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Item 
No 

Minute 

62/17 Apologies: 
Michelle Dixon, Deputy Chief Operating Officer 

The Chairman welcomed Melloney Poole, a newly appointed Non-Executive Director, to the 
Trust and to her first meeting and also welcomed Debra Elliott, Deputy Director of Nursing, 
Alison Fitzsimons, Associate Director of Nursing and John Knighton, Deputy Medical 
Director to the meeting. 

Declaration of Interests: 
There were no declarations of interest. 

63/17 Minutes of the Last Meeting – 6 April 2017 

The minutes were agreed as a true and accurate record. 

64/17 Matters Arising/Summary of Agreed Actions 

All complete. 

65/17 Notification of Any Other Business 
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No notifications. 
 

66/17 Chairman’s Opening Remarks 
 
The Chairman began by announcing the successful appointment of two new Non-Executive 
Directors, Melloney Poole and David Parfitt and Christine Slaymaker as Non-Executive 
Director Designate. Melloney had officially joined on the 1st May and both David and 
Christine will join on 15th May. There still remains a vacancy for a Non-Executive Director 
with ‘clinical experience’ and this will be advertised in due course. 
 
The Chairman confirmed that it was intended to hold interviews for a new Chief Executive 
and Medical Director on 30th May 2017 and 2nd June 2017.  It is also intended to recruit a 
substantive Director of Nursing. 
 
Significant improvement is still required within the unscheduled care pathway.  The 
Chairman thanked staff for their continued hard work and commitment during these difficult 
times. Plans are being developed with our healthcare system partners to try and expedite 
the discharge of those patients who were medically fit but still needed some form of support 
outside of the acute hospital setting. 
 

67/17 Chief Executive’s Report 
 
The Chief Executive drew attention to key areas of his report: 

· Health and Social Care Grant – The Chief Executive is to arrange a meeting with 
Local Authorities to discuss how their particular allocations will be targeted. Our 
priority will be to improve flow through the unscheduled care pathway by moving 
patients into the community 

· A recent review of NHS Properties and Estates has identified a National £10 billion 
capital funding gap 

· Delayed Transfers of Care 
· Workforce Racial Equality Standard 

 
Local News: 

· Arterial Surgery 
· Triple Award Success for Research Staff 
· Team Brief 

 

67.17b Team Brief - 
April 17.pdf  

 
The Chairman asked if specific conditions had been placed on how the Health & Social Care 
grant allocations should be used. The Chief Executive hoped that there had been and that 
this would form part of the discussion with our local authorities. The Chairman recognised 
the financial pressures on both Portsmouth City Council and Hampshire County Council. 
The Chief Executive would be speaking to Sue Harriman, Chief Executive of Solent NHS 
Trust, tomorrow. 
 
Melloney Poole commented that the Trust needs to identify what the shortfall costs are and 
track them at Executive level. 
 
Mike Attenborough-Cox remarked that Hampshire priorities seem to be more focused on 
supporting Southampton University Hospital and not Portsmouth. The Director of Corporate 
Affairs commented that Hampshire County Council’s main focus is around delayed transfers 
of care and Southampton has more; they are not focusing on those patients that are 
medically fit for discharge as this is seen as a local issue. 
 
The Chairman remarked that patient care needed to be the absolute priority. 
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68/17 Integrated Performance Report  
 
Quality 
 
The Deputy Director of Nursing drew attention to the following areas, with supporting 
comment from the Medical Director: 

· SIRI – there had been an increase in the overall year-end number of SIRIs which 
was attributable to the increase in the number of breaches of the Decision to Admit 
(DTA) target. 1 Never Event had been reported in March involving a wrong site 
surgical procedure. Thankfully, no harm had been caused to the patient and an 
investigation is currently underway. The Trust had suffered a total of 5 Never Events 
during the financial year 2016/2017, no long term harm had been caused to  
patients. 

· Pressure Ulcers – the year-to-date position is 17 avoidable grade 3 and 0 (zero) 
grade 4 pressure ulcers. This compares to 15 avoidable grade 3 and 0 (zero) grade 
4  pressure ulcers in the financial year 2015/2016 

· Dementia/VTE – there has been continued non-compliance with step 1 in March, 
with compliance being maintained at 74.27%, compared to 74.8% in February and 
70.3% in January. The Trust had not achieved the required 90% average in quarter 4 
The VTE risk assessment figure for March was 95.14% (subject to validation); 
compared to the February figure of 96.10%. The National average for VTE 
assessment (NHS England, Q2 2016-17) is 95.51% 

· Falls – the current year-to-date position is 42 confirmed falls incidents, 34 resulting in 
severe harm (reported as SIRIs) and 8 resulting in moderate harm. The current 
position is favourable when compared to the financial year 2015/2016 when a total of 
49 falls were reported (34 reported as SIRIs and 15 as moderate harm) 

· Safety Thermometer – the Trust achieved 100% data collection for March. To date 
the Trust has maintained high submission rates, with 100% being achieved each 
month 

· Patient Moves – an overall increase in the number of reported non-clinical moves; 
however, a decrease in moves between 0001hrs – 0700hrs is reflective of the 
relentless focus on the implementation of the Urgent Care Transformation 
Programme, specifically discharging patients earlier in the day which reduces the 
number of non-clinical moves experienced by patients overnight. Risk assessments 
had been undertaken on all those patients that had been moved and patients had 
not been moved if it had been deemed unsuitable 

· Friends and Family – ED response rate remained at 14.4% in March. This remains 
below our 15% target but is above the February national average of 12.7%. 
Reported satisfaction rate has decreased slightly to 94.1%; however, this continues 
to exceed the February national benchmark of 87%. The number of patients who 
would not recommend ED has decreased to 1.4%; however, this remains 
significantly better than the February national average of 7%. 

· Infection Control: 
o MRSA - the Trust reported 0 patients with MRSA bacteraemia in March. The  

year-end position is 1 unavoidable and 0 (zero) avoidable cases, against an 
objective of 0 (zero) avoidable cases 

o C.Difficile - the Trust reported 1 patient with C.Difficile attributable to the Trust 
in March against a monthly objective of 3. The case had occurred in the 
Cancer Clinical Service Centre. The Trust’s year-end position is 33 cases 
against an annual target of 40 cases. The Trust’s objective for 2017/18 
remains at 40 

o MSSA - there had been 2 patients reported with MSSA bacteraemia 
attributed to the Trust in March 

o Some difficult and different organisms are becoming more prevalent in 
society. 81 patients across the country have died from a new bug 
(Carbapenemase producing Enterococci). Whilst it appears to be affecting 
some hospitals, Portsmouth Hospitals has not yet been affected. 

· HSMR – the Trust HSMR for the 12 months to December 2016 is 109.92, The rate 
continues to be classed as high as the lower confidence interval is above 100 

· Stroke – the Trust has provisionally achieved 7 of the 13 key measures for February 
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(see table) but this is based on only 55 admissions (clock starts). The Trust achieved 
level D SHMI 

· Sepsis – the quarter 4 audit to meet the CQUIN requirements is currently underway. 
The deadline for National submission is Friday 12th May 2017. CCG CQUIN 
performance mitigations have been discussed with Commissioners. The Trust has 
agreed a year-end CQUIN achievement of 92.5% in aggregate as part of year-end 
accruals. The shortfall is reflective of some underperformance against National 
CQUIN schemes 

· Regulation 28 letters from the Coroner - The Trust received 1 regulation report in 
March. The Coroner raised concern at an inquest that endoscopy reports are posted 
to GP practices rather than being emailed on the day of discharge and has asked 
that consideration be given to changing the practice and to putting in place an 
emailing system. The Head of Legal Services is liaising with the Medical Director and 
Endoscopy to consider whether the Coroner’s proposal is feasible. The response is 
due to be served by 24th May 2017 

 
The Interim Chief Operating Officer commented that it was becoming more difficult to find 
capacity for stroke patients as the demand for the service continues to grow.  The Trust is 
very focussed on continuing to improve the service.  

 
Mike Attenborough-Cox asked whether the discharge threshold for patients was kept under 
review.  The medical Director confirmed that it was.  
 
Melloney Poole questioned how our Stroke performance was going to be maintained with 
the current staffing levels, and how was this going to be resolved. The Medical Director 
replied that the resignation had only been received in the last two weeks and had been 
unexpected; so plans for both the short and long term need to be developed. The vacancy 
has been advertised. The key concern is the availability of Thrombolysis and these rates are 
being maintained. 
 
The Director of Emergency Care added some detail around medically fit for discharge 
patients and mortality. National studies report that a reduction in bed occupancy from 94% 
to 90% confers an improvement of all markers in mortality rates by around 5%. 50% of 
patients aged 85 years and above are likely to die within a year of their hospital admission, 
this is not just down to remaining in hospital, it is also age related and unfortunately, these 
patients if they remain in hospital for a long period are quite likely to die in hospital. 
 
Melloney Poole raised concern about the connection of mortality with patient moves and 
delayed discharges. The Medical Director explained that it was safer to move a patient who 
had been declared medically fit for discharge patients as they were normally the fittest 
patients in the hospital. The Interim Chief Operating Officer added that the Trusts 
aspirations were to keep patient moves to a maximum of three per patient. The real issue 
arises at night when there is sometimes simply nowhere for patients to go. 
 
Mark Nellthorp fully recognised that patient moves were a concern, particularly at night but 
pointed out that there had recently been a need to move patients because of single sex 
issues. He wondered, at times of extreme pressure, whether we were focusing on the right 
targets. The Deputy Director of Nursing assured the Board that patient safety was always 
the top priority. She had benchmarked us with other Trusts and our compliance with the 
single sex requirement was good.  The Interim Chief Operating Officer added that patient 
safety and inappropriate moves were discussed regularly each day at operational meetings. 
 
The Medical Director agreed to circulate the Coroner’s response. 
Action: Interim Medical Director 
 
Operations 
 
The Chief Operating Officer drew attention to the following areas of her report: 

· A&E - 4 hr standard performance was 78.07% (75.32% last month). There had been 
95 breaches of the 12 hr Trolley Wait Standard. The trajectory had been to achieve 
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80% in April, however because of the Easter period we had only achieved 79.06%. 
There is a gradual trajectory to reach 90% by September 

· Discharges  
· RTT - 91.3% had been achieved against the 92% standard (at aggregate level) and 

against the revised improvement trajectory of 91.8%. The total number of patients 
waiting had reduced by 258 to 28,495. The number of patients waiting more than 18 
weeks had reduced by 266 to 2,469. The number waiting more than 40 weeks had 
reduced by 4. There had been 0 breaches of the 52 week maximum wait standard 

· Diagnostic Waits - Trust performance was 99% against the 99% diagnostic standard 
and improvement trajectory of 99.1%. There had been 56 breaches of the standard 

· Cancer - Provisional performance for March was 86.1% and achieved, provisional 
performance for quarter 4, 85.8% and achieved. The Trust is currently forecasting 
achievement of all 8 key national standards; this is the first time this has been 
achieved since September 2015.  It is also likely that the 62 day standard will be 
achieved for quarter 4. There are provisionally 6 patients who have been treated in 
excess of 104 days - 1 dermatology due to patient choice, 2 lower GI complex 
pathways with multiple (6&7) diagnostics, 3 urology 2 due to outpatient and 1 
diagnostic capacity shortfall 

· Delayed Transfers of Care - Delayed transfers of care had been 6.5%. There had 
been an average of 250 patients medically fit for discharge compared to 246 in 
February 

· Robust plans were in place for Easter weekend and, as a consequence, the Trust 
had been better able to cope with the pressures. Easter was followed by the ‘Perfect 
Week’, which had been very successful. The level of commitment and enthusiasm 
had been impressive. Thank you to everyone who took part 

 
The Chairman commented that the Trust appeared to be building momentum in terms of its 
performance and asked how this could be maintained. The Interim Chief Operating Officer 
replied that CSC performance reviews had been reinstated at the request of the CSCs and 
that the Executive Team would looking to hold those accountable to account. The Medical 
Director added that for the first time the Trust had achieved 100% theatre efficiency in April. 
He promised to circulate a summary of how we compare with other Trusts. 
Action: Interim Medical Director 
 
The Chairman asked how the Trust would achieve the 90% A&E performance target by 
September. The Interim Chief Operating Officer responded by saying that performance, 
finances and quality are all inextricably linked. The Emergency Department is focussed on 
efficiencies and particularly in avoiding unnecessary breaches in Minors. There is a gradual 
trajectory to get us to 90% by September. 
 
The Chairman also asked about the progress with closing down escalation beds. The 
Interim Chief Operating Officer commented that prior to Easter good progress had been 
made, however during Easter it had been necessary to re-open them; focus is now on trying 
to close them down again.  
 
Melloney Poole asked if the Interim Chief Operating Officer recalibrates the trajectory 
against failure to meet the target. The Interim Chief Operating Officer replied that we are 
currently on track to meet the target.  
 
The Chairman remarked that if the Trust could resolve the medically fit for discharge issues 
then it would transform the Trust. The Chief Executive added that when it comes to 
medically fit for discharge patients we need to concentrate on those things that we can 
effect within the hospital and that there was still much scope for improvement in our own 
discharge processes. 
 
Mike Attenborough-Cox felt strongly that we needed to look at radical ideas to reduce the 
numbers of those patients who were medically fit for discharge but required some support 
outside of an acute hospital setting otherwise the numbers would just keep increasing. He 
suggested keeping the public informed of our statistics to help them better understand 
where the issues lie. The Director of Corporate Affairs cautioned that we needed to make 
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the right decisions for the right reasons and not alienate our partners. The Director of 
Finance agreed to try and identify the extra cost that was being incurred. 
Action: Director of Finance 
 
Finance 
 
The Director of Finance drew attention to the following areas of his report: 

·  The accounts for 2016/17 have been submitted to the Auditors 
· The Trust's Income and Expenditure position at the end of March 2017 was an actual 

deficit of £17.8m. This is £19m adverse to the planned surplus position of £1.2m. 
The deficit position includes a partial loss of allocated STF funding for the year of 
£7.6m against a potential full year sum of £14.6m 

· The Trust continued to see high use of temporary staff to maintain urgent care 
services and additional capacity that has remained open due to the volume of 
patients that have been in hospital as delayed transfers of care 

· Non-pay costs include unplanned use of the private sector to support RTT delivery 
and out of hospital purchase of beds 

· The Trust submitted a forecast year end position at the end of Q3 to NHSI. The 
financial out-turn identified under a realistic case was a £16.1m deficit with a loss of 
potential STF funding recognised as a part of this deficit projection of £7.3m. The 
final out-turn figure was a further £1.7m deficit beyond this forecast 

· The Trust has spent £10.0m of capital against a programme for the year to date of 
£14.2m. The Trust has a cash balance of £5.2m at the end of March. The minimum 
level of cash holding required by the Department of Health has increased to £5.1m to 
reflect the capital carried forward to 2017/18. The Trust has drawn total cash against 
a limit of £41.7m for its working capital facility and £10.9m Department of Health 
uncommitted loan 

· The Trust has been advised that the cash support application submitted to the 
Independent Trust Financing Facility (ITFF) meeting in February 2016 was not taken 
forward and the Trust continues to be in discussion with the NHSI about the 
implications and management of this 
 

Workforce 
 
The Interim Director of Workforce drew attention to the following areas of the report: 

· The total workforce capacity had increased by 30 FTE to 7009 FTE in March and 
was 200 FTE over the new funded establishment. This was due to escalation areas 
being open over the Easter period 

· The temporary workforce capacity had increased to 518 FTE in March and 
comprises 7.4% of the total workforce capacity. This is a 0.3% increase compared to 
February. 

· Appraisal compliance had increased and currently stands at 84.6% for March, which 
is just below the 85% target. The appraisal compliance has been below target since 
the beginning of the financial year 

· Total essential skills compliance increased in March from 89.6% to 90.4% and 
continues to record above the 85% target. 

· Apprenticeships - There were 19 new apprenticeships in March. The end of the 
financial year target had been met. The Trust is considering other areas for 
apprenticeships to work in within the Trust 

· The sickness Absence Rate (12 month rolling average) remained at 3.9% in 
February and remains above target. In-month sickness absence decreased to 4.0% 
in February and is above target. The Interim Director of Workforce will provide the 
Board with the detail behind sickness / absences 
Action: Interim Director of Workforce 

· 1 Whistleblowing and 1 Safe Guarding referral had been received and reported in 
March. No professional registration referrals had been received. The Trust is taking 
these matters very seriously 

· Many different Health and Wellbeing initiatives are underway.  
 
The Chairman remarked that the NHS as a whole seemed to have no standard way of 
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calculating sickness and asked how we calculate ours. The Interim Director of Workforce 
confirmed that this Trust uses the Bradford Index which is the recognised measure. She will 
look at how our percentages are calculated. 
 
The Chairman asked how the Trust checks the competencies of its temporary staff. The 
Interim Director of Workforce replied that the Trust carries out an induction process 
checklist. References and registration are checked. If the Trust has any competency 
concerns then we would seek confirmation from the supplying agency.  The Medical Director 
added that each curriculum vitae and framework from agencies is considered very carefully 
very carefully. Those coming from a non-framework agency are very thoroughly reviewed to 
ensure that they have the correct competency levels. These checks should reveal those that 
might not be up to the necessary standard. The Deputy Director of Nursing confirmed that 
framework agencies were used for temporary nursing staff and that these agencies had to 
comply with the ongoing education and development of their staff. There is only one non-
framework agency that is used by the Trust and this is a well-known, reputable agency. All 
workers have to have an up to date pin which allows them to work. The Interim Director of 
Workforce considered there to be robust and well-established processes in place. 
 

69/17 CQC Improvement Notice and Urgent Care Quality Improvement Plan (CQC) 
 
The Deputy Director of Nursing presented this report, which was in 2 parts: 

· Part A – compliance with the CQC improvement notice 
· Part B – compliance with the Urgent Care Improvement Plan 

 
The Deputy Director of Nursing drew attention to the following highlights. This report 
provides an update on the outcome of recent CQC inspections and subsequent actions. 

· In light of the recent CQC visits, the conditions imposed upon the Trust, the 
Requirement Notices and additional actions required; the Executive Management 
Team have taken time to reflect on the immediate priorities in order to introduce 
stability into the organisation and to set the right foundations to enable staff to deliver 
good quality care to our patients 

· Following the CQC inspections in February 2017, the action plan submitted to the 
CQC has been updated and refined 

· The action plan focusses on some short term measures that are required to provide 
assurance that actions have been taken; and details an approach being used to 
ensure dissemination across the organisation to reduce variations in care 

· The Trust has continued to report to the CQC in line with the requirements of the 
Enforcement Notice and had provided a comprehensive letter to the CQC detailing 
the actions taken in the month since the inspections 

· The AMU Senior Management Team had devised a 30 day plan to quickly address 
the issues that had been raised following the inspections 

· Clear standard operating procedures are in place 
 
The Chairman asked how the Trust coped with short notice sickness. The Deputy Director of 
Nursing replied that the effect of each absence is discussed at the time and plans put in 
place to mitigate. It is often difficult to draft in staff from framework agencies at such short 
notice and, as a consequence, off-framework agencies might be used. 
 
The Chairman noted that there were a lot of actions that were due to be completed during 
May and questioned if this was achievable. The Deputy Director of Nursing confirmed that 
work had already started and that there was a robust plan in place to achieve the actions in 
May. 
 
The Deputy Director of Nursing announced that the CQC would be visiting the Trust on 10th 
and 11th May. 
 

70/17 Junior Doctors Report by Trust Guardian 
 
Dr Phil Young, Critical Care Consultant and Trust Guardian, attended the meeting to provide 
details of the Junior Doctors Guardian role and Junior Doctor contracts. Please see the 
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attached presentation for full details. 
 

Guardian Board May 
2017.ppt  

 
Dr Young will provide a detailed report to the Board on a quarterly basis. 
 
The Interim Director of Workforce asked if the vacancy figures can be split between the 
posts filled by the Deanery and those that were not. 
 
The Medical Director asked if the Junior Doctors were happy with the new contract. Dr 
Young replied that House Officers were less enthusiastic. The new rota provides a better 
salary but is potentially more onerous for some. General feedback does not show the rota to 
be an issue. 
 
The Director of Emergency Care asked, in terms of the experience so far, had there been 
any indications of an impact on the continuity of care from handovers now that the shifts are 
more fragmented. Dr Young replied that no specific issues had been identified; the shift 
pattern in the new contract is similar to the old one and the rules around the way the rota is 
written are tighter in the new contract and there has been no fragmentation of care as a 
consequence. He didn’t think that the new 2016 contract would impact the current structure. 
 
The Director of Finance referred to an earlier comment from Dr Young’s presentation, that 
his experience to date suggested that the implementation of the new contract would not be a 
financial neutral outcome for the Trust, the Director of Finance advised the Board that the 
financial modelling would now need to be re-run based on the increased information 
available and all the anticipated implications from the new contract would need to be 
understood.  The outcome of this would be reported to the Board in due course. 
Action: Director of Finance and Dr Phil Young 
 

71/17 Obstetric Safety Improvement Plan 
 
Gill Walton, Director of Midwifery and Maternity Services, attended  to present the Maternity 
Safety Improvement Plan 2017-2020, and she drew attention to the following points:- 

· The plan contains the recommendations of all five current national safety drivers for 
maternity services 

· The plan contains locally achievable actions alongside wider Local Maternity System 
and National actions 

· Maternity Services have created and implemented a Clinical Effectiveness team to 
embed safety and evidence based practice at the core of service provision 

· The next steps will be to monitor the completion of the action plan with exception 
reporting to the Women and Children’s Board and to the Governance & Quality 
committee and to resubmit an updated action plan 

 
The Chairman asked how the progress of the Plan was being monitored at Executive level. 
The Medical Director replied that the process of reporting and monitoring will be looked at. 
The action plan can also be reviewed in the CSC performance review meetings. 
 
The Chairman asked if there were any areas of concern. Gill Walton replied that there was 
in Obstetric leadership but that this was being addressed. There were no other concerns 
and she reassured that the service is absolutely safe. 
 

72/17 Quarterly Research and Innovation Report 
 
Greta Westwood, Deputy Director of Research and Innovation, joined the meeting to 
present her update, she highlighted the following areas:- 

· Patient recruitment into clinical trials and research studies is progressing well; 
Portsmouth Hospitals NHS Trust is currently ranked 2nd nationally for large acute 
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trusts (n=44) 
· To date, we have recruited 3614 patients into research trials and studies, exceeding 

our annual target set by the Wessex Clinical Research Network (CRN) 
· Portsmouth Hospitals NHS Trust is ranked in the top 3 nationally for recruitment in 

the following specialities: haematology, surgery, respiratory disorders, 
gastroenterology, hepatology and stroke 

· Portsmouth Hospitals NHS Trust is ranked in the top 10 nationally for recruitment in 
these additional specialities: cancer, ophthalmology, cardiovascular disease, 
diabetes, MSK, reproductive health & childbirth, children, critical care and 
dermatology 

· 50% of commercial studies have delivered to time and target 
· The finance report shows the Research and Innovation income & expenditure 
· Feedback from patients involved in our research studies is positive; 96% of patients 

stated they would recommend our service. The average “I Want Great Care” score 
was 4.85 (max 5) 

· Portsmouth Hospitals NHS Trust continues to deliver high impact research; a case 
study highlights how research can offer new, life changing care to patients. Our 
research continues to be published in high impact journals, attract competitive grant 
funding and win awards 

 
There is still a real ambition to develop an, in-house, clinical trials. This would lead to 
significant cost savings as we are currently paying for the support of external trial units.  
 
The Chairman thanked Greta and her colleagues for their efforts and achievements. 
 

73/17 Board Assurance Framework 
 
The Director of Corporate Affairs highlighted the following key points:- 

· Risk PE4 – Compliance with CQC regulations – score had increased to 16 
· Note all RED Risks scoring 15 and above 

 
The Director of Corporate Affairs asked the Board to consider whether the framework 
contained all of the relevant risks and whether they considered the proposed mitigation to be 
adequate and effective. 
 
He reminded that the risks within the Framework were those risks that threatened our 
organisational priorities but it had been noted that the risks were very operationally focussed 
and not strategic. The Board Assurance Framework should be based on the Trust’s 
strategic objectives. Melloney Poole strongly agreed and offered her advice and guidance.  
 

74/17 Charitable Funds Update 
 
The Director of Corporate Affairs highlighted the following key points:- 

· Portsmouth Hospitals NHS Trust General Charitable Fund balance was £1,304,000 
as at 31th March, 2017 

· During the month, the charity received donations, legacy and fundraising income of 
£63,000, including the following items of note:  

o ICU Charitable fund and the Renal Charitable fund both received donations 
of £8,000 each 

o The Rocky Appeal raised nearly £18,000 through private donations and Just 
Giving donations 

· During the month, expenditure of £431,000 had been processed, including the 
following items: 

o The fourth lease instalment for the Robot of £371,000 had been processed 
through The Rocky Appeal 

· Net funds of £1,581,000 have now been raised for the Robot appeal. The appeal has 
funded the first three years of the robot lease and associated equipment 

· The Charity was pleased to announce that it has exceeded its fundraising target for 
the financial year of 2016/17 

 

9



 

75/17 Non-Executive Directors’ Report 
 
Nothing further to add. 
 

76/17 Annual Work plan 
 
The Deputy Director of Nursing asked if the Safer Staffing Report for Nursing and Midwifery 
could be moved from the June to the July agenda. 
 

77/17 Record of Attendance 
 
The record of attendance was noted. 
 

78/17 Opportunity for the Public to ask questions relating to today’s Board meeting 
 

1) Roland Howe remarked that he was sad to see that 6 CSCs had failed to reach their 
appraisal targets and asked if any warnings had been issued to staff. The Interim 
Director of Workforce confirmed that she had strongly reminded senior managers of 
appraisal requirements. It is for managers to assure their teams appraisals are 
carried out.  Focus on further improvements will continue 

2) A member of the public noted that 12 hour trolley waits had considerably increased. 
The Interim Chief Operating Officer agreed that trolley waits had been an issue and 
were caused by a lack of creating space and timely patient flow through the 
unscheduled care pathway. Our absolute focus is on breaking that cycle. She 
reassured the Board and the Public that patients that are within the Emergency 
Department for any significant time are placed in proper beds and not on trolleys. 

3) He went on to ask whether the Trust was seeking to purchase care home beds to 
help ease the problem. The Chairman replied that any, and all, options were being 
considered. 

4) David Moss, Chairman of Royal Bournemouth Hospital, responded to the discussion 
under item 67/17 Chief Executives’ Report on the issues of Social Care funding, to 
say that from what he can determine, there do not appear to be any conditions 
attached to the funding allocations. 

5) Roland Howe asked if the Learning and Development course DNAs were being 
looked at. The Interim Director of Workforce confirmed that they were and that the 
main reason for people not attending was pressure of work. 

6) Mary Sheppard, Lead Governor, noted that the League of Friends activity was not 
reported to the Board and thought that it should.  It was agreed that a twice yearly 
report should be added to the Trust Board work plan. 

 
The Chairman thanked the public for their attendance and excused them from the meeting. 
 

79/17 Any Other Business 
 
Nothing further to add. 
 
The meeting closed at 12:51pm. 
 

80/17 Date of Next  Meeting:   
  
Thursday 1 June 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public     Thursday 4 May 2017 
 

2017 
Minute  Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date  

68/17 
Integrated 
Performance Report: 
Quality 

The Interim Medical Director to share the Coroner’s 
response with the Board Interim Medical Director June 

68/17 
Integrated 
Performance Report: 
Operations 

The Interim Medical Director to circulate to the Board a 
comparison of how PHT compares to other Trusts in 
respect of theatre efficiency 

Interim Medical Director June 

68/17 
Integrated 
Performance Report: 
Operations 

It was suggested that the activity the Trust carries out 
above what is funded for medically fit for discharge 
patients be costed   

Finance Director June 

68/17 
Integrated 
Performance Report: 
Workforce 

The Interim Director of Workforce to update the Board 
at the next meeting on the detail behind absences 

Interim Director of 
Workforce June 

70/17 Junior Doctors Report 
by Trust Guardian 

The Director of Finance advised the Board that the 
financial modelling would now need to be re-run based 
on the increased information available and all the 
anticipated implications from the new contract would 
need to be understood.  The outcome of this would be 
reported to the Board in due course 

Director of Finance and Dr 
Phil Young Ongoing 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 87/17 
        Enclosure Number: (1) 

Subject: Report from the Chief Executive 

Prepared by: 
Sponsored & Presented by: 

Tim Powell, Interim Chief Executive 

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

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

Note the contents of the report 

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

None required, for information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

None 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

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

  

 
12



Report of the Chief Executive 
 

Board of Directors – 1 June 2017 
 

1. Future of our Health and Care System 
 
The 2017 general election will be dominated by the implications of the UK’s historic 
decision to leave the EU.  The nation also faces a once-in-a generation decision that will 
shape the fate of millions of UK citizens: how will it fund a health and care system under 
unprecedented demand? And what support is needed to transform services which, on 
current trends, will fail to care for an increasingly elderly population? 

 
This election is an opportunity to trigger a frank public debate on the future of our health 
and care system, which includes addressing the pressing issue of funding services 
adequately over the next few years. 

 
The NHS Confederation has urged political parties to throw their weight behind the UK’s 
health and social care services by committing to ten policy proposals in upcoming 
manifestos – and delivering them when in Government.   

 
Linking health and care spending to GDP, establishing an Office for Budget Responsibility 
for Health and creating a £2-billion-a-year transformation fund are among the organisation’s 
list of pressing priorities for the next Government. 

 
Further proposals include implementing the cap on social care costs, delivering and 
extending the commitment to mental health and protecting EU NHS staff. 
 
Taken together, the measures, published on 2 May, will enable the NHS and its partners to 
continue to deliver world-class care and services now and in generations to come. 

 
Money alone not the answer and will not solve all the challenges facing the NHS.  The new 
Government must give the health service the space to create the right conditions to cope 
with current and future pressures. 
 

2. NHS Trusts Treating More Patients in the Face of Growing Demand 
 
For the first time more than half a million patients were admitted to hospital as an 
emergency, with attendance at A&E at historic highs.  Figures show the scale of the 
pressure Trusts are up against and that demands remain unsustainable.  NHS England has 
published the monthly performance statistics which show the scale of the pressures NHS 
Trusts are up against, but they also show the NHS is doing an outstanding job in continuing 
to deliver care for patients – often in very difficult circumstances. 
 

3. Malware Attack 
 
As of Monday 15 May, some NHS Trusts were still experiencing severe issues as a result 
of the attack.  So far it is known that the virus infected around 200,000 machines in a range 
of industries and organisations across 150 countries.  This is not something that is specific 
to the NHS.  It is worth noting that 80% of NHS Trusts were not affected, however learning 
from this event will be needed as 20% of Trusts were affected.   
 
Portsmouth Hospitals NHS Trusts were proactive and the IT Department initiated an IT 
Major Security Incident and put together a team of appropriately skilled staff to identify and 
progress a programme of work to reduce the threat to the Trust. 
 

4. Local News  
 
Research and Innovation Conference 
 
The Research and Innovation Annual Conference took place on 10 May at Lakeside, 
Cosham on 10 May 2017.  This year included a varied programme for professional 
development and networking opportunities. 13



Team Brief 
 
A copy of Team Brief is attached for your information. 

14



Team Brief – May 2017 
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Chief Executive’s Report 

Tim Powell  
Chief Executive 

• Chairman’s role 

• New Non-Executive Directors: 

‒ David Parfitt 

‒ Melloney Poole 

‒ Christine Slaymaker (designate) 

• Chief Executive interviews 

• Medical Director interviews 

16



Well – Led 
Developing our Organisational Strategy 

How you can help…. 
• Come along to a ‘Defining our Future Together’ event 
• Release staff to attend 
• Feedback via email listening.intoaction@porthosp.nhs.uk  

If you are unable to attend one of these session I welcome 
your feedback via email. 

Click here to view the presentation slides 
Email listening.intoaction@porthosp.nhs.uk with your 

feedback 

Defining Our Future Together 

There is no need to 
book, just come along 

and bring your 
colleagues with you 

Our current strategy is due to be refreshed to make sure our 
long term goals are still relevant;  that we are still concentrating 
on the things that matter to our patients and that we are a well 
led Trust. 
 
Our strategy will set out where we are now, where we want to be in 
the future and what we need to do to get there.  As it is a strategy for 
change it will not contain details for all our services but will provide a 
framework for senior managers which will inform the way they plan, 
deliver, monitor and manage their services. 
 
Over the past year we have listened to our staff, patients, their 
relatives and our external partners and have developed a number of 
themed key priorities.  
 
Our organisational strategy should not be a document that sits on a 
shelf, but a living and breathing entity that provides a framework and 
context for everything that everyone who works in Portsmouth 
Hospitals contributes to and has a part to play.  Therefore, it is key 
that we further engage with staff on the front line and in support roles 
to enhance and define our strategic priorities for the next 2-3 years. 

Date Time Venue 

Monday 22 May 14.00-15.00 Oasis 

Monday 5 June 17.00-18.00 Oasis 

Wednesday 7 June 16.00-17.00 Oasis 

You are invited to attend one of many exciting engagement 
events where you will hear from Tim Powell, Chief Executive 

Officer about our draft strategic priorities and where we will be 
asking for your views; so that we are concentrating on the 

things that matter to you and to our patients. 
 

This is your opportunity to define our future together.. 

17
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Patient Safety Report 

Organisational learning 
 
• Changes to documentation in health records – ALL entries in the health record must be 

written in such a way that any alterations or additions are dated, timed and signed 
whilst ensuring the original entry can still be read – the use of correction fluid is 
forbidden 

 
• Clearly document capacity assessments and best interest decision making, particularly 

in relation to restraint and medications 
 
• Send all completed DoLS paperwork to the adult safeguarding mailbox for timely 

processing to avoid unlawful DoLS 
 
• Outlier, transfer and handover processes – risk of handover of crucial patient 

information 
 
• Follow up arrangements and appointments – need to ensure these are followed through 
 
• Be mindful of oxygen tubing causing pressure ulcers to the ears 

How you can help 
• Ensure that you follow the correct procedures and processes at all times Simon Holmes 

Medical Director 
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Quality Care Review 

Quality Care Review – getting PHT to outstanding together 
 
• 21 Staff from all over the Trust supported the Quality Care Review for April 
• Renal wards were visited, this included Haemodialysis Unit, G9, OPD and RDU, 

G6 and G7, overall they were rated as good 
 
Areas of good practice noted 
• Excellent care reported from patients 
• All staff knew patients very well and patients knew the names of the staff caring 

for them  
• Good respect and dignity 
 

Learning points 
• Staff reported that learning form safety learning events /Datix not always fed back 

to staff 
• Discharge plans not consistently discussed with patients  
• Magnetic boards not always updated 
 
Next Quality Care Review is 22 May, 10.00- 12.30 

Simon Holmes 
Medical Director 

How you can help  
• Please join a review and help PHT get to outstanding – Contact QualityCare.Review@porthosp.nhs.uk 
• Please think about ensuring feedback on safety learning events to staff  19
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief Operating 

Officer 
20



Urgent Care Transformation Programme 

Standardising our approach to Estimated Date of Discharge (EDD) 

• There have been mixed messages regarding the process for  
setting and reviewing a patients EDD 

• Lack of consistency in setting EDD causes confusion 
amongst staff and delays to the discharge of patients  

• Patients and their families are frequently not informed of their 
EDD and are  therefore unable to plan for their discharge 

 

• EDD’s are based on clinical criteria and describe the objectives of admission 
• EDD’s should be set at the first consultant review 
• When a patient is transferred to a speciality team, the EDD should be reviewed and if indicated re-set 

by the speciality team responsible for discharge planning 
• EDD’s should be set assuming ideal recovery and NOT include internal or external delays. If a patient 

stays beyond the EDD best practice is to highlight as follows: EDD +1, +2, +3 etc. 

• All patients and relatives should know : 
1. What is going to happen to them today? 
2. What is going to happen to them tomorrow? 
3. When they should be going home? 
4. How well they need to be to go home? 

Rob Haigh 
Director of 

Emergency Care 
21



Finance Director’s Report 

Chris Adcock 
Finance Director 

How you can help 
• Familiarise yourself with your CSC/Departments financial objectives and plans to achieve them 
• Tell us when you think we have missed opportunities – either to reduce cost, generate income, or mitigate risks 
• Let us have all your ideas that could make a difference 

2016/17 
• Our auditors are now reviewing our financial statements and accounts but we do not expect the 

position to change from what I reported last month of £17.8m deficit 
M1 Budget M1 Actual M1 Var

Clinical Income (39,284) (38,653) (631)

Other Patient Care Income (1,125) (1,120) (5)

Other Income (3,960) (3,929) (32)

Total Income (44,369) (43,701) (668)

Substantive Pay 23,999 23,082 917

Temporary Pay 704 2,884 (2,181)

Total Pay 24,703 25,966 (1,263)

Non Pay 19,618 17,599 2,019

EBITDA (48) (136) 88

Total Financing costs 3,159 3,205 (46)

Surplus/Deficit 3,111 3,069 42

2017/18 
• In April we spent £3.1m more than we 

earned which equates to £100k per day 
• This is in part due to the fact that we expect 

savings delivery to increase during the year 
plus; 

• High levels of expenditure on temporary and 
premium rate workforce costs created a 
£1.2m overspend in Month1 on pay and; 

• Capacity and demand pressures contributed 
to over-spending on outsourced services 

• Our financial targets are once again 
challenging and we will only achieve them 
by changing how we use our resources, 
with the help of all our teams, working in 
partnership across every aspect of our 
healthcare system. 

Our financial performance contributes to restrictions in our ability to access funding for 
our capital programme.  We are working with our teams to prioritise our resources most 
effectively, with our partners across Hampshire and the Isle of Wight and our regulators.  
Improving our overall financial position is the best way to mitigate these risks. 
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Director of Workforce and OD Report 

Workforce  
 
Performance Appraisals are an vital part of managing staff and ensuring supportive but robust conversations 
take place about performance, behaviours and ongoing development and succession planning.  As a 
reminder, the Performance Appraisal window for managers and leaders is between March and September 
with all other staff appraisals taking place throughout the year.  
  
Top 5 courses for Did Not Attends in March 2017 
 
Course attendance was again a significant problem for the Trust in March; one course had a DNA rate of 
75%!  Below are the top 5 courses for Did Not Attend rates in March: 
• 75% Health Care Support Worker Workshop (6 DNAs) 
• 32% Dementia - Virtual Brain Tour (10 DNAs) 
• 30% Blood Awareness Update (40 DNAs) 
• 29% Peripheral Venous Cannulation (6 DNAs) 
• 28% Conflict Resolution Training (51 DNAs) 
• Additional Basic Life Support Courses have been provided to coincide with the new Essential Skills 

booklet launch. The 2 hour classroom courses are on ESR and can be found by searching                       
for Adult Basic Life Support, alternatively staff can do the BLS E-Learning (part 1) and                          
then a 15min skills assessment (Part 2), any queries please contact the Resus Admin                    Team   
on ext 6110 or email resus.reception@porthosp.nhs.uk 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Use the updated Performance Appraisal form and come along to one of the Performance Appraisal 

Update sessions to receive a briefing on the changes.  Details of both are available on the Performance 
Appraisal Webpage 

23
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Director of Workforce and OD Report 

PAS UPGRADE 
• Following consultation with clinical services, PAS downtime will take place on 18 July 2017 (exact times to 

be announced nearer the time) 
• Downtime is anticipated to be between 3 and 5 hours 
• Services are to ensure that business continuity plans are implemented during this time 
• Applications that take feeds from PAS will also be affected for example Bedview, Epro, ICE 
• Workshops to explain the changes are in place and users are encouraged to book a place, details can be 

found on the intranet pages: PAS Upgrade  
 
IT Business Continuity Plans 
• Recent IT issues have identified many areas’ business plans do not adequately cover IT failures 
• Services need to ensure that they have adequate and appropriate plans in place which can be executed 

in the event of IT outage 
 

IT Drop-In Clinics 
• IT Drop-In clinics restarted and will take place every Tuesday (QUAD) and Thursday (old E-level library) 

between 12:00 and 13:00 
• IT staff will be available during these times to help resolve any IT issues staff may have,                    

please drop in at any times during these periods 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Log any non-urgent IT enquires through http://mycall// and we will aim to respond to your query within 

24-hours 
24
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Listening into Action (LiA) 
 

Do you want to recognise a team or individual who has made an 
outstanding contribution to Portsmouth Hospitals?  Then nominate 
them for a 2017 Best People Award… 
  
Nominations open on 1 May until the end of August for a stunning 
celebration event on 23 November at the prestigious Portsmouth 
Guildhall (Sponsored by the J.C.N.C.) 
  
The categories for nominations are: 
  
Best Leader            Best Team             Best Improvement 
Best Care                Best Support        Best Apprentice 
Best Volunteer 
  
Click here to nominate or ask your manager for a paper form. 
  
Follow this link to the criteria, guidance on writing a quality 
nomination and a paper version of the nomination form 
  
Finalists and winners for the Chairman’s and CEO Awards will be 
selected from the entire shortlist. 
Winners and Highly Commended will be chosen by selection panels 
Those who have achieved 40 Year’s PHT service will be notified by 
post 
Best Fundraiser will be selected by the Fundraising Committee 
 
Follow this link to see the photos from last year’s Awards 
ceremony 

Best People Awards 2017 In the 2016 National NHS Staff Survey that 1 in 4 members of staff do 
not work in an effective team, do not have shared objectives, do not 
meet often to discuss their team’s effectiveness and do not 
communicate closely with each other to achieve their team’s 
objectives. 
 
Much research has been undertaken on ‘team based working’ and it 
has been proven that good teams have many positive effects on both 
patient care and staff well-being.  Team based working will make a 
team more effective and successful.  Examples include lowering of 
patient mortality, decreased error rates, reduced patient stay, 
increased staff satisfaction and improved recruitment and retention of 
staff.  Your team will be strong enough to overcome stresses and 
problems that may come your way.   
 
 
 
Implemented the Working Together for Patients (WT4P) toolkit, 
designed to help you in your job and bring positive impacts for your 
patients.   It specifically focuses on:  
• Team identity 
• Team objectives 
• Team role clarity 
• Involvement in decision making 
• Communication 
• Debate 
• Team relationships 
 
Follow this Link for the Team Leader Toolkit which is designed to 
assist Team Leaders plan  and run their Team Based Working 
sessions.  Contact O.D@porthosp.nhs.uk for support. 

You said… 

Working together for patients 

We did… 

25
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Employee of the Month 

The Employee of the Month was Janice  Ogilvie, IT Practice 
Improvement Specialist who was nominated by Julie Brown, 
Head of IT Programmes, who says: 
 
Janice is always such a lovely person and she always has a 
nice word to say to everyone.  She walks part of the way into 
work and has quite often seen an elderly gentleman who always 
says good morning and they sometimes exchange pleasantries.  
One morning they stopped to ‘pass the time of day’ and the 
gentleman was quite upset as the night before he had been 
burgled and money was stolen.  Janice immediately set in 
motion some fundraising within IT, the Albert House Military staff 
and the main shop in QAH who also knew the gentleman.  
Janice collected almost £300 which will be given to him by the 
shop staff.  Janice needs to be commended for initiating this 
collection, most of us would have been sympathetic to him but 
then not actually taken it any further.  Janice has shown true 
compassion by going above and beyond what was expected 
and has demonstrated our PHT values at their best. 
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Research & Innovation Report 

How you can help 
• TODAY: Visit the stand in the atrium to support International Clinical Trials Day and meet some of our 

Patient Research Ambassadors 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

The Research and Innovation Annual Conference was held last week 
Congratulations to the award winners: 

• Best Impact - Ophthalmology Team 
• Best Recruitment - Surgical Research Team 
• Best Poster - Anna Cave 
• Director's Merit Award - Research Lab Team 

PHT recruitment – our best year yet 
Over 5, 600 patients recruited into  

studies this year PHT Team win BMJ 
Research Paper of the year 
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Communications 

How you can help? 
• We want to share your patient stories and staff successes! Contact: communications@porthosp.nhs.uk 28
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Defence Medical South Report 

Unit Exercise 
 
 
 
Chief Petty Officer Lawrence promoted 
to Warrant Officer (Pathology) 

How you can help 
• Continued support in your day to day engagement with military personnel with a focus on 

delivering, in partnership, a high standard of safe effective patient centred care 
Lt Col Adam Shorrock  
Commanding Officer  
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Fundraising Report 

PortsmouthHospitalsCharity 

@PorthospCharity 

A Thankful £1,400 for Neonatal Care 
 
Hannah Bryant and her mother Lynn, raised 
£1,400 for QA’s Neonatal Unit.  Hannah’s  
premature daughter Beau was born with her 
bladder outside of her body, a rare condition 
never seen before at QA.  Hannah commented 
on the exceptional care Beau received before 
being transferred to Great Ormond Street for 
major surgery. 

Renal Bike Ride Success! 
Their 206 mile challenge has raised £2,370! 
A huge congratulations to Renal staff and 
patients for completing this mammoth tour of 
dialysis units in the South 

Donate: https://www.justgiving.com/fundraising/WessexKidneyCentre 

UPCOMING EVENTS: 
 
WardWalk – 21 May – LAST CHANCE 
Charity Skydive – 10 June  
Corporate Networking – 21 July 
Abseil the Spinnaker Tower – 26 August 
Golf Day at Ageas Bowl – 7 September 
Great South Run – 22 October 
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Local Security Management  

New Local Security Management Specialist (LSMS) 
 
• Paul Travers commenced 1 May 2017, email paultravers@nhs.net or 

phone ext. 5100 
 
Datix Incident Report 
 
• Verbal and physical assault on staff by patients should NOT be part 

of your job, nor acceptable 
• If we do not know about it, we cannot secure resources to help 

counter this behaviour 
• Please report ALL incidents on Datix, which the LSMS reviews 
 
Resources: 
 
• Visit PHT’s Intranet Security and Management of Personal Safety 

page for further information 

How you can help? 
• Please report all incidents on Datix 31
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Fire Hot Topics 

• Lack of space 
• Storage in corridors – corridors are escape 

routes – Enforceable  
• Door to FM disposal often open – arson 

target – 4% of arson is in a hospital or 
other healthcare building  

• Linen cupboards over flowing – arson 
target – loose linen in corridors is against 
the fire code 

• Patient notes (paper storage) – increased 
risk of fire 

Fire Exit 
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Cascade of this team brief to all 
staff should also include key 

messages to be shared at a Clinical 
Service Centre, Specialty and/or 

department level 
What is the process and timing? 

Each month the 
Executive Team deliver 

key corporate 
messages at a face to 

face briefing to Clinical 
Service Centre and 

Directorate 
representatives and 

staff members  

Clinical Service Centre 
and Directorate 

representatives add 
relevant local key and 

priority messages. 
They meet face to face 

with senior team 
leaders to brief them 

on both the Trust wide 
and their local 

information  

Senior Team Leaders 
meet face to face with 

their teams to brief 
them and this 

continues to cascade 
down so that all 

receive Team Brief 
from their own line 

manager 

After each team 
Brief session if there 

are any ideas, 
actions or feedback 

that you need to 
take further action 

they should be 
captured centrally 

with your CSC 
management team 

On the 3rd Friday 
of each month 

By the 4th Friday 
of each month 

As they happen 
 

By the 2nd Friday 
of the following 

month 

For example 

1. On the 20th January 2017 

2. By the 27th January 2017 

3. By the 10th February 2017 

 

 

 
Link to Team Brief and dates 
on the Intranet  
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• Team Brief is a two-way 
communication tool for 
managers and staff to engage 

• Ensure you feedback to your 
manager 

• To improve this team brief 
feedback your thoughts via the 
Communications Team  

• It is always refreshing to hear 
honest and constructive 
comments from staff 

Feedback 
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TRUST BOARD PUBLIC – JUNE 2017      Agenda Item Number: 88/17 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – April 2017 

Prepared by  
 
 
 
Sponsored & Presented by: 

Jane Lowe Head of Performance & Scheduled Care 

Tracey Stenning Head of Governance 

Leah Wilson Workforce Planning and Intelligence Manager 

Steve Smith Head of Financial Management 

Sheila Roberts Interim Chief Operating Officer 

Purpose of paper The Board are asked to note the two IPR reports for April 2017. An 
easy, quick to read executive Summary and a more detailed report. 

The reports identify risks and improvement in relation to: 

· National & Constitutional Standards 

· Regulatory requirements 

· Contract Requirements and 

· Trust priorities  

Key points for Trust Board 
members 
 

Please refer to the Integrated Performance Reports: 

· Performance Outcomes 

· KPI and dashboards and 

· Executive Summary 

Options and decisions 
required 

The Board is asked to note the performance at the end of April 2017 

Next steps / future actions: On-going measurement of all standards 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Strategic Aim Strategic Aims 1,3,4 and 5 

BAF/Corporate Risk Register 
Reference (if applicable) N/A 

Risk Description N/A 

CQC Reference N/A 

Committees/Meetings at which paper has been approved: N/A Date 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 25/05/2017 

Integrated Performance Report – April 2017 
Executive Summary  
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – April 2017 
• The quality metrics remain good overall for April; however, the moving of patients overnight remains high.  This impacts on the experience of 

our patients and concerns have been raised regarding inappropriate outlying of patients and the potential safety ramifications. 
• Type 1 attendances (mean)  were 310/day during April (285 in April 2016). Overall A&E performance 79.06% against the 80% improvement 

trajectory. Type 1 conversion rate was 30.7%. 
• 4,429 non-elective patients were treated in April,5.9% (250) more than in April last year. The average number of MFFD patients occupying 

acute beds increased to 251/day; average occupancy was 94.1% (peaking at 97.2%) and improved. 
• Escalation beds – average of 55 escalation beds open (maximum 69 and lowest 39) 
• 12 hour standard – 58 breaches of the standard. 
• The key areas of focus remain discharges before 09:00, and increasing the percentage of discharges by 12:00.  
• The Integrated Discharge Service ( IDS) team is focusing on discharge to assess (D2A) and increasing the focus on reducing the numbers of 

medically fit.  
• Outpatients - Year to date increase of 7,465 (4.5%) more new outpatients than last year 
• Elective patients, 5,498 patients treated, 500 less than April last year, but due to Easter there were 2 less working days and patients treated 

per day was 305 compared to 300 last April.  
• RTT standard not achieved in April, performance was 90.4 and below the recovery trajectory of 91.2% 
• 4 urgent operations were cancelled in April but careful management meant that none were cancelled for a second time and there were no 

breaches of the 28 day guarantee.  
• Diagnostic 6 wk standard was achieved with a performance of 99%. 
• The Trust is currently achieving 7 of the 8 key national cancer standards, 31 day sub surgery is not currently achieved but validation and 

capture of all treatments is not yet complete, the number of unvalidated breaches is within tolerance and it is likely the standard will be 
achieved. 

