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TRUST BOARD MEETING IN PUBLIC 
 

Thursday 4 October 2018 
09:15 a.m. – 1:45 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 
 

198/18 09.15 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Board Member has any 
conflict of interest with any items on the Agenda) 

 Chair 

199/18 09:20 Staff Story (Freedom to Speak Up Month) Presentation  

200/18 09:45 Minutes of the last meeting – 6 September 2018 1 Chair 

201/18 09:50 Matters Arising/Summary of Agreed Actions 2 Chair 

202/18 10:00 Notification of Any Other Business N Chair 

203/18 10:05 Chairman’s Opening Remarks  N Chair 

204/18 10:10 Chief Executive’s Report  
 

3 
 

CEO 

STRATEGY 

205/18 10:30 Winter Plan  4 
To follow COO 

206/18 10:45 Emergency Preparedness Resilience and 
Recovery  5 COO 

207/18 11:05 Corporate Objectives Balanced Scorecard N** DSP 

QUALITY & SAFETY 

208/18 11:15 Quality & Performance Committee Feedback 6 
To follow 

Committee 
Chair  

209/18 11:25 
 
Safety, Quality and Operational Performance 
Report Analysis 
 

N ** 
 

MD/CN/ 
COO 

210/18 11:55 Quality Recovery Plan 7 DGR 

211/18 12:10 Corporate Risk Register 8 DGR 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
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212/18 12:20 Workforce and Organisational Development 
Committee Feedback 9 Committee 

Chair 

213/18 12:30 
 
Workforce and Organisational Development 
Performance Report Analysis 
 

N ** DWOD 

FINANCE AND INFRASTRUCTURE   

214/18 12:50 
 
Finance and Infrastructure Committee Feedback 
 

10 Committee 
Chair 

215/18 13:00 
 
Financial Performance Report Analysis 
 

N ** CFO 

216/18 13:20 Audit Committee Feedback 11 Committee 
Chair 

GOVERNANCE 

217/18 13:30 Provider Licence Certification 17/18 12 DGR 

 
FOR NOTING / INFORMATION 

218/18 13:35 Non-Executive Directors Remarks/Observations N Chair 

219/18 13:40 Record of Attendance 
 

13 Chair 

220/18 13:40 Opportunity for the Public to ask questions 
relating to today’s Board meeting N Chair 

221/18 13:45 Any Other Business N Chair 

 
222/18 

 
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 

 
223/18 

 
13:45 

 
Next Month’s Trust Board and Trust Board 
Workshop Agenda 
 
Date of Next Meeting:  Thursday 1 November 2018, 
Lecture Theatre, QAH 

 
N 

 
Chair 

 
224/18 

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

 
** Supported by the IPR Data Pack 

Page 3 of 149



 
 
 

Trust Board Meeting in Public 
 

Held on Thursday 6 September 2018 
 

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

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)   
Theresa Murphy  Chief Nurse (CN) 

    
In Attendance:  Lois Howell   Director of Governance and Risk (DGR) 

Mark Power Interim Director of Workforce and  
 Organisational Development (DWOD) 
Alice Mortlock Research and Quality Manager (RQM 
 

Minutes:   Sonia Clarke   Committee Clerk (CC) 
    
Observing:   5 members of staff and public  

 
 
Item No 

 
Minute 
 

171/18 Welcome, Apologies and Declarations of Interest 
The Chairman welcomed everyone to the meeting and noted the apologies of Emma 
McKinney, Director of Communications and Engagement.  There were no declarations of 
interest. 

  
172/18 Staff Story 

The Board received a presentation from Dr Andrew Merwood, MacMillan Clinical 
Psychologist on the service provided at PHT.   
 
The Medical Director commented that this was considered a “Cinderella” service and the 
Trust was very fortunate to have someone of Dr Merwood’s calibre.  The Chief Financial 
Officer noted that there was an opportunity, with the introduction of the Divisional Finance 
Managers, to look at the service and consider a business case for its expansion.  The Chief 
Executive Officer thanked Dr Merwood and confirmed that the Trust hoped to continue to 
support the service with its very impressive and important work.  The Chairman thanked Dr 
Merwood for his excellent presentation.  

ACTION: CFO 
  
173/18 Minutes of the last meeting – 2 August 2018 

The minutes of the meeting of 2 August 2018 were approved as a true and accurate record 
of the meeting, subject to the following amendment: 
 
Page 9, 156/18, third paragraph, 12th line to be amended to read … There had been a 
significant increase in Urology referrals and the conversion rate …... 
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174/18 Matters Arising/Summary of Agreed Actions 

The action log was reviewed and approved subject to the following updates: 
 
To add to 147/18 concerning the staff story from representatives of the BAME Network  that 
the Equality and Diversity Annual Report will be presented to Board in February. 

ACTION: DWOD 
166/18, Safer Staffing – This would now be reviewed at Trust Board in December via the 
Trust Leadership Team  and the Workforce and Organisational Development Committee. 

ACTION: DWOD 
  
175/18 Notification of Any Other Business 

 
There were no items of other business.  

  
176/18 Chair’s Opening Remarks 

The Chair told the meeting that she was very impressed with the progress of reporting within 
the updated part of the Integrated Performance Report (IPR).  She accepted that it was a 
work in progress but was very appreciative of the amount of work undertaken to produce the 
report each month.  The Chair reminded the Board members that the Trust was holding its 
Annual General Meeting (AGM) at 2pm following the Board meeting, and expressed the 
hope that by next year the AGM would be more dynamic and in a more favourable location.   
The Chairman closed by noting that, given the attention focussed on issues of concern, it 
was heartening to see that there were so many good news stories appearing regularly in the 
local media.  She said that she hoped that the expanding Communications Team would play 
a part in raising the profile of the many departments within the Trust which do not get the 
praise that is deserved.   

  
177/18 Chief Executive’s Report 

The Chief Executive presented his report and advised that on 9 August the Care Quality 
Commission (CQC) had published its report following the comprehensive inspection of the 
Trust during April and May.  Unfortunately the overall rating remained as “requires 
improvement” but the report had recognised the good progress that had been made in many 
areas.  The CEO advised  that over the past three months, ten new consultants have been 
recruited to a range of specialties, and that many of them had already commenced work, 
which was excellent news for the Trust.  The CEO reported that the CQC had published its 
first Learning Disability Improvement Standards for NHS Trusts, which  were intended to help 
organisations measure the quality of service they provided to people with learning 
disabilities.  Plans are underway to capture the views of service users across all of the 
Trust’s services.  The CEO drew the Board members’ attention to the Trust’s support for 
Organ Donation Week, and  reminded all that the Trust was extremely proud that PHT was a 
leading centre for altruistic organ donation in the country.  The CEO also highlighted the 
MBRACE-UK report publication, which recorded that for the year 2016, PHT had reported 
one of the lowest rates of stillbirth, neonatal and perinatal deaths across England.  The Trust 
had recently received positive feedback from the Head of the School of Surgery at Health 
Education England following a visit to the Trust to assess trauma and orthopaedic surgery 
and the support provided to surgical trainees.  The CEO advised the Board members that the 
Trust will hold its annual Open Day on Saturday 13 October 2018, and this year the theme is 
“We Share Clean Air” in support of the Trust’s objective to become a smoke free site from 
January 2019.   
The CEO reported that Professor Derek Bell and colleagues from the Chelsea and 
Westminster NHS Foundation Trust had been welcomed to the Trust in August. Professor 
Bell has a keen interest in improvements in flow across hospitals and his visit included a 
number of departments across the Trust’s urgent care areas.   The CEO also reported that 
following a competitive tendering process the Trust has appointed Bank Partners to manage 
its temporary workforce  from 5th November; work has already begun to ensure a smooth 
transition from the current provider.  Saturday 15th September sees the Trust partner with 
colleagues from Solent NHS Trust to participate in Portsmouth Pride as a key part of the 
Trust’s diversity agenda.  The event also provides the Trust with the opportunity to promote 
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PHT as a place to work and to enhance the Trust’s role within the local community.   
 
The CEO reported his top three concerns as: 

• IT and information reporting systems -  these currently do not provide adequate 
support for delivery of the Trust’s strategic objectives. 

• The continued pressure on staff associated with high levels of operational activity and 
pockets of high  staff vacancies The need to ensure effective preparation for the 
challenges of the coming winter. 

 
The CEO reported his top three clinical risks to the Board as: 

• Staffing levels in some areas, where there is a mismatch between the numbers of 
suitably qualified and experienced staff and demand 

• The need for further improvements in the management of deteriorating patients 
• Inconsistent application of the Mental Capacity Act and associated Deprivation of 

Liberty Safeguards, which means that not all of the Trust’s patients in all areas are 
being effectively assessed and supported. 

 
The CEO advised that the Trust had received a letter from NHSI concerning activity levels in 
elective care.   The Trust has responded with a clear plan to address the activity shortfall, 
and the CEO stated that this would be added to his report for future Board meetings. 

ACTION: CEO 
 
The CEO closed his report by thanking Mark Power,  Interim Director of Workforce and 
Organisational Development.  The CEO observed that during the time he has been in the 
Trust Mark  has been a very active member of the executive team and has driven significant 
improvements in his department. . The Board echoed the CEO’s comments and thanked 
Mark for his exceptional support during this time. 
 
Gary Hay asked for assurance relating to the IT staffing   issues identified by the CEO.  The 
CEO advised  that the Trust was currently refreshing its IT strategy and was aware that there 
were some nationally held funds that may be available to help improve the Trust’s position – 
applications for such funding will be pursued.    With regard to staffing, the CEO noted that 
there were many causes of the current shortages, including an increase in te number of 
registered nurses leaving the Trust.  In response, the Trust had joined  the National Nurse 
Retention programme run by NHS Improvement, and the Organisational Development team 
was working to understand the hotspot areas.  The Trust has offered posts to 300 nurses 
who are awaiting start dates - 80 of these are awaiting visas or Nursing & Midwifery Council 
registration.   
 
David Parfitt commented that the Integrated Performance Report shows that  the Trust was 
running at very high activity levels, and expressed concern that current pressures would only 
increase as the winter progressed.  The CEO advised that winter planning is underway within 
the Trust and across the wider health and social care system.   
 
Inga Kennedy offered a different perspective on nursing workforce challenges, advising 
Board members that the military still provides free training for nurses and doctors.  Although 
this approach is expensive, it creates long term connections and reduces staff turnover.   
 
The Board noted the contents of the CEO’s report. 

  
178/18 Corporate objectives balanced scorecard 

The Director of Strategy and Performance presented the report and thanked the Board for 
their earlier comments.  The Integrated Performance Report (IPR) has been realigned to the 
Trust Strategy and now includes a balanced scorecard,  aimed at assisting discussions at 
Board as it highlights both risks and performance against each of the Trust’s strategic aims.   
Another new element highlighted is storyboard, which aims to provide context for the 
assessment of performance.  . The DSP also pointed out the ‘Board spotlight’, included with 
the intention of raising the profile of details discussed at Committees for escalation to the 
Board.   The Chair was particularly pleased to see the inclusion of the Divisional performance 

Page 6 of 149



standards. 
 
The Board noted the updated Corporate objectives balanced scorecard. 

  
179/18 Solent Acute Alliance theatre development and repatriation 

The DSP presented the report.  The Board was advised that the Trust had received an 
allocation of capital for the project and that a business case was required to enable the Trust 
to drawdown the funds.  The DSP drew attention to the increase in costs now anticipated due 
to the need to relocate 53 occupied desk spaces and to fund the extended scope of estates 
work required. She  advised the Board that whilst the costs have increased, the project still 
represented value for money. The Finance and Infrastructure Committee had  recommended 
the case for approval , along with the use the Trust’s Capital Allocation for 19/20, although it 
was noted that the Linear Accelerator was also being drawn from that funding.    
 
Christine Slaymaker reported that the Finance & Infrastructure Committee had received 
assurance about the project, which was set out in the  the report.  Christine Slaymaker also 
advised the Board that the Committee had received confirmation that there would be clear 
evaluation of the outcomes of all  building projects that have been approved by Committee. 
 
Inga Kennedy asked whether the project had included consideration of the additional 
demand on beds and staffing.  The DSP advised that the project is not intended to create 
additional operational capacity in the first two to three years, only to provide decant space for 
refurbishment work in other areas.  This means that there is a long lead in time in which to 
accommodate the additional operational capacity that the project will provide Inga Kennedy 
asked that the eventual additional capacity  be aligned with all other operational areas.  The 
DSP agreed to ensure that this happens. 
 
The Board noted the report and approved the Full Business Case, agreeing to fund the 
difference between the original allocation and the cost of the scheme from the Trust’s 19/20 
Capital Resource Limit.             

  
180/18 Research and innovation quarterly report 

Alice Mortlock, Research and Quality Manager (RQM) presented the report.   Patient 
recruitment into clinical trials and research studies was on target, and the Trust was currently 
ranked second nationally in overall recruitment.  In the first quarter of the year 100% of all 
commercial studies delivered on time and on target.  The Portsmouth Technologies Trials 
Unit (PTTU) launched in June 2018 and was featured in local media.  PTTU provides skilled 
staff and infrastructure to develop and deliver clinical research projects for the benefit of 
patients and the community.  The Research department has a number of grants currently 
under review and was recently awarded funding from the prestigious National Institute of 
Health Research (NIHR) Invention and Innovation (i4i) programme.  The RQM reported that 
home grown studies are very important and were the reason that the Trust remained in the 
top three.   
 
Gary Hay asked about challenges facing the programme and whether there were any issues 
arising relating to GDPR and training.  The RQM responded by noting that that the Trust is 
not a medical school, and consultants are very busy which made time scheduling for 
research work a challenge, but that collaboration was continuing between academics and 
partners, which was important as it provided helpful  links and supported grant applications.  
She confirmed that the research department had always maintained good compliance with 
Information Governance (IG) training.  The DGR commented  that there would be an entry to 
the corporate risk register at the next meeting regarding  Trust-wide IG training compliance 
this year.    
The Board noted the report. 

  
181/18 Quality and Performance Committee feedback 

Inga Kennedy presented the Committee feedback on behalf of Jon Watson, Chair of the 
Committee.  Inga Kennedy reported that the Committee had recommended that the Board 
review BAF 15 as a result of current staffing issues, and that the Quality Recovery Plan 
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report had been reviewed in detail.   The Committee had been pleased to note the reduction 
in the number of pressure ulcers both in the Trust and the wider community.  There had been 
a detailed discussion on sepsis and the on-going work to address non-compliance with key 
standards in this area.   Improvements to dementia screening and the review of the 
complaints process were also noted.  The ongoing challenge to meeting the 104 day cancer 
standard had been discussed, as had the high level of risk associated with instrument 
sterilisation.  An urgent review of the latter item had been agreed.   
   
The Board noted the feedback. 

  
182/18 Safety, quality and operational performance report analysis 

The Medical Director began the safety and quality element of the discussion, and 
commented on ‘spotlight report’ included in the new format IPR, which was the vehicle for 
highlighting information to the Board.  The new divisional performance reviews were helping 
to introduce improved levels of scrutiny.  The MD advised the Board that the hoped for 
change in Hospital Standardised Mortality Ratio (HSMR) was not demonstrated this month 
because the ‘Dr Foster’ data had not been made available to the Trust.   The rise in CDiff 
infection rates noted last month had not continued, and dementia screening had seen its first 
improvement - although this had still not reached the required standard, it was a significant 
development.  The MD was encouraged to be able to report that there had been zero 
avoidable pressure ulcers, and that the Trust was recognising and treating more promptly 
patients who have sepsis and other causes of deterioration.  The MD highlighted the Time to 
Act project, which was a key work stream linked to improvements in this area, and advised 
that the team running the project had been shortlisted for a Health Service Journal award in 
the patient safety category.  The MD went on to report that the Trust is not, however, meeting 
the standard of administering antibiotics within 60 minutes of the identification of sepsis.  The 
MD also advised that the rules associated with the CQUIN target relating to 72 hour review of 
antibiotics have been changed, and that the Trust does not yet have a solution – discussions 
with the Clinical Commissioning Group continue on this point.  The MD reported that the 
Trust was implementing an extensive programme of work to improve performance in respect 
of the Mental Capacity Act and Deprivation of Liberty Safeguards, including simulation 
training.    
 
The MD referenced an extensive discussion at Quality and Performance Committee about 
the result results of annual patient led assessments of the Trust’s facilities.  It had been 
noted that there had been a significant deterioration in three areas and that these are being 
addressed.  Inga Kennedy confirmed the discussion was given a lot of attention, and it was 
agreed that this did need to be addressed in detail at the Board at this point. 
 
The MD commented that although the data suggest that the incidence of healthcare acquired 
infections (HCAI) is no longer increasing, there had been significant attention paid recently to 
cleaning standards.  It was noted that the contractual standards set by the Trust were high 
when they were originally determined, but may need some review as this was more than ten 
years ago.   It was agreed to ask the Associate Director of Infection and Patient Safety to 
obtain the latest standards and undertake a gap analysis which would be shared with the 
Board in due course.   

ACTION:MD  
 
The MD advised that the Trust has reviewed the process for managing and investigating of 
serious incidents.  It has been agreed that the Trust will hold a fixed weekly panel with 
attendees from the Safety Team, Governance Team, Chief Nurse and the MD, to ensure 
there is a consistent approach and focus on learning.   
 
The Chair, Gary Hay and Inga Kennedy commented that it was difficult to see the picture 
relating to HCAI within the IPR, and suggested that it would be useful to use the text to 
provide a commentary.   The MD agreed.  
 
The Chief Operating Officer presented the operational performance element of the report and 
commented that severe weather of one kind and another has had an effect in both winter and 
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summer of this year.  There were additional challenges in such conditions, including an 
increase in the numbers of patients who are medically fit for discharge but unable to move on 
from hospital to suitable alternative care arrangements.  During July the Trust undertook a 
number of actions to maintain activity, and in particular discharge levels.  The Trust’s main 
challenge during June and July was meeting ‘wait to be seen’ standards.  Towards the end of 
July the Trust had reorganised consultant job plans in the Emergency Department (ED) to 
increase consultant presence, and there are signs that this is having a beneficial impact.  
Attendance at ED had been high throughout July, and it had been necessary to open 
escalation capacity at some points, but this had been at a considerably lower rate than that 
experienced during the winter.  Planning and preparation for the coming winter continue, 
including steps to reduce bed occupancy to 92%.   
 
The COO continued, reporting that the Trust would be taking a number of steps to improve 
performance against cancer standards.  A number of specialties continued to cause concern 
in this regard, but there had been good delivery from the breast and gynaecology teams, and 
the Trust was on track to recover those positions in September.   The Interim Head of Cancer 
was working with the urology, colorectal and upper GI teams to reorganise processes and 
pathways in those areas.  The conversion rate from initial consultation to formal admission to 
a cancer pathway is currently over 9% and the number of patients waiting over 49 days is 
increasing - there will be a focus on breaches to reduce that number again.  The diagnostic 
pathway has seen a return to the April position of 80% of patients being seen within seven 
days and the reporting time has also improved.   
   
Christine Slaymaker asked about what the Trust is learning in order to improve performance 
in respect of unscheduled care.  The COO replied that the Trust was now engaging with staff 
in a more effective way to identify what can be done to reduce the length of stay and ensure 
patients are discharged appropriately. The feedback from such engagement was being used 
as a vehicle for change.  Christine Slaymaker asked the COO if he felt more positive about 
current performance.  The COO responded by saying that it felt it was a positive sign that the 
Trust was managing its resources more effectively that during the period of increased 
pressure, the Trust had not had to return opening 30 escalation, and was able to bounce 
back more quickly when there had been a difficult day.   The CEO commented that time 
would be made available at a Board workshop to discuss the issue in detail.  

ACTION: DGR/CC  
 
The Board noted the report. 

   
183/18 Care Quality Commission (CQC) update 

The Director of Governance and Risk presented the report, which was noted as the Board’s 
formal acknowledgement of the CQC report on its inspections at the Trust in April and May 
2018.  The Trust had been rated as ‘requires improvement’ overall and across all domains.  
Across all of the domains and pathways, the Trust has more ‘good’ and ‘outstanding’ ratings 
than ‘requires improvement’ and only one ‘inadequate’ rating.  Eight ratings have improved, 
25 have remained the same, 16 have deteriorated by at least one rating and there are six 
new ratings for the diagnostic imaging pathway.  The changes in rating were mainly set 
against the 2015 comprehensive ratings.  It is acknowledged that there was some 
deterioration in quality at the Trust during 2016 and 2017, and that published changes in 
rating may mask some of the improvement made since then.  The CQC’s report contains 52 
“must do” items, and 74 “should do” actions, and is accompanied by a Warning Notice issued 
under section 29A of the Health & Social Care Act 2012, to which the Trust was required to 
provide a detailed response.  The Board was advised that the associated recovery plan 
addresses the “must do” items and is intended to deliver the required improvements by the 
deadline set out in the Warning Notice, 30 October 2018.   The Quality Recovery Plan (QRP) 
was commended to the Board by the Quality and Performance Committee, following scrutiny 
at its last meeting.  The QRP will be monitored by the Quality Recovery Group (QRG) which 
will be chaired by the CEO.  The establishment of the QRG coincides with the stepping down 
of the Quality Improvement Oversight Group (QIPOG) led by NHS England, but an invitation 
to attend the QRG will be extended to NHS England, NHS Improvement and Clinical 
Commissioning Groups.  Those groups have committed to assisting the Trust with a 
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programme of deep dives so that there is additional assurance that the actions being carried 
out are delivering the improvement required.    
 
The MD commented that the concerns identified in the report were very serious issues, but 
they were symptoms rather than the underlying cause.  One of the items discussed at the 
QRG meeting was how the Trust should examine the underlying systemic issues.  In the first 
instance, there will be a series of ‘Listening into Action’ style workshops.   .   
 
Gary Hay noted that changes to systems may not be effective if there are long standing 
issues with compliance with agreed processes.   The CEO said that he was hesitant to 
suggest staff were not doing what was expected of them, and felt that the Trust must ensure 
first that staff have the right tools and the support they need to carry out their work.  The new 
QRG will focus on all of these areas.  The MD also commented that staff need to feel 
supported by their leaders to use their common sense.  The Director of Workforce and 
Organisational Development endorsed that view, noting that generally, members of staff 
know what needs to be done and want to be doing it, and feel as frustrated as the executive 
team that they sometimes cannot deliver services in the way they wish to do so.    
 
Christine Slaymaker commented on the Warning Notice in particular and was concerned 
about process, systems and compliance.  She said that some of the descriptions of human 
behaviours must be addressed urgently, before 30 October.  Christine Slaymaker further 
emphasised that assurance on delivery of the required improvements needs to be 
strengthened, preferably with the support of external bodies.   
 
David Parfitt echoed the comments about prioritisation and sought assurance that the actions 
in the plan would change the culture amongst operational teams. 
 
The Board noted and endorsed the Recovery Plan. The Board highlighted its concerns and 
requested that the plan be reviewed to provide greater assurance.  
 

ACTION: DGR 
  
184/18 Learning from deaths 

The MD presented the report, reminding the Board that this was the third quarterly report 
following the publication of the National Quality Board review of Learning from Deaths.  Since 
the last report the Trust had continued to develop the systems and process necessary to 
meet the requirements set out in the national report.  The Trust has fully implemented the 
Learning from Deaths policy and all adult inpatient deaths are reviewed at the Mortality 
Review Panel, which now also included child deaths.  Over 95% of deaths were reviewed in 
Quarter 1. The MD confirmed that the Mortality Review Panel also reviewed all relevant 
statistics including HMSR, and there is now a process in which the Trust and the 
Commissioners have confidence.  The MD reported that there is a programme of training on 
structured judgement review being rolled out to clinicians.  The Trust continued to record a 
nominal avoidability score, although there is national debate about the validity of such  
scoring.  It was suggested that there could be merit in discussing this at a future workshop, 
and the Chair and the Board agreed. 

ACTION:DGR/CC 
 
The MD continued, advising that where the review process identifies missed opportunities or 
organisational and/or system failings, there is a route for feeding those back to the 
Commissioners and working together to address them.    The MD reported that one of the 
most tangible improvements resulting from the review process was the recognition that the 
fast track process for patients close to the end of their life was not working, which has been 
fed back to relevant commissioners and providers. The Chair reminded the Board that there 
is a particular focus on deaths occurring during delayed discharge, and confirmed that she 
chaired the End of Life Group which is very focused on this.  The MD also mentioned that the 
Trust is introducing a Medical Examiner role, a national requirement with statutory 
responsibilities.   
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The Board noted the report. 

  
185/18 Workforce and Organisational Development Committee Feedback 

Gary Hay, Committee Chair, reported that for a number of reasons, the previous meeting had 
not occurred but the work of the Committee had continued.  The Committee members were 
looking forward to welcoming the new Director of Workforce and Organisational 
Development in October.  The next Committee meeting will take place in September. 

  
186/18 Workforce and Organisational Development Performance Report Analysis  

The DWOD presented the report and advised that the spotlight report and supporting 
information highlighted issues with the funded establishment.  It was noted that in July there 
were 56 fewer full time posts than in the April baseline.  This will reduce further as there is a 
rigorous review of the non-clinical posts labelled as “dormant”, to which there is no active 
recruitment or temporary cover.  An agreed establishment level will be agreed across all 
divisions.  The current total workforce is above the funded establishment as a result of the 
use of temporary workforce to compensate for gaps in rotas and vacancies in the established 
posts.  The temporary workforce is currently 9% of the total workforce – reduction of this 
proportion is linked to the CIP workstream focussed on the reduction of high cost agency 
expenditure.  It was noted that the Trust is switching temporary workforce providers.  ‘Bank 
Partners’ will take over the service from early November.  
 
There continue to be challenges with staff recruitment and retention, and these will remain in 
the short and medium term due to the national context.   Maintaining safety and wellbeing for 
patients and staff in the meantime is a priority.  The critical focus for the Trust is retention, 
and there are particular problems within the ward areas at band 5.    
 
