing the earliest point in time at which each risk 
can possibly occur (proximity) and analysing the implementation duration of each anticipated mitigation plan.  If 
the risk’s earliest possible occurrence, is closer in time than the point at which that risk can have been mitigated, 
following implementation of the mitigation plan, then it should be considered an “urgent risk”. 
 
Urgent risks will be highlighted within the register and these will be reviewed individually at Programme Board. 

Risk Reporting 
The Project risk register will record assessments and scores for: 

1. Initial risk 
2. Mitigated risk, and 
3. Previous risk 
4. Current risk 

The risk management group will review and consider all risks where the current risk score is higher than the 
initial, mitigated or previous risk score. 
Programme Board will review risks with a current score classifying them as Significant, High and/ or Urgent. 

5.5.1 KEY RISK AREAS 

We consider the following to be the key areas for focus on risk: 

1. Normal works contracting risks 
2. Works interruption of BAU [If Works are to be within operational ED, then risk profile increases 

dramatically] 
3. PFI Interface/ decision making and funders responses to development 
4. Trust side resource capacity (especially clinical) to achieve robust engagement 
5. Resilience and capacity of existing estates infrastructure 
6. Decision making timeframes for internal and external governance bodies 

5.5.2 MANAGEMENT OF RISK 

 

Descriptor Rare Unlikely Possible Likely Almost Certain

%age <5% >5% BUT <10% >10% BUT <20% >20% BUT <50% >50%

Score 1 2 3 4 5

Category Low Risks
Moderate 

Risks
Significant 

Risks
High Risks

Score 1-3 4-6 8-12 15-25
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Risk Identification: 

1. Risks to Trust/Project strategic aims 
2. Risks to financial constraints 
3. Risks to project time line 
4. Risks identified from risk assessments 
5. Risks due to external factors 
6. Incidents that appear to have formed or are forming a trend 
7. Risks due to mandatory and statutory targets and essential standards 

 
The Trust will consult with key internal and external stakeholders to establish risk. 
 
 
5.6 Monitoring during implementation (proportionate)  
This will be carried out by the project group, reporting into the Business Case Review Sub-Committee, Trust 
Leadership Team and joint oversight of the Solent Acute Alliance Board. 
 
5.7 Post Project Evaluation Arrangements  
A post project evaluation will be done for cases >£1m a year post the project implementation date by the Strategy 
team in line with Department of Health guidance. 
 
5.8 Contingency Arrangements 
The Trust does not have contingency to create other theatres than the solutions outlined within this case.  Any 
slippage of programme would be monitored and steps taken as quickly as possible to address this.  Sometimes 
there can be ‘unknowns’ on site for Estates to resolve when implementing works. 
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Appendix I 
 
RISK REGISTER 
 

Theatres 21 22.xlsx

 

Page 41 of 98



 

 
 

TRUST BOARD PUBLIC – 6 September 2018   Agenda Item Number: 180/18 
         Enclosure Number: 5 
 
 

Subject: Board Performance Report, Quarter 1  – 2018/19 
Research and Innovation 

Prepared by: 
Sponsored by: 

Professor Anoop Chauhan Director of Research & Innovation 

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

For Information only 

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

• Patient recruitment into clinical trials and research studies is 
on target and the Trust is currently ranked 2nd nationally. 

• PHT is ranked in the top 3 nationally for recruitment in nine 
specialities, with four currently ranked first: cancer, 
haematology, critical care, dermatology (ranked first), 
diabetes, genetics, hepatology (ranked first), respiratory 
disorders (ranked first) and ageing (ranked first). 

• PHT is ranked in the top 10 nationally for recruitment in 
twelve additional specialities: surgery, injuries and 
emergencies, ophthalmology, health services, primary care, 
cardiovascular disease, gastroenterology, neurological 
disorders, dementia, muskoskeletal, renal and children. 

• In the first quarter 100% of all commercial studies delivered 
to time and target. Examples of commercial research impact 
are demonstrated in the report. 

• The Portsmouth Technologies Trials Unit (PTTU) launched in 
June 2018 and was featured by local 
media: www.PTTU.org.uk. PTTU provides the skilled staff 
and infrastructure to develop and deliver clinical research 
projects for the benefit of patients and the community. 

• The annual Research & Innovation conference was held in 
June 2018, hosted on this occasion by the University of 
Portsmouth. 

• The department has a number of grants currently under 
review and was recently awarded funding from the 
prestigious NIHR Invention for Innovation (i4i) programme, in 
collaboration with an SME partner.  

• PHT continues to deliver high impact research and offer 
more patients the opportunity to take part in studies, 
examples are shown within the report. 
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Options and decisions 
required 
Clearly identify options that 
are to be considered and any 
decisions required 

For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• Continued development of PTTU 
• Further work will continue to embed research as core PHT 

business 

 
Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

• Patients and the public are embedded within research 
activities through our active Patient Research Ambassador 
scheme and we have a dedicated PPI Facilitator (0.4 FTE) to 
oversee this work. 

• Research is now supported by one day a week of a 
dedicated communications officer based within the central 
communications team.  

 
Enclosure Number: 

 

 

 

 

 

 

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

Strategic Aim Support safe, high-quality patient-focused care: Objective 2.3 Utilise 
research, development and academic opportunities to support our 
core purpose. 

BAF/Corporate Risk Register 
Reference (if applicable) 

 

Risk Description  

CQC Reference  

Committees/Meetings at which paper has been approved: Date 
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Research & Innovation Performance and 
Impact Board Report 

 
 

 

 
Quarter 1 
Financial Year 2018/2019 
 
Data obtained: 10th August 2018 
 
Report produced by:  
Research and Innovation Office 
research.office@porthosp.nhs.uk 
Tel: 023 9228 6236 
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SECTION 1: NATIONAL PERFORMANCE 
 
CHART 1: PHT POSITION IN ENGLAND BY 2018/2019 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n= 42)

 
Source: NIHR Open Data Platform: August 2018 
 
Chart 1 shows the ranking of the first 20 large acute NHS organisations (total n=42). PHT is 2nd (5%); the 
aim is to remain in the top 20% among our peers. 
 

SECTION 2: LOCAL PERFORMANCE 

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

Source: NIHR Open Data Platform: August 2018 

 
  

Chart 2 shows all PHT monthly and cumulative Porfolio recruitment for April 2018– June 2018 against the 
recruitment goal set by the Clinical Research Network (CRN) Wessex and recruitment in 2017/18. Porfolio 
recruitment includes all patients and staff recruited into high quality research studies as defined by the 
National Institute for Health Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not 
include recruitment into other studies i.e student studies etc (non-portfolio). 
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SECTION 3: RESEARCH IMPACT 

 
COMMERCIAL IMPACT 
 
The hepatology research team at PHT recruited the first two European patients into the La Jolla 
Haemochromatosis trial. The primary purpose of this important study, sponsored by La Jolla 
Pharmaceutical Company, is to measure how well and how safe the study medication is in treating 
individuals with hereditary haemochromatosis, an inherited condition.  
 
The Portsmouth research team recruited the first global patient into the Cartiva 2 study recently and won 
awards for the 'highest enrolling site and protocol compliance' for the first study, Cartiva 1. The Cartiva 
GRIP study (sponsored by Cartiva Inc) aims to evaluate whether Cartiva’s synthetic cartilage implant is 
effective in treating arthritis in the joint at the base of the thumb and what side effects may occur. To date, 
Portsmouth patients taking part in the Cartiva studies have reported good outcomes. 
 
 
GENERATION OF EVIDENCE & ACADEMIC IMPACT 
 
Findings from the BRIDE study (Radiofrequency ablation compared with argon plasma coagulation after 
endoscopic resection of high-grade dysplasia or T1 adenocarcinoma in Barrett’s esophagus: a randomized 
pilot study) have been accepted for publication (DOI: https://doi.org/10.1016/j.gie.2018.07.031). This 
important pilot study, funded by the NIHR Research for Patient Benefit Programme, reported similar 
efficacy and safety for both radiofrequency ablation (RFA) compared to argon plasma coagulation (APC)  
but with a cost difference favoring APC. A fully powered non-inferiority trial is now appropriate to confirm 
these findings. Professor Pradeep Bhandari was part of the core study team and the gastro research team 
at PHT was one of 6 expert centres taking part in the study.  
 
 
 
 
PATIENT EXPERIENCE 
   
A research patient’s story – the GAPs study  
 
 
“We don’t know what might have happened if they had not found the clot. It was so well worth being on the 
study and I think I was very fortunate.” 
 
Mrs Wendy Lloyd, a local 67 year old lady expressed the above view when asked about her recent 
experiences of participating in a research study at Portsmouth Hospitals NHS Trust. Wendy said she was 
keen to get involved in the GAPs Study (Graduated Compression as an Adjunct to Pharmacoprophylaxis in 
Surgery Trial, sponsored by Imperial College London) after reading about it just before an admission to 
Queen Alexandra Hospital. 
 
Doctors have known about the risks of patients developing venous thromboembolism (VTE) after 
operations for many years and use two main ways to prevent this: thinning the blood with regular injections, 
and wearing elastic stockings to help stop blood sitting in the leg veins where it can clot. However, doctors 
are not sure if wearing elastic stockings on top of blood thinners reduces the risk of VTEs any more than if 
the blood thinners are given on their own. This study was undertaken to find out if this is true. 
 
Wendy was invited to participate in this study because she was about to have surgery in hospital and had 
been identified as being medium or high risk of having a VTE and there was a history of VTE in her family. 
Wendy was very impressed with the level of information sent prior to her admission to hospital: 
 
“The research information was sent through to me because of my age and because I was due to come into 
hospital for some surgery.  I read it through and it was very clear and explained things very well and any 
questions that I had, the research nurse answered them very well.” 
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When asked if she felt that there was enough support for her during the study Wendy noted: 
 
“Oh yes, it was very good, the research nurse always told me when she would be back to see me again, 
maybe every or every other day; she kept me fully informed when I was  having my scan and explained 
everything to me.” 
 
As Wendy was on the study, two and three weeks after her surgery, she was invited for an additional scan 
to detect any blood clots that may have developed in the legs. It was at this point a clot was found: 
 
“Because they found that blood clot with the scan, they put me onto new medication and it was started 
immediately. We really don’t know what might have happened if they had not found the clot. It was so well 
worth being on the study and I think I was very fortunate to be on the study.” 
 
Wendy feels passionate that everyone going into hospital should be made aware of what research is going 
on and be encouraged to say yes if asked to participate: 
 
“I think it’s a good idea to get people involved. Anyone who is going into hospital should be given the 
chance to take part. I had a good experience, the research nurse worked hard to make things convenient 
for me, so I cannot praise her enough for what she did.” 
 
When asked to sum up her research experience, Wendy stated: 
 
“Just that it was excellent, really really good, the research nurse visited me so many times when I was in 
hospital you couldn’t wish for anything more really, they were checking on me all the time. It was 
excellent…and who knows what might have happened if I hadn’t had the extra scans.” 
 