•  Provisionally 4.5 patients were treated outside the 104 day maximum wait standard. 
• The continued unscheduled care pressures affected stroke performance and 6 of the 13 key of the key measures were achieved. 
• The continued unscheduled care pressures affected stroke performance and 7 of the 13 key of the key measures were achieved  
• The 2017-18 Income and Expenditure annual plan delivers a £9.6m surplus. However, the first quarter plan reflects a deficit position 

consistent with the exit run rate from 2016-17. The trust's I&E position at the end of Month 1 is an actual deficit of £3.1m, this is 
marginally  favourable to plan. The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms 
of the Aligned Incentives Contract. The plan includes an income provision relating to the Sustainability and Transformation Funds 
(STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m. The Trust spent  £0.6m of capital 
against a programme for the year of £8.4m. The Trust has a cash balance of £9.8m at the end of April. The minimum level of cash 
holding was expected to be £5.1m. The Trust has drawn total cash against a limit of £41.7m for its working capital facility and £10.9m 
DH uncommitted loan. 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Quality of Care Key Exceptions – April performance 

25/05/2017 
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Indicator Feb. Mar. Apr. Comment 
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Mental Health Not applicable • First report on compliance with the Mental Health Action. To note actions taken. 
Falls incidents 
(resulting in severe harm) 

3 3 1 
• 2 confirmed falls incidents; 1 resulting in severe harm and 1 in moderate harm. 
• 6 moderate harm incidents currently under investigation. 

MRSA 0 0 1 

(pending) 

• 1 patient reported with MRSA bacteremia; provisionally assigned to the Trust.  Post Infection Review panel 
scheduled for 12th May 2017. 

C.Diff 2 1 6 
• 6 patients with C.Difficile attributed to the Trust against a monthly objective of 4.  
• The Trust’s year-to-date position is 6 cases against a target of 4 cases (annual objective 40 cases). 

Regulation 28 Not applicable 

• The Trust has responded to the Regulation 28 report issued in March, which expressed concern that 
endoscopy reports are posted to GP practices rather than being emailed on the day of discharge.    

• The Medical Director has responded that this would not be practical and that patients are now telephoned the 
day following discharge to ensure they are not experiencing any problems 

Ef
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Sepsis CQUIN Not applicable 
• Achievement of CQUIN requirements relating to timely identification and treatment of Sepsis in ED and In-

patient areas. 
• Non-achievement of requirements for treatment and 3 day review of in-patients, 

National CQUIN Not applicable • To note the National CQUIN requirements for 2017/2019, for which project plans are being finalised. 

HSMR 
109.82 

(Dec.’15 – 
Nov. ’16) 

109.92 
(Jan’16 – 
Dec. ‘16) 

109.85 
(Feb. ‘16 – 
Jan. ‘17) 

• Slight decrease in the Trust HSMR for the 12 months to January 2017 to 109.85, continuing to be classed as 
high. 

• Mortality Review Panels commenced in November 2016 reviewing all deaths occurring, initially on Respiratory 
patients, latterly including MOPRS. 

• All deaths occurring in these areas are reviewed by independent clinicians (1/2 Senior Consultants and a 
Senior Nurse) the day after death (<72 hrs for those following a weekend death). 

• Learning from the reviews are shared across departments and with partners. 

C
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Dementia screening 74.8% 74.27% 76.1% • Slight improvement in compliance with Dementia Screening. 
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Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

120 
(4.2) 

115 
(4.0) 

89 
(3.0) 

• Continued focus on early discharges has led in an improvement during April. 
• Overall position has not shown improvement despite the Urgent Care Transformation Programme continuing to 

focus on reducing the number of non-clinical moves experienced by patients. 

Outliers - - 2,863 • Reporting of medical patient outliers commenced. 
• Average of 95 patients outlied each day during April. 
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FFT  
ED response rate 

14.4% 14.4% 14.5% 

• ED response rate remains static at 14.5%; below the 15% target but above the national average of 12.9% in 
March.  Reported satisfaction rate has also remained static at 94% which is above the national benchmark of 
87%.  The number of patients who would not recommend ED has increased to 1.6%; remaining significantly 
better than the national average of 7%. 

• The In-patient response rate has slightly decreased to 34.3%, remaining above the national average of 25.4%. 
Reported satisfaction rate has decreased slightly to 97.1%; remaining above the national average of 96%. 

 

• The number of patients who would not recommend in-patient areas has decreased to 0.6%; below the national 
average of 2%. 
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The Trust's financial plan for 2017-18 has a surplus target of £9.7m. As a part of this the first two quarters of the financial year have 
a deficit plan, quarters 3 and 4 a surplus plan. The plan requires a steady financial improvement to be made effectively from July 
2017 onwards.

The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms of the Aligned Incentives 
Contract.The annual plan includes an income provision relating to the Sustainability and Transformation Funds (STF) of £13.4m and 
a financial improvement requirement in the course of the year of £34.5m.

The Trust's Income and Expenditure position for April 2017 was an actual deficit of £3.1m. This was in line with the planned position 
of a £3.1m deficit. The position includes rceovery of the STF funding for the month of £0.7m. Clinical Income has been matched to 
planning assumptions in the month with a assumed level of QIPP applied. We expect to be able to report actual income in Month 2 
onwards.

The Trust continues to see pay pressures through the high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed transfers of care. Non-pay 
costs include unplanned use of the private sector to support RTT delivery and out of hospital purchase of beds. Pay pressures in 
month 1 have been mitigated by a favourable non pay reserve position. Subsequent months are likely to require more stringent pay 
controls and a comprehensive range of financial improvement initiatives. 

The Trusts plan by the end of quarter 1 year requires a deficit position of £5.9m or better. Significant improvements in financial 
performance are required from quarter 2 onwards in order to deliver the plan.

The Trust has a capital resource limit of £8.3m for the year.  The capital programme is currently being developed. The Trust has a 
cash balance of £9.8m at the end of April. The minimum level of cash holding required by the DH was £5.1m (including £4.1m of 
capital cash carried forward from 2016/17).  The Trust has drawn total cash against a limit of £41.7m for its working capital facility 
and £10.9m DH uncommitted loan. The Trust has been advised that the cash support application submitted to the Independent Trust 
Financing Facility (ITFF) meeting in February 2016 was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this.  
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Finance and Use of Resources Metric A (Surplus)/Deficit G Cash A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 3,111 3,069 (42) Year to Date £k 5,100 9,826 (4,726)
Year End Forecast 4 2 4 Year End Forecast £k (9,660) (9,660) 0 Year End Forecast £k 1,000 1,000 0

Income A Operating Expenditure G Capital G

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 44,310 43,616 694 Year to Date £k 44,321 43,565 (756) Year to Date £k 584 614 30
Year End Forecast £k 555,946 555,946 0 Year End Forecast £k 508,850 508,850 0 Year End Forecast £k 14,164 14,164 0

Cost Improvement Plans A Pay bill A Agency Cap G

Plan
Actual / 

Forecast Variance Year to Date £k Plan Actual Variance Ceiling
Actual / 

Forecast Variance
Year to Date £k 1,672 1,400 (272) Substantive 22,250 23,082 (832) Year to Date £k 1,396 1,381 (15)
Year End Forecast £k 34,566 34,566 0 Bank 1,395 1,503 (108)

Agency 1,192 1,381 (189)
The financial improvements required in 2017-18 are 
£34.6m. Potential opportunities to date have been 
identified of £30m. Savings requirements escalate 
within the plan in the course of the year. The savings 
figure reported year to date are £1.4m. The CIP 
challenge for 17/18 is significant and the Trust is 
approaching this through a genuine system wide 
approach to improvement with partners across the 
health system.  The current forecast assumes that 
plans to achieve the critical conditions to support a 
financial surplus within the Trust are completed, 
implemented and deliver the level of financial 
improvement required and a separate paper on this 

The Trust has spent £0.6m of capital YTD. NHSI 
approved carry forward of unspent CRL into 
2017/18and this is reflected in the Capital Resource 
Limit. The Trust continues to seek a resolution to the 
confirmed CRL position and we have recorded our 
dispute in relation to this within/alongside our planning 
submissions.

The Finance and Use of Resources Metric came into effect 
from November 2016 and adds 3 further metrics to Monitor's 
Continuity of Services Risk Rating. The Trust’s overall rating 
at the end of April is a ‘4’, as is the end of year forecast (1 is 
the best on a scale of 1 to 4).  These metrics reflect the 
current liquidity issues the Trust is facing.

NB  - the best overall use of resources score that a Trust 
scoring 4 on any individual metric can obtain is a 3.

The Trust is reporting a £3.07m year to date deficit 
at the end of April 2017. This is marginally 
favourable to the Financial Plan submitted to NHS 
Improvement.  The plan requires that the quarter 1 
position is no worse than a £5.88m deficit.  Income 
delivery is expected to be higher in both May and 
June.                                                                                            
The subsequent quarterly targets are Q2  £0.97m 
deficit, Q3 (£6.83)m surplus and Q4 (£9.68m) 
surplus.                                                                                     

The cash balance at 30th April includes £4.1m of capital cash 
carried forward from 2016/17.  The target cash balance was 
therefore £5.1m.

The higher than planned balance also reflects lower than 
anticipated payment run values in April as a result of higer 
payments in March.

The Trust is reporting an adverse variance on its 
income plan year to date of £0.7m against all forms 
of income.  As a part of this, the Trust SLA income 
has an under performance of £0.6m. This is 
associated with QIPP. Other elements of clinical 
income are matched to plan in month 1. This 
assumption is consistent with progress made with 
CCGs on the Aligned Incentives Contract. Non 
clinical income is marginally under planned figures, 
however, there is a corresponding reduction in 
expenditure.

At the end of April the Trust is reporting a £0.76m favourable 
variance to operating expenditure plans.Withn this pay was 
£1.3m adverse to plan year to date. The pay overspend year 
to date links to a continued reliance on premium rate 
medical staff costs in both unscheduled and scheduled care 
to maintain capacity and quality. Planning assumption are 
that premium rate pay commitments are to reduce. Non-pay 
is favourable to plan by £2m, this includes a reserve 
provision for cost pressures. Outsourcing commitments to 
non-NHS providers exceeded planning assumptions by 
£0.3m.

The 2017-18 plan submitted to the Regulator included detailed 
workforce expenditure commitments for both substantive and 
temporary workforce costs. The plan reflected a moderate 
increase in the size of the substantive workforce in the course of 
the year. This was offset by a more substantial reduction in the 
use of temporary workforce costs, in particular high cost 
agencies and premium rate internal locum costs. On-going 
unscheduled care pressures and the costs of maintaining high 
levels of extra capacity with safe staffing levels including through 
material premium rate costs means that the paybill is continuing 
to exceed planned levels and is placing a material pressure on 
the Trust’s financial position from Month 1 and the Quarter 1 
forecast.

The Trusts external reporting includes the monitoring of its 
agency staffing as a component part of temporary workforce 
costs. This covers in month costs and performance against 
agency caps. The rules require compliance against a ceiling 
set for total agency expenditure, the use of approved 
frameworks to procure all agency staff at rates set at or below 
the cappped rates. In April the Trust spend marginally below 
the agency ceiling set by NHSI. The annual ceiling is £13.8m
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• The total workforce capacity decreased by 59 FTE to 7009 FTE in April 17 and is 155 FTE over the new funded establishment. 
 
• The temporary workforce capacity decreased to 493 FTE in April 17 and comprises 7.1% of the total workforce capacity. This is a 

0.3% decrease compared to March 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have decreased by 343 shifts to 2322 shifts in April 
17. 

 
• The evidence collected for April 17 indicates that overall staffing levels have increased from 101.1% to 103.1% compared to planned 

levels. 
 

• The evidence collected for April indicates that overall CHPPD is 5.1 for RNs. This is an increase in comparison to the previous month 
and 2.8 for HCSWs for PHT. 

 
• Appraisal compliance has increased and currently records at 83.6% in April, below the 85% target. 

 
• Essential skills compliance decreased in April from 90.4% to 88.8%, but continues to record above the 85% target. This decrease is 

seen across all CSCs. 
 
• Fire Safety (face to face training) decreased to 69.6%. 

 
• Information Governance Training has decreased to 85.1%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in March and remains above the target. In-month sickness 

absence decreased to 3.8% in March and is above the target. 
 

• 1 Whistleblowing and 1 professional registration referral received. No safe guarding referrals were received. 
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• The quality metrics remain good overall for April; however, the moving of patients overnight remains high.  This impacts on the experience of 

our patients and concerns have been raised regarding inappropriate outlying of patients and the potential safety ramifications. 
• Type 1 attendances (mean)  were 310/day during April (285 in April 2016). Overall A&E performance 79.06% against the 80% improvement 

trajectory. Type 1 conversion rate was 30.7%. 
• 4,429 non-elective patients were treated in April,5.9% (250) more than in April last year. The average number of MFFD patients occupying 

acute beds increased to 251/day; average occupancy was 94.1% (peaking at 97.2%) and improved. 
• Escalation beds – average of 55 escalation beds open (maximum 69 and lowest 39) 
• 12 hour standard – 58 breaches of the standard. 
• The key areas of focus remain discharges before 09:00, and increasing the percentage of discharges by 12:00.  
• The Integrated Discharge Service ( IDS) team is focusing on discharge to assess (D2A) and increasing the focus on reducing the numbers of 

medically fit.  
• Outpatients - Year to date increase of 7,465 (4.5%) more new outpatients than last year 
• Elective patients, 5,498 patients treated, 500 less than April last year, but due to Easter there were 2 less working days and patients treated 

per day was 305 compared to 300 last April.  
• RTT standard not achieved in April, performance was 90.4 and below the recovery trajectory of 91.2% 
• 4 urgent operations were cancelled in April but careful management meant that none were cancelled for a second time and there were no 

breaches of the 28 day guarantee.  
• Diagnostic 6 wk standard was achieved with a performance of 99%. 
• The Trust is currently achieving 7 of the 8 key national cancer standards, 31 day sub surgery is not currently achieved but validation and 

capture of all treatments is not yet complete, the number of unvalidated breaches is within tolerance and it is likely the standard will be 
achieved. 

•  Provisionally 4.5 patients were treated outside the 104 day maximum wait standard. 
• The continued unscheduled care pressures affected stroke performance and 6 of the 13 key of the key measures were achieved. 
• The continued unscheduled care pressures affected stroke performance and 7 of the 13 key of the key measures were achieved  
• The 2017-18 Income and Expenditure annual plan delivers a £9.6m surplus. However, the first quarter plan reflects a deficit position 

consistent with the exit run rate from 2016-17. The trust's I&E position at the end of Month 1 is an actual deficit of £3.1m, this is 
marginally  favourable to plan. The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms 
of the Aligned Incentives Contract. The plan includes an income provision relating to the Sustainability and Transformation Funds 
(STF) of £13.4m and a financial improvement requirement in the course of the year of £34.5m. The Trust spent  £0.6m of capital 
against a programme for the year of £8.4m. The Trust has a cash balance of £9.8m at the end of April. The minimum level of cash 
holding was expected to be £5.1m. The Trust has drawn total cash against a limit of £41.7m for its working capital facility and £10.9m 
DH uncommitted loan. 
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Mental Health Not applicable • First report on compliance with the Mental Health Action. To note actions taken. 
Falls incidents 
(resulting in severe harm) 

3 3 1 
• 2 confirmed falls incidents; 1 resulting in severe harm and 1 in moderate harm. 
• 6 moderate harm incidents currently under investigation. 

MRSA 0 0 1 
(pending) 

• 1 patient reported with MRSA bacteremia; provisionally assigned to the Trust.  Post Infection Review panel 
scheduled for 12th May 2017. 

C.Diff 2 1 6 
• 6 patients with C.Difficile attributed to the Trust against a monthly objective of 4.  
• The Trust’s year-to-date position is 6 cases against a target of 4 cases (annual objective 40 cases). 

Regulation 28 Not applicable 

• The Trust has responded to the Regulation 28 report issued in March, which expressed concern that 
endoscopy reports are posted to GP practices rather than being emailed on the day of discharge.    

• The Medical Director has responded that this would not be practical and that patients are now telephoned the 
day following discharge to ensure they are not experiencing any problems 

Ef
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Sepsis CQUIN Not applicable 
• Achievement of CQUIN requirements relating to timely identification and treatment of Sepsis in ED and In-

patient areas. 
• Non-achievement of requirements for treatment and 3 day review of in-patients, 

National CQUIN Not applicable • To note the National CQUIN requirements for 2017/2019, for which project plans are being finalised. 

HSMR 
109.82 

(Dec.’15 – 
Nov. ’16) 

109.92 
(Jan’16 – 
Dec. ‘16) 

109.85 
(Feb. ‘16 – 
Jan. ‘17) 

• Slight decrease in the Trust HSMR for the 12 months to January 2017 to 109.85, continuing to be classed as 
high. 

• Mortality Review Panels commenced in November 2016 reviewing all deaths occurring, initially on Respiratory 
patients, latterly including MOPRS. 

• All deaths occurring in these areas are reviewed by independent clinicians (1/2 Senior Consultants and a 
Senior Nurse) the day after death (<72 hrs for those following a weekend death). 

• Learning from the reviews are shared across departments and with partners. 
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Dementia screening 74.8% 74.27% 76.1% • Slight improvement in compliance with Dementia Screening. 
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Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

120 
(4.2) 

115 
(4.0) 

89 
(3.0) 

• Continued focus on early discharges has led in an improvement during April. 
• Overall position has not shown improvement despite the Urgent Care Transformation Programme continuing to 

focus on reducing the number of non-clinical moves experienced by patients. 

Outliers - - 2,863 • Reporting of medical patient outliers commenced. 
• Average of 95 patients outlied each day during April. 
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FFT  
ED response rate 

14.4% 14.4% 14.5% 

• ED response rate remains static at 14.5%; below the 15% target but above the national average of 12.9% in 
March.  Reported satisfaction rate has also remained static at 94% which is above the national benchmark of 
87%.  The number of patients who would not recommend ED has increased to 1.6%; remaining significantly 
better than the national average of 7%. 

• The In-patient response rate has slightly decreased to 34.3%, remaining above the national average of 25.4%. 
Reported satisfaction rate has decreased slightly to 97.1%; remaining above the national average of 96%. 

 

• The number of patients who would not recommend in-patient areas has decreased to 0.6%; below the national 
average of 2%. 
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The Trust recognised that the increasing number of patients with specialist mental health needs over the last couple of years presented 
an increasing risk to the organisation.  A number of actions have been taken to reduce the risk and to ensure compliance with the 
Mental Health Act (MHA): 
 
• Policy developed in conjunction with the Mental Health Liaison Team. 
• Website created to provide resource and guidance to staff. 
• Development of a Mental Health Champions Programme, co-produced with service users to increase the skills and knowledge of 

staff. 
• Introduction of mental health awareness sessions through Learning and Development. 
• A service specification was established with Southern Health Foundation Trust (SHFT) to provide a MHA administration function.  

From May 2017, this will move from an off-site function to on-site which will facilitate timely administration of section papers and 
provide administration to ensure the Trust meets legal requirements. 

• Working in partnership with Commissioners and SHFT to further develop the Mental Health Liaison Team Service Specification, 
resulting in extended operational hours and recruitment of an adult mental health Consultant Psychiatrist.  This post has further 
strengthened the Responsible Clinician function which is a legal requirement. 
 

Following a Care Quality Commission (CQC) inspection in February 2017, concerns were raised regarding the management of patients 
under Section 5(2); as a result the following actions were implemented: 
 
• Registered Mental Health Nurse provision in the ED Observation Ward overnight to support ED staff in the safe management of this 

patient group. 
• Introduction of an escalation process to ensure senior management oversight of patients under MHA detention through the 

Operations Centre meetings and reports. 
• Section 5(2) guidance and exemplar documents circulated to Clinicians providing guidance on effective completion of documents to 

ensure appropriate and legal detention. 
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April position  
Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• The Trust confirmed 1 avoidable grade 3 pressure ulcer within Medicine and 0 (zero) grade 4 

pressure ulcers in April.  This compares to 1 grade 3 pressure ulcer reported in March.  
• This is a decrease on the 4 avoidable grade 3 pressure ulcers reported in April 2016. 
• The Trust year-to-date position is 1 avoidable grade 3 and 0 (zero) grade 4 pressure 

ulcers. 
Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 1 unavoidable grade 3 pressure ulcer in April, compared to 1 reported in 

March. 
 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed a total of 0 (zero) grade 1 pressure ulcers and 2 grade 2 pressure ulcers 

in April compared to 8 grade 1 and 12 grade 2 in March. One of these related to a medical 
device.   

• From 1st April only pressure damage validated by the Tissue Viability Nurse (TVN) team are 
being reported as confirmed damage. Reported pressure damage over 72 hours not reviewed 
by the TVN team will be investigated to ensure the damage was not hospital acquired. 

 

Actions and progress to date 
• The TVN team continue to embed the new continence products on the wards. Feedback from 

the wards is being actioned and solutions identified. 
• The updated wound dressings formulary was launched during May with two excellently 

attended drop in days. Over 500 staff attended over the two days with the company 
representatives reporting that they had never attended such a positive event with 
exceptionally well engaged staff. 

 

Present on admission 
• A total of 127 ‘present on admission’ pressure ulcers were reported in April compared to 152  

in March. 
• Following review by the TVN team of all present on admission pressure damage, 47 of the141 

reported incidents were deemed to be pressure damage. 
 

Per 1,000 occupied bed days (OBD) 
• The Trust has reported 0.0 confirmed grade 3 or 4 avoidable pressure ulcers per 1,000 bed 

days in April, this has remained a constant position since January 2017. 
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Pressure ulcers – Skin bundle compliance (reporting only) 
April position  
 
• Previously, the Trust has audited the compliance of Braden and the SSKIN bundle weekly. Each area interpreted this audit differently 

making it difficult to interpret the results or highlight any issues.  
 

• From August the Trust is moving to a more robust pressure ulcer risk assessment tool; ‘Purpose T’. This tool will also aid staff in 
prioritising care  highlighting which patients are high risk and require the SSKIN Bundle assessment completing. 
 

• The wards will continue to audit the Braden and SSKIN Bundle for their own purpose and to maintain compliance; however, the TVN team 
will cease to report the outcomes through this report until the introduction of Purpose T. 
 

• Following the introduction of Purpose T, it is the intention that each ward will complete a more in depth audit on 5 patients a month which 
will include not only that the risk tool is fully completed but that the correct care plan is then chosen and that this is reflected on the SSKIN 
Bundle.  
 

• Each month the TVN team will choose a CSC which they will audit. The results of these monthly audits will provide information to the TVN 
team on which areas within the hospital require further training and education in pressure ulcer prevention. 
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April position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm. 
 

• There has been 1 confirmed falls incident resulting in severe harm in April.  
The incident occurred in April within Clinical Support and is currently under 
investigation.  This has been reported as a SIRI. 

• There has been 1 confirmed fall resulting in moderate harm in April.  The 
incident occurred in March within MOPRS. 

• The reported moderate harm incident in April within MOPRS is currently under 
investigation. 

• The current year-to-date position is 2 confirmed falls incident, 1 resulting 
in severe harm (reported as a SIRI) and 1 resulting in moderate harm.   

• There are currently 6 moderate harm incidents yet to be confirmed: 1x Women 
& Children (incident January 2017-medical outlier), 1x MOPRS (incident 
January 2017), 1x Medicine (incident January 2017) and 3x MOPRS (incidents 
March 2017). 

 

Actions and progress to date 
• The falls training program continues. 
• The Trust continues to participate in the NHS Improvement Collaboration ‘90 

day improvement plan for falls’ and has commenced implementation of an 
improvement plan within AMU and D8.  As part of this ‘Falls SWARMS’ have 
been implemented in both areas following a patient fall. 

• The data collection for the local in-patient falls audit has been completed 
Trust-wide; results are being collated. 

• The Trust has participated in the National Audit of In-patient falls during May. 
• Safety learning screens have been placed in specific staff areas across the 

Trust to inform staff of learning from serious incidents. 
 

Falls per 1,000 occupied bed days 
Target: Quarterly rate of falls incidents resulting in moderate, severe or catastrophic harm 

per 1,000 occupied bed days of 2.0 on average each quarter. 
• The Trust has reported 0.1 confirmed falls incidents per 1,000 bed days in 

April. 

Falls (Quality Contract) 
Total reported falls incidents – April 2017 

CSC 
Level of harm 

None Low Moderate Severe Death 
CHAT 2 1 0 0 0 
Clinical Support 1 0 0 1* 0 
Corporate Services 0 0 0 0 0 
Emergency 
Medicine 14 6 0 0 0 

Head and Neck 7 5 0 0 0 
Medicine 39 7 0 0 0 
MOPRS 29 5 1 0 0 
MSK 22 3 0 0 0 
Renal 3 3 0 0 0 
Surgery &Cancer 18 11 0 0 0 
Women &Children 1 0 0 0 0 

Total 136 41 1 1 0 
* Reported as a SIRI. 
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April position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm.  
 

• There have been no confirmed medication incidents in April. 
• 3 were reported as resulting in moderate harm in 1x Emergency Medicine, 1x 

Surgery and Cancer, and 1x Women and Children; all are currently under 
investigation.   

• There is currently 1 incident which occurred in February 2016, currently under 
investigation.  

• The current year-to-date position is 0 (zero) confirmed medication 
incidents.   

• There are currently a total of 4 moderate harm incidents which have yet to be 
confirmed. 

 

Actions and progress to date 
• Continue to actively encourage reporting and prompt investigation, to enable 

feedback and learning. 
• The NHS Protect  Security Trust-wide audit has been completed; results are 

being fed back to relevant areas for review and action. A questionnaire 
regarding fridge storage is being developed to identify any safety issues; actions 
required will  be shared at the Medication Safety Committee. 

• The Trust is in the process of changing over to insulin safety syringes.  Insulin 
pen needles are also being made available in all areas to enable promotion of 
self administration wherever possible. Safety pen needles are also being 
introduced to enable nurse administration as part of a Patient Safety Alert.   

• Covert medication administration guidelines have been promoted to ensure staff 
awareness.  

• Chemical restraint guidelines are in the process of review and clarification in 
line with NICE Guidance and best practice. 

 

Medication incidents per 1,000 occupied bed days 
Target: Quarterly rate of medication incidents resulting in moderate, severe or catastrophic 

harm per 1,000 occupied bed days of 0.5 on average each quarter. 
• The Trust has reported 0.0 confirmed medication incidents per 1,000 bed days 

in April, this has remained a constant position since June 2016. Sa
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Medication (Contract & Quality Account) 
Medication incidents – April 2017 

CSC 
Level of harm 

None Low Moderate Severe 

CHAT 6 0 0 0 
Clinical Support 20 0 0 0 
Corporate Services 1 0 0 0 
Emergency Medicine 20 3 1 0 
Head and Neck 3 0 0 0 
Medicine 36 0 0 0 
MOPRS 12 2 0 0 
MSK  7 2 0 0 
Renal 2 0 0 0 
Surgery and Cancer 18 8 1 0 
Women and Children 16 0 1 0 

Total 141 15 3 0 
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April position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for April.  
• To date the Trust has maintained high submission rates, with 100% being 

achieved each month. 
 

Actions and progress to date 
• Sustain 100% audit submission on all patients and validation of all harm 

events. 
 

Percentage of harm free care (contract) 
Target: Report percentage of harm free care. 
• From April the Safety Thermometer data is being collected by NHS 

Improvement; the national figures for benchmarking are awaited.  
• In April, the Trust recorded in-patient harm free care of 98.7% which is an 

increase compared to 98.4% recorded in March. 
• The total harm free care, which includes pre-hospital admission harm 

events in March was 96.9% the 96.8% reported last month was due to a 
system error. This is a slight reduction on April’s figure of 96.7%; due to 
an increase in UTIs and catheter and an increase on new VTE’s. 

 
 

Actions and progress to date 
• Continued monthly reporting to the Director and Deputy Director of 

Nursing and Head of Nursing for each CSC with feedback to ward teams. 
• Specialist nurses working on education. 
• Clinical Dashboard available as a hard copy and via the intranet. 
• Service improvement work streams for all harm events 

Patient Safety Thermometer (Contract) 

The Trust total harm-free care rate is directly affected by these harm categories. 
An increase in numbers of these categories will result in a decrease in the rate of harm-free care. 

Harm free care 

Month 
Total Harm Free Care 

(data collection from number of 
patients) 

Trust 
Harm Free Care 

April 2017 96.7% 
(1,086) 

98.7% 

March 2017 96.9% 
(1,113) 

98.4% 

February 2017 95.9% 
(1,105) 

98.5% 

Types of harm 

Types of harm Feb 2017 March 2017 April 2017 
Pressure ulcers 
(new and old) 

30 22 18 

Falls 8 4 1 
Catheter and UTI 6 8 12 
VTE (new) 2 1 6 
Total patients 1,105 1,113 1,086 
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Healthcare Acquired Infection (National) 
April position  
 

MRSA (Incidence more than 48 hours after admission) 
Target: 0 (zero) avoidable 
 

• The Trust reported 1 patient with unavoidable MRSA bacteremia in April.  This has been assigned to the Trust, following a Post 
Infection Review. 

• The Trust’s year-to-date position is 1 unavoidable and 0 (zero) avoidable cases, against an objective of 0 (zero) avoidable 
cases. 

 

C.Difficile (Incidence more than 72 hours from admission) 
Target : 40 cases 
 

• The Trust reported 6 patients with C.Difficile attributed to the Trust in April against a monthly objective of 4. The cases occurred in the 
following CSCs; Surgery (x2), Cancer (x1), CHAT (x1), Medicine (x1) and Renal (x1). 

• The Trust’s year-to-date position is 6 cases against a target of 4 cases (annual objective 40 cases). 
 

MSSA bacteraemia (Incidence more than 48 hours after admission) 
MSSA bacteraemia are not subject to DH trajectories, but are closely monitored by the Trust due to the high incidence of morbidity and mortality 
associated with these infections. 
 

• There were 2 patients reported with MSSA bacteraemia attributed to the Trust in April. 
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Venous Thrombo-embolism Screening (National) 
  April position  
 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for April is 96.31% (subject to validation); 

compared to the March figure of 95.14%.  
 

• The National average for VTE assessment (NHS England, Q2 2016-17) is 
95.51%. 

 

VTE Appropriate prophylaxis 
Target: Monitoring and reporting 
• The VTE appropriate prophylaxis figure for April is 99.2% (subject to 

validation); compared to the March figure of 97.1%.  
 

VTE Serious Incidents Requiring Investigation (SIRIs) and Incidents 
Target: Monitoring and reporting 
• There have been no reported VTE SIRIs in April 
 

• 82 VTE events were reported in April compared to 85 in March.  
 

- Of these 23 were hospital associated events (HAT), compared to 16 in 
March and 59 were community associated events (CAT) compared with 69 
in March. 

 

VTE Root Cause Analysis (RCA) 
Target: Monitoring and reporting 
• All VTE HAT events undergo RCA investigation (100%). 
 

Actions and progress to date 
• Overall compliance with VTE risk assessments has improved in April. 
• Work is ongoing with Senior Management Teams within the CSCs to improve 

and sustain VTE risk assessment performance with improved dashboards 
and daily lists of non-assessed patients being distributed.  59
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
April position 
 

SIRIs (including HCAIs and as reported on STEIS)  
Target: Monitoring and reporting 
 
 

• 55 SIRIs were reported in April, compared to 116 in 
March. These were reported as 49 breaches of the 
Decision to Admit (DTA) target and 6 clinical SIRIs. 

• This equates to 1.8 SIRIs per 1,000 occupied bed days. 
 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

• There were 4 open SIRIs at the end of April which 
exceeded the target date of 60 working days for 
submission to the Commissioners. 3 have been 
discussed and an extension approved. 1, which occurred 
in Renal and Transplant CSC, has had an extension 
request however this has not been approved. 
 

Never Events  
Target: 0 (zero) 
 

• There have been no Never Events reported in April. 
 

Duty of Candour  
The Trust is required to inform the patient and/or other relevant 
person within 10 operational days that the safety incident 
(moderate and severe harm) has occurred or is suspected to have 
occurred.  
 

• All patients or their relatives, where applicable, were 
informed of the incident within the deadline and are aware 
of the on-going investigation.  

SIRI CSC 
Baby admitted to NICU for therapeutic cooling with a diagnosis of grade 3 
HIE Women & Children 

Patient attempted suicide whilst on Observation  Ward in ED Emergency Medicine 

Hospital acquired avoidable grade 3 pressure damage to the right heel Medicine 

Inpatient fall resulting in a fracture requiring surgical intervention Clinical Support 

Patient discharge home with known foreign object in situ Medicine 

Possible anaphylactic reaction Medicine 

Breach of DTA target (x49) Emergency Medicine 
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Patient safety incidents (excluding SIRIs) (Contract) 
April position 
Target: Increase in overall reporting of low and no harm 
incidents and reduce severity of harm 
• At the time of reporting 1,602 Safety Learning Events 

(SLE - incidents) had been reported in April; the top 
three reported incident categories are: 

- Tissue Damage: 280 events (17.5%). 
- Pathology/Blood: 243 events (15.2%). 
- Clinical Event (Other): 220 events (13.7%). 

• This compares with Pathology/Blood, Tissue Damage 
and Slips Trips & Falls in March. 

• The reported tissue damage incidents include present 
on admission from the community. 

• There was 1 reported incident relating to admission, 
discharge or transfer resulting in moderate, severe 
harm or death, as noted within the SIRIs. 

Actions and progress to date 
• Additional Datix reporting functions allowing for 

recording of plaudits, ward level concerns and staff 
excellence were launched on 1st March 2017.  

• Work is on-going to ensure maximum upload of 
reported SLEs to the National Reporting and Learning 
System; until the end of May.  CSCs are working to 
clear the back-log of events that require review to 
enable Risk Management to approve/confirm and 
upload.   

Month

Reported 
incidents 
at time of 

report

Confirmed incidents at time of 
report

Feb-17 1,570 1148

Mar-17 1,802 892

Apr-17 1,602 269
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Patient safety incidents (Contract) 

Definitions of harm:  
Severe : Any patient safety incident that appears to have resulted in permanent harm (directly related to the incident and not related to the natural course of the patient’s illness or underlying condition and defined as 
permanent lessening of bodily functions, sensory, motor, physiologic or intellectual, including removal of the wrong limb or organ, or brain damage) to one or more persons receiving NHS-funded care. 
Moderate : Any patient safety incident that resulted in a moderate increase in treatment (defined as a return to surgery, an unplanned re-admission, a prolonged episode of care, extra time in hospital or as an 
outpatient, cancelling of treatment, or transfer to another area such as intensive care as a result of the incident) and which caused significant but not permanent harm, to one or more persons receiving NHS-funded 
care. 
Low: Any patient safety incident that required extra observation or minor treatment (defined as first aid, additional therapy, or additional medication) and caused minimal harm, to one or more persons receiving 
NHS-funded care.  

• The ‘Total PHT reported Patient Safety 
Learning Events March 15–April 17’ 
graph represents the total number of all 
patient safety  incidents reported by 
Trust staff  (including community 
incidents). 

• There is a continued positive trend 
showing a sustained increase in the 
number of reported incidents, when 
compared to the period before the 
implementation of the upgraded Datix 
system, which incorporated the new 
simpler reporting form. 

• The second graph shows total 
confirmed incidents by severity for the 
period April 16 – April 2017. Severity is 
coded by the reviewing manager at 
close of investigation. As part of the 
Datix upgrade, from April 2016, all 
Safety Learning Events are being 
checked for completeness and 
appropriate grading before being finally 
approved by the Risk Management 
team. 

• It should be noted that all incidents 
including SIRIs are graded on the 
severity of actual harm suffered by the 
patient.  
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Coroners recommendations – Regulation 28 reports (preventing future deaths) 
Target: Monitoring and reporting 

 

• The Trust has received no Regulation 28 reports in April.  
 

• As previously reported, the Coroner issued a Regulation 28 report in March, which expressed concern that endoscopy reports are 
posted to GP practices rather than being emailed on the day of discharge.   The Medical Director has responded that this would not be 
practical but that patients are now telephoned the day following discharge to ensure they are not experiencing any problems. 

 
Central Alert System (CAS) Alerts over deadline 
Target: Monitoring and reporting 
 
• 7 alerts were issued in April, 4 of which are currently being assessed for relevance and have action due dates of June 2017. 

 

- 1 alert received  did not require a response centrally as it was issued directly via the Medicines and Healthcare products 
Regulatory Agency (MHRA) notification system.  This alert has been actioned appropriately by the Medication Safety Officer 
for the Trust.  

 

- 1 alert issued did not require any action and was for notification only, this alert came centrally from the MHRA.  This alert has 
been forwarded to the Medication Safety Officer and has been actioned appropriately.  
 

- The remaining alert has been closed and actioned appropriately to deadline. 
 

• An automated system is in place sending weekly reminders of outstanding alerts to the Governance leads and e-mail reminders sent 
to Carillion. 

 
Actions and progress to date 
 

• Sustain positive action of CAS alerts. 
 
• Implementation of the agreed actions resulting from the internal audit carried out in November 2016. Sa

fe
  
Coroner’s recommendations and CAS alerts (Contract) 
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Sepsis – Emergency Department 
• The quarter 4 audit was submitted to the 12th May National reporting deadline. 
• To address low compliance with timely treatment for ED and In-patients an action plan has been developed. Discussion regarding 

feasibility of a sepsis team have commenced. Working with the Regional sepsis group to adopt their pathway and gain agreement on 
definitions on this year’s CQUIN to ensure standardised benchmarking. 

 

a) Timely identification and treatment for sepsis in emergency departments. 
Screening in ED and direct admit areas: 
- 225 patients required screening, 218 of which received screening: 96.89% compliance against a target of 90%; therefore, 

achieving the quarter 4 target. 
 
 
 
 
 
 
 

b) Treatment and 3 day review. 
- Antibiotic administration and received empiric review – arrival: 49.78% compliance against a target of 65%; therefore, not 

achieving the quarter 4 target. 
- Antibiotic administration and received empiric review – triage: 55.02% compliance against a target of 90%; therefore, not 

achieving the quarter 4 target. 
 
 
 
 
 
 
 

 
 

Month No. cases notes 
reviewed 

Patients requiring 
screening 

Patients received 
screening 

Patients not 
received screening Compliance 

January 101 87 85 2 97.70% 
February 87 75 72 3 96.00% 

March 68 63 61 2 96.83% 
Total 256 225 218 7 96.89% 

Month 
No. case 

notes 
reviewed 

Patients 
requiring IV 

Abx 

Patients who 
received 

IVABx 

Patients who DID 
NOT receive 
IVABx at all 

Patients received IV 
ABx within 1hr 
ARRIVAL AND 

received empiric 
review 

Patients received IV 
ABx within 1hr 
TRIAGE AND 

received empiric 
review 

Compliance 
(Arrival) 

Compliance 
(Triage) 

January 88 87 87 0 48 53 55.17% 60.92% 
February 74 73 73 0 30 35 41.10% 47.95% 

March 70 69 69 0 36 38 52.17% 55.07% 
Total 232 229 229 11 114 126 49.78% 55.02% 
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Sepsis – Acute in-patient setting 
 

• The quarter 4 audit was submitted to the 12th May deadline. 
 

a) Timely identification and treatment for sepsis in acute in-patient setting 
98 patients required screening, 95 of which received screening = 96.94% compliance against a target of 90%; therefore, achieving 
the quarter 4 target. 
 
 
 
 
 
 
 
 

b) Treatment and 3 day review. 
96 patients required antibiotics, 38 of which received antibiotics within 60/90 minutes = 39.58% compliance against a target of 90%; 
therefore, not achieving the quarter 4 target. 
 
 
 
 
 
 
 
 
 
 
 
 

Month 

No. cases 
identified 

where sepsis 
occurred 

within 
admission 

Patients 
requiring 

IV Abx 

Patients 
who 

received 
IVABx 

Patients who 
DID NOT 

receive IVABx 
at all 

Patients received IV ABx within 
60mins(newly 

admitted)/90mins (existing 
inpatients) and received an 
empiric antibiotic review by 

day 3 

Patients received IV ABx within 
60mins(newly admitted)/90mins 
(existing inpatients) but did not 

receive an empiric antibiotic 
review, therefore, not included in 

compliance. 

Compliance 

January 48 33 33 0 13 0 39.39% 

February 28 26 26 0 10 0 38.46% 

March 42 37 36 1 15 0 40.54% 

Total 118 96 95 1 38 0 39.58% 

Month No. cases notes 
reviewed 

Patients requiring 
screening 

Patients received 
screening 

Patients not 
received screening Compliance 

January 46 45 44 1 97.78% 

February 31 29 29 0 100.00% 

March 25 24 22 2 91.67% 

Total 102 98 95 3 96.94% 
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CQUIN Indicator description Reporting requirements 

1a  Staff Health & Wellbeing • Achieving 5% point improvement in two of the three NHS annual staff survey questions 
on health and wellbeing, MSK and stress.  

On the publication of 2017 (Year 
1) staff survey - expected to be 
released in February 2018. 

1b Healthy food for NHS staff, visitors 
and patients  

• Maintaining the four changes that were required in the 2016/17 CQUIN in both 2017/18 
and 2018/19. 

As soon as possible after Q4 

1c  Improving the uptake of flu 
vaccinations for front line clinical 
staff 

• Achieving an uptake of flu vaccinations by frontline clinical staff of 70%. As soon as possible after Q4 

2a  Timely identification of sepsis in 
emergency departments and acute 
inpatient settings 

• Timely identification of patients with sepsis in emergency departments and 
acute inpatient settings. 

Quarterly 
 

2b Timely treatment of sepsis in 
emergency departments and acute 
inpatient settings 

• Timely treatment of sepsis in emergency departments and acute inpatient settings. Quarterly 

2c Antibiotic review • Assessment of clinical antibiotic review between 24-72 hours of patients with sepsis who 
are still inpatients at 72 hours: 

Quarterly 

2d 
 

Reduction in antibiotic 
consumption per 1,000 admissions 

• Total antibiotic usage (for both in-patients and out-patients) per 1,000 admissions + 
carbapenem per 1,000 admissions + piperacillin-tazobactam per 1,000 admissions 

Annually 

4 
 

Improving services for people with 
mental health needs who present to 
A&E 

• Reduce by 20% the number of attendances to A&E for those within a selected cohort of 
frequent attenders who would benefit from mental health and psychosocial interventions, 
and establish improved services to ensure this reduction is sustainable. 

Quarterly 

6 Offering advice and guidance • To set up and operate advice and guidance services for non-urgent GP referrals, 
allowing GPs to access consultant advice prior to referring patients in to secondary care. 

Quarterly 

7  
 

e-Referrals • Relates to GP referrals to consultant led 1st outpatient services only and the availability 
of services and appointments on the NHS e-Referral Service.   

Monthly  

8 Supporting proactive and safe 
discharge 

• Actions to map existing discharge pathways, roll protocols. 
• Emergency Care Demonstrable and credible planning. 
• Increasing proportion of patients admitted via non-elective route discharged to their usual 

place of residence within 7 days of admission by 2.5% points from baseline (Q3 and Q4 
2016/17).   

Quarterly 

The following sets out the CQUIN requirements for 2017/2019.  Project plans are in the process of being finalised. 
To note some discussions are underway with Commissioners to determine targets. 
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April position  

CQUIN Details Current status March 2017 
(M12 Q4) 

Specialised 1:  
Armed Forces Covenant 

• Assurance that MoD patients and families are not 
disadvantaged in any way.   

• All actions complete 

Specialised 2:   
Clinical Utilisation Review (CUR) 

• Review and build data on inpatients to inform of delays / 
delayed discharges etc. 

• Completed year as planned 
locally, discussion under way 
with NHSE as to payment 

Specialised 3: 
Dental Network 

• Involvement in the local dental Managed Clinical 
Network.  

• Q4 achieved and reported to 
commissioner. 

Specialised 4: 
Dental Reporting Standards 

• Recording of General Dental Practice Code of referrer. • Q4 achieved and reported to 
commissioner. 

Specialised 5: 
Dental Reporting Standards 

• Reporting data in line with flex and freeze. • Q4 achieved and reported to 
commissioner. 

Specialised 6 :  
Intravenous Immunoglobulin (Ivig)  

• All patients approved by panel and recorded on 
database 

• Attendance at IVig meetings.   

• Q4 achieved – to be  reported to 
commissioner at June reporting 
date. 

Local (Local 1): 
Capitated outcomes-based 
incentivised contracts (COBIC) 

• Plan for change that supports the transformation agenda 
and leads to the delivery of the ambition of adopting 
population-based incentivised contracts. 

• Q4 achieved and reported to 
commissioner. Year-end 
agreement reached on payment. 

Local (Local B): 
Reducing potential unwarranted 
clinical activity 
 

• This builds upon the 2015/16 agreed schemes and 
focuses on actions required to reduced potential 
avoidable unwarranted clinical activity. 

• ADT proposed. 

• Q4 achieved and reported to 
commissioner. Year-end 
agreement reached on payment. 

Local (Local C): 
Implementing the Recommendations 
from the Paediatric Review 

• This incentives implementing the outcomes and 
recommendations of the Unscheduled Paediatric Care 
Services Review. 

• Q4 achieved and reported to 
commissioner. Year-end 
agreement reached on payment. 
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Acute Kidney Injury (Contract & Quality Account) 
April position  
 
 

Acute Kidney Injury (AKI)  
Target:  

• 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
• Reduction in hospital acquired stage 3 AKI (reviewed 6 monthly) based on 2016/2017 data. 

  
• The Trust achieved 89% compliance with the mandated items on the discharge summary in April. 

 
• The Trust is aiming to reduce the number of hospital acquired Stage 3 AKIs (AKI Alerts triggered ≥48 hours after admission); this will 

be reviewed in October by comparing AKI episodes recorded during the 2016/17 financial year. 

• To make it easier to assess the 
severity of the acute kidney 
injuries, they are categorised into 
3 stages of alerts depending how 
much the persons creatinine has 
increased from their baseline 
level.  

- Stage 1 Alert: An increase in a 
persons creatinine  that is 1.5 to 
1.9 times higher than their 
baseline. This is often called a 
“mild AKI”. 

- Stage 2 Alert:  Same applies as 
for stage 1 but the increase for 
a stage 2 alert must be 2.0 to 
2.9 times higher than the 
persons baseline. Stage 2 AKI 
are more detrimental to a 
persons health than a stage 1. 

- Stage 3 Alert:  The increase for 
a stage 3 alert must be 3 times 
or more higher than the persons 
baseline. Stage 3 alerts are the 
most severe AKIs. 
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
April position  
 

Hospital Standardised Mortality Ratio (HSMR)  
Target: To be within expected range. 
 

• The updated Trust HSMR for the 12 months to January 2017 is 109.85.  This represents 
a slight decrease on the rate previously reported for the 12 months to December 2016 of 
109.92.  This sits within a confidence interval of 104.95 – 114.91.  The Trust HSMR 
remains classed as high as the lower confidence interval is above 100. 

 

• The weekday HSMR for emergency admissions has shown a decrease from the 
previously reported figure, and the weekend HSMR shows a very slight increase. The 
weekend / weekday split is based on the patient’s admission date. 

 

• The factors contributing to the increase are being investigated through the Clinical 
Effectiveness and Mortality Steering Group (CEMSG). Feedback from recent coding 
audits has shown there to be no inconsistencies or causes for concern within coding. 

 
 

Summary Hospital-level Mortality Indicator (SHMI)  
Target: To be within expected range. 
 

• The Trust SHMI for October 2015 to September 2016 is 110.96; a very slight increase 
from the previous reported quarter’s figure of 110.77.  Whilst this figure is above the 
National Average of 100, it is within the official control limits. 

 

• CEMSG continues to investigate some of the issues surrounding this with the 
benchmarking provider, Dr Foster. 

 
 

Mortality Review Panel 
• In November 2016 the Trust commenced daily Mortality Review Panels (MRP), running 5 

days a week these panels review all deaths occurring, initially on Respiratory patients, 
latterly including MOPRS. 

• All deaths occurring in these areas are reviewed by independent clinicians (1/2 Senior 
Consultants and a Senior Nurse) the day after death (<72 hrs for those following a 
weekend death). 

• This is recognised as best practice for learning and development.  Learning from the 
reviews are shared across departments and with partners. 

 

Definitions: 
HSMR:    
The Hospital Standardised Mortality Ratio (HSMR) is an 
indicator of healthcare quality that measures whether the 
mortality rate at a hospital is higher or lower would be 
expected.  The national average is 100 and a score of below 
this indicates less deaths than this average.  HSMR covers 56 
groups of diagnosis and only relates to patients that have died 
whilst in hospital. 
SHMI:   
The Summary Hospital-level Mortality Indicator (SHMI) is a 
high level mortality indicator that is published by the 
Department of Health on a quarterly basis. It follows a similar 
principal than HSMR, however SHMI covers all diagnosis 
groups and relates to all patients that have died (whether the 
patient died whilst in hospital or not).  It does not take account 
of deprivation. 
SHMI adjusted for palliative care: 
The variables used in the method to calculate the expected 
number of deaths differ between the SHMI and the HSMR, for 
example, the HSMR includes an adjustment for palliative care 
whereas the SHMI does not.  
An adjustment/allowance is made to the indicator ‘SHMI 
adjusted for palliative care’ to allow for the number of expected 
deaths where palliative care is coded.  

HSMR: Emergency weekday and weekend  
 February 2016 – January 2017 
 
Weekday HSMR: 110.93 
 
Weekend HSMR: 109.46  

HSMR:  February 2016 – January 2017 
 
HSMR: 109.85 

SHMI: July 2015 – June 2016 
 
SHMI: 110.96  (within expected range) 
 
Adjusted for palliative care: 113.56 (within expected 
range) 
 
In-hospital deaths: 108.53 (within expected range) 
 
HSMR for the same period: 111.42 (within expected 
range) 
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April position  
 

Step 1: Find, Assess, Investigate and refer* 
Target: 90% on average over each quarter for the three steps. 
 

• There has been a slight increase in compliance with dementia screening in April; 
however, compliance remains low at 76.1%, compared to 74.3% recorded in March 
and 74.8% in January. 

• A total of 439 patients have been assessed, from a maximum of 577 eligible patients; 
which is similar in the number of patients requiring assessment for the last 6 months. 

• The issues with medical staffing in AMU impact on the overall Trust compliance, 
although this is improving. 

• Performance data is sent monthly to the Chiefs of Service to instigate actions to 
recover the position and the daily distribution lists for all outstanding assessments is 
cascaded wider across the clinical leadership teams. 

 

Step 2: Diagnostic assessment* 
Target: 90% on average over each quarter for the three steps. 
 