Other key metrics to note were staff turnover of 13% which was consistent with recent 
months, and an appraisals rate of 77%, under the target of 85%.  The position with regard to 
appraisals was proving to be difficult to move, and some work will be undertaken to look at 
simplifying the process and improving engagement.  The essential skills training rate stands 
at 87%, just above the 85% target.  It was concerning to note that the staff ‘Friends and 
Family’ test, administered through the quarterly Pulse surveys, sits at 77% for 
recommendations of the Trust as a place to be treated, and only 61% for recommendations 
of the Trust as a place to work.  The survey also revealed that only 55% of staff consider that 
the Trust deals with inappropriate behaviour in a swift and effective manner.  Professor 
Duncan Lewis has undertaken a full audit of workplace behaviours at the Trust, which will 
assist in addressing some of the issues of concern.  The National Staff Survey is about to 
launch and will run from mid-September to December.  The arrival of the HR Business 
Partners into Divisions will help to drive the workforce agenda forward. 
 
Gary Hay asked when the report from Professor Lewis was due.  The CEO advised that 
Professor Lewis will be briefing the Trust Leadership Team this month to talk through the 
findings and it is then intended that the full report would be discussed at Workforce 
Committee.  A summary report will be discussed at the Board, probably in November.   
 
The Chief Nurse thanked the DWOD for all of his support with nurse staffing challenges, and 
highlighted the fortnightly meetings focussed on ward staffing.  There are currently 317 
registered nurse vacancies, which need to be tackled by a new, strategic approach, taking a 
four year view of the nursing workforce.   
 
Christine Slaymaker reminded the Board that there is a clear connection between CQC 
grading and retention levels.     
 
David Parfitt asked what response rate the Trust should be seeking for the national survey.  
The DWOD responded that anything above 25% was considered healthy, but it was worth 
noting that the responses across the NHS are generally low. 
 
The Board noted the update. 
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187/18 Freedom to Speak Up (FTSU) Guardian quarterly report 

The DGR presented the report.  She advised that there is a continued use of the service and 
that a significant number of approaches have been made to the Guardian directly.   14 of the 
36 concerns reported during the last quarter have been raised with the Advocates, showing 
that this was a worthwhile investment.  Although the Trust stands at 72% for formal training, 
the level of awareness of the FTSU service across the Trust is much higher, and the CQC 
had commented in its recent report that the process was effective.  October is ‘Freedom to 
Speak Up month’ and it is hoped to mark this at October Board with a staff story from a user 
of the service.  At previous meetings it had been noted that a self-assessment document was 
available for Boards. The self-assessment will be discussed at the September Board 
workshop.   The CEO commented that it will be good to see how the investigations are 
tracked and how the underlying challenges are addressed. 
 

ACTION: DRG     
The Board noted the report. 

  
188/18 Finance and Infrastructure Committee feedback 

Christine Slaymaker, Committee Chair, asked that the report be taken as read, and 
highlighted that the Committee had received an update from the Clinical Delivery Division to 
provide Ward to Board assurance on divisional financial processes.  The Committee had 
reviewed, and has a clear understanding of, the Trust’s current financial position which is 
stable, but has not improved since last month.  The Committee was assured that risks and 
associated mitigations are understood.  CIPs were discussed and the Committee had found 
that there is a commitment to providing full details of the required £35m savings by the end of 
September, which will enable the work on next year’s plans to begin. The Committee had 
been encouraged to note that the Finance Team and Delivery Unit outturn forecast had 
reduced from £10m to £5m.  There were two major business proposals to review; the 
theatres redevelopment project already discussed, and the Estates Capital Development 
Plan, aligned to winter planning.  The Committee also requested three items to be added to 
the BAF/Risk Register, which were noted as; 19/20 CRL, progress of the CIP and 
management of estates Projects. 
 
The Chief Financial Officer reported that estates capital procurement has very limited 
timescales, which the monthly schedule of Board meetings does not accommodate.   
Delegated authority will be used to address projects with a value of £1m or less, such as the 
Modular Discharge Lounge and the A6 reconfiguration work.   
 
Inga Kennedy commented that it would be helpful to see a set of criteria against which 
projects were prioritised in support of annual planning.    

ACTION: CFO 
 
The Board noted the Committee’s feedback and supported the delegated limits.   

  
189/18 Estates and facilities update  

 
The Board noted the estates and facilities Update 

  
190/18 Financial Performance Report analysis 

The Chief Financial Officer presented his report and drew attention to the fact that at the end 
of July the Trust was £14.5m in deficit and £900k adverse to the CIP.  Risks in the CIP had 
been reviewed, as indicated in previous discussions.  The Trust had absorbed a number of 
one-off pressures in the £900k variance, including a £400k unfunded pressure associated 
with the national pay award for facilities management staff.  It was anticipated that national 
funds would be made available to address this item.   In addition there are legacy issues, 
including the outcome of disputes with commissioners from the previous financial year, which 
have been absorbed.  The underlying position is better than the £900k variance reported.  
The CFO commented on the over-performance of activity, which is currently 14% above the 
Aligned Incentive Contract at the end of July.  Commissioners and the Trust are in 
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negotiations to agree a plan for quarter 2, and the Trust is also attempting to develop 
scenarios for quarters 3 and 4.    
 
The Chair thanked the CFO and commented that the financial reports are better.   
 
The Board noted the update. 

  
191/18 Non-Executive Directors’ reports 

Inga Kennedy commented that she hoped to be able to invest more time in Trust business in 
the coming months, and be more involved in the Quality and Performance Committee.  Inga 
Kennedy reported that she was joining the Midwifery Board meetings. 
 
Christine Slaymaker commented that the IPR was getting better.  Christine Slaymaker further 
reported that finance reporting can be very detailed and the Committee was undertaking 
work to ensure the use of plain English. 

  
192/18 Record of Attendance 

Noted 
  
193/18 Board Work Plan 

Noted 
  
194/18 Opportunity for the Public to ask questions relating to today’s Board meeting  

• A member of staff raised the issue of volume in the Board meeting.  The Chairman 
agreed and noted that Board members were aware of the need to project their voices, 
and that although unfortunately there was no immediate fix, a solution would continue 
to be sought. 

  
195/18 Any Other Business 

None. 
  
196/18 Additions to the Board Assurance Framework and Risk 

The Board noted that BAF 15 required review. 
ACTION: DGR   

 
  
197/18 Next Month’s Trust Board and Trust Board Workshop Agenda 

 
Date of Next Meeting: 
  
Thursday 4 October 2018, Lecture Theatre, Education Centre, E Level, QAH 
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 ROLLING ACTION POINTS FROM: Trust Board Meetings in Public      
 
 
 
 
 

2018 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

May 2018 

041/18 
(May) 

Integrated 
Performance 
Report 

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

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

072/18 
(May) 

QIA’s on all Board 
papers 

All Board papers will be Quality Impact 
Assessed 

Director of Integrated 
Governance 

October 
2018 

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

June 2018 

094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

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

Medical Director November 
2018 

Board meeting to be determined to allow 
for CQC comments  
 

099/18 
(June) 

Freedom to Speak 
Up 

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

Director of 
Governance/FTSU 
Guardian/Committee 
Clerk 

September 
Board 
Workshop 

A date has been set for September 
Board Workshop 

104/18 
(June) 

Workforce and 
Organisational 
Development 
Committee 
Feedback 

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

Interim Director of 
Workforce and 
Organisational 
Development 

November   

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

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

128/18 Quality 
Improvement Plan 

The Board requested that the QIP be 
reviewed  

Director of Governance 
and Risk/Director of 
Strategy and 
Performance 

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 December  

134/18 

Workforce and 
Organisational 
Development 
Performance 
Report Analysis 

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

Interim Director of 
Workforce and 
Organisational 
Development 

November  

August 2018 

154/18 
Quarterly IT 
Strategy 
Development 
Update 

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

Interim Director of 
Workforce and 
Organisational 
Development 

December  

156/18 
Safety, Quality and 
Operational 
Performance 
Report 

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

Chief Finance Officer 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 On Agenda 

164/18 Audit Committee 
Feedback 

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

Director of Governance 
and Risk Nov 2018  Page 15 of 149



166/18 
174/18 

Board Work 
Programme 

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

Director of Governance 
and Risk 

December 
2018 December  2018 

September 2018 

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

Chief Financial Officer November 
2018  

174/18 BAME 

The Staff Story from the BAME 
presentation to be discussed at 
Workforce Committee in October 
 
 
To ensure the Equality and Diversity 
Annual Report is on the Board Work 
Plan 

Interim Director of 
Workforce and 
Organisational 
Development 
 
Committee Clerk 
 

November 
 
 
 
Sept  

 
 
 
 
COMPLETED 

177/18 CEO Report 
To include the Trust’s clear plan to 
bring activity levels back to planned 
levels in future reports to Board 

Chief Executive Officer October  COMPLETED 

182/18 
Safety, Quality and 
Operational 
Performance 
Report Analysis 

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

Director of Governance 
and Risk November   

184/18 Learning from 
Deaths 

Consider including this on a future 
Board Workshop for detailed 
discussion 

Director of Governance 
and Risk November   

188/18 
Finance and 
Infrastructure 
Committee 
Feedback 

To consider the front cover content 
when providing information to the 
Board, to include a summary. 

Chief Financial Officer October  COMPLETED 

172/18 Staff Story 

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

Chief Financial Officer December  
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business case for its expansion.   

177/18 CEO’s report 
Activity levels in elective care would be 
added to his report for future Board 
meetings. 
 

Chief Executive Officer October COMPLETED 

182/18 

Safety, quality and 
operational 
performance 
report analysis 
 

The MD commented that although the 
data suggest that the incidence of 
healthcare acquired infections (HCAI) 
is no longer increasing.  It was agreed 
to ask the Associate Director of 
Infection and Patient Safety to obtain 
the latest standards and undertake a 
gap analysis which would be shared 
with the Board in due course. 

Medical Director November   

182/18 

Safety, quality and 
operational 
performance 
report analysis 
 

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

Director of Governance 
and Risk November  

183/18 Care Quality 
Commisison 

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

Director of Governance 
and Risk November  

184/18 Learning from 
Deaths 

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

Director of Governance 
and Risk November  

187/18 Freedom to Speak 
Up Guardian 

October is ‘Freedom to Speak Up 
month’ and it is hoped to mark this at 
October Board with a staff story from a 
user of the service.     
 

Director of Governance 
and Risk October COMPLETED 
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188/18 
Finance and 
Infrastructure 
Committee 
Feedback 

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

Chief Financial Officer   

196/18 
Additions to the 
Board Assurance 
Framework and 
Risk 

The Board noted that BAF 15 required 
review. 

 
Director of Governance 
and Risk   
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Chief Executive’s Board Report 

October 2018 
 
 

 
 

1. 
 
 
 
 
 
 
 
2. 

Winter funding  
On 7 September 2018 the Department of Health and Social Care announced 
£145million for hospitals across the NHS to help them prepare for winter. We are 
delighted to be one of the Trusts to receive additional funding, and will benefit from 
£2.8million. The funding will help us to improve the environment in the Emergency 
Department and reduce the risk of ambulance handover delays, specifically as we prepare 
for Winter. 
 
Portsmouth and South East Hampshire winter preparedness  
Across the local health and social care system preparations for winter have been taking 
place for some time. The local A&E Delivery Board, which I chair held a dedicated 
session to go through the plans in detail to ensure our system wide response is as 
joined up as possible. The system and Trust plans for winter are well advanced and an 
update on the PHT component of the plan is on the agenda for this meeting. 
 

3.  NHS Employers workforce seminar 
On 17 September I attended a seminar for Trust Chief Executives hosted by NHS 
Employers to discuss current and future workforce challenges. The discussion further 
demonstrated that we are not alone in experiencing difficulties in recruiting to posts across 
our nursing and medical workforce. Our current levels of staff turnover and vacancies are 
no worse than most other acute trusts, although this does not diminish the impact of the 
shortages. There are a number of national initiatives underway to help organisations 
respond but it is clear that we need to think differently about the roles people undertake, 
how care is delivered, and how we can maintain a supportive environment for our people. 
Responses to all of these issues will be incorporated into our Trust wide workforce plan.  

 
4. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
RTT waiting list 
In August Ian Dalton, Chief Executive of NHS Improvement wrote to us regarding 
expectations of our elective care position. While we are recovering the activity position I 
agreed to include a regular update to the Board alongside the information already included 
in the Integrated Performance Report. In summary: 
 

• We have seen a 12.2% over performance in non-elective spells in quarter one 
2018/19 above plan (8.3% excluding QIPP). 

 
• Compared to last year, elective referrals are up 4%, with some specialties seeing 

increases in demand significantly higher than this (Trauma and Orthopaedics 
(T&O)  4.9%, cardiology 5%, gynaecology 12.3% breast 8.5%). There has also 
been a significant increase in two week wait demand for breast, urology, 
gynaecology and dermatology (April – July 20% higher in total compared to last 
year) and conversion rate to confirmed cancer has increased by 1%. 

 
• Total waiting list size has increased since March by 5.8% (an additional 2,027 

patients) with notable increases in Dermatology, Gastroenterology, Gynaecology 
and General Surgery. We are working with our Commissioners to understand the 
cause of this increase. 

 
• We have agreed activity recovery plans in place for ENT & Ophthalmology 

specialties and further work is underway to finalise recovery plans for gynaecology, 
T&O & gastroenterology specialties. The expectation is that all specialties deliver 
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5. 
 
 
 
 
 
 
 
 
 
 
7. 
 
 
 
 
 
 
 
 
8. 
 
 
 
 
 
 
 
 
 
 
 
9. 

the increased levels of activity assumed in the plan and recover the shortfall within 
the budgeted expenditure. 

 
 
Annual NHS staff survey  
The annual NHS staff survey has now been distributed to all staff (excluding those who 
joined the Trust after 1 September 2018). The aim of the survey is to gather information 
that will help us to improve the working lives of staff, and so provide better care for our 
patients. 
 
The survey is undertaken on our behalf by Quality Health, an independent, external 
provider. The contents of the survey responses are completely confidential and the results 
are fundamental to helping us understand what is working well and what could be 
improved, to enable us to respond effectively.  
  
Time to Act shortlisted for HSJ Award 
I’m delighted to inform the Board that the Trust has been shortlisted for a Health Service 
Journal award for the ‘Time to Act’ initiative which improves recognition and early response 
to deteriorating patients. We are shortlisted in the patient safety category, and are one of 
only ten Trusts to be shortlisted out of 144 entries in the category. The team, led by Critical 
Care Consultant, Dr Sara Blakeley will now go on to present their material to a panel of 
judges in London on Friday 12th of October. The winners will be announced on Wednesday 
21st November in London and we wish the team every success.  

Smokefree QA 
Coinciding with the start of ‘Stoptober’ the Trust has launched its campaign for the Queen 
Alexandra hospital site to be smoke free from 14 January 2019. Going Smoke Free will not 
only help protect people from the harmful effects of second-hand smoke on-site, but also 
play a significant part in reducing the number of people who smoke by providing support to 
help them quit. The rate of deaths attributable to smoking in Portsmouth is the second 
highest in the south East and despite national declines in recent years, the number of 
smokers in our local communities remains high. We have a responsibility to help improve 
the health and wellbeing of our staff, patients and visitors by supporting them to stop 
smoking. As Board are aware, our smoke free pledge is the theme of our Open Day on 13 
October, where we hope our community will help support our ‘we share clean air’ mission. 
 
Quarterly meeting with Care Quality Commission  
On 20 September we hosted our latest quarterly meeting with the Care Quality 
Commission. Among the topics discussed were the quality improvements we have been 
undertaking in relation to the Mental Capacity Act and Deprivation of Liberty safeguards, 
which included a focus on the simulation training the Trust has rolled out in this area which 
is the first of its kind in the country. We also talked through the revised format of our 
Quality Recovery Plan which was praised as an example of good practice. Finally we 
heard feedback from two focus groups hosted by the CQC with staff from maternity and 
those involved in equality and diversity.  
 
Top three concerns 
 
There are three concerns I would like to bring to the Board’s attention: 
 

a) As indicated in September, the Trust’s IT and information reporting systems do not 
provide adequate support for delivery of Trust strategic objectives.  The Trust has 
been advised of potential funding sources for improvement and development of 
systems and infrastructure, and will be pursuing the support necessary to address 
these concerns.  Specific projects targeted for investment include a comprehensive 
survey of the Trust’s capacity, capability and need with regard to IT and information 
reporting systems, the expansion of e-prescribing across the Trust and the 
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introduction of e-rostering.   
 

b) The Trust’s financial position, particularly its cost improvement plan performance, is 
not on target at month five, and this is clearly a concern for all members of the 
Board.  The Chief Financial Officer has outlined in his report the measures being 
put in place to recover the position.     
 

c) Routine water testing has shown that the legionella count is high within two staff 
accommodation areas on the Queen Alexandra site – York House and Connaught 
House. The issue is restricted to the staff accommodation and does not affect the 
main hospital building, so no patient areas are impacted.   It is important to stress 
that no-one has been diagnosed with Legionnaires’ disease.  Alternative 
accommodation is being sought for the staff in both affected buildings, and in the 
interim safety precautions have been taken minimise the risk.  A full investigation is 
underway to establish the causes of the problem and support the development of a 
plan to resolve them.  It is anticipated that this will take five to six weeks, but we are 
working with contractors to shorten the timetable.   

 
All of these issues are reflected in the Board Assurance Framework or the Corporate 
Risk Register, as proposed elsewhere on the agenda. 

 
 

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, with particular concerns 
about staffing levels at night. 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 shows further improvement 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.   
 
 

c) Risks associated with the inconsistent application of the Mental Capacity Act and 
associated Deprivation of Liberty Safeguards remain. 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. 
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Paper Title:  
Portsmouth Hospitals Trust Winter Plan 2018/19 

Sponsoring Director: Paul Bytheway, Chief Operating Officer  
 

Authors: Paul Bostock, Deputy Chief Operating Officer 
Dr Mark Roland, Associate Medical Director  
Rachel Weeks, Head of Delivery Support  
 

Purpose: To brief Trust Board on the Winter Plan for the hospital 2018/19  
• To provide an overview & assurance of the plans that the 

Trust is implementing to support winter 18/19 in order to 
ensure a improved patient and staff experience   

• Provide overview of the system wide  winter plan that 
supports the PwC work that identified a bed deficit, 
peaking at 114 in January 2019 and the plan to mitigate 
that deficit from our system partners 

• Outline the key schemes that the hospital has put in place 
to support  the system wide winter plan, alongside internal 
changes that are being made to support efficiencies 

• Provide a summary of the risks that surround the winter 
plan 

• Identify the performance measures that the Board should 
be sighted on as part of the winter preparation, 

 
Action required by the Board/Committee: Noting  

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

TLT/Sub Committee (name)/other meeting (delete or insert as 
applicable) 
Winter Planning weekly group  with senior divisional leads 
Business Case Review group 17/09/2018 
Finance & Infrastructure Committee 24/09/2018 
Trust Board workshop 27/09/2018 
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Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 
 
This document sets out the Winter Plan 2018/19 for Portsmouth Hospitals NHS Trust. The hospital has been working 
with Portsmouth & South East Hampshire (PSEH) system partners to establish a capacity review and whole system 
approach to prepare for winter period with schemes targeted at generating additional capacity, across the system to 
allow for the Trust to operate on a 92%  bed occupancy, this will allow for the management of ‘surge’ and the delivery 
of the Trust Operating Plan.  
 
This document sets out PHTs internal plan alongside the contribution to the system plan,  and the intention to meet the 
needs of the Operating Plan 2018/19 and risks. All local A&E delivery boards are required to submit comprehensive 
winter plans (covering from 01 December up to Easter). The A&E delivery Board is currently finalising its system wide 
winter plan that will further support our Trust plan. 
 
In summary Portsmouth South East Hampshire System Capacity Diagnostic review conducted during Q1 of this year 
that there was a predicted deficit of approximately of 90 beds at Portsmouth Hospitals Trust, peaking at 114 in January 
2019 where surges in demand would be at its highest. In response to this a system wide plan has been established in 
which partners have committed additional capacity schemes . Key commitments in this plan are 

- 92% bed occupancy  
- Achievement of the ED 4 hr wait trajectory as per the Operating plan 
- Additional capital investment in schemes which will create extra space within ED as a FIT area freeing up space 

as required  in order to improve ambulance handover times 
- Estate works which will relocate the existing discharge lounge and convert the space to provide an additional 

12 adult beds to QA 
- Reconfiguring of our bed base to increase the footprint of Medical and Elderly care beds which will be 

supported by buddy ward systems , improving the continuity of care for our patients and have a positive 
impact on flow 

- A range of additional initiatives such as Red2Green, focus on stranded and super stranded 
- Commitment by our system partners to work with us to reduce MFFD to under 90 patients 

 
The revised Operating Plan 18/19 identified a source of funds that would support the delivery of the Trust winter plan. 
The Operating Plan 18/19 that was previously agreed by  F&I and Trust Board  and the Business Case Review Group, 
considered the Winter Business case which identified the priorities for expenditure against the amount identified 
within the operating plan, this was ahead at F&I for information as part of the report from BCRG.  
 
The delivery of the winter plan both operationally and financially is being overseen through a fortnightly Executive 
meeting ( COO / DSP / CFO) with the senior divisional leads. 
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Recommendations:  
 
To receive the Portsmouth Hospitals Trust 2018/19 Winter Plan  and be informed of the specific actions the Trust is 
taking to plan for a safe and effective winter, underpinned by the aim for a 92% bed occupancy rate. To be aware of the 
work of the system and to be advised of the links between the success of the PHT internal plan and the additional 
capacity being created by partner organisation . 

Key Risks Identified:  
This PHT plan is forming part of an overarching system wide plan 
with oversight from A&E Delivery Board. There a number of risks 
associated with achieving the plan which in summary pertain to 

• Staffing across the system to deliver a number of schemes, 
including PHT schemes 

• System partners being able to provide the additional 
capacity required in time for winter along  

• Risk Assessment of  Non-Elective  demand management 
that has been seen across the system growth i in Q1 to and 
risk to the assumptions the biggest risks are around the 
challenging programme of estate work that needs to be 
completed in order for the beds to be available by early 
December along with the ability to secure staff to cover 
those additional beds particularly in regards to Registered 
Nursing.  

 
Links to BAF/Risk Register:  

 
Quality Impact Assessment Form See attached at Appendix A 

 
Equality Impact Assessment Form See attached at Appendix B 

 

Corporate Objectives (insert  )                                 
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Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Appendix A  Insert  
 
Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience         
Improved planning for winter 
should prevent patients being 
housed in inappropriate care 
spaces 
 

 

Patient Safety/Safety impact        Improved planning for winter 
should improve the ability of the 
Trust to protect patient safety 
 

 

Clinical Outcome/Effectiveness         
 

 

Operational/Non clinical         
 
 

 

Impact across Trust & wider 
Health economy 

       Improved collaborative working 
 

 

Accessibility/Waiting times         
Winter plan has taken steps to 
protect accessibility / 
achievement of access standards 
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Staff         
 
There is a potential for additional 
pressure on staff due to current 
vacancy rates particularly RNs 
and the winter plan will require 
an increase in staff. 
 

Areas with the most significant 
staffing pressures undertaking early 
planning to ensure staffing is optimal 
over the winter period. 

Other         
 
 

 

 Negative Neutral Positive   
 

Appendix B Insert  
 
Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age         
 

 

Disability         
 

 

Gender reassignment         
 

 

Marriage & Civil Partnership         
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Pregnancy & Maternity         
 

 

Race         
 

 

Religion or Belief         
 

 

Sex         
 

 

Sexual Orientation         
 

 

Human Rights         
 

 

Other Group         
 

 

 Negative Neutral Positive   
 

Assessment Sign Off 
Role Name Date 
Head of Delivery Support Rachel Weeks 27.09.2018 
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1. Introduction  

This document sets out the Winter Plan 2018/19 for Portsmouth Hospitals Trust. The hospital has 
been working with Portsmouth & South East Hampshire (PSEH) system partners to establish a 
capacity review and whole system approach to prepare for a well prepared for winter period with 
schemes targeted at generating additional capacity to cope effectively with surges in demand. This 
document sets out PHTs contribution, its internal schemes, fit with the Operating Plan 2018/19 and 
risks. All local A&E delivery boards are required to submit comprehensive winter plans (covering 
from 01 December up to Easter). Whilst this paper sets out PHTs contribution to this plan, it should 
be read alongside the Portsmouth and South East Hampshire Winter Capacity Plan 2018/19 which 
captures the whole of PSEH commitments.  

 
2. Context and Winter 2017/18 

Winter 2017/18 saw the Portsmouth and South East Hampshire system come under extreme 
pressure, which manifested visible symptoms at Queen Alexandra Hospital including: 

• In December 2017 the number of emergency department patients seen within 4 hours was 
70% on average against the national target of 95%  

• Average occupancy levels across the winter period averaged 97% ( with the use of 
escalation) well above the NHS England target of 92% 

• Ambulance handovers were significantly higher than expected. 
• Long stay patients over 21 days (super-stranded) averaged 255 against a target of 200 – 

peaking at 280 at the beginning of February 2018. 
• Medically fit patients still in hospital averaged 250 at any one time and 
• Delayed transfers of care averaged 6% against a national target of 3.5% occupied bed days. 

 

Since then improvements have been made, please see Appendix 2 with a 

• reduction in medically fit patients 
• delayed transfers of care consistently below 4.5%;  
• super-stranded patient numbers consistently below 200;  
• A&E 4 hour performance at 85% for the month of July.   

Figure 1 below demonstrates actual performance against the predicted trajectory indicating that a 
number of process efficiency measures including weekly ‘super-stranded meetings’ and improving 
discharges processes (red to green) are having an positive impact. 
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Despite this, occupancy levels remain high (c.97%) indicating fragility within the current system 
which must now be addressed before the onset of winter.  System partners predict that winter 
2018/19 will be challenging for PSEH with demand continuing to outstrip capacity if no change is 
made to close the gap. The Portsmouth South East Hampshire System Capacity Diagnostic modelling 
has shown that at no time will acute capacity be sufficient to even meet 95% occupancy and we 
predict that acute services will be above 100% occupancy from November to April.   

The level of capacity required for the coming winter has been forecast, through a PwC led system 
diagnostic during the summer of 2018 and is based on information  over the last two years, taking 
account of demographic change and an anticipated growth in non-elective activity.  As outlined in 
section 4, at 92% occupancy the demand for beds rises to a summer peak in August (71 bed gap) 
followed by a winter peak in the first week of January (114 bed gap), as shown in Figure 3.  
Benchmarked analysis suggests that the PSEH system has significantly more patients who are 
stranded1 and super-stranded2 than its peers, hence the greatest opportunity to close the gap is 
through improving complex discharge processes by increasing out of hospital capacity and improving 
the discharge pathway. 