Wendy is now, following her operation and a period of convalescence, planning her next holiday, 
somewhere warm, with her husband, Barry. 
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SECTION 4: RESEARCH RECRUITMENT 
 

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

 

Source: NIHR Open Data Platform: August 2018, Edge Research management System: August 2018 
 

Specialty 18/19 Target 
Expected 

Recruitment 
(April - June)

Total Recruited 
(April -June)

Complexity 
Weighted 

Recruitment 
(April -June)

% of Expected 
Recruitment 

Achieved (April - 
June)

Total Number of 
Open Studies In Setup 

Cancer 400 100 226 596.0 226% 3 -1 30 7
Haematology 0 0 11 38.5 - 3 0 14 0
Surgery 150 38 53 583.0 141% 4 0 10 0
Anaesthesia, perioperative medicine and pain 
management 75 19 44 114.0 235% 19 2 2 2

Critical care 600 150 129 319.0 86% 2 0 9 4
Infectious diseases and microbiology 0 0 0 0.0 - 0 0 11 0
Injuries and emergencies 190 48 86 436.0 181% 5 -1 5 2

Ear, nose and throat 0 0 0 0.0 - 0 0 8 0

Ophthalmology 100 25 11 3.5 44% 7 1 5 1
Oral and dental health 0 0 0 0.0 - 0 0 0 0

Health services and delivery research 150 38 132 132.0 352% 7 5 7 3

Mental Health 250 63 0 0.0 0% 0 0 0 0

Primary care 0 0 16 16.0 0 7 -2 0 0
Public health 0 0 0 0.0 0 0 0 0 0

Cardiovascular disease 380 95 73 538.0 77% 7 -2 10 1

Dermatology 80 20 44 164.0 220% 1 0 6 1
Diabetes 350 88 61 303.5 70% 3 0 5 3
Gastroenterology 760 190 154 415.5 81% 4 -1 11 4

Genetics 70 18 68 138.0 389% 3 0 0 0

Hepatology 120 30 19 73.0 63% 1 0 19 2

Metobolic and endocrine disorders 0 0 0 0.0 - 0 0 0 0

Neurological disorders 40 10 10 28.0 100% 10 -2 6 0
Respiratory disorders 720 180 204 1442.5 113% 1 0 11 2

Ageing 50 13 18 198.0 144% 1 0 0 0

Dementias and neurodegeneration 4 1 42 44.5 4200% 6 -3 2 1
Stroke 60 15 13 45.5 87% 16 3 1 0
Musculoskeletal disorders 80 20 53 110.0 265% 7 3 9 4
Renal disorders 160 40 28 28.0 70% 8 0 11 1

Children 220 55 89 387.0 162% 5 0 17 0
Reproductive health and childbirth 140 35 42 282.0 120% 11 -2 9 0

Total 5149 1287 1626 6435.5 126% 2 2 218 38

Number of Studies (Edge)

Position in 
England n=42 
(April - June)

National (ODP)Target
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SECTION 5: STAFF – ABSENCE, APRAISALS & TRAINING 

TABLE 2: RESEARCH & INNOVATION HR COMPLIANCE 

 
Source: Chimera - HR Dashboard. August 2017.  
Please note: Absence data is subject to a two month delay, June data is currently unavailable.  

July August September October November December January February March April May June 

Absence Rate 7.0% 8.3% 7.5% 2.2% 3.8% 1.8% 1.1% 0.5% 2.1% 0.4% 1.4%
Appraisal Compliance 83.8% 86.4% 89.7% 89.2% 92.9% 89.7% 92.2% 91.1% 88.8% 82.0% 88.5% 84.9%

Essential Skills Compliance 93.0% 94.5% 94.8% 93.7% 94.4% 96.1% 96.2% 95.6% 96.0% 96.3% 96.8% 95.1%
Adult Basic Life Support 86.7% 90.2% 84.7% 79.7% 78.5% 83.6% 89.7% 94.0% 89.2% 89.2% 89.2% 80.6%

Blood Awareness Training 63.8% 66.7% 74.5% 79.2% 86.8% 89.1% 89.3% 85.5% 90.7% 92.2% 95.9% 97.9%
Bullying and Harassment Awareness 97.8% 97.8% 100.0% 97.9% 99.0% 99.0% 99.0% 98.1% 99.0% 99.0% 97.9% 97.9%

Complaints and Claims 98.9% 100.0% 100.0% 99.0% 99.0% 99.0% 100.0% 99.0% 100.0% 100.0% 100.0% 98.9%
Conflict Resolution Training 52.2% 51.1% 45.7% 48.1% 50.0% 52.7% 50.0% 50.9% 53.7% 64.0% 64.6% 69.6%
Dementia care Awareness 98.9% 100.0% 100.0% 97.9% 99.0% 99.0% 100.0% 99.0% 100.0% 100.0% 100.0% 100.0%

Deprivation of Liberty Safeguards (DOLS) 96.7% 96.8% 100.0% 94.1% 96.2% 97.2% 97.3% 96.3% 96.2% 98.1% 97.1% -
Equality, Diversity and Human Rights 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 100.0% 100.0% 100.0%

Fire Training - Annual Update 91.2% 94.6% 95.5% 93.8% 92.9% 97.0% 96.1% 95.1% 96.0% 92.9% 95.8% 93.6%
Fire Training – Classroom 78.8% 80.2% 80.8% 79.5% 84.7% 93.1% 94.4% 95.5% 94.3% 96.4% 96.3% 92.4%

Health, Safety and Welfare 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 100.0% 100.0% 100.0%
Infection Control 90.0% 95.1% 93.2% 93.8% 92.3% 98.5% 97.1% 97.0% 93.9% 93.7% 96.7% 93.1%

Information Governance - 1 Year 91.2% 94.6% 95.5% 93.8% 92.9% 97.0% 96.1% 95.1% 96.0% 83.7% 89.5% 89.4%
Medicines Management Training 93.5% 97.8% 97.8% 97.8% 93.5% 100.0% 97.9% 97.9% 95.7% 95.3% 100.0% 97.4%

Mental Capacity Act (MCA) 95.6% 95.7% 97.8% 95.3% 96.7% 96.1% 96.2% 95.6% 95.4% 97.3% 96.5%
Moving and Handling - Level 1 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 100.0% 100.0% 100.0%
Moving and Handling - Level 2 90.0% 91.7% 84.5% 87.9% 89.8% 93.3% 91.8% 90.2% 91.5% 96.4% 96.2% 96.1%

Preventing Radicalisation - Level 1 & 2 96.8%
Preventing Radicalisation - Level 1 & 3 77.0%

Risk Management 98.9% 100.0% 100.0% 99.0% 99.0% 99.0% 100.0% 99.0% 100.0% 100.0% 100.0% 98.9%
Safeguarding Adults 97.8% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Safeguarding Children – All Levels 96.7% 96.7% 100.0% 99.0% 100.0% 100.0% 99.0% 98.1% 99.0% 100.0% 98.9% 97.9%
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Committee: Quality & Performance Committee  

 
Date of Meeting: 30.08.18 

 
Chair: Jon Watson 

 
Executive Lead: Lois Howell, Director of Integrated Governance 

  
Appendix 1: Agenda 
 
Please see attached agenda for details of the matters considered at the meeting. 

 
Agenda 
item Items of particular note: 

50.18 Feedback re: public membership 

51.18 Quality & Performance IPR 

• Heatmap approach welcomed, subject to some comments about the range of data included 
• BAF 15 re: staffing will need to be reviewed – to be recommended to the Board for revision 
• Improvements in VTE assessment performance were noted 
• There was a discussion on four hour standard performance and the impact of high levels of 

attendance during the recent heatwave 
• Reduction on scores for food provided to patients in Patient Led Assessments of the Care 

Environment (PLACE) was noted, also the lack of hoist facilities in outpatient areas – an 
action plan in response will be produced and reported to the Committee 

• A reduction in the number of pressure ulcers was welcomed – the potential impact of 
current staff shortages in this area was noted and will be monitored.  The benefits of 
implementing the Purpose T programme was acknowledged 

• The committee discussed whether there has been any connection between staffing levels 
and the incidence of falls and it was noted that no such connection had been established in 
the Trust 

• Improvements in the number of overdue SIRI investigations were welcomed, as was the 
impact of continued work to prevent the incidence of Never Events 

• The recent change in the requirements to meet the national CQUIN regarding sepsis means 
that there is a significant risk that the Trust will not meet the standard and will lose the 
associated funding.  Performance in respect of the timely administration of treatment to 
patients suspected of having some form of sepsis is improving, but is still not at the required 
level   

• Performance in respect of dementia screening is also improving although still below the 
required standard 

• Changes to the way complaints are managed and addressed were noted – their impact will 
be monitored in future months 

• The ongoing challenge to delivery against the 104 day cancer standard was discussed-it 
was noted that the bulk of delays are in urology 

• Strong performance in the diagnostic standard in July was welcomed but it was noted that 
August performance will be below the required standard due to equipment breakdowns and 
a sewage leak  
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 • Increases in the RTT 18 week backlog were discussed.  Recovery plans in three of the most 
affected areas are in place to deliver recovery towards the middle of Q3, but two areas 
remain without a robust plan to date 

• There are ongoing problems with delivery of timely treatment in ophthalmology and 
gastroenterology associated with consistent application of the access policy – these issues 
continue to be investigated. 

• Planned further improvements to the stroke pathway were described 

52.18 Care Quality Commission report  

• The outcome of the CQC inspections in April and May was noted, and commitment to 
deliver the required improvements was confirmed 

• The CQC’s acknowledgement of the plans in place to deliver further improvements was 
welcomed 

• The proposals for addressing the contents of the Warning Notice were endorsed, and the 
importance of embedding the Quality Recovery Plan with other assurance and improvement 
processes in the Trust was agreed 

• It was acknowledged that there is balance to be struck between delivery of compliance and 
aspirational and developmental improvements   

53.18 Emergency Preparedness and Resilience Response update  

• The Trust may not be able to declare itself ‘substantially compliant’ with the national EPRR 
standards at the approaching deadline, but the significant work carried out so far was noted.   

• The Committee ratified the policies attached to the report: 
• PHT Emergency Preparedness, Resilience and Response (EPRR) Policy 
• PHT Incident Response Plan (superseding the Major Incident Policy) 
• PHT Road Fuel Disruption Plan (in line with the National Emergency Plan for Fuel – 
NEPF)  (subject to the inclusion of a quick reference guide in the Road Fuel Disruption 
Plan) 

• PHT Severe Weather Plan (in line with PHE and Met Office alert levels and guidance) 

54.18 Divisional Risk Registers and QIPs 

Clinical Delivery Division 

• The Outstanding rating in all domains for critical care was noted and commended 
• Some pockets of specialist staff shortage are being addressed through a workforce plan  
• Further work planned for the risk register and its presentation was welcomed 

Surgery and outpatients 

• Planned further development of the divisional risk register was noted 
• Greatest challenge is mitigation of risks to patients arising from waiting list backlogs 
• Two harm reviews are underway; the results will be reported to the Committee when 

complete  

55.18 Feedback from the Committees was noted.   

• The Mental Health Board’s report was noted.  Reporting lines will be reviewed 
• The Mortality Review Group’s report was received.  News of the likely reduction in HSMR 

from next month was welcomed 

56.18 • The Committee recommended that the Board consider revision of BAF 15 in light of current 
pressures on staffing 

 
Agenda 
item Items for escalation to the Trust Board: 

54.18 Resolution of the high level risk associated with instrument sterilisation equipment (CRR 10) 
requires urgent attention support from the Board 
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Agenda 
item Recommendations: 

51.18 The Committee recommended that the Board consider revision of BAF 15 in light of current 
pressures on staffing 

53.18 The Committee recommended that the Board approves the Quality Recovery Plan for 
submission to the Care Quality Commission 
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TRUST BOARD PUBLIC – 06 September 2018   Agenda Item Number: 183/18 
        Enclosure Number: 6 

Subject: Care Quality Commission Report 

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

Purpose of paper Provide update to the Board and seek approval of associated 
recovery plan 

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

• The CQC has published its report on the findings of the 
comprehensive and well led inspections carried out at the Trust in 
April and May. 

• The Trust has been rated as ‘Requires Improvement’ in all 
domains and overall.  Although the overall number of ‘good’ and 
‘outstanding’ ratings is greater than the number of ‘requires 
improvement’ and ‘inadequate’ ratings, there has been 
disappointing deterioration in some areas.  This is complemented 
by welcome improvement in other areas. 

• The Trust has been served with a Warning Notice under s29A of 
the Health & Social Care Act 2012.  The Trust is required to 
respond to the Notice and other improvement requirements by 6 
September. 

• The report describes the process by which the recovery plan 
produced in response to the Notice will be monitored and reported 
to the Board, and seeks the Board’s approval for its submission to 
the CQC.          