• 100% of all eligible patients (68 in total) received a diagnostic assessment. 
 

Step 3: Referred for further diagnostic advice* 
Target: 90% on average over each quarter for the three steps. 
 

• The Electronic Discharge Summary (EDS) includes a mandatory field to inform the 
GP of any patients who have had a positive diagnosis of dementia in order that the 
GP can complete further investigations if required.  However, as EDS usage is 
currently variable across the CSCs, a spread sheet is kept of all patients who have a 
positive diagnosis of dementia to ensure a letter is generated and sent to the GP. 
 

 

* Definition of steps: 
Step 1 – Case finding: 
• The number of patients >75 admitted as an emergency who are reported as having a known diagnosis of dementia 

or clinical diagnosis of delirium, or who have been asked the dementia case finding question, excluding those for 
whom the case finding question cannot be completed for clinical reasons (e.g. coma). 

Step 2 - Assessment: 
• Number of above patients reported as having had a diagnostic assessment including investigations. 
Step 3 – Onward referral – under development: 
• Numbers of above patients who have a plan of care on discharge that is shared with general practice.  C
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Dementia (Contract) 

Dementia compliance 

 
February 

2017 
 

 
March 
2017 

 

April 2017 

Step 1 74.8% 
 

74.3% 
 

76.1% 

Step 2 100% 100% 100% 

Step 3 100% 100% 100% 
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Mixed Sex Accommodation (National) 

April position  
 

Non-clinically justified single sex accommodation breaches 
Target: 0 (zero) 
 

• There have been no non-clinically justified single sex breaches confirmed in April. 
 

• The Trust year-to-date position is no non-clinically justified single sex accommodation breaches. 
 

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

• There been 0 (zero) single sex accommodation breaches relating to facilities in April.  
 

• The Trust year-to-date total is 0 (zero) single sex accommodation breaches relating to facilities. 
 
 

CQC / CCG feedback and actions 
 

• Actions to address the CQC’s concerns relating to Mixed Sex Accommodation as per the Quality Improvement plan have been 
addressed.  No further concerns have been raised on subsequent CQC visits. 
 

• All escalation areas continue to be checked daily by Matron / Head of Nursing and Duty Matron out of hours along with spot checks 
by the Deputy Director of Nursing and the Lead Nurse for Single Sex to ensure compliance. Overall compliance is very good.  
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April position  
Target: Monitoring and reporting 
 

• A total of 50 complaints 
were received in April, 
compared with 54 received 
in March.  

 

• Reporting per 1,000 
contacts is one month 
arrears; data for March 
equates to 0.59 compared 
to 0.82 in February.  

   

• To date 17 complaints 
received in March have 
been responded to (14 
within 30 working days) 
and 13 remain on target. 
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Complaints (Contract and National) 
CSC Mar-17 Apr-17
CHAT 2 2

CSS 3 5

CORP 2 1

EMERGY 9 10

H&N 3 0

MED 10 5

MOPRS 5 5

MSK 3 5

RENTRA 4 2

S&C 7 11

W&C 6 4

TOTAL 54 50

Green (Low risk) 8 16% 
Yellow (Moderate risk) 37 74% 
Amber (High risk) 5 10% 
Red (Extreme risk) 0 0% 

Sent within 30 working days 14 25%

Sent after 30 working days 3 6%

Ongoing past 30 working days 25 45%

Ongoing still on target 13 24%

MARCH UPDATE - Complaints
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April position  
Complaint 
acknowledgment rate 
(national requirement) 
Target: Monitoring and 

reporting 
 
 

• 100% of complaints were 
acknowledged within the 
3 working day target. 

 

Parliamentary Health 
Service Ombudsman 
(PHSO) (National 
requirement) 
Target: Monitoring and 
reporting 
 

• The Trust received no 
new notification from the 
PHSO. 
 

Plaudits 
Target: Monitoring and 

reporting 
 

• The Trust received 729 
messages of appreciation 
during April. 
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Complaints (Contract and National) 
Complaints Subjects - April 2017 
ACT Aspects of clinical treatment  19 38% 

ADT Admission, discharge & 
transfer 11 22% 

CPWO  Communication  5 10% 
AOS Attitude of staff 3 6% 
PROP Property & expenses 3 6% 
INFECT Infection Control 2 4% 
PCARE Patient Care  2 4% 

APDELI Appt delay/cancellation 
Inpatient 2 4% 

TESTS Test results 2 4% 

APDELO Appt delay/cancellation 
Outpatient 1 2% 

PHSO Total 
rec'd 

Under 
review Upheld Part 

upheld 
Not 

upheld 
2014-15 16 0 3 9 4 
2015-16 14 0 0 2 12 
2016-17 13 7 0 2 4 
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Complaints, PALS (Contract) 
April position  
 

PALS contacts  
Target: Monitoring and reporting 
• 439 contacts were handled by PALS in April, a 

26% reduction from 595 in March; however, a 
similar figure to April 2016.  

Types of contacts (concerns) 
• 129 contacts involved concerns about care and 

treatment. 
• 89% of all contacts were resolved within 5 

working days. 
 

Types of contacts (other) 
• 310 of  the contacts related to providing support 

to the Overseas Patient Services, Health 
Information and handling calls when telephone 
lines not being answered in various departments. 

 

PALS conversion to complaints 
Target: Monitoring and reporting 
• 2 cases were converted to a formal complaint. 
 

Trust-wide themes 
• Outpatient appointment delays and cancellations 

has remained a common theme through 
complaints and PALS (areas of concern include 
Ophthalmology, ENT and Gastroenterology).   

• An increase has also been seen in delays for 
scans and results from the Imaging Department 
and this is under review by the Clinical Support 
CSC.   

April - Trustwide themes Complaints PALS Total

Aspects of Clinical Treatment 19 17 36

OP Appt delay/cancellation 1 33 34

Communication 5 19 24

Admission, discharge & transfer 11 10 21

IP Appt delay/ cancellation 2 8 10
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Patient Moves and Outliers 
April position  
Target: <3 non-clinical moves after 2100 
 

• Continued focus on early discharges has led in an 
improvement during April in the number of times patients are 
moved between 0001 – 0700. 

• However, the overall position has not shown improvement 
despite the Urgent Care Transformation Programme 
continuing to focus on reducing the number of non-clinical 
moves experienced by patients. 

• The number of medical patients outlied (outliers) to areas 
outside the medical footprint each month has now commenced 
reporting.  The number of outliers is indicative of the pressures 
on the organisation. 

• Risk assessments are undertaken on all patients moved and 
outlied, these will be included for discussion at the Trust 
Governance and Quality Committee Meeting. 

Medical patient outliers 

Month No. Average per day 

April ‘17 2863 95 

Patient moves 

Month 
2100 - 0000 0001 - 0700 

No. Average per 
day No. Average per 

day 

April ‘17 230 7.7 89 3.0 

March ’17 217 7.5 115 4.0 

February ’17 174 6.2 120 4.2 

January ’17 209 6.7 112 3.6 

75



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 25/05/2017 

April position  
Target: Inpatient response rate target to be 
similar or above national average but not 
fall below 15%. ED response rate target to 
be 15% or statistically significant response 
rate  
 

• The total number of responses for 
both ED and in-patients decreased 
from 4,154 in March to 4,025 in 
April. 
 

• The Emergency Department 
response rate remains static 
at14.5% in April; therefore, not 
achieving the required 15% target 
but remaining above the national 
average of 12.9% in March. 
Recovery work continues in  the 
areas. 
 

• The in-patient response rate has 
increased from 30.4% to 34.3% in 
April and remains above the national 
average of 25.4% in March. 
 

Outpatient Department (OPD) 
• In April, there was a small decrease 

in the number of responses. 
  

Actions and progress to date 
• Continued sustainability measures 

to monitor responses. W
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Friends and Family Test (FFT): Increasing response rate in In-
patient areas and ED (National) 

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 

15% 

Trust National 
average Trust National 

average 

April ‘17 14.5% 
1451/9979 

- 34.3% 
2574/7508 

- 

March ‘17 14.4% 
1487/10308 

12.9% 30.4% 
2667/8766 

25.4% 

February ‘17 14.4% 
1197/8303 

12.7% 30.6% 
2263/7395 

24.3% 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
April position  
 

Improving positive responses 
 

Emergency Department: 
 

• The reported satisfaction rate has remained 
stable at 94%. The Trust continues to 
exceed the national benchmark of 87% in 
March.  
 

• The number of patients who would not 
recommend ED has increased slightly to 
1.6% in April. This remains significantly 
better than the national average of 7% in 
March. 
 

In-patient areas: 
 

• The reported satisfaction rate has increased 
slightly to 97.1% in April. This is above the 
national average of 96% in March. 

 

• The number of patients who would not 
recommend in-patient areas also slightly 
decreased to 0.6% from 0.8%. This is below 
the national average of 2% in March. 

 

Maternity: 
 

• There has been an increase in the reported 
satisfaction rate to 99.7% compared to 
99.6% in March. There were a total of 334 
feedback forms. Maternity services 
continues to  consistently compare favorably 
against the national benchmark of 96%.  

Emergency Department - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

April ‘17 94.0% - 1.6% - 

March ‘17 94.1% 87% 1.4% 7% 

February ‘17 94.3% 87% 2.3% 7% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

April ‘17 97.1% - 0.6% - 

March ‘17 96.3% 96% 0.8% 2% 

February ‘17 97% 96% 0.5% 2% 

Maternity - Improving positive responses 

Month % recommend 
(positive) 

% not recommend 
(negative) 

April 17 99.7% 0.3% 

March 17 99.6% 0.4% 

February 17 98.6% 1.4% 
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April position  
Target: Response rate for question 2 to be similar or above the national average but not fall 

below 15%. 
 
 

• Women are asked to complete a Friends and Family form at four points of 
contact and respond to four specific questions. 

• The national benchmark and; therefore, contract requirement is based on 
question 2. The response rate is above the National Average, with a very slight 
decrease from 20.7% in March to 20.3% in April. 
 

Actions and progress to date: 
• There has been an increase in the response rate for questions 1 and 4; and 

staff will be proactively encouraged to ensure forms are completed during the 
antenatal and postnatal period. 
 

Response themes: The majority of responses are positive. 
 
Positive comments:  
Having one person give us such personal care was wonderful.  All very friendly 
and helpful. Breastfeeding advice was very useful. The midwives maternity 
support workers and doctors were all extremely caring. To be honest this space is 
not big enough for the amount of thanks and gratitude I have for everyone.. Its 
been simply amazing. Knowledgeable and reassuring. 
 
Negative comments:  
• Food could be improved, portions could be bigger - Staff are aware that women 

can ask for bigger portions if required. 
• Restricting noise on shared ward - The clinical lead midwife for the area has 

cascaded this feedback to staff to ensure staff are mindful of this particularly at 
night. 
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Friends and Family Test – Maternity (National) 

Maternity Friends and Family questions 

Q1.  Antenatal care  
community based care up to 36 weeks). 

Q2.  Intrapartum labour care. 

Q3.  Immediate postnatal care. 

Q4.  Postnatal care up to discharge to Health Visitors. 

Maternity Friends and Family response rates 

Q. February  
2017 

March 
2017 

 
April 
2017 

 

1. 12.7% 5.7% 9.8% 

2. 17.6% 20.7% 20.3% 

3. 33.2% 26% 33.9% 

4. 6.6% 4.7% 11.5% 

Rate 17.3% 13.7% 18.3% 

78



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 25/05/2017 

Performance Against NHSi Accountability Framework  April 2017 
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RTT & Cancer Forecast April and May 
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Contractual and Local Standards – April Performance 
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Ambulance delays 
• 253 patients experienced an ambulance delay of more than 

30 minutes. (369 last month) 
• 85 patients experienced a delay of more than 60 minutes  

(329 last month). 
Stroke Care Provisional (see exception report) 
• These are now being reported using the Sentinel Stroke 

National Audit Programme Tool Kit and as a result will be 
available a month in arrears. Work is on-going to provide 
year to date performance from the tool kit. 

• Provisional performance for March was that 36.3% of 
stroke patients were admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target was 79.2%. 
• The service maintained level B.    
Admission Avoidance 
• These standards will be measured a month in arrears as 

requires activity to be coded. 
Emergency Angioplasty 
• Emergency angioplasty within 90 mins of arrival was 91.3% 

against the 80% standard. 
• Emergency angioplasty within 60 mins, performance was 

78.3% against the 70% standard. 
RTT Backlog and long waiters 
• The overall waiting list size increased by 630 and the 

backlog of patients waiting more than 18 wks increased by 
321. 

• The number of patients waiting over 35 weeks was 189. 
Cancer 62 day consultant upgrade (provisional) 
• The standard has provisionally not been achieved for April. 
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Unscheduled Performance Against Key Indicators - April 
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April performance against the 4-hour A&E and 12 
hr Trolley Wait standards. 
4 hr standard performance was 79.06% (78.07% last 
month)  There were 58 breaches of the 12 hr Trolley Wait 
Standard. 
Graph 2 shows daily A&E performance improvement for 
April 
Contributing factors 
• QA type 1 attendances 310 per day compared to 285 

per day last  April. The conversion rate to admission 
was 30.7.%  

• The Trust treated 4,429 emergency patients (an 
average of 148 per day compared to 139 per day last 
April).  

•  Bed occupancy was 94.1% (maximum of 97.2%)  
• Delayed transfers of care were 6.9% 
• There was an average of 251 patients medically fit for 

discharge which has increased month on month since 
December (221 MFFD) 

Actions and progress to date 
• The performance of the Integrated Discharge Service 

(IDS) is being scrutinised at the monthly A&E Delivery 
Board and A&E Operational meetings. Improved 
processes are being worked on with targeted support 
being provided on the Medicine for Older People 
wards.  

• Additional support has been sought from partners to 
expedite discharges and assist flow. 

• System wide work is being undertaken to increase the 
capacity of domiciliary care. 

5/25/2017 

Exception Report : A&E waiting time standard performance 
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April performance against the 4-hour A&E and 12 hr 
Trolley Wait standards. 
This standard measures the time from decision to admit to 
admission. During April there were 58 breaches of the standard. 
Contributing factors 
• Ensuring all patients are cared for in a safe environment is a 

key concern. At peaks in demand from direct GP admissions 
it has been necessary to carefully manage some patients in 
A&E and to ensure GP initiated emergency patients can be 
admitted and managed safely. This has lead to breaches of 
the 12 hr standard. 

• Type 1 attendances per day were the highest since July 
2016. 

• There were 2,863 emergency admissions following a type 1 
attendances with a conversion rate of 30.7% 

• All patients were safely supported and cared for in the 
department until a safe and suitable speciality bed could be 
found. 

• There was no known harm caused by the delays. Further 
work is being undertaken to ensure any potential harm is 
mitigated and learnt from. 

Actions and progress to date 
• The Trust enacted full capacity protocol and was at the 

highest escalation Opel 4, working closely with partners to 
facilitate flow through the hospital. 

• Review of reporting process for 12 hour waits both internally 
and externally has been completed.  

5/25/2017 

Exception Report : A&E waiting time 12 hr standard  
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Exception Report: Referral to Treatment (RTT) 
April Performance against Incomplete RTT standard  
• 90.4% achieved against the 92% standard (at aggregate level) and 

against the improvement trajectory of 91.2%.  
• Total number of patients waiting increased by 630 to 29,125 
• Number of patients waiting more than 18 weeks increased by 321 to 

2,790 
• The number waiting more than 35 wks. reduced by 38. 
• There were 0 breaches of the 52 wk. maximum wait standard. 
Contributing factors 
• Reduction in working days due to late Easter 
• Reduction in elective programme to provide capacity for expected 

unscheduled care demand. 
• Increased use of escalation areas post Easter to support unscheduled 

care. 
Actions, progress to date and risks 
• Progress against delivery is being monitored jointly with commissioners. 
• Building on the success of the recovery plans for dermatology and 

cardiology a full review of gastroenterology is being undertaken to 
support development of a robust recovery plan. 

• Unscheduled care recovery plan focusing on reduction of use of 
recovery, endoscopy and Cardiac Day Unit as escalation areas to 
provide unscheduled care capacity. 

• Shortfalls in capacity identified through demand and capacity modelling 
mean that capacity is not sufficient to meet expected demand and 
maintain performance improvements work is on-going with 
commissioners to jointly manage this risk. 

• Extended waits for diagnostic reporting due to clinical capacity short falls 
in radiology, options to reduce this are being explored. 

12/02/14 
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Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
April performance against key waiting time metrics 
• There were 0 breaches of the 52 wk standard.  
• There were 63 patients waiting > 40 wks. (52 last month) 
• There were 189 patients waiting >35 wks. (227 last month) 
Contributing factors 
• Increased waits for diagnostic reporting is adding delay to complex pathways 

where multiple diagnostics are required before treatment. 
• Increased seasonal emergency demand for High Care and Intensive Care 

beds has limited capacity to treat complex routine patients who need post 
operative intensive or high care beds who are also not suitable for 
outsourcing. 

• High number of cancellations for non-clinical reasons in January (106) and 
February (110) has meant that some routine patients are waiting longer for 
treatment due to previous cancellations. 

• Patient choice delays over the Easter period. 
Actions and progress to date 
• The Trust is booking patients according  to clinical priority and waiting time. 

With case by case review of urgent and cancer patients to ensure these are 
prioritised according to clinical need. 

• Joint recovery plan agreed with commissioners. 
• Trust is using limited external capacity where possible (Spire and Care UK) 
• Where possible elective capacity has been switched to day case. 
• All patients over 40 weeks  have treatment plans in place and are reviewed 

on a named patient basis at the weekly assurance meeting.  
On-going Risks 
• Continued cancellation of non-urgent long waiting patients and a reduction in 

bookings to meet unscheduled care demand including use of cardiac day 
unit, endoscopy and recovery for escalation capacity. 

• Diagnostic reporting delays 
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Exception Report: Diagnostic 6 wk. referral to test standard 
April performance against the 6 wk. diagnostic 
standard 
Trust performance was 99% against the 99% diagnostic 
standard and  improvement trajectory of 99.1%.  There were 57 
breaches of the standard.  
Contributing factors 
• Demand for diagnostics remains high. Prioritisation of 

inpatients to assist unscheduled care flow. 
• Clinical capacity restraints particularly in orthopaedic 

ultrasound. 
• Recruitment gaps in orthopaedic and gastroenterology 

radiography  
Actions and progress to date 
• Continued detailed management of patients to reduce risk of 

month end breaches  
• Continued additional capacity to cover clinical shortfalls.  
• Outsourcing of appropriate radiology activity. 
• Recruitment of locums to radiology posts continues to be 

sought. 
• Review of contractual obligations re MRI scanner 

performance has seen improved reductions in down-time. 
• Outsourcing of non-cancer diagnostic reporting has 

commenced. 
Risks 
• Continued reliance on locum capacity to fill clinical gaps and 

therefore unstable and unsecure workforce. 
• Financial impact of use of locums and national clinical 

shortfall leading to inability to recruit substantively. 
• Regular use of Endoscopy suite as an escalation area to 

support unscheduled care pressures will adversely impact on 
available capacity 

• CT scanner breakdown 
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Exception Report: Cancelled Operations 28 day Guarantee 

5/25/2017 

April Performance Cancelled Operations 28 day 
Guarantee  
• There were 4 urgent operations cancelled in April, all 

patients have now been treated, and none of these  patients 
were cancelled for a second time 

• All 4 of the urgent cancellations were due to list over run. 
• There were no breaches of the 28 day zero tolerance 

standard. 
• 86 non-urgent patients were cancelled on the day for non-

clinical reasons in April. Of these 36 were due unscheduled 
care pressures, 21 due to emergencies taking priority 
particularly in orthopaedics who experience a high trauma 
demand and 18 due to list over-run 

Contributing factors 
• Careful management of the elective programme reduced 

the number of patients cancelled on the day. 
• Gradual planned withdrawal from escalation areas such as 

endoscopy and cardiac day unit reduced on the day 
cancellations 

Actions, progress to date and risks 
• Patients previously cancelled and subject to the 28 day 

standard are monitored at the weekly assurance meeting. 
• Due to the number of patients cancelled in April a number 

have been re-booked close the their breach date and 
contingency plans are in place for these patients to mitigate 
the risk of further cancellation. 
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Exception report:  Cancer Standards (provisional position) 

April provisional performance against national cancer standards and contributing factors ( national reporting deadline 
6th June 2017 performance subject to change including additional shared breaches until submission deadline) National Breach 
Allocation rules became effective on 1st April and this have not yet been applied to the 62 day performance above. 

• The Trust is currently forecasting achievement 7 of the 8 key national standards, provisionally 31 day subsequent surgery has not 
been achieved however validation is not completed and the number of breaches is within tolerance for achievement of the standard. 

• There are provisionally 4.5 patients who were treated in excess of 104 days   - 3.5 urology patients and 1 breast patient, full root 
cause analysis of the breaches has commenced to determine underlying cause of delay. R
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Portsmouth Hospitals NHS Trust 

Exception report:  Cancer Standards continued 
 

5/25/2017 

April Performance 62 day first definitive treatment 
against recovery trajectory  (standard 85% trajectory 
85%) 
April provisional performance 85.7% and achieved. Validation is 
on-going and breach sharing guidance has not yet been applied. 
 
Actions and progress to date 
• The cancer recovery trajectory has been reviewed including 

detailed stock-take of current actions, performance, backlog and 
additional capacity.  

• Focus on patients breach Trust internal standards to ensure 
patients progressed and delays escalated and managed. 

• Weekly review of patients 14 days to breach on an individual 
basis to ensure treatment plan in place and delays mitigated, 
with root cause analysis of 104 day breaches. 

 
On-going Risks 
• The Trust is planning for increased demand in 2 wk referrals as 

a result of national cancer awareness campaigns. 
• Surgical capacity to treat urology patients within 31 days is 

improving but there remains a shortfall for some treatments. 
• Diagnostic delays in lower GI have impacted on the 62 day 

standard, joint working between clinical support and lower GI to 
review pathway against national best practice to identify 
improvement opportunities.  

• Locum shortfall for lower GI both surgical and radiologist this is 
impacting on capacity and therefore performance against 
standard, work ongoing to address. R
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Exception report:  Cancer Standards continued 104 day 
maximum wait for treatment provisional 
 

5/25/2017 

Contributing factors and 
actions taken 
 
• Provisionally 4.5 reportable 

breaches of the standard. 
 
• 3.5 urology patients 
 
• 1 breast patients 
 
• Full root cause analysis 

(RCA) of the underlying 
factors leading to breach of 
the maximum waiting time 
standard are underway. This 
will be reviewed by the lead 
cancer clinician for each 
tumour site so that any 
learning can be embedded 
and patient pathways 
reviewed as a result.  
 

• The RCA will also be 
reviewed at the scheduled 
care assurance meeting to 
facilitate shared learning 
between tumour sites. 

 

R
es

po
ns

iv
e 

- C
an

ce
r 

25/05/2017 

91



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Exception Report: Stroke Contract Service Standards  
 

R
es

po
ns

iv
e 

– 
St

ro
ke

 C
ar

e 
25/05/2017 

March  Provisional Performance against key Sentinel Stroke 
National Audit Programme (SSNAP) using DIY analysis toolkit: 
Reported in arrears 
• The Trust has provisionally achieved 6 of the 13 key measures for 

March (see table) based on 93 cases (clock starts) 
• Scan within 1hr: not achieved 28.0% (standard 48%)  
• Scan within 12hrs: not achieved 80.6% (standard 95%) 
• Direct Admission to Stroke Unit: not achieved 36.3% (standard 90%) 
• % patients who spend 90% of their stay on a Stroke Unit: not achieved 

79.2% (standard 80%) 
• Patients thrombolysed within 1hr: achieved 80.0% (standard 55%) 
• Swallow screen ≤ 4hrs: 70.5% and not achieved (target 85%) 
• OT assessment within 72hrs: not achieved 84.3% (target 90%)   
• Speech and language assessment within 72hrs: not achieved 80.8% 

(standard 90%) 
Contributing factors 
• On-going unscheduled care pressures continue to have a direct 

impact on the ability to ring-fence beds for acute Stroke patients and 
directly transfer patients from the Emergency Department to stroke 
unit within the 4hr target.  

• High number of referrals seen for March (149) = 14% increase on Feb. 
Actions and progress to date 
• Continued focus and root cause analysis of reasons for non 

achievement of 1 hr scans and direct admits, particularly out of hours.   
• Additional Locum provision agreed to bolster SLT and support with 

service vacancies – performance now improving. 
• Continued monitoring of OT performance and impact of vacancies on 

service. 92
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The Trust's financial plan for 2017-18 has a surplus target of £9.7m. As a part of this the first two quarters of the financial year have 
a deficit plan, quarters 3 and 4 a surplus plan. The plan requires a steady financial improvement to be made effectively from July 
2017 onwards.

The annual plan for clinical income reflects the agreement reached so far with Commissioners in terms of the Aligned Incentives 
Contract.The annual plan includes an income provision relating to the Sustainability and Transformation Funds (STF) of £13.4m and 
a financial improvement requirement in the course of the year of £34.5m.

The Trust's Income and Expenditure position for April 2017 was an actual deficit of £3.1m. This was in line with the planned position 
of a £3.1m deficit. The position includes rceovery of the STF funding for the month of £0.7m. Clinical Income has been matched to 
planning assumptions in the month with a assumed level of QIPP applied. We expect to be able to report actual income in Month 2 
onwards.

The Trust continues to see pay pressures through the high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed transfers of care. Non-pay 
costs include unplanned use of the private sector to support RTT delivery and out of hospital purchase of beds. Pay pressures in 
month 1 have been mitigated by a favourable non pay reserve position. Subsequent months are likely to require more stringent pay 
controls and a comprehensive range of financial improvement initiatives. 

The Trusts plan by the end of quarter 1 year requires a deficit position of £5.9m or better. Significant improvements in financial 
performance are required from quarter 2 onwards in order to deliver the plan.

The Trust has a capital resource limit of £8.3m for the year.  The capital programme is currently being developed. The Trust has a 
cash balance of £9.8m at the end of April. The minimum level of cash holding required by the DH was £5.1m (including £4.1m of 
capital cash carried forward from 2016/17).  The Trust has drawn total cash against a limit of £41.7m for its working capital facility 
and £10.9m DH uncommitted loan. The Trust has been advised that the cash support application submitted to the Independent Trust 
Financing Facility (ITFF) meeting in February 2016 was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this.  
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Finance and Use of Resources Metric A (Surplus)/Deficit G Cash A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 3,111 3,069 (42) Year to Date £k 5,100 9,826 (4,726)
Year End Forecast 4 2 4 Year End Forecast £k (9,660) (9,660) 0 Year End Forecast £k 1,000 1,000 0

Income A Operating Expenditure G Capital G

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 44,310 43,616 694 Year to Date £k 44,321 43,565 (756) Year to Date £k 584 614 30
Year End Forecast £k 555,946 555,946 0 Year End Forecast £k 508,850 508,850 0 Year End Forecast £k 14,164 14,164 0

Cost Improvement Plans A Pay bill A Agency Cap G

Plan
Actual / 

Forecast Variance Year to Date £k Plan Actual Variance Ceiling
Actual / 

Forecast Variance
Year to Date £k 1,672 1,400 (272) Substantive 22,250 23,082 (832) Year to Date £k 1,396 1,381 (15)
Year End Forecast £k 34,566 34,566 0 Bank 1,395 1,503 (108)

Agency 1,192 1,381 (189)
The financial improvements required in 2017-18 are 
£34.6m. Potential opportunities to date have been 
identified of £30m. Savings requirements escalate 
within the plan in the course of the year. The savings 
figure reported year to date are £1.4m. The CIP 
challenge for 17/18 is significant and the Trust is 
approaching this through a genuine system wide 
approach to improvement with partners across the 
health system.  The current forecast assumes that 
plans to achieve the critical conditions to support a 
financial surplus within the Trust are completed, 
implemented and deliver the level of financial 
improvement required and a separate paper on this 

The Trust has spent £0.6m of capital YTD. NHSI 
approved carry forward of unspent CRL into 
2017/18and this is reflected in the Capital Resource 
Limit. The Trust continues to seek a resolution to the 
confirmed CRL position and we have recorded our 
dispute in relation to this within/alongside our planning 
submissions.

The Finance and Use of Resources Metric came into effect 
from November 2016 and adds 3 further metrics to Monitor's 
Continuity of Services Risk Rating. The Trust’s overall rating 
at the end of April is a ‘4’, as is the end of year forecast (1 is 
the best on a scale of 1 to 4).  These metrics reflect the 
current liquidity issues the Trust is facing.

NB  - the best overall use of resources score that a Trust 
scoring 4 on any individual metric can obtain is a 3.

The Trust is reporting a £3.07m year to date deficit 
at the end of April 2017. This is marginally 
favourable to the Financial Plan submitted to NHS 
Improvement.  The plan requires that the quarter 1 
position is no worse than a £5.88m deficit.  Income 
delivery is expected to be higher in both May and 
June.                                                                                            
The subsequent quarterly targets are Q2  £0.97m 
deficit, Q3 (£6.83)m surplus and Q4 (£9.68m) 
surplus.                                                                                     

The cash balance at 30th April includes £4.1m of capital cash 
carried forward from 2016/17.  The target cash balance was 
therefore £5.1m.

The higher than planned balance also reflects lower than 
anticipated payment run values in April as a result of higer 
payments in March.

The Trust is reporting an adverse variance on its 
income plan year to date of £0.7m against all forms 
of income.  As a part of this, the Trust SLA income 
has an under performance of £0.6m. This is 
associated with QIPP. Other elements of clinical 
income are matched to plan in month 1. This 
assumption is consistent with progress made with 
CCGs on the Aligned Incentives Contract. Non 
clinical income is marginally under planned figures, 
however, there is a corresponding reduction in 
expenditure.

At the end of April the Trust is reporting a £0.76m favourable 
variance to operating expenditure plans.Withn this pay was 
£1.3m adverse to plan year to date. The pay overspend year 
to date links to a continued reliance on premium rate 
medical staff costs in both unscheduled and scheduled care 
to maintain capacity and quality. Planning assumption are 
that premium rate pay commitments are to reduce. Non-pay 
is favourable to plan by £2m, this includes a reserve 
provision for cost pressures. Outsourcing commitments to 
non-NHS providers exceeded planning assumptions by 
£0.3m.

The 2017-18 plan submitted to the Regulator included detailed 
workforce expenditure commitments for both substantive and 
temporary workforce costs. The plan reflected a moderate 
increase in the size of the substantive workforce in the course of 
the year. This was offset by a more substantial reduction in the 
use of temporary workforce costs, in particular high cost 
agencies and premium rate internal locum costs. On-going 
unscheduled care pressures and the costs of maintaining high 
levels of extra capacity with safe staffing levels including through 
material premium rate costs means that the paybill is continuing 
to exceed planned levels and is placing a material pressure on 
the Trust’s financial position from Month 1 and the Quarter 1 
forecast.

The Trusts external reporting includes the monitoring of its 
agency staffing as a component part of temporary workforce 
costs. This covers in month costs and performance against 
agency caps. The rules require compliance against a ceiling 
set for total agency expenditure, the use of approved 
frameworks to procure all agency staff at rates set at or below 
the cappped rates. In April the Trust spend marginally below 
the agency ceiling set by NHSI. The annual ceiling is £13.8m
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• The total workforce capacity decreased by 59 FTE to 7009 FTE in April 17 and is 155 FTE over the new funded establishment. 
 
• The temporary workforce capacity decreased to 493 FTE in April 17 and comprises 7.1% of the total workforce capacity. This is a 

0.3% decrease compared to March 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have decreased by 343 shifts to 2322 shifts in April 
17. 

 
• The evidence collected for April 17 indicates that overall staffing levels have increased from 101.1% to 103.1% compared to planned 

levels. 
 

• The evidence collected for April indicates that overall CHPPD is 5.1 for RNs. This is an increase in comparison to the previous month 
and 2.8 for HCSWs for PHT. 

 
• Appraisal compliance has increased and currently records at 83.6% in April, below the 85% target. 

 
• Essential skills compliance decreased in April from 90.4% to 88.8%, but continues to record above the 85% target. This decrease is 

seen across all CSCs. 
 
• Fire Safety (face to face training) decreased to 69.6%. 

 
• Information Governance Training has decreased to 85.1%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in March and remains above the target. In-month sickness 

absence decreased to 3.8% in March and is above the target. 
 

• 1 Whistleblowing and 1 professional registration referral received. No safe guarding referrals were received. 
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Where we want to be: targets and benchmarks 
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of establishment 

Key Terms and Definitions 
• Funded establishment excludes CIP and includes investments around 

anticipated activity growth and patient demand in 16/17. 
• Total workforce capacity is the sum of the substantive establishment plus the 

temporary workforce. 
• Temporary workforce capacity is the sum of the bank and agency workforce. 
Trends and Patterns 
• The funded establishment has decreased by 14 FTE to 6795 FTE for April 17. 

This has increased by 54 FTE since April 16 and increased by 260 FTE since 
April 15. 

• The total workforce capacity decreased by 59 FTE to 7009 FTE in April 17 and 
is 155 FTE over the new funded establishment. 

• Substantive workforce capacity has decreased to 6457 FTE in April 17. 
• The temporary workforce capacity decreased to 493 FTE in April 17 and 

comprises 7.1% of the total workforce capacity. This is a 0.3% decrease 
compared to March 17. 

Root Cause analysis and insights 
• A significant temporary staffing resource is still required to fill existing vacancies 

across all areas. Workstreams are in place to switch off high cost temporary 
staffing and to recruit to these positions substantively. 

• Temporary staffing is also being used due to increased patient demand and 
increased patient acuity, sickness and specialling. 

• Weekly monitoring and reporting of temp usage and the price caps for 
temporary workers continues and fortnightly meetings are held with each CSC 
to drive further reductions in temporary usage and overall pay bill where 
possible. 

Actions and progress to date 
• Recruitment will take place, targeting and providing a focus on the ‘hard to 

recruit’ areas to close the vacancy gap and drive reductions in the temporary 
workforce. 

CHAT 

Clinical Support 

Emergency 

Head & Neck 

Medicine 

MOPRS 

Musculo-skeletal 

Renal 

R&D 

Surgery & Cancer 

Women's & Children's 

Corporate Functions 

Total Trust 

CHAT  

Clinical Support  

Emergency  

Head & Neck  

Medicine  

MOPRS  

Musculo-skeletal  

Renal  

R&D  

Surgery & Cancer  

Women's & Children's  

Corporate Functions  

Total Trust  

Funded 
Establishmen

Vacancies

772 41

365

Substantive

634

1360 77
485 13

17 748

731
1283
472

502 10
367 21

492
346

385 20
706 72

281 10271
91 81 10

553 539 14

586

Temporary Total Workforce
Workforce Capacity FTE

558 28
707 686 21

493 6950

25 296
1 82
32 590
26 711
19 558

Substantive Staffing FTE

39 386

24 1307
70 542

384
120 754
100 592

20

6795 6457 338
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Trends and Patterns 
• The number of shifts that have 

breached the capped rates or are off-
framework have decreased by 343 
shifts to 1979 shifts in April 17. 

• The number of breaches have 
increased by 500 shifts since April 16. 

Root Cause analysis and insights 
• A significant temporary staffing 

resource is still required to fill existing 
vacancies across all areas. 
Workstreams are in place to switch off 
high cost temporary staffing and to 
recruit to these positions substantively. 

• Temporary staffing is also being used 
due to increased patient demand and 
increased patient acuity, sickness and 
specialling. 

• Agencies are not supplying staff at 
capped rates. 

• Weekly monitoring and reporting of 
temp usage and the price caps for 
temporary workers continues and 
fortnightly meetings are held with each 
CSC to drive further reductions in 
temporary usage and overall pay bill 
where possible. 

Actions and progress to date 
• Complying with “Taking further action 

to reduce agency spending”. (NHS 
Improvement, 7th October 2016) 

Staff Groups M
ay

-1
6

Ju
n-

16

Ju
l-1

6

Au
g-

16

Se
p-

16

O
ct

-1
6

No
v-

16

De
c-

16

Ja
n-

17

Fe
b-

17

M
ar

-1
7

Ap
r-1

7

Administration and estate 22 6 48 76 84 49 26 34 25 20 23 18
Both Framework & Wage Cap 1 1
Both Price Cap & Wage Cap 32 76 84 10 13 32 13 18
Framework Only 22 6 1
Wage Cap Only 14 38 13 2 12 20 23

Healthcare assistant and other support 394 471 356 332 418 338
Framework Only 394 471 356 332 418 338

HealthCare Science 38 52 37 22 41 17 15 17 17 15 19 15
Both Price Cap & Wage Cap 35 22 41 17 15 17 17 15 19
Framework Only 15
Price Cap Only 38 52 2

Medical and Dental 500 587 515 645 894 756 634 838 872 839 1009 751
All Price Cap, Wage cap and Framework 6
Both Price Cap & Wage Cap 435 645 893 704 554 742 798 745 852 589
Price Cap Only 500 587 53 20 58 70 42 71 115 107
Wage Cap Only 27 1 32 22 26 32 23 36 55

Nursing, Midwifery & Health visiting 472 541 542 671 755 952 844 1065 1162 880 1133 987
All Price Cap, Wage cap and Framework 112 271 114 270 185 170 189 346
Both Framework & Price Cap 222 288 30
Both Price Cap & Wage Cap 458 669 643 655 693 752 927 663 898 600
Framework Only 15 25 10 2 6
Price Cap Only 235 228 34 11 26 29 32 36 43 41
Wage Cap Only 10 9 11 14 18 11 3

Scientific, Therapeutic and Technical 202 307 317 140 110 123 104 146 142 123 170 157
Both Framework & Price Cap 11
Both Price Cap & Wage Cap 253 140 110 123 104 146 142 123 170 151
Price Cap Only 202 296 17
Wage Cap Only 47 6

Grand Total 1628 1964 1815 1886 2302 2235 1623 2100 2218 1877 2354 1928
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Where we want to be: targets and benchmarks 
Target: Planned staffing levels are 100%, planned skill mix 70.4% RN:29.6% 

HCSW ratio 

Trends and Patterns 
• The evidence collected for April 17 indicates that overall 

staffing levels have increased from 101.1% to 103.1% 
compared to planned levels. 

• The planned skill mix has decreased in April 17 for 
Registered Nurses (RNs), and the actual skill mix for the Trust 
was 63.8% RNs with 36.2% Health Care Support Workers 
(HCSWs) which has increased since March 17. 

Root Cause analysis and insights 
• Funded establishment for the trust including nurses has been 

reset for new financial year. 
Actions and progress to date 
• Recruitment continues locally, nationally and internationally, 

additional health care support workers are being used to 
supplement staffing numbers, and close working with NHSP 
continues to resolve any issues. 

Registered 
Nurses HCSW

% %
Apr-16 96.7% 111.0% 70.5% : 29.5% 67.6% : 32.4%

May-16 95.1% 111.7% 70.8% : 29.2% 67.4% : 32.6%
Jun-16 97.0% 115.9% 70.8% : 29.2% 67.0% : 33.0%
Jul-16 93.4% 115.0% 70.9% : 29.1% 66.4% : 33.6%

Aug-16 92.0% 112.5% 70.8% : 29.2% 66.4% : 33.6%
Sep-16 91.1% 113.9% 70.8% : 29.2% 66.0% : 34.0%
Oct-16 93.3% 116.0% 70.5% : 29.5% 65.8% : 34.2%
Nov-16 95.2% 116.4% 70.8% : 29.2% 66.4% : 33.6%
Dec-16 93.1% 109.3% 70.4% : 29.6% 66.9% : 33.1%
Jan-17 93.0% 113.5% 70.4% : 29.6% 66.0% : 34.0%
Feb-17 92.5% 115.7% 70.4% : 29.6% 65.5% : 34.5%
Mar-17 93.7% 118.3% 70.0% : 30.0% 64.9% : 35.1%
Apr-17 93.5% 125.7% 70.3% : 29.7% 63.8% : 36.2%

RN:HCSW RN:HCSW

Actual Staff Numbers and Skill Mix

Skill Mix

Planned Actual

Average Fill Rate

P A % P A % P A %

17456 16319 93.5% 7378 9277 125.7% 24834 25596 103.1%

Planned vs Actual Staff Numbers
These figures include ED, Day Units, and Flexible/Unfunded Capacity

Registered Nurse Healthcare Support Worker Combined

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Planned vs Actual Staff Hours (Day and Night)

P

225179 225972

A %

100%

P A % P A %

90685 82604 91.1% 40964 46630 113.8%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker

P A % P A %

67229 62054 92.3% 26301 34684 131.9%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
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Introduction 
• To provide a single consistent way of 

recording and reporting deployment of 
staff working on inpatient wards/units, 
NHS Improvement have developed, 
tested and adopted  Care Hours per 
Patient Day (CHPPD).  

• CHPPD is calculated to by adding the 
hours of Registered Nurses (RNs) and 
Health Care Support Workers (HCSWs) 
per ward and dividing by the Midnight 
bed occupancy figures for the ward. 

• CHPPD reports split out RNs and 
HCSWs to ensure skill mix and care 
needs are met. 
 

Trends and Patterns 
• The evidence collected for April 

indicates that overall CHPPD is 5.1 for 
RNs. This is an increase in comparison 
to the previous month and 2.8 for 
HCSWs for PHT. This was also an 
increase in comparison to the previous 
month. 

• The total hours for April equals 7.9 
hours. 

• The CHPPD metric will continue to be 
monitored monthly where trends and 
patterns will become apparent as we go 
through the financial year. 

5.1 5.1 5 5 4.9 5 5.1 5.1 5.1 5 4.9 
5.1 

2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.6 2.6 
2.8 

0

1

2

3

4

5

6

May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

RN CHPPD (hours) HCSW CHPPD (hours)
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Where we want to be: targets and benchmarks 
Target: The compliance target for Appraisals is 85%  

Trends and Patterns 
• Appraisal compliance has increased and currently records at 83.6% in April, 

below the 85% target. 
Root Cause analysis and insights 
• In April, the 85% appraisal target has been met by CHAT, Head & Neck, 

Research & Development, Surgery & Cancer, Women’s & Children’s CSC 
and Corporate Functions. 

• Appraisal compliance has decreased in month for majority of the CSCs, with 
the exception of CHAT and Research & Development CSC. 

Actions and progress to date 
• A targeted approach to address appraisal compliance has been adopted, 

which will involve informal warnings issued to managers of non-compliant 
staff. 

Where we want to be: targets and benchmarks 
Target: the compliance target for Essential skills  is 85% (Target  for Information Governance is 95%) 

Trends and Patterns 
• Essential skills compliance decreased in April from 90.4% to 88.8%, but 

continues to record above the 85% target. 
• This decrease is seen across all CSCs. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 89.8% 

and is above the 85% target. Level 2 has increased to 93%, and Level 3 
continues to be below target and compliance currently records at 69.1%. 

• Fire Safety (face to face training) decreased to 69.6%. 
• Information Governance Training has decreased to 85.1% 
Actions and progress to date 
• The L&D team are highlighting staff who are out of date with 3 or more 

essential skills.  Chiefs of Service are being provided with regular information 
on Medical and Dental compliance to help meet the requirements of the CQC 
Action Plan. 
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TARGET
CHAT 90.5%  88.0% 

Clinical Support 84.1%  93.4% 

Emergency 71.9%  86.1% 

Head & Neck 93.4%  88.7% 

Medicine 72.7%  85.6% 

MOPRS 77.6%  87.3% 

Musculo-skeletal 83.6%  83.6% 

Renal 78.8%  88.5% 

R&D 88.6%  95.0% 

Surgery & Cancer 86.9%  88.0% 

Women's & Children's 85.4%  88.6% 

Corporate Functions 90.4%  94.0% 

Total Trust 83.5%  88.8% 

Appraisals & Essential Sklls
Appraisals Essential Skills

85% 85%
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Leaning & Development - DNA (Did Not Attend) Rates 

25/05/2017 

Where we want to be: targets and benchmarks Target: ≤5%  6 – 10%  >10% 

Trends and Patterns 
• Course DNA rate improved by 1.4%, however remains a significant 

problem for the Trust and is significantly higher than at the same time last 
year (April 2016 = 9%). 

Root cause analysis and insights 
• The top 5 courses for number of DNAs include 4 mandatory training 

courses that are also below their Essential Skills Compliance target of 85% 
(Moving and Handling of Patients, Mental Capacity Act and Deprivation of 
Liberty Safeguards, Basic Clinical Fire Training, and Adult Basic Life 
Support). The DNA rates for MOPRS CSC and Medicine CSC have been 
19% or above over the previous 3 months. 

Actions and Progress to date 
• L&D continue to raise awareness of this issue via the Education Dashboard 

which is sent out to members of the Education and Workforce Strategy 
Committee and accessible to all staff via the Trust intranet. The DNA rate is 
also displayed on an electronic notice board in the Education Centre. L&D 
have a text reminder service where everyone booked on a course is sent 
two text messages; one two weeks prior to the course and another the day 
before the course. In instances where reasons for DNAs were provided, the 
most common were shift conflicts and short staffed departments. 

5% 

Top 5 DNA Courses in April 
 

1. 29 DNAs Moving and Handling of Patients (22%) 
2. 23 DNAs Mental Capacity Act & Deprivation of 

Liberty Safeguards(14%) 
3. 22 DNAs Basic Clinical Fire Training (13%) 
4. 18 DNAs Adult Basic Life Support (17%) 
5. 12 DNAs Patient Safety & Quality Training (33%) 

 
Number of Course Cancellations:  4 out of 149 
(2.6%) 

12% 

Course DNA (Did Not Attend) Rate 

Corporate Induction Day 1 DNA Rate 

3 Did Not Attend 

Where we want to be: targets and benchmarks Target: ≤5%  6 – 10%  >10% 
 

Trends and Patterns 
• Corporate Induction attendance was above the expected target for the first 

time since November 2016. 
Root cause analysis and insights 
• All 3 DNAs for April 2017 were from Clinical Support CSC; 2 from the 

Additional Clinical Services staff group and 1 from the Administrative and 
Clerical staff group. 

Actions and Progress to date 
• Managers are contacted and asked to rebook staff onto future Corporate 

Inductions. 
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New Apprenticeships & Care Certificates Achieved 

25/05/2017 

Where we want to be: targets and benchmarks 
Target: Health Education England set a target of 2.39% of our workforce (160) that have started an 

apprenticeship by the end of 2017/18. 

Trends and Patterns 
• There were 2 new apprenticeships in April 2017, both based in Clinical 

Support 
• The Trust is waiting to be able to access the Apprenticeship Levy from May 

2017 where the numbers should increase. 
Root cause analysis and insights 
Apprenticeship Categories: 
• 1 Business & Administration 
• 1 Healthcare Support Services 
Actions and Progress to date 
• Learning and Development plan to meet with CSC management teams to 

promote Apprenticeships in the workplace. 

1% 

Where we want to be: targets and benchmarks 
Target: All clinical new starters at bands 1 – 4 are to complete the Care Certificate within 12 weeks of their 

start date at the Trust.  The Trust has set the 6 month period as the final completion date to 
correspond with the probationary period. 

 
Trends and Patterns 
• In April there were 9 staff due to complete within 6 months of their start date. 

1 of the 9 did so, giving us a rate of 11%. 
• This is the lowest monthly percentage of completers so far. 
Root cause analysis and insights 
• Women and Children CSC had 1 out of 4 completers; Emergency Medicine 

CSC had 0 out of 2 completers; CHAT CSC, Head & Neck CSC, and 
Medicine CSC all had 0 out of 1 completers. 

Actions and Progress to date 
• Promotional material is distributed to all clinical areas. Support is offered by 

the Learning and Development department; a Care Certificate specific drop-in 
session will take place in May. 

New Apprenticeships 

Care Certificate achieved within 6 Months 

Care Certificates currently in progress: 193 
On target to achieve: 139 (72%) 
Target already breached: 53 (28%) 

11% 
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Where we want to be: targets and benchmarks Target: < 10% 
 

Trends and Patterns 
• Turnover Rate (12 month rolling average) has increased to 12.6% in April and remains above the target. 
Root Cause analysis and insights 
• Majority of the CSCs, with the exception of Head & Neck MSK, and Renal CSC, are above the rolling 12 month turnover target. 
Actions and progress to date 
• Focus on inductions for staff. 
• Focus on role clarity and objectives for all staff. 
• Review of National Staff Survey results and action planning. 
• Focus on staff development. 
• Focus on managing staff attendance. 

TARGET
Medical & Dental 0.2%  6.5% 

Nursing & Midwifery 1.1%  12.5% 

STT 1.1%  13.5% 

Admin 1.3%  16.4% 

Estates & Ancillary 0.0%  19.4% 

Total Trust 1.0%  12.6% 

Turnover rate
In Month Rolling 12 Months

12% 12%
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Where we want to be: targets and benchmarks Target: < 3% 

Trends and Patterns 
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% 

in March and remains above the target. In-month sickness absence 
decreased to 3.8% in March and is above the target. 

Root Cause analysis and insights 
• CHAT, Emergency, MOPRS, Renal, Research & Development and 

Women’s & Children’s CSC have the highest rate of in month sickness 
absence.  

• Majority of the CSCs, with the exception of Head & Neck, Surgery & 
Cancer CSC and Corporate Functions, are above the in-month 3% 
target in March. 

Actions and progress to date 
• HR Manager identified to specifically work with CSCs to reduce 

sickness absence. 
• Due to in-month sickness slowly increasing over previous months, 

letters have been sent out to managers to distribute to staff who have 
met the sickness absence triggers as per the sickness absence policy 
to drive sickness absence down and turn off temporary workforce where 
possible and necessary. 

Occupational Health and Safety Report 
• There was 3 RIDDOR incidents reported in April 17. These were in 

DCCQ in CHAT, MAU in Emergency and on G3 ward in MOPRS. 
• The were 17 sharps injuries reported in April 17. These were reported 

within majority of the CSCs, with the exception of MOPRS, MSK and 
Surgery & Cancer CSC. 

TARGET
CHAT 4.9%  4.5% 

Clinical Support 3.2%  3.3% 

Emergency 4.5%  4.1% 

Head & Neck 3.0%  3.1% 

Medicine 3.3%  3.3% 

MOPRS 6.1%  5.8% 

Musculo-skeletal 4.4%  4.4% 

Renal 4.8%  5.5% 

R&D 5.1%  2.7% 

Surgery & Cancer 2.2%  3.1% 

Women's & Children's 4.7%  4.8% 

Corporate Functions 2.0%  2.1% 

Total Trust 3.8%  3.9% 

Sickness Absence rate
In Month Rolling 12 Months

3% 3%
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Where we want to be: targets and benchmarks Target: < 3% 

Main reasons for absence (combining short and long term) 
• Combining short and long term the top 2 reasons are ‘gastrointestinal 

problems’ and ‘cold, cough, flu’.  The main reasons for term absence being 
anxiety/stress or depression and musculoskeletal problems. 