 
3. Urgent care & Emergency Department trajectory 

The ED 4 hour trajectory is illustrated below which the Trust will be aiming to achieve over the 
course of the winter months, howver it is also worth noting that this plan supports the delivery of 
the Trust Operating Plan that was agreed by the Board in June 2018. 

 

1 Length of stay over 7 days 
2 Length of stay over 21 days 
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Figure 1 - Actual and predicted ED performance 
at QAH 
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Figure 2  - Trust Operating Plan ED Trajectory 

 

 
4. Bed capacity and system plan 

The PSEH system capacity diagnostic established a bed deficit at PHT of 90 beds, peaking at 114 in 
January 2018 as demonstrated in the below graph: 

 

Figure 3 – Bed Deficit as identified by PwC System Diagnostic  

 

System partners have formed schemes to create additional capacity to counter the bed deficit 
predicted. Portsmouth have plans which create additional capacity of a circa 23 bed equivalent and 
Hampshire County Councils plans equate to 69 beds in response to the average 90 bed gap. PHTs 
commitment is by working with system partners and making improvements to daily flow it will 
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reduce the impact of the bed gap by a further circa 30 beds. As part of the plan to reduce reliance on 
escalation capacity which has manifested in previous winters PHT will be increasing its basic adult 
inpatient bed stock by 12 beds, all of which will support the achievement of a 92% occupancy rate 
across the winter period.  

Figure 4  illustrates in more detail how much capacity these schemes will be contributing  to the bed 
deficit and when they are projected to come online. The appendices also detail the individual 
schemes that Portsmouth and South East Hampshire are planning to implement as part of closing 
the gap this winter. The volume of bed reduction that PHT is targeting through several schemes is 
illustrated by the closure of an approximate 20-30 bed equivalent gap which will be achieve by a 
collection of schemes, many of which have been rehearsed by the recent ‘sprints’ that have been 
implemented as part of the Urgent Care Improvement plans and are outlined in section 5. 

Figure 4 System delivery of the 92% bed occupancy ( by provider) 

 
 
 

 

 

 

 

 

  

 

 

5. PHT winter schemes  

The Trust is putting in place a number of schemes this winter in order to increase the physical 
capacity of the hospital to reduce the bed gap and to improve the flow of patients to achieve a 92% 
occupancy rate. PHT has been successful at being awarded additional capital to help support a safer 
winter which will form a major part of the plan. It has though also instgated schemes which draw on 
previous experiences of winter seasons, the ‘sprint’ initiatives which have been running during 
2018/19 to improve flow along with drawing on national best practice from NHSI such as 
‘Ambulatory emergency care guide – Managing increased demand from winter illness’ June 2018. 
The schemes which include the delivery of additional winter capacity have been factored into the 
Operating Plan 2018/19 and formed part of the resubmission made 20th June 2018 as required by 
Ian Dalton, NHS Improvement Chief Executive. The Trust’s plan for winter in terms of capacity and 
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the financial commitments were included within this resubmitted plan which Trust Board received 
an update of on 5th July 2018. 
 

a. Emergency Department  – FIT area 

This will provide additional care space for patients in the Emergency Department for patients who 
are requiring observation but not admission to be cared for by the FIT team. This will benefit the 
Emergency Department and prevent the occurrence of ambulance handover delays by creating 
capacity within the department to off load patients in a more timely way.  (NB. This was previously 
referred to in the Operating Plan 2018/19 resubmission as “Ambulance handover infrastructure 
improvements assisting with ED flow and holding (as an enabler with flow will contribute to 
improved occupancy) ). 

 

b. A6 and discharge Lounge conversion  

In previous winters the hospital has relied heavily on opening up beds in escalation areas as a 
consequence of triggering OPEL 3 and OPEL 4 escalation status. The opening of escalation beds 
creates a poor experience for patients and has implications for the Trust being able to maintain its 
elective programme. Through the creation of a new Uro/Gynae ward on A6 PHT will be creating an 
additional 12 beds to add to its overall adult bed stock. The plan which has been commissioned and 
supported by the estates team is to re-locate the current discharge lounge on A level to a modular 
unit and convert the old discharge lounge space into an additional 12 beds. These 12 beds will be 
linked with the existing A6 ward, creating a 34 bedded Uro /Gynae ward. This new ward will still 
provide 10 care spaces for MOPRs patients. The ward that the Urological team currently occupy, D7, 
will be given over to the Medicine and Urgent Care Division. 

 

c. Reducing Stranded  

The transformation work within PHT includes a focus on improving the quality of decision making at 
Board Rounds, to ensure robust discharge planning and early access to a Home First approach. 

Work is underway to look at TTOs, transport and Early Birds as critical enablers to improving flow. 

IDS: 

The referral processes to IDS have been simplified and streamlined to ensure rapid, easy access to 
complex discharge support. 

The following initiatives are contributing to improved access to community services: 

• Implementation of trusted professional 
• CHC D2A pathway 
• Designated Fastrack beds across Hampshire 
• Regular MADE with full system engagement, including CHC 
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• Weekly Stranded meetings with robust challenge around all patients >21 days 
• Streamlined triage within IDS hub, 7 days, to ensure prompt response to referral 
• Hampshire Integrated Intermediate Care hub, receives direct referral for heath or social care 
• Continued Bridging Care service. 

 

 

d. Ward configuration 

The re-configuration of A6 will create an additional 12 beds for PHT but it will also enable the 
Medicine & Urgent Care Division to reconfigure its bed base, change how it uses care spaces more 
effectively to cohort patients which will create efficiencies in flow that the Trust has previously 
found challenging to garner due to a lack of co-location and in turn proliferation of ‘outlying’ 
patients outside of core bed base which require additional outlier teams to manage their care. 

We will aim to use the whole medical bed base Medicine + MOPRS, c 400 + beds as intelligently and 
flexibly as possible cope with swings in demand and deliver flow consistently. 

AMU & Short Stay Unit (D2 X30 Beds / 64 AMU beds) 

• AEC Criteria implementation (Assumes x14 Patients Per Day) 
• Workforce configuration includes Take/Day 2/Ambulatory  
• Additional AMU Take Consultant for ED area during Winter  
• MOPRS support in place for ED / AMU 12 hours per day 7 day per week TAKE / DAY2 
• ED Dedicated FIT provision    

MOPRS – 237 Beds A6, F2,G1,G2,G3,G4, E4, F1,F4 + 35 D3 Nurse Led from  November 18 

• A6 X10 Female – scope to gender mix from Dec 2018 
• Stroke Pathway issues – specifically emergency bed capacity / pull from ED  
• Dedicated outlier team in place covering full site  

Medicine:  Respiratory Team X76 Beds E6,E7,E8 

• Buddy wards remain for D5,D6,F5,F6, F7 
• Respiratory Consultant of the Week AMU cover Jan – Feb Pilot no additional cost  
• Increased weekday AMU ward round  
• Diversion of Junior Doctor Resource from Resp to AMU  
• Additional 4 Hour Weekend cover Jan – Feb Resp Day 2s in AMU – WLI Rates  
• Lung Cancer and Plural Pathway in place to pull from ED  
• Does not impact Flu Plans 

 

e. Red 2 Green / safer 
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There’s been a huge focus on internal ward processes over the past 12 months supported by 2020 
and then accelerated through the Easter and Summer Sprints. Red2Green, EDD Accuracy, End PJ 
Paralysis and Board Round processes have been a particular focus of this improvement work.  

We are currently developing a revised ward level SAFER Dashboard that will make ward level 
performance more transparent and consistently trackable over time. This data will help us to provide 
meaningful feedback to ward teams, Care Groups and Divisions in terms of their performance when 
compared to their peers  

With the support of community partners we are recruiting to a seconded band 7 post to support the 
Home First/D2A roll out with a component of their role intended to focus on Board Round Coaching 
over the winter.  

The cumulative impact of this has been to work synergistically with the focus on complex discharges 
and super stranded to equate to a reduced length of stay (LOS) for Emergency Admissions in the first 
part of this financial year compared to previous years (see chart below).   

 

 

 

 

Average LOS reduction for the first 5 months of this financial year compared to 17/18 has been from 
6.1 to 5.36 days. There has been a 10.6% increase in the number of unscheduled patients discharged 
over this period which equates to the equivalent of a 10.4 virtual bed reduction gained by this 
efficiency.  
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For the Trust to return the equivalent of 20 beds towards the PWC closing the gap challenge over 
the 5 months from Sept 2018-Jan 2019 inc. we will need to further reduce our average LOS for 
emergency admissions to 5.1 days.  

From a simple ward discharge perspective we will drive this through an enhanced focus on: 

• Action based use of R2G with effective service and care group delivered escalation processes  
• EDD accuracy with a push towards an improved 7-day discharge profile in particular  
• Timeliness of discharges as recorded through Early Birds, Discharges by 1pm and 4pm and 

reflected through an increase in prospective Transport bookings and anticipatory TTO 
completion  

 

f. Short stay and admission Avoidance schemes 

There are several schemes which will step up the impact that the hospital has already been feeling 
the benefits of in terms of increasing the effectiveness of its management of patients appropriate for 
short stay <72 hours and also admission avoidance. FIT teams will continue to operate their model of 
working out of the front door in ED and AMU and will seek to discharge an additional 1 patient per 
day over the winter period.  

Ambulatory Care will be maximised for patients identified using the new AMU Ambulatory screening 
tool through a modified Pitstop selection process.  

6. Operational Planning  

In anticipation of the additional pressures that surges in demand bring the following supporting 
measures will also be in place to ensure that there is suitable injection of capacity which is not 
focused on beds but positive movement around the QA site to support discharge and flow: 

Scheme   

ED trackers  Increasing the number of teams moving patients 
around ED to support good flow 

Winter pressures transport  
Increasing the availability of transport to make 
sure patients can be discharged in a timely way 
freeing up bed capacity sooner. 

Extending the hours of discharge lounge  

Being ready to accept patients beyond current 
opening hours to ensure acute beds can be 
released and patients can be discharged in line 
with their EDD. 

Transfer team – Ops Centre  
Increasing the availability of Ops centre personnel 
to manage and undertake transfers of patients 
across the hospital bed base. 

 
Temporary CT  
 

Increasing CT capacity 3 days per week to support 
both cancer and unscheduled care patients 
awaiting CT. 

 
Point of Care testing  

Introducing flu point of care testing at ED & AMU 
to support early identification of flu positive 
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 patients, reducing the time taken for results to be 
process and care plans/isolation arrangements to 
be made 

 
OT & Physio 
 

Ensuring that there are enough OT & Physio to 
support anticipated level of patients over winter. 

Winter Delivery Model  

Preparing to run the Trust on  Command & control 
escalation status during October half term week, 
last week in November and the 2-3 week Christmas 
& New Year period. 

Divisional schemes are also in place to address the flow and care of patients over the winter period: 

Medicine & Urgent Care 

• Dedicated help to ED for first 2 hours of the day 
• 5 OPD clinics a week to be converted into additional support for ward rounds - Nov 18 
• Additional respiratory weekend ward rounds – Jan 19 
• Additional support to cover outliers/additional medical beds Q3 
• Additional weekend discharge planning support to medical/moprs wards – Nov 18 
• Additional ED tracking support – Dec 18 
• Additional twilight consultant cover – Oct 18 

Surgery & Outpatients 

• More beds (c8) allocated to trauma patients on D5 – Sep 18 
• Cap inpatient numbers and switch of inpatients to day cases for January 
• Senior Lead Nurse support to pull medical patients from amu into the reconfigured 

surgical beds – Oct 18 

Clinical Delivery 

• Additional physio & to support to outliers/extra medical patients – Nov 18 
• Additional CT capacity 2/3 days a week – Nov 18 

 

a. Elective operating 

In previous winters the hospital has reduced its elective operating in both planned and unplanned 
ways in order to cope with the increase in demand for unscheduled care admissions. With the 
system plans providing capacity of 90+ beds, the opening of additional 12 beds as standard adult bed 
stock and the re-configuration of its wards the elective programme is planned to be continued over 
the winter period. This includes the continuation of elective orthopaedic work which was shut down 
for a 3 month period over winter 2017/18. Whilst the elective programme will be planned to 
continue divisional teams will be profiling their booking schedule over the acutely pressured months 
of December and January so that urgent and cancer patients are prioritised and the majority of the 
remaining elective activity will be focused on day case activity in a bid to avoid patients being 
cancelled on the day of their surgery due to unavailability of beds.   
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7. Measuring our success 

The system has formed an overarching Balance Score Card which all partners have contributed key 
metrics which will measure the enabling schemes along with their impact on activity and 
performance over winter. Many of the schemes across both PHT and system partners are inter-
related and it is difficult to isolate the impact of any one intervention without maintain oversight 
over other interdependent schemes. The reduction in stranded and super stranded will also 
contribute towards the reduction in MFFD patients. The Balance Score Card will assist in assuring the 
system of the collective position of the core schemes and enablers which will all have a target 
measured against a baseline to show an improvement. The below tables show the indicators the 
Trust and the wider system will measure PHT against: 

 

 

8. Financial Plan 

The Trust has set aside a portion of funds to support the increased costs of the winter period 
along with the need to increase its establishment to support the additional 12 beds it is adding 
to its bed base. The Trust has also applied for additional capital monies to support the need for 
additional capacity and has made provision for the revenue implications of the additional costs 
of winter have been made as part of the overall operating plan. 
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9. Flu plan  

 

Vital learning and wash-up from 2017/18 flu season lessons have been learned with the major 
themes being: 

• Ineffective cohorting  
• Didn’t identify the spike in a timely way 
• Patients caught flu from unvaccinated staff members (MOPRS) 

In response to these findings the following actions have been put in place to ensure the Trust has an 
improved plan for managing flu: 

• Flu preparedness meetings have commenced 
• Flu vaccination campaign commencing  
• National campaign launched  
• HR & comms confirming the plan 
• Point of care testing being evaluated  

o will provide 30 minute turnaround v 24-36 hours 
• To support safer and more efficient  decision making  to support cohorting and discharge   
• Ops team will run table top simulations with infection control and care group reps to 

rehearse our actions for spikes in flu demand and cohorting ( during November) 
 
 

10. Risks 

There are risks with the ability of the Trust to achieve its objective of a well managed winter which 
will enable it to achieve the 92% occupancy goal that the hospital with support from system partners 
has committed to.  

- Challenging progamme of estates works to enable additional 12 beds to be physically ready 
in time 

- Staffing of the additional beds particularly in relation to Band 5 RNs (current vacancy pre 
winter period of 300) 

- System plans need to all deliver in order  for the flow initiatives identified in PHT’s plan to be 
realised. Some parts of the PSEH system appear to be behind trajectory for schemes which 
will contribute toward the overall gap  

- MFFDs must be brought down to 90 or less  in totality and the current MFFD whilst an 
improvement on previous year is still higher (25/09/18 MFFD patients 193) 

- PSEH System Diagnostic analysis has been undertaken at a point where demand on inpatient 
beds would not have been forecast as high as the past quarter has shown in reality. Non-
Elective activity is 11.4% over the planned level at Month 5. The plan includes a reduction 
for QIPP/Demand Management – excluding this the over-performance is 7.5% (and 9% more 
than previous year). This potentially means that the gap in capacity could be higher than 
originally forecast. 
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11. Conclusion  

During the summer of 2018, a comprehensive review was undertaken across the system that would 
support the component parts of the Trust and system winter plan, the PwC work has led to an 
expansion of community capacity, alongside internal changes to PHT to support the delivery of 92% 
bed occupancy for the Trust. 

The divisional teams have been working since their formation in July to ensure that the 
improvements within the first quarter of the year 18/19 continue through the delivery of internal 
efficiencies and ward reconfiguration. The internal work on process has been led through the 
Associate Medical Director Dr Roland and further work is expected over the next few weeks. 

Through the improvements that we have seen in Q1 ( Appendix 3) in terms of reduction in escalation 
beds, improved flow through the hospital and a significant improvement in how the Trust manages 
‘busy’ periods we are in the best place possible to further improve and drive our length of stay 
further to meet the occupancy requirements. The reduction in the MFFD to around 90, the internal 
efficiencies through ward re-organisation will put us in the best place possible to manage the 
challenges of winter.
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Purpose of the Winter Plan 

 What are the key things we are trying to achieve? 
– Ensure that staff / patients have a improved environment through improving 

‘capacity’ across the Trust and within the community to  reduce bed occupancy on 
to average of 92% 

– Deliver the operating plan trajectory for 4 hour performance / Elective / Cancer 
– Reduce the number of ambulance delays over 15 minutes 
– Reduce the number of patients whose discharge is delayed 
– Reduce the number of outliers and patient moves out of hours 
– Deliver a whole system plan to manage winter through ‘ home first home today’ 
– Reduce and contain the risks relating to Flu  

 What are we going to do to deliver? 
– Increase bed capacity at QA 
– Reconfigure some of our bed stock to support the areas of most challenge 
– Increase capacity across the community in domiciliary care, fast track; continuing 

health care so that more care is delivered at home / community settings 
– Improve internal processes within the hospital to reduce delays and increase 

discharges 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

What has happened this year…. 

 
 

 
August 2018 

  OPEL 1 OPEL 2 OPEL 3 OPEL 4 
2016 1% 15% 46% 38% 
2017 0.5% 11% 48.5% 40% 
2018 (year to 19/09) 17% 26% 43% 14% 

2016 2017 2018 
01-Aug Amber Black  Amber 
02-Aug Black  Black  Amber 
03-Aug Black  Red Amber 
04-Aug Red Red Amber 
05-Aug Amber Red Amber 
06-Aug Amber Amber Amber 
07-Aug Black  Red Red 
08-Aug Amber Red Red 
09-Aug Amber Red Amber 
10-Aug Black  Red Amber 
11-Aug Black  Red Green 
12-Aug Amber Red Green 
13-Aug Amber Red Amber 
14-Aug Red Red Red 
15-Aug Red Black  Amber 
16-Aug Red Red Amber 
17-Aug Amber Black  Green 
18-Aug Amber Black  Green 
19-Aug Red Black  Green 
20-Aug Amber Black  Amber 
21-Aug Amber Black  Amber 
22-Aug Red Black  Amber 
23-Aug Red Black  Amber 
24-Aug Black  Red Green 
25-Aug Red Black  Green 
26-Aug Black  Black  Green 
27-Aug   Red Green 
28-Aug Red Black  Green 
29-Aug Red Black  Green 
30-Aug Black  Black  Green 

31-Aug 

Black  Black  Green 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

What has happened this year… 

 

9/28/2018 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

What has happened this year… 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

What has happened this year.. 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Measurement of System Delivery 

KPIs Source Target Last Update Current Value 

PHT Bed Occupancy % (Unvalidated) PHT   92%   25-Sep-2018 96.6% 
A&E Performance Acute Trust Footprint PHT + SMTC   90%   25-Sep-2018 90.18% 
PHT Super Stranded patients (21 days or more) PHT   <143   25-Sep-2018 189 
PHT Daily SitRep Super Stranded PHT   <199   24-Sep-2018 251 
Number of MFFD (20:00) Portsmouth PHT   30   25-Sep-2018 53 
Number of MFFD (20:00) Hampshire PHT   50   25-Sep-2018 148 
PHT Discharges Per Day (Previous Day) Simple Discharges PHT   90   25-Sep-2018 116 
Complex discharges (PHT) PHT   36   25-Sep-2018 19 
Delayed Transfers of Care - Patient Count - PHT PHT   33   WC 17-Sep-2018 40 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Winter Plan - overview 

 Capacity  - 92% 
– System wide plan 
– Internal plan for extra capacity  

 Additional bed stock ( A6) 
 Increase in medical beds (by about 18 beds on D7) 
 Additional CT Scanning capacity  

 
 System & Process 

– Improved Internal Process ( home first; R2G; board rounds; AEC) 
– Enhanced 7 day working with on site divisional cover 
– Increase simple discharges 

 EDD 
 Early Birds 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

 
2018/19 System PWC Capacity Review 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

 
What does this plan look like across the system 
 
 - Significant increase in domically care hours/ week (around 1200 hours across 
the system) 
 
- increased timeliness to access CHC assessments ( discharge assessment tools) 
in both Portsmouth and Hampshire 
 
- increased provision for community beds for Continuing Healthcare needs 
assessments 
 
 - increased on site presence for community teams to deliver home first, through a 
integrated Hampshire based team ( early September) 
 
- Fast Track service delivered through Marie Curie – went live early September for 
home care 
 
- Increased access to fast track community beds ( 17 in total) 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

 
System & PHT plan to bridge the Gap 

Assumes full and timely delivery of all system capacity as per diagnostics summary  
PHT additional capacity in Discharge lounge converted to increase A6 by 12 beds. 
Zero escalation beds in use. 
MFFDs at 90 with a 25% reduction in super stranded by mid-November 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

 
PHT – Capacity Releasing Actions  

Actual Beds/ 
Virtual Beds 

Delivery 
Date 

ED 
Development 

• Create 9 additional spaces inside ED to avoid holding 
ambulances 
 

0 17/12/18 

Additional bed 
capacity  

• Re-provide discharge lounge and create 12 additional beds on 
A6. 

• A6 will become uro/gyane ward with 2 separate wings  (male 
and female) but run as 1 unit 

• Urology moves from D7 to A6 and D7 becomes 100% medicine 
which gives medicine c18 more beds 

• Avoids normalising escalation areas as in previous winters, 
creating a better and safer environment 

12 

22/12/18 
 
 
 
 
 
 
 

LoS  Reduction/ 
internal 

improvements 
 
 
 

 
• 10 beds on A6 will stay MOPRS 
• 30 beds across other surgical specialties will be designated for 

Medicine which should enable direct flow from AMU, reduce 
the number of moves, allow more timely access  

• Autumn Sprints x 6 to focus on 
• Discharges by 10.00  midday & 4pm 
• Use of EDDs 
• Reduction in stranded patients (over 7 days) 

20 

22/12/18 
 
 
 
 

15/10/18 
 
 

13/9/18 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Heading towards 5.1 ( LoS currently 5.4) 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Additional Capital Investment ( Capacity) 

 Temporary CT scanner to support improved access to Diagnostics for all 
patients ( inpatients / cancer / clinically urgent) 

 Additional 12 beds to support the reduction in the Trusts need to use outlying / 
escalation beds ( and further supported by the increased capacity out in 
community)  

 Support to FIT patients in ED by providing a focused area for FIT team to 
work within, with additional support from partners 

 Modular Discharge Lounge  
 Access to IT system that supports admission avoidance through a joined up  

information platform 
 
 

Page 56 of 149



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Learning from last year…. Planning for 5.1 days LoS 

 Additional therapy and discharge co-ordiantor support to ensure timely assessment as 
part of the new Frailty Intervention Unit in ED as part of the process that supports early 
intervention from the FIT team ( to prevent admission) 

 Additional support to AMU / ED to speed up the timelines of transfers – this supports 
the summer sprint work that is focused on ensuring that patients who are allocated 
beds are transferred and the bed filled within 30 minutes( speed up transfer times) 

 Ensuring that, Medicine  has the ability to flex capacity as part of the winter plan to 
provide specialty input into ED / AMU 7 days a week ( prevent admission) 

 Re-organisation of medical ward bed base to support ‘nurse led units’ and allow Medical 
resources to be allocated to support outlying wards ( improve timeliness of review) 

 Working with the surgical clinical teams to refine the process that identifies outliers for 
surgery with the matrons from surgery taking a more involved approach (improved 
safety of decision making) 

 Autumn sprints looking at improved process within pit stop ti o improve time for 
assessment for those clinical unwell; enhancing the ward based reviews to maximise 
R2G 

 Access to Transport earlier / later in the day that allows for direct allocation from out 
Operations centre  
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Managing Flu 

 Vital learning and wash-up from 2017/18 lessons 
– Ineffective cohorting  
– Didn’t identify the spike in a timely way 
– Patients caught flu from unvaccinated staff members  

 Flu preparedness meetings have commenced 
 Flu vaccination campaign commencing  

– National campaign launched  
– HR & comms confirming the plan 

 Point of care testing being evaluated  
– will provide 30 minute turnaround v 24-36 hours 
– To support safer and more efficient  decision making  to support cohorting 

and discharge   
– Ops team will run table top simulations with infection control and care 

group reps to rehearse our actions for spikes in flu demand and cohorting 
( during November) 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Staff & Resilience  

 Ensure our Winter Plan is clear and well communicated to staff so that they 
are informed of preparations being made and what expectations are 

 Recruitment drives to ensure our staffing position is as robust as possible 
 Winter communications plan to include personal resilience messages running 

prior to winter along normal flu messaging  
 More structured 7/7 on site presence  
 Confirm any additional initiatives from Occupational Health and wellbeing 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Risks 

 Internal Process do not meet the requirements  - weekly 
meeting with divisional leads has been set up for overview 

 System Plan does not meet demand – CEO has weekly 
briefings and chairing fortnightly meetings with system COOs 

 Staffing  - Chief Nurse working with local teams to plan and 
support  

 Staffing –Divisional meetings taking place to plan for confirm 
plans by Mid – October 

 Non-elective activity – need to re-profile ( 10th October)  
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Summary 

 Spent several months already planning for Winter 18 – but 
plans needs locally to further support 

 Divisional teams have been planning and will complete local 
work Mid-October – discussion Oct Perf Review 

 Clear actions for system partners & this is being managed 
through System Chiefs and A&E Board 

 Good engagement across new leadership teams, now needs to 
be fed through the organisation  - Dir Comms / COO doing 
open sessions October  / Novembe 
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Purpose: To inform the Committee of the Trust Self Assessment against the 
2018 EPRR Assurance Process and present the new Trust HAZMAT / 
CBRN plan for ratification.  

Action required by the Board/Committee: Discussion 
 

Document previously considered by which 
meeting(s)  

Quality and Performance Committee  
 

Executive Summary  
 
This paper provides a summary of the outcome of Portsmouth Hospitals NHS Trust Emergency 
Preparedness, Resilience and Response (EPRR) annual assurance self assessment submission to NHS 
England 2018. 
 
All NHS Organisations are required to prepare for and respond to a wide range of incidents or emergencies 
that could impact on health or patient care. This is underpinned by legislation contained in the CCA 2004 and 
the NHS Act 2006 (as amended).  This work is referred to in the health service as ‘Emergency Preparedness, 
Resilience and Response’ (EPRR). 
 