Options and decisions 
required 

• The Board is asked to approve the Recovery Plan and its 
submission to the CQC in response to the Warning Notice.  

Next steps / future actions: 

 

Once approved, the Recovery Plan will be monitored by the Quality 
Improvement Advisory Group in the first instance, and reported to 
the Quality & Performance Committee,  and thence to the Board on 
a monthly basis.  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Effective and consistent delivery of the improvements required by 
the Notice is required in order for the Trust to comply with its 
regulatory and contractual obligations.  Failure to comply with the 
Notice in a timely fashion may result in criminal prosecution.   

None of the issues identified by the CQC indicates that any person 
or group is affected any more or less as a result of possession of a 
protected characteristic. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Public and patient involvement in addressing some of the issues 
identified in the report – this is indicated where relevant in the 
Recovery Plan.   

The Communications team will be supporting the QIAG in promoting 
recovery / improvement messages to the wider Trust. 

 

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

Organisational Priorities Addressing the compliance issues raised in the report will support the 
Trust’s delivery of safe, high quality patient focused care, and in 
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• 2i – get the basics right – deliver high quality care across all 
clinical services 

• 2ii – build an environment and culture where patients, families 
and carers can take the lead in meaningful care 

 

Board Assurance Framework/ 
Risk Register Reference 

Addressing the quality issues identified by the CQC will help to 
mitigate the following risks: 
 
CRR 1, 2, 3, 4, 5, 6, 7, 10, 11 
BAF – all entries on the BAF 
 

Risk Description See above 

CQC Reference All domains 

 

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

Quality & Performance Committee  30.08.18 
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1. The CQC has now published its reports on the comprehensive and well led inspections 
carried out at the Trust in April and May this year.  The reports have been circulated to 
Board members previously and are available on the CQC’s website. 

 
2. As a result of the Commission’s findings, the Trust’s ratings in each domain and each 

care pathway have been reviewed and in many cases revised.  The grid setting out the 
Trust’s revised ratings is attached at Appendix 1.  The Trust’s overall rating in each 
domain is as follows: 

 
Safe Effective Caring Responsive Well-led Overall 

Requires 
improvement 

↔ 

Requires 
improvement 

↓ 

Requires 
improvement 

↓↓ 

Requires 
improvement 

↔ 

Requires 
improvement 

↔ 

Requires 
improvement 

↔ 

 
 
3. The arrows in each box indicate whether a domain has stayed the same, reduced, or 

changed by two levels of rating.   
 
4. Clearly there has been significant improvement in some areas, and a number of 

ratings are very welcome to see – the universally outstanding performance in critical 
care is to be celebrated, as are the improvements in end of life care and the strong first 
time rating in diagnostics (not previously rated as an independent pathway).    

 
5. The arrows indicating change mostly relate to the last time there was a comprehensive 

inspection of the Trust in June 2015.  The position with regard to urgent and 
emergency services is slightly different, as the CQC has inspected this pathway more 
recently (February 2017).  By comparison with the published ratings associated with 
the 2017 report, the position in medical care has improved significantly, as indicated 
below: 

 
Medical care, including older people’s care 

Safe Effective Caring Responsive Well-led Overall 

Inadequate 
 

Feb 2017 

Inadequate 
 

Feb 2017 

Inadequate 
 

Feb 2017 

Requires 
improvement 

 
Feb 2017 

Inadequate 
 

Feb 2017 

Inadequate 
 

Feb 2017 

Requires 
improvement 

 
August 2018 

Requires 
improvement 

 
August 2018 

Requires 
improvement 

 
August 2018 

Requires 
improvement 

 
August 2018 

Requires 
improvement 

 
August 2018 

Requires 
improvement 

 
August 2018 

 
 
6. The Commission has not used the February 2017 ratings for Medicine because the 

inspection at that time covered only the urgent care elements of the medical care 
pathway, and did not qualify as a fully comprehensive inspection.    

 
7. Although there has been considerable improvement in a number of areas, it is 

disappointing to note the deterioration identified in others.  Of particular note is the 
reduction in the overall caring rating from ‘outstanding’ to ‘requires improvement’, 
despite ‘good’ or ‘outstanding’ performance in seven of the nine pathways inspected.  
The report identifies a small number of incidents observed during the inspection which 
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were not representative of the behaviour and values the Trust, and indeed most of its 
staff, expect to see.   Although it is reassuring to note that the significant majority of the 
Trust’s patients receive good or outstanding levels of care, addressing the issues 
which prevent the consistent delivery of outstanding care will be a key feature of the 
Trust’s response to the report. 

 
8. Similarly, there will be a particular focus on maternity services, where ratings 

deteriorated in all five domains.  The leadership team in the maternity department is 
working collaboratively with the Governance and Corporate Nursing teams to develop 
an effective programme of improvement to address the immediate issues raised by the 
CQC and their underlying causes.     
 

9. Actions to address deterioration in other areas are also in development as indicated 
below. 

 
10. In response to its findings during the inspection, the CQC has issued to the Trust a list 

of 54 requirements (‘Must-dos’ - indicators of an identified breach in required 
regulatory standards) and 71 recommendations (‘Should-dos’ – indicators of action 
required to prevent a breach). 

 
11. In support of the list of must/should dos, the Trust has been formally served with a 

notice under section 29A of the Health & Social Care Act 2012 which sets out the 
observed circumstances which led to the conclusion that the Trust has breached 
relevant regulations, and requires action to be taken to address these breaches by 31 
October 2018.  Failure to comply with the Notice by the required deadline can be 
prosecuted through the criminal courts.   A copy of the Notice is attached as Appendix 
2.    

 
12. A revised approach to addressing the CQC’s requirements has been developed.  A 

Quality Recovery Plan has been produced to help steer the Trust back to full 
compliance with its regulatory obligations.  The Quality Recovery Plan will be 
complemented by a range of quality improvement activities which are intended to drive 
wider changes in practice in pursuit of the Trust’s broader quality improvement 
aspirations.   

 
13. Addressing the compliance issues raised in the report will also support the Trust’s 

strategic objective to support delivery of safe, high quality patient focused care, and in 
particular  

• 2i – get the basics right – deliver high quality care across all clinical services 
• 2ii – build an environment and culture where patients, families and carers can 

take the lead in meaningful care 
 

14. The Quality Recovery Plan is undergoing further refinement and will be discussed at 
the Quality & Performance Committee on 30 August.  The latest edition of the plan will 
be circulated to Board members after the Quality & Performance Committee’s meeting. 

 
15. The Trust is required to submit a response to the Warning Notice to the CQC by 06 

September 2018.  It is proposed that the Quality Recovery Plan, once approved by the 
Board, will form the Trust’s response. 
 

16. Implementation of the Quality Recovery Plan will be monitored by the Quality 
Improvement Advisory Group.  This Group previously monitored delivery of the old-
format Quality Improvement Plan, but its terms of reference and membership have 
been reviewed and revised to ensure that its function supports the Trust’s wider quality 
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assurance activity and engages key stakeholders including the local Clinical 
Commissioning Groups, the CQC, NHS Improvement and NHS England.  The revised 
QIAG is chaired by the Chief Executive and its membership includes a range of 
Executive Directors and Divisional Nursing Directors.   
 

17. The Director of Governance & Risk will provide monthly updates to the Quality & 
Performance Committee and the Board, informed by discussions at the QIAG.    
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Ratings tables

Key to tables

Ratings Not rated Inadequate Requires
improvement Good Outstanding

Rating change since
last inspection Same Up one rating Up two ratings Down one rating Down two ratings

Symbol *

Month Year = Date last rating published

* Where there is no symbol showing how a rating has changed, it means either that:

• we have not inspected this aspect of the service before or

• we have not inspected it this time or

• changes to how we inspect make comparisons with a previous inspection unreliable.

Ratings for the whole trust

Safe Effective Caring Responsive Well-led Overall

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

The rating for well-led is based on our inspection at trust level, taking into account what we found in individual services.
Ratings for other key questions are from combining ratings for services and using our professional judgement.

same-rating––– same-rating same-rating––– same-rating same-rating–––

same-rating––– downone-rating downtwo-rating––– same-rating––– same-rating––– same-rating–––
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Ratings for Portsmouth Hospitals NHS Trust

Safe Effective Caring Responsive Well-led Overall

Urgent and emergency
services

Requires
improvement

Feb 2017

Requires
improvement

Feb 2017

Requires
improvement

Feb 2017

Inadequate

Feb 2017

Requires
improvement

Feb 2017

Requires
improvement

Feb 2017

Medical care (including older
people’s care)

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Surgery
Requires

improvement

Jun 2015

Requires
improvement

Jun 2015

Good

Jun 2015

Good

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Critical care
Outstanding

Jun 2015

Outstanding

Jun 2015

Outstanding

Jun 2015

Outstanding

Jun 2015

Outstanding

Jun 2015

Outstanding

Jun 2015

Maternity
Requires

improvement

Jun 2015

Requires
improvement

Jun 2015

Good

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Requires
improvement

Jun 2015

Services for children and
young people

Requires
improvement

Jun 2015

Good

Jun 2015

Outstanding

Jun 2015

Good

Jun 2015

Good

Jun 2015

Good

Jun 2015

End of life care
Good

Jun 2015

Good

Jun 2015

Good

Jun 2015

Good

Jun 2015

Good

Jun 2015

Good

Jun 2015

Outpatients
Good

Jun 2015
N/A

Good

Jun 2015

Good

Jun 2015

Requires
improvement

Jun 2015

Good

Jun 2015

Diagnostic imaging
Good

none-rating
Apr 2018

Good
none-rating

Apr 2018

Good
none-rating

Apr 2018

Good
none-rating

Apr 2018

Good
none-rating

Apr 2018

Good
none-rating

Apr 2018

*Overall ratings for this hospital are from combining ratings for services. Our decisions on overall ratings take into
account the relative size of services. We use our professional judgement to reach fair and balanced ratings.

upone-rating downone-ratingdownone-ratingdownone-rating same-rating––– same-rating–––

same-rating––– downone-ratingdownone-rating same-rating––– downone-rating same-rating–––

same-rating––– downone-rating upone-rating upone-rating same-rating––– same-rating–––

same-rating––– same-rating––– same-rating––– upone-rating same-rating––– same-rating–––

downone-ratingdownone-ratingdownone-ratingdownone-ratingdownone-ratingdownone-rating

downone-rating same-rating––– same-rating––– upone-rating same-rating––– same-rating–––

upone-rating upone-rating same-rating––– same-rating––– same-rating––– upone-rating

same-rating––– same-rating––– same-rating––– downone-rating same-rating–––
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CQC Representations 
Citygate 
Gallowgate 

Newcastle upon Tyne 
NE1 4PA 

For the attention of the  
Chief Executive 
Portsmouth Hospitals NHS Trust 
Trust Headquarters, F Level 
Queen Alexandra Hospital 
Portsmouth 
Hampshire 
PO6 3LY 

Telephone: 03000 
616161 Fax: 03000 
616171 

13 July 2018 

The Care Quality Commission The 
Health and Social Care Act 2008 
WARNING NOTICE:  
PROVIDER: Portsmouth Hospitals NHS Trust 

REGULATED ACTIVITIES: 
Treatment of disease, disorder or injury 

Our Reference: ENF1-5384312590 
Account number: RHU 

Dear Chief Executive, 

This notice is served under Section 29 of the Health and Social Care Act 2008. 

This warning notice relates to your registration to carry on the above regulated 
activity at or from the following location(s): 

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

We are notifying you that you are failing to comply with the relevant requirements of the 
Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.  

You are failing to comply with Regulation 11, 11(1), Need for consent, of The Health 
and Social Care Act 2008 (Regulated Activities) Regulations 2014. 

Why you are failing to comply with this regulation: 

Some nursing staff in the emergency department told us they lacked confidence to  
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assess mental capacity and usually deferred to medical staff. 