• Out of the 4 staff groups Nursing & Midwifery (N&M) the highest and been in 
excess of 5% since August 2016, peaking at 5.9% in January reducing to 
5.1% in March. 

• This is consistent with those CSCs with the highest absence rate   where 
N&M is the largest staff group absent. 

• Medical & Dental have lowest reported absence figures. 
Impact 
• Cost of absence in 12 month period is estimated to be £10,215,776  
• Cost for temporary staff recorded as covering sickness absence is 

£2,053,206 
• During 12 month period, a total of 472,100 hours have been lost through 

sickness absence (9,054 hours per week = approximately 241 FTE) 
Benchmarking  
• Across the Wessex region sickness absence rate stands at 4.21% (Oct – 

Dec 2016) more recent data is not yet available 
• Absence rate when compared with local and within Wessex region shows 

PHT as the median Trust 
• Compares favourably with other acute Trusts – IOW 5.6%, Dorset 5.0% and 

Royal Bournemouth 5.2% 
Actions and progress to date 
• Return to work audits undertaken with ‘hot spot’ CSC’s 
• Delivery of management training with a further 180 managers trained in 12 

month period. 
• Monthly email notifications sent to managers highlighting staff that have 

breached Trust triggers 
• Partnership working with trade union, staff side colleagues when reviewing 

Attendance Management Policy and formal processes within the policy 

TARGET
Medical & Dental 1.0%  1.0% 

Nursing & Midwifery 5.1%  5.2% 

STT 3.4%  3.5% 

Admin 3.5%  3.3% 

Estates & Ancillary 0.0%  0.8% 

PHT Total 3.8%  3.9% 

Sickness Absence rate
In Month Rolling 12 Months

3% 3%
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Health, Safety & Wellbeing Service 
 
Aquilis Counselling 
• There has been a 20% increase in the number of referrals for counselling for April from across the Trust with 83 new staff referrals. 
• Waiting times will increase due to the unanticipated increase in workload. 
 
On Your Feet Britain 29 April 2017 
• Free use of Oasis was promoted to encourage staff to increase the amount of physical exercise they do which included a free tanita 

reading. 
• 20 staff took up the offer 
 
National Walking Month May 2017 
• Walks around the site led by Oasis have been established to run 3 days a week during May. 
• Up to 7 staff have undertaken the walks at each session so far. 
 
Mental Health Awareness Week - Research and Innovation Conference 
• 2 staff attended the conference to promote mental health in the workplace 
 
International Nurses Day  12 May 2017 
• The Health Safety and Wellbeing Service participated in International Nurses day with a focus on hydration 
• Over 50 staff had a skin hydration check, and completed a hydration questionnaire. 200 water bottles donated by South Downs water 

were given out to staff. In addition the importance of mental health for staff was promoted with games and leaflets. 
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Staff Friends and Family Test Pulse 
 

• During February 2017, staff were asked to complete the 
quarter 4 friends and family test alongside some other 
key questions. The results are shown in the table to the 
right. This quarter saw a response rate of 14% (950)  
with a mixed outcome.  

• Question 1 saw an improvement from the 2016 National 
Staff Survey 2016 (NSS16) score and a slight decline 
from Q2 Pulse.  Question 2 remained stable. Questions 3 
and 4 are not comparable with any NSS16 question and 
showed a slight decline from previous Pulse surveys. 
Question 5 showed an improvement from Q1 and a slight 
decline from Q2.  Question 6 remained in line with 
previous quarters and an improvement on the NSS16.   

• Question 7 saw an overall increase.  
 

Key themes arising from the comments provided 
by staff were as follows: 
• Recommendation of PHT as a place to receive treatment  

• Outstanding and compassionate clinical care; friendly, 
professional staff, first class facilities. 

• Unrelenting pressure; staff shortages; too many 
routine cancellations; too many patient moves and 
inappropriate outliers. 

 
Recommendation of PHT as a place to work 
 Great immediate management support and 

compassion; effective teamwork; excellent 
development opportunities, PHT feels like family. 

 Periods of instability at senior leadership level; low 
staffing levels; managers not acting on concerns; 
unpopular park and ride. 

Question 1 Recommendation of PHT as a place to receive care and treatment (NSS ref: q21d)

Question 2 Recommendation of PHT as a place to work (NSS ref: q21c)

Question 3 Recommendation of specialty/department for care and treatment

Question 4 Recommendation of specialty/department as a place to work

Question 5 Any bullying, harassment or abuse is dealt with swiftly and appropriately within my 

specialty/department

Question 6 I feel I am able to raise concerns about unsafe clinical practice (NSS ref:Q13b)

Question 7 My immediate manager takes a positive interest in my health and well-being ( NSS Ref: Q7f)

• Quarter 4 was open to all staff by paper or online survey and 
unregulated, meaning that it was not restricted to one response per 
person. The survey was open for a 2 week snapshot period, during a 
highly pressured period following the New Year/winter. Data will be 
shared with CSC’s for in depth analysis and priority will continue to 
be given to addressing the key areas of concern. 

• The response rate by staff group was as follows: Nursing and 
Midwifery 37%, Admin, Clerical and Mngt. 33%, AHP’s, Healthcare 
Scientists  20%, medical and Dental 8% and Estates and Ancillary 
3%. These are all comparable to the composition of the workforce 
with the exception of Admin and Clerical who make up 17% of the 
workforce.   107
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Whistleblowing / Safeguarding / Professional Registration 
• 1 Professional Registration referral was received and reported in April. 

• 1 whistleblowing referral was reported in April. 

 Concerns with regards to poor quality care and management failings which are being investigated. 

• No safeguarding referrals have been received or reported in April. 

Revalidation of Medical Staff 
• 1 doctor has undertaken revalidation as at 30th April 2017. Due to how the revalidation dates have been set by the GMC the numbers 

due to revalidate are expected to fall this year and next year. The numbers will begin to increase approximately in April 2018 which 

will be the start of the second cycle. 

• 1 doctor has been deferred as at 30th April 2017. 

• All medical staff are engaged in the validation process. 
 

Revalidation of Nursing & Midwifery Staff 
• 45 Nursing and Midwifery staff have undertaken revalidation as at 31st March 2017. 
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TRUST BOARD PUBLIC – JUNE 2017           Agenda Item Number: 89/17 
         Enclosure Number: (3) 

Subject: Care Quality Commission inspections update 

Prepared by: 
 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Debra Elliott, Deputy Director of Nursing 

Nicola Ryley, Interim Director of Nursing 

Purpose of paper This report updates the Trust Board on the recent CQC inspections 
and actions taken. 

Discussion requested by Trust Board 

Regular Reporting 

For Information / Awareness 

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

On the 16th and 17th February 2017 CQC Inspection Managers 
visited the Trust and reviewed the Emergency Medical Pathway, 
which included the Emergency Department and acute medical 
wards.  Inspectors returned on the 28th February to further inspect 
the Emergency Medical Pathway. 
 
On the 3rd May 2017 the Trust was issued with a Warning Notice 
under Section 29A of the Health and Social Care Act.  The Notice 
detailed the grounds upon which the CQC believe significant 
improvements are required.  The CQC have determined that the 
Trust is non-compliant with Regulations relating to:  
· Dignity and respect. 
· Need for consent. 
· Safe care and treatment. 
· Safeguarding service users from abuse and improper treatment. 
· Good governance. 
· Staffing. 
 
A further inspection under the ‘well-led’ domain was undertaken on 
the 10th and 11th May 2017.  On the 11th May the Trust was informed 
of serious concerns the CQC identified during their inspection.  The 
concerns related to the safety of patients who are vulnerable or may 
have a mental health condition in the Emergency Decision Unit 
(Observation Ward), the Acute Medical Unit (AMU) and on in-patient 
wards and included staffing levels, consent, risk assessment and 
care planning, Mental Capacity, Deprivation of Liberty Safeguards 
(DoLS) and Safeguarding.  Information was provided to the CQC on 
the actions immediately taken and specific actions to be taken to 
address their concerns. 
 
On the 12th May, the Trust was formally served with a notice under 
Section 31 of the Health and Social Care Act 2008, which 
immediately imposed six conditions on the Trust Registration.  The 
full detail of the conditions can be found within this report, the 
following provides a brief summary of the conditions. 
 
1. Ensure sufficient numbers of suitably qualified and competent 
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staff in the emergency decision unit in the emergency 
department to provide safe, good quality care to patients with 
mental health problems along with all other patient. Staffing 
levels and skill mix must take into account the acuity of all 
patients in the department at any given time.  

 
2. Ensure that all patients presenting to the emergency department 

with mental health problems receive a full assessment of all risks 
assessment and corresponding risk management plan/care plan. 

 
3. Identify, monitor and observe detained and / or high risk patients 

with mental health concerns or vulnerable safeguarding issues 
across the hospital and have oversight of the location of these 
identified and plan of care of patients at all times.  

 
4. Ensure there are clearly identified leads for mental health 

provision within the emergency department and acute medical 
unit at all management levels. Ensure that there is executive 
level leadership that has accountability for mental health care, 
safeguarding and Deprivation of Liberty Safeguards within the 
hospital.  

 
5. Ensure that Deprivation of Liberty Safeguards are applied as per 

the requirements of Mental Capacity Act, 2005, prior to depriving 
a person of their liberty.  

 
6. Immediately take action to ensure patients are safe. As a 

minimum, deploying sufficient, suitably qualified and competent 
staff and completing robust risk assessments, plans and 
delivering the identified care and treatment for patients 
presenting with mental health issues. The trust must send the 
CQC an update weekly in this respect from the week 
commencing 22nd May 2017  

 
The Trust provided a full and detailed response to the CQC against 
each of the Conditions, which included immediate actions taken and 
further actions to be taken with identified leads and deadlines for 
completion. 
 
The Conditions will remain in place until the Trust is able to 
demonstrate that the risk to patients has been removed. 
 
The Section 29A Warning Notice and Enforcement Notice have 
been shared with the Trust Management Teams and Senior Medical 
and Nursing staff for consideration of how they are assured that the 
issues identified would not be identified in their areas and requesting 
that actions be put in place where required.   
 
The CQC Quality Improvement Plan is in the process of being 
updated will be updated in light of the above to ensure appropriate 
actions are in place to make the improvements required of the Trust.  

111



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

The Trust Board are asked to note the Warning Notice and 
Enforcement Notices served upon the Trust, the actions being taken 
and to feedback any areas of concern or where further information is 
required. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 Monthly reporting until actions closed. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Legal requirement to meet the Health and Social Care Act 
regulations. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None – private report. 

 

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

Organisational Priorities Priority 1 – Deliver safe, high quality, patient centred care 

Priority 2 – Continually improve the patient experience 

Board Assurance Framework/ 
Risk Register Reference 

Board Assurance Framework: PE4: Maintenance of compliance with 
CQC Regulations 

Risk Description n/a 

CQC Reference All domains 

 

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

None n/a 
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On the 16th and 17th February 2017 CQC Inspection Managers visited the Trust and reviewed the 
Emergency Medical Pathway, which included the Emergency Department and acute medical 
wards.  Inspectors returned on the 28th February to further inspect the Emergency Medical 
Pathway. 
 
Following the February inspections, on the 3rd May 2017 the Trust was issued with a Warning 
Notice by the CQC under Section 29A of the Health and Social Care Act.  The Notice details the 
grounds upon which the CQC believe significant improvements are required.  The CQC have 
determined that the Trust is non-compliant with the following Regulations of the Health and Social 
Care Act 2008 (regulated activities): 
 

· Regulation 10: Dignity and respect. 
· Regulation 11: Need for consent. 
· Regulation 12: Safe care and treatment. 
· Regulation 13: Safeguarding service users from abuse and improper treatment. 
· Regulation 17: Good governance. 
· Regulation 18: Staffing. 

 
If the Trust fails to comply with the requirement to make significant improvements the CQC will 
decide what further action is required.  This could include the CQC notifying NHS Improvement 
they are satisfied that there is a serious failure by the Trust to provide services that are of sufficient 
quality. 
 
CQC inspectors returned to the Trust on the 10th and 11th May 2017 and undertook an inspection 
focussing on the Trust-wide corporate ‘well-led’ function.  This inspection was based on a 
combination of what the CQC found during their February inspections and information given to 
them from patients, the public and other organisations.  The inspection did not involve inspections 
of specific wards or departments; however, as well as spending time with senior leaders the 
inspectors did visit numerous wards and areas. 
 
On the 11th May the Trust was informed of serious concerns the CQC identified during their 
inspection.  The concerns related to the safety of patients who are vulnerable or may have a 
mental health condition in the Emergency Decision Unit (Observation Ward), the Acute Medical 
Unit (AMU) and on in-patient wards and included staffing levels, consent, risk assessment and 
care planning, Mental Capacity, Deprivation of Liberty Safeguards (DoLS) and Safeguarding.  
Information was provided to the CQC on the actions immediately taken and specific actions to be 
taken to address their concerns. 
 
On the 12th May, the Trust was formally notified of the CQC decision to serve a notice under 
Section 31 of the Health and Social Care Act 2008, which immediately imposed conditions on the 
Trust Registration.  The following six conditions were enforced: 
 

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

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

· Assessment of risks across a broad range of mental health issues and the 
identification of any specific risks for the individual patient and others in the 
department (patients, carers, staff, members of the public) and any safeguarding 
concerns.  
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· The environmental risks to the patient and mitigating actions  
· Robust immediate risk management/care plan documenting the appropriate 

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

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

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

 
4. The Registered Provider must ensure that there are clearly identified leads for mental 

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

 
5. The Registered Provider must ensure that Deprivation of Liberty Safeguards are applied as 

per the requirements of Mental Capacity Act, 2005, prior to depriving a person of their 
liberty.  

 
6. The Registered Provider must immediately take action to ensure patients are safe. As a 

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

 
The Trust provided a full and detailed response to the CQC against each of the Conditions, which 
included immediate actions taken and further actions to be taken with identified leads and 
deadlines for completion. 
 
The Conditions will remain in place until the Trust is able to demonstrate that the risk to patients 
has been removed. 
 
The Section 29A Warning Notice and Enforcement Notice have been shared with the Trust 
Management Teams and Senior Medical and Nursing staff for consideration of how they are 
assured that the issues identified would not be identified in their areas and requesting that actions 
be put in place where required.   
 
The CQC Quality Improvement Plan is in the process of being updated will be updated in light of 
the above to ensure appropriate actions are in place to make the improvements required of the 
Trust. 
 
Both NHS Improvement and the CCG have been informed. 
 
The reports from both the February and May inspections are currently awaited. 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 90/17 
          Enclosure Number: (4) 

Subject: Quality Performance Report to the Trust Board  
(April 2017 position) 

Prepared by: 
 

Annie Green, Head of Risk Management. 
Fiona McNeight, Associate Director of Quality and Governance  

   Sponsored & Presented by: Nicola Ryley, Interim Director of Nursing 

Purpose of paper 
 

This report updates the Trust Board on significant incidents.  

Discussion requested by Trust Board 
Regular Reporting 
For Information / Awareness 

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

Trust Board are asked to consider alongside the Integrated 
Performance Report.  

SIRI summary – April 2017 
· A total of 55 SIRIs reported in April comprising: 
· 49 x breach of 12 hour DTA target 
· 6 x clinical SIRIs  

 
- 1 x  Baby admitted to NICU for therapeutic cooling and 

with a diagnosis of grade 3 Hypoxic Ischaemic 
Encephalopathy (HIE) 

- 1 x Patient attempted suicide whilst on Observation 
ward on ED 

- 1 x Hospital acquired avoidable grade 3 pressure 
damage to the right heel 

- 1 x Inpatient fall resulting in a fracture requiring surgical 
intervention 

- 1 x Patient discharged home with known foreign object 
insitu. 

- 1 x Breach of the DTA target (x 50) 
 

This compares to 8 clinical SIRIs reported in March. 
 

· Of the 6 clinical SIRIs reported in April; all patients or relatives, 
where applicable or appropriate, were informed of the incident 
within the deadline and are aware of the on-going investigation.   

· 330 SIRIs remain open on STEIS (Compared with 258 in 
March), 299 of these are Breaches of DTA. 
- 319 SIRIs are in the process of investigation within the Trust 

(299 DTA breaches).  
- 7 clinical SIRIs have had their investigation completed and 

the reports have been submitted to the Commissioner for 
their review and sign off. 
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- 6 of these are awaiting closure by the CCG. 
 
May 2017 
As of 08/05/2017 11 SIRIs have been confirmed 10 breaches of 
DTA target and 1 clinical SIRI. 

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

Trust Board are asked to note the report and feedback any areas of 
concern or where further information is required. 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

This quality report forms part of the Integrated Performance Report 
and will continue to be submitted for information on a monthly 
basis. 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Considered – no impact. 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None – private report. 

 
 

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

Organisational 
Priorities 

Organisational priority 1:  Deliver safe, high quality patient centered care. 
Organisational priority 2:  Continually improve the patient experience. 

Board Assurance 
Framework/ Risk 

Register 
Reference 

 

Risk Description  

CQC Reference All domains 

 

Committees/Meetings at which paper has been approved: Date 

None  
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Serious Incidents Requiring Investigation  
Monthly Update – March 2017 

 
This report aims to provide the Trust Board with assurance that serious incidents requiring investigation 
(SIRI’s) including Never Events are identified, reported, investigated fully and lessons learnt across Portsmouth 
Hospitals NHS Trust. The Trust approach to SIRI’s is to be open and transparent and to use incidents as an 
opportunity for the Trust to learn and improve care for patients. 

 
Current SIRI Position 2016/17 

SIRI Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr 
New 

 23 32 40 8 9 3 12* 11** 9 15*** 40 94 115 56 

Under 
investigation Nil Nil Nil Nil Nil Nil Nil Nil 3 5 9 86 115 56 

Submitted  to 
CCG 23 32 40 8 9 3 12 11 6 13 31 8 Nil Nil 

Closed by 
CCG 23 32 40 8 9 3 10 10 6 11 1 Nil Nil Nil 

* reported as 13 in September, October, November and December reports however one event was 
downgraded from SIRI status following completion of the investigation. 
** reported as 12 in October and November reports however one event was downgraded from SIRI status 
following completion of the investigation. 
*** reported as 16 in December, January and February reports however one event was downgraded from 
SIRI status following completion of the investigation. 
 
Current Never Event Position 2016/17 

Never Event Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr 
New Nil 1 Nil 1 Nil Nil Nil Nil Nil 2 Nil Nil 1 0 
Under 
investigation Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 1 0 

Submitted in 
month to 
CCG 

NA 1 NA 1 NA NA NA NA NA 2 NA NA Nil 1 

Closed by 
CCG NA 1 NA 1 NA NA NA NA NA 1 NA NA Nil 0 

 
New incidents in April 
During April 55 Serious Incidents Requiring Investigation (SIRI’s) have been reported; which include 49 
breaches of the DTA target. The table below provides information on the 6 clinical incidents reported this 
month, initial grading and the due date for submission of the investigation report to Fareham and Gosport 
Clinical Commissioning Group (CCG). 
 
Incident date 
Datix/STEIS 
number and 
date reported 
CSC/Ward 

Incident Summary Immediate actions 
taken 

Initial 
Grading 

Date due for 
Submission 

to CCG 
Patient 

outcome 

04/04/2017 
21667 
2017/9263 
04/04/2017 
Women’s & 

Baby admitted to 
NICU for therapeutic 
cooling and with a 
diagnosis of grade 3 
Hypoxic Ischaemic 

Investigation 
commenced 

Severe 
Harm 

28.06.2017 Care was 
withdrawn on 
11th April 
2017 and 
baby died. 
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Incident date 
Datix/STEIS 
number and 
date reported 
CSC/Ward 

Incident Summary Immediate actions 
taken 

Initial 
Grading 

Date due for 
Submission 

to CCG 
Patient 

outcome 

Children’s/NICU Encephalopathy 
(HIE): prognosis is  
uncertain but 
considered poor 

Now classified 
as late 
neonatal 
death 

12/04/2017 
22119 
2017/10086 
12/04/2017 
Emergency 
Medicine/ED 
Obs 

Patient attempted 
suicide whilst on Obs 
ward on ED - 
sustained ruptured 
oesophagus, 
required surgery and 
ITU admission. 

Investigation 
commenced 

Severe 
Harm 

05.07.2017 Patient 
currently in 
ITU - Poor 
prognosis 

05/04/2017 
21757 
2017/10264 
Medicine/E6/7 

Hospital acquired 
avoidable grade 3 
pressure damage to 
the right heel 

Investigation 
commenced 

Severe 
Harm 

11.07.2017 Patient 
discharged 
home. 

17/04/2017 
22245 
2017/10668 
17/04/2017 
CSS/ Diagnostic 
Imaging 

Inpatient fall resulting 
in a fractured right 
hip needing surgical 
intervention 

Investigation 
commenced 

Severe 
Harm 

14.07.2017 Patient 
attended 
surgery 
18/04/2017 for 
surgical repair, 
recovering 
well 

26/01/2017 
22373 
2017/10699 
19/04/2017 
Medicine/C5 

Patient discharged 
home with known 
foreign object insitu. 
Patient died at home 
12 days later - PM 
concluded object 
was a 17cm pencil 
causing ruptured 
diaphragm and right 
lung as cause of 
death 

Investigation 
commenced 

Death 14.07.2017 Patient died 

18/12/2016 
15115 
2017/10865 
18/12/2016 
Medicine/D3 
 

Possible 
anaphylactic reaction 
resulting in the 
patient sadly dying 

Investigation 
Commenced 

Death 18.07.2017 Patient died 

 
 
Incidents under investigation in April 
330 SIRI’s remain under investigation (299 DTA breaches).   
There are currently four SIRIs which have exceeded the target date of 60 working days (17 February, 09 
March, 24 April and 28 April) for submission to the Commissioners.  Three have extensions approved by the 
Commissioners the one due 28 April does not. 
 
Reports submitted to Commissioner in April. 
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The Trust submitted 92 DTA Root Cause Analysis reports and 7 completed clinical SIRI investigation reports to 
the CCG during April.  The following actions were identified as a result of the completed clinical investigations: 
 

2016/32242 
14697 Actions In month update 

Retained vaginal pack – 
not meeting never event 
criteria 

1. Gynaecology to commence using Green 
arm bands on women with intentionally 
retained packs. Arm band to be placed in-
situ in the theatre prior to transfer to 
recovery 

2. Ward based management team to review 
ward processes and undertake a feasibility 
study regarding a nurse on ward rounds 
Other forms of communication need to be 
reviewed as part of the process to ensure 
that a robust communication pathway way 
is in place to prevent this event reoccurring 

3. To communicate verbally to staff handing 
over to/to add to handover sheet from post 
operative instructions in theatre notes (via 
bed view) b) Audit of compliance to be 
completed 6 months after implementation 

4. Lessons learned poster to be created 
based on the case and shared as part of:  
- Morbidity and Mortality meetings 
- Ward nursing meetings 
- Form  part of gynaecology governance 

meeting 
- Share with wider Trust as part of SOS 

newsletter   

1. Completed  
2. Completed 
3. Completed 

B) Ongoing due December 
2017 

4.  Completed 

2017/4666 
18614 Actions In month update 

Patient suffered 
catastrophic bleed during 
stomaplasty surgery 

1. Liaison with existing Head and Neck 
consultants and Clinical Director  

1. Completed 

2017/4321 
18120 Actions In month update 

Unplanned elevation of 
care to ITU following 
cardiorespiratory arrest 
due to aspiration 3 days 
post-op 

1. Education of all surgeons and 
anaesthetists who perform this 
procedure 

2. Education of medical and nursing 
staff to improve documentation when 
patients decline an intervention. 

3. Medical and nursing staff to escalate 
to their senior when patients decline 
an intervention if appropriate 

1. Completed 
2. Ongoing due June 2017 
3. Ongoing due June 2017 
 
 

2017/5430 
19010 Actions In month update 

Patient admitted for 
wash out of chronic 
discharging wound, 
dressing discovered in 
wound.  Unlikely to be 
from original surgery.  

1. No actions identified for completion 1. N/A 
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Not a never event. 
2017/8518 

14826 Actions In month update 

Inpatient fall prior to 
transfer to another ward, 
not handed over to 
nursing staff - patient 
later found to have acute 
on chronic subdural 
hematoma and later 
died. 

1. AMU staff are part of a wider Portsmouth 
Hospitals Team involved in the NHSI Falls 
collaborative.  This programme is aimed to 
support improving care of patients at risk if 
falls and promoting falls education and 
training. 

2. Improved real-time investigation of falls 
event through SWARM approach 

3. Ensure essential clinical assessment  and 
adequate clinical documentation are 
completed before transferring patients 
between clinical areas 

4. Use safety huddle process to identify 
patients at risk and adopt risk reduction 
strategies 

5. Improve VTE risk repeat assessment in 
patients with recent inpatient unwitnessed 
falls 

1. Completed 
2. Completed 
3. Ongoing due July 2017 
4. Completed 
5. Completed 

2017/3897 
17800 Actions In month update 

Suboptimal care 
resulting of a 
deteriorating patient 

1. Junior Doctors to inform a senior member 
of their Team when discussing an acutely 
unwell patient. 

2. Vascular team handover between day and 
evening team should ideally be in presence 
of SHO or nurse in charge. 

3. Develop process to check ABGs & VBGs 
conducted by H@N are checked. 

4. Nurse training on accurate AVPU scoring. 
5. Vital signs to be performed if a change in 

patient condition. 
6. To discuss this event with the staff 

members involved. 

1. Completed 
2. Completed 
3. Completed 
4. Ongoing due June 2017 
5. Completed 
6. Ongoing due end of May 2017 

2017/6520 
19746 Actions In month update 

Wrong site surgical 
procedure meeting 
'never event' criteria 

1. ‘Watch Out’ poster to be created to inform 
theatre staff about this event. 

2. All members of the theatre team to 
understand the need to fully engage with 
the WHO Surgical Safety Checklist to 
ensure it is completed ‘to the letter’ 
B) Share learning in the CHAT and 
Surgical Newsletter   

3. Re-launch Theatre etiquette standards, 
with particular reference to noise levels and  
“pause times”   

4. Agree consistent practice of marking for 
urology procedures.   

1. Completed 
2. Ongoing due end of May 2017 

B) Completed 
3. Ongoing due end of May 2017 
4. Ongoing due June 2017 
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TRUST BOARD PUBLIC – JUNE 2017       Agenda Item Number: 91/17 
        Enclosure Number: (5) 

Subject:  Complaints and PALS Report – Quarter 4 2016/17 

Prepared by: 
Sponsored & Presented by: 

 Marion Brown, Head of Complaints and PALS 

 Nicola Ryley, Interim Director of Nursing 

Purpose of paper In line with DoH Regulations, this report is to provide assurance to 
the Board of compliance with current legislation of NHS complaints 
handling. 

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

· 171 formal complaints received (6% increase from Quarter 3 and 
8% reduction from Quarter 4 of previous year 

· 100% acknowledged within national standard of 3 working days 

· 1,830 contacts received by PALS, 73% resolved within 5 working 
days 

· 1,975 compliments/plaudits received 

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

The Trust Board are asked to note the contents of this report and 
provide any feedback if required. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Report is required in line with NHS Complaints Regulations (2009) 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

We rely on public and patient feedback to provide us with this rich 
source of feedback. 

 

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

Organisational Priorities Deliver safe, high quality, patient centred care.  Improve patient 
experience as a result of feedback received through complaints and 
PALS contacts. 

Board Assurance Framework/ 
Risk Register Reference 1.4 

Risk Description Failure to meet requirements of NHS Complaints Regulations 2009, 
CCG contract requirements, CQC requirements and achieve internal 
and external standards around patient experience as measured 
through Francis Report and Clwyd Review 2013   

CQC Reference Outcome 17 
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QUARTERLY COMPLAINTS & PALS REPORT 
1 January to 31 March 2017 (Quarter 4 2016-17) 

PHT Complaints and PALS report (Quarter 4 2016-2017)   

1. INTRODUCTION 
The aim of this report is to provide the Trust’s Board with an overview of the complaints and 
concerns received during Quarter 4 2016/17.   
 

2. KEY POINTS 
· 171 formal complaints received (6% increase from Quarter 3 (161) but an 8% 

reduction from Quarter 4 of the previous year – 186). 
· 100% acknowledged within national standard of 3 working days. 
· 1,830 contacts were received by PALS,  92% resolved within 5 working days. 
· Trends through complaints and PALS remain: Aspects of clinical treatment, 

Outpatient appointment delays and cancellations (ENT, Ophthalmology and 
Gastroenterology). 

· 1,975 compliments/plaudits have been received. 
 

 
 

3. SUBJECTS 
In keeping with national data, the majority of complaints involved aspects of Clinical 
Treatment (70), but a rise is also seen in complaints about Admission, Discharge and 
Transfer (32 - previous quarter 24) in particular issues involved patient discharge (21). 
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4. BREAKDOWN BY QUARTER 
Compared to Quarter 3, there was a 56% increase in complaints involving the Emergency 
Department during Quarter 4.  However the rise is expected given the pressure on that 
area of the hospital, but numbers are not excessive when compared to earlier data.    
 

CLINICAL SERVICE CENTRE Q1 16/17 Q2 16/17 Q3 16/17 Q4 16/17 
Clinical Support Services 7 7 8 7 
Corporate Services 1 0 0 2 
Medicine for Older People, Stroke, Rehab 4 6 12 13 
Emergency Department 33 29 23 36 
Head & Neck 18 16 16 12 
Medicine   45 30 32 32 
Renal & Transplant 7 2 4 4 
Theatres, Anaesthetics, Critical Care 2 3 1 6 
Surgery & Cancer 36 32 32 22 
MSK 20 23 18 15 
Women & Children 24 14 16 22 
TOTAL 197 162 162 171 

 
 

5. PERFORMANCE INDICATORS 
The Trust achieved 100% compliance with its statutory requirement to acknowledge all 
complaints within 3 working days.   
 
The continued pressure on the hospital is impacting on staff’s ability to provide a timely 
investigation and response to a large number of complaints.  88 complaints received in 
Quarter 4 are still under investigation therefore we have to review the performance in 
Quarter 3 which shows that the number of complaints which were sent within the target (30 
working days) was 73 (45%).   
 

Indicator Q1 2016/17 Q2 2016/17 Q3 2016/17 Q4 2016/17 

No. of complaints acknowledged within 3 working days 197 (100%) 162 (100/%) 162 (100%) 171 (100%) 

No. of responses sent within deadline (30 working days)  105 (53%) 75 (46%) 73 (45%) 62 (36%) 

No. of complaints sent after required deadline 89(45%) 34 (21%) 33 (20%) 21 (12%) 

No. of complaints ongoing 3 (2%) 64 (40%) 56 (35%) 88 (52%) 

No. of complaints involving weekend incident 40 (20%) 21(13%) 16 (10%) 18 (11%) 
 

6. SEVERITY OF RISK ASSOCIATED 
During Quarter 4, the majority of complaints were graded as moderate risk (54%).  Only 
15% were considered high risk and were shared with the Trust’s Risk and Legal Teams to 
ensure that these are handled through the most appropriate process.   
 

GRADE OF SEVERITY No. % 
Green (Low risk) 53 31% 
Yellow (Moderate risk) 92 54% 
Amber (High risk) 26 15% 
Red (Extreme risk) 0 0% 
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7. COMPLAINT OUTCOMES 
Currently 89 complaints received in Quarter 4 have been responded to and we can report 
the following outcomes: 
- 13 (15%) upheld  
- 36 (40%) partially upheld 
- 40 (45%) not upheld  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8. TRUST WIDE THEMES FROM COMPLAINTS AND CONCERNS 
The following table shows a breakdown of the primary reason for the complaint or PALS 
concerns raised.  The most common theme involved outpatient appointment delays and 
cancellations (Gastro, ENT and Ophthalmology).  However a large number of people were 
also concerned about poor communication.  
 

Trust wide themes Complaints PALS Total 
Outpatient appt delay/cancellation  12 134 146 
Communication 16 125 141 
Aspects of Clinical Treatment 49 46 95 
Admission, Discharge & Transfer 33 47 80 
Inpatient appt delay/cancellation 3 45 48 

 
9. LEARNING FROM COMPLAINTS 

The following table shows some of the examples of improvement which have been 
implemented as a result of complaints received. 

 
Date Received CSC/Department Listening and Learning 
 
February 2017 

 
Emergency – Acute 
Medical Unit 

 
A family were caused upset when there were 
delays in completing death certification 
paperwork:   
 
This experience has prompted discussion at a 
Clinical Meeting and it is now regular practice to 
ensure that it is clear who will be completing the 
Certificate for cause of death at the end of each 
shift and when this will occur.   

 
There is also a plan to review the written 

Upheld 
15% 

Part Upheld 
40% 

Not Upheld 
45% 

Complaint - Outcomes (Q4 2016-17) 
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information the Department share with 
bereaved relatives to ensure that there is more 
clarity regarding possible delays in receiving 
necessary documents. 

 
February 2017 

 
Surgery & Cancer 

 
Concerns about incorrect documentation 
following mammogram.  Clinicians are now 
checking all letters for accuracy before they are 
sent. 

 
March 2017 

 
Emergency – Minor 
Injuries Unit 

 
Parents unhappy that a nurse asked their child 
direct about pain score and wrist fracture was 
missed. 
 
In future all Emergency Nurse Practitioners will 
discuss pain levels and relief with the family 
member present.   

 
 In addition, all Emergency Nurse Practitioners 

at the Unit have been reminded that a 
hyperextension injury to the wrist in a child of 
can lead to an injury of the kind that he has 
sustained. 

 
10. KO41(a) QUARTERLY SUBMISSION  

a) Point of Delivery:  The table below provides a summary of the total numbers of 
complaints by point of service delivery which is a requirement of the quarterly 
submission to the Department of Health.  Of note is the reduction in complaints 
involving Outpatients.   
 

 
 

b) Age Range:  The Trust is required to ensure that the services provided are accessible 
to patients of all ages and that there is no evidence of age discrimination.  The data for 
this quarter shows a reduction in complaints involving patients in the 56-64 and 65-74 
age range. 
 

 
 

Point of Q1 16/17 Q2 16/17 Q3 16/17 Q4 16/17
Inpatients 81 64 73 76
Outpatients 75 64 65 51
Emergency 33 27 23 34
Maternity 8 5 5 10
Other 0 2 0 0
Total 197 162 166 171

Age range Q1 16/17 Q2 16/17 Q3 16/17 Q4 16/17
0 to 5 years 6 6 8 11
6 to 17 years 5 5 6 9
18 to 25 years 5 7 8 11
26 to 55 years 64 51 38 39
56 to 64 years 24 18 20 11
65 to 74 years 37 28 26 18
75 years and over 55 38 52 53
Unknown 1 9 4 19
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11. PARLIAMENTARY & HEALTH SERVICE OMBUDSMAN (PHSO) 
The second stage of the NHS Complaints process is referral to the PHSO for independent 
review.  During Quarter 4 the Trust received notification of 3 complaints which had been 
referred to the PHSO. 
 
The Trust has been improving the handling of complaints and for the second year in a row 
we have seen no complaints fully upheld by the PHSO.  In 2 complaints the PHSO felt that 
the Trust had failed to provide enough evidence of action taken and these have now been 
addressed. 
 

PHSO 
Total 

received 
Under 
review Upheld 

Part 
upheld 

Not 
upheld 

2014-15 16 0 3 9 4 
2015-16 14 0 0 2 12 
2016-17 13 5 0 2 6 

 
12. COMPLAINTS HANDLING EVALUATION 

Despite sending 184 questionnaires, the Complaints Team received feedback from only 55 
complainants during Quarter 4 (32 by post and 7 by online survey and 16 by telephone 
contact).   
 
In most areas, the figures have reduced slightly, however it is positive to note that the 
number of people who felt confident to speak up has increased to 86%.  The Complaints 
Team continue to encourage feedback from patients, relatives and visitors and provide 
them with reassurance that any future care will not be compromised by having made a 
complaint.  A message to this effect has been added to the updated Complaints leaflet and 
the Trust website. 
 

 5 Key Questions  
Percentage of Positive Responses per Quarter 4 

 
Question 1 Q1 Q2 Q3 Q4 Examples of the comments received  
Did you feel 
confident to speak 
up? 

83% 73% 90% 86% Positive:   “I always feel confident to speak up, that’s how I 
am. I don’t just complain for myself but if something is wrong 
then It might help others too to get it corrected and I’ve got 
the time and energy to do so”. 
Negative:  “I waited so that it would not have had any effect 
on the treatment he received”. 

Question 2      
Did you feel that 
making a 
complaint was 
simple? 

83% 88% 86% 81% Positive: “”The PALS adviser on duty was extremely kind 
and understanding and reassuring. She actually took the 
complaint letter and passed it to the correct department." 
Negative: “No I found it time consuming and it’s not 
advertised enough that you are able to make a complaint 
easily.” 

Question 3      
Did you feel that 
you were listened 
to and 
understood? 

76% 71% 76% 73% Positive:  “We knew that we were listened to and time will 
tell whether changes will be made” 
Negative: “No one ever spoke to me when I made the 
complaint which would have helped the hospital to 
understand my complaint in the first place.” 

Question 4      
Did you feel that 
your complaint 
will make a 
difference? 

53% 55% 50% 50% Positive: “Maybe, some staff were excellent but usually 
these were the older members of staff and the younger ones 
didn’t seem to care” 
Negative: “Unsure if my complaint was helpful I hope so as I 
wouldn’t want anyone to go through the disrespectful 
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behaviour my son did”. 
Question 5      
Would you feel 
confident to make 
a complaint to the 
Trust in future? 

92% 88% 84% 86% Positive: “I felt my complaint was thoroughly investigated 
and improvements made to ensure it wont happen to others. I 
was very impressed with the whole complaints procedure 
especially being kept informed about the status – well done, 
have turned my negative experience into a positive one”. 
Negative: “No because I don’t feel I would be listened to”. 

 
13. PATIENT EXPERIENCE COMMITTEE 

The purpose of the Patient Experience Committee is to review the Trust’s complaints 
processes in a systematic and detailed way through the analysis of actual complaints, to 
ascertain the learning that can be applied to continuously improve the overall quality of 
complaints management, with the ultimate aim of improving patient experience. 
 
The committee is chaired by and its membership is comprised, of Non-Executive Directors 
and Governors.  Verbal feedback is given on a quarterly basis to the trust Board.  
 
 

14. PATIENT ADVICE AND LIAISON SERVICE (PALS) 
The PALS team handled 1,830 contacts during Quarter 4.  The principle of PALS is to 
effect speedy resolution of concerns and this principle is reflected in the table below with 
1,678 (92%) of contacts resolved within 5 working days. 
 

Patient Advice & Liaison Service 
(PALS) contacts Quarter 1 Quarter 2 Quarter 3 Quarter 4 

Total contacts received  1,443 1,813 1,669 1,830 

Resolved within 5 working days 1,211 (84%) 1720 (94%) 1526 (91%) 1678 (92%) 

Unresolved - Passed to Complaints n/a 5 (0.2%) 5 (0.3%) 8 (0.4%) 
 

15. PALS MONTHLY COMPARISON 
The number of contacts received by PALS peaked in January and has now become more 
stable.  Many of the contacts received by PALS involve other departments within the Trust 
and they continue to support the work of Health Information, Overseas Patient Service, 
Voluntary Services and Bereavement. 

 

 
 

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
2014-15 108 96 68 137 98 120 120 122 146 172 197 201
2015-16 158 153 213 226 141 181 204 171 117 157 217 233
2016-17 421 499 523 559 625 629 588 571 510 667 568 595
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16. MONTHLY COMPARISON OF ALL CONTACTS RECEIVED 

The following graph reflects the consistency in the number of formal complaints compared 
to the high number of people using the PALS route to have their concerns resolved. 
 

 
 

17. SOCIAL MEDIA 
The Complaints Team continue to monitor feedback received through social media sites, 
including Patient Opinion and NHS Choices.  During Quarter 4 a total of 111 comments 
were posted online about the Trust’s services and 70% of these were positive (78 positive 
and 33 negative).   
 
All positive comments are acknowledged and forwarded to the CSC (Clinical Service 
Centre) involved to share with their teams as it is just as important for staff to learn from 
positive feedback.  The Complaints Team also share these positive comments via Twitter 
and with the Communications Team for posting onto the Trust’s own Facebook page. 
 

Total stories by CSCs Positive Negative 
Clinical Support Services 1 2 
Corporate Services 1 0 
Emergency Department 16 6 
Head & Neck 6 6 
Medicine 19 4 
Medicine for Older People, Stroke & Rehab 1 0 
MSK 7 7 
Renal & Transplant 0 2 
Surgery & Cancer 13 3 
Theatres, Critical Care, Anaesthetics 6 0 
Women & Children 8 3 
TOTAL 78 33 

 
All negative comments are acknowledged and shared with the CSC involved to look into.  
As people do not share their full details on social media sites, this makes investigation 
almost impossible.  The Complaints Team therefore post a response asking them to 
contact PALS by private message to give more details and allow an investigation to be 
carried out into the concerns they have raised. 
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QUARTERLY COMPLAINTS & PALS REPORT 
1 January to 31 March 2017 (Quarter 4 2016-17) 

PHT Complaints and PALS report (Quarter 4 2016-2017)   

 
18. PLAUDITS 

During Quarter 4 1,975 plaudits were received about Portsmouth Hospitals NHS Trust.  
Some examples are listed below and, although these have been anonymised for this report, 
these are presented without alteration to grammar or spelling: 
 
Gosport Minor Injuries Unit:  “Used the walk in clinic on New Year's Eve.  Seen very 
promptly. Treated with dignity and respect. Happy to recommend”. 
 
Day Surgery Unit:  “It took some time to get the procedure that I needed.  When I finally 
had it last week the service given to me was first class and I cannot praise enough the 
hospital enough”. 
 
Colorectal Unit:  “Thanks to the stoma nurses and the team for there help today and 
taking the time to go through everything ready for big operation next week credit to the 
trust”. 
 
Emergency Department:  “All the staff were wonderful when treating my elderly mother 
early on Saturday morning and throughout the day, despite being so busy - from the 
consultant to the volunteer tea maker. Thank you everyone”. 
 
Respiratory Unit:  “The treatment I received was exceptional. The tenacity and dogged 
determination of the respiratory team was outstanding, No leaf went unturned to discover 
my lung issues. Therefore I commend all specialist doctors and assistants”. 
 
MSK:  “Had an appointment on the 2nd February with the Orthopaedics and found the 
experience very relaxed and all the staff I saw were very helpful and friendly”. 

 
 

19. UPDATE AND CURRENT INITIATIVES 
PALS:  Since the introduction of ward visits in January 2017, PALS have provided 
assistance to 296 patients in the Discharge Lounge and inpatient areas.  We hope to 
continue this helpful initiative to ensure that  

 
Rollout of Datix System for Complaints:  The complaints module on Datix is now in use 
by the staff at CSCs.  This allows them to review and update their own complaints on the 
system.  The Complaints Team will continue to review the information being logged on 
Datix and provide support to the CSCs will this new system is being embedded. 
 
 

20. CONCLUSION 
It is positive to note that the Trust only saw a slight increase in the number of formal 
complaints during this quarter, but overall this was a reduction from the same quarter last 
year.  On analysis of themes and subject matter, there are no specific areas, wards or 
clinicians which give rise to concern. 

 
 

21. RECOMMENDATION 
The Board is asked to note the contents of this report. 

 
 
 
Marion Brown 
Head of Complaints & PALS 
April 2017 
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Key points for Trust Board 
members 
Briefly summarise in bullet 
point format the main points 
and key issues that the Trust 
Board members should focus 
on including conclusions and 
proposals 

§ Challenges- training compliance. 

§ Emergency department support. 

§ Data collection systems- systems require updating. We are 
currently using database from external agency. 

§ Using new format (as discussed with Cathy Stone) that relates 
more easily with contracts and annual plans.  

 
Best practice- FGM /CPIS/office tasks to increase ward presence. 

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

 
Annual action plan and audit plans being completed 

 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

§ Not seen not heard campaign 

§ NICE guidance for Domestic abuse and support for 16-17 year 
olds 

§ Emergency medicine. 

§ CAMHS 

§ WNB 

§ CSE 
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issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
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Implications? 
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1. EXECUTIVE SUMMARY 

Our safeguarding practice must satisfy both Portsmouth Hospitals NHS Trust (PHT) strategic 
objectives and those directed by the local safeguarding boards. The Safeguarding Children Team 
strives to instil robust safeguarding children systems, policies, and structures, along a strong 
assurance framework.  

It has been a year of transition for the children’s Safeguarding Team that has included recruitment 
of two named professionals, a specialist nurse, and a new administrative support team. Although it 
has been a challenging time because of the induction and training of new staff, the team has 
continued to build upon our success and drive through change. 

We assess strengths and successes to be: 
 We work in partnership with the statutory and voluntary agencies across Portsmouth and 

Hampshire to ensure a co-ordinated multi-agency approach. We have strong relationships that 
ultimately create better working practices to further safeguard the child because we attend and 
are an active part of the working groups and external committees. 

 We remain child focussed and are committed to being a presence across the Trust by offering 
professional oversight and support to clinicians and most importantly to act as an advocate for 
the child. The introduction of daily ward rounds and weekly case review meetings has proven 
successful. 

 We investigate concerns and complaints fully by being open to the feedback we receive. We 
provide response as required and implement change to prevent repeated failings. We actively 
encourage feedback from families, PHT staff and external agencies.  

 The new team have formulated a vision to drive forward excellent practice within the 
organisation. To encourage staff in becoming a confident practioner within their own 
departments 

 We have made great progress in increasing awareness of female genital mutilation and are 
striving towards creating our services within PHT as a centre of excellence not only in 
protecting the child but in recognising the mothers as survivors of abuse and ensuring support 
for them and the ongoing safety and protection of the female child. 

 We have had success in offering bespoke training sessions within departments and at 
induction sessions. Our team are experienced trainers who recognise the increased need for 
our services and creative delivery of training to meet statutory objectives whilst also meeting 
the priorities of staff. 
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2. INTRODUCTION 

The purpose of this annual report is to inform Commissioners, local Safeguarding Children Boards, 
Women’s and Children’s Clinical Service Centre management team and Portsmouth Hospitals 
NHS Trust (PHT) Safeguarding and Governance Committee on progress made in delivering the 
Safeguarding Children’s Agenda during the previous year. (1st April 2016-31st March 2017). We will 
do this by: 

 Providing assurance to PHT Trust Board that the Trust continues to fulfil its statutory 
responsibilities in relation to safeguarding children as stated in Section 11 of the Children’s Act 
2004. 

 Central to this is the implementation of actions from the section 11 audit recommendations 
from the Serious Case Reviews, internal reviews of adverse incidents relating to children’s 
safeguarding and acknowledgment of national drivers within the Safeguarding Children’s Work 
Plan. 

 Providing an update on service developments and any existing or potential areas of risk in 
relation to safeguarding children and young people. 

The management of safeguarding children and young people continues to have a high profile, both 
nationally and locally. The implementation of the nationally agreed drivers for safeguarding are 
directed through Portsmouth and Hampshire Safeguarding Children Boards. This in turn is 
subordinated to the Trust’s Safeguarding Committee, Operational Group, and Safeguarding 
Children Team. 

PHT has continued to put measures in place at all levels within the organisation to ensure that it is 
doing everything it can to prevent the abuse and neglect of the children and young people who use 
its services. The Trust has established processes and systems to ensure there is a timely and 
proportionate response when allegations of neglect or abuse are identified. 

Key areas for development and challenge are: 
 To attain full training compliance within the organisation by concentrating on the areas that 

have a high number of children accessing services.  
 With the increase in the need for our services we need to ensure robust systems and 

operations are in place. The training is essential to embed these within the organisation. 
 To strengthen supervision arrangements across the Trust. To encourage professional curiosity 

and engagement. 
 To concentrate on accessing high quality training for the team to enable our clinical skills to 

grow as specialists, this will in turn ensure that learning and expertise is transferred to front line 
clinical staff and every child is provided with safe high quality safeguarding.  

 To continue to focus on team building, dynamics, and identity. To continually work towards 
becoming an efficient and effective team. Part of this development will include investment and 
commitment from the designated nurses, which is further welcomed by the team. 

 To raise the profile across the Trust around child sexual exploitation, the effect of domestic 
violence and the needs of the looked after child. 

 To enhance the understanding of neglect amongst the workforce and utilising the assessment 
tools, policies, and threshold documents to encourage staff to think family and the importance 
of providing early intervention. The relevance of the was not brought policy in early detection of 
concern. 
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 To work on having safe robust processes and policies for children and young people that have 
presented with self-harm, working with external teams to address the growing issues around 
mental health and suicides. 

 To improve quality assurance data, implementing a robust audit plan across the Trust that 
looks at all parts of the child or unborn journey. This will include both quantitative and 
qualitative information. As the workload increases and more complex cases present we plan to 
work closely with the IT teams to assist with collecting meaningful performance indicators.  

 To update all data collection systems within the safeguarding office to ensure accurate and 
meaningful data around the services we offer. 
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3. LEGISLATIVE FRAMEWORK 

Section 11 Children Act 2004 (self-assessment audit). The Trust remains fully compliant with 
section 11 and with CQC, Standard 7. The 2016/17 Standard NHS Contract for All Services: 
Schedule C, Part 7.2 has also been met and the contract for 2017-18 has been agreed. The Trust 
will continue to report quarterly on their progress. Currently we are completing Section 11 
assessments for 2017-2018. The assessment and any actions will be built upon in the annual 
plans. 

The Care Quality Commission requires health organisations to take reasonable steps to ensure 
that the commissioned services are compliant with the essential healthcare standards relating to 
arrangements to safeguard and promote the welfare of children across the following areas: 

 Those arrangements for children and young people are provided under Section 11 of the 
Children Act 2004 

 Working with partners to protect children and participate in reviews as set out in Working 
Together to Safeguard Children (HM Government 2015); 

 Agreed systems, standards, and protocols in place regarding sharing information about a child 
and their family, both within the organisation and with outside agencies. 2. Corporate 
Responsibilities/ Board objectives. 

Key People 
Section 11 of the Children Act 2004 places a statutory duty on key people and bodies to plan to 
safeguard and promote the welfare of children. All NHS Trusts, NHS Foundation Trusts and CCGs 
providing services for children are expected to identify named professionals who have a key role in 
promoting good professional practice and provide advice and expertise for fellow professionals. 
The Trust Board/Board of Directors recognises its responsibility of overseeing its safeguarding 
children arrangements. 

The Chief Executive 
The Accountable Officer of the Trust and as such has overall responsibility for ensuring it meets 
statutory and legal requirements and adheres to guidance issued by the Department of Health, 
Department for Education and Skills, Commissioners and Portsmouth and Hampshire 
Safeguarding Children Boards. 