The minimum requirements which commissioners and providers of NHS funded services must meet are set 
out in the current NHS England Core Standards for EPRR.  The Trust is required to submit an annual 
compliance self assessment to their lead CCG against the EPRR Core Standards utilising the compliance 
ratings In the 2018 EPRR Core Standards there are 64 standards that an acute trust must assess its level of 
compliance against Annual National Assurance Process. 
 
An independent desktop assessment undertaken in February 2018 to confirm the Trust's current position in 
relation to the NHS EPRR Core Standards 2017 found the Trust to be in a position of non compliance.  An 
intensive work programme has been in place over the last 10 months to progress the Trusts level of 
compliance. 
 
Key area of compliance have been progressed including EPRR Governance, Multi Agency Engagement, Risk 
Assessment, the production of a new Incident Response Plan and several risk specific plans and procedures 
including Severe Weather Plan, Fuel Shortage Plan and HAZMAT / CBRN plan.  In addition and taking into 
account learning from recent incidents in Salisbury the Trust HAZMAT / CBRN equipment and resources have 
been further developed.  
 
On 14th September the Trust Accountable Emergency Officer (Chief Operating Officer) and Emergency 
Preparedness, Resilience and Response Officer attended a formal confirm and challenge meeting with the 
CCG and presented a self assessment demonstrating compliance with 57 of the 64 core standards.  
Therefore the Trust considers itself to be a position of substantial compliance.  A further confirm and 
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challenge between the CCG and NHSE will take place on 1st October and a final level of compliance will be 
awarded. 
  
In summary the Trust has demonstrated significant improvement against the EPRR Core Standards since 
early 2018.  A number of new EPRR Plans and Policies have been put in place and a thorough training 
programme is underway.  The Trust now needs to further embed EPRR across the organisation through a 
programme of exercising and testing.  Over the last year the Trust has shown its resilience and ability to 
respond to Business Continuity Incidents, Critical Incidents and Major Incidents with lessons learned through 
debrief and improvements implemented.  
 
The remaining areas of partial compliance are: 
 

1. CS15 Pandemic Influenza Plan 
2. CS20 Shelter and Evacuation Plan 
3. CS21 Lockdown Plan 
4. CS27 Training and Exercising Programme 
5. CS30 Incident Co-ordination Centre   
6. CS40 LHRP Attendance 
7. CS53 Business Continuity Audit  

 
A work programme has been produced to progress those core standards currently assessed as partially 
complaint in preparation for the 2019 EPRR Assurance Process.  
 
 
 
 
 
 
 
 
Recommendations:  
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Key Risks Identified:  
 

Links to BAF/Risk Register:  
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Appendix A  Insert  
 
Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience         
 
 

 

Patient Safety/Safety impact         
 

 

Clinical Outcome/Effectiveness         
 

 

Operational/Non clinical         
 
 

 

Impact across Trust & wider 
Health economy 

        
 

 

Accessibility/Waiting times         
 
 

 

Staff         
 
 
 

 

Other         
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 Negative Neutral Positive   
 

Appendix B Insert  
 
Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age         
 

 

Disability         
 

 

Gender reassignment         
 

 

Marriage & Civil Partnership         
 

 

Pregnancy & Maternity         
 

 

Race         
 

 

Religion or Belief         
 

 

Sex         
 

 

Sexual Orientation         
 

 

Human Rights          
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Other Group         

 
 

 Negative Neutral Positive   
 

Assessment Sign Off 
Role Name Date 
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EMERGENCY PREPADRENESS, RESILIENCE AND RESPONSE 
(EPRR) ANNUAL ASSURANCE REPORT 
 
 
 
 
4th October 2018 
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Executive Summary  
 
This paper provides a summary of the outcome of Portsmouth Hospitals NHS Trust 
Emergency Preparedness, Resilience and Response (EPRR) annual assurance self 
assessment submission to NHS England 2018. 
 
 
Section 1 outlines the requirements on NHS organisations to have arrangements in 
place to prepare for and respond to a wide range of incidents and the legislation and 
guidance that govern that planning. 
 
Section 2 summarises the annual EPRR assurance process and the Trusts overall 
level of compliance. 
 
Section 3 details the progress the Trust has made in the last 12 months including 
the development of new plans and policies, training and exercising undertaken and a 
review of live incidents.  
 
Section 4 identifies the remaining areas of non compliance associated work 
programme to ensure compliance.  
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1.0 INTRODUCTION  
 
All NHS Organisations are required to prepare for and respond to a wide range of 
incidents or emergencies that could impact on health or patient care. These could be 
anything from extreme weather events, infectious disease outbreaks, terrorist attacks 
to major transport accidents. Furthermore, NHS Organisations must be internally 
resilient and be able to respond safely to such incidents, or other internal disruptions, 
whilst maintaining its services to patients.  This is underpinned by legislation 
contained in the CCA 2004 and the NHS Act 2006 (as amended). 
 
The CCA 2004 specifies that responders will be either Category 1 (primary 
responders) or Category 2 responders (supporting agencies).  Portsmouth Hospitals 
NHS Trust is classed a Category 1 Responder under the CCA2004. 
 
Category 1 responders are those organisations at the core of emergency response 
and are subject to the full set of civil protection duties:  
 

• assess the risk of emergencies occurring and use this to inform contingency 
planning  

• put in place emergency plans  
• put in place business continuity management arrangements  
• warn, inform and advise the public in the event of an emergency  
• share information with other local responders to enhance co-ordination  
• cooperate with other local responders to enhance co-ordination and efficiency  

 
This work is referred to in the health service as ‘Emergency Preparedness, 
Resilience and Response’ (EPRR). 
 
1.1 EPRR Guidance and Legislation 
 
The following legislation, regulation, conditions and guidance have been used to 
inform the trust’s EPRR work programme:  
 

• The Civil Contingencies Act 2004 (and its associated regulatory, statutory and 
non- statutory guidance)  

• The NHS Act 2006 as amended 
• Section 46 of the Health and Social Care Act 2012  
• NHS England Emergency Preparedness, Resilience and Response 

Framework Nov 2015  
• NHS Core Standards for Emergency Preparedness, Resilience and Response 

July 2018 
• NHS England Business Continuity Management Framework (service 

resilience)  
• National Occupational Standards for Civil Contingencies  
• BS ISO 22301 Societal security – Business continuity management systems  
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2.0 EPRR FRAMEWORK  
 
 
Under the EPRR Framework providers of NHS funded services are to:  
 

• Support Clinical Commissioning Groups (CCGs) and NHS England, within 
their health economies, in discharging their EPRR functions and duties, locally 
and regionally, under the CCA 2004  

• Have robust and effective structures in place to adequately plan, prepare and 
exercise the tactical and operational response arrangements both internally 
and with their local healthcare partners  

• Ensure business continuity plans mitigate the impact of any emergency, so far 
as is reasonably practicable  

• Ensure robust 24/7 communication “cascade and escalation” policies and 
procedures are in place, to inform CCGs and healthcare partners, as 
appropriate, of any incident impacting on service delivery  

• Ensure that recovery planning is an integral part of its EPRR function  
• Provide assurance that organisations are delivering their contractual 

obligations with respect to EPRR  
• Ensure organisational planning and preparedness is based on current risk 

registers  
• Provide appropriate director level representation at LHRP(s) and appropriate 

tactical and/or operational representation at local health economy planning 
groups in support of EPRR requirements  

 
 
2.1 EPRR assurance process  
 
The minimum requirements which commissioners and providers of NHS funded 
services must meet are set out in the current NHS England Core Standards for 
EPRR.  These standards are in accordance with the CCA 2004 and the NHS Act 
2006 (as amended).   The NHS Standard Contract Service Conditions require 
providers to comply with EPRR Guidance. Therefore commissioners must ensure 
providers are compliant with the requirements of the Core Standards as part of the 
Annual National Assurance Process. 
 
This process incorporates four stages:  
 
1. EPRR Self assessment  
2. Local Health Resilience Partnership (LHRP) confirm and challenge  
3. NHS England regional EPRR team confirm and challenge  
4. NHS England national EPRR team confirm and challenge  
 
Based on this process, NHS England will submit a national EPRR assurance report 
to the NHS England Board. The report is then shared with the Department of Health 
and Social Care (DHSC) and the Secretary of State for Health and Social Care.  
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2.2 EPRR Self Assessment  
 
Under stage 1 the Trust is required to submit an annual compliance self assessment 
to their lead CCG against the EPRR Core Standards utilising the compliance ratings 
shown in figure 1. 
 

 
Fig 1. EPRR individual core standard compliance ratings  
 
In the 2018 EPRR Core Standards there are 64 standards that an acute trust must 
assess its level of compliance against, these are split into ten domains:  
 
1. Governance  
2. Duty to risk assess  
3. Duty to maintain plans  
4. Command and control  
5. Training and exercising  
6. Response  
7. Warning and informing  
8. Cooperation  
9. Business continuity  
10. Chemical Biological Radiological Nuclear (CBRN).  
 
An overall assurance rating will be assigned based on the percentage of Core 
Standards for EPRR which the organisation has assessed itself as being ‘fully 
compliant’ with.  The thresholds for each overall EPRR assurance rating are shown 
in figure 2. 
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Fig 2. EPRR Overall Assurance Rating   
 
2.3 PHT Assurance Rating  
 
On 14th September the Trust Accountable Emergency Officer (Chief Operating 
Officer) and Emergency Preparedness, Resilience and Response Officer attended a 
formal confirm and challenge meeting with the CCG and presented a self 
assessment demonstrating compliance with 57 of the core standards (refer to figure 
3).  Therefore the Trust considers itself to be a position of substantial compliance.   
 
 

Page 74 of 149



 
Figure 3. PHT EPRR Assurance  
 
In addition each year a ‘deep dive’ is conducted to gain additional assurance into a 
specific area. This year the deep dive was focused on command and control.  The 
self assessment against the deep dive standards does not contribute to the 
organisation’s overall EPRR assurance rating and was reported separately.  
 
3.0 EPRR PROGRESS 2017/18 
 
The Trust appointed a full time EPRR Officer in November 2017.  Prior to this the 
previous post holder only had an EPRR focus for 2 days per week and moved on 
from that role in April 2017.  The Trust recognises the EPRR role was not adequately 
resourced to meet the increasing requirements and workload under the EPRR 
Framework.  To support the EPRR Officer external consultant support was sourced 
on a part time basis February – July 2018.   
 
Key area of compliance have been progressed including EPRR Governance, Multi 
Agency Engagement, Risk Assessment, the production of a new Incident Response 
Plan and several risk specific plans and procedures, and HAZMAT / CBRN 
compliance.   
 
3.1 EPRR Internal Audit  
 
In February 2018 an independent desktop assessment to confirm the Trust's current 
position in relation to the NHS EPRR Core Standards 2017 found the Trust to be in a 
position of non compliance.  Key areas of non compliance included: 
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• The production of EPRR Risk Assessments in line with National and 
Community Risk Registers 

• Multi agency engagement through the Local Resilience Forum (LRF) and 
Local Health Resilience Partnership (LHRP) 

• A number of Emergency Plans were either out of date or not in line with 
current guidance, including; the Major Incident Policy, Severe Weather Plans, 
Fuel Plan, Pandemic Influenza Plans, Evacuation and Lockdown Plans.  

• A number of core standards relating to HAZMAT / CBRN including an update 
of the HAZMAT / CBRN plan, equipment and inventories.  

 
In addition there are several core standards that the Trust was unable to progress 
due to the lack of national guidance such as the PHE CBRN / HAZMAT handbook, 
only published in June 2018, and the absence of Mass Countermeasures or 
Resilient Telecommunications guidance.    
 
3.2 EPRR Plan and Policy Review  
 
As part of the EPRR Audit a full review of the existing Emergency Plans and Policies 
was undertaken.  A new EPRR Policy and Trust Incident Response Plan (IRP) were 
produced incorporating the Trusts response to a Business Continuity Incident, 
Critical Incident and Major Incident.  These documents will supersede the Trusts 
current Major Incident Policy.   
 
A communications test of the Major Incident Communications Cascade was 
completed in February 2018, this highlighted several of the numbers held by the 
switchboard were out of date.  A full review was completed and a Switchboard 
Incident Communications Cascade SOP produced in line with the new IRP.  
 
In addition to overarching generic plans and policies the Trust is required to have 
effective arrangements in place to respond to the risks the Trust is exposed to, 
including emergency plans that cover specific risks and threats. A Trust Road Fuel 
Disruption Plan has been produced in line with the National Emergency Plan for Fuel 
– NEPF that outlines arrangements for the Trust to continue to deliver critical 
activities in the event of a road fuel shortage.  In addition a Severe Weather Plan has 
been produced in line with Public Health England and Met Office alert levels and 
guidance for the management of heatwave, extreme cold weather, snow, flooding 
and storms / gales.  
 
A new Trust HAZMAT / CBRN Plan has been written in line with the PHE Chemical, 
biological, radiological and nuclear incidents: clinical management and health 
protection handbook published June 2018 and incorporates learning from the recent 
incidents in Salisbury.  The Trust were fortunate enough to have the Emergency 
Department Major Incident lead, Surgeon Commander Steven Bland, a Consultant in 
Emergency Medicine and Defence Specialist Advisor in CBRN Medicine lead on this 
plan.   
 
Taking into account lessons learned during winter 2017/18 and the associated 
pressures in the Trusts Mortuary, the Trust Mortuary Capacity and Excess Deaths 
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plans have been matured to incorporate mutual aid arrangements with neighbouring 
Trusts and triggers for requesting NHSE support. 
 
3.3 Training and Exercising  
 
In line with the new EPRR Plans and Policies a Training Needs Analysis and 
Training Programme have been completed with key roles identified and tailored 
training packages produced in line with the Skills for Justice (SFJ) National 
Occupational Standards (NOS) for Emergencies 
 
EPRR and Incident Response Plan Training has been delivered to the EPRR 
Responsible Persons, Duty Hospitals Managers, On Call Managers and On Call 
Directors.  Training sessions for Loggists are delivered on a monthly basis and 
continue to be well attended to ensure the Trust has access to a large pool of trained 
volunteers to support the Trust during an incident. 
 
The Emergency Department have identified lead trainers that have completed an 
Ambulance Service Hazardous Area Response Team (HART) train the trainer 
programme qualifying them to deliver HAZMAT / CBRN training in house.  Full day 
session are delivered quarterly to Emergency Department staff and incorporate 
HAZMAT / CBRN equipment including setting up the decontamination tent.    
 
In addition a training package for Initial Operational Response (IOR) to self 
presenting patients that may have been contaminated but which the cause is 
unknown, has been produced and sessions are ongoing with Reception Staff, 
Security and Volunteers.   
 
The Trust is required to hold a live exercise (LIVEX) every three years, a table-top 
exercise every year, and a communications cascade every six months.  The focus in 
the last year has been on producing the necessary plans and polices and training to 
those plans in line with the EPRR Core Standards.  The next phase is to embed the 
plans and training through a programme of exercising. 
 
The Trust conducted its communications cascade test utilising the Switchboard 
Incident Notification Cascade in February and August 2018.  On the 11th October the 
EPRR Officer will facilitate a full Incident Co-ordination Centre (Operations Centre) 
set up and exercise supported by the Duty Hospital Managers utilising a severe 
weather scenario in preparation for winter 2018/19.   
 
The Trust is now overdue a full LIVEX, however has demonstrated effective 
command and control processes through the management of a series of Business 
Continuity Incidents, Critical Incidents and a declared Major Incident in the last year.  
The Trusts LIVEX is scheduled for May 2019.   
 
The Trust has participated in a number of Multi Agency Exercises including SIMEX – 
an international disaster response exercise facilitated by Portsmouth University, 
Exercise SOTER – a Mass Casualty exercise facilitated by NHSE and exercises for 
events planning such as the Victorious Festival.  In addition the Trust has 
participated in several system resilience and winter planning exercises.   
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3.4 Live Events / Incidents 
 
In the last year the Trust has responded to a number of internal and external 
incidents requiring the establishment of formal command and control structures.  
During the confirm and challenge meeting with the CCG the Trust was commended 
on its response to these incidents and the resilience demonstrated.   
 
On the 1st December 2017 the CQC published a report into the reporting of chest x 
rays within the Trust.  The Trust response was led by Gold Command and a public 
helpline established to support patients and their families.  The helpline was staffed 
by volunteer Trust staff and ran formally for 4 days 1st- 4th December.   
 
The Compulsory liquidation of Carillion, the provider of the Trusts soft FM services 
was announced on the 15th January 2018.  A full bronze, silver and gold command 
structure was established that remained in operation for several months.  The Trust, 
working with the Hospital Company and our committed and dedicated Carillion staff 
were able to demonstrate effective business continuity and ensure the continuity of 
critical services.  A full debrief will be held on the 2nd October.   
 
Due to significant winter pressures the Trust declared a Major Incident due to 
capacity on the 31st December 2017.  A full command and control structure was 
established including the handover of Gold Command to the CCG.  The learning 
from this identified the need for a new Trust Incident Response Plan and Incident 
Notification Cascade, both of which have been completed and implemented.  In 
addition the Mortuary declared a capacity incident on the 4th January.  Mutual aid 
arrangements with neighbouring trusts were invoked and the Hampshire and Isle of 
Wight NHSE Mortuary Capacity Plan triggered.  The learning has been incorporated 
into winter planning for 2018/19 and excess deaths plans developed.    
 
Following a period of severe cold weather there was heavy snow fall on the 1st and 
2nd March and the Trusts Incident Co-ordination Centre established.  Through the 
use of 4x4 vehicles provided by staff and voluntary agencies, and the provision of 
accommodation on site overnight for stranded the staff the Trust was able to 
continue to deliver critical services.  The learning from the snow fall has been 
incorporated into the Trusts new Severe Weather Plan.  
 
On the 25th May the Trust experienced a high volume of patients and subsequently 2 
fatalities linked to substance misuse at the Mutiny Festival.  The incident had a 
significant impact on staff and generated a high volume of calls from the concerned 
public in addition to escalating media interest.  A full command and control structure 
was established, a number of staff welfare debriefs were conducted including a Trust 
Operational debrief, the findings of which contributed to a multi agency debrief.  The 
Trust is now represented on the Portsmouth Event Safety Advisory Group (PESAG), 
has participated in multi agency exercises for upcoming large events and is 
undertaking modelling within the Emergency Department to identify the number of 
patients that present at ED following some of the large festivals or events in or close 
to the city.   
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4.0 WORK PROGRAMME 2018/19 
 
The Trust has identified itself to be fully compliant with 57 of the 64 core standards 
and partially complaint with the remaining 7 which are: 

1. CS15 Pandemic Influenza Plan 
2. CS20 Shelter and Evacuation Plan 
3. CS21 Lockdown Plan 
4. CS27 Training and Exercising Programme 
5. CS30 Incident Co-ordination Centre   
6. CS40 LHRP Attendance 
7. CS53 Business Continuity Audit  

A work programme has been produced to progress those core standards currently 
assessed as partially compliance to a position of full compliance, shown at appendix 
1.   
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Appendix 1: EPRR 2018/19 Action Plan:  
 
Portsmouth Hospitals NHS Trust has been required to assess itself against the NHS core standards for Emergency Preparedness, 
Resilience and Response (EPRR) as part of the annual EPRR assurance process for 2018/2019. This improvement plan is the 
result of this self-assessment exercise and sets out the required actions that will ensure full compliance with the core standards. 
 
This is a live document and it will be updated as actions are completed. 
 
Core standard Current self-

assessed level of 
compliance (RAG 
rating) 

Remaining actions required to be fully 
compliant 

Planned date 
for actions to 
be completed 

Lead name Further comments 

Duty to maintain plans  
CS15 Pandemic Influenza Partial Pandemic Flu Plan requires update  Nov 2018 EPRRO and 

Infection Prevention  
 

CS20 Shelter and 
Evacuation 

Partial Development of current mass evacuation 
arrangements  

March 2019 EPRRO and Estates 
and Facilities  

 

CS21 Lockdown Partial Review of current lockdown procedure 
and policy  

March 2019 EPRRO and Estates 
and Facilities 

 

Training and Exercising  
CS27 Training and 
Exercising  

Partial Exercising Scheduled required.  LIVEX 
to be delivered week beginning 13th or 
20th May 2019 

June 2019 EPRRO   

Response  
CS30 Incident Co-ordination 
Centre 

Partial New secondary ICC to be fully resourced 
and tested  

December 
2018 

EPRRO and DHM  

Co-operation  
CS40 LHRP Attendance Partial AEO attendance scheduled for 01.10.18.  

Deputy AEO to attend future meetings if 
AEO unable 

October 2018 AEO   

Business Continuity  
CS53 Business Continuity 
Audit 

Partial Undertake annual internal audit of 
Business Continuity Plans and report 
outcomes to the board 
 

June 2019 EPRRO  
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5.0 CONCLUSION  

In summary the Trust has demonstrated significant improvement against the EPRR 
Core Standards since early 2018.  A number of new EPRR Plans and Policies have 
been put in place and a thorough training programme is underway.  As such the 
Trust has identified it is substantially compliant with the EPRR Core Standards 
through self assessment.  The Trust now needs to further embed EPRR across the 
organisation through a programme of exercising and testing. 

Over the last year the Trust has shown its resilience and ability to respond to 
Business Continuity Incidents, Critical Incidents and Major Incidents with lessons 
learned through debrief and improvements implemented.  

A work plan is in place to progress the remaining areas of non compliance ahead of 
the EPRR Assurance Process 2019.  

 

 

 

Page 81 of 149



 

Committee: Quality & Performance Committee  

 
Date of Meeting: 28.09.18 

 
Chair: Martin Rolfe, Non-Executive Director 

 
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: 

59.18 • Annual Controlled Drugs Report received – the Committee was concerned to hear that the 
number of controlled drug incidents had increased significantly.  The Chief Pharmacist 
reported that although this is partly attributable to reporting changes, there is inconsistent 
practice and quality concerning investigation.  A monthly Medicine Security Panel has been 
established to help improve these areas.  A transfer of responsibility will arise on the 
impending departure of the current accountable officer – it was noted that it is a legal 
obligation to have an accountable officer in post at all times and the Committee received 
confirmation from the Medical Director that this would be achieved.  

62.18 • The Committee was pleased to note the continuing downward trend in HSMR. 
• The benefits to safety of the implementation of an electronic prescribing system were 

discussed, including the resolution of some of the issues described in the previous report on 
controlled drugs.  The plan to submit a bid for funds to support this by January was noted. 

• Continued improvements in c diff rates were welcomed. 
• The rate of falls was a concern, and the Committee noted the continuing work to address 

the issue. 
• Performance against the 4 hour access standard was noted to have improved, along with 

bed occupancy rate. 
• The Committee was pleased to receive a correction to the report on the 62 day cancer 

performance which indicated that the standard had been achieved during August, contrary 
to the report.  It was noted though that the standard is likely to deteriorate in September and 
October as part of the plan to recover the wider position.  An increase in cancer referrals 
was also noted as affecting performance, particularly in gynaecological and urological 
cancers, and needs to be factored into future planning. 

• The failure to meet the diagnostic standard in August was noted.  The Committee heard that 
urgent cases are prioritised and additional external resources are in use to reduce the 
impact of the lack of in house capacity.  Meeting the standard will continue to be a 
significant challenge over coming months due to the national scarcity of radiologists. 

• Work to improve the rate of discharge before 12:00 continues. 
• It was noted that emergency readmission data was missing from the report, but is being 

addressed through divisional performance reviews. 

63.18 • The plan to revise the form and function of the Clinical Effectiveness Steering Group and its 
reports to the Committee was noted and welcomed. 

• Action on the diabetes audit was requested by the Committee and will be reported at the 
next meeting. 
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64.18 • The Committee discussed the Quality Recovery Plan and its place in longer term oversight 
of quality arrangements.   

65.18 • The Committee heard about the progress of harm reviews underway to assess the impact of 
a small number of key service failures.  The Medical Director advised that progress reports 
will be brought to the committee on a regular basis to help ensure that the Trust learns from 
the incident identified.  The openness indicated by the report was welcomed. 

66.18 • The new format Learning from Claims and Litigation report was noted and welcomed. 
• Recent changes to NSH Resolution’s practice in respect of birth injuries were described.  
• The impact of poor documentation on the Trust’s ability to defend claims was highlighted. 
• Key lessons from recent inquests also include poor documentation - it was noted that this is 

a focus of the Quality Recovery Plan 
• The importance of ensuring prompt implementation of SIRI action plans was noted. 

o Revision of the SIRI process is in hand 

67.18 • The development of the risk registers associated with corporate functions was noted. 

68.18 • The Corporate Risk Register was reviewed and commended to the Board for adoption. 

69.18 • The Policy Status Report was accepted and progress in the update of outstanding policies 
was welcomed.   

70.18 • The Complaints Policy was extended for three months initially to allow for further revision. 

71.18 • The Committee was pleased to note the significant progress towards ‘substantial 
compliance’ with the national core standards made since July, and the CCG’s support for 
that position following a challenge and review exercise.  The Trust can now declare itself 
substantially compliant with 57 of the 64 standards, and the Committee recommended such 
declaration to the Board.  Work on the remaining standards continues, in collaboration with 
other key service providers including the local authority and fire service.  

• The HAZMAT / CBRN plan was approved for submission to the Board and onwards 
submission to the national EPRR Lead, although the lack of relevant expertise on the 
Committee to evaluate the contents of the plan was noted.  Further evidence on the 
development process was requested.  

72.18 • Feedback from the Formulary and Medicines Group was received.   
• The terms of reference for the group were reviewed and referred back for amendment  

73.18 • Feedback form the Health & Safety Committee was noted. 
• The revised terms of reference were approved, subject to minor changes of terminology 

74.18 • No additional items were referred to the Risk Register, Board Assurance Framework or 
Audit Committee. 

 
Agenda 
item Items for escalation to the Trust Board: 

 None on this occasion. 

 
Agenda 
item Recommendations: 

71.18 That the Board declares the Trust to be ‘substantially compliant’ with 57 of the 64 national core 
standards on Emergency Preparedness, Resilience and Response 

That the Board submits the HAZMAT / CBRN plan to the national EPRR Lead for further 
consideration. 
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Paper Title: Quality Recovery Plan update 
 

Sponsoring Director: Lois Howell, Director of Governance & Risk 
 

Authors: Lois Howell, Director of Governance & Risk 
 

Purpose: To present developments in external scrutiny of the Trust’s quality 
recovery activity in response the CQC’s report and Warning Notice 

Action required by the Committee: Noting  
 

Document previously considered by which 
meeting(s)  

Quality Recovery Group 12 September 2018 
Quality & Performance Committee 28 September 2018 

Executive Summary  

• The Trust has established a Quality Recovery Group to oversee the delivery of the Quality Recovery Plan 
previously proposed in draft to the Committee and adopted by the Trust Board on 6 September.   Terms of 
reference are attached for the Board’s information. 