Some nursing staff in the emergency department showed a lack of understanding of 
legislative requirements in relation to mental capacity and consent. Two nurses 
independently told us that if a patient was 'compliant' they would not deem it necessary 
to complete a capacity assessment. 

On 10 May in the emergency department we saw that a DNACPR had been put in 
place for an elderly patient who was confused and who did not speak English. When we 
asked nursing staff whether a capacity assessment had been undertaken, they told us 
this was not necessary because the patient's relative was translating for them.  

Nursing staff across medical services said it was medical staff (doctors) responsibility to 
carry out mental capacity assessments not a nursing responsibility.  Nursing staff did 
not understand responsibility for carrying out mental capacity assessments, is in the 
first instance, that of the staff who are about to treat a patient or deliver care to a 
patient. 

Patient care pathways, that nursing staff completed, had a section that patients needed 
to sign to state they agreed to have their names displayed on the patient journey board. 
We viewed many examples, where nursing staff had signed the consent and detailed it 
as a 'best interest consent'. However, staff did not record how they made the decision 
that having the patients name displayed was in their best interests or that they had 
assessed at that time the patient did not have capacity to make that decision. There 
was no evidence that staff advised patients about what personal details would be 
displayed. There was no evidence of involvement of patient's families in the decision. 

Most patients had bedside rails raised on their beds. Review of patient records showed 
staff did not always clearly document the reason for the use of bedside rails. For 
patients whose care records detailed they were confused or lacked understanding of 
their conditions or situation, there was no evidence that nursing staff had assessed the 
patient's capacity to decide about the use of bed rails and had carried out a best 
interest decision making process. There was no evidence of discussions with the 
patient or other relevant parties about the use of bed rails. There was no DoLS 
authorisation in place regarding the use of bed rails. This was highlighted as an area of 
concern at our inspection of the urgent care pathway in February and May 2017. The 
trust was served a warning notice on 4 July 2017 requiring them to make significant 
improvements about this issue by 31 October 2017. The trust failed to make the 
required improvements. 

A patient on the hyper acute stroke unit (HCSU) was wearing hand control mittens, to 
reduce the risk of them removing tubes and lines providing essential treatment. Hand 
control mittens are recognised as a form of restraint.  There was no evidence in the 
patient's records that their mental capacity for deciding about the use of the hand 
control mittens had been considered. There was no record of a best interest decision 
making process having taken place.   
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Management of Deprivation of Liberty Safeguard (DoLS) records did not provide 
assurance that staff did not deprive patients of their liberty unlawfully. We reviewed 
records for patients who nursing staff said were subject to a DoLS authorisation.  

Review of patients DoLS records showed that in many cases urgent authorisations 
were out of date. There was no confirmation in the patient's records that a standard 
authorisation had been granted. On G1 ward, four patients, who staff said were subject 
to a DoLS authorisation, had no DoLS application or authorisation in their notes or 
records. On G3 ward, two patients had urgent DoLS authorisation that had expired. 
Staff said both these patients were still subject to a DoLS authorisation, but here was 
no evidence in the patient's records that a standard DoLS authorisation had been 
granted. On E4, three patients had urgent DoLS authorisation that had expired. Staff 
said these patients were still subject to a DoLS authorisation, but here was no evidence 
in the patient's records that a standard DoLS authorisation had been granted. On E2 
ward, one patient had urgent DoLS authorisation that had expired. Staff said this patient 
was still subject to a DoLS authorisation, but here was no evidence in the patient's 
records that a standard DoLS authorisation had been granted. This was highlighted as 
an area of concern at our inspection of the urgent care pathway in February and May 
2017. The trust was served a warning notice on 4 July 2017 requiring them to make 
significant improvements about this issue by 31 October 2017. The trust failed to make 
the required improvements. 

On one of the surgical wards, a Do Not Attempt Cardio Pulmonary Resuscitation 
(DNACPR) order had been agreed by the patient's wife as the patient lacked capacity. 
In the patient's note's there were entries showing that he had dementia but that he had 
also consented to treatment. There was no mental capacity assessment completed 
regarding the patient's capacity to decide about the DNACPR decision. 

On the surgical high care unit (SHCU) a patient had a DNACPR decision in place that 
had been made on 1 April 2018. The patient had not been informed or had agreed to 
the decision. A relative had been contacted who said that the patient would not want to 
go through cardiopulmonary resuscitation procedure, but could not account for the rest 
of the family's views so would discuss with them and contact the ward later that day. 
There was no further record in the notes from the family. Two weeks later in the 
patients notes there was a written capacity assessment showing they had capacity but 
the original DNACPR had not been amended or reissued. On the day of the inspection 
(18 May 2018) we asked staff whether the patient in question had capacity and were 
categorically informed that they did. We asked staff whether the patient had been told 
of the DNACPR decision and were told this had not happened.  

In end of life services, we reviewed  32 DNACPR forms. We identified five patients who 
were described as not lacking mental capacity to make decisions about their DNACPR 
status, but there were no records of mental capacity assessments being completed by 
staff to reach that conclusion. 

You are required to become compliant with Regulation 11, section 11(1), of the Health 
and Social Care Act 2008 (Regulated Activities) Regulations 2014 above by 30 
October 2018.  
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Please note: If you fail to achieve compliance with the relevant requirement within 
the given timescale, we may take further action.  

You are failing to comply with Regulation 12, 12(2)(a)(b)(d)(g)(h), Safe care and 
treatment, of The Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014. 

Why you are failing to comply with this regulation: 

In the emergency department ambulance staff were frequently unable to hand over their 
patients to emergency department staff on arrival at the hospital Some patients waited 
too long for their initial assessment and for their treatment to begin. 

Data provided by the trust showed that the number of ambulance delays of 30 to 60 
minutes was as follows: November 2017: 64 
December 2017:545 
January 2018: 453 
February 2018: 439 
March 2018: 513 
April 2018: 327 

In the same period many patients were delayed by over an hour. This is known as a 
black breach. There were 339, 642 and 461, 324, 512 and 199 black breaches reported 
in each month respectively. 

Processes for streaming and assessing patients on arrival in the emergency 
department did not always operate efficiently and, at times of surge, patients' 
assessments, required to identify or rule out serious illness or injury, were delayed. The 
Royal College of Emergency Medicine recommends that patients should be assessed 
by a healthcare professional within 15 minutes of arrival. This standard was not 
consistently met. In the period November 2017 to April 2018 the monthly average 
percentage of patients arriving by ambulance and assessed within 15 minutes was as 
follows:  
November 2017: 79% 
December 2017: 76% 
January 2018: 75% 
February 2018: 75% 
March 2018: 66% 
April 2018: 86% 

In the emergency department we observed that patients remained in the 'pit stop' for 
too long, leading to a bottleneck, when there was a surge in ambulance arrivals. Some 
patients remained in this area for 45 minutes to an hour (the aim was to be seen in 20 
minutes), while new incoming patients were assessed in the corridor. 

Patients who self-presented to the emergency department were not always triaged 
promptly. Performance against the15 minutes standard was not previously monitored 
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but performance in April 2018 was reported to the board in June 2018, indicating that 
76.2% of self-presenting patients were triaged in15 minutes. 

Patients in the emergency department waited to long for their treatment to begin. The 
Royal College of Emergency Medicine recommends that the time patients should wait 
from time of arrival in the emergency department to the time that their treatment begins 
is no more than one hour. The trust's performance against this standard ranged from  

49.4% to 63% from January to April 2018, with the worst performance in March 2018. 

The emergency department was frequently crowded when demand for services 
frequently outstripped the availability of appropriate clinical spaces to assess, treat and 
care for patients.  Patients frequently queued in emergency department corridors where 
their safety was compromised because the area was not suitably equipped. 

Data provided by the trust showed that between 23 January 2018 and 28 February 
2018, a total of 1596 patients spent more than 15 minutes in the emergency 
department corridor. Daily, this ranged from six to 66 patients. A similar number was 
reported in March (1683), although April saw a significant reduction (663). On 27 March 
2018 two patients spent over 12 hours in the corridor, with the longest wait being 14.7 
hours. 

Patients receiving care and treatment in the corridor did not have access to call bells, or 
piped oxygen and suction and there was nowhere to safely secure their records. 

In the emergency department safety checklists were not consistently completed so as 
to provide assurance that regular checks on patients' safety had taken place. Although 
daily audits of completion rates were taking place, a comprehensive audit tool had not 
yet been developed to provide assurance that this risk assessment tool was being used 
consistently and effectively to ensure safe care. 

On 9 May 2018 four patients randomly selected in the area known as Majors B had no 
safety checklists completed. On 10 May 2018 we checked six safety checklists for 
patients in the emergency decision unit. None of these records were fully completed. 
Some had been commenced but had gaps and others had not been started at all.  In 
the major treatment area (A) we checked six records, all of which were incomplete. One 
patient, who had been in the emergency department for more than eight hours, had no 
checks recorded after four hours. Another patient, who had been in the emergency 
department for nearly 10 hours, had a gap of 5.5 hours where no checks had been 
recorded. 

We saw examples where sections of the record were completed some considerable 
time retrospectively following the check/intervention taking place.  We witnessed a 
handover of a patient from the pit stop to the major treatment area. The pit stop nurse 
had not completed a safety checklist for the patient and the receiving nurse said they 
would complete it retrospectively. This meant that records did not provide a 
contemporaneous account of care and treatment and may not be accurate. 
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Staff did not always comply with systems in place to control the risk of infection. During 
our inspection we saw some staff in the emergency department did not take necessary 
hand hygiene precautions and they were not challenged by their colleagues. We saw 
nurses wore protective gloves but some did not change them between patients, thereby 
posing the risk of spreading infection. 

On E2 ward and D7 wards we saw medical staff did not wash their hands between 
patient contacts. On E2 ward we saw a health care assistant who did not wipe down the 
blood pressure cuff between patient use or either wash or disinfect their hands between 
patient contacts. 

Infectious patients were not always appropriately isolated in the emergency department 
to prevent the spread of infection. In the infection prevention dashboard for the 
emergency medicine clinical service centre (April 2018) it was reported that only 33% of 
patients with suspected infectious diarrhoea were correctly isolated.  

Staff in the emergency department did not always dispose of sharps appropriately. 
During our inspection we saw that some sharps bins were left open. This meant there 
was a risk of spillage which may cause injury or exposure to infection. 

Patients in the emergency department were not routinely or consistently assessed for 
the risk of pressure ulcers or falls. 

Staff did not consistently comply with systems to ensure safe storage of medicines. In 
the emergency department records kept to record fridge temperatures were not 
consistently completed prior to May 2018 so we could not be assured that the 
monitoring system so ensure medicines were stored at the correct temperature were 
effective.  

Staff did not always ensure medicines were stored at the correct temperatures. This 
was highlighted as an area of concern at our inspection of the urgent care pathway in 
September 2016 and February and May 2017. The trust was served a warning notice 
on 4 July 2017 requiring them to make significant improvements about this issue by 31 
October 2017. The trust failed to make the required improvements. 

On D1, G3, G4, C7, F2 wards and AMU staff recorded maximum medicine fridge 
temperatures as above the recommended 8 degrees centigrade. In all occurrences 
there was no evidence that staff had acted to address the excessive fridge 
temperatures to ensure medicines were stored at temperatures that assured 
effectiveness of medicines.  

CQC did not have assurance that medicines were stored at the recommended 
temperature range the surgical high care unit (SHCU). For the month of May 2018, the 
temperature for the medicine fridge on SHCU was consistently reported as 9 degrees 
centigrade, rather than the recommended range of 2 degrees centigrade to 8 degrees 
centigrade. Staff advised the maintenance company that the fridge temperature were 
out of range, but there was no evidence that any action was taken to address the out of 
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range fridge temperatures to ensure medicines were stored at temperatures that 
assured effectiveness of medicines.  