Safeguarding Children Lead Director  
Accountable to the Chief Executive and has delegated responsibility for safeguarding children and 
young people. The Director of Nursing oversees effective safeguarding children arrangements 
within the Trust and is the named person on its Local Safeguarding Children Board. The named 
nurse for safeguarding, reports directly to the Director of Nursing to discuss progress and 
concerns. 

Named Doctor, and Lead for Child Deaths. 
 Consultant Paediatrician is the Named Doctor and Lead Doctor for Child Deaths for the Trust and 
is line managed by the Clinical Director for Paediatrics and supervised regarding safeguarding 
practices by the Designated Doctor.  

Named Nurse for Safeguarding Children & Young People 
The Named Nurse for Safeguarding Children is line managed by the Head of Nursing (Women and 
Children’s Clinical Service Centre) and accountable to the Director of Nursing. The Named Nurse 
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is the hospital wide lead for ensuring staff are aware of their roles and responsibilities in relation to 
safeguarding children as well as other relevant Government and external documents and works 
closely with the adult safeguarding lead and governance team within the organisation to ensure 
that all services are aware of their responsibilities. 

The Named Midwife.  
Is the clinical lead for safeguarding within midwifery, responsible for developing, participating, and 
contributing to policy and practice in relation to child protection issues associated with pregnancy 
and the post-natal period. They are accountable to the Head of Maternity (community) and Director 
of Midwifery. 

The Specialist Midwife. 
Accountable to the Named Midwife and supports the Named Midwife/Nurse in liaison with the 
Community Health Teams, Social Care, and Police, assisting in the delivery of training and 
carrying out safeguarding children audits. 

Specialist nurse advisor role for Safeguarding Children (0.72 WTE) 
Accountable to the Named Nurse, supports the Named Nurse/Midwife, in liaison with statutory and 
non-statutory partners assisting in the delivery of training and carrying out safeguarding children 
audits.  

Safeguarding Children Administrators (2wte) 
Provide administrative support to the Safeguarding Children Team. Following newly appointed 
administrative support this has enabled the roles to be expanded and to drive forward the agenda 
to create a single point of contact (SPOC). The role is being developed to include a higher level of 
safeguarding training and to allow carefully managed triage of calls. The ongoing development of 
the administrators is key in further developing the high level of support we will strive to offer across 
the Trust. 

Safeguarding Children within the Emergency Department.  
Within the department there is a lead doctor and nurse responsible for the delivery/facilitation of 
day-to-day safeguarding children and young people. The lead nurse currently delivers internal 
bespoke training under the guidance of the Safeguarding Children Team (SCT). The ED lead 
doctor in conjunction with the named doctor and named nurse will approach any issues liaise with 
external agencies, encouraging open discussion. Meetings that include all relevant parties are 
encouraged. Moving forwards the Safeguarding Team will be attendees at the ED governance 
meetings to assist with ongoing compliance. Under the direction of the safeguarding children team 
the ED lead nurse and doctors assists with any audits required. 

Portsmouth Hospitals NHS Trust Staff 
Managers, clinical professionals, care workers and any other staff who consider or suspect that 
abuse has occurred are responsible for ensuring they are familiar with Trust policies and 
procedures and for implementing them. The Safeguarding Children Operational Group will monitor 
compliance and will be responsible for ensuring that any action plans to improve compliance and 
effectiveness are implemented.  

Trust Board  
The Board receives a monthly report around safeguarding children form feedback at the Named 
Nurse/Director of Nursing meetings, a monthly quality report and an Annual Report on 
Safeguarding Children.  
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The Executive Lead for Safeguarding Children and Adults and chair safeguarding 
committee  
The Committee members meet quarterly to report on and discuss progress of any national and 
local agendas that affect the working of the organisation and welfare of children, young people, 
and adults, for example, meeting Commissioner Contracts and Trust Priorities around 
safeguarding. 

Safeguarding Children Operational Group 
All Clinical Service Centres report to the group and it monitors the effectiveness of policy and 
practices, oversees the implementation of any action plans, recommendations from serious case 
reviews; identify any changes required in service provision and provides assurance on compliance 
with legislation and national standards. The named doctor chairs this group. 
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4.  MULTI-AGENCY WORKING  

Portsmouth and Hampshire Safeguarding Children’s Boards are the statutory, strategic inter-
agency forums which have the primary responsibility for determining how the different agencies 
and professional groups should co-operate to protect children from abuse and neglect. They 
oversee and monitor that the arrangements to safeguard work effectively to achieve good 
outcomes for children and young people (C&YP) in the local area. In addition, both Boards have 
responsibility to ensure the effectiveness of arrangements made by agencies to safeguard and 
promote the welfare of children. Therefore, in addition to its key tasks, the Board has a co-
ordinating, monitoring and performance management role in relation to a wider safeguarding 
agenda. 

PHT is represented on the Portsmouth Safeguarding Children Board (PSCB) by the Director of 
Nursing (Executive Lead for Safeguarding Children), who may on occasions delegate this 
responsibility to the Head of Nursing for the Women & Children’s CSC or the Named Nurse. PHT is 
represented on all relevant PSCB committees and sub groups by the Named Nurse or delegated 
safeguarding children team member. 

A representative from PHT attends the following meetings of the Boards and relevant sub-groups: 

Meeting title /Area Frequency Representatives 

Hampshire Safeguarding Board (HSCB) 

Hampshire Safeguarding 
Board. (HSCB) Board 
meetings 

Quarterly Under review 

HSCB (Hampshire) Multi-
agency safeguarding forum 
(South East) 

Quarterly Named Nurse for Safeguarding 

Wessex forum group Quarterly Named Nurse for Safeguarding 

Hampshire safeguarding 
Board task & finish groups 

Various Safeguarding Children 
representative 

Children’s Trust Board Quarterly Executive leads 

Portsmouth Safeguarding Board (PSCB) 

PSCB Board meeting Quarterly Executive leads 

Executive Committee Bi-monthly Named Nurse/Named Midwife 

Training Committee Bi-
Annually 

Named Midwife 
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CDOP – Child death overview 
panel 

Quarterly Named Nurse/Named Midwife 

FGM – Female Genital 
Mutilation 

Consortium led by Police 

Quarterly Named Nurse for Safeguarding. 

Midwife: Specialist 

MESC meetings – scrutiny 
committee 

Quarterly Named Nurse/Named Midwife 

Other key external meetings 

Named Nurse network Quarterly Named Nurse 

Named Midwife network Quarterly Named Midwife 

Rapid Response meetings Quarterly Specialist midwife 
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5. GOVERNANCE: QUALITY AND PERFORMANCE. 
4.1 Child Deaths  
All deaths are dealt with under the Child Death Procedures: Portsmouth Safeguarding Children’s 
Boards and Hampshire Safeguarding Children’s Boards have separated and each board is 
developing their own Child Death Overview Panel processes; the safeguarding team attend PSCB 
CDOP and at HSCB CDOP if deputising for the designated nurse for Hampshire.  

To assist with prompt internal reviews prior to any requests at panels the organisation will generate 
a safety learning event to allow early internal review of cases of unexpected child deaths in 
children less than 28 days. We have clinical specialist Neonatologists, named doctors and 
emergency staff to contribute to the CDOP panel if requested. 

PHT typically leads on 10-15 child deaths per year. Modern mortality rates are low in children, 
therefore trends cannot be meaningfully commented on, hence the importance of CDOP oversight 
for the whole Portsmouth / Hampshire area that might identify any patterns. With this caveat, no 
concerning trends in child death have been identified. Although typically declared dead after arrival 
at PHT, the clear majority have suffered an unsurvivable event before arrival. 

Throughout the year, the Safeguarding Team have assisted in implementing new processes from 
the safeguarding boards and child death panels. The initial backlog of information and reports has 
now been completed and we have identified key staff across the organisation that has a role within 
the process.  

The development of the maternity specialist groups and the data already collected has assisted in 
creating a better system of working. The safeguarding specialist midwife, maternity lead and 
named professionals are to continue to build upon the process and training.  We have an active 
role and are keen to improve on the data received from the reports. The attendances at the panels 
are helpful when looking at any wider public health issues and any moderating factors that may 
need to be shared with the wider workforce. 

The specialist midwife is leading a task and finish group to look at embedding the process clearly 
into key areas; identifying timely pathways and staff roles within each case. This will include an 
internal training module to be incorporated into our annual programme. 

The rapid response process and training will be included in this group. The Safeguarding Team will 
have a representative at the rapid response meetings to gain an overview of the challenges and 
areas we need to address as an organisation.  

We had two unexpected deaths in the last part of the year. The first case has not yet been fully 
reviewed at CDOP as awaiting final results from post mortem. The organisation has already 
actioned any learning and supervision required within PHT. 

The second unexplained death has been referred to the serious care review panel – the internal 
process has been assessed. The child was uknown previously to our organisation during the 
maternity episode. Internal reviews and learning are planned around the case. 

4.2 Allegations/Local Authority Designated Officer (LADO) 
There is clear evidence that the Safeguarding Team in PHT has sound knowledge of the 
escalation and risk assessment process regarding allegations against staff. We have strong links  
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with the external LADO agencies across the area. Staff across the agency engage well with the 
team, HR representatives and line managers escalate any concerns and line managers have an 
active role in the process to support staff and to ensure all risks have been assessed thoroughly to 
ensure the safeguarding of vulnerable children and adults is paramount. 

Currently the Safeguarding Team is designing a risk assessment tool that will allow a standard 
approach to assessing risk. 

The assessment considers all areas of risk and support for staff that have been referred to the 
Safeguarding Team. It covers numerous areas that can offer a wide coverage in the risk 
assessment process. These include some of the following key areas- Motivation around working 
with children and young people, emotional maturity, resilience, safeguarding knowledge and 
understanding. It will have the capacity to include regulation and compliance and be linked to PHT 
values and standards. 

Annual overview: 
Within quarter one and three we had two reported cases. Both cases have clear action plans in 
place for ongoing support of staff and a full risk assessment completed. The line managers have 
clear guidance for any need to escalate if concerns change. No further action required. These 
cases have been closed to LADO. 

The following is an overview of cases from quarter four. Only one case is around an employee of 
PHT. 

Case 1 PHT Safeguarding Team escalated concerns around a 
Family member at a child protection conference. She is a 
registered professional. Displaying poor behaviours and 
some concern’s around dishonesty. 

Working in external health 
authority. 

LADO referral made by PHT and 
case managed at employee’s 
workplace. 

Case 2 Registered health professional admitted to PHT for 
treatment. Concerns around fitness to practice and to 
safeguarding children in family home. 

Not employed by PHT 

Family safety managed with 
support from CSC. 

LADO referral. Liaison with 
employee’s workplace for ongoing 
management /NMC considerations. 

Case 3 MARAC (domestic abuse panels) screening highlighted 
concerns about a registered professional.  

LADO referral made by PHT Safeguarding Team.  

Working in external agency. 

Case 4 LADO/SAMA. 

Staff member in PHT working in adult services.  

Case passed to SAMA. (Adult counterparts for staff 
allegations). 

Clear plans in place to offer SG for patients and to offer 
ongoing support.  

Initial risk assessments and staff 
supported by Safeguarding Team 
children team. 

Passed to adult Safeguarding 
Team for ongoing follow up if 
required. 
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6.  SERIOUS CASE REVIEWS (SCRS) 

This report gives feedback from cases that have been reported to the Serious Case Review 
Committee (SCRC) from PHT to both Portsmouth and Hampshire Boards. 

Any learning events or trends within other cases are reviewed by the Safeguarding Team and 
practices within PHT are looked at to ensure similar concerns are not mirrored within our setting. 
The information is disseminated across the organisation with any relevant key points that the need 
to be raised. HSCB offer training sessions around learning from SCR and the SG team have 
attended. The annual statutory training includes findings from cases. 

5.1 Portsmouth Safeguarding Children Board (PSCB) 
January 2015: Child E. 

A Serious Case Review (SCR) following the death of a baby known as Child E was conducted by 
Portsmouth Safeguarding Children Board (PSCB) and concluded in March 2017. The matter under 
review was the death of a baby aged 18 days in December 2014. The exact circumstances 
surrounding the death were not clear but the pathologist recorded the cause of death as ‘head 
injury’. There were no noted concerns in relation to the pregnancy or the birth of Child E and the 
care of the baby in the following days did not raise alarm bells with professionals. There was also 
notable good practice from a member of PHT’s Safeguarding Children Team, within the analysis of 
the report. 

PHT received the following recommendations: 

 Continue current support of specific Safeguarding Team – this case is a very good example of 
how prompt / specialist advice and supervision is vital in supporting ‘front line’ staff who are 
trained to recognise risks but often have relatively little experience in analysis of the level of 
risk, escalation/challenge of Children Social Care decisions ensuring appropriate action is 
taken 

 The current discharge process does not share information with GPs regarding safeguarding 
children concerns; this has been shared with the Named Midwife and the process is to be 
reviewed. 

 While staff clearly need to use discretion to diffuse more minor incidents that are inevitable in 
healthcare, ‘zero tolerance’ perhaps needs to be clearer for more significant incidents (e.g. with 
escalation to security and/or police).  

There were also wider recommendations, of the way multi-professional teams would work together 
in the future. These recommendations contributed to an action plan, which was completed April 
2017. 

September 2013: Child D.  

The report findings requested that the Trust must ensure that midwifery services are always 
appropriately involved in the planning and management of cases which raise safeguarding 
concerns. The safeguarding team have a screening process in place that ensures we contact all 
midwives with any cases of concern at 28 weeks for updates. This allows the safeguarding team to 
offer professional oversight. The Safeguarding Team will attend all strategy meetings for midwifery 
services and pre-birth planning for complex cases. We offer ongoing support to any midwife that 
requests any case supervision. 
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 Community midwives report to the safeguarding team for any advice and guidance on cases of 
concern. All interagency referrals are sent to the safeguarding team and we include the cases 
in our weekly reviews. The Safeguarding Team will generate maternity alerts. We also use an 
early flagging system to alert the maternity practioner that there are concerns via the internal 
maternal database. To protect confidentiality, it has no detailed information. 

 PHT Maternity Services developed a new regular supervision process as part of the Nurture 
Programme. Supervision will form part of the annual audit programme across maternity 
services. 

 The gynaecology wards have a prompt at admission to ask questions around domestic abuse. 
They have a clear understanding of escalation and correct information sharing with 
Safeguarding Team and midwifery services. 

 Some of the key points within the documentation is to incorporate the addition of safe sleeping 
advice; to include clear advice that this information is given when a baby goes to foster 
placements.  

 These recommendations are also to be adopted within the NICU documentation. These 
measures will also assist with the support and information sharing required around looked after 
children especially for those cases that may need to move out of area.  

 Both areas document clearly the advice given in the discharge records and refer parents to the 
advice pages in the Child Health Record Book (Red Book). 

 The maternity services reviewed the hand held clinical notes and a complete redesign was 
made to allow for better documentation. The redesigned notes have been completed and are 
currently out to tender  

March 2016 KJ. 

Background: At the request of Hampshire Constabulary, and the Safeguarding Board it was 
considered whether a Serious Case Review (SCR) should be undertaken in respect of KJ. As part 
of this process PHT were asked to carry out a preliminary IMR and scoping report for the Board to 
consider. The decision made was that the criteria was not met for a SCR. However, agencies are 
expected to take forward any lessons to be learnt from their preliminary IMR's. 

Many of the actions related to practice issues with the individual staff and reflective meetings and 
training was offered. Some of the issues also had links into current working practices within PHT 
and the overall agendas being driven forward. 

 These include – staff asking questions around domestic abuse and careful 
documentation/escalation of concerns. 

 Access of supervision – this has been addressed across the level 3 sectors. Senior nursing & 
midwifery staff have attended in house training and the supervision policy has been updated. 
The midwifery teams have identified safeguarding supervisor to ensure access to formal 
supervision.  

 The process and policy around nonattendance at appointments – this has been addressed 
under the “was not brought” task and finish group and hospital guidelines. (see more 
information in report under HSCB changes) 

April 2016 – AK  
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As part of the response to the report some extra support and training was planned. This was led by 
medical mediation foundation.  

This all-day session focused on the complex issues of remaining engaged with challenging families 
and avoiding conflict. It was well attended and had a mixed level of professionals. Lead speakers 
included Sarah Barclay (founder) and lead Consultants from Oncology. 

5.2 HAMPSHIRE Safeguarding Children Board  
JULY 2015: CHILD U. 

PHT had identified that they had some involvement in this case during the ante-natal period (up to 
30 weeks’ gestation), the birth was out of area. There has been delay in publishing the case due to 
an ongoing court case which has resulted in sentencing. The report will need to be adapted to 
incorporate the court findings and outcome. 

However, the case report from the Safeguarding Team was helpful in looking at our internal 
process, some areas that were identified are:- 

To assess current handover process regarding transfers to other health authorities/ social 
care settings. 
Update of Perinatal mental health pathways – this has already been initiated by the perinatal 
mental health specialist midwife. Top level processes have been revised and is waiting for 
ratification at next stakeholder meeting. (Final draft on agenda for May meeting). Once agreed the 
internal pathways and procedures within PHT will be updated.  

DECEMBER 2016- CHILD R. 

The case involved an 11-year-old that was admitted via ED under the mental health pathway and 
initiated a CAMHS referral. The key issues were around incorrect placement – changing needs of 
the child and the level of intervention /specialist unit required. On admission, a tier 4 bed was 
required but this had proven difficult to find in or around the local areas. The child had no medical 
needs. 

This led to a lengthy stay in an acute setting. The case was escalated to NHS England and 
commissioners. A serious incident review and learning panel (STEIS) attended by Simon Holmes 
as executive lead for PHT, Lesley Coles HoN for Womens & Children’s CSC and the Named Nurse 
PHT. The action plans were returned to CCG and final report is awaited. 

The actions for PHT have led to a review of current information available to staff involved at ward 
and Executive levels. However, many actions will be led by external agencies to look at the 
pathways externally to PHT. 

 Create clear pathways/process of escalation. To include internal and external process. 
 Create new documentation to ensure clear handover of complex cases – identifying key staff to 

lead from admission until discharge. 

A first draft has been written and a task and finish group within PHT is being planned in order to 
move forward any new changes. The group will look at all areas of support required around 
children admitted with mental health issues to include the children that are in ED as well as the 
wider Trust.  

The current actions will firstly include the creation of clear advice pathways and resources 
available to ward staff and senior Trust managers. 
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Cases for consideration at a serious case review panel. All three cases are under the 
HSCB. 
Case 1. APRIL 2016. Case closed.   

A baby at 4 weeks of age was admitted to ED. On examination, multiple bruises and injuries noted. 
A history of head injury was given which was not consistent with injuries seen. Bruising protocol 
was initiated. This resulted in family arrests and an ongoing court case. The case did not meet the 
threshold for SCR and following internal investigation within the organisation it was also found that 
there were no significant concerns during the maternity episode. 

Case 2: NOVEMBER 16. Child D. 

A case of a 1 month old baby that was admitted to the Emergency Department following a 
cardiac/respiratory arrest at home. Safeguarding concerns raised and initiated full investigations. A 
significant head injury was found. The case has met the threshold for a review at serious case 
review panel. PHT are currently compiling chronologies in readiness for this. 

Case 3: MARCH 2017: Child N. 

March 2017- Recent child death following a short time in intensive care. The case has met 
threshold for the SCR panel and PHT currently compiling chronologies. There is an ongoing police 
and CSC investigation in place. 
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7. SAFEGUARDING CHILDREN TRAINING/WORKFORCE DEVELOPMENT 

Safeguarding Children Training is in line with the ‘Safeguarding Children and Young people roles 
and competences for health care staff, intercollegiate document’ (RCPCH 2014), and meets the 
CQC and Commissioner Contract requirements. The safeguarding training is incorporated within 
the Trust’s mandatory training policy and compliance is monitored as one of our key performance 
indicators. 

Training is updated annually to allow for new procedures, services, and any emerging themes to 
be included. All recommendations from Serious Case Reviews and changes in national and local 
practice and is directed by key issues from 4LSCB targets.  

Learning from serious case reviews and LSCB audits alongside any learning events internally to 
the organisation are utilised to assist in planning the annual training programmes. 

The PHT training policy is due for update over the next year, once completed this will be shared 
widely across Trust employees. 

In previous years, the SG team has offered an extensive programme of training but due to 
workload pressures and rising clinical needs this has proven to be a challenge.  

The Safeguarding Children Team have recognised the pressure that clinicians are met with on a 
day to day basis and work has begun to implement bespoke training within departments.  

This training has proven to be successful and we will continue to implement this over the coming 
year. 

Levels 1 & 2  
The Trust has maintained compliance at level 1 & 2 consistently and we offer face to face level 2 
within departments that primarily care for adult patients using case scenarios that highlight the 
impact that adult health can have on children; we include discussion around FGM, CSE and 
domestic abuse. 

The SG team have had some excellent feedback and reviews from the training sessions within the 
dermatology and audiology departments and fracture clinics. This includes both level 2 & 3 
training. We have attended the departments or they have arranged protected study time which has 
captured good sized classes, with a   minimum of 15 - 20. This has proved of being of more value 
added for all staff and has created a better learning atmosphere for group work.  

We are planning to roll out the, ‘not seen not heard’ E-Learning module that was produced by the 
Childrens Trust. This is to be launched across all areas within PHT and we are currently 
investigating if it can be uploaded to ESR. 

This will be implemented by the practice educators and clinical leads from each CSC. 

Some staff were asked to feedback on the content of the module and whilst they have stated it is 
hard hitting they have also stated that it is well made and a necessary subject to be made aware 
of. 
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Level 3 training  
There are ongoing challenges with compliance at level 3. Each CSC is still upgrading the staff 
details and in some areas, looking at specific job roles to allow for a more accurate assignment of 
training level requirements. 

 Predominant level 3 areas, (NICU, Paediatrics, emergency department, maternity) have 
protected statutory training days which are well organised and attended. All staff must 
complete the online essential skills booklet prior to attendance.  

 Paediatric staff will complete the Children’s trust module ‘seen not heard’ as part of their 
refresher and annual requirements as a blended learning approach as recommended by the 
intercollegiate document. 

 Maternity services have statutory training days that include a wide range of safeguarding 
subjects which links in with the recent serious case reviews and new changes in practice. The 
staff will have a session on handling disclosure, FGM processes internal and external and a 
session around use of the new threshold documents, new-born/unborn protocol and how to 
relate them into referrals. 

 The Emergency Department has a safeguarding training day every three months which is 
shared with safeguarding adult topics. 

 Pop up sessions and 1:1 case review/supervision is given by the emergency lead nurse and 
doctor to staff as requested. 

 The Safeguarding Team have a planned study day for link nurses within in the departments 
that are involved in any special interest groups. 

 The intention is that this will run twice a year and be part of a Trust development programme 
for link staff in each CSC to assist with driving forward change and training. 

 The training programme for the next year will include level 3 induction sessions for staff not yet 
at level 3. (introduction to level 3) 

 For ongoing refresher at level 3 we offer numerous pop up sessions and plan to offer a multi-
disciplinary study day. 

 We provide additional opportunities to raise safeguarding issues/training by attending 
departmental meetings and offer lunchtime sessions with any area on request. 

 Pop up training sessions will be updated to include new procedures such as restorative 
meetings, the neglect tool, making referrals and writing meaningful reports for core meetings.  

 The offer of an updated early help study day will be planned alongside refresher for 
practitioners used to the early help process. 

Level 4 training:  
 The named professionals and specialist staff within the safeguarding team are the only staff 

that are required to be at level 4. The intercollegiate document recommends that a minimum of 
8 hours per year are completed. 

 External conferences have been attended on the following – FGM, CSE, and looked after 
children.  

  All the team attend the leadership modules as part of the PHT leadership programmes. 
External courses are currently being explored with Warwick and Birmingham Universities for 
the members of the team that need to work towards master’s level. Recent modules provided 
by the LSCBs have included FGM workshops, serious case reviews and a planned legal 
masterclass. 

 The named nurse records and collects training evidence throughout the year and this is 
updated on ESR once achieved. 

 All the safeguarding team receive regular supervision.  
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Prevent 
The safeguarding team now have three staff trained in prevent – health WRAP training. We also 
offer this training to all CSCs and have sessions booked in departmental meetings and statutory 
training days. Portsmouth has retained tier two significant status risks. There has been evidence 
that looked after children are considered as a vulnerable group and the LAC teams will be 
investigating the risks in relation to radicalisation. The status within Portsmouth remains centred 
around adults - we need to remain vigilant as they may have children under their care. Whilst we 
offer a full session on radicalisation, we continue to keep it as part of the overall safeguarding 
children modules. 

Safeguarding Team development:  
It has been recognised that the Safeguarding Children Team are a new team and part of the 
annual plans will include the ongoing development of the team to continue to build on and develop 
strong relationships and support. 

At the beginning of the year a team building event that included senior management was held – 
this was based around the Myers Briggs type indicator and the plan is that all staff in the team will 
have a profile completed. (The Named Nurse is a MBTI practioner). 

The designated teams from PSCB & HSCB are developing a study day that will form part of an 
ongoing development programme in line with feedback from the named nurse forums.  

Training resources within PHT: 
PHT safeguarding team have accessed resources externally to offer current guidance on specific 
subjects.   

These include: - 

 Female genital mutilation – Pocket guide for health workers. NHS England. 
 Child sexual exploitation- Advice for health care staff. NHS England. 
 Pocket principles of protection. - The health professionals safeguarding pocket guide. 
 E-learning modules. 
 DoH/ FGM    
 DoH-Brooks/ E-Learning package around CSE. 
 We have electronic training packages at level 1, 2 & 3 which are produced jointly by NHS 

England and the RCPCH. 

Moving forward- our plans 
Within the operational team a single point of contact (SPOC) is to be launched imminently.  A new 
system to prioritise maternity cases and appropriate follow up has been embedded successfully. 
Both these measures have led to a focussed and efficient approach to workloads, enabling the 
operational team to be more outward facing within the Trust. These changes of process have 
assisted us to continue to empower the workforce to deal with the complex issues of cases 
alongside the clinical care they are required to provide. 

Whilst we are confident that staff across the organisation can recognise concerns and seek advice- 
we are aware that work is required to improve learning around many of the processes. 

The daily ward rounds and weekly review meetings have enabled us to gain a clear understanding 
of some of the areas that need support as well as the challenges clinicians deal with. 
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 Moving forwards, we plan to have even more ward presence and work alongside staff to allow 
us to embed the learning at frontline. The safeguarding team have a planned study day for link 
nurses in departments which have special interest groups. 

 The intention is that this will run twice per year and be part of a Trust development programme 
for link staff in each CSC to assist with driving forward change and training. 

  Level 3 training will be held quarterly and \t induction For ongoing refresher at level 3 we offer 
numerous pop up sessions and plan to offer a multi-disciplinary study day. 

 We provide additional opportunities by attending departmental meetings and offer lunchtime 
sessions with any area on request. 

 We are updating our audit programme to include peer review sessions to allow us to monitor 
whether our training and key messages are being embedded into practice. 

 A competency framework will be used to allow staff to self-assess any learning needs.  This is 
planned to be introduced across the organisation in 2018. 

 

Staff support and supervision. 
The increase in safeguarding workload and the highly complex cases that are within the 
organisation has supported the need for staff emotional support across the areas that care for the 
children involved. 

Supervision can offer support when there are high profile and complex cases that have involved 
Police, children’s social care section 47 investigations.    This has led to the team and clinical leads 
in key areas to look at offering a greater level of support and debrief sessions. 

The Named Nurse has attended Trauma Management Training (TRiM - March on stress 
practitioner training) and the organisation has supported key staff across many areas to look at 
how the process can be utilised. 

The process consists of staff 1:1’s  and group sessions as well as assessment tools to assist in 
assessing levels of stress and the potential of any long-term impact. This is a method that can be 
easily transferred to supporting staff dealing with extremely emotive cases. 

Utilising the TRiM methodology, the Safeguarding Team and Aquilis assisted in implementing 
supportive sessions across the services directly involved in recent paediatric cases. 

Feedback from staff was good and we are committed to ensuring that all staff feel able to approach 
managers and the team if they need support to reflect or debrief on cases.  

Complex cases can have a huge impact on the day to day running of the safeguarding office and 
workflow. This has led the team to compile an action planning process that can be initiated when a 
child is admitted.  

The plan will enable us to identify a key lead from the Safeguarding Team, improved delegation of 
tasks, and improved staff links within all agencies to ensure regular communication is made daily 
to update staff. Checklists have been written to help to co-ordinate the actions implemented. 

This includes information sharing with executive leads, communication leads and all external 
agencies. First draft written with a plan to disseminate once completed following feedback.  
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8. TRAINING COMPLIANCE  

Quarter 4 2016/17 Level 1 & 2 - 05.05.2017 Level 3 - 14.05.2017 

 

Level 
1 

Level 
2 Level 3 

   

 Essential Skills 
Compliance - Trust (%). 98.8% 93.1% 70.0 % 

   

 CHAT CSC 99.% 95.7% 
  

  

  

   

 Clinical Support CSC 99.4% 95.8%    

 Corporate Functions 98.8 % 93.5%    

 Emergency Care CSC 98.6 % 90.0% 67.0 %    

 Head and Neck CSC 99.1 % 92.0 % 8.3 %    

 Medicine CSC 98.5% 88.9% 29.0 %    

 MOPRS CSC 98.1% 87.9%      

 Muscular Skeletal CSC 98.1% 92.5 % 69.0 %    

 Renal CSC 99.7% 95.9%      

 Surgery and Cancer CSC 98.5% 97.6% 38.0%    

 Women's and Children's  

CSC 99.0% 96.1% 75.0% 
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9. EVALUATION OF TRAINING 

The annual plan for 2017-2018 has an extensive audit plan that will include interviews with staff. 
This is with the view of generating staff surveys around specific subject matter.  

The annual plan will include the design of a safeguarding competency that will allow us to ask 
practitioners to identify their own training needs. It is the intention that level 3 areas will be audited 
first and competencies implemented. 

Portsmouth Trust is responsible for ensuring that all staff is competent and confident in 
understanding the principles of safeguarding children.  Staff are currently required to access level 3 
training face to face on an annual basis. 

There is access to an on-line ESR module. The audits will be primarily looking at the foundational 
knowledge of SG within PHT. 

The L& D department have an electronic evaluation form that can be generated post training which 
we hope to implement for the coming year. 

Evaluation of the 2016-2017 face to face training has been consistently good. The evaluation form 
was adapted last year from Portsmouth LCSB and has enabled trainers to see the key learning 
areas at each session as identified by staff.  

Feedback from Dermatology department: level 2/3  
“An excellent session.”  “I will remember the saying if they don’t cruise they don’t bruise!” 

“A very Informative and engaging speaker.” 

“Really helpful interactive group sessions. Promoted good discussion around real cases” 

Key learning identified: 

Bruising protocol, NICE guidance- consider suspect, report. Making a referral. An understanding of 
the terminology section 20, S47. 

Professional oversight and support available Links to CEOP – online safety. 

TRUST WIDE: LEVEL 3 SESSIONS. 

“Interesting and informative”. 

“A good interactive course- friendly and approachable trainer”. 

Key learning identified: 

Types of abuse and referral process. Nice guidance – Consider, suspect, report. 

Tiered system of identifying needs. Intranet and resources. Protective factors.  

My own role in safeguarding the children. 
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10. SAFEGUARDING CHILDREN / MATERNITY SERVICES AUDIT. 
 
Audits undertaken during the 2016-17  
Emergency department/Community paediatrics 
This is a joint audit that covers cases attending the Emergency Department in PHT and those seen 
and/or followed up by the community paediatric team. This is around the presentation of non-
ambulatory children presenting with bruises. This audit is near completion. Once the audit has 
been completed the results will be presented to internal and external stakeholders. 

Maternity services  
Domestic abuse audit: 

The final report will be presented by maternity safeguarding lead and copies of the report shared 
with internal and external stakeholders. This audit was completed following recommendations from 
child E and L serious case reviews.  The aim of the audit was to identify the adherence to local and 
national guidance in routine antenatal enquiry, by midwives for domestic violence and abuse 
(DVA). A total sample of 600 case notes was audited.  

The key findings were: 

 368 (61.3%) women were screened for DVA  
 Of the 368 screened 10 (2.7%) women made a positive disclosure  
 In all 10 (100%) cases of disclosure a referral had been made to CSC  
 In all 10 (100%) cases all women accepted a referral to DVA support services  
 232 (38.7%) had not been asked the question or if they had, it had not been recorded  
 Of these 232 cases only 45 records (7.5%) had documentation identifying the reason that 

screening had not  taken place  
 All 45 records gave “accompanied by partner or other family member/friend” as the reason for 

not undertaking DVA screening during that episode of care  
 187 (31.2%) were not screened for DVA with no recorded explanation  

Recommendations  

 All midwives to screen all women they provide care to when appropriate to do so  
 If they are unable to screen for DVA they need to document the reason in an appropriate place  
 Standardise midwives case note files, to include aid memoires to prompt screening and for 

outcome to be recorded in line with NMC (2015) standards  
 Mandatory training for all midwives on screening for and responding to DVA  
 Disseminate findings of audit for shared learning both internally and externally to PHT. 
 Identification a clinical lead for DVA responsibility on behalf of PHT maternity services to guide 

future policy, guidance, and training.  

 
Safeguarding team audits 
 
Maternity ward based- Standard statement/criteria for assessment. 
 The staff completing Level 3 training will demonstrate knowledge of patterns and indicators of 

maltreatment and to understand appropriate referrals and how to share information for children 
in need.  

 Staff understand the roles of other professionals.  
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 Staff can demonstrate the ability to assess risk and to instigate processes for appropriate 
interventions, including escalation, interagency referrals, consent, and correct information 
sharing procedures.  

 Are the staff accessing supervision? 

Some key findings were: 

 Initial feedback demonstrates that staff have a full understanding of the referral process 
including, consent and informing parents.  

 There is mixed feedback around access to supervision which may need investigating further as 
new teams in maternity are being established. However, the main unit midwives do not have 
formal SG supervision as they do not carry a caseload, community midwives receive formal 
supervision – the maternity team leaders  record supervision sessions.  

 

Was not brought  
Last year an audit was completed around the ‘was not brought’ agenda which was presented at the 
HSCB task and finish group. The ongoing work has included PHT submitting quarterly data to the 
HSCB multi -agency dataset group around the `was not brought` figures at clinics.  

The task & finish group have finalised new guidance and this has been circulated within the Trust 
for comments. The current ‘was not brought’ policy will be updated and will be part of the annual 
plan to link in with planned changes  

Looked after children (LAC).   
A deep dive of the notes of children that were recorded as LAC on the Children’s assessment 
admission ledger was conducted in quarter 2.  

Some key findings were: 

Evidence that the children were not LAC and there appeared to be some confusion around the full 
understanding of the term. 

Recommendations: 

 Identify understanding in wider workforce and increase awareness, to include in staff training. 
 Identify processes at admission which clearly allows identification of LAC. 

Outcomes: 

 The recent implementation of the CP-IS has assisted in clearly defining those children that are 
looked after. The system is in ED and CAU and is for unscheduled care settings only. 

 Following a trust wide survey monkey it was clear that staff do not understand the complex 
issues or the terminology used for children that are looked after. 

 The paediatric special interest group will complete a second audit to assess the change since 
the new recording system. (Planned for Q 2).  

 The emergency department record all looked after children attending department and a system 
to share information electronically in line with I G guidance is in place. 

 The safeguarding team are working with orthopaedic outpatient departments to look at their 
internal process of identifying LAC and to ensure all relevant health professionals that are 
involved with the child are informed of changes in health needs.  
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 The paediatric and surgical teams have clear pathways to ensure consent is discussed pre-
operatively and/or professional advice sought if unclear when children are under LA care. 

 The emergency department record all looked after children attending department and have a 
system to share information electronically in line with IG guidance is in place. 

The plan is to move forward with the addition of a resource on the intranet site for safeguarding 
children.  It will easily identify resources for outpatient areas, to include all contacts for key staff 
and external agencies, (children looked after nurses- CLA) a guide to information sharing, was not 
brought guides and documents that can be used. 

The fracture clinic has set up a small special interest group and will be assisting with design and 
content. 
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11. VULNERABLE CHILDREN AND NATIONAL AGENDA ITEMS 
9.1 Female genital mutilation. (FGM). 
The organisation has invested in offering support from IT teams and a designated lead to ensure 
we have accurate and easily recorded data of prevalence that informs the national dataset. There 
was a backlog of around 45 cases that needed to be recorded and this has now been completed. A 
full revamp of the website and a simplified recording mechanism is now in place. 

This has enabled us to look at cases in more detail across the months. This will assist with 
prediction of services and need across our city. 

The cases have been reported primarily form Portsmouth – 1 case from Hampshire. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Year recorded & Quarter. No of cases 

2012-2013   Q2  1 

2013-2014   Q2  1 

2013-2014   Q3 2 

2013-2014   Q4 2 

2014-2015   Q1 2 

2014-2015   Q2 4 

2014-2015   Q3 3 

2015-2016   Q1 5 

2015-2016   Q2 2 

2015-2016   Q3 4 

2015-2016   Q4 7 

2016-2017   Q1 1 

2016-2017   Q2 8 

2016-2017   Q3 14 

Total cases at time of report  57 
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Confirmed FGM Type Numbers  Country of origin Reported numbers  

FGM 1 24 Not reported  6  

FGM 2 10 Eritrea 9 

FGM 3 1 Ghana 2 

H/O FGM 3 1 Gambia 10 

FGM 4  1 Iraq 2 

Unknown. 20 Nigeria 3 

 Sudan 15 

Senegal 1 

Somalia 1 

unknown 5 

Not stated. 3 

 

The annual statutory training for maternity includes a session on the process of reporting and risk 
assessing the unborn. The 4LSCB have devised a risk assessment which will be used at time of 
disclosure and stored in the mother’s notes, we aim to ensure the assessment is a working 
document that staff can update if they receive new or concerning information. 

We have devised new documentation and a flow chart to offer guidance around the internal 
process of making MASH contact, this includes prompts to adding data at key points., A template 
letter is available that is sent out to the GP and health visiting teams. Some key points to 
acknowledge are that the women are survivors of abuse themselves, the female child although 
under the care of maternity services, this is a small part of her life and we need to remain vigilant in 
ensuring we have the correct amount of information sharing necessary to protect her from harm 
long-term. 

The team presented the services and current figures to the HSCB study day around tackling FGM. 
The feedback from the attendees was positive and it highlighted the services that PHT can offer to 
the wider community and other health providers, 

The named nurse for safeguarding is part of the POD group around FGM, the team is made up 
from the perineal clinic staff. We are investigating the use of a patient advocate in the perineal 
clinic and this is being looked at under the voluntary worker policy. 

The FGM group attend the Portsmouth consortium to drive forward the agenda across the city. 
This has built good relationships with the African women’s group and the key agencies.  
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The southern domestic abuse team have an allocated community worker that is a key point of 
referral for women with FGM and their ongoing support and counselling. The community worker 
often attends the clinics with women on request. 

This highlights an effective multi-disciplinary approach to tackling FGM. 

The organisation has been put forwards for consideration as part of a pilot for NHS England and 
NHS Digital to launch a national alert system on the summary care records. (like the CP-IS) The 
named nurse is awaiting confirmation and further details. 

9.2 Child sexual exploitation, CSE, MET. 
The `not seen not heard` module will be utilised as part of the safeguarding team annual training to 
help to raise the profile in the organisation regarding CSE and sexual abuse . A staff audit is 
planned for quarter 1.   

Key areas will have a specific training module around the information and recent cases as well as 
the use of the risk assessment tool. 

Recent local authority drivers have led to discussions with the education inclusion officer and it has 
helped to look at how we record school attendance within PHT. It is part of the actions to safeguard 
children that may be at risk of exploitation or trafficking. Access to education is a fundamental 
need.  Children admitted to the children wards are asked which school they attend. We plan to look 
at more detail and the process of recording home schooled children and how to register this with 
the inclusion officers.  Information around private fostering will be included. This can assist in not 
losing sight of vulnerable children. 

Many of the challenges around detection of CSE is to gain an understanding of the vulnerable 
groups and to engage with these children when they present within the organisation.  

The Hampshire safeguarding board produced a shortened assessment tool around CSE and this 
has been adapted with a similar one produced for Portsmouth board as part of the risk assessment 
tool kit. Victims of sexual exploitation do access a range of health care settings; areas may include 
Emergency departments and sexual health clinics. The effects of the abuse may also see changes 
in the victim’s mental health and wellbeing. This may present as self-harm, or suicide. The victims 
may also be from vulnerable groups such as children in care. They may often be the children that 
go missing frequently. 

We can see from the groups of children affected that a key area to raise a heightened awareness 
is the emergency department.  The department have had CSE included in previous training and 
are currently looking at ‘prompt’ questions for their admission files. The shortened risk assessment 
tool is available to assist them with early detection. CP-IS has identified children that present that 
are Looked After children and has been helpful in prompting questions around the reason for  
presentation.  
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9.3 Domestic abuse. 
Both Hampshire and Portsmouth have had joint targeted area inspections on the theme: children 
living with domestic abuse. These deep dive inspections looked at aspects around domestic abuse 
and how the organisation pathways work toward protecting children and ensuring clear safety 
plans are in place around the child.  

The intention is to look at the challenges around domestic abuse Trust wide.  

The maternity services and admissions to paediatrics have prompts to ask questions around 
domestic abuse and we plan to conduct a scoping across the organisation. The safeguarding 
operational committee has requested that all areas provide information around their admission 
processes. What questions are asked around family and dependants in the household? Are there 
prompts to consider domestic abuse? 

There emergency department has a link lead nurse for domestic abuse and they have clear 
signposting to offer support to victims of abuse. The challenges are not only around protecting 
children from harm in a household that abuse is taking place but to begin asking 16-18 year olds 
questions around their own relationship. 

The named nurse attended a recent conference on CSE where it discussed the challenges around 
children living in abusive homes and being vulnerable. It also recognised that some children may 
not understand what a healthy relationship is. We do not routinely ask if children are sexually 
active or in relationships. This and other aspects of how we address questioning children will need 
further debate. 
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12. POLICIES AND PROCEDURES; 

 

Name Owned by Review Date 

 

Safeguarding Children Operational Policy 
and Guidelines 

Safeguarding Children Team Feb 2018 

Safeguarding Children Supervision Policy Safeguarding Children Team  July 2019 

Safeguarding Children Training 
Strategy/Policy 

Safeguarding Children Team November 
2017 

Guidance on the Management of Risk Posed 
by Sex Offenders/Sex Related 
Crime/Potentially Dangerous Offenders 
whilst on PHT NHS Site 

Safeguarding Children Team 
(Lead)-Hampshire 
Constabulary/Hampshire 
Probation Trust 

November 
2017 

Female Genital Mutilation Safeguarding Children Team In Progress 

Infant Sleeping and Reducing the Risk of 
Sudden Infant Death Guideline 

Safeguarding Children Team July 2017 

Management of Non-Attendance for Health 
Appointments for Children and Young 
People who “Were Not Brought’ (DNA) 

Safeguarding Children Team November 
2017 

Drug and Alcohol Use, Pregnancy, and Care 
of the Newborn – Guidelines for 
Professionals 

Safeguarding Children Team December 
2015 

Whistleblowing Policy HR Policy Group June 2016 

Procedure for dealing with allegations 
against employees where children and 
young people are involved 

Operational HR Manager September 
2012 

Consent to post mortem examination policy Consultant histopathologist. February 
2019 

 
All policies, guidance and procedures were updated in line with Working Together (2015). 
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13. MONITORING AND ANALYSIS OF SAFEGUARDING CHILDREN TEAM 
ACTIVITY 

 
On-going pattern of increasing referral numbers year on year as seen below: 

 
 
The Safeguarding Children Team (SCT) is copied into all referrals made by Trust staff to Children’s 
Social Care. Referrals can be made by any member of staff across the Trust, but referrals to 
Children’s Social Care are in the majority made by midwifery, staff from the Paediatric Unit and 
emergency department. 

 The emergency department nurse lead has created files of monthly IARF from paediatric and 
adult areas and records case for concern forms. Currently meeting with named nurse to 
discuss cases and offer advice and supervision. 

 The internal IT team are currently working with named nurse and emergency department to 
create and database to allow weekly reports which look at developing trends. 

 SG team will also have access to data. 
 All referrals, notifications received by the SCT are triaged and appropriate actions taken, 

including feedback to the referrer. Single point of contact (SPOC) to be officially launched in 
readiness for next quarter reporting. The administration will be having regular safeguarding 
training to maintain skills at level 3. This will include external training with PSCB. 

 The introduction of an advice sheet has allowed us to discuss cases in detail and offer 
supervision and advice to frontline practioners.  

 The advice calls have not all generated referrals, some have initiated sign posting to support 
within the community setting and universal services. Staff have been guided to correct action 
and to ensure that they give proportional Information sharing when required. 
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Safeguarding workload – based on referrals and advice calls. 

2014-15 Q1 Q2 Q3 Q4 

Combined notifications of concern received 
by the SCT 

197 236 223 263 

2015-16 Q1 Q2 Q3 Q4 

Combined notifications of concern received 
by the SCT 

283 219 258 243 

2016-17 Q1 Q2 Q3 Q4 

Trust wide – IARF – Referrals to children 
social care 

 

198 103 39 142 

SG team advice calls. N/A 69 54 85 

Emergency department - IARF. ED referrals were 
included in the SG 
data until Q3. 

36 198 

Emergency department cause for concerns. 175 41 

Safeguarding Children Team 
Meetings Attended 
 
                                April – June 2016  
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164



 

    Safeguarding Children Report 2016 – 2017                                                                                                        Page 33 of 46 

33 

 October – December 2016 
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                                January – March 2017 
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The safeguarding team has assisted maternity services in setting up a single point of contact to 
enable external agencies to send invitations to midwives to attend conferences and pre-birth 
planning. 
This has helped in managing the attendance of the midwife dealing directly with the case or 
their team leader. There is clear escalation process to ensure a midwife attend strategy 
meeting. 
All strategy meetings are attended by a representative from the safeguarding team. We also 
attend complex cases that may involve removal or extensive planning. 
To further build on this we have researched in to developing a role within the maternity services. 
Currently following the creation of a clear job description it has been placed at grading. The 
proposal was based upon the following evidence. 
 

Purpose of proposal: 

It is proposed that the role of a safeguarding conference attender (SCA), will improve both multi 
professional and inter professional communication, safer care planning of vulnerable families and 
workforce efficiency. Since Lord Laming (2003, p382) recommended that police should focus more 
on crime they have reduced their attendance at safeguarding meetings and have since 
successfully develop the role of the SCA. 
 
 
 
 

165



 

    Safeguarding Children Report 2016 – 2017                                                                                                        Page 34 of 46 

34 

Justification for proposed change: 

In September to November of 2016 the maternity workforce was invited, to 112 safeguarding/child 
protection (CP) meetings/conferences. These comprised of Initial Child Protection Conferences 
(ICPC), Review Child Protection Conference (RCPC), Core Group, Child in Need (CIN and 
strategy meetings. See below. 

 

Month 

Total 
no of 
invites 

Percentage of 
meetings 
attended by 
named  midwife 

Estimate of 
time involved 
for 
attendance 
(Inc. travel 
time) 

Estimation of 
time for 
disseminating 
and writing 
feedback report 

Clerical 
support 
hours for 
booking
s (est) Total 

time 
September 41 31% 82 41 66 189 
October 35 40% 70 35 63 168 
November 36 25% 72 36 66 174 

 
September 2016 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

Type of conference 
invite 

Total 
No. 

Named 
midwife 
attending 

Other 
attending 

No-one 
attending Unknown 

ICPC 10 2 6 1 1 
RCPC 9 3 4 2 

 CIN 7 3 4 
  Strategy 2 1 1 
  Core Group 6 2 4 
  Unknown 3 

 
3 

  TAC 1 
 

1 
  Prebirth 3 2 1 
  Total 41 13 24 3 1 
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October 2016 

Type of 
conference invite 

Total 
No. 

Allocated midwife 
attending 

Other 
attending 

No-one 
attending Unknown 

ICPC 10 4 5 1 
 RCPC 8 2 3 2 1 

CIN 6 4 2 
  Strategy 4 1 3 
  Core Group 5 2 2 1 

 Unknown type 2 1 1 
  Total 35 14 16 4 1 

 

 
November 2016 

Type of 
conference invite 

Total 
No. 

Allocated midwife 
attending 

Other 
attending 

No-one 
attending Unknown 

ICPC 3 1 2 
  RCPC 4 2 2 
  CIN 7 2 5 
  Strategy 6 1 4 
 

1 
Core Group 9 2 6 

 
1 

TAC 1 
 

1 
  Pre birth planning 5 1 4 
  Unknown type 1 

   
1 

Total 36 9 24 0 3 
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The data presented above is a detailed breakdown of the type and volume of meetings attended. It 
is considered best practice for the Named Midwife of the woman to attend these meetings for 
continuity and accountability. However, it is clear from the data collected that this is only achieved 
on average, 29% of the time. The remaining 71% of attended meetings were attended by the 
scheduled flexi midwife, NHSP professionals or Band 7 public health leads. On seven occasions 
there was no one identified to attend and we were unrepresented at these meetings. The 
assessment of the role looked at the cost savings in financial times and in real time savings of staff 
being away from the clinical areas. 
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14.  SAFEGUARDING CHILDREN RISK REGISTER    

 Risks around the compliance have been recognised and plans to improve urgently within 
the Trust are included in annual plan. 

 The domestic abuse agenda with in the 16-18 needs to have a clear plan. The intention is 
to create a Trust wide plan to approach the domestic abuse agenda. 

 The safeguarding operational committee has requested that all areas provide information 
around there admission process. What questions are asked around family and dependants 
in the household? Are there prompts to consider domestic abuse? 
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15. COMPLAINTS AND PLAUDITS 

The safeguarding team actively encourage service users to contact us around any concerns 
regarding the care they receive. We also have good working relationships with external agencies if 
they need to raise concern. 

The complaints have all been closed and actions implemented.  

The ‘Bruising protocol’ (from LSCB rather than PHT) remains an area generating several official 
and unofficial complaints. The 4 LSCB have developed an information leaflet around the 
protocol and the Trust has these in place for clinicians to use in ED, Paeds CAU and maternity 
services (community). We are working toward a better improved service which will include more 
information sharing around what to expect. In all the cases that the protocol was initiated it was 
deemed necessary keeping child focused always. The children in all cases had unexplained 
injuries. 
 
A task and finish group has been set up to look at the process of community cases within PHT and 
to update the X-ray policy around non-accidental injuries. We will be considering new guidance 
and the needs of the child and family.  