• The Quality Recovery Group will now replace the Quality Improvement Oversight Group established by NHS 
Improvement to scrutinise the Trust’s delivery of required improvements.   

• The updated Quality Recovery Plan was presented to the Quality Recovery Group on 12 September and is 
submitted to the Board for review, following previous review by the Quality & Performance Committee.  
Updates are sought throughout each month and presented to the Quality Recovery Group in the first instance, 
followed by Quality & Performance Committee. 

• The key performance indicator dashboard is still in development.   

Recommendations:  
 
That the establishment of the Quality Recovery Group and its responsibility for oversight of delivery of the Quality 
Recovery Plan are noted 
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Key Risks Identified: Delivery of the Quality Recovery Plan will help reduce the risk of 
non-compliance with regulatory obligations, and mitigate a number 
of key operational risks already included on divisional and/or 
corporate risk registers 

Links to BAF/Risk Register: As above 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Appendix A  Insert  
 
Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience        Delivery of the Quality Recovery 
Plan will help to address non-
compliances with regulatory 
requirements in connection with 
patient experience, patient 
safety, clinical effectiveness and 
operational performance 

 

Patient Safety/Safety impact         

Clinical Outcome/Effectiveness         

Operational/Non clinical         

Impact across Trust & wider 
Health economy 

   
     

 
 

Accessibility/Waiting times        Delivery of the Quality Recovery 
Plan will help to address non-
compliances with regulatory 
requirements in connection with 
waiting times (particular in ED) 
and staffing levels 

 

Staff         

Other         

 Negative Neutral Positive   
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Appendix B Insert  
 
Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age    
     

 
 

Disability    
     

 
 

Gender reassignment    
     

 
 

Marriage & Civil Partnership    
     

 
 

Pregnancy & Maternity    
     

 
 

Race    
     

 
 

Religion or Belief    
     

 
 

Sex    
     

 
 

Sexual Orientation    
     

 
 

Human Rights    
     

 
 

Other Group    
     

 
 

 Negative Neutral Positive   
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Assessment Sign Off 
Role Name Date 
Director of Governance & Risk Lois Howell 23.09.18 
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Quality Recovery Plan and the future of quality oversight activity 
 
1. Following publication of the Care Quality Commission’s (CQC) report of its inspections 

of the Trust in April and May 2018, the Trust has developed and adopted a Quality 
Recovery Plan (QRP) to help deliver the required improvements. 

 
2. A copy of the latest iteration of the QRP is attached as appendix 1 to this report. 
 
3. The plan is focussed on the activity necessary to recover a position of compliance with 

the Trust’s statutory obligations.  It is complemented by the existing wider programme of 
cultural change (NHSI Culture & Leadership Programme) and other quality improvement 
activity planned and in place as part of the Quality Academy / QSIR (Quality, Service 
Improvement & Re-design) approach. 

 
4. The QRP contains  

• Details of actions designed to deliver the improvements required by the CQC 
• Updates on the delivery of those actions 
• A suite of performance indicators associated with the identified improvements 

 
5. The focus for monitoring the QRP will be on the indicators of improvement, rather than 

solely on the implementation of the actions.  The actions included in the plan will change 
throughout the plan’s existence to ensure that the Trust responds nimbly and promptly 
to changing circumstances and opportunities, and to avoid dogged pursuit of the 
achievement of actions which are not delivering the required improvements. 

 
6. Many of the indicators selected are those already in use in other parts of the Trust’s 

wider governance arrangements, including, for example, the Integrated Performance 
Report.  Other indicators have been developed in response to specific needs associated 
with the CQC’s requirements (for example audit of compliance with daily naso-gastric 
tube checks). 

 
7. The indicators will be supplemented by a programme of ‘deep-dive’ type activity carried 

out with the support of NHSI/E, CQC and Clinical Commissioning group (CCG) 
colleagues.  The purpose of such activity will vary, and range from providing external 
validation of Trust assessments of improvement, through testing the effectiveness and 
‘embededness’ of recovery action undertaken, to helping identify alternative or 
additional actions in support of specific recovery / improvement requirements.  An 
outline plan for the deep dive programme is attached as appendix 2.    

 
8. The QRP will be monitored by the Trust’s Quality Recovery Group, chaired by the Chief 

Executive and comprised of relevant executive directors and key specialists, along with 
the four Divisional Nurse Directors.  The QRG will meet monthly, and its view of the 
delivery of the required improvements will inform a monthly report from the Director of 
Governance & Risk to the Quality & Performance Committee and thence the Trust 
Board.    Areas of concern identified by the QRG will also feed into the Trust Board’s 
balanced scorecard to ensure integration of the QRP and the work of the QRG with the 
wider quality governance arrangements in the Trust.   

 
9. In addition to overseeing delivery of the QRP, the QRG will also monitor and ensure 

appropriate response to ongoing quality monitoring and improvement activity, focussed 
on delivering continued compliance with the Trust’s regulatory obligations in respect of 
the quality of care provided to patients.  

 
10. Draft terms of reference for the QRG are attached for information as appendix 3. 
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11. The adoption of the QRP coincides with the decision to step down the level of external 

oversight of the Trust’s previous Quality Improvement Plan via the multi-agency Quality 
Improvement Plan Oversight Group (QIPOG).  To promote continued effective 
engagement between the Trust and its regulatory / commissioning stakeholders a 
standing invitation to attend the QRG will be extended to representatives of  
• NHSI/E 
• CQC    
• CCG 

 
12. Papers for the QRG’s meetings will be made available to invitees regardless of whether 

they can attend. 
 
Lois Howell 
Director of Governance & Risk  

 
 
   

Page 90 of 149



Appendix 2 – Draft deep dive programme 
 
 
 
Subject area Planned activity type Date 
Response to serious incidents Document review, staff interviews Late September 
Infection control activity Observations, audit results review Mid September 
Support for patients and carers living with dementia Observations, conversations with patients and staff Early October 
MCA and DoLS understanding and practice Observations, conversations with patients and staff Mid October 
Systematic approach to improvement Document review, staff interviews Late September 
Confidentiality of patient information Observations, audit results review, conversations with staff Early October 
Individualised care planning and inclusion of patients and carers Observations, conversations with patients and staff, document 

review 
Mid October 
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Appendix 3 
Quality Recovery Group 
Draft terms of reference 

 
Core Purpose 

Members of the executive team, divisional nurse directors and key specialist advisers will together 
form the Quality Recovery Group (QRG) for the purpose of overseeing the delivery of improvement 
in the quality of Trust services to patients and carers, with particular regard to ensuring compliance 
with associated regulatory responsibilities.    

Key Behaviours  

i. All members of the QRG will attend meetings well prepared; 
 

ii. At all meetings, members of the QRG will expect to be treated with respect and 
therefore to behave accordingly; 

 
iii. Meetings will be conducted openly and honestly. All members will be encouraged to 

contribute to discussions and debates; 
 

iv. The QRG will act in a “cabinet” style, where after a decision has been taken, then all 
members will be expected to implement and share ownership of the decisions. 

 

Key Work Areas 

i. Monitoring compliance with all regulatory standards and obligations in respect of quality 
 

ii. Overseeing the development and implementation of actions to address failings in quality 
 

iii. Informing reports to the Quality & Performance Committee on points i and ii above  
 

iv. Delivering against the core values of the organisation; 
 

Membership 

1. Chief Executive 
2. Chief Operating Officer 
3. Director of Strategy and Performance 
4. Chief Nurse 
5. Medical Director 
6. Director of Workforce and OD  
7. Director of Governance and Risk 
8. Divisional Nurse Director, Networked Services 
9. Divisional Nurse Director, Clinical Delivery 
10. Divisional Nurse Director, Surgery and Outpatients 
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11. Divisional Nurse Director, Medicine and Urgent Care 
12. Delivery Director 
13. Chief Registrar 
 

Members should send an appropriately briefed deputy to attend if they are unable to do so. 

There will be a standing invitation to attend and participate in meetings of the QRG issued to 
representatives of 

• Care Quality Commission 
• NHS Improvement / England 
• Portsmouth Clinical Commissioning Group 

 

Administrative Arrangements  

i. The  QRG will meet monthly; 
 

ii. All agenda items to be agreed with the Chief Executive; 
 

iii. Papers will be circulated one week prior to each meeting; 
 

iv. These terms of reference will be reviewed annually 
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SAFE .................................................................................................................................................................................................................................................................................................................................................. 3 

1a.   The trust must ensure that systems to ensure the ongoing monitoring of patients and to identify patients at risk of harm, or deteriorating patients (including the patient safety checklist), are consistently complied with, in a 
timely and accurate manner. ....................................................................................................................................................................................................................................................................................................................................... 3 

1b.   The trust must ensure staff in all areas always complete all patient risk assessments. Where risks are identified, staff must develop and follow care plans to lessen risks to patients ............................................................................. 3 
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8b.   Ensure staff follow correct handwashing procedures and that wards and equipment are kept clean to prevent the spread of infection. ...................................................................................................................................................... 5 
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9c.   The trust must act to reduce the risk to patients relating to the lack of permanent nursing, allied health care professional and medical staff. ............................................................................................................................................. 5 

9d.   There must be sufficient numbers of suitably qualified, competent skilled and experienced staff to meet the needs of the service .............................................................................................................................................................. 5 
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12c.   The trust must ensure that staff are competent and confident in the process of gaining consent and, where a person lacks mental capacity to make an informed decision, or give consent, that staff act in accordance with the 
requirements of the Mental Capacity Act, 2005. This includes ensuring that patients who do not speak English are offered access to translation/interpreter services so that relatives are not relied on to translate. .................................. 7 
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SAFE 
     
Requirement Source Status Key Performance Indicators 

1a.   The trust must ensure that systems to ensure the ongoing monitoring of patients and to identify patients at risk of harm, or 
deteriorating patients (including the patient safety checklist), are consistently complied with, in a timely and accurate manner. 

ED MD 
s29A 

Aug 18 

 1. ED Safety checklist compliance 
2. NEWS Compliance dashboard 
3. Nursing documentation audit measuring compliance 

with: 
a. Falls risk assessment  
b. PU risk assessment  
c. Bed rails assessment 

4. Audit of mental capacity assessments 
5. VTE compliance 

1b.   The trust must ensure staff in all areas always complete all patient risk assessments. Where risks are identified, staff must develop and 
follow care plans to lessen risks to patients 

MED MD 
s29A 

Aug 18 

 

1c.   The trust must ensure all staff follow the national Early Warning Signs (EWS) process correctly and repeat patient observations in a 
timely manner as indicated in the EWS guidance. 

MED MD  

1d.   Ensure comprehensive risk assessments are undertaken for each patient and that these assessments include risk management plans 
developed in line with national guidance. 

SUR MD 
s29A 

Aug 18 

 

Ref Action Who Due Update Status 
1.1 Extend Time to act Initiative (deteriorating patient pro-forma) to all adult areas of 

hospital  
MD 30.08.18 15.08.18:  Completed – in use in all adult areas – looking to extend programme to paediatric 

departments Complete 

1.2 Ensure completion of risk assessments for the opening of escalation areas through audit. DD  31.10.18 29.08.18:  Risk assessment documentation reviewed during late 2017, for further review as part of 
current winter planning On track 

1.3 Ensure staff are aware of functionality of Oceano (sepsis module) DND- M&UC 30.09.18 15.08.18:  reminder / education to be provided to all staff On track 
1.4 Improve Compliance with ED safety checklist to 95% DND– M&UC 31.10.18 15.08.18:  Senior Lead Nurse in ED working with Oceano Lead to move checklist to Oceano to 

improve accessibility and auditability On track 

1.5 Include key risk assessment in new care planning documentation  DCN 15.08.18 14.08.18:  Documentation revised, key risk assessments now included  Complete 
1.6 Launch new nursing documentation and audit of compliance including specifically 

risk assessment elements 
CN  17.09.18: Drop-in training day held.  Documentation now in use On track 

1.7 Arrange access to VitalPAC for temporary staff DCN 15.11.18 15.08.18:  Working Group established and meeting.  Super Users (including Hospital @ Night staff) 
to be trained to deliver training and issue PINs  On track 

1.8 Review audit functions in Oceano to assess use in monitoring use of all relevant 
risk assessments 

SLN ED 30.09.18 15.08.18:  Audit function in Oceano planned for use in auditing compliance with safety checklist On track 

1.9 ED to become part of Falls Collaborative  SLN ED 30.09.18 15.08.18:  Falls Collaborative working successfully in other areas of the Hospital; due to be 
extended to ED to help identification and management of patients who are at risk of falling On track 

1.10 Undertake QI Team fellowship project  in ED re; sepsis to identify opportunities 
for practice improvement 

SLN ED 30.04.19 15.08.18:  Project began in April 2018, supported by Health Education  Wessex On track 

     
Requirement Source Status Key Performance Indicators 
2.   Ensure transfer checklist forms are completed before all patients move between areas s29A 

Aug 18 
 Transfer checklist completion rate 

Ref Action Who Due Update Status 
2.1 Prompt to conduct transfer checklist now included in new care planning 

documentation  
DCN 31.08.18 14.08.18:  new documentation to be launched 15.08.18 Complete 

2.2 Audit completion of transfer checklist as part of documentation audit 
 

DCN 30.11.18 14.08.18:   Audit tool in development  On track 

2.3 Audit of transfer checklist completion in ED to be conducted as a baseline to 
inform further action planning 

SLN ED 30.09.18 14.08.18:  Results to help inform further action planning 
20.09.18: 0% compliance in spot check audit in AMU 18/09 and SAU 19/09. On track 

     
Requirement Source Status Key Performance Indicators 
3a.   The Trust ensure the safe storage of medicines through the completion of regular fridge temperatures checks. ED MD  • Fridge locked and temperature check and medicine 

storage measured by the Nursing Hot Topics audit 3b.   The trust must ensure all medicines are stored at recommended temperatures MED MD  
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s29A 
Aug 18 

compliance 
• Annual Medication Safety Team audit compliance 

(Sept18)  
• Incidents related to medication 
• Monthly medicine reconciliation audit completed by 

pharmacy team, measured on last Wednesday of each 
month.   

3c.   The trust must ensure all medicines are stored securely MED MD  
3d.   Ensure medicines are stored, checked and disposed of correctly. SUR MD  
3e.   Improve compliance with requirement to complete medicines reconciliation within 24 hours of a patient’s admission s29A 

Aug 18 
 

Ref Action Who Due Update Status 
3.1 See Medicines Management Action Plan 

  
    

     
Requirement Source Status Key Performance Indicators 
4.   The trust must ensure that all toilet facilities used by patients are equipped with an alarm so that patients can summon assistance. ED MD  Yes / No 

Ref Action Who Due Update Status 
4.1 Estates Team to assess technical options and identify appropriate solution DE 15.09.18 14.08.18:  Options for appraisal being identified 

14.09.18: FM provider has been asked to supply price for alarms 
On track 

4.2 Install selected alarm system DE 20.10.18  On track 
4.3 Develop and implement SOP for responding to alarm and checking operation DND– M&UC 20.10.18  On track 

     
Requirement Source Status Key Performance Indicators 
5.   The trust must ensure that there is prompt remedial action taken in response to serious incidents. This includes action in response to 

two serious incidents where patients sustained serious injuries following falls in the emergency department 
ED MD  No available KPI – assurance to be gained through 

scheduled deep dive. 
Ref Action Who Due Update Status 
5.1 Revise format of performance & accountability meeting documentation to 

highlight duration of investigations 
DGR 31.08.18 14.08.18:  Revised format produced for use in August P&A meetings 

31.08.18: New format in use 
Complete 

5.2 Revise SIRI investigation process to streamline and increase efficiency and 
effectiveness 

CN 30.11.18 14.08.18:  Initial discussions commenced; best practice being sourced from other Trusts.  CCG has 
appointed shared resource to support this amongst other quality initiatives 

On track 

5.3 Complete Trust-wide implementation of SWARM approach to falls ACN - PS 15.09.18 14.08.18:  SWARM in use in many ward areas already On track 
5.4 Assess applicability of SWARM approach to other types of incident ACN - PS 30.09.18 14.08.18:  Approach working well for falls On track 
5.5 Introduce a patient safety or experience response item to monthly TLT meetings CN 31.08.18 14.08.18: Plan discussed at TLT and agreed On track 
5.6 Introduce a patient safety or experience response item to monthly  divisional 

performance and accountability meetings 
CN 30.09.18 14.08.18:  Divisions notified of plan for future meetings 

17.09.18: To be implemented for September Performance and Accountability meetings. 
On track 

5.7 Governance tool to improve spread of learning from incidents being introduced 
to ED 

SLN - ED 15.09.18 14.08.18:  Model currently being introduced as a trial On track 

     
Requirement Source Status Key Performance Indicators 
6.   The trust must ensure staff check and record the checks of resuscitation equipment daily, as per the trust policy.  MED MD  • Resuscitation team monthly quality audit 

• Weekly nursing ‘Hot Topics’ audit  
Ref Action Who Due Update Status 
6.1 Implement protocol for checking of each trolley at least every 24 hours and after 

each use 
CN 31.08.18 14.08.18:  CN to use examples from other Trusts On track 

6.2 Re-introduce the Daily ‘In-charge’ checklist and add resus trolley checks ACN - PS 31.08.18 14.08.18:  Previously in use – requires updating On track 
6.3 Audit compliance with daily in-charge checklist ACN - PS 30.11.18 14.08.18:  Nurse in charge of day shift to complete by end of shift On track 

  
 
 
 
 
 
 
 

   
Requirement Source Status Key Performance Indicators 
7.   The trust must ensure all substances hazardous to health are stored in a secure area MED MD  • Health &Safety Team baseline audit (August 2018) 

• Health & Safety re-audit monthly compliance 
Ref Action Who Due Update Status 
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7.1 Review storage facilities for hazardous cleaning products in all clinical areas and 
address any defects found   

H H&S 30.09.18 14.08.18:   Plan for checks in development On track 

7.2 Develop and implement awareness raising programme to remind all staff 
(including outsourced cleaning staff) of the importance of COSHH  

H H&S 30.09.18 14.08.18: Materials in use in other trusts being sourced On track 

7.3 Develop and implement programme of spot checks on safe storage of hazardous 
cleaning products  

H H&S 15.10.18 14.08.18:   Checklist in development  On track 

     
Requirement Source Status Key Performance Indicators 
8a.   The trust must ensure staff in the emergency department consistently comply with processes for preventing the spread of infection, 

including the isolation of infectious patients 
ED MD 
s29A  

Aug 18 

 • NPSA audit compliance 
• Hand hygiene audit compliance 
• Infection control dashboards 
• IPR infection control data 
• ‘Hot Topic’ audit 
• Additional assurance to be gained through scheduled 

deep dive. 

8b.   Ensure staff follow correct handwashing procedures and that wards and equipment are kept clean to prevent the spread of infection. SUR MD  

8c.   Ensure the risk of the spread of infection is minimised in the surgical high dependency unit by ensuring accommodation is available for 
patients requiring isolation. 

SUR MD  

8d.   The Trust must ensure that infection control processes and systems are followed, in particular equipment hygiene and sharps disposal s29A 
Aug 18 

 

8e.   Ensure there is access to sufficient toilet and handwashing facilities in the surgical high dependency unit SUR MD  

Ref Action Who Due Update Status 
8.1 Review of training for domestic workers and their role in infection prevention DDIPC 30.09.18   
8.2 Workshop for all ED staff on the management of potentially infectious patients DDIPC 30.09.18   
8.3 Review Operational flow protocols for the management of infected patients to 

ensure appropriate prioritisation of bed allocation 
DDIPC 30.09.18   

8.4 Run series of awareness raising activity re: hand washing (trolley dash approach) DDIPC 30.09.18   
8.5 Checks of technical cleaning of equipment by nurses to be introduced  DDIPC 31.10.18   
8.6 Add checking of sharps bins to daily in charge checklist ACN - PS 31.08.18   
8.7 Ensure increased isolation facilities in ED redevelopment plans COO 31.03.19   
8.8 Review facilties in ED with DIPC and seek interim measures to improve isolation 

facilities  
SLN ED 15.09.18   

     
Requirement Source Status Key Performance Indicators 
9a.   The trust must continue to take steps to recruit further registered nurses and reduce the use of temporary staff in the emergency 

department.  
ED  MD 

s29A  
Aug 18 

 • Vacancy rate Trust-wide 
• Bank /agency staff use Trust-wide 
• Vacancy rate ED 
• Temporary staff usage ED 
  

9b.   The trust must ensure there are sufficient senior medical staff employed in the emergency department at night. 
 

ED MD  

9c.   The trust must act to reduce the risk to patients relating to the lack of permanent nursing, allied health care professional and medical 
staff. 

MED MD  

9d.   There must be sufficient numbers of suitably qualified, competent skilled and experienced staff to meet the needs of the service CYP MD  

Ref Action Who Due Update Status 
9.1 Review skill mix and use of Band 4’s in ED DND – M&UC 15.09.18 15.08.18:  Work underway by Nicky Sinden On track 
9.2 Recruit staff to match approved business case for in ED DND – M&UC 31.12.18 15.08.18:  SNL – ED met with recruitment team re: help with drafting adverts etc On track 
9.4 Recruitment as per previously agreed consultant business case CD - ED 15.10.18   
9.5 Mitigate impact of reduced middle grades CD - ED 30.09.18   
9.6 Fill current vacancies in CYP winter staffing plan DND - NW 31.10.18   

  
 
 
 

   
Requirement Source Status Key Performance Indicators 
10a.   The trust must develop a comprehensive audit system to provide assurance that patients’ records are appropriately completed.  ED MD  • Nursing ‘Hot Topic’ audit compliance 
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10b.   The trust must ensure staff fully complete patient’s records. This includes medical records, nursing records, patients’ fluid balance 
records and patients’ food intake records 

MED MD 
s29A 

Aug 18 

 • Complaints/incidents re: records/documentation 
• Mortality Review Group feedback 
• Health Records audit compliance 
• Nursing documentation audit compliance 
 

10c.   Staff must keep detailed records of patients’ care and treatment SUR MD  

10d.   Doctors must ensure they keep accurate records including name, date, time and bleep number EOLC MD  

10e.   Staff must complete person-centred and comprehensive records. MAT MD  

Ref Action Who Due Update Status 
10.1 Ensure all departments respond to health records audit with an action plan H IG 15.09.18 15.08.18:  Inconsistent response to most recent records audit – non-compliant areas to be 

addressed  
On track 

10.2 Review health records audit tool H IG  15.09.18 15.08.18:  Examples of best practice from other areas being sought On track 
10.3 Handover Headlines DGR 30.09.18 15.08.18:  Handover Headlines process in development for a range of issues On track 
10.4 Introduce new nursing care plan document DCN 30.08.18 See action 1.6 On track 
10.5 Deliver training on new care plan document  DCN 30.09.18 See action 1.6 On track 
10.6 Audit compliance with use of new care plan DCN 31.10.18 See action 1.6 On track 
10.7 Review form and function of Medical Notes Committee, and revise as required AMD 30.09.18 15.08.18:  Committee has previously existed – need to reactivate to ensure appropriate focus 

on quality and education 
On track 

10.8 Review Medical Notes Audit process and timing AMD 31.08.18 15.08.18:  Audit has taken place in previous years – need to consider timing and content On track 
10.9 Issue reminder to all doctors re: note keeping (including timing and identification AMD 31.08.18 15.08.18:  All doctors to be reminded of their obligations On track 

10.10 Mortality review panel to check quality of notes in cases presented to it and 
feedback issues of concern 

MD 31.08.18 15.08.18:  process already established – needs to be formalised in terms of reference of the 
Panel 

On track 

     
Requirement Source Status Key Performance Indicators 
11a.   The trust must ensure all staff report all incidents, including staff shortages.  MED MD  • NRLS data 

• Deep dive on feedback 11b.   Staff must be encouraged to report and learn from incidents, and receive feedback consistently MAT MD  

Ref Action Who Due Update Status 
11.1 ‘Handover Headlines’ reminders campaign to encourage reporting  DGR 15.09.18 29.08.18:  Key messages in development On track 
11.2 Review of Datix use by staff group and grade to identify areas where further 

encouragement to report required 
DGR 15.09.18 29.08.18:  Datix report to be run at intervals to establish baseline On track 

11.3 Divisional management teams to be required highlight an incident or complaint and 
how associated learning has been spread across the Division at each monthly 
Performance meeting  

DGR 30.09.18 29.08.18:  Divisional management teams to begin reporting from September Performance 
meetings 
17.09.18: Arrangements in place from September onwards 

On track 

11.4 Review of Si investigations process to include training on passing on feedback / 
learning  

DGR 30.09.18 29.08.18:  Further meeting re: responsibility for incident management and investigation 31.08.18 On track 
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EFFECTIVE 
     
Requirement Source Status Key Performance Indicators 
12a.   All staff must apply the Mental Capacity Act 2005 (MCA) and associated Deprivation of Liberty Safeguards (DoLS) in the provision of 

care and treatment to patients. This includes recording of assessments, delivery of care and assurance that DoLS authorisations have 
been granted and remain in place 

MED MD 
s29A 

Aug 18 

 • Training compliance 
• Enhanced training compliance 
• Compliance with HSAB MCA Toolkit 
• Domestic Violence  training compliance 
• NHSI Learning Disability Improvement Standards data 

collection results 
• Additional assurance to be gained through scheduled 

deep dive. 

12b.   The Trust must ensure all Mental Capacity Act and Deprivation of Liberty Safeguards are completed in line with current legislation. SUR MD 
s29A 

Aug 18 

 

12c.   The trust must ensure that staff are competent and confident in the process of gaining consent and, where a person lacks mental 
capacity to make an informed decision, or give consent, that staff act in accordance with the requirements of the Mental Capacity 
Act, 2005. This includes ensuring that patients who do not speak English are offered access to translation/interpreter services so that 
relatives are not relied on to translate. 