In maternity services, one medicine fridge in the hospital delivery suite recorded 
maximum temperatures above 8 degrees Celsius on seven occasions since 1 April 
2018. There was no evidence that staff had acted to address the excessive fridge 
temperatures to ensure medicines were stored at temperatures that assured 
effectiveness of medicines.  

In outpatient services one medicine fridge had temperatures recorded that were outside 
the recommend range. There was no evidence that staff had acted to address the out 
of range fridge temperature to ensure medicines were stored at temperatures that 
assured effectiveness of medicines.  

On Starfish ward, the fridge for chemotherapy storage did not have a thermometer that 
could read minimum and maximum temperatures. This did not provide assurance the 
chemotherapy medicines were kept at optimal temperature. 

Medicines reconciliation did not routinely occur across all the medical services within 24 
hours, which was not in line with the providers own target or National Institute of Clinical 
Excellence target.  The trust's audits of medicine reconciliation between January 2017 
to March 2018, showed between 89% and 73% of patients had a medicines 
reconciliation carried out within 24 hours of admission. This rate decreased to 56% for 
patients admitted to the hospital at weekends. This was highlighted as an area of 
concern at our inspections of the urgent care pathway in September 2016 and in 
February. The trust was served a warning notice on 4 July 2017 requiring them to make 
significant improvements about this issue by 31 October 2017. The trust failed to make 
the required improvements. 

On the medical wards, we found poor documentation of patient care which posed a risk 
to providing safe care and treatment. On (D1 ward, an orthopaedic and trauma ward 
where medical outliers were cared for), we reviewed nursing care records for seven 
medical patients, we found gaps in the records for four of these patients. Nursing staff 
did not make entries in the intentional rounding records, did not make entries in the fluid 
intake monitoring charts, did not detail about the care and treatment of a pressure ulcer 
and did not detail how to reduce the risk of falls for a patient identified as at risk of falls. 

For one patient on D1 ward who had diabetes, staff detailed in their care plan "blood 
glucose recorded on proper sheet." Staff did not detail the frequency of blood glucose 
monitoring, what range the blood glucose should be in or what action staff needed to 
take if the blood glucose readings were outside a safe range. This was highlighted as 
an area of concern at our inspection of the urgent care pathway in February and May 
2017. The trust was served a warning notice on 4 July 2017 requiring them to make 
significant improvements about this issue by 31 October 2017. The trust failed to make 
the required improvements. 
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On F3 ward for one patient, detail in their care plan did not match the instructions 
detailed from the speech and language therapist. The speech and language therapist 
detailed on 6 February 2018 "Continue on oral trials. Wait for breathing to settle 
between sips of fluid. Six teaspoons of stage 2 fluids three times a day." Nursing staff 
had detailed in the patient's care plans, dated 9 February, "record all oral intake." There 
was no reference to the speech and language therapist instructions and there was no 
further detail from the speech and language therapist to indicate a change on their 
instructions. This meant there was a risk to the patient that they might aspirate and 
develop a chest infection. 

On the medical wards, we found staff did not fully complete fluid charts. We reviewed 
15 fluid charts, 12 of which were not fully completed.  

On the 19 April 2018 we found the fluid record charts for a patient on E4 ward were not 
completed. Staff recorded that the patient had only had 200mls of fluid on the 17 April 
2018, before 12 midday and nothing after that time. Staff recorded that the patient had 
only had 400mls of fluid on the 18 April 2018, between 9am and 10am and nothing after 
10am. At 11.25am on 19 April 2018, the patient's fluid record chart indicated they had 
had no fluids to drink since midnight.  For all three dates, there was no fluid output 
recorded.  

On the 18 April 2018 we found the fluid charts of a patient on G4 were not completed. 
Although there were entries made on the 17 April 2018, these were not totalled or 
balance. On the 18 April 2018, there were no entries on the fluid record chart, despite 
the patients receiving intravenous fluids therapy.  

On the medical wards we found staff did not always identify and complete assessments 
of patient risks. On AMU we found two patients who did not have a falls risk 
assessment completed.  On F1 ward, for a medical patient, we found they did not have 
any nursing assessments completed.  On G4 ward, we found one patient who did not 
have a pressure ulcer risk assessment. A second patient on G4 did not have falls risk 
assessment completed. A third patient on G4 ward did not have a moving and handling 
risk assessment completed. On G3 ward, one patient did not have falls assessment 
completed. A second patient on G3 ward did not have any nursing assessments 
completed. On F6 ward, one patient did not have a falls risk assessment completed. 
We found across all wards assessments of the risk of use of bed rails were not always 
completed. We found across the wards, risk assessment to self, others and from others 
were not routinely completed for patients with a mental health or learning disability 
diagnosis. Most patients had bed rails raised on their beds; staff did not always 
complete assessments about risks posed to patients with the use of bed rails.  

On the medical wards we found that where risks to patients had been identified, there 
was not always a plan to lessen the risk to the patient. On F6 ward, signs above a 
patient's bed detailed they required a restricted fluid intake. The patient's care plans did 
not detail how much fluid they could have and there was no fluid chart to monitor the 
patient's fluid intake. In AMU, a patient was identified as requiring the use of a hoist to 
support safe transfers; there was no detail in the patients care plan about the sling size 
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that staff needed to use to ensure the patient was transferred safely and without risk of 
injury.  

On the surgical wards some patient records did not have a record of falls assessments, 
a Venous Thromboembolism (VTE) assessments, or MUST assessments (a MUST 
assessment is a five-step screening tool to identify adults, who are malnourished, at 
risk of malnutrition or obese).  Our review of five patient records on D7 ward, showed 
staff had not completed VTE assessments for all five patients. Our review of two patient 
records on the surgical assessment unit (SAU) showed that staff had only partiality 
completed the VTE assessment for one patient and for the second patient staff had not 
completed a VTE assessment.  

Patients at increased risk of deterioration did not have their conditions monitored in a 
timely manner. The trust's audits of use of the Early Warning Score (EWS) showed that 
between March 2017 and February 2018 patients who had a higher EWS score (at 
increased risk of deterioration) were less likely than those who had low EWS scores to 
have their repeated observations carried out in a timely manner. For the medical 
Clinical Services Centre (CSC) compliance with carrying out observations of patients on 
time for patients who scored six or more on their previous observations was between 
48% and 55%. For the renal CSC (which included renal medical wards as well as 
dialysis units and renal surgery), compliance with carrying out observations of patients 
on time for patients who scored six or more on their previous observations was 
between 52% and 62%. There was no action plan for staff to follow to bring about 
improvements with the monitoring of patient's wellbeing in a timely manner.  

You are required to become compliant with Regulation 12, section  
12(2)(a)(b)(d)(g)(h), of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014 above by 30 October 2018.  

Please note: If you fail to achieve compliance with the relevant requirement within 
the given timescale, we may take further action.  

You are failing to comply with Regulation 17, 17(2)(a)(b)(c)(d)(f), Good governance, of 
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. 

Why you are failing to comply with this regulation: 

In the emergency department there was a lack of timely action in response to some 
serious incidents, in order to prevent further incidents. 

Falls were a common incident theme in the emergency department. Between February 
2017 and January 2018 five falls occurred which met the serious incident reporting 
criteria set by NHS England. Two falls, one in November 2017 and a second one in 
March 2018, had resulted in patients in the emergency department sustaining a 
fractured hip.  Despite this, there was no falls risk assessment tool in use in the 
emergency department. We asked four members of staff if there was a falls champion 
in the department and they could not identify anybody. 
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A serious incident, which occurred in June 2017 highlighted a failure to identify a 
deteriorating patient and failure to complete a transfer form when the patient was 
transferred to a ward.  A further 10 transfer records were reviewed and found transfer 
forms had not been completed. The trust had only recently (at the time of our 
inspection) introduced a transfer checklist and its use had not been audited since 
introduction. 

Governance and assurance systems in the emergency department were not fully 
developed or effective. The risk register did not capture the safety risks associated with 
delayed ambulance handover, delayed initial assessment, delayed time to treatment 
and prolonged waits for beds (12 hour breaches were the most common cause of a 
serious incident).  The safety risks associated with poor record keeping (failure to 
consistently complete safety checklists) and falls (five serious incidents had occurred 
between February 2017 and January 2018). 

Governance meetings were frequently cancelled due to operational pressures. The 
governance and quality meeting was cancelled in December 2017 and March 2018 and 
the mortality and morbidity meeting was cancelled in January, March and April 2018.  

There were 20 whole time equivalent nurse vacancies at the time of our inspection. The 
emergency department risk register identified "insufficient number of nursing staff to 
adequately meet demand". This was recorded as a high risk. The head of nursing told 
us there were plans to recruit approximately three nurses per quarter. This meant the 
emergency department would continue to rely on temporary staff for some time to come 
and demonstrated a lack of pace with improvement plans. 

In medical services we found several issues which had not improved sufficiently to 
demonstrate robust leadership and governance processes since out last inspection 
comprehensive inspection in 2015 and our last inspection of the urgent care pathway in 
2017. This was highlighted as an area of concern at our inspection of the urgent care 
pathway in February and May 2017. The trust was served a warning notice on 4 July 
2017 requiring them to make significant improvements about this issue by 31 October 
2017. The trust failed to make the required improvements. 

These issues included personalised care planning, medicines management, 
identification and management of risks to patients, staff appraisal completion rates, staff 
understanding and application of the Mental Capacity Act 2005 and associated 
Deprivation of Liberty Safeguards, security of patient records and  quality of dementia 
care. 

Governance arrangements had failed to ensure changes in practices were sufficient to 
ensure patients living with dementia received high quality personalised care and 
treatment.  
The trust still did not fully consider the needs of patients living with dementia.  The 
warning notice served on the trust in July 2017, cited staff failed to provide respectful, 
dignified and personalised care to patients living with dementia.  During the inspection 
we did not observe any staff delivering disrespectful care to patients living with 
dementia.  However, staff did not deliver personalised care to patients living with 

Page 69 of 98



dementia. During the inspection period we found only four "This is me" documents 
being used by staff to support delivery of individualised care to meet the needs of 
patients living with dementia.  This was despite the trust relaunching the use of this 
document following poor results in the Nominal Audit of Demetria care in general 
hospitals 2016-2017, carried out by the Royal College of Psychiatrists and published in 
July 2017.   

There was limited provision of meaningful activities for patients living with dementia. 
Wards had activity trolleys that provided a range of activities staff could use to support 
patients living with dementia to engage in meaningful activities. We did not observe 
staff used the activities with any patients during the inspection period.  Failure to 
provide personalised care and support patients living with dementia in meaningful 
activities increased the risk of their physical and mental health deteriorating during their 
admission to hospital. 

Governance arrangements had failed to ensure changes in practices had resulted in 
staff storing patient records securely. The unsecure storage of patient's records was 
highlighted as an area of concern at our inspection of the urgent care pathway in 
February and May 2017. The trust was served a warning notice on 4 July 2017 
requiring them to make significant improvements about this issue by 31 October 2017. 
The trust failed to make the required improvements. 

On E7 ward, staff left unsupervised medical notes by a patient bedside.  

All wards we inspected had notes trolleys. Most of these, although having lockable tops, 
were not locked and staff said they did not have keys to lock them. Many had open 
sections to the notes trolley where patient records were kept, making the records easily 
accessible to unauthorised persons.  

On F6 ward, the lockable notes trolley was left unlocked, despite CQC staff raising the 
issue with staff twice.  

On C5 ward, notes were held in an unlocked trolley in an open corridor. 

On G5 ward, we found a computer screen with patient details and x-rays was left open 
with no member of staff in attendance 

During the afternoon of 17 April 2018, on F3 ward, we found patient records were 
stored in an unlocked notes trolley. 

During the afternoon of 18 April 2018 in the acute medical unit (AMU) a patient's 
discharge information was left lying by the printer.  

On 19 April 2018, on E4 ward we found patient records were stored in an unlocked 
notes trolley. 