We have two complaints in quarter four;  

Complaint 1: official complaint- Has been dealt with and closed. 
The issues were raised from the MASH team on behalf of the mother.  

A referral had been generated; it appeared that there may have been no consent. This resulted in 
social care arriving at the family home. On investigation a call to make enquiries around the family-
to identify -was there an open case? was made – this was not a referral. However, the CSC had 
perceived it to be. 

Following the complaint, the CP-IS was introduced which should reduce the need to call CSC, 
however this is not advised as all cases should be re-looked at the time to  assess current 
concerns. Some of the concern was around domestic abuse and it had been difficult to speak to 
mother directly. 

The issues will be covered in statutory training for 2017-2018 in paediatric department. 

Complaint 2: Unofficial. 
This has just been received and is surrounding issues with the bruising protocol. The named nurse 
has spoken to family face to face and they have as requested sent and email outlining details of 
concern. The concerns were raised when NN was attending an initial child protection conference 
and whilst it is distressing, the presentation of the child did warrant the implementing of the policy 
in full. The points raised are valid and will be reported on in quarter 1. They surround issues about 
lengthy waiting for tests and staff attitudes. 
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Plaudits: 
A client relayed to her community midwife the following feedback about the specialist safeguarding 
midwife, “She commented to me how lovely and kind Sharon Ward was at the last meeting. She 
felt that Sharon really took on-board and understand her concerns and approached the problems 
with understanding, empathy, and compassion. “ 

Message received from a social worker about safeguarding midwife –  

“Thank you for your email, I met with SD at the placement, we got there at the same time.  I want 
to thank you for all your hard work and the communication which was much better when you got 
involved.  Thank you again.” 
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16. SERIOUS INCIDENT REQUIRING INVESTIGATION (SIRI) (AMBER AND RED)  

 

Serious Incidents Requiring Investigation (SIRIs) including Amber or Red incidents 

Two incidents were around children that were referred to the serious case panel in Hampshire local 
safeguarding board. 

(please refer to see notes in ). 
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17. ORGANISATIONAL LEARNING FROM SAFEGUARDING CHILDREN 
INCIDENTS/S (NOT AMBER OR RED) 

 

Quarter 4 incidents by ward/deprtment/unit and severity. 

Incidents by Ward/Department/Unit and Severity 

    

 None (no harm 
caused) 

Severe (permanent or 
long term harm 
caused) 

Total 

A7 Starfish 2 0 2 

A8 Shipwreck 1 0 1 

B6 Antenatal Ward 1 0 1 

B7 Postnatal Ward 1 0 1 

B9 NICU 2 0 2 

Children’s Assessment Unit (CAU) 1 1 2 

Community Antenatal (Non-Hospital) 6 0 6 

Emergency Department (ED) 2 0 2 

Emergency Paediatrics Unit 3 0 3 

Paediatric Unit (Inc. outpatients) 1 0 1 

Portsmouth Maternity Centre 3 0 3 

Renal Day Unit QA 1 0 1 

B5 - Mary Rose Ward 1 0 1 

Total 25 1 26 
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Whilst there appears to be a significant increase in the number reported incidents. This is expected 
as we have been proactively encouraging people to report incidents that can enable us to 
challenge current practice and processes to ensure we continue to safeguard children and young 
people to the highest standard.  

 

From these reportable incidents, there were three emerging themes: 

1. 6 antenatal cases of unborn babies, that whilst were referred to Children’s Social Care by the 
community midwife this information had not been shared with the Safeguarding Children Team 
(SGCT) for oversight. These cases were identified by the SGCT prior to birth so alerts were 
written in a timely way; it does highlight an educational need for community midwives as to 
which cases the SGCT need to be alerted too. This element of education is being included into 
the annual training plan and during targeted departmental. 

2. Some continued issues with discharge information being transferred to the community setting. 
This has now been addressed by ongoing monitoring and training with ward clerks responsible 
for sending out this information. 

3. Two emerging concerns which generated investigation were around implementation of the 
bruising policy within ED. This has been highlighted as a training need in the staff involved 
directly. The ED training includes information around the protocol.  

Following the incident, the department has sent out current information and how to access the policy 
with an update of the current process in ED for escalation and review of children. 

Staff do receive training around the policy and the safeguarding team will continue to monitor 
awareness across the Trust. 
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18. CHILD PROTECTION INFORMATION SYSTEMS (CPIS) 2016-17  

 

Current Overview. 
The Designated Professionals Safeguarding Children guidance has been produced to support in 
ensuring the addition of Child Protection Information Sharing (CP-IS) in the NHS Standard 
Contract 2017/18 to 2018/19 is promoted and the system is implemented.  

SC32.8 of the contract refers directly to CP-IS stating that "The Provider must co-operate fully and 

liaise appropriately with third party providers of social care services in relation to, and must itself 

take all reasonable steps towards, the implementation of the Child Protection Information Sharing 

Project." (NHS Standard Contract, 2017/18 to 2018/19, page 35)  

The named nurse has been lead for PHT to implement the system in unscheduled care settings. 
She has been identified as a champion for NHS digital and has assisted with creating media 
materials with them. NHS Digital hosted their first implementation forum in Manchester and invited 
the Named Nurse to speak at the event, facilitating breakout sessions and sit on a professional’s 
panel. Sharing best practice, successes and challenges of the implementation process. 

The CP-IS system is fully implemented in the emergency department and there are no concerns 
with the system. It is incorporated as part of the booking in process. The staff will be unable to 
access unborn child protection plans as the codes are specific to registered midwives only. The 
maternity staff are currently completing training in preparation for access to CP-IS. Go –live date 
has not yet been set. 

The Children’s assessment unit has CP-IS which has been live since March. The plan was for the 
search to be completed at admission as part of the booking system. Senior nursing staff have been 
given access as there is not 24-hour cover at reception.  

This has meant that due to work capacity of the nursing staff the system is not always time 
sensitive. The plan is to increase the access to include band 5 nurses. The process of completing 
searches will be re assessed. 

Following further scoping the system may be implemented in the emergency eye department. 
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19. LOCAL SAFEGUARDING BOARD CHANGES/ KEY ISSUES 

 

Newborn /Unborn protocol  
This Protocol provides a robust framework for responding to safeguarding concerns and safe 
planning by practitioners working together, with families, to safeguard the baby before, during 
and following birth within Hampshire, Isle of Wight, Portsmouth, and Southampton. It has been 
written following a task and finish group involving key professionals and 4LSCB approach. 

The protocol offers clinicians clear guidance and a risk assessment tool. The feedback from 
clinical staff has been very positive. 

 
The Wood report. 
The Portsmouth clinical commissioning group requested that the head of safeguarding and patient 
safety facilitated a health response to the report. 

Some of the key findings identified that although it was recognised that multi-agency working is an 
essential approach to safeguard children there were areas that could be improved. Looking toward 
making clearer and more robust arrangements to promote effective joint working. It was felt that 
the government departments should review the range of boards and guidance with a view to 
reducing the burden, and therefore the cost on the health agencies, the police and local 
government- it may also include other agencies. 

See embedded documents/appendices. 
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20. EQUALITY AND DIVERSITY 

The Trust ensures that racial heritage; language, religion, faith, gender, and disability are 
considered when working with children and young people. 

The Trust takes its responsibilities for safeguarding children seriously and would want to assure 

the public and service users, through the publication of its Safeguarding Children Declaration that 

the arrangements in place are robust and meet all statutory and good practice requirements. 

Portsmouth Hospitals NHS Trust will continue to review its arrangements for safeguarding children 

annually and as required. 
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        Enclosure Number: (7) 
Subject: Urgent Care Transformation Programme Performance 
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Maria Purse, Urgent Care Transformation Programme Manager 

Rob Haigh, Emergency Director of Emergency Care 

Purpose of paper Monthly  Urgent Care Transformation Programme progress and 
performance report  

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

 
· April 4 hr performance remained highly variable, although 

overall an upward trend noted 
· 58, 12 hour DTA breaches confirmed in month 
· A further reduction in conversion rate during April 
· Average performance against daily discharge target was  

< 80% General Medicine & < 45% MOPRS  
· Relentless engagement on SAFER Board Rounds continues 
· Mean number MFFD patients remained  >250 
· IDS discharges for Pathway 2 and 3 was < 55% of target  

  
 

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

 For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Monitored and actions agreed through the weekly UCTP Committee 
chaired by the CEO and the Monthly UCTP Board chaired by the 
Executive Director for Emergency Care 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Assessed  within original Project Initiation Document 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Considered within each work stream 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  
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UCTP Board – Monthly  

UCTP Committee – weekly 

A&E Delivery Board – Monthly & A&E Delivery Board Ops Group - monthly 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Headline Summary  
 

 
 
 
 
 

24-May-17 

23rd April  82.2% 

30th April 76.7% 

7th May 71.8% 

14th May 76.9% 

Type 1 Attends Type 1 Admits Type 1 Convers ion Rate

May-16 9662 3094 32.02%

Jun-16 9098 3031 33.32%

Jul -16 9742 2941 30.19%

Aug-16 9442 3061 32.42%

Sep-16 9274 3013 32.49%

Oct-16 9512 3168 33.31%

Nov-16 9273 3098 33.41%

Dec-16 9081 3018 33.23%

Jan-17 8906 2979 33.45%

Feb-17 7901 2452 31.03%

Mar-17 9418 2921 31.02%

Apr-17 9314 2865 30.76%

1. During April, 4 hr performance remained highly variable, although 
overall an upward trend is noted.  During periods of black escalation in 
April, there were significant pressures on specialty and escalation bed 
capacity – and as a result, 58 12 hour DTA breaches were confirmed in 
month. RCAs are being completed for all (together with daily review of 
4 hour breach reasons).  
 
2. There was a further reduction in conversion rate during April. 
 
3. Average performance against daily discharge target was < 80% 
General Medicine & < 45% MOPRS – exacerbating waits for medical 
specialty beds; although there was some positive variability  in 
performance against early discharge (pre 09.00 and 1200), this was 
unchanged overall.  
 
4. Relentless engagement on SAFER Board Rounds continued during 
March – consistency and tighter grip being the key themes. A 
programme of multi-professional workshops and peer board round 
review(led by RH). These continue until the end of May – targeted at 
senior medical and nursing clinicians,  junior doctors and therapists.  
 
5. During April, the mean number MFFD patients remained  >250 
(peaking at 271), with the highest number of delays being for social 
care allocation or assessment, care home placement (Pathway 3) & 
commencement packages of care (Pathway 1).  A whole system 
agreement to significantly reduce MFFD  patients before Easter did not 
deliver any increase in complex discharge rate. 
 
6. IDS discharges for Pathway 2 and 3 was < 55% of target on the 
majority of days,  i.e. well below target, although the new IDS and PHT 
Discharge Leads are making significant changes to processes and 
culture to rectify this 
 
7. Actions for improvement follow the Perfect Week agreed – 
documented on  slide 4 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Performance against Urgent Care Transformation Programme KPIs 

24-May-17 

ED performance continues to improve with Aprils position reaching 79% (up from 78% in February). 
There were 58 x 12 hr breaches in April.  
Percentage of patients triaged in 15 mins during April was 86%, which is the highest performing period during the last 12 months. 
Percentage of patients seen by appropriate clinician in 60 mins during April was 62%  - which is also the highest position during the last 12 
months. 
During April, discharges before 1200 has increased slightly from the previous month to 21%. 
The average occupied beds days, for MFFD patients, during April has increased to 4,386  (+15.2%) from 3,806 when compared to March’s 
reported position. This is the highest reported position for the last 12 months. 

Primary Indicators Target Target Date May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

A&E 4 hr wait standard u 89% Mar-17 80% 82% 80% 82% 80% 76% 75% 73% 74% 75% 78% 79%

Patient triaged in 15 mins - All Patients 95% Dec-16 61% 68% 67% 68% 71% 73% 75% 76% 76% 84% 83% 86%

Patient triaged in 15 mins - Ambulance Arrivals Only 95% Dec-16 88% 97% 96% 95% 89% 83% 85% 85% 85% 95% 96% 95%

Patient seen by Doctor in 60 mins 95% Dec-16 44% 50% 47% 52% 55% 52% 57% 56% 60% 60% 59% 62%

Ambulance Handovers delays >=30 mins 0 0

249 delays (7%  of 

total ambulance 

arrivals in month)

171 delays (5% of 

total ambulance 

arrivals in month)

278 delays (8% of 

total ambulance 

arrivals in month)

259 delays (7% of 

total ambulance 

arrivals in month)

222 delays (10% of 

total ambulance 

arrivals in month)

724 delays (20% of 

total ambulance 

arrivals in month)

679 delays (19% of 

total ambulance 

arrivals in month)

883 delays (24% of 

total ambulance 

arrivals in month)

927 delays (27% of 

total ambulance 

arrivals in month)

640 delays (22% of 

total ambulance 

arrivals in month)

671 delays (21% of 

total ambulance 

arrivals in month)

338 delays (10% of 

total ambulance 

arrivals in month)

12 hour breaches 0% Apr-16 34 0 0 0 0 1 0 0 44 88 95 58

Secondary Indicators Target Target Date May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

SAFER – 95% of Patients with an EDD 100% Feb-17 79% 87% 89% 88% 88% 89% 89% 89% 91% 93% 92% 92%

SAFER -  33% Daily discharges by midday 33% Feb-17 22% 20% 20% 19% 18% 20% 21% 22% 22% 20% 20% 21%

SAFER – TTOs pre 1500 hrs N/A N/A 52% 51% 44% 53% 52% 49% 51% 13% 14% 13% 13% 14%

Serious Untoward Incidents N/A N/A 40 8 9 3 13 12 9 16 40 94 116

Mortality Non Elective HSMR 94.01 - 103.39 N/A 98.98 98.62 100.79 108.59 109.83 109.43 108.18 109.77 110.71 109.82 109.92

Bed Occupancy 90.00% N/A 94.30% 96.76% 95.46% 94.62% 96.42% 94.87% 95.45% 94.56% 96.70% 96.80% 95.06% 94.06%

Bed Occupancy AMU 85.00% N/A 97.00% 100.00% 99.78% 97.50% 98.28% 89.49% 103.00% 106.00% 107.00% 107.00% 104.00% 102.30%

A&E Conversion rate N/A N/A 32% 33% 30% 32% 33% 33% 35% 33% 33% 31% 31% 31%

Stranded Patients >7 days (last day of month) N/A N/A 452 577 580 566 570 577 580 583 628 615 602 575

Achievement against discharge targets 100.00% Apr-16 104.00% 97.00% 100.70% 99.50% 102.19% 101.73% 104.00% 99.60% 91.53% 93.66% 99.28% 96.80%

Medically Fit For Discharge (last day of month) 192 239 221 233 279 249 234 237 251 256 239 246

Medically Fit For Discharge Occupied Bed Days 1934 2505 1930 3561 3185 3915 2922 2713 3271 3715 3806 4386

Delayed Transfer of Care - Reported Patients 41 64 53 62 51 80 49 54 62 68 56 na

Delayed Transfer of Care - Reportable Bed Days 1516 1569 1742 1888 1530 2680 1828 1673 1614 1661 2062 na

uTotal Trust Performance

183



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 24-May-17 

KPI 1 KPI 2 

KPI 95% of patients triaged within 15 minutes 95% of patients seen by first Doctor within 60 minutes 

Baseline 83% 59% 

Month MAR 17 APR 17 MAR 17 APR 17 

Plan 100% 100% 100% 100% 

Actual 83% 82% 59% 56% 

Milestones achieved and impact in last month: 
 
Initiated work on updated plan for 2017/18 to include: 
New Department 
Paediatrics SPA 
UCC development / removal 
Workforce Development and Planning 
Operational Sustainability and focus 

Milestones Missed: 
Impact in last month 
 
N/A 

Mitigating Actions taken or planned to take: 
 
 
N/A 

Support required, if any: 
 
 
Acknowledgment of lack of admin support – 
recruitment underway 

Any other pointes of note: 

UCTP Exception Report              Workstream: Emergency Department  Lead: Simon Hunter          Month: March 17 

Rag Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 
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KPI 1 KPI 2 KPI 3 KPI 4 KPI 5 

KPI AMU Bed Occupancy Patients discharged / 
transferred from AMU <= 
24 hours 

Number of patients on 
AMU over 24 hrs LoS 

Number of new 
attendances on AEC – (% 
of total attendances) 

33.3% of Medical Take 
being seen through AEC 
 

Baseline 105% 68% 32.4% 8402 (74.4%) 22% 

Month MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 

Plan 85% 83% 100% 100% 5% 5% 756 (74.3%) 756 (74.3%) 33% 33% 

Actual 105% 101% 68% 67% 32.4% 32.7% 657 (79.3%) 590 (78.1%) 22% 22% 

Milestones achieved and impact in last month: 
Several milestones achieved in month including: 
Completion of Action Plan including 30 day, Intensive Support and CQC reporting plan 
Identification and implementation of Workgroups including all staff groups: GP Pathway, AEC, SAFER, Workforce Development and Staff Well Being 
Planned and delivered ‘Sit and See’ sessions carried out by all members of SMT 
Staff Well Being initiative in development, comms strategy in draft. 
CQC reporting mechanisms in place 
MCA/DOLs training +95% 
Daily status report embedded 
B7 away days underway, good attendance 
MM now commenced 6 month secondment 
 

Milestones Missed: 
Impact in last month 
 
N/A 

Mitigating Actions taken or planned to take: 
 
 
N/A 

Any other pointes of note: 

UCTP Exception Report              Workstream: AMU Inc. AEC  Lead: Alison Bartens          Month: March 17 

Rag Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 
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UCTP Exception Report         Workstream: Acute Frailty Pathway           Lead: Zoe Hemsley          Month: March 17 

Rag Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

KPI 1 KPI 2 KPI 3 KPI 4 

KPI Fit Reduction in conversion 
Rate from A & E 

Discharges <+ 72 hrs (>+ 75 yrs old) % Early Indication of Frailty Average Acute LoS  for MOPRs wards 
>= 75 yrs 

Baseline 66% 43% 60% 22.4% 

Month MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 

Plan 67% 67% 40% 40% 90% 90% 12.1 12 

Actual 66% 66% 43% 44% 60% 66% 22.4 29.2 

Milestones achieved and impact in last month: 
• Consistently good Avoided Admissions and Supported Discharges figures 
• Funding confirmed for an Electronic Patient Journey Board for FIT 
• Article about the activity of the FIT team appeared in Frontline Magazine (Chartered Society of Physiotherapists) 
• Actions from the meeting with Jenni Guest from the AFN in the process of completion 
• Positive results received from the patient and carer survey 
• Report on Frailty Education and Training survey received and discussed 
• Meeting with Information Services to receive update on the frailty-related and MOP triage reports 
• Updated OCEANO assessment form live 
• Delirium and Stairs assessment training for the FIT team 
• Received visit from Southampton (UHS) AFN lead and geriatricians 

Milestones missed and impact in last month: 
• Operational: Interface with other changes within PHT around Urgent 

Care 
• Workforce: Recruitment and retention of skilled individuals who can 

positively contribute to the team 
• Availability of D2A capacity in community to support avoided 

admissions and discharges 
• Await funding agreement from CCG. 
• Trust requirement for cost savings across al CSCs. 
 
 

Mitigating Actions taken or planned to take: 
Use of agency staff to cover Therapy 
vacancies  
PHT currently funding at risk. 
 
 

Support required if any: 
Interdependencies – Medical Take and Short 
stay model 
Increasing workload in AMU as result of exit 
block 
Increased access to community capacity 
including  D2A  pathways – support with 
stranded patients at system level 
Reduction in ASC representation 
Ensuring the measurement requirements 
/developments are fulfilled including 
progressing frailty cohort metrics now that 
they are being identified in ED 
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UCTP Exception Report       Workstream: Short Stay Unit                                Lead: Mark Roland       Month: March 17 

Rag Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

KPI 1 KPI 2 KPI 3 

KPI Medical Discharge LoS < 3 days Average Daily Discharges Medicine CSC Bed Occupancy 

Baseline 62.4% 4 124.4% 

Month MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 

Plan 65% 65% 15 15 95% 95% 

Actual 62.4% 64% 4 4 124% 126% 

Milestones achieved and impact in last month: 
• Drafted Business Case to show RTT implications and implementation update . – sent to exec level on 26/4 
• Frailty training sessions for D2 set up for April/May  
• MOPR’s have drafted an exit plan for those patients that exceed 72 hrs.  Need to do the same with Medicine and patients that require a specialty bed  
• IDS representation to attend next short stay workshop.  
 

Milestones missed and impact in last month: 
 

Consideration  expansion of the short stay Unit and 
bed capacity.- Further conversations to be had  with 
CMT  
 

Mitigating Actions taken or planned to take: 
 
 

Support required if any: 
 

Performance supporting revisiting of the KPI’s  
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UCTP Exception Report   Workstream: Ward Discharges Inc. SAFER & Stranded Patients  Lead: Maria Purse  Month: March 17 

Rag Status  Green: Milestone is on track; Yellow: Milestone not on track, plans to pull back, no slippage in forecast expected; Amber: Milestone not on 
track, plans in place to pull back, slippage in forecast expected; Red: Milestone not on track, forecast needs to be updated 

 

KPI 1 KPI 2 KPI 3 

KPI 33% Daily Discharges by 
Midday 

Reduction in number of Stranded 
Patients 

100% Weekday Discharge Target 
Delivery 

100% Weekend Discharge Target 
Delivery 

Baseline 20% 636 93% 98% 

Month MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 MAR 17 APR 17 

Plan 33% 33% 528 526 100% 100% 100% 100% 

Actual 20% 21% 636 616 93% 98% 98% 104% 

Milestones achieved and impact in last month: 
• CUR sequin  – on track to achieve 150 beds by end April 2017 
• Refreshed form and function of the Discharge Planning Team- review completed. Next step submission to Workforce Control Panel 
• Mandatory training for all appropriate professional regarding Discharge Planning and IDS - ongoing 
• Agreement and implementation on the electronic visual boards - Draft Business Case completed 
• SAFER-  Compliance, Board Rounds, Stranded Patients, EDD's, Checklist/SOP, Utilisation of the Discharge Lounge, Early Flow – relentless focus continuing, 

awareness that long term change of culture required to fully embed 

Milestones missed and impact in last month: 

• CUR Business Case not yet approved 
• Roll out the implement of  'Red to Green'  
• SAFER -  Compliance, Board Rounds, 

Stranded Patients, EDD's, Checklist/SOP, 
Utilisation of the Discharge Lounge, Early 
Flow 

 
 

Mitigating Actions taken or planned to take: 

• UCTP PM undertaking daily assessments – not 
sustainable in the long term 

• Roll out on C5 stalled. MOPRS delayed  
• Exec review of SAFER on some wards during 

Perfect Week. Checklist r/v’d and circulated, 
evaluation of progress against SAFER by each 
CSC being undertaken 

Support required if any: 

• Commitment to fund Business Case 
 
• Support from Med and MOPRS SMT 
•  Commitment to progress SAFER and  relentless focus on 

its implementation  
 

Any other points of note:  

Discussions remain ongoing into the future role of the 1.6 FTE DPT currently undertaking DSTs within the community 

Notice given on FAB beds, funded by PHT. Need to be aware of impact on the number of Stranded Patients following this decision 

Agreement made to appoint to permanent Discharge Lead post giving long awaited stability to role 
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Whole Trust Performance against SAFER (8-week comparison) 
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IDS Led Discharges – monthly summary 
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CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of April 2017

No. Metric

0 Type 1 (QAH A&E) Departures 10838 2115  - 2239

1a
% ambulance arrivals assessed within 

15 mins
96% 93%  - 98%

1b
% ambulance arrivals assessed within 

30 mins
99% 99%  - 100%

1c
% ambulance arrivals assessed within 

60 mins
100% 100%  - 100%

2a
% of ambulance patients treated 

within 60 mins
58% 54%  - 63%

2b
% of ambulance patients treated >2 

hours
22% 19%  - 25%

2c
% of ambulance patients treated >3 

hours
11% 8%  - 14%

3

% of patients (Type 1) meeting the 

national emergency access 4 hour 

target

73% 71%  - 77%

4a
% of patients waiting to be admitted 4-

6 hours
12% 9%  - 14%

4b
% of patients waiting to be admitted 6-

12 hours
22% 16%  - 33%

4c
% of patients waiting to be admitted 

12-24 hours
2% 0%  - 6%

4d
% of patients waiting to be admitted 

>24 hours
0% 0%  - 1%

5

Number of 12 hour trolley breaches 

based on a decision to admit within 

four hours of admission

59 0  - 47

6a

Number of ambulance delays 30-60 

mins                                                                               

(validated data)

33 0  - 33

2173

96%

99%

100%

55%

Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum

33%

1%

0%

8

33

20%

8%

72%

9%

22%

14%

75%

12%

18%

2239

96%

27/03/2017

Week1

99%

100%

59%

0%

0%

0

0

0%

0%

3

0

Week 2

03/04/2017

Week 3

10/04/2017

2142

93%

99%

100%

58%

25%

11%

72%

14%

24%

Week 4

17/04/2017

2115

98%

100%

100%

63%

19%

9%

77%

13%

18%

0%

0%

1

0 0

Week 5

24/04/2017

2169

96%

99%

100%

54%

23%

12%

71%

12%

16%

6%

1%

47
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6b
Number of ambulance delays >60 mins                                                                              

(validated data)
5 0  - 5

8
Number of patients to ambulatory 

emergency care pathway
173 27  - 42

9
Number of patients to the Urgent Care 

Centre
762 132  - 169

10 Number of medical outliers 1063 1020  - 1102

11 Number of escalation beds in use 48 - 74 39 - 75 40 - 66 47 - 48 - 44- 66 39  - 75

12a

Number of patient bed moves for non-

clinical reasons.  Patient moving >2 

times

1 0  - 1

12b

Number of vulnerable patient bed 

moves for non-clinical reasons.  

Patient moving >2 times

0 0  - 0

12c

Number of patient bed moves for non-

clinical reasons.  Patient moving >3 

times

0 0  - 0

12d

Number of vulnerable patient bed 

moves for non-clinical reasons.  

Patient moving >3 times

0 0  - 0

13a
Number of patient bed moves over 

night
1757 301  - 386

13b

Number of vulnerable patient bed 

moves over night
(all patients are risk assessed by the 

relevant Matron to maintain patient safety)

84 0  - 84

14a
Number of medical patients whose 

length of stay is between 1-2 days
107 104  - 110

0

107

0

0

0

352

84

5

42

132

1050

28

141

1020

0

0

0

0

0

386

0

106

0

0

0

0

346

0

27

161

1054

0

108

169

1090

1

0

0

0

35

0

301

0

104

0

41

159

1102

0

110

0

0

0

0

372

CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of April 2017

No. Metric Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum27/03/2017

Week1 Week 2

03/04/2017

Week 3

10/04/2017

Week 4

17/04/2017

Week 5

24/04/2017
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CQC Monthly Monitoring - Queen Alexandra Hospital
Main Dashboard

Reporting Period: Month of April 2017

No. Metric Monthly 
Total/ 

Average

Monthly 
Minimum - 
Maximum27/03/2017

Week1 Week 2

03/04/2017

Week 3

10/04/2017

Week 4

17/04/2017

Week 5

24/04/2017

14b

Number of patients delayed 

discharged who are medically fit.  

Delays within 24 hours

10 9  - 11

14d

Number of patients delayed 

discharged who are medically fit.  

Delays within 1-2 days

49 45  - 53

14f

Number of patients delayed 

discharged who are medically fit.  

Delays within 3-7 days

68 64  - 70

14h

Number of patients delayed 

discharged who are medically fit.  

Delays within >7 days

139 137  - 143

15a Number of incidents ED - near miss 0 0  - 0

15b Number of incidents ED - low 64 9  - 23

15c Number of incidents ED - moderate 17 0  - 9

15d Number of incidents ED - severe harm 2 0  - 2

15e Number of incidents MAU - near miss 0 0  - 0

15f Number of incidents MAU - low 58 11  - 17

15g Number of incidents MAU - moderate 2 0  - 2

15h
Number of incidents MAU - severe 

harm
0 0  - 0

15

2

0

0

23

9

0

0

9

50

68

137

0

17

10

45

64

138

0

0

0

17

3

0

67

138

11

0

0

0

9

5

2

0

11

48

15

0

53

69

141

0

15

10

0

0

0

0

10

49

70

143
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TRUST BOARD PUBLIC - JUNE 2017      Agenda Item Number: 94/17 
           Enclosure Number: (8) 

Subject: Board Assurance Framework (BAF) 

Prepared by / Sponsored by / 
Presented by: 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To provide the Trust Board with a monthly update of the Board 
Assurance Framework.  

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

Trust Board are asked to note: 

· CSF – Delivery of I&E control total: Income 
- The risk description contained within the BAF in relation 

to income is reflective of the Payment by Results based 
contract which was in place in previous financial 
years.  The current BAF has been updated to reflect the 
intention to agree an Aligned Incentives Contract which 
will materially change the risk associated with 
contractual income for 75% of the Trust’s 
turnover.  These risks will remain for the income 
components outside of the Aligned Incentives Contract 
with local commissioners but will have a different impact 
and will be subject to different mitigations in some 
cases.  The Aligned Incentives Contract contains a new 
risk management arrangement and the BAF for 17/18 
will need to reflect this when finalised.  This is a 
fundamental change to our financial system and will 
impact on all financial elements of the Board assurance 
framework. 

- The extant version of the BAF is presented and updated 
but will be fundamentally revised in line with the 
arrangements to overhaul the full document during June. 

 
· CSF Delivery of I&E control total: expenditure 

- The revised BAF will reflect the additions to the control 
environment incorporated into the Trust’s Recovery Plan 
and the updates to the governance arrangements which 
flow from this.  Further enhancements have been 
delivered through the 17/18 budget setting process and 
the output of the planning round will be incorporated into 
the BAF going forward.  The Trust is also revising its 
financial reporting arrangements to deliver Day 1 
reporting which will ensure that monitoring, performance 
and actions to address adverse performance is brought 
forward by up to 10 days each month. 

 
· CSF – Delivery of Cost Improvement Programme 

- There has been a significant change to key component 
of the controls in place in relation to this item as the 
Trust has now brought the Delivery Unit in 
house.  Recruitment is still underway and therefore there 
has been a reduction in capacity in relation to this 
following the end of the contract with external partners in 
this regard.  During 16/17 significant effort was 
expended to ensure that robust systems and processes 
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were set up and principles of working and managing the 
cost improvement programme were established across 
the management teams within the organisation.  In 
addition to this, the establishment of the new Aligned 
Incentives Contract enables teams from the Trust and 
Commissioners to realign their efforts around a common 
system cost reduction goal, and this is further supported 
by the establishment of a System Financial Framework 
which will put in place governance, risk management 
and delivery arrangements in place which are consistent 
across all organisations.  The intention is to enhance the 
capacity and capability of individual teams by integrating 
to achieve a common objective as far as possible.  The 
BAF will now be comprehensively updated to take 
account of these developments. 

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

· Review the Assurance Framework and consider requirement 
for further assurance on actions related to significant risks. 

· Determine any further assurance required on any aspect of 
the  Framework 

 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

 

Any decisions with regard to the severity and/or removal of the 
risks will be actioned as appropriate and presented at Trust 
Board. 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None 

 
 

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

Organisational Priorities All 

Board Assurance Framework/ 
Risk Register Reference 

N/A 

Risk Description N/A 

CQC Reference Well led, safe 

Committees/Meetings at which paper has been approved: Date 
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PORTSMOUTH HOSPITALS NHS TRUST ORGANISATIONAL PRIORITIES 
These priorities inform the Trust’s business objectives. The Board Assurance Framework identifies where there are risks to delivery of any of the 

annual priorities and provides assurance on risk mitigation. 
ORGANISATIONAL PRIORITY 1:  DELIVER SAFE, HIGH QUALITY PATIENT CENTERED CARE 

ANNUAL PRIORITY 
· Reducing level of Hospital Standardised Mortality Ratio (HSMR). 
· Increasing Safety Thermometer of harm-free care: 

Ø Improved timeliness of identification and treatment for sepsis in emergency departments and admission areas 
Ø Minimising the number of hospital acquired grade 3 and 4 pressure ulcers 
Ø Reducing level of medication incidents 

ORGANISATIONAL PRIORITY 2:  CONTINUALLY IMPROVE THE PATIENT EXPERIENCE  

ANNUAL PRIORITY 
· Ensure patient experience is not compromised through limited capacity (incl. ambulance holds and patient moves). 
· Achieve quality and safety metrics as outlined in the Urgent Care Improvement Plan. 
· Achieve positive patient experience through full engagement with families, carers and patients. 
· Maintenance of compliance with CQC regulations. 

ORGANISATIONAL PRIORITY 3:  ENSURE DELIVERY OF THE NATIONAL CONSTITUTIONAL STANDARDS 
ANNUAL PRIORITY 

· Achieve the A&E 4 hour performance target. 
· Meet the required Referral To Treatment waiting time. 
· Cancer Pathway targets are met. 
· Achieve the diagnostic procedure wait target. 
· Reduction in delayed transfers of care. 
· Meet the SAFER target for the percentage of patients discharged by midday seven days a week. 

ORGANISATIONAL PRIORITY 4:   CREATE A HEALTHY ORGANISATIONAL CULTURE WHERE STAFF REPORT THEY ARE WELL LED AND HAVE 
HIGH LEVELS OF SATISFACTION WORKING IN THE TRUST. 

ANNUAL PRIORITY 
· National Staff Survey results place the Trust in the top 20% for staff engagement. 
· National Staff Survey results show an improvement in the number of staff reporting bullying and harassment. 
· Achievement of the race equality standard. 
· Demonstrate an improvement in the CQC rating for the ‘well led’ domain for leadership and culture. 
· Develop strategies to ensure hard to recruit to roles are filled. 
· Deliver the workforce cost improvement programme. 

ORGANISATIONAL PRIORITY 5:  ACHIEVE FINANCIAL HEALTH AND SUSTAINABILITY.  
ANNUAL PRIORITY 

· Delivery of Income and Expenditure control total. 
· Delivery of Cost Improvement Programme. 
· Management of cash within agreed limits. 
· Management of capital resources within limits in line with business plan objectives. 196



 
Portsmouth Hospitals NHS Trust Board Assurance Framework 

Trust Risk Profile - APRIL 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

  
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

PE3 - Engagement P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
P2 – Bullying & harassment 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
PE4 –Compliance with CQC 
Regulations  
F1I - Income control 
S2 – RTT Target 
S5 – Reduction in Delayed Transfers 
of Care 
S6 – Achieving SAFER target 
 

S1 – A&E 4 hour target  
F3 – Cash management 

Highly Likely 
(5)   

PE2 – Quality and safety 
metrics 

PE1 – Limited capacity 
F1E – Expenditure control 
F2 – Achievement of CIP 
F4 – Capital resource management 
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ASSURANCE FRAMEWORK 2016/17 PROGRESS SUMMARY   

 

Organisational 
Priority 

Risk 
Reference 

 

Executive / 
Operational 

Leads 

R
ES

PO
N

SI
B

LE
 

C
O

M
M

IT
TE

E PRINCIPAL RISK 
(Obstacle to achievement of organisational priority) 

 

C
Q

C
 K

LO
E 

R
EF

ER
EN

C
E 

PROGRESS MONTH ON MONTH 

R
EV

IE
W

 D
A

TE
 

TA
R

G
ET

 D
A

TE
 T

O
 

A
C

H
IE

VE
 R

ES
ID

U
A

L 
R

IS
K

 S
C

O
R

E 

O
C

T 

N
O

V 

D
EC

 

JA
N

 

FE
B

 

M
A

R
 

A
PR

 

M
A

Y 

JU
N

 

JU
L 

A
U

G
 

SE
P 

Safety 
 
 PS1 SH PSSG / 

G&Q 

There is no reduction in mortality rates as recorded by 
Hospital Standardised Mortality Ratio (HSMR) and 
Summary Hospital-Level Mortality Indicator (SHMI) for 
2016/17. Resulting in significantly more deaths than 
expected. 

S 12 12 12 12 12 12 12      May 
17 

Sept  
17 

Safety 

PS2 SH  CEMSG 

Trust does not achieve increased Safety Thermometer 
of harm free days, impacting on the ability to deliver a 
reduction in avoidable harm. 
 

S/E 12 12 12 12 12 12 12      May 
17 

Sept  
17 

Patient 
Experience PE1 RH UCTC 

To  ensure that  patient experience is not  compromised 
through limited environmental and clinical  speciality  
capacity (inc ambulance holds and patient moves) 

All 20 20 20 20 20 20 20      Jun 
17 

Sept  
17 

Patient 
Experience PE2 RH 

UCTC To achieve the quality  and safety  metrics as  outlined  
in the urgent  care  improvement plan    All 20 20 20 15 15 15 15      Jun 

17 
Sept  
17 

Patient 
Experience PE3 NR 

PESG Achieve positive patient experience through full  
engagement  with  families, carers and patients All    6 6 6 6      May 

17 Oct 17 

Patient 
Experience PE4 NR 

G&Q Maintenance  of   compliance with CQC  regulations All 12 12 12 12 12 16 16      May 
17 Dec  17 

People 
P1 RK OB 

If members of staff are not engaged then patient 
satisfaction, patient mortality and infection rates have 
worse outcomes. 

S/WL 9 9 9 9 9 9 9      Sept 
17 

May 
18 

People 

P2 RK OB 

If the Trust does not reduce the rates of bullying and 
harassment as measured by the National Staff Survey, 
this could result in poor patient care, staff anxiety and 
disengagement. 

WL 12 12 12 12 12 9 9      Sept 
17 

May  
18 

People 

P3 RK OB 

The Trust does not reflect its local population as 
measured by the Race Equality Standard with staff 
treated as required, leading to compromised patient care 
and poor treatment of BME staff. 

WL 9 9 9 9 9 9 9      Sept 
17 

May 
18 

People 

P4 RK OB 

Managers and leaders of the Trust do not have the skills 
to create a supportive work environment to deliver an 
improvement in the CQC Rating for leadership and 
culture. This could impact on the standard of patient 
care, experience and patient outcomes. 

E/ 
WL 12 12 16 16 16 16 16      Sept 

17 
May 
18 

People 
P5 RK OB 

Insufficient staffing has a direct impact on the quality of 
patient care. 

S/E/
R 16 16 16 16 16 16 16      Sept 

17 
Apr 
18 

Delivery of 
Required 
Standards 

S1 RH EMT/ 
TB 

Required A&E maximum waiting time of 4 hours from 
arrival to admission/transfer/discharge is not delivered. S/E 20 20 20 20 20 20 20      May 

17 
Sept  
17 

Delivery of 
Required 
Constitutional 
Standards 

S2 MD EMT/ 
TB 

Maximum waiting time of 18 weeks from point of referral 
to treatment (RTT).  Resulting in longer than necessary 
waiting times for patients. 
 

S/E/
R 12 12 16 16 16 16 16      June 

17 

 
June 
17 198



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Delivery of 
Required 
Constitutional 
Standards 

S3 MD EMT/ 
TB 

Cancer – maximum 62 day wait for first definitive 
treatment from urgent GP referral for suspected cancer.  
Resulting in longer than necessary waiting times for 
patients. 
 

S/E/
R 12 12 12 12 12 12 12      June 

17 

 
June 
17 

Delivery of 
Required 
Constitutional 
Standards 

S4 MD EMT/ 
TB 

Trust does not achieve maximum 6 week wait for 
diagnostic standard. Resulting in longer than necessary 
RTT and Cancer wait times. 
 

S/E/
R 12 12 16 16 12 12 12      June 

17 

 
June 
17 

Delivery of 
Required 
Standards 

S5 RH EMT / 
TB 

Reduction in Delayed Transfers of Care. 
 S/E/

C/R 16 16 16 16 16 16 16      May 
17 Sept 17 

Delivery of 
Required 
Standards S6 RH EMT / 

TB 

Failure to achieve SAFER target for the % of patients 
discharged by midday seven days a week, impacts on 
flow, ED wait for beds, correct placement of specialty 
patients and deconditioning of patients, particularly frail 
elderly. 

SE/
C/R/
W 

12 12 16 16 16 16 16      May 
17 July 17 

Financial Health 
F1 - Income CA SMT/ 

FIC 
Income control total is not achieved. 
 S/WL 16 16 16 16 16 16 16      Apr 

17 
Mar 
17 

Financial Health F1 -  
Expenditure 

CA SMT/ 
FIC Expenditure control total is not achieved. S/WL 20 20 20 20 20 20 20      Apr 

17 
Mar 
17 

Financial Health 
F2 CA SMT/ 

FIC 

Failure to deliver the Cost Improvement Programme 
benefits. 
 

S/WL 20 20 20 20 20 20 20      2 
Wkly 

Mar  
17 

Financial Health 
F3 CA 

SMT/ 
FIC 

Trust does not manage cash within agreed limits. 
S/WL 20 20 20 20 20 20 20      Apr 

17 
Mar  
17 

Financial Health 
F4 CA SMT/ 

FIC 

Management of capital resources within limits in line with 
business plan objectives. 
 

S/WL 20 20 20 20 20 20 20      Qtr Mar 
17 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
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L 
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A
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N
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U

R
R
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T 

R
A

TI
N

G
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XL
) 

PR
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D
 (R
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U
A

L 
R
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K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS1 There is no 
reduction in 
mortality rates 
as recorded by 
Hospital 
Standardised 
Mortality Ratio 
(HSMR) and 
Summary 
Hospital-Level 
Mortality 
Indicator 
(SHMI) for 
2016/17, 
resulting in 
significantly 
more deaths 
than expected. 

· Mortality review 
panel 

· Clinical 
Effectiveness 
Steering Group 

· M & M meetings 
discuss cases. 

· All unexpected 
deaths are 
subject to 
investigation and 
where 
appropriate 
reported as 
SIRIs. 

· Mortality Review 
Panel 

· SHMI indicator 
within official control 
limits 

· No significant 
clinical problems 
identified. 

12 
4x3 

12 
4x3 

8 
4x2 

1. Recent increase in 
HSMR 

2. Care Quality 
Commission alert 
in March regarding 
higher than 
expected mortality 
rates for acute 
cerebrovascular 
disease for the 
months April to 
September 2015. 

3. SHMI indicator 
above national 
average 

1) Medical Director 
2) Medical Director 
3) Clinical 

effectiveness and 
mortality steering 
group 

May  
2017 

Septl 
2017 

 
Safe & Effective 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-4     Introduce daily mortality review meetings Medical Director 
October 2016 

Underway  Update: Feb.2017: 
Continuing in Respiratory and 
soon to be rolled-out to MOPRS.  
No trends detected thus far. 

On-going 

1-4     Undertake review of palliative care coding 
Coding Group December 2016 

Not started – Sally Daniels will 
complete audit by end of 
February 2017 

Completed 

Review of anomalous entry data Dr Foster & CEMSG June 2017   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT
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L 
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A
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) 
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U
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R
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T 

R
A
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N

G
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XL
) 

PR
ED

IC
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D
 (R
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U
A

L 
R
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K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS2 Trust does not 
achieve 
increased 
Safety 
Thermometer 
of harm free 
days 
· Sepsis 
· Acute 

Kidney 
Injury (AKI) 

· Falls 
· Medication 

Errors 
· Pressure 

damage 
· Infection 

control 
targets 

Impacting on 
the ability to 
deliver a 
reduction in 
avoidable 
harm. 
 
 

· Sepsis pathway 
· AKI Nurse 

Specialist 
· Lead Nurse for 

Falls 
· TVN team 
· Infection control 

team 
· Patient Safety 

Steering Group 
established to 
oversee 
changes/improve
ments in safety 
culture 
throughout the 
organisation 
 

· SafetyThermometer 
· Monthly reports to 

Trust Board/CQRM 
· Quarterly Reports to 

G&Q 
· Infection control 

committee 
· Improving reporting 

culture 
 

 
 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

8 
4x2 

Sepsis 
1. Not compliant with 

administration of 
antibiotic within 1 
hour of first triage. 
 

Medication 
2. Repetition of 

medication errors 
3   

  

4.   Trust initiative to 
increase reporting 
of Safety Learning 
Events in 
2016/17has not 
had sufficient time 
to establish a 
benchmark to 
measure reduction 
in severity of 
reported harm. 

5.   Lack of Electronic 
Prescribing and 
Medicines 
Administration 
(EPMA). 

 
 

1) Medical Director 
2) Patient Safety 

Lead 
3) Patient Safety 

steering group 
and G&Q 

May 
2017 

Sept 
2017 

 
Safe, Effective 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Management through Governance & Quality Committee G&QC and PSSG On-going   

Review through Infection Control Committee DIPC On-going   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C
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) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED
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TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE1 To  ensure that  
patient 
experience is 
not  
compromised 
through limited 
environmental 
and clinical  
speciality  
capacity (inc 
ambulance 
holds and 
patient moves) 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead, with 
transformational 
changes 
planned across 
urgent care 
pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical pathway 
to reduce length 
of stay and need 
for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Agreed 
operational and 
escalation 

· CEO UCTP 
meeting weekly 
Monthly  UCTP 
Board 

· CQQ report noting 
improvements in 
AMU and ED obs 
ward 

· Urgent Care quality 
metrics 

· A&E Delivery 
Board 

· NHSI monthly 
scrutiny and 
assurance 
meetings (IDM) 

· CSC Performance 
reviews 

· F.I.T positive 
response data for 
ED 

· National In-patient 
survey 

· Healthwatch visit – 
positive feedback 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Potential for 
attendance and 
admission demand to 
increase above 
agreed activity plan 

2. Lack of capacity in 
the community and 
domiciliary sectors for 
onward placement of 
patients in settings 
most appropriate to 
their clinical need 
 
  

3. Evidence of 
sufficient non 
acute capacity and 
understanding to 
deliver D2A  

4. Number of 
patients outlied 
and increased use 
of (unfunded) 
escalation 
capacity 

5. Delays in 
ambulance 
handover times 

6. Adequate clinical 
decision maker 
capacity at front 
door – specifically 
senior ED 
clinicians 
overnight 
consultant 
physician capacity 
OOHS, AMU 
nursing and junior 
medical staff 

 
 

1) Executive 
Director of 
Urgent Care 

2) EMT/Trust 
Board 

June 2017 September 
2017 

All 

202



policies in place 
to safely 
manage GP 
referrals at all 
times 

· Discharge to 
assess and 
integrated 
discharge 
Transformation 
Lead appointed. 

· PHT and 
System project 
management in 
place. 

· CSC 
performance 
reviews. 

 
 
 
 
 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Delivery of the Urgent Care Improvement Plan will address 1-6 Executive Director of 
Urgent Care 

Sept 17   

2. Active recruitment and internal (medical) workforce reconfiguration to minimise impact of junior doctor vacancies within AMU, and 
therefore effects on patient flow 

Executive Director of 
Urgent Care and Chief of 
Acute Medicine 

June 17 1. Active recruitment driver 
already implemented but JD 
recruitment remains challenging.  
2. Rota re-configuration planned, 
to reduce onerousness of AMU 
(JD) rota  

 

3. Whole system work programmes (led by A&E Delivery Board group) to reduce MFFD back log through new workforce recruitment 
(community Trusts) and nursing home capacity HCC/PCC) 

A&E Delivery Board, IDS 
and Solent C.O.O 

Sept 17 Recruitment underway of EOLC 
HCSW’s to release domiciliary 
care capacity for MFFD patients 
in PHT 

 

4. Developing a new model of care for the Emergency Medical Take Executive Director of 
Urgent Care and Chiefs of 
Acute Medicine and 
MOPRS 

May – June 2017 On call working arrangements 
for Consultant physicians being 
updated to optimally align senior 
decision maker capacity with 
profile of emergency 
medical/elderly care admissions.  
This will be job planned, 
enabling many more of today’s 
admissions to be reviewed in 
real time. 
Engagement work for clinical 
staff ongoing with improvement 
plan developed 

 

5. Daily AMU staffing status and operational report to CEO, COO and Executive Director of Emergency Care.  Exceptions reported on 
standardised template, fortnightly to CQC. 

AMU HON / Matron  March 2017 onwards Status report has been 
embedded in AMU process.  
Consistent reporting. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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IN
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T 
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A

TI
N
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D
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A

L 
R
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K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE2 To achieve 
the quality  
and safety  
metrics as  
outlined  in 
the urgent  
care  
improvement 
plan    

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan best 
practice 

· NHSI IDM 
meeting 

· UCTP clinically 
lead with key 
transformational 
changes planned 
across urgent 
care pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical plan to 
reduce length of 
stay and need for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 
integrated 
discharge 

· Improvement in 
weekly CQC 
metrics 

· Minimal 
complaints 

· FFT positive 
responses and 
recommendatio
n data 

20 15 12 

1       In consistent 
application of 
escalation policy 
leading to 
ambulance holding 
and inappropriate 
patient placement  

2      Potential for 
attendance and 
admission demand 
to increase above 
agreed activity plan 

3       Gaps in workforce, 
specifically at Junior 
Doctor and Senior 
level and in ED at 
nights and week-
ends 

4      Lack of capacity in 
the community to 
promote onward 
placement of 
patients in settings 
appropriate to their 
clinical need 
 
 

5 Sufficient 
community bed 
and domiciliary 
care capacity 
exists to deliver 
D2A pathways  

6 Failure to deliver 
on A&E 
performance 
standards 

7 Number of 
patients outlied 
from specialty 

8 Increasing 
number of 
ambulance 
holding 

 
 

1 Executive 
Director of 
Urgent Care 

2 EMT/Trust 
Board 

June 2017 September 
2017 

All 

204



Transformation 
Lead appointed. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9 Delivery of the Urgent Care Improvement Plan  Executive Director of 
Urgent Care 

Sept 17   

Revision of escalation thresholds  to ensure standardisation of escalation policy Chief Operating Officer May 17 Escalation threshold have been 
revised and final draft version of 
escalation policy has been 
circulated 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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ASSURANCE 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE3 Failure to 
achieve 
positive 
patient 
experience 
through full  
engagement  
with  Families 
carers and 
patients 

· Patient 
Engagement
Strategy 

· Carers 
Strategy 
(partners with 
local and 
county 
councils) 

· Patient, 
family and 
carer 
collaborative 

· Membership 
of community 
engagement 
committees 

· Compliance 
with 
Engagement 
Strategy 
delivery plan 

· Compliance 
with hospital 
requirements of 
Carers Strategy 

· Active 
involvement of 
PFCC 
members in 
quality 
monitoring 
processes 

· Minutes of 
community 
groups 
demonstrating 
partnership 
working 

· Output of 
workshops 
undertaken in 
partnership 
with patients, 
families, carers 
and other 
community 
stakeholders 

· FFT positive 
satisfaction 
score and 
response rate 

6 6 6 

1. Active participation of 
people from some 
minority groups e.g. 
BME, LGBGT 
communities 

 1) Director of 
Nursing 

2) Head of Patient 
Experience 

3) Patient 
Experience 
Steering Group 

May 2017 Oct 17 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Work with community groups to explore how the Trust can provide better opportunities for people from these groups to engage and 
provide feedback 

Head of Patient 
Experience 

Oct 17   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE4 Maintenance  
of   
compliance 
with CQC  
regulations 

· Quality Care 
Reviews 

· Ward 
Accreditation 
Programme 

· Monthly and 
quarterly 
reporting of 
key quality 
metrics 

· Peer review 
· CQRM 
· G&Q 

Committee 
and quarterly 
CSC reports 

· Oversight of 
organisationa
l risks 
through Datix 

· Whistleblowin
g Policy 

· Latest CQC 
report 
demonstrating 
improvements 
in ED and 
removal of the 
enforcement 
notice 

· Ward 
accreditation 

· CCG clinical 
visits 

· Quarterly CSC 
governance 
reports 

12 16 6 

1 Variation across CSCs 
2 Follow through on 

audit/monitoring 
process that 
identifies areas of 
non- compliance 

3 Executive Performance 
reviews 

4 Latest CQC 
report and 
associated 
enforcement and 
requirement 
notices 

1) Director of 
Nursing 

2) Head of 
Governance 
and Quality 

3) G&Q 
Committee 

May 2017 Dec 2017 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1&4   Delivery of the CQC action plan once agreed Head of Governance and 
Quality 

December 2017   

2      Progress to be monitored through the Executive Performance Reviews Director of Nursing April 2017  
 

 

3      Performance reviews to be re-instated Director of Human 
Resources 

April 2017 Performance Reviews 
commenced April 2017 
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RISK 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P1 If members of 
staff are not 
engaged then 
patient 
satisfaction, 
patient 
mortality and 
infection rates 
have worse 
outcomes. 
 