ED MD 
s29A 

Aug 18 
 

 

12d.   Ensure staff in high risk areas for encountering patients living with domestic violence have a named staff member with skills in this 
area 

Old QIP  

Ref Actions Who Due Update Status 
12.1 Develop network of suitably trained and empowered MCA Champions to provide 

local resource for clinical staff 
HoS 01.10.18 09.08.18:  First meeting of Champions Network held.  Training and supervisions programme 

for Champions in development 
20.09.18: Medical and Nursing Champions identified.  SIMS based training scheduled 17/09, 
11/10 and 16/11.  Post training reflective tool to be completed as evidence. 

On track 

12.2 Develop and implement local system for consistent recording of DoLS applications, 
status, renewals etc  

HoS 01.10.18 09.08.18: Initial scoping exercise carried out; discussions with IT about to start 
20.09.18: Scoping complete.  IT Project PO872 v1 agreed 14/09/18. 

On track 

12.3 Finalise MCA Policy and launch widely to ensure understanding  
 

HoS 15.09.18 09.08.18:  Policy drafted and reviewed by key stakeholders 
20.09.18:  Draft version not fit for purpose.  New policy in progress and for approval at 
Extraordinary Safeguarding Committee meeting October 2018. 

Overdue 

12.4 Seek peer support from other successful trusts to identify relevant best practice for 
local implementation 

HoS 15.09.18 09.08.18:  Visit from Royal Bournemouth & Christchurch Hospitals NHS Trust booked for 
30.08.18   
20.09.18: HoS met with CQC lead to discuss the possibility of adopting DoLS notifications as 
per other trusts. CQC agreed to look into process. 

On track 

12.5 Develop and implement e-learning module for MCA and DoLS 
 

HoS 30.11.18 09.08.18:  HoS has met with Learning & Development team; further work planned  
20/09/18: E learning commenced on 14/09/18.  

Complete 

12.6 Develop and implement programme of local awareness raising (as part of Education 
Collaboration Plan)   

HoS 01.10.18 09.08.18:  Discussed at Safeguarding Operational Leads’ meeting 08.08.18   
20.09.18: Scenario SIMS training commenced, Hants CC committed to supply a BIA on the 
wards 2 days per week until Xmas as point of advice. Self- audit completed per Division as part 
of Hants tool kit self-assessment. Safeguarding Service have a Nominated Lead per Division. 

On track 

12.7 Make permanent appointment to Adult Safeguarding Lead post HoS 30.09.18 29.08.18:  Permanent appointment made – will start in post in November Complete 
12.8 Add translation issues to MCA training HoS 01.08.18 01.08.18:  Training content reviewed in a number of respects, including translation Complete 
12.9 Develop network of Safeguarding Operational Leads (SOLs) to support all aspects of 

adult safeguarding agenda, including domestic abuse 
HoS 01.09.18 01.18.18:  SOLs in place in most relevant areas.  Gap analysis to identify further need 

completed.  Domestic abuse to be included in training programme for SOLs. 
20.09.18: Training Programme in place starting with scenario training as 12.6 above. DA 
training to be completed on 24/09/18. 

Overdue 

12.10 Awareness raising campaign re: translation services in ED SLN - ED 15.09.18 15.08.18:  Posters to be displayed in key areas – also to be included as a Handover Headlines 
subject 

On track 

     
Requirement Source Status Key Performance Indicators 
13.   The trust must ensure staff check the position of patients’ naso gastric tubes daily as per trust policy and good practice guidance MED MD  • Nutrition nurse NG audit (annual) 

• Nursing documentation audit compliance 
Ref Action Who Due Update Status 
13.1 Re-introduce the Daily ‘In-charge’ checklist and add naso-gastric tube  checks ACN - PS 31.08.18 14.08.18:  Previously in use – requires updating On track  
13.2 Audit compliance with daily in-charge checklist ACN - PS 30.11.18 14.08.18:  Nurse in charge of day shift to complete by end of shift On track 
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Requirement Source Status Key Performance Indicators 
14a.   The trust must ensure that staff in the emergency department complete regular mandatory training to ensure they have up to date 

knowledge relating to safe systems and processes.  
ED MD  • ED Essential skills compliance 

• Essential skills compliance Trust-wide 
14b.   The trust must ensure completion rates for mandatory training across all staff groups meets the trust target MED MD  

Ref Action Who Due Update Status 
14.1 Train a trainer to deliver face to face PREVENT training SLN ED 31.08.18 15.08.18:  Trainer now providing local PREVENT training in ED and AMU Complete 
14.2 Handover headlines DGR 30.09.18 15.08.18:  Handover Headlines process in development for a range of issues On track 

      
     
Requirement Source Status Key Performance Indicators 
15a.   The trust must ensure all staff receive an annual appraisal. MED MD  • Appraisal compliance Trust-wide 

• ED appraisal compliance 15b.   The trust must ensure that staff in the emergency department receive regular supervision and performance appraisal to provide 
assurance of their continuing competence in their role. 

 

ED MD  

Ref Action Who Due Update Status 
15.1 Appraisals documentation to be reviewed and streamlined   DD WOD    
15.2 Handover Headlines DGR 30.09.18 15.08.18:  Handover Headlines process in development for a range of issues On track 
15.3 Regular reminders now being sent to all appraisers to ensure better info and 

targeted action  
SLN ED  31.08.18 15.08.18:  First iteration complete On track 

     
Requirement Source Status Key Performance Indicators 
16a.   Adult trained nurses who provide care for children must successfully complete children’s competency training CYP MD  • BLS child training compliance 

• Communication training compliance 
• Level 3 children training compliance 

16b.   All staff that treat children in outpatient areas must have specific competencies to treat children and be trained to safeguarding 
children level 3 

OP MD  

Ref Action Who Due Update Status 
16.1 Identify core training / competencies for adult trained nurses who provide care for 

children in outpatient areas  
DND - NW 15.09.18 15.08.18: Initial list produced, ready for further discussion 

17.09.18: Core training needs identified: 
1. BLS child – Trust expectation for staff to do adults and children. 
2. Safeguarding Children Level 2 or 3 as agreed by Safeguarding Children team with Senior 

Nurse 
4. Prevent– Trust wide training in situ. 
5. Communication training – Paeds Unit will be providing. 
6. Eye OPD settings – training for eye drops 

Awareness of: 
CYP with learning disabilities and autism - ? covered in Adult Safeguarding training 
CYP - consent and confidentiality issues (informed consent would apply) 
 

On track 

16.2 Assess training levels in adult trained nurses who provide care for children in 
outpatient clinics and conduct gap analysis 

DND - SO 30.09.18   

16.3 Develop and implement plan for delivery of required training DND - SO 15.10.18   
16.4 Review person specification for nurse roles in outpatient areas which provide care / 

treatment for children 
DND  - SO 15.10.18   

16.5 Ensure all adult nurses who provide care for children in outpatient areas have 
completed training / competencies programme 

DND - SO 31.12.18   
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CARING 
     
Requirement Source Status Key Performance Indicators 
17.   The trust must ensure that patients are not accommodated in non-clinical areas which are not appropriate to meet their needs and 

that their comfort, privacy and dignity are maintained. 
ED MD 
s29A 

Aug 18 

 • Non-clinical areas used for outlying 
• Escalation beds open 
• ED corridor waits 15 mins+ (no, average wait, longest 

wait) 
• ED Safety Checklist compliance 
• Single sex breaches 

Ref Actions Who Due Update Status 
17.1 Update mixed sex accommodation policy and reporting in line with CNO 2009 

guidance 
DCN 31.12.2018 14.08.18:  Re-issued guidance under discussion with CCG and NHSI On track 

17.2 Reconfigure ED floor space as part of winter plan and emergency floor 
reconfiguration 

COO 30.09.2018 14.08.18:   Ambulance handover bay plans under review following feedback from ED staff On track 

17.3 Formalise process for buddy wards/outliers and create clear risk management and 
governance processes  

AMD 30.09.2018 14.08.18:   Principle agreed; buddies to be identified 
 On track 

17.4 Review Escalation/Full Capacity Policy DDO 30.09.2018 
31.10.2018 

14.08.18:  Policy reviewed extensively in early 2018 – needs to be reviewed again post 
implementation   
17.09.18: Meeting scheduled w/c 24.09.18 to discuss Escalation, Full Capacity and Outliers 
policies with a view to update by 31.10.18 in time for winter pressures.  Deadline updated. 

On track 

 SEE ALSO URGENT CARE RECOVERY PLAN      
     
Requirement Source Status Key Performance Indicators 
18.   Nursing staff must treat patients with dignity and respect. This includes treating patients in a caring and compassionate manner. ED MD 

s29A 
Aug 18 

 • Staff survey re: recommend as place of treatment 
• Staff pulse survey Question as above 
• FFT Not recommends 
• Complaint numbers 
• Plaudit numbers 
• NHSI Learning Disability Improvement Standards data 

collection results 
Ref Actions Who Due Update Status 
18.1 Continue with 2 phase continence project combining with an audit assurance 

programme. 
ACN - PS  30.03.19 14.08.18:  On track 

18.2 Implement “Four Things that Really Matter” campaign HPE 15.09.18 14.08.18:  Principles approved by Quality & Performance Committee in July – roll out to 
clinical areas has commenced 

On track 

18.3 Review effectiveness of Four Things that matter to patients campaign HPE 31.01.19 14.01.18:  Audit programme to be developed and conducted once programme bedded in On track 
18.4 Implement Mouth Care Matters campaign DNME  30.09.18 14.08.18:  Launch of programme underway On track  
18.5 Seek CCG support for implementation of unannounced “Sit and See” programme DCN 31.08.18 14.08.18:  programme of visits in development for discussion with CCG – CCG support agreed 

in principle 
On track 

18.6 Develop and implement Chief Nurse led dignity and respect campaign HPE 15.09.18 14.08.18:   Head of Patient Experience and CN collaborating to identify key messages On track 
18.7 Implement Compassionate Care Rounding programme / Clinical Contact visits ACN - PS 15.09.18 14.08.18:  Programme agreed at Lead Nurses’ meeting, ready for roll out across all wards On track 
18.9 Plan and deliver ‘Perfect Care’ week in ED DCN 31.10.18 29.08.18:  Plans for exercise in development   On track 
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RESPONSIVE 

     
Requirement Source Status Key Performance Indicators 
19a.   The trust must ensure patients’ care plans provide information in sufficient detail to support individualised care and treatment, 

including, specifically, patients with dementia.  
MED MD 

s29A  
Aug 18 

 • Nursing documentation audit results 
• APoC audit compliance 
• NHSI Learning Disability Improvement Standards data 

collection results 
• Additional assurance to be gained through scheduled 

deep dive. 

19b.   Nursing staff must write person centred, individualised patient care plans in the Achieving Priorities of Care document 
 

EOLC MD  

19c.   The trust must ensure patients and their relatives or carers are involved and are kept informed about their care and treatment. MED MD  

Ref Actions Who Due Update Status 
19.1 Launch new 7 day care planning documentation (including falls, tissue viability, VTE 

and other key assessments, plus prompts to involve patients and carers and to 
consider mental capacity / dementia) 

DCN 31.08.18 14.08.18:  Education drop-in session on new documentation taking place 15.08.18   
17.09.18: Documentation in use. 

Complete 

19.2 Make decision re: adaptation of Integrated Care Pathway documentation to reflect 
changes made to seven day care plan 

CN 15.09.18 14.08.18:  particular pathways do not use seven day care planning tool – need to consider 
how to update in these areas 

On track 

19.3 Documents relating to falls and tissue viability to be modified to ensure better 
individualisation 

DCN 31.08.18 14.08.18:  Purpose T (tissue viability) assessment documentation revised and launched – now 
includes the assessment itself.  Falls documentation to be launched end of August and 
includes more individualised approach to assessment 

On track 

19.4 Practice Educators to lead on implementation of new care planning documentation  DCN 30.09.18 14.08.18:   Practice Educators to begin education sessions after drop in session 15.08.18 On track 
19.5 Review of quality of completion of Achieving Priorities of Care (APOC) 

documentation (EOLC) to be conducted  
DCN 30.11.18 14.08.18:  Audit tools being produced On track 

19.6 Audit of quality of completion of revised care planning documentation through MRP 
- to inform further actions and development activity 

DCN 30.11.18 14.08.18:  Audit tools being produced On track 

19.7 Patient engagement strategy to be ratified by the Board so that patients and carers 
will be involved in all service re-design/improvement initiatives 

HPE 31.07.18 
15.10.18 

May update: implementation plan revised schedule for publication to align with Trust 
strategy publication. Proposed revised deadline 31 July 2018 
June update: Propose the milestone actions are revised with revised deadlines in light of 
current development of the Trust 5 year strategic plan which will inform future engagement 
requirements.     
July update:  Engagement Strategy to be reviewed with Patient Collaborative, 24.07.18 with a 
view to getting document agreed by end of September.  Request revision of deadline to 
30.09.2018. 
14.08.18:   Strategy to be added to October Board agenda 

On track for 
revised 

deadline 

 See also actions at point 12     
     
Requirement Source Status Key Performance Indicators 
20a.   Improve assessment and recording of the need for bed rail use, including in respect of patients who lack capacity s29A 

Aug 18 
 • Nursing documentation audit results 

20b.   Improve assessment and recording of the need for restraint practices (including mittens and iv line protectors) in respect of patients 
who lack capacity 

s29A 
Aug 18 

 

Ref Action Who Due Update Status 
20.1 Include bed rails assessment in revised nursing documentation and associated 

training 
DCN 15.09.18 09.08.18:  Documentation revised to include bed rails assessment.  HoS to attend 

documentation training drop-in day to focus on bed rail assessments 
17.09.18: Documentation launch day complete.  HoS attended training drop-in day. 

Complete 

20.2 Establish restraint working party to review training content, training needs and 
Restraint Policy 

DND NW 31.08.18 09.08.18:  First meeting of working group booked for 17.08.18 to agree function of Group. 
17.09.18: Second meeting scheduled 21.09.18 cancelled and to be rearranged. 

Overdue 

20.3 Audit of restraint use and associated reporting to be conducted to provide baseline  
 

HoS 15.09.18 09.08.18:  Audit tool in development On track 
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Requirement Source Status Key Performance Indicators 
21a.   The Trust must take steps to provide appropriate care and support to meet the needs of patients living with dementia. ED MD 

s29A 
Aug 18 

 • ‘Forget me not’  audit compliance 
• Trust dementia assessment rate 
• Nursing documentation audit results (care plan Section 

9) 
• Additional assurance to be gained through scheduled 

deep dive. 

21b.   The Trust must plan and provide services to meet the collective and individual needs of patients living with dementia MED MD 
Aug 18 

 

Ref Action Who Due Update Status 
21.1 Dementia Nurse Specialist to develop dementia strategy (to include support for 

carers of people with dementia), with stakeholder engagement including 
Healthwatch and carers’ groups 

SLN – 
D&EOLC 

31.12.18 15.08.18:   Strategy being drafted to be ready for consultation with outside agencies and key staff 
groups  
 

On track 

21.2 University supported research project on reasons for inconsistency in use of 
social questions on patients’ admission to help identify carers  

SLN – 
D&EOLC 

30.04.19 15.08.18:   Project in development with Portsmouth University On track 

21.3 Business Information to produce a dementia screening performance report SLN – 
D&EOLC 

30.08.18 15.08.18:  documentation under current review – go-live expected 22.08.18 On track 

21.4 Introduce process to ensure dementia screening and other vulnerability issues 
(eg DOLS, MCA issues, LD patients) performance report to be shared with clinical 
teams throughout the day at Ops meetings 

SLN – 
D&EOLC 

30.08.18 15.08.18:  Expected to commence 22.08.18 On track 

21.5 Review the dementia screening process to ensure it fits with clinical practice SLN – 
D&EOLC 

30.09.18 15.08.18:  initial review complete, but further work required to move screening to Bedview.    
 

On track 

21.6 Identify and train non-medical staff who can support dementia screening process SLN – 
D&EOLC 

15.10.18 15.08.18:  Potential non-clinical supports being identified On track 

21.7 Review support for carers of patients living with dementia SLN – 
D&EOLC 

15.10.18 15.08.18:   Interim discussion with Head of Patient Experience to identify what is available- needs 
further review to ensure that this is embedded for all patients 

On track 

21.8 All patients with dementia have a 'This is me'  document in place and used 
effectively 

SLN – 
D&EOLC 

30.11.18 15.08.18:  Agreed via Dementia Steering group that full ‘This is Me’ is not usable due to the length 
of the document.  New document designed- to be reviewed through Dementia Champions 
(meeting 16/8) and aim for phased roll out via Dementia Champions from 01.10.18 as part of 
‘what matters to me’ campaign 

On track 

21.9 Respond to findings of national survey of dementia carers  SLN – 
D&EOLC 

TBC 14.08.18:  Dependent on date of survey On track 

21.10 Factor dementia friendly design into plans for re-development of ED SLN ED 31.03.19 14.08.18:  Redevelopment plans at early stages On track 
21.11 Review layout  environment in ED to identify and address opportunities to 

improve  dementia friendliness of the department 
SLN ED 15.09.18 14.08.18:  To be undertaken by Senior Lead Nurse in Ed and Senior Lead Nurse, Dementia and End 

of Life Care 
On track 

21.12 Review how staff respond to violence and aggression associated with dementia 
and develop enhanced strategy  

CN 31.11.18 14.08.18:  Part of a Trust-wide review of violence and aggression towards staff 
29.08.18:  Listening into Action event booked for 05.10.18 

On track 

 Cross ref to restraint working group     
     
Requirement Source Status Key Performance Indicators 
22.   `Do not attempt cardiopulmonary resuscitation’ decisions must be appropriately made (including relevant consultation) and recorded, 

and accompanied by a record of a mental capacity assessment where appropriate   
SUR MD 

s29A 
Aug 18 

 • DNACPR annual audit compliance 
• Nursing  documentation audit compliance 

Ref Action Who Due Update Status 
22.1 Include relevant DNACPR information in revised care planning documents and 

launch 
DCN 30.08.18 14.08.18:  Revisions to care planning documentation complete.  Document being launched per  

action 1.6 above 
Complete 

22.2 Conduct baseline assessment audit in Surgery to identify quality issues and 
develop further  actions as appropriate  

DMD  15.09.18 14.08.18:  Audit will inform more detailed action planning On track 

     
Requirement Source Status Key Performance Indicators 
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23.   The trust must take steps to ensure patients who attend the emergency department are able to access care and treatment in a timely 
way in the right setting. The trust must ensure patients are promptly handed over by ambulance staff and assessed by a clinician in 
the emergency department. The trust must reduce the time patients wait in the emergency department for their treatment to begin 
and their transfer to an inpatient bed. (PITSTOP) 

ED MD 
s29A 

Aug 18 

 • 4 hour performance 
• Ambulance handover 
• Initial assessment 
• Initial treatment 
• Time in department 

Ref Action Who Due Update Status 
 See Urgent Care Improvement Plan     
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WELL - LED 
     
Requirement Source Status Key Performance Indicators 
24a.   The trust must ensure patient records are stored securely, including in the ED corridor and other escalation areas MED MD 

s29A 
Aug 18 

 • IG training levels 
• IG incidents 
• Nursing documentation audit compliance 
• Additional assurance to be gained through scheduled 

deep dive. 
24b.   Introduce and embed enhanced systems of oversight and governance to ensure that the security of patient records improves s29A 

Aug 18 
 

24c.   Ensure patient consent is properly sought and recorded in respect of the display of patient identifiable information on boards in public 
parts of clinical areas 

S29A 
Aug 18 

 

Ref Action Who Due Update Status 
24.1 Design audit tool  / checklist for IG security assessment (including feedback and 

monitoring mechanism) 
HIG 31.08.18 23.07.18:  Good practice examples being sought from other organisations On track 

24.2 Conduct baseline assessment of IG security  HIG 31.08.18 23.07.18:  Resource to conduct the assessment being sought On track 
24.3 Review patient records storage facilities / equipment in all areas in all Trust 

locations and identify associated risks  HIG 07.09.18 23.07.18:  Dependent on results of assessment On track 

24.4 Develop mitigation plans to address the identified risks HIG 14.09.18 23.07.18:  Dependent on results of assessment On track 
24.5 Develop and implement a communications campaign to promote records 

security  HIG 31.08.18 23.07.18:  Good practice examples being sought from other organisations On track 

24.6 Implement programme of routine spot checks HIG 14.09.18 23.07.18:  Current programme of six monthly checks to be enhanced On track 
24.7 Conduct repeat IG Security assessment HIG 05.10.18 23.07.18:  To assess progress in improving security On track 
24.8 Review alternative options for patient information in order to assess ongoing 

need for patient information boards HIG 30.09.18 15.01.18:  Different approaches in use across the Trust – need to consider whether possible to 
remove / replace boards in all areas   On track 

24.9 Add record of consent to display name on patient information board to revised 
care planning documentation  

DCN 31.08.18 14.08.18:  prompts to conduct thorough and effective consent process now included in 
nursing care planning documentation – to be launched per action 3.1 and audited per 3.4 Complete 

24.10 Include records storage in ED redevelopment plans and Ambulance  handover 
facility 

COO 31.03.19   

     
Requirement Source Status Key Performance Indicators 
25a.   The trust must ensure that all patient safety risks are captured on an appropriate risk register, which must describe planned and 

completed mitigating actions.  
ED MD 
s29A  

Aug 18 

 Assurance through the Accountability and Performance 
Reviews and Quality and Performance Committee 

25b.   The trust must ensure effective management of risks. Risk registers must include all risks, the date the risk was identified and action 
taken to mitigate risks 

MED MD  

Ref Action Who Due Update Status 
25.1 Modify Datix risk register page to make easier to complete H RM 31.08.18 15.08.18: First iteration of changes complete and being piloted 

31.08.18: Revisions complete Complete 

25.2 Hold risk workshop to identify barriers to effective use of risk registers H RM 31.08.18 15.08.18:  Workshop held 27.07.18 – development s identified and in train Complete 
25.3 Risk team to work with Divisions to cleanse and update risk registers H RM 15.09.18 

TBC 
15.08.18:  Agreed in principle at Risk Workshop in July 
20.09.18: Work ongoing to update Divisional and Care Group risk registers.  Governance lead 
forums scheduled bi-monthly.  Review of risk register module in Datix underway.  Completion 
date to be revised. 

On track 

25.4 Re-establish Governance Leads’ Forum to support regular review of risk registers DGR 15.09.18 15.08.18:  First meeting 22.08.18 
31.08.18: Meeting programme agreed.  Invitations sent. On track 

25.5 Produce and adopt revised Risk Management Strategy, clarifying Divisional 
responsibilities for risk management and associated processes 

DGR 31.07.18 15.08.18:  Revised Risk Management Strategy approved and adopted by Trust Board 05.07.18 Complete 

25.6 Implement Quality & Performance Committee oversight of divisional and 
corporate risk registers 

DGR 31.10.18 15.08.18:  First round of divisional risk register reporting to begin at September meeting of 
Q&P  
17.09.18: On agenda for meeting 24.09.18 

On track 
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Requirement Source Status Key Performance Indicators 
26.   Governance and quality oversight meetings, including Mortality Review Steering Group, should be regular and consistent   s29A  

Aug 18 
 Assurance will be gained through: 

• Q&P attendance record 
• MRG attendance record 
• Divisional governance attendance record 

Ref Action Who Due Update Status 
26.1 Provide and adopt standard terms of reference for divisional Governance 

meetings 
DGR 31.08.18 14.08.18:  ToR circulated to Divisional management teams for adoption On track 

26.2 Identify schedule of governance and quality oversight meetings across the trust 
and develop monitoring tool 

DGR 31.08.18 14.08.18:  Board and Board Committee meetings on schedule; divisional and Care Group 
meetings to be added 
17.09.18: Request to Divisions/Care Groups:  

1. Older Persons Medicine – First Monday of each month 
2. Urgent Care – Second Thursday of each month 
3. Clinical Support – Third Thursday of each month 
4. Medicine – First Thursday of each month 
5. Surg/Outpatients Division – First Monday of each month  
6. MSK/H&N – Third Wednesday starting 17 October 2018 
7. Outpatients – Monthly 
8. Surgery – Bi-monthly currently, monthly from January 2019 
9. PPU – Quarterly (second Tuesday April, July, Oct, Jan) 

 

On track 

26.3 Set monthly reminder and offer of support to all management teams re: 
importance of making time for governance meetings  

DGR 31.08.18 14.08.18:  diary entries for reminders created Complete 

26.4 Governance Leads’ Forum to be re-established to help reinforce and embed good 
governance across the Trust and seek feedback about inconsistent meetings 

DGR 31.08.18 14.08.18:  First meeting of Forum 21.08.18 
31.08.18: Meeting programme agreed.  Invitations sent. 