During the morning of 19 April 2018 on E7 ward we found patients medical notes were 
left out unsupervised by the bed space of bed number 12.  
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During the morning of 19 April 2018 on C5 ward we found patient records were stored 
in an unlocked notes trolley 

On C6 ward, during our night-time visit on 25 April 2018, we found patient notes trolleys 
were not secured and patient records were left out from notes trolleys.  

In outpatient services, at Queen Alexandra hospital, paper medical records were not 
always stored securely in lockable trolleys. Patient letters were left on top of the 
reception desk visible to patients in ophthalmology outpatients. Records were stored in 
unsecured boxes in areas that were accessible to patients in the fracture clinic. 

In the surgical wards, patient records were not held securely. They were kept in an 
unlocked trolley, an unlocked drop file drawer within the trolley or in shelving in the 
ward or bay. 

Governance arrangements had failed to ensure changes in practices had resulted in 
staff managing medicines in a safe manner. We found across medical, surgical, 
maternity wards, the outpatients department and the emergency department, there was 
lack of assurance that staff stored medicines within the recommended temperature 
ranges. This meant that because medicines were stored outside recommended 
temperature ranges there was continued risk that patients received medicines that were 
not fully effective.  

Governance arrangements had failed to ensure changes in practice had resulted in 
medicine reconciliation occurred within 24 hours of patient's admission to hospital.  

Governance arrangements had failed to ensure improvements were made with staff 
completion of patient records. During the inspection we found records for 31 patients 
that staff had not fully completed. This included incomplete risk assessments and 
incomplete fluid and food charts. This meant governance processes could not ensure 
staff delivered high quality and safe care and treatment to patients.  

Governance arrangements had failed to ensure improvements were made in the 
application of the Mental Capacity Act 2015 and associated Deprivation Liberty 
Safeguards. At this inspection we found nursing staff did not believe they had a 
responsibility to carry out mental capacity assessments, there was lack of evidence that 
standard Deprivation of Liberty Safeguard authorisations had been granted after urgent 
authorisation had expired and there was lack of evidence that staff followed best 
interest decision making processes when patients did not have capacity to make their 
own decisions. This meant governance processes did not ensure staff took account of 
their individual responsibilities towards the Mental Capacity Act 2015 and associated 
Deprivation of Liberty Safeguards.   

Medical services and the emergency department risk registers did not identify risks to 
patients' liberty due to staff not having a good understanding of the Mental Capacity Act 
and associated Deprivation of Liberty Safeguards, risks to patients not receiving 
appropriate care and treatment due to incomplete patient assessments and lack of 
individualised care plans. 
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You are required to become compliant with Regulation 17, section 17(2)(a)(b)(c)(d)(f), 
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 above 
by 30 October 2018.  

Please note: If you fail to achieve compliance with the relevant requirement within 
the given timescale, we may take further action.  

We will notify the public that you have been served with this warning notice by including a 
reference to it in the inspection report. We may also publish a summary more widely, but 
will not do so if there is a good reason not to.  
  
If you think that the notice has been wrongly served on you, you may make representations 
to us. This could be because you think the notice contains an error, is based on facts you 
consider to be inaccurate, that it should not have been served, or is an unreasonable 
response to the situation it describes. You may also make representations if you consider 
that for these or any other reason, the notice should not be more widely published.  

The Act and its associated regulations are available on the Commission's website: 
http://www.cqc.org.uk 

Any representations should be made to us in writing within 10 working days of the date this 
notice was served on you. To do this, please complete the form on our website at: 
www.cqc.org.uk/warningnoticerepresentations and email it to: 
HSCA_Representations@cqc.org.uk 

  

If you are unable to send us your representations by email, please send them in writing to 
the address below. Please make it clear that you are making representations and make 
sure that you include the reference number ENF1-5384312590. 

If you have any questions about this notice, you can contact our National Customer Service 
Centre using the details below: 

Telephone: 03000 616161 
Email:  HSCA_Representations@cqc.org.uk 

Write to: CQC Representations 
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

If you do get in touch, please make sure you quote our reference number 
(ENF15384312590) as it may cause delay if you are not able to give it to us. 

Helen Rawlings 
Head of Hospital Inspections 
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TRUST BOARD PUBLIC – 6 September 2018  

Agenda Item Number: 184/18 
        Enclosure Number: 7 

Subject:  Mortality/Learning from Deaths 

Prepared by: 
Sponsored & Presented by: 

 Gill Gould, Associate Chief Nurse – Patient Safety 

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

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

Since the last report The Trust has continued to develop the 
systems and processes required to meet these the 
requirements set out in the report, including 

• Mortality review panel 
• Mortality Review Group 
• Learning from Deaths Policy 
• Improved Data collection 
• Structured Judgement reviews 

 
The Trust has fully implemented the Learning from Deaths 
policy and all adult inpatient deaths are reviewed at the 
Mortality review panel. Child deaths are also now being 
reviewed through this process. Over 95% of deaths were 
recorded as having been reviewed in Q1 
 
The number of deaths reported in Q1 has returned to the 
levels of previous years, following the seasonal increase 
seen in Q4. 
 
 

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

None identified 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 In line with national reporting requirements this report will be 
submitted quarterly, with further detail in both data and 
learning outcomes to be included. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Potential reputational impact. 
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Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities Supporting safe, high quality, patient focussed care. 

Board Assurance Framework/ 
Risk Register Reference 

BAF 13 - Implementation of new initiatives, standards and 
learning from incidents and complaints is inconsistent across 
the Trust 
BAF 14 - Governance systems across the Trust are ineffective 
in the delivery and monitoring of high standards of care, 
treatment and performance, and are insufficiently open and 
transparent 

Risk Description All risks on corporate risk register which are patient harm 
related 

CQC Reference All domains 

 

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

N/A N/A 
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Learning from Deaths 
Q1 report to Trust Board 

 
 
Introduction 
This is the third report to the Trust Board following publication of the National Quality Board (NQB) 
Guidance on Learning from Deaths in March 2017, the purpose of which was to support the 
development of a standardised approach to learning from deaths across organisations.  
 
The report provides details on the actions taken in the last quarter to comply with the NQB 
requirements.  
 

Mortality Review Panel 
The panel continues to review all adult inpatient deaths. A monthly audit is undertaken to 
review any cases that have not been to the MRP. Audit data is validated by the Bereavement 
team to identify reasons for non compliance with the process.  

 
In June 2018 the panel commenced review of paediatric deaths. Although these will continue 
to be reviewed in line with the national guidance, ‘Working together to Safeguard Children’ it 
was felt that the addition of a case discussion at the MRP would be beneficial in the following 
ways 

• to provide the opportunity of earlier review 
• to enable review by non paediatric clinicians  
• to enable sharing of learning from these cases across the organisation  
• to support standardisation of process across the Trust 
 

Monitoring of deaths that occur within the Emergency department continues to be 
undertaken within the department, with a daily and weekly review process in place. Regular 
oversight by the Deputy Medical Director with responsibility for Patient Safety is in place and 
ways in which these cases can be incorporated into the MRP are being considered. 

 
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. Reviews of conditions that 
have triggered mortality alerts are undertaken using a standardised approach. The latest 
review of ‘intestinal infection’ has been completed with 29 cases identified. No unexpected 
deaths were found. 
 
Structured Judgement Review Process 
Two training sessions were held during Quarter 1 with good attendance from a wide range of 
specialties. 36 staff have now been trained, from 18 specialties. A further 2 sessions have 
been booked. Specialties which do not yet have any staff who have been trained have been 
identified and lead clinicians will be notified of the need to send staff to the forthcoming 
sessions 
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Data 1st April 2018 to 30th June 2018 
 
1) Total Number of Deaths  
 

 
 

There were a total of 500 recorded deaths between April and June 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. 
 
55 deaths occurred in the Emergency Department, monthly breakdown is detailed below. 
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The chart below shows the crude total death rate for the last 3 years 

 
 
 
The increase in number of deaths seen in Q4 of last year has not been sustained. Overall the 
picture remains almost unchanged with little year on year variation. 
 
 
2) Deaths subject to a Case Record Review 
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Of the 500 deaths recorded a total of 484 (96.82%) have been reviewed at the Mortality 
Review Panel. Of the 16 non reviewed cases 6 were in NICU and 2 in ED both of which are 
not currently part of the MRP process. The audit of the other 8 cases has demonstrated that 
most are due to documentation issues (i.e. cases have been reviewed but not added to 
MRT), these are expected to be resolved following audit review. 
 

 
 
The number of cases discussed with the coroner’s office and those then referred for Coroner’s 
Post Mortem has remained stable with 47 post mortems requested, slightly reduced from 53 in 
Q4.   
 

 
 

3) Numbers investigated via the Serious Incidents Requiring Investigation framework  

There were 13 patients who were identified as requiring investigation via the Serious Incident 
Requiring Investigation (SIRI) process in Quarter 1. 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. 
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4) Number of deaths where it is thought ‘more likely than not’ that problems in care 
contributed. 

 

There was 1 case between April and June where the panel considered that there was strong 
evidence of avoidability (Hogan score 2). This was the death of a patient receiving palliative 
care who died following a procedure where it was believed that this had caused a bowel 
perforation. The case was investigated but Post Mortem later confirmed that the perforation 
was unrelated to the procedure and therefore death was unavoidable. 

Four cases were felt to have been probably avoidable (Hogan score 3). 

• Three cases where the patient fell sustaining head injury which is thought likely to have 
caused death. In one of these cases post mortem confirmed that the death was not 
related to the fall. The other two cases are being investigated. 

• One case where the patient suffered a puncture of carotid artery during central line 
insertion. The patient later died due to a stroke. This case is being investigated. 

A further case has been identified through the SIRI process where it is believed, following full 
investigation, that there is strong evidence that the death of the patient was avoidable. This 
case related to a patient who was referred for a procedure by the GP. The referral was not 
received by the specialty due to an administrative error. The patient was later admitted as an 
emergency but died as a result of sepsis before the procedure could be undertaken.  

5) Themes and issues identified through review and investigation  

The key themes from the MRP remain similar to previous reports. There have been no new 
themes identified and no themes related to deteriorating patient management or sepsis. 

There has been a sustained improvement in decision making re DNACPR, End of Life and 
ceilings of care, most notably in specialties which have been attending the MRP for longest 
(respiratory and MOPRS). There has also been an improvement in the documentation of 
decision making and discussions with patients and families.  

However, there continue to be a significant number of cases where there were opportunities for 
more timely decision making, and in particular where DNACPR decisions could have been 
made earlier. This is more apparent in those specialties who have joined the MRP process 
more recently, in particular in Oncology. 
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Specialties that have more recently commenced attendance are being supported to improve 
practice through constructive challenge and learning from the experience of others. 

Delays in discharge for medically fit patients and those awaiting Fast Track funding approval 
continue to be themes. Particular concerns exist around delays in completion of required 
paperwork by Trust teams, thus delaying funding decisions and leading to patients not 
receiving end of life care in their place of choice. 

Inadequate documentation of care plans within the Achieving Priorities of Care pathway has 
been noted. 

There continue to be a number of patient’s admitted to the Trust who have advanced care 
plans in place but these have not been followed; or patients where no anticipatory care 
planning had been undertaken and this would have been appropriate. 

Trainees report that the Mortality Review Panel is an excellent learning experience with 
frequent supervised learning events being completed in portfolios as a result. A visiting CQC 
fellow reported that the panel was an example of educational good practice. 

6) Changes that have been made as a result  

Work with specialties, feeding back concerns about delays in decision making to support a 
culture of change. 

An audit of decisions regarding resuscitation, ceilings of care and commencement of Achieving 
Priorities of Care (APOC) plan has been commenced to identify specialties where further 
support and education may be required.  

Plans are being developed to present the results of this audit, supplemented by additional 
feedback and relevant case examples to each specialty. Departments will be prioritised based 
on the results of the audit. 