Critical 
Success 
Factor/ 
Trust does 
improve the 
levels of staff 
engagement to 
achieve a staff 
satisfaction 
score in the 
top 20% as 
measured by 
the National 
Staff Survey 
Implications. 

· Listening into 
Action 
programme 
adopted. 

· Staff survey 
action plans 
developed across 
the organisation 
and within CSCs. 

· Health and well-
being programme 
established. 

· Employee 
recognition 
programmes in 
place. 

· Quarterly staff 
pulse survey 

· Development of 
appraisal quality 
framework linked 
to values. 

 

· Significantly 
Improved 
performance in 
2015 national 
staff survey 
results. 

· Lower than 
average levels of 
sick absence and 
staff turnover 
when compared 
to other acute 
organisations. 

· Integrated 
performance 
report to Board 
including staff 
feedback 

· Positive staff 
friends and family 
results which 
compare 
favourably with 
local trusts and 
the national 
England average  

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 

 
 
 
 
 
 
 
 
 
 
 

6 
3x2 

 
 

1. Lack of engagement 
from clinical staff in 
delivering the change 
agenda specifically 
concerning urgent 
care. 

2. Unbalanced focus on 
operational delivery 
verse strategic 
planning 

 
 

3. Trust is positioned 
as above average 
for overall staff 
engagement when 
compared to other 
Trusts within the 
full 2016 staff 
opinion survey (no 
significant change 
from 2015) 

4. No clear approach 
to developing a 
culture of 
continuous 
improvement 

5. Only half the 
workforce feel 
involved in and 
able to make 
improvements 
happen in their 
area of work 
 
 
 
 

1) Director of 
Workforce and 
Organisational 
Development 

2) Head of 
Organisational 
Development 

3) Operational Board 

Sept 2017 May  
2018 

 
Safe, Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-2.    Engagement events to take place to improve staff involvement in the Urgent Care agenda UCIP programme leads July 16 and on-going Improved understanding, 
engagement and involvement of 
staff in the delivery of the UCIP 

Complete and 
on-going 

 
3-5.    Equip staff with the necessary skills to adopt LiA and the change model ‘PDSA’ 

Organisational 
Development  

January 2017 Evidence of tools being used in 
departments 
Numbers of staff trained 

Complete and 
on-going 

3-5.    Ensure key actions are identified and acted upon arising from the Quarterly staff pulse survey  CSC and corporate 
functions 

Every Quarter Staff feedback 
Departmental communications 
Improved FFT results 

 

1-5.   Trust wide actions to respond to the 2016 National Staff Survey result CSC and corporate 
functions 

March 2017 Action plans in place Complete 

1-5   Continuous Improvement Steering Group established to set out a strategy for quality improvement 
 

Director of Workforce and 
Head of OD 

March 2017 Group and terms of reference in 
place 

Complete and 
on-going 

1-5   Clear improvement methodology agreed Director of Workforce and 
Head of OD 

July 2017 Improvement skills methodology 
in place and tools being used to 
improve services 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P2 If the Trust 
does not 
reduce the 
rates of 
bullying and 
harassment 
as measured 
by the 
National 
Staff Survey, 
this could 
result in poor 
patient care, 
staff anxiety 
and 
disengageme
nt. This 
could have a 
negative 
impact on 
staff 
experience 
and the 
creation of a 
positive 
culture. 
 
1 in 4 (25%) 
of staff report 
that they have 
experienced 
bullying, 
harassment or 
abuse from 
staff in the 
last 12 
months as 
reported by 
the 2015 
national staff 
survey 

1. Staff survey 
action plan in 
place at 
organisationa
l level and 
CSC level 

2. B&H 
campaign 
launched in 
July to 
promote 
positive 
behaviour 

3. Support line 
set up and 
manned by 
staff side 

4. Local survey 
undertaken to 
better 
understand 
what sits 
behind the 
data to drive 
positive 
action 

5. Compared to 
all acute 
Trusts, 
Portsmouth is 
not an outlier 

6. Trust Board 
supporting the 
B&H campaign 
through 
positive role 
modelling of 
behaviours 

7. Significantly 
low levels of 
reporting actual 
experience of 
B&H through 
the dedicated 
helpline and 
formal route 

8. 2016 staff 
survey results 
saw a 2% 
reduction in 
staff reporting 

 
 
 
 
 
 
 
 
 
 

12 
4x3 

9 
3x3 

6 
3x2 

1. Medical consultants 
identified in the local 
survey as main 
perpetrator. 

2. Higher levels of 
reporting from BME 
and disabled staff 

3. Variation across the 
organisation in dealing 
with inappropriate 
behaviour 

4. Leaders leading by 
example and 
making 
expectations 
explicit. 

5. Swift and 
appropriate action 
taken to address 
any inappropriate 
behaviour. 

6. Staff are not 
reporting all 
incidents of 
bullying and 
harassment 

 

1) Director of 
Workforce & OD. 

2) Head of OD. 
3) Operational 

Board 

Sept  
2017 

May  
2018 

 
Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-6       Launch positive action against B&H campaign Staff Side Chair (Steve 
Thomas) 

July 2016 Campaign has been discussed 
at Trust Board and is visible to 
all staff 

July 16 

1-6       Set clear expectations for behaviours Staff Side Chair (Steve July 2016 Contained within the campaign Aug 2016 209



Thomas) and Director of 
Workforce & OD 

and staff toolkit 

1-6       Ensure all staff are able to access support and know about to report inappropriate behaviours Staff Side Chair (Steve 
Thomas)/Head of OD 

September 2016 Staff reporting and seeking 
support from the respect me 
line/inbox 

Launched Aug 
2016 

1-6       Further develop staff training to ensure behaviours and expectations are explicit throughout Head of OD and Director 
of Education 

Immediately and on-
going 

Training available and staff 
trained 

Launched Aug 
2016 and on-
going 

1-6       Performance management training to include appropriate challenge and management versus B&H – how to effectively manage 
ambiguity 

Head of OD Sept 2016 Training package and feedback 
Improved quality of IPR 
discussions 

Sept 2016 

1-6      Work with specific services who have been identified as having higher levels of reported B&H as measured by the NSS Staff Side Chair (Steve 
Thomas) 

March 2017 Reduced number of reporting On-going 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P3 The Trust 
does not 
reflect its 
local 
population 
as measured 
by the Race 
Equality 
Standard 
with staff 
treated as 
required, 
leading to 
compromise
d patient 
care and 
poor 
treatment of 
BME staff. 
 

· Annual 
National Staff 
Survey 
results 
containing 
WRES 
metrics 

· Trust 
Diversity 
scorecard 
published  

 
 

· Equality 
Improvement 
Group 
established with 
membership for 
all CSCs and 
corporate 
functions. 

· The Equality 
Standard is fully 
embedded within 
clinical and 
corporate 
services 
achieving the 
Bronze award in 
2015 and working 
towards silver in 
2016. 

· WRES action 
plan in place 
focused on 3 
aims regarding i) 
values and 
behaviours, ii) 
responding to 
quality, safety 
and operational 
obligations, iii) 
recruit, develop 
and retain staff. 

9 
3x3 

9 
3x3 

6 
3x2 

1. 5% more BME than 
white staff in 2016 
reported that they felt 
they had experienced 
HBorA from patients, 
relatives or the 
public.(4% worse than 
2015) 

2. No more BME than 
white staff in 2016 
reported that they felt 
they had experienced 
HBorA from staff (4% 
improvement from 
2015) 

3. 13% fewer BME than 
white staff in 2016 
reported that there are 
equal opportunities for 
progression or 
promotion (2% 
improvement from 
2015) 

4. 7% more BME than 
white staff in 2016 
reported that they had 
personally experienced 
discrimination (1% 
worse than 2015) 

 

5. Full engagement 
at all levels with 
leaders leading by 
example to comply 
with the standards. 

6. Swift and 
appropriate action 
taken to address 
any inappropriate 
behaviour or 
breach of policy 
and procedure. 

7. Staff are not 
reporting all 
incidents of 
discrimination 

 

1) Director of 
Workforce & OD 

2) Head of OD 
3) Operational 

Board 

Sept  
2017 

May  
2018 

 
Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-7.      Staff awareness sessions to be cascaded via EIG members Equality Lead/Head of OD On-going Number of staff attending/EST  

1-7.      All services to reach silver standard accreditation EIG membership group 31st November  2016 · All Clinical and corporate 
services achieve silver 
standard 

· Improved results as measured 
by the 2016 NSS 

Completed 

1-7.     Ensure E&D website is up to date containing relevant and current information and support to staff and the public Equality Lead/Head of OD 31st January 2017 Website is up to date Completed 

1-7   Key actions identified at CSC level as part of staff survey response CSC Management teams May 2017 Actions identified and monitored Completed 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P4 Managers and 
leaders of the 
Trust do not 
have the skills 
to create a 
supportive 
work 
environment 
to deliver an 
improvement 
in the CQC 
Rating for 
leadership and 
culture. This 
could impact 
on the 
standard of 
patient care, 
experience 
and patient 
outcomes. 

 
CQC well-led 
domain rating 
of requires 
improvement. 
 
There is 
significant 
evidence that 
good leadership 
has a positive 
effect on 
organisational 
performance; at 
a time of great 
pressure in the 
Trust, 
leadership is 
critically 
important.  
 

· Clear 
organisational 
structure in 
place 
supporting 
clinically led 
services. 

· Training needs 
analysis 
undertaken 
each year for 
CSCs and 
corporate 
functions to 
request 
development 
for skills gaps 
identified as 
part of personal 
development 
plan during 
appraisal and 
performance 
review process. 

· CSC 
performance 
reviews held 
monthly  

· Organisational 
Development 
strategy defined 
with a focus on 
developing 
leadership 
capability. 

· Leadership, 
culture and 
engagement a 
key component 
within our Quality 
Improvement 
Plan for 
unscheduled 
care. 

· Access available 
and supported to 
a range of 
management and 
leadership 
development 
programmes 
/skills 
development. 

· Bi-monthly staff 
story presented 
at Trust Board  
 
 
 
 
 

12 
4x3 

16 
4x4 

8 
4x2 

1. No clearly defined 
organisational strategy 
with underpinning key 
performance 
objectives. 

2. Training needs analysis 
not comprehensive. 

3. Personal development 
plans are not always 
identified. 

4. Training and 
development 
requested does not 
always relate to the 
organisational or 
service priorities. 

5. Governance 
arrangements at senior 
leadership level varies. 

6. Bespoke development 
programmes 
commissioned for 
managers and leaders 
do not have the level 
of engagement 
necessary to raise 
capability. 

7. Operational pressures 
take priority and 
dictate levels of 
engagement resulting 
in insufficient 
attendance/take up of 
development 
opportunities 

 

8. Reluctance to 
follow and apply 
policy and 
procedure 
consistently (e.g. 
appraisal 
compliance). 

9. Lack of discipline 
to follow rules and 
regulations and 
tendency to find 
‘work arounds’ 
(e.g. agency caps). 

10. Clarity of role and 
responsibilities 
within some 
departments are 
unclear leading to 
duplication of effort 
and inefficiencies 
in performance. 

11. Variation in 
individuals being 
held to account for 
delivery against 
clearly defined 
objectives 

 

1) .Director of 
Workforce & OD 

2) Head of OD 
3) Operational 

Board 

Sept  
2017 

May 
2018 

 
Effective, Well-
led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-11        Organisational Strategy with underpinning objectives to be defined  Chief Executive 30 June 2017 Strategy clearly defined  

1-11        Organisational Priorities and objectives to be cascade to all staff Head of O.D. 31 Aug 2017 Staff communication is evident  212



1-11        Appraisals to be completed ensuring roles and responsibilities are clarified and clear objectives are set for the year ahead All line managers 30th October 16 Appraisal compliance rate On-going 

1-11        Appraisal audit undertaken with report on findings and recommendations shared Head of OD 31st Oct 16 
unscheduled care 
pathway 
31st December 16 
Sample of other areas 
(including corporate) 

Audit report Completed 

1-11        Personal and collective skills development defined from appraisals and appropriate training put in place Head of OD 31st December 16 Skills gaps identified 
Development programmes to 
provide skills in place 
Training Needs Analysis 
undertaken 

Completed 

1-11       Management competency programme to be introduced as mandatory linked to appraisal 
 

Head of OD 31st March 17 Competency framework in place Completed 

1-11       CSC collective performance review process reviewed and aligned to deliver organisational priorities  EMT 31st May 2017 Performance reviews happen in 
a structured way with clear 
actions and evidence of teams 
being held to account for 
delivery 

Completed 

1-11 A well-led accreditation programme to be developed for CSC’s and corporate functions to provide a better understanding of gaps on  
governance and leadership capability  
 

Director of Workforce and 
Head of OD 

November 2017 An accreditation programme is 
launched 
All CSCs and corporate 
functions have self-assessed 
Gaps identified with 
development plans in place 
signed off by SMT 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P5 Insufficient 
staffing has a 
direct impact 
on the quality 
of patient care. 
 
Ensure 
workforce 
sustainability by 
the creation of 
new roles, 
creative 
recruitment and 
the delivery of 
the Workforce 
Cost 
Improvement 
Programme. 
 
National skill 
shortages in 
nursing, 
scientific and 
other 
professions 
being reflected 
locally which is 
leading to an 
increasing 
expensive 
temporary 
workforce 
supply which 
may impact on 
patient care 
 
Workforce 
design has not 
kept pace with 
changing 
service 
delivery, for 
example, terms 
and conditions 
of service have 
not 
fundamentally 

· Corporate CIP 
plan developed 
to reduce 
temporary 
staffing levels. 
Managed via the 
Delivery Unit 
and 
Performance 
Reviews 

· Speciality 
specific 
attraction 
strategies  
developed for 
CSCs in difficult 
to recruit areas 

· Executive sign 
off required for 
temporary spend 

· Expansion of on-
going 
recruitment of 
nursing staff 
from overseas 

· Development of 
new roles to fill 
gaps 

· Fortnightly 
workforce 
controls 
meetings with 
each CSC 
 

· Business planning 
process has 
identified resource 
requirements for 
CSC service 
delivery 

· WSC process has 
been reviewed.  
All recruitment is 
scrutinised and 
approved by 
finance 

· Trust turnover is 
currently at 11.7% 
(annual rolling) 
which is lower 
than many Trusts  

· Budgeted 
Workforce 
establishment has 
increased by 489 
FTE since 31st 
March 2015 and a 
further 236 FTE 
since March 2016.   

 
16 
4x4 

 
 

 

16 
4x4 

 
 

12 
4x3 

 
 

1. Temporary workforce 
spend is high and is 
not sustainable.  This 
is recognised as a 
national problem and 
the NHS Improvement 
increasingly mandating 
actions to which the 
Trust is compliant. 

2. Reduction in Junior 
Doctors and difficulty 
in recruiting to Trust 
posts is on-going in 
many specialities and 
is the major area of 
temporary spend. 

3. The Trust has 
maintained many of its 
referral to treatment 
targets leading to an 
increased need for 
staff which resulted in 
a high level of 
premium payments 
including Waiting List 
Initiative payments 
staff. 

4.  Temporary workforce 
is used to fill local and 
national shortages in 
some key skill areas 
which may result in 
some critical skill gaps 
in clinical rotas, 
specifically nursing, 
junior doctors and 
some other specialist 
areas. 

5. High levels of 
substantive 
vacancies in some 
CSCs – Clinical 
Support, MOPRs 
and CHAT. 

6. Qualified N&M 
vacancies is 
currently 8.4% as 
of December 2016. 

7. Supply of newly 
qualified nursing 
workforce is 
insufficient for PHT 
required demand. 

 

1) Director of 
Workforce and 
Organisational 
Development 

2) Deputy Director of 
Human 
Resources 

3) Operational Board 

September 
2017 

April 
2018 

 
Safe, Effective, 
Responsive, 

214



changed for 
many years, but 
increasingly we 
need staff to 
work 24/7 on an 
on-going basis  
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Eliminate premium work and repatriate outsourced work to improve productivity to ensure maximum optimisation of the workforce to 
realise increased income opportunities and minimise the need for further investment. 

CSC December 2016 Reduction in premium payments Completed for 
H&N,W&C 

1-8      Recruit to hard to fill posts to reduce need for temporary spend.  55 fte hard to recruit posts have been identified and specific HR 
resource allocated to support new recruitment initiatives. 

NS January 2017 Number of fte recruited Completed 

5-7      Recruit to fill  vacancies, abolition of WSC and a  deft recruitment process including: NHS jobs website, NHS Jobs 2, Linked-in, 
Careers Fairs, local Universities, Job Centre Plus and introduced a Sector Based Working Academy.  We have actively recruited 
overseas nursing, including Philippines, and medical staff to address vacancies and lack of supply of staff in the national labour 
market. 

NS Continuous Increase in substantive fte  

2, 4      CSC’s redesigning rotas and considering models with different roles to fill junior doctor vacancies on a permanent basis.  Model 
dependent on each CSC.  

CSC Continuous Reduction in Trust junior doctor 
positions on the establishment 

 

5 Establish new ways of working and new roles to maximise skills to ensure the workforce is equipped with the required skills to deliver 
patient care in the most efficient and effective manner.  This is being implemented but tends to be slow due to the need to ensure 
appropriate new staff are in place with the appropriate skills and training e.g. Clinicians Associates, Associate Practitioners, Advanced 
Clinical Practitioners in Histopathology, Critical Care Practitioners who are designed to replace junior doctors, First Assist etc. 

BH On-going We are now working with the 
Universities of Surrey, 
Portsmouth and Southampton to 
look at the feasibility of the 
Physicians Associate role.  Also 
with the advent of the new 
apprenticeship system t there 
are opportunities to create new 
roles and develop staff and new 
recruits into registered positions 
in ways that we have not been 
able to do to date.  This action is 
an ongoing process and we will 
be working with CSCs to support 
workforce development. 

 

1-7      Working with CSCs to develop thorough workforce plans LW April 2017 Workforce plan submitted to 
NHS Improvement 

Completed 

6, 7      With the advent of the removal of commissioned numbers for adult nurse students from Sept 2017 we will work closely with 
Universities of Southampton and Portsmouth to provide placements for students.  This will support Universities to plan cohort sizes for 
the future and zone student placements.   We will monitor planned cohort sizes as this will impact on Trust income via the nonmedical 
tariff as well as impact on the future workforce numbers.  Shortfalls will be identified and communicated to the Lead Nurse for 
Workforce to inform workforce change and recruitment decisions. 

DK On-going The University of Portsmouth 
have commenced adult nurse 
education and will recruit 2 
cohorts per year this will help 
mitigate against reduced student 
numbers from University of 
Southampton. 

 

1-4      All NHS Improvement mandates have or are being implemented by the Trust which should reduce the cost of temporary staffing. RK July 2017 Reduction in breaches over 
capped rate and temporary 
agency spend 

 

2         Increase recruitment to clinical fellowships as part of acute alliance with UHS and IOW 
 

NS Aug 2017 Number of clinical fellows 
appointed 
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GAPS IN CONTROL 
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1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S1 Failure to 
instigate all 
elements of 
the Urgent 
Care 
Transformatio
n Plan and 
achieve 
required 
performance 
in A & E. 
Ø 77.7% March 

17 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead with key 
transformational 
changes in 
progress across 
urgent care 
pathway 

· Frailty Interface 
Team preventing 
avoidable 
admissions of 
elderly patients 
and increasing 
supported 
discharge 

· Short stay 
medical ward in 
place and SOP 
being augmented 
to incorporate 
24-72 hrs frailty 
pathway 

· Agreed cohort 
(escalation) 
policy between 
PHT and SCAS 
to prevent 
patients being 
held for more 
than 15 minutes 
and limit waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 

· UCTP meeting 
weekly 

· Fortnightly  UCTP 
Board 

· CQQ action plan 
report monthly. 

· Monthly A&E 
Operational Group 
and A&E Delivery 
Board meeting and 
reporting. 

· NHS Improvement 
reports monthly 

· CSC Performance 
reviews 

· GGC Quality 
Improvement 
Steering Board  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Urgent Care 
Transformation 
Programme 
benefits delayed 
because of 
increased 
unscheduled care 
inpatient burden 
specifically high 
numbers of MFFD 
patients  

2. Inconsistent 
delivery of required 
numbers of simple 
discharges, causing 
high levels of bed 
occupancy 

3. Admission demand 
increased above 
agreed activity plan 
for 16/17. 

4. Gaps in ED Medical 
workforce, 
specifically at nights 
and week-ends and 
in overall AMU 
junior staff 
workforce 

5. D2A capacity in the 
community currently 
insufficient to meet 
discharge demands 
of PHT causing 
significant increase 
in MOPRS length of 
stay; in turn, 
resulting in high 
number of frail 
elderly patients in 
AMU impacting on 
ED flow in the rest 
of the hospital.  
  

7. Evidence of 
insufficient 
community and 
domiciliary 
capacity exists to 
deliver D2A  

 
 

1) Executive 
Director of 
Urgent Care 
 

2) Deputy Chief 
Operating 
Officer 

 
3) Urgent Care 

Transformation 
Board, EMT 
and Trust 
Board 

May 
2017 

Sept 
2017 

S1, S2, S3, S4, 
S5 
E1, E2, E3, E4, 
E5, E6 
R1, R3 
W5 

216



integrated 
discharge 
service 
introduced 
September 2016. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom 
 

By When KPI - Progress Date 
Completed 

1. Programme management methodology and rapid improvement cycles through establishment of Urgent Care Transformation  Team, 
supported by ECIP and led by the Executive Director of Emergency Care 

Exec Director 
Emergency Care 

Aug 2016 UCIP roll out and delivery of 
KPIs 

March 2017 

2. Implementation of FIT to reduce frail/elderly admissions 
Work stream in place to integrate pathway for <72 hours patients in both General and Elderly Care Medicine - using existing 
resources on D2 and D3 wards. 

MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 – 
achieved 
Task and finish group in place 
and scheduled to deliver SSU 
pathway changes by 1/4/17  
 

October 2016 
 
 
 
 
April 2017 

3.  Agree and implement strategic and short term investment plan to modernise workforce in ED Emergency Medicine 
CSC 

January 2017 < 5% of patients waiting >15 
minutes for first assessment by 
suitable clinician. Business Case 
for phased ED workforce 
expansion agreed in principle 
Jan 2017.  Recruitment 
opportunities being tactically 
targeted to expand senior 
workforce during 2017/18. 

August 2017 

4. D2A business case, KPIs and funding mechanisms that incentivise discharges at pace and scale 
Aim is for DTOC to be reduced from 6.2% to 2% and MFFD occupied bed days from 3,700 to <1,000 

Solent, Southern, HCC, 
PCC and PHT – led by 
IDS Lead  

October 2016 D2A dashboard currently 
demonstrates 70-75% 
performance against agreed 
trajectory 
New IDS lead started, working 
with whole system to increase 
this and to reduce MFFD 

July 2017 

5. Review of community capacity and its efficient use (see also 55) A&E delivery board/ ECIP March 2017 D2A KPIs remain inconclusive July 2017 
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1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S2 Trust does not 
achieve 
Referral to 
Treatment 18 
week 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Intensive 
support/special 
measures 
approach to key 
specialities at 
SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Scheduled care 
improvement 
plan 
implemented 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 

12 
4x3 

16 
4x4 

8 
4x2 

1. Medical workforce 
vacancies in 
colorectal. 

2. Workforce vacancies 
in Clinical Support 
Services impacting on 
diagnostic element 

3. Lack of sufficient 
capacity across 
theatres, beds and 
outpatients to deliver 
demand 

4. Increasing urgent 
referrals from GPs 
above plan agreed 
with CCG 

5. Adverse impact of 
unscheduled care 
pressures on available 
bed base 

6. Potential adverse 
impact on key medical 
specialities capacity 
due to reallocation of 
workforce to support 
implementation of 
medical model 

7. Gastroenterology 
backlog and position is 
of large volumes, 
robust clinical 
validation has not 
been fully operational 

 
  

1. Intermittent IT 
system failures 
resulting in reporting 
inaccuracies/delays 
 

1) Deputy Chief 
Operating 
Officer 

2) Head of 
Performance/Le
ad for 
Scheduled Care 

3) EMT/Trust 
Board 

June 2017 June 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant posts.  Interest in posts has been historically poor.  Recent improvement interest and 
confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to consultant 
establishment 

 

2.     Recruitment to locum posts Clinical Support CSC February 2017 Recruitment to vacancies Delays with 
recruitment 

3 Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3 Outsource scoping work to Spire and Medinet plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3-4   Demand management with CCGs via agreed QIPP or additional outsourcing by CCGs Deputy COO with CCG On-going RTT wait trajectories achieved to  
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lead timescale and sustained 
throughout 2017/18 

5    Delivery of the Urgent Care Transformation Programme/plan Exec Director of Urgent 
Care 

On-going RTT wait trajectories achieved to 
timescale and sustained 
throughout 2017/18 

 

6.  Business Case to support resource to mitigate impact of medical model on delivery of RTT Exec Director of Urgent 
Care 

July 2017 Business case approved and 
appropriate workforce in place to 
mitigate risks of medical model.  
No deterioration of RTT 
associated with medical model 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C
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) 
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U
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R
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T 

R
A
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N

G
 (C

XL
) 

PR
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D
 (R
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ID

U
A

L 
R
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K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S3 Trust does 
not achieve 
62 day 
urgent 
referral to 
first 
definitive 
treatment 
cancer 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Weekly PTL 
monitoring with 
clinical lead 
presence 
 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board 
monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 

· Reports to Cancer 
Steering Group 
monthly 

· RCAs conducted 
for all breaches of 
standard and key 
learning shared at 
monthly SAAM 

 
 
 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

8 
4x2 

1. Medical 
workforce vacancies in 
colorectal. 
2. Workforce 
vacancies in Clinical 
Support Services 
impacting on 
diagnostic element and 
reporting delays 
3. Lack of 
sufficient capacity 
across theatres, beds 
and outpatients to 
deliver demand 
4. Increasing 
urgent referrals from 
GPs above plan 
agreed with CCG 
 

 

1.  Routine visibility of 
cancer waiting lists by 
tumour sites 
2.  RCA process – not 
always followed 
correctly  
3.  Reporting delays 
have increased  

1) Deputy Chief 
Operating Officer 

2) Head of 
Performance/Sc
heduled Care 
Lead 

3) EMT/Trust Board 

June 2017 June 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Permanent advert to recruit to vacant consultant colorectal posts.  Interest in posts has been historically poor.  Recent improvement 
interest and confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to establishment  

2. Permanent recruitment to vacant radiology and histopathology posts.  National challenge to recruit to posts. Locum adverts on-going. CSS CSC On-going Recruitment to establishment  

3. Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Outsource 
scoping work to Spire and Medinet plus demand management with CCGs 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic and cancer wait 
trajectories achieved to 
timescale and sustained 

Standards 
achieved for 
March. However 
sustainability of 
position not yet 
secured. 

4. Demand management with CCGs and effective use of urgent 2WW proforma management with GPs Deputy COO and CCG On-going Diagnostic and cancer wait As above 
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lead via relevant CSCs 
and GP practices 

trajectories achieved to 
timescale and sustained 

5. Establishment of waiting list module for cancer patients by tumour site Head of Information 
Services 

October 2016 Cancer waiting list visibility at 
SAAM 

November 2016 

6. Establishment of teledermatology service to assist demand management of service Medicine CSC with CCG 
lead 

February 2017 Delivery of appropriate element 
of service via tele service 

Commenced April 
2017 

7. Transfer of dermatology service to Head and Neck CSC to benefit from synergies in services Medicine and H&N CSC February 2017 Cancer wait trajectories 
achieved to timescale and 
sustained 

February 2017 

8. Proposal for radiology strategy to be presented to board and agreed.  To support delivery of diagnostic standard and reporting time 
standards 

Medical Director and CSS 
CSC 

Ongoing Recruitment to requirements of 
service. 
Capital programme investment 
into replacement and additional 
CT and MRI equipment 
Delivery of timely reporting of CT 
and MRI < 14 days. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S4 Trust does not 
achieve 
maximum 6 
week wait for 
diagnostic 
standard. 
Resulting in 
longer than 
necessary RTT 
and Cancer 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 12 

4x3 
12 
4x3 

8 
4x2 

1. Workforce vacancies 
in radiology and 
histopathology services 
2. Workforce vacancies 
in gastroenterology 
3.  Capacity issues in 
endoscopy 
4. Increase in urgent 
referrals from GPs above 
plan agreed with CCG 
5.  Imaging capacity 
down-time higher than 
plan 
6.  Endoscopy capacity 
used as escalation area 
for periods of high 
unscheduled care 
pressures 
7.  Scope replacement 
programme delays due 
to capital funding gaps 
8.  Availability of cardiac 
technical staff for 
additional activity 
  

1. Intermittent IT 
system failures 
resulting in reporting 
inaccuracies/delays 

4) Deputy Chief 
Operating 
Officer 

5) Head of 
Performance/Le
ad for 
Scheduled Care 

6) EMT/Trust 
Board 

May 2017 Junet 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant, scientific and technical posts. Locum appointments being sought pending substantive 
appointments 

CSS CSC On-going Recruitment to establishment  

2-3     Recruitment to locum posts and substantive posts.  Locum posts secured medium term.  Substantive appointments challenging as 
national issue. 

Medicine CSC On-going Recruitment to establishment  

2 -4       Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs. Outsource 
scoping work to Spire and Medinet. 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

5   Contract management of GE Healthcare to deliver minimal downtime   Medical Director with CSS 
CSC 

September 2016 – 
initial meeting 
completed contract 
management being 
monitored.  For further 
review Feb 2017 

Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

6   Delivery of the Urgent Care Transformation programme/plan to close escalation areas at times of peak demand Exec Director of Urgent 
Care 

Feb 2017 Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 
throughout 2017/18 

Escalation 
areas remain 

7   Delivery of capital programme Director of Finance March 2017 Scope replacement programme 
fully implemented 

 222



 
  

8.  Agreement of NHSP rates to enable additional activity to progress.  Supported by bid for NHSi funds Deputy COO and 
medicine CSC 

March 2017 Echo investigations delivered 
within 6 week standard.  Trust 
diagnostic and RTT standards 
achieved and sustained. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S5 Reduction in 
Delayed 
Transfers of 
Care (DToC) 

Weekly review of 
Stranded Patients 
Ward Discharges 
inc. SAFER 
Workstream within 
Urgent Care 
Transformation 
Programme 
(UCTP) 
 
Ability within 
Bedview to ‘code’ 
delayed patients 
daily to agreed 
(national) 
definitions 
 
Senior PHT rep 
attends weekly 
DToC sitrep 
meeting 
 
Integrated 
Discharge Service 
(IDS) implemented 
from 26th Sept 
2016 onwards 
 
New Integrated 
Discharge Lead 
appointed 
February 2017 
 
Agreement across 
Health and Social 
Care Partners and 
CCG to fund and 
implement 
Discharge to 
Assess (D2A) 
model 

DToC sitrep 
completed and 
submitted weekly 
 
CEO UCTP meeting 
weekly 
 
UCTP Board meets 
fortnightly 
 
A&E Delivery Board 
reports monthly and 
A&E Delivery Board 
Ops Group reports 
fortnightly 
 
Integration of health 
and social care IDS 
teams following co-
location 

 

16 
4x4 

16 
4x4 

8 
4x2 

D2A capacity in the 
community insufficient to 
meet daily discharge 
demands from PHT. 
Specifically P1/P3 D2A 
capacity 
 
Workforce gaps leading 
to reduced Social Care 
assessment capacity and 
sufficient domiciliary care 
capacity to meet P1 
demands 
 
Insufficient Care Home 
capacity to meet timely 
demands of PHT acute 
discharges (P3), notably 
for patients with advance 
cognitive impairment  
 
CHC processes not fully 
aligned to D2A model 
 
 

Evidence that 
sufficient community 
capacity exists to 
deliver full D2A 
benefits with pace – 
notably for P1, P3 
 
 
 
 

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 

May 2017 Sept 2017 S3, E1, E4, C2, 
R1 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

D2A business case, KPIs and funding mechanism that incentivises discharges at pace and scale Agreed by A&E 
Delivery Board  
Implementation across 
Solent, Southern, 

Nov 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

July 2017 
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HCC, PCC and PHT – 
led by Integrated 
Discharge 
Transformation Lead, 
A&E Delivery Board & 
ECIP 

Review of the overall productivity/efficiency and admission criteria for community beds A&E Delivery Board/ 
ECIP 

March 2017 D2A KPIs achieved August 2017 

 Business case for implementation of FIT to reduce unnecessary frail, elderly admissions to QAH MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 - 
achieved 

October 2016 

Review of CHC processes, supported by NHSE drive to reduce CHC delays  A&E Delivery Board/ 
ECIP 

Dec 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

April 2017 

ECIP led review of community capacity and its most efficient use  
Now completed; Report currently being drafted 

A&E Delivery Board/ 
ECIP 

May 2017 D2A KPIs achieved July 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S6 Failure to 
deliver SAFER 
target for 
simple 
discharges 
causing 
suboptimal 
flow, prolonged 
waits within the 
ED and in 
ability to place 
the right 
specialty 
patient in the 
right beds. 
 
Increased risk 
of ambulance 
holding at front 
of ED.  
 
Physiological 
deconditioning 
especially in 
frail elderly 
patients from 
above. 
 
Increased risk. 

Ward Discharges 
inc. SAFER and 
Stranded Patients 
Workstream 
within Urgent 
Care 
Transformation 
Programme 
(UCTP) 
 
PHT SAFER 
programme 
robustly 
supported by 
ECIP 
 
Dedicated UCTP 
Project Manager 
supporting CSC 
teams 
 
Consultant 
SAFER 
Champion 
identified for each 
CSC 
 
Daily SAFER 
Dashboard 
populated by 
PAS 
 
IDS ward link 
attending daily 
Board Round 
 
Programme of 
Communication 
to support 
SAFER roll out 
 
Exec and 
Associate 
Medical Director 
commitment to 
monitor 
compliance 

CEO UCTP meeting 
assurance board 
reports weekly 
 
Weekly SMT 
 
Fortnightly UCTP 
Board 
 
A&E Delivery Ops 
Group reports 
fortnightly 
 
CSC Performance 
reviews 
 
Monthly SAFER 
Champions Meeting 
Chaired by Medical 
Director 
 
Standing Agenda 
item at weekly Heads 
of Nursing Meeting 
Chaired by Director 
of Nursing 
 

12 
4x3 

16 
4x4 

6 
2x3 

Necessary reactive 
actions of Site Ops Team 
outlying early ward 
discharges overnight 
 
Lack of bedded and side 
room capacity within 
Discharge Lounge 
 
Variation in effectiveness 
of daily Board Round 
 
Only 1 UCTP Project 
Manager supporting 4 
ward Teams 
 
Non electronic Patient 
Status Boards supporting 
daily board rounds 
 
 
 
 
 
  

SAFER Dashboard 
collated daily providing 
performance at Trust, 
CSC, Ward and 
Specialty Level 
 
Fortnightly Ward 
Discharges inc. 
SAFER and Stranded 
Patients exception 
report submitted to the 
Urgent Care 
Transformation 
Programme Manager  

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 
 

May 2017 July 2017 S3, E1, E4, C2, 
R2, W3 
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Support of Site 
Operations and 
Discharge 
Lounge teams to 
implement 
actions enabling 
wards to achieve 
agreed targets 
 
Agreed 
standardised 
approach to 
cohorting within 
ED footprint, to 
minimise risk of 
prolonged 
ambulance holds 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Review of function and form of Site Ops Team including refreshed SOP being undertaken by new COO Site Ops GM Nov 2016 No patent due for early 
discharge outlied overnight 

Jan 2016 

2. Addition care spaces created within Discharge Lounge foot print  Site Ops GM Nov 2016 33% of discharges achieved by 
1200 

March 2017 

3. Business Case for electronic white boards to be included in Business Planning for 2017/18 UCTP Manager Jan 2017 Installation of electronic white 
boards in all key ward areas 

August 2017 

4. Education, engagement and performance of daily Board Rounds continue. Refreshed programme of SAFER accountability and 
auditing of feedback/performance.  Engagement and training workshop (for clinical and operational leaders) scheduled end of June 
2017 

CSC SMTs/Medical 
Director/Dir of Nursing 
and UCTP Team 

Jan 2017 To date 65 senior nursing, 
medical and therapy staff plus 
35 junior doctors have attended 
“PHT – a compelling story” 
workshops 
During “Perfect Week” 28% 
discharges achieved by 12:00 

March 2017 
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Ref 

 
RISK 

DESCRIPTION 
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GAPS IN CONTROL 

 
GAPS IN ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E control 
total 

 
Income: 
 
1.Delivery of 
the activity 
 
2. Recording 
the activity 
properly 
 
3. Recovery of 
income through 
the Contract 
 
4. Delivery of 
CQUINs 
 
5. Achievement 
of the 
conditions of 
the STF 

· Monthly Income 
and contract 
management 
report to 
Finance 
Committee 

· Monthly review 
of income and 
activity 
performance 
with CSCs 

· CSC activity 
and income 
forecasts 

· Monthly LHE 
Contract 
Management 
Review, 
Executive CRM 
meetings 

· Monthly LHE 
income and 
activity 
reconciliation 
processes 

· STP internal 
balances 
review process 

· Coding audits 
and CIP Coding 
Improvement 
Programme 

· Monthly and 
quarterly 
forecast review 
and risk and 
opportunities 
management 
processes 

 
 
 
 
 
 
 

· Actual delivery of 
monthly and 
quarterly income 
and activity plan 

· Forecast in line 
with plan 
plus/minus 
adjustments for 
expenditure 
variance and 
CIPs 

· Agreement of 
balances with 
main 
commissioners 
on a 
monthly/quarterly 
and forecast year 
end basis 

· Sign off by 
Commissioners 
of performance 
against CQUIN 

· Positive 
assurance 
through external 
coding audit. 

· CIP plan 
demonstrated to 
be on track YTD 
and forecast. 

· Achievement of 
financial and 
performance 
trajectories in line 
with conditions of 
the STF 

· AIC Contract 
agreed 
 

12 
4x3 

16 
4x4 

12 
4x3 

1.  Absence of proactive 
production plans for 
delivery of activity and 
income through 
defined and identified 
capacity 

2. Lack of 
consolidated/organised 
oversight forum, focus 
internally and 
accountability 
arrangements for 
delivery of CQUIN – 
update 24/11/16: the 
Trust has submitted its 
Q2 CQUIN return 
demonstrating delivery  
and is awaiting 
comment from 
commissioners. 

3. Lack of robust winter 
plan to protect/secure 
elective and non-
elective income 
streams in line with 
plan. 

4. Underlying contractual 
and forecast gap on 
main CCG contracts – 
CCG affordability. 

5. Lack of validated and 
affordable 
recovery/delivery plans 
to secure STF funding. 

6. Variability of quality of 
medical records and 
coding outputs across 
the Trust 

7. Allocation of Risk Pool 

8. Variability and timeliness 
of income and activity 
reporting. 

9. Veracity of income and 
activity forecasting. 

10. Complexity of CQUINs 
and subjectivity 
component of sign off 
processes. 

11. Competing and conflicting 
LHE delivery 
requirements and 
financial constraints 
resulting in complexity of 
concluding agreements. 

12. Poor track record on 
coding audits - update 
24/11/16: An external 
audit of coding will 
commence 9 Jan 17.  

13. Failure to delivery STF 
performance trajectories 
in Q2 and non-recurrent 
nature of financial delivery 
– update 24/11/16: the 
most material risk of 
failure to achieve the 
financial & operational 
performance 
requirements of the STF 
is not currently mitigated. 
Detail appears in the 
Trust Board report, the 
Recovery Plan 
documentation & Month 7 
forecast review 
presentation.7  

 

1) Director of 
Finance 

2) Ian Howe & 
Eddie Tuke 

3) SMT and 
Finance 
Committee 

Apr  
2017 

March 2017  
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-12.    Complete detailed activity and performance recovery plans linking capacity, demand and delivery arrangements fully costed for sign 
off at SMT/Finance Committee. 

Ed Donald End October Update: 23/03/17 
 
Initial action complete as 
reported previously in terms 
of signed off RTT recovery 
plans. 
Action to be updated for the 
new financial year to 
consider the risks against the 
finalised annual plan for 
2017/18 by 27 April 2017 
 
Updated – Capacity plans 
finalised for 2017/18.  
Theatre capacity funded @ 
231 sessions. 
 

 

1-12.    Detailed assessment of factors contributing to accuracy and timeliness of income reporting and forecasting and recommendations to 
address the issues identified. 

 
 
 
 
 
 
 
 

Kevin Nederpel End November Update 23/03/17 
Progress in relation to this 
risk item previously reported 
and on-going process of 
improvement. 
 
Next stage improvements to 
be achieved through 
structural and capacity 
changes within the finance 
and planning functions of the 
Trust, and supported by the 
revised contractual 
arrangements currently being 
negotiated and the standard 
data sets to be developed for 
use across the ACS.  A 
detailed plan is being 
prepared to take these 
developments into account 
with initial proposals to be 
set out at the finance 
committee meeting on 27 
April 2017 
 
Month 2 reporting finalised 
internally. 
 

 

1-12     Develop and implement effective production planning and monitoring processes building on work to develop recovery plans above. Simon Jupp End December Update 23/03/17 
 
A production planning 
system and process was not 
established in 16/17.  
Significant work has gone 
into the alignment of demand 
and capacity planning for the 
17/18 and this will form the 
basis of production plans to 
be operated in the new 
financial year as a key part of 
maintaining the plan as a live 
document to be updated 
quarterly, for measuring 
performance against the 
plans and to provide 
assurance and a basis for 
the Trust’s operational and 
financial forecasting 
processes. 
This process will be 
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developed and refined during 
Q1 and is expected to be 
fully operational no later than 
1 July 2017.  
 
Executive responsibility for 
this item has now switched to 
the Director of Finance and 
this will be reflected in the 
new risk assessed BAF for 
17/18 based on the final 
planning and contracting 
round. 
 

1-12     Incorporate CQUIN planning and delivery/accountability arrangements into the Delivery Unit – for 16/17 and 17/18 (thus timescale 
linked to end of contracting process). 

Eddie Tuke/DU End December Update 23/03/17 
Complete. 
For the remainder of 16/17 
CQUIN monitoring will be led 
through the contracts team 
with accountabilities as 
currently defined. 
 
As reported previously the 
key risk in relation to this 
item is the format and 
establishment of a robust 
and experienced DU function 
internally. Recruitment 
processes have now 
commenced and handover 
from the existing team to 
internal interim solutions and 
a restructured finance and 
planning function is 
underway. 
 
CQUIN discussions for 
2017/18 ongoing againsr AIC 
and national targets 
 

 

1-12     Complete detailed, risk assessed and costed winter plan within context of delivery of I&E objectives. Ed Donald/Rob Haigh End October Update 23/03/17 
An advance and costed 
winter plan for 17/18 is a key 
component of the Aligned 
Incentives contract the Trust 
is currently negotiating with 
commissioners and will be 
underwritten by a system risk 
reserve.   The final format for 
the contractual agreement is 
expected to be in place by 
the end of April with a draft 
version available from the 
start of the new financial 
year.  The process for 
advance agreement of the 
winter plan and the triggers 
to mobilise this plan will be 
discussed and agreed as 
part of the system-wide 
unscheduled care agenda. 
 
The Trust is seeking to agree 
a timetable and process for 
concluding this process by 
the end of April 17. 
 

 

1-12     Agree process to identify all outstanding contractual and affordability issues with CCGs and agree a process for Chris Adcock End November Update 23/03/17  230



quantification/action/resolution. Complete in terms of process 
and engagement. 
 
The Trust and 
Commissioners are seeking 
to operate within the context 
of the new contractual form 
and system working 
commitments for 17/18 as 
we conclude the 16/17 
financial year.  All parties are 
working together on an open 
book basis to conclude these 
items although at this stage 
there is an affordability gap 
between the Trust’s required 
levels of income and CCG 
resources available. 
 
PHT and CCG Directors of 
Finance are meeting to 
finalise this position w/c 27 
March 2017. 
 
Establishment of the risk 
pool within the context of the 
Aligned Incentives Contract 
to help to mitigate 
contractual and performance 
risk going forward. 
 

1-12     Agree programme of work to enhance/reinforce coding and medical records improvement work – incorporate into a formal delivery 
plan. 

Chris Adcock/Simon Holmes End of October Update 23/03/17 
On-going 
Proposals have been 
received which collectively 
seek to enhance 
arrangements in relation to 
this agenda. Proposers have 
been asked to restate the 
case for investment within 
the context of an Aligned 
Incentives contract which is 
being negotiated for 2017/18 
and when these have been 
received the risks relating to 
this item will be reassessed. 
This position will be reported 
in the updated BAF to the 
Finance Committee on 27 
April 2017.  
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E Control 
Total 

 
Expenditure: 

 
1.Management 
of delegated 
budgets 
 
2. Control over 
workforce costs 
– especially 
premium rates 
 
3. Delivery of 
Urgent Care 
Improvement 
Plan benefits 
 
4. Sufficiency, 
maintenance 
and adherence 
to governance 
processes 
 
5. Impact of 
wider system 
performance/del
ivery issues 
 

· Trust annual 
business plan. 

· Monthly 
Finance Board 
report. 

· Monthly and 
quarterly 
forecasting 
reports and risk 
and 
opportunities 
management 
process. 

· Delivery Unit 
and Corporate 
CIP 
workstream 
reports. 

· Standing 
Financial 
Instructions and 
Standing 
orders. 

· Systems 
Resilience 
Group (SRG). 

· Weekly CEO 
UCIP Steering 
Group. 

· Business case 
process for 
approval of 
investments 

· Monthly 
Performance 
Reviews 

 

· CSC 
performance in 
line with 
delegated 
budgets. 

· Monthly, YTD 
and forecast 
expenditure 
within planned 
limits (subject to 
recognised 
activity 
variances). 

· SFI breach 
reports to Audit 
Committee and 
audit programme. 

· UCIP financial 
benefits report 
through DU 

 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 

 
 
 
 

12 
4x3 

20 
4x5 

16 
4x4 

1. Clarity and application 
of accountability 
arrangements and 
revised scheme of 
delegation. 

2. Compliance and 
adherence with 
SFIs/SOs in decision 
making. 

3. Poor performance in 
relation to the timely 
development and 
quality of business 
cases supporting 
investment. 

4. Shortcomings in the 
feedback processes 
and management of 
delivery of benefits set 
out in investment 
proposals. 

5. System wide failure to 
deliver agreed targets 
associated with the 
effective management 
of the unscheduled 
care system 

 
 

6. Poor track record 
of CSC 
performance 
against delegated 
budgets. 

7. Adverse CSC 
financial 
forecastings/fluctu
ating forecasts. 

8. Confirmation of 
skills, capability 
and capacity 
alignment of 
scheme of 
delegation with 
Trust objectives. 

9. Failure to deliver 
the articulated 
financial benefits 
of investment in 
the UCIP business 
case 

 

1) Director of 
Finance. 

2) Kevin Nederpel. 
3) SMT and 

Finance 
Committee 

Apr 
2017 

March 2017 
 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9    Review objectives vs. scheme of delegation and re-clarify as necessary.  Set out revised accountability and performance 
arrangements. 

tbc End December Update: 23/03/17 
Incomplete 
Scheme of delegation review not 
started. 
Revised performance 
management arrangements are 
currently being implemented and 
will need to reflect the objectives 
and accountabilities required to 
deliver the 17/18 Annual Plan. 
 
This work will be presented to 
the Finance Committee on 27 
April 2017. 
 
Proposals to progress the 
governance component of the 
recovery plan are due to be 
presented to the CEO and the 
Executive Team will consider the 
second phase of the recovery 
programme ahead of the 
conclusion of the first phase at 
the beginning of April. 
 
This item now specifically 
incorporated into the Recovery 
Plan through the Control 
Environment workstream and 
incorporating recommendations 
from the Organisational Grip 
exercise concluded at the end of 
16/17. 
 

 

1-9    Further enhancements to SFI breach report to Audit Committee to cover all potential issues and also to detail how the breaches came 
about and steps taken as a result. 

Chris Adcock End November Update 23/03/17 
Complete 
 

 

1-9    Revised recovery plans relating to UCIP and other performance trajectories along with winter plan are crucial in order to forecast 
effectively. 

Ed Donald/Rob Haigh End October Update 23/03/17 
 
At the end of the current 
financial year, the risk and focus 
in relation to this item needs to 
be reassessed based on the 
quality of the Annual Plan and 
the improvement agenda 
internally and connection to and 
the effectiveness of the system 
wide Unscheduled Care 
improvement plan. 
 
In addition the management of 
risk associated with the success 
or failure of these plans and the 
financial implications of these 
will also need to be reconsidered 
in the context of the anticipated 
Aligned Incentives contract. 
 