On track 

26.5 Address cancelled governance and quality oversight meetings at Performance & 
Accountability meetings with divisions 

DGR 31.03.19 14.08.18:  To be raised as required On track 

     
Requirement Source Status Key Performance Indicators 
27a.   Review leadership and governance systems in the ED s29A  

Aug 18 
 • Overdue risks 

• Complaints 
• Appraisal rate 
• EST rates 
• ED Safety Checklist 
• Non-clinical patient moves and outliers 
• ED corridor waits 15 mins+ (no, average wait, longest 

wait) 
• ED Safety Checklist compliance 
• Single sex breaches 

27b.  The trust must develop governance systems to provide assurance of the efficiency and effectiveness of systems to ensure patient flow 
and patient safety 

ED MD 

Ref Action Who Due Update Status 
27.1 Leadership review to be undertaken by COO COO 15.10.18 15.08.18:  Review complete; interim post holders in place.  Permanent recruitment underway On track 
27.2 Review governance arrangements in ED and develop further actions DGR 15.09.18 20.08.18:  New Divisional Governance arrangements being set up; detailed review of ED 

governance systems in hand 
On track 

     
Requirement Source Status Key Performance Indicators 
28a.   The trust must ensure governance processes are established and embedded to provide an effective and systematic approach to 

improvement of the service 
MED MD  • Assurance through Quality and Performance 

Committee 
• Assurance to be gained through scheduled deep dive. 28b.  Ensure maternity services undertake audits and acts on finding to improve practices MAT MD  

Ref Action Who Due Update Status 
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28.1 Review governance arrangements in maternity and develop further actions DGR 15.09.18 20.08.18:  New Divisional Governance arrangements being set up; detailed review of maternity 
governance systems in hand 

On track 

28.2 Review governance arrangements in Medicine and urgent Care Division and develop 
further actions 

DGR 30.09.18 20.08.18:  New Divisional Governance arrangements being set up On track 

     
Requirement Source Status Key Performance Indicators 
29.   The trust must develop and embed a vision and strategy for the trust and services MED MD   

Ref Action Who Due Update Status 
29.1 Present trust strategy, Working Together, to trust board for approval and adoption DSP 05.07.18 05.07.18:  Strategy adopted by trust board Complete 
29.2 Begin quarterly updates to Board on delivery of Working Together implementation 

plan 
DSP 15.10.18 15.08.18:  Item on agenda for October Board On track 
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Abbreviations 
Who Title Source Description 

ACN - PS Associate Chief Nurse – Patient Safety H IG Head of Information Governance 
ADIP/PS Associate Director Infection Prevention / Patient Safety H RM Head of Risk Management 
AMD Associate Medical Director HoS Head of Safeguarding 
CD - ED Clinical Director – Emergency Department HPE Head of Patient Experience 
CEO Chief Executive Officer MD CQC ‘must do’ action 
CN Chief Nurse S29a CQC Section 29a Warning Notice 
COO Chief Operating Officer SLN – D&EOLC Senior Lead Nurse – Dementia and End of Life Care 
DCN Deputy Chief Nurse   
D SP Director of Strategy and Performance   
DD Delivery Director   
DDIPC Deputy Director Infection Prevention and Control    
DDO Deputy Director of Operations   
DDWOD Deputy Director of Workforce and Organisational Development   
DE Director of Estates   
DGR Director of Governance & Risk   
DMD Deputy Medical Director    
DND – M&UC Divisional Nurse Director – Medicine & Urgent Care   
DND - NW Divisional Nurse Director  – Networked Services   
DNME Director of Nursing and Midwifery Education   
H H&S Head of Health and Safety   
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Paper Title: Corporate Risk Register 
 

Sponsoring Director: Lois Howell, Director of Governance & Risk 
 

Authors: Lois Howell, Director of Governance & Risk 
 

Purpose: To propose the updated Corporate Risk Register for adoption by 
the Board 
 

Action required by the Board/Committee: Adoption 
 

Document previously considered by which 
meeting(s)  

Quality & Performance Committee 28.09.18  
 

Executive Summary  

• There has been a significant improvement in risk management activity in clinical areas since the Board last received 
a Corporate Risk Register in June.  The number of high scoring risks entered on the risk register is much lower, and 
the quality of the entries is better.   

• The Quality & Performance Committee received a report on risk registers prepared by corporate functions (eg, 
Workforce and OD, Information Governance, Finance, Estates) for the first time on 28 September.   These areas of 
the Trust all need to do more work on their risk management activity, and this will be a focus for the Risk Team in 
the coming weeks.  Risks arising in the corporate functions have been included, where appropriate, in consideration 
of the risks which should be included on the Corporate Risk Register.      

• For the first time, the draft Corporate Risk Register has been reviewed by the Quality & Performance Committee in 
advance of the Board meeting.  Feedback on the proposed Corporate Risk Register will be passed to the Board at its 
meeting.   

• Two new risks are proposed for inclusion:   

o CRR 13:  Risk of reputational damage and harm to regulatory relationships arising from failure to deliver annual 
financial outturn forecast, scored at 16 (4x4) 

o CRR 14: Risk of reputational damage and harm to relationships with staff arising from water safety concerns in 
staff residences, scored at 16 (4x4) 

• All items on the previously approved Corporate Risk Register have been updated.  Updates are indicated in italics for 
ease of reference. 

• Four of the items on the Corporate Risk Register adopted in June are proposed for removal on the grounds of a 
reduced score.   

• The risk scores for CRR 1, CRR 2  and CRR 3 risk are proposed for increase; the scores for CRR 4 and CRR 5 are 
proposed for reduction.  All other risks remain at the previously reported score.   

Board members will be aware that the corporate risk register is complemented by the Board Assurance Framework, 
next due for reporting to the Board in November. 
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Recommendations:  
 
That the updated Corporate Risk Register is adopted by the Board 

Key Risks Identified: As indicated in the report 
 

Links to BAF/Risk Register: As indicated in the report 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Appendix A  Insert  
 
Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience    
 

    
 
 

 

Patient Safety/Safety impact    
     

 
 

Clinical Outcome/Effectiveness    
     

 
 

Operational/Non clinical    
 

    
 
 

 

Impact across Trust & wider 
Health economy 

   
     

 
 

Accessibility/Waiting times    
 

    
 
 

 

Staff    

 

    
 
 
 

 

Other    
 

    
 
 

 

 Negative Neutral Positive   
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Appendix B Insert  
 
Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age    
     

 
 

Disability    
     

 
 

Gender reassignment    
     

 
 

Marriage & Civil Partnership    
     

 
 

Pregnancy & Maternity    
     

 
 

Race    
     

 
 

Religion or Belief    
     

 
 

Sex    
     

 
 

Sexual Orientation    
     

 
 

Human Rights    
     

 
 

Other Group    
     

 
 

 Negative Neutral Positive   
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Assessment Sign Off 
Role Name Date 
Director of Governance & Risk Lois Howell 23.09.18 
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Ref Risk Source Current score Previous 
score 

Change 
Impact  Likelihood Risk  

1.  Harm to health and wellbeing of staff arising from sustained 
unplanned pressure on services 

All CSCs 4 5 20 16 ↑ 
• Staff health and well being appear to be suffering as result of recent sustained unplanned pressure on services.  Impacts include 

increased musculo-skeletal injuries, staff reporting feelings of pressure to stay at / return to work when ill, increased incidence of 
patient / visitor aggression towards staff, stress related mental and physical ill-health  

o NB data on these areas currently unverified  
• Performance against access standards improving in many areas due to better flow, but pressures on staff remain high   
 
Latest update:  Recent apparent mismatch between staffing and need is exacerbating previously identified problems 

2.  Mismanagement of patient care (poor patient experience and 
moderate to severe level patient harm) arising from lack of 
suitably qualified and experienced staff 

All CSCs  4 5 20 16 ↑ 

• Eg, Lack of prompt response to call bells, inability to support feeding and eating, delayed medication, delays to pressure damage 
avoidance plans, inability to support confused / anxious patients and relatives   

• Recruitment and retention levels good in some areas, but still significant pockets of high levels of staff vacancies   
 
Latest update:  Staffing issues and associated risks have increased in number during July and August – increased level of input and 
oversight from Chief Nurse now in place to identify causes and potential solutions 

3.  Patient harm arising from inconsistent application of policy on 
non-18 week waiting lists 

Multiple 
CSCs 

4 5 20 16 ↑ 
• Policy on non-18 week waiting lists applied inconsistently, leading to risk that patients will wait longer than planned for follow-ups and 

suffer associated deterioration in their condition 
 

Latest update:  
o Detailed review of each pathway to be carried out over next quarter, followed by Internal Audit assessment of outcome of 

reviews.  Harm reviews to follow if delays identified. 
o Recent incidents of moderate to sever harm arising during waits for follow up have been reported and are being investigated as 

serious incidents 
4.  Regulatory impact of breaching 4 hour access standard 

 
Trust-wide 
issue 

4 5 20 20 ↔ 
• Trust faces increased regulatory pressure and reputational damage as a result of continued failure to meet 4 hour access standard   
• Improvements evident since early April but still below required standard 
 
Latest update:  Significant variation during June, July and August, with some notably disappointing performance during extremes of 
weather 
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Ref Risk Source Current score Previous 
score 

Change 
Impact Likelihood Risk 

5.  Patient harm arising from poor flow across the Trust and 
beyond 

MOPRS  4 4 16 20 ↓ 
• Particular impact in MOPRS 
• Mismatch between demand and capacity and increased outlying of patients across specialities leading to mismanagement of patient 

care  
o Eg, Lack of prompt response to call bells, inability to support feeding and eating, delayed medication, delays to pressure 

damage avoidance plans, inability to support confused / anxious patients and relatives) 
 
Latest update: Flow and bed occupancy have improved but outlying still a mechanism for delivering these improvements; risk issues 
remain.  Performance in respect of timely discharge had improved earlier in at end of Q1, early Q2 but deteriorated in late July and early 
August   

 
6.  Patient harm arising from lack of timely discharge 

 
MOPRS  4 4 16 20 ↓ 

• Some medically fit for discharge patients are deteriorating to the point that they cannot be discharged while waiting for suitable 
community placements 

• Harm also includes falls, pressure damage   
   
Latest update:  Numbers of stranded patients has decreased in last month, but had risen from Q1 levels during the early part of Q2 

 
7.  Patient harm arising from stretched pharmacy services in 

times of significant pressure  
CSS  4 4 16 16 ↔ 

• Pharmacy service capacity has not increased in line with demand 
• pattern of escalation across the hospital and frequent patient moves mean that alignment of pharmacists and the patients they need 

to service is compromised 
 
Latest update:  Improvements in medicines reconciliation within 24 hours of admission required by CQC Warning Notice served August 
2018   
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Ref 
 

Risk 
 

Source 
 

Current score Previous 
score 

Change 
Impact Likelihood Risk 

8.  Patient harm arising from poor medicine management practice Trust 
wide 

4 4 16 16 ↔ 
• Failings in Medicines management practice highlighted by CQC during recent inspections 
• Examples include unlocked drug fridges, poorly managed drug fridges, lack of safe disposal of unwanted drugs 

Latest update: Improvements in medicines management practice required by CQC Warning Notice served August 2018   
 

9.  Disruption to clinical services arising from breakdown in 
sterilisation equipment   

CHAT  4 4 16 16 ↔ 
• Water processing equipment essential to the provision of sterilisation services is beyond its normal age range and may break down   
• Procurement of new equipment is progressing but date for resolution not yet clear 

 
Latest update: Procurement of new equipment still awaited 
 

10.  Harm to health of staff arising from injuries associated with using 
clinical equipment (particularly lifting and moving equipment) on 
wards with softer floor coverings 

Medicine 4 4 16 16 ↔ 

• Incidence of musculo-skeletal injuries amongst staff has increased since change of use of ward F4, meaning increased use of lifting 
equipment not compatible with softer floor coverings (installed to reduce harm from falls) 
 

Latest update: Replacement of the flooring on F4 approved through capital plan but date not yet fixed 
 

11.  Risk of harm arising from poor identification and/or response to 
patient deterioration (including sepsis) 

Trust 
wide 
issue 

4 4 16 16 ↔ 

• Practice in respect of the identification, escalation and treatment of deteriorating patients is inconsistent, leading to risk of moderate 
and severe harm 

• A range of improvement programmes is in place to seek to standardise practice to reflect guidance and best practice 
 

Latest update: Some progress with associated actions, but incidents still occurring 
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Ref Risk Source Current score Previous 
score 

Change 
Impact Likelihood Risk 

12.  Risk of regulatory non-compliance arising from inconsistent 
application of Mental Capacity Act (treatment in patient’s best 
interests) and Deprivation of Liberty Safeguards 

Trust 
wide 
issue 

4 4 16 16 ↔ 

• Inconsistent levels of practical knowledge and application of Mental Capacity Act (treatment in patient’s best interests) and 
Deprivation of Liberty Safeguards noted by CQC during inspections in April and May 

• Could lead to unlawful detention and/or unlawful treatment of vulnerable patients 
• Alternative approaches to education in this area being sought and implemented  

 
Latest update: Improvements with regard to adult safeguarding required by CQC Warning Notice served August 2018 

13.  Patient harm arising from inconsistent application of policy on 
non-18 week waiting lists 
 

Multiple 
CSCs 

4 4 16 16 ↔ 

• Policy on non-18 week waiting lists applied inconsistently, leading to risk that patients will wait longer than planned for follow-ups and 
suffer associated deterioration in their condition 
 

Latest update: Detailed review of each pathway to be carried out over next quarter, followed by Internal Audit assessment of outcome 
of reviews.  Harm reviews to follow if delays identified. 

14.  Risk of reputational damage and harm to regulatory relationships 
arising from failure to deliver annual financial outturn forecast   

Trust 
wide 
issue 

4 4 16 New New 

• Trust financial position is £900k below plan at month 4  
 

Latest update: In addition to usual pressures 
o Cost Improvement Plan delivery is below target – recovery actions in development  
o Significant extra demand on Trust resources arises from un-funded pay increase for some facilities staff – external support for 

this item being sought  
15.  Risk of reputational damage and harm to relationships with staff 

arising from water safety concerns in staff residences  
Trust 
wide 
issue 

4 4 16 New New 

• Routine water testing shows that legionella count is high within the staff accommodation areas 
• No patient areas affected 
Latest update: 

o Alternative accommodation being sought urgently and alternative facilities being made available  
o Timetable for rectification not yet confirmed, but likely to be at least two – three weeks 

Risks proposed for removal from Corporate Risk Register Source Previous Reason for removal from 
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score corporate risk register 
16.  Patient harm arising from unplanned increases in demand / mismatch 

of demand and capacity 
• Eg, flu epidemic leading to reduced staffing and increased demand for 

places in ICU 

CHAT  16 Improved understanding of risk and 
no evidence of current problem has 
reduced score to 12. 

17.  Patient harm arising from delivery of chemotherapy other than via 
Peripherally Inserted Central Catheters (PICC lines) 
• The Trust’s capacity to provide a PICC line services has deteriorated 

significantly 
• Delivery of chemotherapy other than via a PICC line carries a 

significant risk of extravasation 

Cancer 
Surgery 

16 1.6 WTE staff have been appointed, 
increasing service capacity 
significantly.  Risk now reduced to 
target score  

18.  Patient harm arising from inadequately maintained equipment 
• Not all equipment is part of the maintenance schedule overseen by 

Clinical Support Services; there may be unknown inadequacies in 
maintenance 

• “Point of Care” testing equipment is generally outside the maintenance 
regime, which could lead to undetected deterioration 

Clinical 
Support 
Service 

16 Improved understanding of risk and 
no evidence of current problem has 
reduced score to 12. 

19.  Risk of poor patient experience / mismanagement of patient care 
arising from lack of additional capacity to meet the rising demands on 
the regional renal service 
• patients may need to travel further and possibly have less frequent 

dialysis at other, overcrowded locations as a result of lack of additional 
capacity to meet rising demand for regional renal services 

    

Renal risk 
register 

16 Improved understanding of risk and 
no evidence of current problem has 
reduced score to 12. 
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Committee: Workforce and Organisational Development Committee 

 
Date of Meeting: 21 September 2018 

 
Chair: Mr Gary Hay, Non-Executive Director 

 
Executive Lead: Mark Power, Interim Director of Workforce and Organisational Development 

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

 
Agenda 
item Items of particular note: 

48/18 
 
 
 
 
49/18-
50/18 
 
 
 
 
 
51/18 
 
 
 
 
 
52/18 
 
 
 
54/18 
 
 
 

The latest iteration of the Workforce and OD Strategy Development was received and 
considered.  The Committee noted the document’s status as a Development Framework.  The 
Committee was content with the proposals presented within the document and noted the 
intention to seek full support from TLT and JCNC and Board colleagues (via a Board seminar 
discussion) before final submission and commendation to the Board in early 2019.  
Beforehand, the formatting of the final document will require further consideration by the 
Committee. 
 
The data sets presented within the Month 5 Workforce section of the IPR were considered 
alongside a report detailing progress in the delivery of the Workforce CIP work streams.  Within 
the context of the Trust’s overall CIP, the Committee noted the significant financial values 
associated with the work streams, most of which are focused on reducing the contingent 
staffing pay bill and controlling the budgeted substantive establishment.  The Committee also 
recognised the scale of challenge in achieving those values (at Month 5, performance across 
all Workforce work streams highlighted an adverse variance of £1.2M) when turnover amongst 
band 5 nursing staff, in particular, remains high within a competitive local and national labour 
market. 
 
The Committee received an update report on activity associated with the Trust’s 2018 
Workforce Race Equality Scheme initiatives. The report highlighted the need to take further 
local action to improve the experience of BAME staff regarding equality of opportunity in career 
development, and reported incidents of perceived bullying or abuse from colleagues and 
service users.  The Trust’s participation in the NHS Employers Partnership Programme, 
combined with the work being undertaken via the BAME Network and Patient Collaborative 
Team, is assisting in this respect.  The Committee will continue to monitor progress via receipt 
of quarterly update reports on all WRES key indicators.        
 
In receiving a quarterly report from the Freedom to Speak Up (FTSU) Guardian, the Committee 
noted the increasing awareness amongst staff (largely through good participation in FTSU 
training) of the Guardian’s role.  The Committee was also encouraged that the CQC confirmed 
its assessment of local FTSU arrangements as being effective. 
 
The Committee was informed of an outstanding action relating to the Trust’s Lampard Report 
Action Plan, namely the tolerated risk associated with recommended three-yearly Disclosure 
and Barring Service (DBS) checks on all staff.  Both the logistics and costs involved in meeting 
this recommendation are considerable and well-recognised within larger provider 
organisations.  The Committee resolved to receive a more detailed options paper at its October 
meeting, which will assess the risks and provide mitigating recommendations for further 
consideration. 
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Agenda 
item Items of particular note: 

53/18 
 
 

 

 

 

A briefing paper summarised the key provisions arising from the refreshed Agenda for Change 
(AfC) terms and conditions of service, which were published in June.  The Committee noted 
that the revised pay structure will: increase starting salaries for most staff; reduce the current 
number of pay points within each pay band; shorten the time taken to reach the top pay points; 
and introduce performance-based pay progression.  These changes are welcomed and will 
benefit both staff and employers, in aligning individual and team objectives with organisational 
aims, and in providing greater scope for rewarding personal contribution and achievement.  A 
number of local policies and procedures are being revised to ensure they fully reflect the 
national changes.           
 

 

 

 

 

 
 
Agenda 
item Items for escalation to the Trust Board: 

 

 

 

None 

 
Agenda 
item Recommendations: 

 

 

 

None 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

21 September 2018 – 14:00-16:00 p.m 
Trust Headquarters Meeting Room, F Level, Queen Alexandra Hospital 

 
A G E N D A 

 
Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
45/18 

 
14:00 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

46/18 14:00 Minutes of the last meeting – 31 July 2018 Y  Chair 

47/18 14:05 Matters Arising/Summary of Agreed Actions Y Chair 

48/18 14:15 Workforce and Organisational Development Strategy 
Update - To review Version 2 Y DWOD 

49/18 14:30 Workforce Integrated Performance Report Y DDW 

50/18 14:40 Workforce CIPs 
 

Y 
 

DWOD 

51/18 14:50 

 
Equality and Diversity 

• WRES Data 
 

Y HOD 

52/18 15:00 Freedom to Speak Up Quarterly Report Y FTSUG 

53/18 15:10 
 
Reform of NHS Pay Structure for Agenda for Change  
Staff 
 

            Y DWOD 

54/18 15:10 Lampard Report             Y CN 

55/18 15:30 
 
Policies  

1. Smoke Free Policy – to note draft 
 

 
Y 

 
DWOD 

56/18 15:40 

 
Committee Administration 

1. Work Plan – to discuss frequency of reporting 
2. Dates of Meetings 2019 – to note 

 

Y 
Y 

 
Chair 
Chair 
 

 
57/18 

 
15:50 

Board Assurance Framework and/or Risk Register and 
referrals to the Audit Committee 
The committee is asked to identify any further additions 
that should be made to the Board Assurance Framework 
and/or Risk Register and to consider if there are any 
referrals to the Audit Committee 

 
N 

 
All 

 
58/18 

 
15:55 Any Other Business  

N 
 
All 
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59/18 
 
16:00 
 

 
Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Friday 26 October 2018 at 9.30 am, in the Trust 
Headquarters Meeting Room, QAH 

 
N 
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Committee: Finance and Infrastructure Committee 

 
Date of Meeting: Monday 24 September 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: 

131.18 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
132.18 
 
 
 
133.18 
& 
136.18 
 
 
134.18 
 
 
136.18 
 

The Committee considered the adverse financial position reported to the end of Month 5, the 
mitigations which have been applied within the reported position and the further actions being 
taken by the Executive Team to recover the financial position. 
 
The Committee questioned the changes applied to the agreed financial plan for the year, 
principally due to the announcement of the national pay award after the plans were finalised 
and the subsequent receipt of funding to cover these costs.  It was agreed that a full 
reconciliation of budgetary amendments to the plan will be presented at the next meeting of the 
Committee. 
 
The confirmation of winter capital funding was noted, and the Committee sought and received 
assurance that associated plans were on track, recognising the constraints and lack of 
timescale contingency to ensure that these new facilities are in place at the beginning of 
December. 
 
Workforce cost improvement plan delivery remains a significant risk to the delivery of the 
financial plan.  The establishment review has not yet concluded and has highlighted a number 
of issues which could require further mitigation within the limits of the financial plan. 
 
The Trust expects to have concluded the planning and attribution of the full £35m savings 
plans by the end of September and the Quarter 2 financial review will report on this basis. 
 
The Committee received progress updates in relation to the appointment of a new Facilities 
Management Services provider, an update in respect of water hygiene issues, and also the 
Trust’s fire safety action plans.  
 
The Committee reviewed the papers setting out the deployment and funding of the winter plan 
and noted that the winter plan is due to be presented in full to the Trust Board at its workshop 
on 27 September 2018, and for this reason this had not been separately presented to the 
Committee as anticipated on the agenda. 
 
The Committee reviewed and approved the Mobile Devices policy subject to minor 
amendment. 
 
The Terms of Reference for the Committee, its sub-committees and the FIC workplan are 
undergoing final amendment ahead of sign off by the Chair of the Committee ahead of the next 
meeting. 
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Agenda 
item Items for escalation to the Trust Board: 

131.18 

130.18  
132.18 

132.18 

 

The escalation of the adverse variance to plan reported in the Month 5 finance report 

Process completion, independent assurance and governance arrangements required to enable 
the appointment of the new Facilities Management Services provider 

The scale and importance of the Estates and Facilities Management agenda, including the 
winter capital programme, and the capacity and capability to manage all these priorities 
effectively whilst the team is re-organised and vacant posts recruited to. 

 
Agenda 
item Recommendations: 

 

 

 

Comprehensive review of the inclusion of estates related risks on the risk register and/or Board 
Assurance Framework in particular, fire safety, water hygiene and scope and scale of current 
estates agenda. 

Review the inclusion of the year-end financial position on the Board Assurance Framework. 
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FINANCE & INFRASTRUCTURE COMMITTEE 

A G E N D A 
 

Monday 24 September 2018  
09:00 am to 12:00 pm 

Trust HQ Meeting Room 
 

Agenda 
Item: 

Item: Encl: Time: Lead: 

125.18 Welcome and Apologies 
 

No 09:00 Chair 
 

126.18 Conflicts of interest  
 

No 09:00 Chair 

127.18 Divisional Finance 
1. To receive an update from the Medicine and 

Urgent Care Division 
 

No 09:00 Divisional Team 

128.18 Minutes from 28 August 2018 
 

Yes 09:15 Chair 

129.18 Action Log from 28 August 2018 
 

Yes 09:20 Chair 

130.18 Chief Financial Officer Report 
 

Yes 
 

09:25 CFO 
 

131.18 2018/19 Financial Position  
1. Month 5 Finance Position 
2. National Pay Award 
3. Cash and Working Capital 
4. CIP Update 2018/19      

 

 
Yes 
Yes 
Yes 
Yes 

 

 
09:40 
09:40 
09:55 
10:10 

 
FD 
FD 
FD 
TD 
 

132.18 Infrastructure 
1. Estates, Facilities, PFI and Capital 

Development Team update 
2. Procurement and Commercial Services 

Team update 
 

 
Yes 

 
No 

 
10:25 

 
10:40 

 
DEF 
 
DOP&CS 
 

133.18 Investment 
1. Winter Plan proposal  

 

 
Yes 

To follow 
 

 
10:50 

 
COO 

134.18 Policies for Approval  
1. Mobile and Devices Policy 

 

 
Yes 

 

 
11:05 

 
DWOD 
 

135.18 Papers for noting 
1. NHS Provider Bulletin – Capital 

 

 
Yes 

 
11:15 

 
Chair 
 

136.18 Other Matters  
1. Business Case Review Committee 

• Mobile CT Scanner Business Case 
• Winter Plan Business Case 
• Terms of Reference of Committee 
 

 
Yes 

 

 
11:25 

 
DSP 
 

137.18 Committee Admin 
1. Work Plan – work in progress 
2. Proposed Dates for F&I 2019  

 

 
No 
Yes 

 
11:35 
11:45 

 
Chair/CFO 
Chair/CFO 

138.18 Additions to the Board Assurance Framework 
and/or Risk Register,  and for referring to the 
Audit Committee – The Committee is asked to 

Yes 11:50 Chair 
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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, 
and should any  items be referred to the Audit 
Committee 
 

139.18 Any Other Business No 
 

11:55 Chair 

 Items to be raised with the Trust Board 
 

No 11:55 Chair 

140.18 Date of Next Meeting: 
Monday 29 October 2018, Trust HQ Meeting Room 
at 10.00 am 

No 12:00 Chair 
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Committee: Audit Committee  

 
Date of Meeting: 24.09.18 

 
Chair: David Parfitt 

 
Executive Lead: Lois Howell, Director of Integrated Governance 

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

 
Agenda 
item Items of particular note: 

43.18 It was noted that the Committee’s terms of reference had been amended following the previous 
meeting, and should now be recommended to the Board for formal adoption 

44.18 Improvements to the process for following up on the implementation of internal audit 
recommendations were noted.  The need to report revised dates for delivery in future reports.  

45/46.18 Progress in delivery of the internal and external audit plans was noted.  

47.18  Further required revisions to the Reservation of Powers Policy were acknowledged.  The 
Committee agreed to extend the current policy until the January meeting to allow for further 
work on the draft to be undertaken.   

48.18  

 

The Overseas Patients Charging Policy was received, following update by the Overseas 
Patients Manager.  The revised policy, based on Department of Health guidance, was 
approved, subject to some minor drafting amendments.  It was agreed that overseas patient 
charging would be added to the internal audit programme for 2018/19.  It was also noted that 
NHSI and Model Hospital data indicate that there should be greater levels of recovery, and that 
options for making cost effective changes to practice are under consideration.  The need for 
appropriate executive level oversight of issues associated with the provision of care to 
overseas patients was referred to the Chief Executive. 

49.18  The aged debts proposed for write-off were agreed.   

50.18  The need to review the process for reporting breaches of the Standing Financial Instructions to 
the Committee was agreed – a proposal for the regular production of a replacement 
‘Compliance Report’ will be brought to the Committee in January.  