The newly appointed Senior Lead Nurse for Dementia and End of Life care will be working with 
teams to improve documentation of care planning for patients on APOC using case examples 
where documentation has been identified as inadequate. 

Work with wider Health Care economy to identify areas where fast track process can be 
improved, including increasing knowledge of PHT staff of process and requirements, is being 
progressed. 

Feedback of concerns/ issues from community and primary care is shared with CCG partners. 
Senior patient safety team are facilitating an educational session for local GPs via the ‘Target’ 
programme this autumn. CCG partners have requested that further sessions are arranged to 
cover other localities.  

Planning is underway for the introduction of the Medical Examiner role which is a national 
requirement from April 2019. Links have been made with NHS Trusts who have piloted this role 
in order to inform these plans. 
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TRUST BOARD - PUBLIC – 6 September 2018 
Agenda Item Number: 187/18 

        Enclosure Number: 8 
Subject:  Freedom to Speak Up – Quarterly report 

Prepared by: 
 

  Sponsored & Presented by: 

Jenny Michael – Freedom to Speak up Guardian and PHT Health, 
Safety & Wellbeing Advisor 

Lois Howell, Director of Governance & Risk, Freedom to Speak Up 
Executive level lead 

Purpose of paper To update the Board on the progress to date regarding Freedom to 
Speak up, including the number and nature of concerns raised 
throughout the organisation 

Key points for Trust Board 
members 
 

• More concerns are coming personally to the Guardian than 
through the FTSU dedicated email which is a good indicator that 
there is better recognition and awareness.  

• CQC report identified that arrangements for Speaking Up Were 
Effective 

• 72.33% of staff have received some form of FTSU training 

Options and decisions 
required 

For the Board to note this report and to ensure that they support the 
FTSU priorities and actions going forward 

Next steps / future actions: 

 

To circulate the findings within this report and actions to relevant 
groups/committees as required including the Board, Joint Consultation 
and Negotiating Committee.  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None of the issues addressed in this report themselves give rise to 
legal concerns, although if they fail to be addressed appropriately there 
may be associated disputes.   

None of the issues raised by BAME staff members relate to issues of 
race or unlawful discrimination 

Consideration of Public 
and Patient Involvement 
and Communications 
Implications? 

No relevant issues included in this report  

 

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

Organisational Priorities The promotion of a healthy culture of speaking up promotes the 
delivery of all Trust priorities 

Board Assurance Framework/ 
Risk Register Reference 

Nothing raised with the FTSU Guardian or Advocates represents and 
additional risk which needs to be added to the Board Assurance 
Framework or Risk Register 

Risk Description N/A 

CQC Reference Well led domain 

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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None  
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Background to the Freedom to Speak Up (FTSU) Guardian Role 
 
1. Following on from the Mid Staffordshire public enquiry in 2013 and the release of the  

Francis report in 2015, the standard NHS contract required all organisations subject to 
the contract to nominate a Freedom to Speak Up Guardian by October 2016. 

 
2. Portsmouth Hospital NHS Trust (PHT) appointed its first Guardian, an elected Governor, 

to the role in late 2016.   This post holder continued until she stepped down in February 
2018. 

 
3. The Trust’s new Guardian was appointed at the end of January 2018 after an open  

application process. 
 
Principles of the Guardian Role 
 
4. The Freedom To Speak Up (FTSU) Guardian will work alongside Trust leadership teams  

to support the organisation in becoming a more open and transparent place to work, 
where all staff are actively encouraged and enabled to speak up safely. 
 
The Guardian provides independent, impartially and objective advice to all staff groups 
about the process of raising concerns at work, at any stage of raising a concern. 
 

5. Freedom to Speak Up Guardians help: 
• Protect patient safety and the quality of care 
• Improve the experience of workers 
• Promote learning and improvement 

 
by ensuring that: 
• Workers are supported in Speaking up 
• Barriers to speaking up are addressed 
• A positive culture of speaking up is fostered 
• Issues raised are used as opportunities for learning and improvement 

 
Advocates 
 
6. To support the role of the Guardian at PHT, a network of FTSU Advocates has been  

developed across the organisation.  The Trust currently has 17 advocates from a variety 
of clinical and non- clinical backgrounds, including the BAME staff group. Recently there 
have been a number of expressions of interest for more advocates to join the team and 
this is being followed up accordingly. 

 
Speaking up Data 
 
7. FTSU Guardians are required to keep records of all cases with which they have had  

dealings in their role as Guardian. This includes those that have raised concerns with 
Advocates. Data is collected from all Guardians on a quarterly basis, collated and 
publicised on the CQC website. 

 
8. Q1 DATA has just been submitted to the NGO and is yet to be formally published 
 
9. Q1 Data Portsmouth Hospitals NHS Trust (PHT) submitted to NGO 
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• 22 directly with the Guardian  
• 14 via the FTSU Advocates  
• 2 cases raised relating to patient safety 
• 16 cases relating to behaviours 
• 18 ‘other’ cases covered a mixed variety of role clarity, process, work-life balance, 

environment (working conditions) 
• 3 cases raised where the reporter wished to remain anonymous 
• 1 case where the reporter felt they had suffered detriment as a result of speaking up 

 
Two patient safety incidents were raised during this period: 

• Neonatal feeding during transfusion – undergoing clinical audit 
• Department phone line fault, delay in access for advice and treatment – resolved 

 
Common themes Q1 from those categorised as ‘other’  

• Sickness absence management 
• Poor working relationships 
• Fair treatment 
• Restructure 
• Environment conditions  
 

FTSU reporting by staff group 
 

Medical    
    & Dental     Nursing       HCA     Midwifery        AHP     Admin &  

     Clerical         FM       Other 

1 15 2 1 8 3 1 5 
 
10. FTSU cases by division Q1 
 
    Medicine & Urgent Care     7 
    Networked Services     6 
    Surgical and Outpatients     4 
    Clinical Delivery     15 
    Corporate Services     3 
    FM     1 
 
11. The National Guardian’s Office encourages Trusts to record the ethnicity of those  

accessing FTSU services. Via this data the Trust can confirm that BAME staff members 
have used this service at PHT. None of the issues raised by BAME staff members relate 
to issues of race or unlawful discrimination. 

 
Accessibility 
 
12. Figures indicate that the appointment of a new FTSU Guardian and the development of  

a network of FTSU advocates is starting to have positive outcomes and encouraging 
more staff to come forward and raise concerns. 
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Whilst the Guardian has a dedicated confidential email account and mobile number many 
contacts are coming direct which is a good indication that staff are able to identify who 
the Guardian is and make contact with them direct. 

 
Other Progress to Date 
 
 
Communication 
 
13. An all staff email from the Chair was distributed to staff following the publicity of Gosport  

War memorial highlighting the board’s commitment to respond to concerns raised by 
staff. 

 
14. FTSU messages continue to be spread throughout the organisation via a number of  

routes including social media. 
 
Support 
 
15. The Guardian continues to be supported by the executive team. Regular 

meetings with the Chief Executive and Executive Lead are scheduled and take 
place. Whilst meetings with other members of the executive team are not 
scheduled, it has been made very clear and is acknowledged that they can be 
accessed as required.  David Parfitt – Non Executive Director has agreed to 
assume the role of NED lead for FTSU along with his role as lead on 
whistleblowing and as senior independent director. 

 
16. During time in post the Guardian has also been able to access Human Resources, 

Aquilis counselling service, Occupational Health services and other senior members of 
the Trust as required and with ease.  

 
CQC Inspection and Report 
 
17. As part of the CQC – Well Led Inspection the FTSU Guardian spent time with the  

inspectors reviewing the processes and support in place for FTSU/Raising concerns.  
The report highlighted that the arrangements in place appeared effective and that most 
of the staff that they had spoken to were aware of the FTSU Guardian and knew how to 
contact them or one of the advocate. 

 
Training – Trust Staff  
 
18. The National Guardian’s Office recommended that all staff should be given training and 

advice on raising and responding to concerns within their workplace.  
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At PHT all new starters have received this as part of their induction since October 2016. 
FTSU now forms part of the essential training matrix for all staff and current compliance 
figures are 72.33% 

 
A new Consultants’ study day is being held in October with FTSU and behaviours being 
included as an essential part of the day. 

 
FTSU is not yet included within Junior Doctors’ Induction. 

 
Internal networking 
 
19. Effort has been made to ensure that good links have been made with a variety of 

relevant groups including Joint Consultation and Negotiating Committee, trade union 
representatives, the BAME network group and the culture change group (behaviours). 
This was acknowledged in the CQC report. 

 
External networking 
 
20. The Guardian has attended the National FTSU Conference and the Wessex regional 

meeting since being in post and has developed good links with other FTSU Guardians 
within the area. 

 
Support for Advocates 
 
21. The Guardian holds monthly meeting for the Advocates to ensure that they are well 

supported in their role. This gives them the opportunity to share concerns and cases with 
the Guardian and other advocates as required. 

 
Feedback 
 
22. Obtaining feedback from those that have accessed the FTSU Guardian or Advocates 

can be challenging. However of those that have provided feedback, so far the comments 
have been very positive. Examples include: 
 
• ‘’I just wanted someone to listen to me – thank you’ 
• ‘I felt really well supported’ 
• ‘I feel more positive that our culture is changing’ 
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32 Priorities and future actions for the year ahead 
 
 

Action Target  Date Measure of 
Success 

Progress Sept 18 Progress Dec 18 Progress Mar 18 

To ensure that the 
FTSU agenda 
forms part of the 
overall Trust 
strategy 
 

July 2018 Evidence of 
FTSU agenda 
embedded 
within PHT 
Strategy 

PHT strategy now 
complete – working 
together with 
compassion 

  

To ensure that the 
board are fully 
sighted on FTSU 
concerns and that 
the agenda is given 
their full support 

Quarterly Quarterly 
reports to board. 
The board 
actively engage 
with the FTSU 
agenda 

   

To benchmark PHT 
against the NGO 
case reviews that 
have been 
undertaken in other 
Trusts and the 
recommendations 
they received 

September 2018  Benchmarking 
complete and 
identified 
shortfalls 
incorporated into 
action plan to 
address 

No obvious 
discrepancies noted to 
date 

  

To ensure that 
FTSU training 
continues to be 
delivered to all staff 
groups at induction 
and forms part of 

August 2018 FTSU is agreed 
to be 
incorporated into 
essential 
training matrix 
for all staff and 

FTSU now forms part of 
essential training for all 
staff. FTSU advocates & 
Guardian continue to 
deliver at department 
level when requested. 
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the essential 
training matrix 
 

is updated 
annually 

FTSU also included 
within ‘setting direction’ 
for newly appointed 
clinical staff. 

To ensure that 
FTSU is 
incorporated in to 
all other relevant 
policies as required 
by the NGO 
 

July 2018 All relevant 
policies signpost 
staff to FTSU 
Guardian as 
recommended 
by NGO 

All relevant policy 
holders have been 
contacted 

  

To develop an 
online ‘raising 
concerns’ and 
‘feedback’ form 
 

August 2018 Form developed 
on FTSU web 
pages and 
availability 
circulated 
across 
organisation 

This is not achievable 
with the current IT 
(sharepoint) system that 
is utilised without 
maintaining the 
confidentiality of end 
user 

  

To continue to 
raise the profile of 
FTSU. working 
towards raising 
concerns being 
business as usual 
 

Continuous but 
reviewed 
alongside next 
staff survey 
results 

Evidence of 
increased 
reporting of 
concerns via 
guardian and 
other means 
such as DATIX. 
Improvement in 
staff survey key 
themes 

ongoing   
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To increase the 
number of FTSU 
Advocates across 
the organisation  
 

ongoing Evidence of 
increased 
number of active 
advocates 
available 
throughout the 
organisation 

1 new joining this month 
and 8 others that have 
recently been contacted 
that have shown interest 
at recent events 

  

To continue to 
develop the skills 
and knowledge of 
advocates  

Ongoing and as 
future advocates 
join  

FTSU advocates 
able to self-
analyse their 
competency 
against NGO 
competency 
framework 
guidance 

Scheduled sessions 
organised as required by 
advocates – first one 
being guidance on 
supporting staff through 
the grievance process 

  

To further review 
the Raising 
Concerns Policy  
 

July 2018 Reviewed & 
ratified policy 
available to all 
staff 

Policy meets the 
requirement of NGO and 
is in line with NHSI 
standard template 
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Committee: Finance and Infrastructure Committee 

 
Date of Meeting: Monday 28 August 2018 

 
Chair: Christine Slaymaker, Non-Executive Director 

 
Executive Lead: Chris Adcock, Chief Financial Officer 

  
Appendix 1: Agenda 
 
Please see attached agenda for details of the matters considered at the meeting. 

 
Agenda 
item Items of particular note: 

109.18 
 
 
 
 
 
114.18.1 
 
 
 
114.18.2 
 

Ward to Board assurance: Clinical Delivery Division spotlight session where Matt Smith 
explained the Divisional financial position.  Matt sought to reassure on Divisional and Care 
Group ownership and responsibility of budgets and CIP.  The new Divisional structure in 
Clinical Delivery is working well.  Large risk in financial position related to Non-Pay CIP 
opportunity although focus is on what can be delivered.  
 
Oversight of delivery of month 4 and Q2 position.  The Committee sought assurance on 
actions underway to deliver and a clear understanding of the underlying financial position with 
associated mitigations and risks.  
 
Fully detailed £35m CIP to be secured by the end of September.  Finance team and DU 
outturn forecasts have narrowed to £5m (from £10m difference) but are below target year to 
date.  

 
Agenda 
item Items for escalation to the Trust Board: 

 N/a 

 
Agenda 
item Recommendations: 

115.18.2 
 

Estates Capital Development procurement approach was approved for recommendation to 
the Board subject to setting measures of success and bringing back to the Committee for 
evaluation in January 2019 when the buildings are up and running. 
 
In particular, the Committee recommends the Board to approve/note: 

1. The award of the contract for the costing and construction works for the Ambulance 
Handover facility and the extension of Ward A6, in line with the requirements of the 
winter plan, using a negotiated contract to Brymor Ltd through a Single Tender Waiver. 

2. The award of a contract for £1.1m over 5 years for the rental of a Modular discharge 
lounge facility to Portakabin. 

3. And to note the intention to progress the schemes for the Ambulance Handover and 
Modular discharge lounge/A6 extension schemes through PFI “carve out” and the 
endoscopy and theatres schemes in conjunction with PFI partners and issue a letter of 
intent.  

 
The Committee was assured on sources of funds; management scrutiny and rigour of 
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Agenda 
item Recommendations: 

proposals; compliance with procurement regulations and standing orders; and compliance 
with the Trust strategy and plans.  
 

116.18.2 Theatres Business case; The Committee recommends the Board approves the full business 
case for submission to the STP of £2.7m and Trust Capital of £0.98m which would be a call 
on the Trust’s 19/20 CRL. Post project evaluation will be three months after commissioning 
which would be Oct/Nov 2019. 
 
The Committee was assured on sources of funds; management scrutiny and rigour of 
proposals; compliance with procurement regulations and standing orders; and compliance 
with the Trust strategy and plans.  
 

121.18 Additions to the BAF/Risk Register/Audit Committee: 
• 19/20 CRL – additional commitment of £0.98m for Theatres (in addition to £2.6m 

already committed for Linacs) 
• Progress of CIP – year to date behind schedule 
• Management of Estates Projects – volume and scale risks 
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TRUST BOARD PRIVATE – 6 September 2018  Agenda Item Number: 189/18 
       Enclosure Number: 10 

Subject:  Estate and Facilities Update September 2018 

Prepared by: 
Sponsored & Presented by: 

John A’Court, Director of Estates and Facilities Management,  

Chris Adcock, Chief Financial Officer 

Purpose of paper To provide the Trust Board with a briefing in relation to principal 
Estates and Facilities matters 

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

The contract for the replacement of Carillion is progressing.  No 
effects are noted in the on-going provision of the services. 
Other contract amendments are progressing in parallel.   
The PFI Liaison Committee is to be re-constituted upon appointment 
of the Replacement Contractor. 
A number of service development capital schemes are progressing. 
Surveys to provide the base information in support of the Estates 
Strategy are to commence shortly. 
 

 

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

 For noting, discussion and feedback 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Progressing the workstreams outlined in the paper 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

none 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

none 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Trust Leadership Team (TLT) August 2018 
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Public Trust Board September 2018 

Estates and Facilities update 

Introduction 

1. This report provides and update on key ongoing aspects of the Estates and Facilities agenda. 

PFI Matters 

Replacement Service Provider 

2. Engie continues to act as Agent of Operations in the delivery of the facilities management 
(FM) services on behalf of PFI Project Co.  This interim contract has been extended until 31st 
October 2018.  No significant issues have been noted with the on-going delivery of the 
contracted services. 
 

3. Discussions have progressed with Project Co and Engie towards a common understanding of 
any changes required in the Replacement Services Provider Contract.  These will be subject to 
legal review and NHS Improvement / Department of Health / Infrastructure & Projects 
Authority scrutiny.   
 

4. Upon conclusion of these negotiations it will be necessary for the Trust to give formal consent 
to the appointment of Engie as the Replacement Services Provider.  In parallel, the PFI lenders 
will need to consent.  A full report is therefore expected to be provided to the October Board 
seeking either approval to give that consent or delegated authority to nominated officers to 
consent on the Trust’s behalf. 

Commercial Settlement 

5. Progress is being made on legal drafting of proposed amendments to the PFI contract 
reflecting the agreements reached in December. 

PFI governance 

6. The re-constitution of the PFI Liaison Committee has been agreed by all parties and will 
provide a platform for escalation and conclusion of operational and contractual matters in 
parallel with the Replacement Service Provider appointment.  The former Interim Director of 
Estates and Facilities has agreed to facilitate arrangements for the Liaison Committee.  Other 
aspects of PFI Governance will be reviewed as part of the Liaison Committee agenda. 

Service Development Capital Programme 

7. A significant number of capital development schemes are currently underway.  Many of these 
present a challenging and complex programme as they are required for winter preparedness 
or to meet funding timescales.  These schemes include: 

• The ambulance handover area and associated moves in the Emergency Department 
• Provision of a new Discharge Lounge in a modular building outside the East Entrance 
• Creation of 12 additional beds in the vacated Discharge Lounge as an extension to A6 

ward and associated moves 
• Extension of the theatres suite to create 2 additional orthopaedic theatres and 

associated moves 
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• Alterations to Endoscopy recovery to meet JAG accreditation advice 
• Replacement Linear Accelerators 

  
8. A mixture of contract approaches has been selected to deliver the schemes depending upon 

their programme and the potential impact on the PFI Contract obligations. 

Fire Safety 

9. Project Co continues with works to replace a selection of Fire Dampers and the installation of 
a new fire alarm system in the older estate.  Both of these programmes are proceeding with 
close liaison between the contractors, E&F Team and affected departments. 
 

10. Project Co is working on revised alarm programming to coincide with the new fire alarm 
system commissioning. 
 

11. Project Co has appointed a specialist fire engineering consultancy to conduct a new fire risk 
assessment.  The programme for the risk assessment is being prepared. 

E&F team update 

12. A substantive appointment has been made to the post of Director of Estates, Facilities, PFI and 
Capital Development. 
 

13. The recent Interim Director continues to support the transition to a new team structure on an 
ad-hoc basis. 
 

14. An Interim Deputy Director has been appointed for a minimum six month period pending 
filling of certain vacancies and the implementation of the new structure, which is the subject 
of a business case. 

Estates strategy 

15. A “Six Facet” survey will provide the base information for the development of the Estates 
Strategy.  It has been agreed that Project Co’s PFI contract obligation to conduct surveys in 
respect of 2 of the 6 facets will be extended at the Trust’s cost to cover all facets, and 
consultants are being appointed to conduct the surveys. 
 

16. The future of office accommodation requires review including the potential options for the 
future utilisation of Rodney Road. 
 

17. The next steps in the Estates strategy will require engagement of various internal and external 
stakeholders to understand the likely service developments over the next 5 to 10 years.   

John A’Court 

Director of Estates, Facilities, PFI and Capital Development 
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Directors
Mark Cubbon           
Mark Power    
John Knighton X           
Chris Adcock     X           
Theresa Murphy           X
Paul Bytheway          
Emma McKinney      X  
Lois Howell        
Penny Emerit       
Peter Mellor          X
Rob Haigh X      X
Sheila Roberts      
Nicola Ryley  
Ed Donald     
Rebecca Kopecek    X 
Cathy Stone 

Non-Executive Directors
Melloney Poole  X            
Christine Slaymaker             
David Parfitt             
Gary Hay       
Jon Watson     X X X
Inga Kennedy    X 

No longer at PHT
Greg Brown  
Simon Holmes    
Tim Powell  X          
Mark Nellthorp        
Michael Attenborough-Cox  X   X  X
Sir Ian Carruthers    
Elizabeth Conway  
Steve Erskine 
Dr John Smith X



X



Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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Trust Board Work Programme – 2018/19 
April May June 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Trust Guardian of Working 

Hours Report 
 

 

Quarterly reports 
 Risk - Operational Corporate 

Risk Register  
 Mortality Report 
 

Quarterly reports 
 Risk - Board Assurance 

Framework (BAF) 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
Annual items 
 National staff survey 
 Draft Quality Account priorities 
 

Annual items 
 Draft Quality Account 
 Audit Committee forward plan 
 Annual Education, learning 

and Development report 
 Chief Registrar Annual Report 

(JK) 

Annual items 
 Children’s safeguarding report 
 Final Quality Account 

 

Portsmouth City Council 
Health & Wellbeing Strategy – 
LH 

GDPR Readiness – update - LH CNST Incentive Requests - TM 

July August September 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report - 4 analysis reports 
 Quality Improvement Plan 

Update 
Never Events Report – JK 
Safer Staffing Nursing and 
Midwifery Report 
 Committee reports 
 Papers for noting 
 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Draft Corporate Strategy 
 

Quarterly reports 
 Risk - BAF  
 Trust Guardian of Working 

Hours Report 
 Mortality Report 

 

Quarterly reports 
 Risk – Operation Risk Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
Annual items 
 
 
 

Annual items 
 
 
 

Annual items 
 Winter plan 
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October November December 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update 
 Quarterly Corporate Strategy 

update  
 Lampard Review 
 
 

Quarterly reports 
 Risk – Board Assurance 

Framework (BAF) 
 Trust Guardian of Working 

Hours Report 
 Mortality Report 
 

Quarterly reports 
 Risk – Operational Risk 

Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
 

Annual items 
 Safer Staffing Nursing and 

midwifery report  
 Annual Complaints Report 
 EPRR Annual Report 

 

Annual items 
 Revalidation 
 Charitable Funds report and 

Accounts 
 

Annual items 
 Annual Infection Prevention & 

Control report 
 Annual Adult Safeguarding 

Report 

January February March 
Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Patient Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

 

Monthly reports 
 Staff Story 
 Chief Executive Report 
 Integrated Performance 

Report 
 Care Quality Commission 

Update 
 
 Committee reports 
 Papers for noting 

Quarterly reports  
 Charitable Funds Update  
 Quarterly Corporate Strategy 

update  
 

Quarterly reports 
 Risk – Board Assurance 

Framework (BAF) 
 Trust Guardian of Working 

Hours Report 
 Mortality Report 

 

Quarterly reports 
 Risk – Operational Risk 

Register 
 Research and Innovation 

Report 
 Freedom to Speak Up 

Guardian report  
 

Annual items 
 

Annual items 
 Equality & Diversity Annual 

Report 
 

Annual items 
 IG Toolkit submission 
 Contract negotiations 
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