51.18 The Counter Fraud serve reported on activity and plans for counter fraud awareness week in 
November.  An increase in face to face engagement with staff was welcomed.   It was agreed 
that the payroll internal audit work for 18/19 will focus on levels of salary overpayment. 

52.18 A new process for reporting the Trust response to briefing notes issued by the internal auditors 
was welcomed.  The Committee was pleased to note that the items discussed had been 
properly allocated for action 

53.18 The Standards of Business Conduct Policy was approved following revision, subject to some 
minor drafting amendments concerning job titles and confirmation that the limit on the 
declaration of gifts is set at £25.00. 
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Agenda 
item Items for escalation to the Trust Board: 

 Nothing on this occasion. 

 
Agenda 
item Recommendations: 

43.18 That the Board ratifies the terms of reference previously agreed by the Committee, as 
attached.  
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Audit Committee 

Monday 24 September 2018 
13:00 – 16:00 pm 

THQ Meeting Room, F Level, QAH 
 

  Encl Lead 
39.18 Welcome, Apologies for Absence, Conflicts of Interest 

 
No Chair 

 
40.18 Auditor Appointments Process Yes  HFA 

 
41.18 Any other business not raised in advance of the meeting 

 
No Chair 

42.18 Minutes from 19 July 2018 
 

Yes Chair 

43.18 Action Log from 19 July 2018 
 

Yes Chair 

44.18 Internal Audit Recommendations 
Priority 1 audit recommendations 
a) Outstanding 
b) Not yet due  
c) Completed 

 

Yes DGR 

45.18 Internal Audit 
a) Internal Audit Progress Report 

 
Yes 

 

 
TIAA 
 

46.18 External Audit  
a) External Audit Progress Report 

 
No 

 

 
Ernst & Young 

47.18 Reservation of Powers Policy  
 

 Yes HFA 

48.18 Overseas Patients’ Charging Policy Yes HFA 
 

49.18 Debt Write off and Aged Debt 
 

Yes HFA 

50.18 SFI Breach Report 
 

No HFA 

51.18 Review Counter Fraud Progress Reports 
 

Yes LCFS 

52.18 Trust Response to Internal Audit Client Briefing Notes Yes HFA 
 

53.18  Policies 
• Standard of Business Conduct 

 

Yes 
 

DGR 

54.18 Meeting Administration 
a. Dates for 2019 
b. Work Plan 

 
Yes 
Yes 

 

 
Chair 
Chair 

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

N All 

56.18 Any Other Business 
 

N All 

57.18 Date of Next Meeting: Monday 14 January 2019 at 09:00 am, E 
Level Boardroom, Education Centre, QAH 
 

  

 Meeting Close   
 Opportunity for private discussions with internal and external audit.    
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TERMS OF REFERENCE 
AUDIT COMMITTEE 

 
 
1. Constitution 

The Trust Board hereby resolves to establish a Committee to be known as the Audit Committee. The 
Committee is a non-executive committee of the Board and has no executive powers, other than those 
specifically delegated in these Terms of Reference. 
 

2. Membership and Attendance 
The Committee shall be appointed by the Chairman of the Trust from amongst its independent non-
executive directors and shall consist of not less than three members. 
 

3. Quorum  
A quorum is determined as being two of the appointed members in attendance.  One of the members 
will be appointed Chair of the Committee by the Board.  The Chair of the Trust itself shall not be a 
member of the Committee. 
 

4. Attendance at Meetings 
The Chief Finance Officer, the Director of Governance & Risk and appropriate internal and external 
audit representatives, together with the local counter fraud specialist, shall normally attend meetings.  
The Accounting Officer (i.e., Chief Executive Officer) should be invited to attend meetings and should 
discuss, at least annually, with the Audit Committee, the process for assurance that supports the 
Annual Governance Statement.  He or she should also attend when the Committee considers the draft 
Annual Governance Statement and the Annual Report and Accounts. 
 
Other executive directors/managers should be invited to attend as appropriate, particularly when the 
Committee is discussing areas of risk or operation that are the responsibility of that director/manager.  
The attendance list is made up of the following: 

 
• Non-Executive Director (Chair) 
• Non-Executive Director (Vice-Chair) 
• One further Non-Executive Director 
• Chief Executive 
• Chief Finance Officer 
• Director of Governance & Risk 
• External Auditor 
• Internal Auditor 
• Local Counter Fraud Specialist 

 
Representatives from other organisations (e.g., NHS Counter Fraud Authority (NHSCFA)) and other 
individuals may be invited to attend. 
 
The Committee Secretary shall attend to take minutes of the meeting and provide appropriate support 
to the Chair and Committee members. 
 
At least once a year the Committee should meet privately with the external and internal auditors. 

 
5. Access 

The head of internal audit and representatives of external audit have a right of direct access to the 
Chair of the Committee. 
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6. Frequency of Meetings  
The Committee shall periodically consider the frequency and timing of the meetings needed to allow it 
to discharge all of its responsibilities and generally five meetings per annum will be held.  The Board, 
Accounting Officer, External Auditors or Head of Internal Audit may request an additional meeting if 
they consider that one is necessary. 
 

7. Authority 
The Committee is authorised by the Trust Board to investigate or approve any activity within its Terms 
of Reference. It is authorised to seek any information it requires from any employee and all employees 
are directed to co-operate with any request made by the Committee. 
 
The Committee is authorised by the Trust Board to obtain outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experience and expertise 
if it considers this necessary.  
 

8. Responsibilities 
The Committee’s duties and responsibilities can be categorised as follows: 

  
8.1 Integrated governance, risk management and internal control 
The Committee shall review the establishment and maintenance of an effective system of 
integrated governance, risk management and internal control, across the whole of the 
organisation’s activities (clinical and non-clinical), that supports the achievement of the Trust’s 
objectives. In particular, the Committee will review the adequacy and effectiveness of: 
• All risk and control related disclosure statements (in particular the annual governance 

statement), together with any accompanying head of internal audit opinion, external audit 
opinion or other appropriate independent assurances, prior to submission to the Board. 

• The underlying assurance processes that indicate the degree of achievement of the 
organisation’s objectives, the effectiveness of the management of principal risks and the 
appropriateness of the above disclosure statements. 

• The policies for ensuring compliance with relevant regulatory, legal and code of conduct 
requirements and any related reporting and self-certifications. 

• The policies and procedures for all work related to counter fraud, bribery and corruption as 
required by NHS Counter Fraud Authority (NHSCFA). 

 
In carrying out this work the Committee will primarily utilise the work of internal audit, external 
audit and other assurance functions, but will not be limited to these sources. It will also seek 
reports and assurances from directors and managers, as appropriate, concentrating on the over-
arching systems of integrated governance, risk management and internal control, together with 
indicators of their effectiveness. 
 
This will be evidenced through the Committee’s use of an effective assurance framework to guide its 
work and the audit and assurance functions that report to it. 
 
As part of its integrated approach, the Committee will have effective relationships with other key 
Committees (for example, the Quality & Performance, Workforce and Finance & Infrastructure 
Committees) so that it understands processes and links. However, these other Committees must not 
usurp the Committee’s role. 

 
8.2 Internal audit 
The Committee shall ensure that there is an effective internal audit function that meets the Public 
Sector Internal Audit Standards, 2017, and provides appropriate independent assurance to the 
Committee, Accounting Officer and Board. This will be achieved by: 
• Considering the provision of the internal audit service and the costs involved.   
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• Reviewing and approving the annual internal audit plan and more detailed programme of 
work, ensuring that this is consistent with the audit needs of the organisation as identified in 
the assurance framework. 

• Considering the major findings of internal audit work (and management’s response), and 
ensuring coordination between the internal and external auditors to optimise the use of audit 
resources. 

• Ensuring that the internal audit function is adequately resourced and has appropriate standing 
within the Trust. 

• Monitoring the effectiveness of internal audit and carrying out an annual review. 
 

8.3 External audit 
The Committee shall review and monitor the external auditors’ independence and objectivity and the 
effectiveness of the audit process. In particular, the Committee will review the work and findings of 
the external auditors and consider the implications and management’s responses to their work. 
This will be achieved by: 
• Considering the appointment and performance of the external auditors, as far as the rules 

governing the appointment permit. 
• Discussing and agreeing with the external auditors, before the audit commences, the nature 

and scope of the audit as set out in the annual plan. 
• Discussing with the external auditors their evaluation of audit risks and assessment of the 

Trust and the impact on the audit fee. 
• Reviewing all external audit reports, including the report to those charged with governance 

(before its submission to the Board) and any work undertaken outside the annual audit plan, 
together with the appropriateness of management responses. 

• Ensuring that there is in place a clear policy for the engagement of external auditors to supply non-
audit services. 
 

8.4 Other assurance functions 
The Committee shall review the findings of other significant assurance functions, both internal and 
external to the organisation, and consider the implications for the governance of the organisation. 
These will include, but will not be limited to, any reviews by Department of Health arm’s length 
bodies or regulators / inspectors (for example, the Care Quality Commission, NHS Resolution, etc.) 
and professional bodies with responsibility for the performance of staff or functions (for example, 
Royal Colleges, accreditation bodies, etc.). 
In addition, the Committee will review the work of other Committees of the Trust, whose work 
can provide relevant assurance to the Audit Committee’s own areas of responsibility. In particular, 
this will include any clinical governance, risk management or quality Committees that are 
established. 
 

 In reviewing the work of the Quality & Performance Committee, and issues around clinical risk 
management, the Audit Committee will wish to satisfy itself on the assurance that can be gained 
from the clinical audit function. 

 
8.5 Counter fraud 
The Committee shall satisfy itself that the Trust has adequate arrangements in place for counter 
fraud, bribery and corruption that meet NHSCFA’s standards and shall review the outcomes of work 
in these areas.  In accordance with 3.2 of the NHSCFA’s Fraud Commissioners Standards, the Audit 
Committee has: ‘stated its commitment to ensuring commissioners achieve these standards and 
therefore requires assurance that they are being met via NHSCFA’s quality assurance programme’. The 
Committee will refer any suspicions of fraud, bribery and corruption to the Local Counter Fraud 
Specialist at the Hampshire and Isle of Wight Fraud and Security Management Service.   
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8.6 Management 

 The Committee shall request and review reports, evidence and assurances from directors and 
managers on the overall arrangements for governance, risk management and internal control.  In 
addition, the Committee may request specific reports from individual functions within the organisation 
(for example, clinical audit).  

 
8.7 Financial reporting 
The Committee shall monitor the integrity of the financial statements of the organisation and any 
formal announcements relating to its financial performance. 
 
The Committee should ensure that the systems for financial reporting to the Board, including those of 
budgetary control, are subject to review as to the completeness and accuracy of the information 
provided.  
 
The Committee shall review the annual report and financial statements before submission to the 
Board, focusing particularly on: 

 
• The wording in the annual governance statement and other disclosures relevant to the terms 

of reference of the Committee 
• Changes in, and compliance with, accounting policies, practices and estimation techniques 
• Unadjusted misstatements in the financial statements 
• Significant judgements in preparation of the financial statements 
• Significant adjustments resulting from the audit 
• Letters of representation 
• Explanations for significant variances. 

 
8.8 Whistleblowing 
The Committee shall review the effectiveness of the arrangements in place for allowing staff to raise 
(in confidence) concerns about possible improprieties in financial, clinical or safety matters and ensure 
that any such concerns are investigated proportionately and independently. 
 

9. Reporting 
The Committee shall report to the Board on how it discharges its responsibilities.  
 
The minutes of the Committee’s meetings shall be formerly recorded by the secretary and made 
available to the Board, following agreement by the Committee.  The Chair of the Committee shall 
provide a summary of the business and decisions of each meeting, and draw to the attention of the 
Board any issues that require disclosure or require executive action. 
 
The Committee will report to the Board at least annually on its work in support of the annual 
governance statement specifically commenting on: 
• The fitness for purpose of the assurance framework. 
• The completeness and embeddedness of risk management in the Trust. 
• The integration of governance arrangements. 
• The appropriateness of the evidence that shows the Trust is fulfilling regulatory 

requirements relating to its existence as a functioning business. 
• The robustness of the processes behind the quality accounts. 
This annual report should also describe how the Committee has fulfilled its terms of reference 
and give details of any significant issues that the Committee considered in relation to the 
financial statements and how they were addressed. 
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10. Administrative Support 
The Committee shall be supported by the Committee Secretary, whose duties in this respect will 
include: 

• Agreement of agendas with the Chair and attendees 
• Preparation, collation and circulation of papers in good time 
• Ensuring that those invited to each meeting attend 
• Taking the minutes and helping the Chair to prepare reports to the governing body 
• Keeping a record of matters arising and issues to be carried forward 
• Arranging meetings for the Chair – for example, with the internal/ external auditors or local 

counter fraud specialists 
• Maintaining records of members’ appointments and renewal dates etc 
• Advising the Committee on pertinent issues/ areas of interest/ policy developments 
• Ensuring that action points are taken forward between meetings 
• Ensuring that Committee members receive the development and training they need.  

 
11. Monitoring Effectiveness  

In order that the Committee can be assured that it is operating at maximum effectiveness in 
discharging its responsibilities as set out in these Terms of Reference and, if necessary, to recommend 
any changes to the Trust Board, the Chair will ensure that once a year a review of the following is 
undertaken and reported to the next meeting of the Committee: 

 
• The objectives set out in section 3 were fulfilled; 
• Members attendance was achieved 75% of the time; 
• Agenda and associated papers were distributed 7 days prior to the meetings; 
• The action schedule was circulated within 2 working days, on 80% of occasions 

 
12. Review 

The Terms of Reference shall be reviewed on an annual basis and ratified by the Board. 
 

13. Required Frequency of attendance by members  
Members of the Audit Committee must attend at least 75% of all meetings each financial year but 
should aim to attend all scheduled meetings. 

 
 

ToR agreed by: Audit Committee Date of agreement: 24.09.18 

ToR ratified by: Trust Board Date of ratification:  

Review date: 23.09.19 

 
 

Page 135 of 149



Paper Title: Provider Licence certifications 2017/18 
 

Sponsoring Director: Lois Howell, Director of Governance & Risk 
 

Authors: Lois Howell, Director of Governance & Risk 
 

Purpose: To seek the Board’s approval of proposed self certifications of 
notional compliance with Provider Licence conditions, as required 
by NHS Improvement 

Action required by the Board/Committee: Approval 
 

Document previously considered by which 
meeting(s)  

None 

Executive Summary  
• The Health & Social Care Act 2012 introduced powers for Monitor (now part of NHS Improvement) to require 

providers of services to the NHS to obtain a Provider Licence, unless exempt by law from the need to do so. 
 

• NHS Trusts are exempt from the requirement, but are obliged by NHS Improvement to self certify that they are 
compliant with the same standards of corporate governance required of Provider Licence holders. 
 

• The conditions with which NHS Trusts are required to certify that they are compliant are G6 and FT4 – the 
provisions of these conditions are set out in full at appendix 1.  The Board will note that they are substantially 
the same, and relate to the obligation of licenced providers to maintain effective systems of corporate 
governance. 
 

• The self certifications should have been made in May (G6) and June (FT4) but were not presented to the Trust 
Board at those dates.  The annual board work programme has been revised to ensure timely production of the 
self-certifications in future. 
 

• The Board is asked to consider and approve the self certifications set out in appendix 2 and 3.    
Recommendations:  
 
That the proposed certifications are approved, with or without amendment as required. 

Key risks identified: None  
 

Links to BAF/Risk Register: None 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
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Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Appendix A  Insert  
 
Quality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Patient Experience    
 

    
 
 

 

Patient Safety/Safety impact    
     

 
 

Clinical Outcome/Effectiveness    
     

 
 

Operational/Non clinical    
 

    
 
 

 

Impact across Trust & wider 
Health economy 

   
     

 
 

Accessibility/Waiting times    
 

    
 
 

 

Staff    

 

    
 
 
 

 

Other    
 

    
 
 

 

 Negative Neutral Positive   
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Appendix B Insert  
 
Equality Impact Assessment 
 

Major 
Change 

Moderate 
Change 

Minor 
Change 

No 
Change 

Minor 
change 

Moderate 
Change 

Major 
Change 

Summary of anticipated impact Mitigating actions against impact 

Age    
     

 
 

Disability    
     

 
 

Gender reassignment    
     

 
 

Marriage & Civil Partnership    
     

 
 

Pregnancy & Maternity    
     

 
 

Race    
     

 
 

Religion or Belief    
     

 
 

Sex    
     

 
 

Sexual Orientation    
     

 
 

Human Rights    
     

 
 

Other Group    
     

 
 

 Negative Neutral Positive   
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Assessment Sign Off 
Role Name Date 
Director of Governance & Risk Lois Howell 23.09.18 
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The General (G) Conditions 
 
The General Conditions set out the standard rules and requirements for all licensees, and obligations 
that are relevant to more than one section of the licence. Many of the General Conditions reflect 
provider obligations as stated in the Act. The purpose of including such conditions is to bring these 
obligations within the scope of our licence enforcement powers, to assist licensees by recording 
their obligations in a single document, and to assist with enforcement when these obligations are 
directly related to the licence. 
 
Condition G6 – Systems for compliance with licence conditions and related obligations  
1. The Licensee shall take all reasonable precautions against the risk of failure to comply with:  

(a) the Conditions of this Licence,  
(b) any requirements imposed on it under the NHS Acts, and  
(c) the requirement to have regard to the NHS Constitution in providing health care services 
for the purposes of the NHS.  
 

2. Without prejudice to the generality of paragraph 1, the steps that the Licensee must take 
pursuant to that paragraph shall include:  

(a) the establishment and implementation of processes and systems to identify risks and 
guard against their occurrence; and  
(b) regular review of whether those processes and systems have been implemented and of 
their effectiveness.  
 

3. Not later than two months from the end of each Financial Year, the Licensee shall prepare and 
submit to Monitor a certificate to the effect that, following a review for the purpose of paragraph 
2(b) the Directors of the Licensee are or are not satisfied, as the case may be that, in the Financial 
Year most recently ended, the Licensee took all such precautions as were necessary in order to 
comply with this Condition. 
  
4. The Licensee shall publish each certificate submitted for the purpose of this Condition within one 
month of its submission to Monitor in such manner as is likely to bring it to the attention of such 
persons who reasonably can be expected to have an interest in it. 

Condition FT4 – NHS foundation trust governance arrangements  
1. This condition shall apply if the Licensee is an NHS foundation trust, without prejudice to the 
generality of the other conditions in this Licence.  
 
2. The Licensee shall apply those principles, systems and standards of good corporate governance 
which reasonably would be regarded as appropriate for a supplier of health care services to the NHS.  
 
3. Without prejudice to the generality of paragraph 2 and to the generality of General Condition 5, 
the Licensee shall:  

(a) have regard to such guidance on good corporate governance as may be issued by 
Monitor from time to time; and  
(b) comply with the following paragraphs of this Condition.  
 

4. The Licensee shall establish and implement:  
(a) effective board and committee structures;  
(b) clear responsibilities for its Board, for committees reporting to the Board and for staff 
reporting to the Board and those committees; and  
(c) clear reporting lines and accountabilities throughout its organisation.  
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5. The Licensee shall establish and effectively implement systems and/or processes:  
(a) to ensure compliance with the Licensee’s duty to operate efficiently, economically and 
effectively;  
(b) for timely and effective scrutiny and oversight by the Board of the Licensee’s operations;  
(c) to ensure compliance with health care standards binding on the Licensee including but 
not restricted to standards specified by the Secretary of State, the Care Quality Commission, 
the NHS Commissioning Board and statutory regulators of health care professions;  
(d) for effective financial decision-making, management and control (including but not 
restricted to appropriate systems and/or processes to ensure the Licensee’s ability to 
continue as a going concern);  
(e) to obtain and disseminate accurate, comprehensive, timely and up to date information 
for Board and Committee decision-making;  
(f) to identify and manage (including but not restricted to manage through forward plans) 
material risks to compliance with the Conditions of its Licence;  
(g) to generate and monitor delivery of business plans (including any changes to such plans) 
and to receive internal and where appropriate external assurance on such plans and their 
delivery; and  
(h) to ensure compliance with all applicable legal requirements.  
 

6. The systems and/or processes referred to in paragraph 5 should include but not be restricted to 
systems and/or processes to ensure:  

(a) that there is sufficient capability at Board level to provide effective organisational 
leadership on the quality of care provided;  
(b) that the Board’s planning and decision-making processes take timely and appropriate 
account of quality of care considerations;  
(c) the collection of accurate, comprehensive, timely and up to date information on quality 
of care;  
(d) that the Board receives and takes into account accurate, comprehensive, timely and up 
to date information on quality of care;  
(e) that the Licensee including its Board actively engages on quality of care with patients, 
staff and other relevant stakeholders and takes into account as appropriate views and 
information from these sources; and  
(f) that there is clear accountability for quality of care throughout the Licensee’s 
organisation including but not restricted to systems and/or processes for escalating and 
resolving quality issues including escalating them to the Board where appropriate.  
 

7. The Licensee shall ensure the existence and effective operation of systems to ensure that it has in 
place personnel on the Board, reporting to the Board and within the rest of the Licensee’s 
organisation who are sufficient in number and appropriately qualified to ensure compliance with the 
Conditions of this Licence.  
 
8. The Licensee shall submit to Monitor within three months of the end of each financial year:  

(a) a corporate governance statement by and on behalf of its Board confirming compliance 
with this Condition as at the date of the statement and anticipated compliance with this 
Condition for the next financial year, specifying any risks to compliance with this Condition in 
the next financial year and any actions it proposes to take to manage such risks; and  
(b) if required in writing by Monitor, a statement from its auditors either:  

(i) confirming that, in their view, after making reasonable enquiries, the Licensee has 
taken all the actions set out in its corporate governance statement applicable to the 
past financial year, or  
(ii) setting out the areas where, in their view, after making reasonable enquiries, the 
Licensee has failed to take the actions set out in its corporate governance statement 
applicable to the past financial year 
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Self-Certification Template - Conditions G6 and CoS7
Portsmouth Hospitals NHS Trust

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by NHS foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS provider licence.  
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

How to use this template

These self-certifications are set out in this template.

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
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Worksheet "G6 & CoS7"

1 & 2 General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)

1 Confirmed

OK

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Mark Cubbon Name Lois Howell

Capacity Chief Executive Capacity Director of Governance & Risk

Date Date

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another 
option).  Explanatory information should be provided where required. 

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee 
are satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were 
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the 
NHS Acts and have had regard to the NHS Constitution.

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider licence
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A Although the 
Trust has 
been rated as 
'requires 
improvement' 
in the CQC's 
well led 
domain, the 
text of the 
report 
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Self-Certification Template - Condition FT4
Portsmouth Hospitals NHS Trust

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by NHS foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS provider licence.

How to use this template

These self-certifications are set out in this template.  

Corporate Governance Statement - in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)
Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)

You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.
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Worksheet "FT4 declaration"

Corporate Governance Statement (FTs and NHS trusts)

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

1 Corporate Governance Statement Response Risks and Mitigating actions

1 Confirmed The Trust reviewed its corporate governance in 2018 and has changes its practice.  
Internal Auditors and Verita have advised that revised risk management 
arrangements are significantly improved.  The CQC identified recent improvements 
(although yet to be embedded)during its Well-Led inspection.  

Please complete Risks and Mitigating actions

Please complete 
both Risks and 
Migitating actions 
& Explanatory Please complete Risks and Mitigating actions

2 Confirmed The corporate governance review conducted and implemented earlier in 2018 
reflected all relevant guidance, as evidenced in the associated reports to Board Please complete Risks and Mitigating actions

 p  
both Risks and 
Migitating actions Please complete Risks and Mitigating actions

3 Confirmed The Trust has undertaken a through review of a number of aspects of its corporate 
governance in the last year and has made relavant changes to practice.   The 
Trust's Internal Auditor and a governance consultancy firm (Verita) have advised 
that revised risk management arrangements are significantly improved, and the 
CQC identified recent improvements (althgough yet to be embedded) in the course 
of its Well-Led inspection earlier in the year.  

Please complete Risks and Mitigating actions

Please complete 
both Risks and 
Migitating actions 
& Explanatory 
Information Please complete Risks and Mitigating actions

4 Confirmed The Board has reviewed and revised its information and reporting systems 
significantly since January, including, specifically, the Integrated Performance 
Report, committee feedback forms, committee terms of reference and  minute 
taking.  The Board has also embarked on a comprehensive dvelopment programme 
to ensure appropriate and effective response to the information presented to the 
Board and its committees 

Please complete Risks and Mitigating actions

Please complete 
both Risks and 
Migitating actions 
& Explanatory 
Information Please complete Risks and Mitigating actions

Please complete 
both Risks and 
Migitating actions 
& Explanatory 
Information Please complete Risks and Mitigating actions

5 [including where the Board is able to respond 'Confirmed']

Please Respond

Please complete 
both Risks and 
Migitating actions 
& Explanatory 
Information Please complete Risks and Mitigating actions

Please complete 
both Risks and 
Migitating actions 
& Explanatory 
Information Please complete Risks and Mitigating actions

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate 
governance which reasonably would be regarded as appropriate for a supplier of health care services to the 
NHS.

The Board has regard to such guidance on good corporate governance as may be issued by NHS Improvement 
from time to time

The Board is satisfied that the Licensee has established and implements: 
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the 
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Licensee has established and effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations; 
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to 
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and 
statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to 
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern); 
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and 
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to 
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive 
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but 
not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 
of care provided;   
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date 
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other 
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to 
systems and/or processes for escalating and resolving quality issues including escalating them to the Board 
where appropriate.
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6 [including where the Board is able to respond 'Confirmed']

Please Respond

Please complete 
both Risks and 
Migitating actions 
& Explanatory Please complete Risks and Mitigating actions

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Mark Cubbon Name Melloney Poole

A

OK

Although the Trust has been rated as 'requires improvement' in the CQC's well led domain, the text of the report indiates that it is the Commission's view that recent changes have been appropriate and effective.  The rating of 
'requires improvement' reflects the need for the new systems and processes etc to become embedded.  The Trust is also planning to commission a well-led review during 2019. 

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the Board, 
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately 
qualified to ensure compliance with the conditions of its NHS provider licence.
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Directors
Mark Cubbon            
Mark Power     
John Knighton X            
Chris Adcock     X            
Theresa Murphy           X 
Paul Bytheway           
Emma McKinney      X   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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