The Trust is investing in its 
financial management, 
performance, and operational 
and financial planning 
capabilities to ensure that the 
forecasting and planning 
processes are better aligned 
alongside these other 
developments. 
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The timetable for the negotiation 
of the revised contractual form 
and the completion of the annual 
plan taking account of the 
Accountable Care System 
workstreams will result in work 
continuing during Quarter 1 in 
relation to this item and progress 
updates in relation to this will be 
taken to the Finance Committee 
each month until this work is 
concluded. 
 

1-9    Revise Trust Business case process including format and guidance for completion, timelines and requirements for alignment with 
Trust annual business plan.  Revised process to specify clear accountability and feedback arrangements post approval. 

Chris Adcock End December Update 23/03/17 
Following completion of the 
annual plan the business case 
process will need to be updated 
to reflect the requirements of a 
revised contractual form, the 
outputs of the planning round 
and the requirements of the 
Accountable Care System in 
relation to joined up decision 
making. 
 
In addition the investment in the 
planning capacity and 
capabilities across the Trust to 
be co-ordinated through a 
revised Senior Finance team 
structure will further enhance the 
process and assurance 
arrangements in this regard. 
 
Revised deadline to take 
account of these developments 
31 May 2017 
 
New investment proposal 
template introduced.  Further 
work required on BCRG, capital 
priorities tobe compled end of 
June 2017. 
 

 

1-9    Pursue different way of working and enhanced delivery structures across the local health system aligned to the objectives of the STP. tbc End December Update 23/03/17 
On-going – initial draft system 
MOU achieved by the original 
deadline. 
 
A revised Memorandum of 
Understanding is due to be 
produced by the central ACS 
team and shared with all 
organisations for agreement.  A 
timeline for this is not currently 
known. 
 
In addition to this the Aligned 
Incentives contract negotiations 
sets out a revised set of values 
and behaviours which underpin 
the new contract form and a 
financial framework and strategy 
is due to be produced which will 
set out both how the contract will 
be operated and the system 
financial model will operate. 
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Timelines for completion of this 
are to be determined but will not 
be later than the end of Q1 
17/18. 
 
 

1-9    Monthly review of quality of forecasting processes based on retrospective comparison to actuals and incorporation into a rolling 
forecast and budgetary management learning and improvement action plan. 

Kevin Nederpel End December Update 17/01/17 
Complete and on-going 
This review has been 
progressed through the forecast 
comparison work and focus at 
the financial recovery plan 
meetings.  Output files from 
each of the monthly forecasts 
included in position on a page 
for months 6,7,8 have been 
produced with movements in 
forecast documented with a 
covering narrative.  Forecasts 
are better understand and 
connected to action plans and 
ownership of the numbers has 
increased as part of this 
process.  This has not yet 
translated into an improved 
financial position but has 
increased transparency, enabled 
work and prioritisation of focus to 
be better targeted, and will also 
provide a more robust basis to 
planning processes. 
 

 

1-9    Undertake a detailed scheme of delegation review against reclarified version (see above) and build into Trust OD programme. tbc tbc This action is now incorporated 
into the objectives and scheme 
of delegation action at the top of 
this section.  
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1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F2 CSF – Delivery 
of Cost 
Improvement 
Programme 
 
1.Development of 
an owned and 
deliverable plan to 
exceed the target 
 
2. over-reliance 
on income based 
CIPs 
 
3. Complexity and 
delivery of cost 
reduction within 
the context of 
PHT (i.e. UCIP, 
Winter and back 
ended profile) 
 
4. Over-reliance 
on traditional 
turnaround/cost 
slicing rather than 
transformational 
or productivity 
gains 
 
5. Lack of 
management 
capacity and 
capability 
 
6. Abilty to 
influence the 
factors impacting 
on organisational 
productivity 
 
7.Organisational 
commitment to 
the changes 
required to 
achieve the 
target. 
 
 
 
 
 
 
 

Detailed 
organisational CIP 
plan 
 
Standard and 
regular DU CIP 
planning and 
delivery reports 
 
Standard DU action 
tracking and 
progress 
monitoring systems 
 
Executive Steering 
Group 
 
Weekly Delivery Unit 
meetings in place 
and operational to 
oversee progress 
and provide 
escalation as 
appropriate.  

 

CIP plan on target 
monthly, quarterly and 
in forecast throughout 
the year. 
All CIPs transacted 
through delegated 
budgets/ budget 
reserves as 
appropriate. 
All plans signed off by 
workstream and 
executive leads 
QIAs signed off for all 
plans. 
Fully completed 
documentation setting 
out delivery 
arrangements and 
resourcing 
requirements 

 

12 
4x3 

20 
4x5 

16 
4x4 

Plans exist to deliver the 
target in full but forecasts are 
short of plan. 
All plans are not owned by all 
parts of the organisation – 
this has been a particular 
issue in relation to workforce 
CIPs. 
Inconsistent delivery against 
actions agreed through DU 
process. 
Actions identified are not 
sufficient to bridge the 
gap/address the issue. 

 
 

Adverse projected 
performance increases 
reliance on non-
recurrent/technical (non-
cash releasing) benefits 
Continuing reliance on 
external support for the 
ongoing development and 
delivery of schemes 
Under-delivery on UCIP 
along with winter planning 
issues undermine the CIP 
programme (UCIP actions 
documented under 
expenditure risk section) 
CIPs seen as a lesser 
priority alongside other 
service pressures 
Variance in delivery and 
robust management and 
oversight potential 
compromises the basis of 
the QIA 
Actions taken do not 
always reflect those 
articulated in the 
documentation. 

1.Chris Adcock 
2.Delivery Unit 
3.Executive Steering 
Group/Finance 
Committee 

Fortnightly 
(ESG), 
Monthly 
(Finance 

Committee) 

March 2017 Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Detailed assessment of rationale for all adverse performance to plan and production of recommendations/lessons learned to incorporate in 
onward planning and delivery assessments. Report on justification/rationale for adverse performance as part of this. 

Chris Adcock End November Update 23/03/17 
The information collected as part 
of this exercise has resulted in 
the redesign of a number of 
areas of the CIP programme for 
17/18, and is being used to 
inform the establishment and 
scope of the Trust’s internal 
delivery unit. In addition the 
approach to identification of the 
conditions necessary to achieve 
the control total and the 
development of plans to achieve 
those conditions is a 
fundamental part of the annual 
planning and budget setting 
process operated by the Trust 
for 17/18. 
 

 

Clear exception reporting on non-delivery of actions in line with plan escalated to the Executive Lead/ESG as appropriate Chris Adcock Immediate In place October 

Default non-recurrent actions to recurrent unless unavoidable or replaced by recurrent actions.  Set up process to conclude this. Chris Adcock End November Update: 23/03//17 
This forms a specific component 
of the finalisation of the 
normalised position which is 
factored into the Annual 
Planning timetable.  This is also 
now to be supplemented by an 
Historical Due Diligence exercise 
to establish the normalised start 
point for the PSEH system.  A 
draft specification for this work 
has been submitted to the ACS 
and will be commissioned to 
start in April 17. 
 

 

Produce a business case for final phase of KPMG support and proposals for internally led DU integrating the improvement and 
transformation agenda explicitly with the financial improvement and sustainability agenda. 

Chris Adcock End November Update – 23/03/17 
Posts agreed at Workforce 
control panel and recruitment 
underway.  Additional interim 
resource identified and will be in 
place from the start of the new 
financial year. 
 
Recruitment underway.  
Programme manager x 2 
 

 

Reinforce priority of financial performance through accountability and delivery structures of the organisation and sign off the SMT response 
and commitment to this. 

tbc End October Update 23/03/17 
Responsibility and accountability 
for financial control and 
management is set out in the 
sign off/agreement of annual 
plans and budget setting and 
incorporates the 
recommendations in this regard 
which have been made through 
phase 1 of the Trusts Recovery 
programme. 
This will be complete by the end 
of April 2017. 
 
Budgets signed off by CSCS. 
 

 

Ensure QIA review and monitoring systems and processes are robust and sufficient to pick up the identified risks associated with variation 
of action taken and delivery set out in the QIA documentation 

Delivery Unit End October Update – 24/11/16: Process for 
new CIP schemes has been 
signed off by Governance & 
Quality ctte.  Variation to 
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identified risks are discussed in 
the Delivery Unit meeting & 
escalated to Dir.of Nursing 
/Medical Director as required. 
 
DU process ensuring sign off 
established. 
 

Review output of Trust work on Carter agenda to inform further saving plans/opportunities Alan Hoskins End November Update 24/11/16 
Initial report on this work 
presented to Finance committee 
in October and a further report 
will be discussed at the 
December meeting. 
 
Update 17/01/17 
Complete and ongoing 
 

 

Review Acute Alliance CIP sharing process, forward agenda and STP process for further CIP opportunities Steve Smith End November Update  23/03/17 
Action taken to replace the co-
ordinating lead for the Acute 
Alliance with PHT has been 
taken following the departure of 
the Director of Strategy.   
 
The on-going development of 
plans through the Acute Alliance 
STP workstream will be 
coordinated through the Trust’s 
lead and fed into the revised 
delivery unit from the start of the 
new financial year. 
 
This will be further 
supplemented by a direct link to 
a new system PMO tasked with 
progressing the system wide 
savings agenda articulated 
through the ACS workstreams.  
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GAPS IN 
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1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F3 CSF – 
Management 
of Cash within 
agreed limits 

 
1.Failure to 
deliver the 
Trust I&E target 
for 2017/18 
through cash 
releasing 
actions 
 
2.Cash flow risk 
associated with 
commissioner 
affordability 
 
3.failure to 
deliver STF 
requirements or 
secure 
approved 
mitigation case 
submissions 
 
4. uncertainty 
around national 
processes and 
cash support 
arrangements 
 
5. lack of 
flexibility in the 
capital 
programme 
 
 
 
 
 
 
 
 
 

· Cash flow 
management 
report to 
Finance and 
Investment 
Committee. 

· Detailed cash 
flow 
submissions to 
NHSI and DH 
associated with 
use of working 
capital facilities 
and loan 
applications. 

· Weekly and 
daily oversight 
and 
management of 
cash flow. 

· Monthly and 
quarterly 
financial 
reconciliation 
processes with 
commissioners 

· Proactive debt 
management to 
improve cash 
flow 

 

· Minimum cash 
balance of £1.5m 
is maintained at 
all times (s.t. 
agreed 
exceptional 
circumstances) 

· £4.1m carried 
forward from 
2016/17 held to 
meet capital 
slippage 

· No more that 5% 
of debtors over 
90 days (by 
value) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

15 
5x3 

20 
5x4 

12 
4x3 

1. Ability to provide 
certainty associated 
with processes to 
secure, and the 
availability of, cash 
support for Trusts, 
including the ability to 
gain cash support for 
lost or delayed STF 
payments. 

2. Accuracy of cash flow 
forecasting based on 
I&E forecasts and 
detailed understanding 
of cashflow impact and 
timing associated with 
this. 

3. Potential for escalating 
cash flow issues based 
on increased levels of 
contractual disputes 
which will materialise 
in a financially 
challenged system. 

4. Enhanced capital 
programme 
management 
arrangements to plan 
for the potential of 
capital restrictions to 
support the cash 
position. 

5. Enhanced processes to 
support sustainable 
financial performance 
and delivery to provide 
a robust basis for a 
medium term liquidity 
strategy. 
 
 
 

6.  Implications of 
maintaining 
minimum cash 
balance on 
operational plans, 
capital programme 
and supply chain 
management and 
CIP delivery 

 

1) Director of 
Finance. 

2) Lee Williams. 
3) Finance and 

Investment 
Committee 

Apr 
2017 

March 
 2017 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Detailed review of the latest I&E and CIP forecast to provide a detailed assessment of the cash and non-cash items contained within that, 
likely phasing of delivery, and scenario plan for potential cost pressures and adverse performance in order to establish detailed scenario 
plans for cash management in advance. 

Lee Williams End October Update 17/01/17 
On-going 
The cash flow forecast has now 
been updated to reflect the 
revised forecast outturn position 
presented to the Board at the 
workshop on 5 January 2017. 
This forms the basis of scenario 
modelling going forward.  In 
order to complete these we 
continue to seek advice from 
NHSI in terms of potential cash 
support solutions as the revised 
forecast has confirmed 
previously identified cash 
shortfalls in March resulting from 
non-receipt of STF funding and 
overall I&E performance. 
 
The capital programme is being 
continually reviewed to ensure 
that the Trust can meet any 
obligations entered into and the 
range of options resulting from 
this will be incorporated into 
scenario models in due course. 
 
Further enhancements to the 
Trust’s cash management 
arrangements are integral to the 
formal recovery programme 
work being established which 
will materially add to the control 
applied through the BAF and this 
document will be fully updated to 
reflect this for the February 
Finance Committee. 
 
Update: 16/02/17 
The Grip section of the recovery 
programme commenced on 
15.02.17 with the first cash 
update to the Recovery Board 
on 16.02.17.  This information is 
contained within Committee 
papers.  A weekly oversight 
group has been established and 
through this a further verbal 
update will be provided on the 
latest position to the Committee.  
 
Update 22/03/17 
Cash Committee established in 
February, the agenda for which 
includes review of forecast cash 
flow against actual.  The cash 
forecast is being refreshed for 
2017/18. 
 

 

1-6    On-going engagement with NHSI cash team and local finance leads to establish clarity of national cash support arrangements – 
including maximising working capital facilities and securing a conclusion to last year’s cash support loan application. 

Chris Adcock/Lee 
Williams 

On-going Update 17/01/17 
On-going 
Whilst the Trust was forecasting 
a year end surplus there was no 
route available to secure cash 
for the current run rate of 
expenditure.  In addition, 
delivery of the control total would 
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have secured £7.3m of cash 
backed income through the 
Sustainability and 
Transformation fund. 
Having now moved the year end 
forecast NHSI working with the 
Trust to resolve the cash issues 
which become acute in Quarter 
4 of the current financial year.  
The YTD position is underpinned 
by £9m of cash support through 
the IRWCF, capital slippage and 
reduced creditor payment runs.  
The latest update will be 
provided to the Finance 
Committee on 26 January 2017. 
 
Update: 16/02/17 
Agreed conclusion to 16/17 cash 
support documented in the cash 
report to the F&P Committee.  
 
Update 22/03/17 
NHSI and DH have stated that 
the Trust must carry forward the 
cash associated with the £4.1m 
deferred capital expenditure.  In 
order to maintain this balance 
the Trust has had to increase it’s 
uncommitted loan facility 
drawdown in Marchj from £3.5m 
to £7.6m. 
 
Discussions with NHS I 
expected June 17 to establish 
impact of PFI on capital, cash re 
loans 
 

1-6    Submission of application for short term cash requirements whilst these issues (and STF agreements) are concluded Lee Williams 18 October Complete October 

1-6    Seek agreements on management of contractual issues and cash processes associated with them between now and the end of the 
financial year with Commissioners. 

Chris Adcock End November Update 17/01/17 
On-going and related to 
conclusion of the year end 
income agreements with 
commissioners.  Local 
commissioners are fully engaged 
with the Trust on this issue and 
have been flexible within the 
rules to minimise cash related 
risk through the contract to date. 
Due to the link with the year end 
income agreement the target 
date of November was not 
achievable and cash flow 
matters will now be concluded in 
line with the income agreement 
timelines which have a target not 
to exceed the end of February 
2017.  
 
Update: 16/02/17 
Meetings scheduled for 16.02.17 
with further discussions planned 
for w/c 20.02.17 following CCG 
DoF annual leave. 

 
Update 22/03/17 
While final contractual 
settlement discussions are 
ongoing, the CCG’s have agreed 
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to pay up to the level of the 
current offer.  This will be a cash 
receipt of £0.8m in the last week 
of March. 
 
Complete 
 

1-6    Detailed review of working capital arrangements to identify cash benefit opportunities within the current working balances. Lee Williams On-going Update 17/01/17 
This item is a business as usual 
issue and therefore an on-going 
part of the cash management 
process reported separately to 
Finance Committee.  Working 
balances are reviewed as part of 
the weekly and monthly cash 
review cycle with specific focus 
on un-invoiced debt and 
subsequent recovery actions. 
 
This action will be replaced to 
reflect the enhanced cash 
management arrangements 
which will form part of the Trust’s 
recovery programme – to be in 
place by 28 February 2017. 
 
Update 22/03/17 
This action is now covered by 
the terms of reference of the 
newly established Cash 
Committee 
 

 

1-6    Establish revised and robust capital management, planning and oversight arrangements to support the management of cash Andy Burrows End November Update 17/01/17 
On-going 
A regularly cycle of meetings 
between the finance and capital 
programme leads has been 
instituted with review sessions 
with the Director of Finance 
happening at least fortnightly. 
 
A revised Capital Investment 
Group is being established to 
oversee the management of the 
capital programme as part of 
revised management and 
governance processes and draft 
Terms of Reference are 
currently being reviewed. 
 
Capital Programme to be agreed 
by F&P Committee in May, 
priorities group needed to be 
established to ensure CRL is not 
breached. 
 

 

1-6    Revised plan for the DU to be prepared aligning improvement and transformation agendas with financial sustainability and 
improvement plans 

Chris Adcock End November Update 17/01/17 
This action has now been 
superseded by the development 
of a formal organisational 
recovery programme which is 
due to be discussed at the Board 
workshop on 26 January 2017. 
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Ref 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F4 CSF – 
Management of 
Capital 
Resources 
within limits and 
in line with 
business 
objectives 

 
1. Insufficient 
capital available 
for highest priority 
items exacerbated 
by restrictions in 
15/16. 
 
2.lack of 
resources 
available for 
service 
developments 
 
3. additional 
demands placed 
on the programme 
over and above 
those set out in 
the capital 
programme 
 
4.management of 
clinical risk 
associated with 
capital availability 
 
5.Potential additional 
restrictions due to 
cash constraints 
resulting from 
adverse I&E 
performance 
 
 
 
 
 
 
 
 
 

· Approved 
capital plan 
for 2017/18. 

· Quarterly 
capital 
programme 
updates to 
SMT and 
Finance and 
Investment 
Committee. 

· Exceptional 
reporting as 
required. 

· Finance 
Board report 
and Monthly 
forecasting 
reports 

· Capital plan 
managed and 
delivered in line 
with the profile 
and priorities as 
set out in the 
agreed capital 
programme for 
2017/18 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16 
4x4 

20 
4x5 

16 
4x4 

1. Inadequately defined 
management, 
processes, 
responsibility and 
accountability 
arrangements in place 
for the effective, clear 
and transparent 
management of the 
capital programme. 

2. Clearly defined 
processes for 
prioritisation and risk 
assessment 
underpinning the 
capital planning 
process and 
recommendations 

 
 

3. Clear articulation 
of capital plans for 
the next 5 years 
including a 
detailed risk 
assessment and 
the identification of 
all funding options 
with a clear set of 
recommendations 
for approval 
connected to the 
Trust IBP and 
clear outputs of the 
annual business 
planning process. 
  

4. Agreed capital 
programme relates 
only to balances 
carried forward 
into 17/18 (£4.1m).  
Prioritisation of the 
remainder of 
capital resources 
to be concluded 
alongside final 
position in relation 
to available capita 
resource allocation 
with regulators. 
Capital bids 
exceed currently 
available resource. 

1) Director of 
Finance. 

2) Andy Burrows. 
3) SMT and 

Finance and 
Investment 
Committee. 

Quarterly 
(Nov) 

March 2017  
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-3    Resolve cashflow risks per the actions contained in that section of the BAF to protect the resources required for the extant capital plan Chris Adcock/Lee 
Williams 

End November Update 17/01/17 
Please see cash section for 
detailed update.  The resolution 
of cash related risks for Q4 of 
the current financial year is 
being pursued as a matter of 
urgency with NHSI and a further 
update on progress will be 
provided to the Finance 
Committee on 26 January 2017. 
 
Update: 16/02/17 
Update provided under the 
cashflow report and cash section 
of this document.  
 

 

1-3    Establish revised capital programme management, reporting, planning and governance arrangements and present for approval to 
SMT and Finance and Investment committee.  Recommendations to set out the prioritisation processes to be adopted in plans. 

Andy Burrows End November Update 17/01/17 
Incomplete 
In terms of a revised capital 
management process steps 
have been taken to correct this 
to ensure this does not slip 
beyond the date of the next 
Finance Committee.  The Trust 
has a prioritisation process in 
place for the capital programme 
which is being operated at this 
time and this process will 
produce a set of 
recommendations for sign off as 
the capital plan for 17/18 in 
March 2017.  A further risk in 
relation to the Trust’s authorised 
CRL for 17/18 was identified 
through the submission of plans 
which would materially change 
the availability of capital 
resources from that currently 
planned.  The Trust is in 
dialogue with NHSI in this regard 
and this will be formalised within 
the BAF presented in February 
as required. 
 
Update 22/03/17 
The Trust will be re-submitting 
it’s plan documents by 30th 
March, and as part of this, NHSI 
have stated they still do not 
agree that the CRL calculation is 
incorrect.  The Trust is working 
through how to show the impact 
of the PFI Lifecycle prepayment 
on the forms which could reduce 
the scale of the issue. 
 
 
Discussions with NHS I ongoing.  
 

 

1-3    Carry out a detailed review of all financial options available to the Trust in the effective and economic management of the associated 
risks 

Andy Burrows / Kevin 
Nederpel 

End January Update 17/01/17 
This principle was applied to the 
procurement of scopes (paper 
contained with Finance 
Committee papers 26/01/17) and 
continues to form part of the 
assessment of options relating to 
the capital programme referred 
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to above.  For the completion of 
the capital plan for 17/18 due at 
the end of March specific 
consideration of this issue will be 
documented with the plan 
presented to the Finance 
Committee and the Board for 
approval. 
 

1-3    Produce a 5 year Integrated Business Plan to provide the basis for capital planning in the medium to long terms Simon Jupp tbc Update 17/01/17 
Incomplete 
A proposal for taking this forward 
will be made as part of the 
Trust’s formal recovery 
programme by the end of 
February 2017. 
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Care Quality Commission – Key Lines of Enquiry 
 
Safe 
S1  What is the track record on safety? 
S2 Are lessons learned and improvements made when things go wrong? 
S3 Are there reliable systems, processes and practices in place to keep people safe and safeguarded from abuse? 
S4 How are risks to people who use services assessed, and their safety monitored and maintained? 
S5 How well are potential risks to the service anticipated and planned for in advance? 
 
Effective 
E1 Are people’s needs assessed and care and treatment delivered in line with legislation, standards and evidence-based guidance? 
E2 How are people’s care and treatment outcomes monitored and how do they compare with other services? 
E3 Do staff have the skills, knowledge and experience to deliver effective care and treatment? 
E4 How well do staff, teams and services work together to deliver effective care and treatment? 
E5 Do staff have all the information they need to deliver effective care and treatment to people who use services? 
E6 Is people’s consent to care and treatment always sought in line with legislation and guidance? 
 
Caring 
C1 Are people treated with kindness, dignity, respect and compassion while they receive care and treatment? 
C2 Are people who use services and those close to them involved as partners in their care? 
C3 Do people who use services and those close to them receive the support they need to cope emotionally with their care, treatment or condition? 
 
Responsive 
R1 Are services planned and delivered to meet the needs of people? 
R2 Do services take account of the needs of different people, including those in vulnerable circumstances? 
R3 Can people access care and treatment in a timely way? 
R4 How are people’s concerns and complaints listened and responded to and used to improve the quality of care? 
 
Well Led 
W1 Is there a clear vision and a credible strategy to deliver good quality? 
W2 Does the governance framework ensure that responsibilities are clear and that quality, performance and risks are understood and managed?  
W3 How does the leadership and culture reflect the vision and values, encourage openness and transparency and promote good quality care? 
W4 How are people who use the service, the public and staff engaged and involved?  
W5 How are services continuously improved and sustainability ensured?     
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LEADS  COMMITTEE/GROUP ABBREVIATIONS  OTHER ABBREVIATIONS 

CA Chris Adcock 
 

CEMSG Clinical Effectiveness and Mortality Steering 
Group 

 
CQC Care Quality Commission 

AB Andy Burrows  EMT Executive Management Team  CSC Clinical Service Centre 
ED Ed Donald  FIC Finance & Investment Committee  DoH Department of Health 
MD Michelle Dixon  G&Q Governance & Quality Committee  KPI Key Performance Indicator 
IH Ian Howe  OB Operational Board    
RH Rob Haigh  PSSG Patient Safety Steering Group    
SH Simon Holmes  TB Trust Board    
SJ Simon Jupp  SMT Senior Management Team    
RK Rebecca Kopecek  UCTB Urgent Care Transformation Board    
KN Kevin Nederpal       

MP Maria Purse       

ET Eddie Tuke       
LW Lee Williams       
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TRUST BOARD PUBLIC – JUNE 2017      Agenda Item Number: 95/17 
        Enclosure Number: (9) 

Subject:  Quality Accounts 2016 / 2017 

Prepared by: 
 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Fiona McNeight, Associate Director of Quality and Governance 

Nicola Ryley, Interim Director of Nursing 

Purpose of paper Requires decision / approval 

For discussion and agreement by Trust Board 

Regular reporting 

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

· This is the final draft of the 2016 / 2017 Quality Account.  All 
comments received to date have been incorporated. 
  

· This final draft contains feedback from the CCG. 
 

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

 
· The Statement of Directors Responsibility requires signing by the 

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

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

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

· Trust Board are asked to ratify this, the final, Quality Account 
prior to publication on the 30th June 2017 to meet regulatory 
requirements.  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

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

· An Executive Summary will be produced to ensure that the 
public have a quick and easy to read version. 

· The Quality Account will be published on NHS Choices and the 
Trust Internet and Intranet by the 30th June 2017. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

To meet Quality Account Regulations. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Legal requirement to publish the Quality Account by the 30th June 
with mandated items included. 

 

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

Organisational Priorities Priority 1 – Deliver safe, high quality, patient centred care. 248



Priority 2 – Continually improve the patient experience. 

Priority 4 – Create a healthy organisational culture where staff report 
they are well led and have high levels of satisfaction working in the 
Trust. 

Board Assurance Framework/ 
Risk Register Reference n/a 

Risk Description n/a 

CQC Reference All domains 

 

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

Governance and Quality Committee 11th May 2017 
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE 
 

On behalf of the Trust Board and staff working at Portsmouth Hospitals NHS Trust, I am pleased to introduce you to our Quality Account for 2016/17. 

 

This last year has continued to be very challenging for NHS colleagues across the country.  The challenges placed in front of the NHS are well documented and yet 

despite the growing pressure on our services our staff continued to be outstanding, making a difference to people at a time when they have needed it most. There is a 

lot that remains unresolved in our hospital, and our urgent care pressures remain, but with the commitment and resilience of our staff we remain as confident and 

determined as ever that we can continue to improve the services we provide to our patients.  

 

Despite pressures on our finances resulting in a disappointing deficit at year end and the unprecedented demands on our unscheduled care pathway, our performance 

in many areas remains strong at year end.  The Board continues to have a strong focus on quality. 

 

We are proud to continue to host military colleagues from all three services in the hospital.  The mutual relationship between Defence Medical Group (South) and the 

Trust remains as important as ever.  Under the command of Lieutenant Colonel Adam Shorrock the military medical personnel, which encompass Consultant Doctors, 

Specialist and Generalist Nurses and Allied Healthcare Professionals, provides a capable and flexible workforce which works to support the priorities of the Trust.  We 

were also delighted to continue to play a role supporting military reservists.  

 

Despite the relentless pressures throughout the year we have continued to win many awards for our work.  We were recognised at the Sport and Physical Activity 

Awards, along with a select number of other public sector organisations for our work on staff health and well-being. Despite the title this was not about producing a 

workforce capable of running marathons or swimming the Channel, but was recognition of a workforce capable of delivering better outcomes for our patients, a 

workforce who values the need to look after themselves in order to look after their patients, and a workforce who recognises that looking after each other is really 

important. This means supporting one another and working collaboratively across teams.  

 

Looking ahead we continue to explore opportunities to ensure the local NHS and social care services work together as a team, becoming stronger in our common 

purpose to deliver better care and outcomes for a much wider population than just Portsmouth, Fareham, Gosport and SE Hampshire.  Working in collaboration with 

our partners on the Isle of Wight, and Southampton, and potentially further afield, we aspire to deliver better care and sustainable services for our patients going 

forward. 

 

By doing this we can work as a larger team, share resource at a time when it is at a premium, and deliver better services for the benefit of all of our patients.  

Importantly this work will be led by clinical leaders from all organisations to ensure that changes really do deliver better outcomes for patients as we move forward. 

This is an exciting opportunity without which would see us struggle to keep up with demand over the years ahead. 
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I want to take this opportunity to sincerely thank all of our staff who despite continuing pressures, work really hard to continually 

improve patient care.  We are proud to see an improvement in the results of the National Staff Survey for 2016.  In more than half 

of the 32 Key Findings in the report, Portsmouth Hospitals NHS Trust is rated as being in the top 20 per cent or better than average 

when compared with other acute Trusts. 

 

To the best of my knowledge the information presented in this report is accurate and represents a balanced view of the quality of 

services that the Trust provides. I hope you will find it informative and stimulating.  Any feedback is welcome. 

 

To the best of my knowledge the information presented in this report is accurate and represents a balanced view of the quality of 

services that the Trust provides. I hope you will find it informative and stimulating.  Any feedback is welcome.  

 

Tim Powell, Chief Executive, Portsmouth Hospitals NHS Trust 

Trust Headquarters, F Level, Queen Alexandra Hospital, Southwick Hill Road, Cosham, Portsmouth, Hampshire, PO6 3LY 

Telephone: 023 9228 6877 Ext: 6670 E-mail: Tim.Powell@porthosp.nhs.uk 
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QUALITY IMPROVEMENT PRIORITIES 2017 / 2018   

 

The Trust develops its priorities for quality improvement by triangulating 

evidence available through a variety of internal and external sources.  These 

include complaints, incident reporting, Dr Foster, national and local patient 

surveys, clinical audit and NICE guidance.  Each year, key priorities are chosen 

that are expected to have the greatest impact on reducing harm and mortality 

for patients. From these the Patient Safety, Experience and Clinical 

Effectiveness Steering Groups identified a number of proposed priorities. 

 

The Trust has taken a different approach to identifying the key priorities for 

2017/2018.  In addition to priorities identified through the three quality sub-

groups and through consultation with Governors; we have identified an 

overarching quality priority relating to provision of care for vulnerable patients.  

 

This key priority has been identified through feedback from various Care 

Quality Commission inspections, Trust identified requirements and national 

drivers. 

 

The quality sub-group priorities will continue to support delivery of the wider 

quality agenda. 
 

 

 

 

 

 

The proposed quality priorities were presented to and approved at the Trust 

Board in April 2017.   
 

This Quality Account and associated priorities are presented around the three 

domains of quality; patient safety, patient experience and clinical effectiveness 

and outlines the targets the Trust Board have agreed for 2017/18.  
 

The Account summarises the Trust’s performance and improvements against 

the quality priorities and objectives we set ourselves for 2016/17 (set out in the 

2015/2016 Quality Account); where we have not met our targets we have 

identified further areas for improvement.  
 

 

We constantly strive to improve the quality, safety and effectiveness of the 

care we provide to patients and their families/carers.  We aim to improve 

services based on what patients tell us matters most to them.  To achieve this 

we will deliver a number of initiatives and projects to improve the quality and 

safety of the care we provide to patients which will ultimately improve and 

exceed their expectations.  The priorities outlined over the following pages, are 

just a few of the areas we will be working on in 2017/2018 to make 

improvements to our services.  A full range of quality measures and how we 

are working towards achieving these will continue to be reported to the Trust 

Board monthly and Governance and Quality Committee quarterly. 
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QUALITY IMPROVEMENT PRIORITIES 2016/2017 – OUR ACHIEVEMENTS 
The Quality Account published in June 2016 identified areas of quality improvement to focus on during the year.  A brief summary of our achievements against the priorities is outlined 

below, with further detail contained in part 3 of this account.   
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STATEMENTS OF ASSURANCE FROM THE BOARD 
 
Review of services 
During 2016/2017 Portsmouth Hospitals NHS Trust provided and sub-
contracted 36 NHS services. 3 significant services are sub-contracted to non-
NHS providers; these being the Disablement Services Centre, orthotic service 
and community dialysis services. 
 
The Portsmouth Hospitals NHS Trust has reviewed all the data available to 
them on the quality of care in all 36 of these NHS services.  
 
The income generated by the NHS services reviewed in 2016/2017 represents 
89% of the total income generated from the provision of NHS services by the 
Portsmouth Hospitals NHS Trust for 2016/2017.  
 

Participation in clinical audits  
During 2016/2017 40 national clinical audits and 8 national confidential 

enquiries covered NHS services that Portsmouth Hospitals NHS Trust provides. 

During that period Portsmouth Hospitals NHS Trust participated in 95% (38/40) 

of national clinical audits and 100% (8/8) of national confidential enquiries of 

those it was eligible to participate in. 

 

The national clinical audits and national confidential enquiries that Portsmouth 

Hospitals NHS Trust participated in, and for which data collection was 

completed during 2016/2017, are listed below alongside the number of cases 

submitted to each audit or enquiry as a percentage of the number of registered 

cases required by the terms of that audit or enquiry. 

 

The reports of 60 (this number is from both 2016/17 and some reports that 

were published from data supplied in 2015/16) national clinical audits were 

reviewed by the provider in 2016/2017.  Appendix A shows the actions 

Portsmouth Hospitals NHS Trust intends to take to improve the quality of 

healthcare provided. 

 
NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

British Thoracic Society  – Adult Asthma Audit  100% 

National Chronic Obstructive Pulmonary Disease Audit Programme Audit  Data collection ongoing 

Head and Neck Cancer Audit  Data collection ongoing 

Oesophago-Gastric Cancer Audit  71-80% 

Lung Cancer Audit  85% 

Prostate Cancer Audit  86% 

Bowel Cancer Audit  100% 

Vascular Registry 
AAA Repair  100% 

Carotid Endarterectomy  55% 

National Joint Registry Registry  100% 

National Comparative Audit of Blood Transfusion Programme 
Red Cell & Platelet 
transfusion in adult 
haematology 

 
67 cases submitted 

denominator unknown 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Re-audit of Patient Blood 
Management in 
scheduled surgery 

 
35 cases submitted 

denominator unknown 

Red Cell transfusion in 
Palliative care 

Not applicable Not applicable 

College of Emergency Medicine – Asthma (Paediatric and Adult) care in emergency 
departments 

Audit  100% 

College of Emergency Medicine – Severe Sepsis and Septic Shock – care in emergency 
departments 

Audit  100% 

National Neonatal Audit Programme Audit  100% 

Endocrine and Thyroid National Audit Surgeon Outcomes  

Awaiting National report to 
confirm case ascertainment 

rate 

Paediatric Diabetes Audit Audit  
299 cases submitted 

denominator unknown 

Paediatric Intensive Care Audit Network Audit Not applicable Not applicable 

Learning Disability Mortality Review Programme (LeDeR) Audit  100% 

BAUS Cystectomy Audit Surgeon Outcomes  84.7% 

BAUS Nephrectomy Audit Surgeon Outcomes  82% 

BAUS Percutaneous Nephrolithotomy (PCNL) Surgeon Outcomes  
36 cases submitted 

denominator unknown 

BAUS Radical Prostatectomy Audit Surgeon Outcomes  92.1% 

BAUS Stress Urinary Incontinence Audit Surgeon Outcomes  100% 

BAUS Urethroplasty Surgeon Outcomes  94.7% 

National Neurosurgical Audit Programme Audit Not applicable Not applicable 

Falls and Fragility Fracture Audit Programme 

Hip Fracture database  100% 

Inpatient Falls audit 
National body not 
collecting data for 

2016/17 

Not applicable 

Fracture Liaison Service  100% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Trauma Audit and Research Network Audit  81.3 – 95.1% 

Sentinel Stroke National Audit Programme 
Audit  >80% 

Organisational  100% 

Paediatric Pneumonia Audit  Data collection ongoing 

National Emergency Laparotomy Audit (NELA) Audit  100% 

ICNARC – Adult Critical Care Audit  100% 

ICNARC – Cardiac Arrest Audit  100% 

Renal Registry – Renal Replacement Therapy Audit  100% 

Chronic Kidney Disease in Primary Care Audit Not applicable Not applicable 

Pulmonary Hypertension Audit Not applicable Not applicable 

Prescribing Observatory for Mental Health Audit Not applicable Not applicable 

Cystic Fibrosis Registry (Adult and Paediatric) Audit Not applicable Not applicable 

Rheumatoid and Early Inflammatory Arthritis Audit 
National body not 
collecting data for 

2016/17 

Not applicable 

National Audit of Dementia Audit  100% 

Adult Cardiac Surgery Audit Not applicable Not applicable 

Congenital Heart Disease Audit Not applicable Not applicable 

Coronary Angioplasty – Percutaneous Coronary Intervention (PCI) Audit  100% 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP) Audit  96.5% 

National Ophthalmology Audit Audit  0% 

Specialist Rehabilitation for Patients with Complex Needs Audit Not applicable Not applicable 

Cardiac Rhythm Management Audit  100% 

Mental Health Clinical Outcome Review Programme Audit Not applicable Not applicable 

Heart Failure Audit  98% 

National Diabetes Audit  

Core Not applicable Not applicable 

Diabetes in Pregnancy  79% 

Inpatient Audit  100% 

Foot Care  
47 cases submitted 

denominator unknown 

Inflammatory Bowel Disease Audit  0% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Patient Reported Outcome Measures 

Overall Score  

 

15.7% 

Groin Hernia 5.9% 

Hip Replacement 17.5% 

Knee Replacement 23.1% 

Varicose Veins 0% 

 
NATIONAL CONFIDENTIAL ENQUIRIES 

Audit title Participation 
% cases 

submitted 

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

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

National Confidential Inquiry into Patient Outcome and Death – Non Invasive Ventilation  56% 

National Confidential Inquiry into Patient Outcome and Death – Acute Pancreatitis  69% 

National Confidential Enquiry into Patient Outcomes and  Death – Mental Health in General Hospitals  100% 

Child Health Clinical Outcome Review Programme – Chronic Neurodisability  Ongoing 

Child Health Clinical Outcome Review Programme – Young Persons Mental Health  Ongoing 

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

 

The reports of 106 local clinical audits were reviewed by the provider in 2016/2017.  Appendix B shows examples of local audits and the actions Portsmouth Hospitals 

NHS Trust intends to take to improve the quality of healthcare provided. 
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Research: participation in clinical research  

Commitment to research as a driver for improving the quality of 

care and patient experience 

The number of patients receiving NHS services provided or sub-contracted by 

Portsmouth Hospitals NHS Trust in 2016/2017, that were recruited during that 

period to participate in research approved by a research ethics committee was 

4,680.  Of these patients, 4,240 (91%) were recruited into clinical studies 

adopted onto the National Institute for Health Research (NIHR) Portfolio, with 

440 (9%) recruited into other, non-Portfolio research projects.   

 

Participation in clinical research demonstrates Portsmouth Hospitals NHS 

Trust’s commitment to improving the quality of care that we offer and to 

making our contribution to wider health improvement. Our clinical staff stay 

abreast of the latest possible treatment possibilities and active participation in 

research leads to improved patient outcomes. 

 

During 2016/2017, Portsmouth Hospitals NHS Trust has participated in a total 

of 308 clinical research studies, 82% of these studies were NIHR Portfolio 

adopted. 

 

More than 42 clinical Departments participated in research approved by a 

research ethics committee at Portsmouth Hospitals NHS Trust during 

2016/2017, covering a number of specialities and clinical support departments. 

 

Goals agreed with Commissioners  

Portsmouth Hospitals NHS Trust income in 2016/17 was not conditional on 

achieving quality improvement and innovation goals agreed through the 

Commissioning for Quality and Innovation (CQUIN) payment framework, as the 

Trust CCG income from most CCGs was agreed as an overall year-end 

settlement, and did not rely on detailed CQUIN performance. 

NHS England CQUIN performance has yet to be determined and agreed as part 

of month 12 finance discussions. 

 

Statements from the Care Quality Commission  

Portsmouth Hospitals NHS Trust is required to register with the Care Quality 

Commission and is currently registered.   

 

The Care Quality Commission has taken enforcement action against 

Portsmouth Hospitals NHS Trust as of 3rd March 2017.  The Trust has the 

following four conditions on registration: 

1. The Registered Provider of the Acute Medical Unit, at the Queen Alexandra 

Hospital, must ensure that beds only remain open in respect of which the 

required level of staffing can be provided. The Registered Provider must 

ensure that beds are opened for patient use, and closed to patient use if 

care and treatment at the appropriate level can no longer be provided for 

patients on the Acute Medical Unit. 

2. The registered provider must ensure that the GP triage referral area has in 

place, and operates effectively a clearly defined standard operating 

procedure for crowding and escalation for patient safety concerns. This 

includes having clearly defined trigger points for escalation of crowding and 

safety concerns in the GP triage referral area. There is no internationally 

agreed and widely used definition of crowding. Markers of crowding or 

escalation might include, but are not exclusive to: 

- Prolonged Ambulance offload times (e.g. > 15 minutes). 

- Long waits for patients to be assessed by clinicians (e.g. > 1 hour). 

- Occupancy of available chairs greater than 100%. 

- Use of the corridor area by patients (e.g. > 5 or more trolleys/ beds) 

- Delays between request for a bed and that bed being made available 

(e.g. > 1 hour). 
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- High proportion of patients in the AMU waiting area awaiting 

placement on an appropriate inpatient ward. 

3. The Registered Provider must ensure that there are a sufficient number 

(based on demand) of suitably qualified, competent, skilled and 

experienced clinical staff placed in the corridor/waiting area, of the Acute 

Medical Unit entrance and GP triage referral area. The Registered Provider 

must ensure that staffing is flexed appropriately to meet the acuity and 

dependency of patients waiting to be seen, treated or admitted to the 

hospital, so as to ensure their safety. 

4. The Registered Provider must, as soon as is reasonably practicable, and in 

any event by 12pm on 6 March 2017, describe the system the Registered 

Provider is operating in the Acute Medical Unit at Queen Alexandra 

Hospital, which incorporates the GP triage referral area and escalation 

area, so as to comply with the above conditions. The trust must send the 

Care Quality Commission an update every two weeks in this respect from 

the week commencing 13 March 2017 at 3pm. 

 

Portsmouth Hospitals NHS Trust participated in the following CQC themed 

reviews: 

 Review into how NHS trusts investigate and learn from deaths (July 

2016). 

 Joint targeted Area Inspection of services for children in Hampshire 

(December 2016). 

 

Data quality  

Portsmouth Hospitals NHS Trust submitted records during 2016/2017 to the 

Secondary Users Service (SUS) for inclusion in the Hospital Episode Statistics 

(HES) which are included in the latest published data. The percentage of 

records in the published data for the period April 2015 to December 2016: 

 

Included the patient’s valid NHS number:  

 99.4% for admitted patient care (national average 99.2%) 

 99.9% for outpatient care (national average 99.5%) 

 98.9% for accident and emergency care (national average 96.6%) 

 

Included the patient’s valid General Medical Practice Code:  

 99.9% for admitted patient care (national average 99.9%) 

 100.0% for out-patient care (national average 99.8%) 

 99.6% for accident and emergency care (national average 98.9%) 

 

The Trust was not subject to a Payment by Results (PbR) clinical coding audit in 

2016/2017 by the Audit Committee. 

 

Information Governance Toolkit attainment levels  

Information Governance is concerned with the way we handle or “process” our 

information. It covers Personal Confidential Data (relating to patients/service 

users and employees) and corporate information (such as financial and 

accounting records) and provides a framework for employees to deal 

consistently with the many different rules about how information is handled. 

 

The Information Governance Toolkit is a performance tool produced by the 

Department of Health. It draws together the legal rules and central guidance 

and presents them in one place as a set of information governance 

requirements. We are required to carry out yearly self-assessments of 

compliance against the requirements.  

 

Portsmouth Hospitals NHS Trust Information Governance Assessment Report 

overall score for 2016/2017 was 68% and was graded “Satisfactory”. 
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The Trust reported five serious incidents to the Information Commissioner’s 

Office (ICO).  One was downgraded and therefore withdrawn.  One remains 

open and relates to a national data breach by an external supplier which is 

being investigated by NHS Digital/ICO.  The remaining three are all closed and 

no further action was required to be undertaken by the Trust. 

 

The Trust received one external complaint to the ICO.  Following an 

investigation the ICO closed the case and no further action was required.  

An incident reported in 2015/16 has finally been closed following the 

prosecution of a former employee of the Trust.  The former employee pleaded 

guilty and received a substantial fine. 
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NATIONAL QUALITY PRIORITIES 

The following are a core set of indicators which are to be included in 2016/17 Quality Accounts.  All trusts are required to report against these indicators using standardised statements.  

The information is based on data made available to the Trust by the Health and Social Care Information Centre.  This data is presented in the same way in all Quality Accounts published 

in England; this allows fair comparison between hospitals. 
 

It should be noted that the most up-to-date data provided by the Health and Social Care Information Centre, stated below, may relate to a different reporting period to that of the 

Quality Account. (Data source: https://indicators.ic.nhs.uk/webview/ ) 
 

National Quality Priorities 

Domain SHMI 

April 2015 – March 2016 July 2015 – June 2016 
October 2015 – 

September 2016 
Trust Statement 

PHT Nat. Av. PHT Nat. Av. PHT Nat. Av. 

Preventing 

people from 

dying 

prematurely. 

 

Enhancing 

quality of life 

for people 

with long-

term 

conditions, 

The value of the summary 

hospital-level mortality 

indicator (“SHMI”) for the 

Trust. 

1.098 1.00 1.1077 1.00 1.1096 1.00 Portsmouth Hospitals NHS Trust considers that this 

data is as described as it is taken from the national 

dataset using data provided by the Trust. 

 

The Trust intends to, and has taken the following 

actions to improve mortality and harm, and so the 

quality of its services, by:    

 Monitoring and acting upon underlying data.  

 Introduction of a daily mortality review panel 

(MRP) in November 2016 to review all deaths 

within Respiratory and latterly to MOPRS.  All 

deaths within these areas are reviewed by 

independent clinicians (1/2 Senior Consultants 

and 1 Senior Nurse) the day after death (<72 

hours for those following a death at the 

weekend). 

 This is to be rolled-out Trust-wide during 2017. 

The banding of the 

summary hospital-level 

mortality indicator (“SHMI”) 

for the Trust. 

As 

expected 

As 

expected 

As 

expected 

As 

expected 

As 

expected 

As 

expected 

The percentage of patient 

deaths with palliative care 

coded at either diagnosis or 

specialty level for the Trust. 

 

The palliative care indicator 

is a contextual indicator 

24.1% 28.5% 26.2% 22.3% 21.3% 29.7% 

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

Patient 

Reported 

Outcome 

Measures 

(PROMs) 

finalised 

(EQ5D 

Index) 

April 2013 – March 2014 April 2014 – March 2015 
April 2015 – March 2016 

(Provisional) 

Trust Statement 

PHT 
Nat. 

Av. 
Highest Lowest PHT 

Nat. 

Av. 
Highest Lowest PHT 

Nat. 

Av. 
Highest Lowest 

Helping 

people 

recover 

from 

episodes 

of ill 

health or 

following 

injury. 

Groin hernia 

surgery 
0.097 0.085 0.139 0.008 0.090 0.084 0.154 -0.005 * 0.088 0.157 0.021 

Portsmouth Hospitals NHS Trust 

considers that this data is as 

described as it is taken from the 

national dataset using data provided 

by the Trust. 

 

The Trust intends to take the 

following actions to improve this 

outcome, and so the quality of its 

services, by:   

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

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

*Data not published due to small numbers of 
procedures. 

Varicose 

vein surgery 
* 0.093 0.150 0.022 * 0.095 0.154 -0.009 * 0.095 0.150 -0.005 

Hip 

replacement 

surgery 

0.457 0.436 0.544 0.311 0.422 0.436 0.524 0.331 0.447 0.438 0.544 0.320 

Knee 

replacement 

surgery 

0.329 0.322 0.425 0.215 0.278 0.315 0.418 0.183 0.308 0.320 0.398 0.186 

Note: April 2015 – March 2016 currently provisional (Published February 2017).  Finalised version due for release August 2017. 
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Domain 

Re-admission within 

28 days of being  

discharged 

April 2010 – March 2011 April 2011 – March 2012 

Trust Statement 
PHT Nat. Av. 

Highest 

(Large 

Acute) 

Lowest 

(Large 

Acute) 

PHT Nat. Av. 

Highest 

(Large 

Acute) 

Lowest 

(Large 

Acute) 

Helping 

people 

recover 

from 

episodes of 

ill health or 

following 

injury. 

Percentage of 

patients aged 0 to 15 
12.31% 9.96% 14.11% 6.41% 12.22% 10.02% 14.94% 6.40% 

This data has not been updated on the NHS 

Digital Portal since March 2014. 

 

Portsmouth Hospitals NHS Trust considers that 

this data is as described as it is taken from the 

national dataset using data provided by the 

Trust. 

 

The Trust has taken the following actions to 

improve this percentage, and so the quality of its 

services, by:   

 The Trust is able to identify frequent 

attenders to hospital.  

 CSC’s identifying relevant patients; this 

information is included in their performance 

reviews. 

Percentage of 

patients aged 16 or 

over 

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

Not updated since 2013.  Next version tbc 
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Domain 

Trust responsive 

to the personal 

needs of its 

patients 

April 2014 – March 2015 April 2015 – March 2016 

Trust Statement 
PHT 

Nat. 

Av. 
Highest Lowest PHT 

Nat. 

Av. 
Highest Lowest 

Ensuring 

that people 

have a 

positive 

experience 

of care. 

In-patient survey 

(overall score) 
73.6 76.6 87.4 67.4 75.4 77.3 88.0 70.6 

Portsmouth Hospitals NHS Trust considers that this data is as 

described as it is taken from the national dataset using data 

provided by the Trust. 

 

The Trust has taken actions by: 

 Identifying and agreeing with patients, families and 

carers, key areas for improvement. 

 Developing the role of volunteers and lay members in 

our local quality monitoring processes to provide 

contemporaneous and unbiased information about “how 

we are doing”. 

 Further developing the ways in which patients, family 

members and carers can provide feedback including 

accessible surveys for people with learning disabilities 

and outreach to local community groups.  

 Working more closely with community groups including 

HealthWatch Portsmouth and Hampshire, to provide a 

two information flow between the hospital and the 

community we serve.  
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Domain 

Staff who would 

recommend the 

Trust to their 

friends or family 

2015 2016 

Trust Statement 
PHT 

Nat. Ave. 

(Acute 

trusts) 

Highest Lowest PHT 

Nat. Ave. 

(Acute 

trusts) 

Highest Lowest 

Ensuring 

that people 

have a 

positive 

experience 

of care. 

 

 

 

 

 

National Staff 

Survey results 
73% 69% 85% 46% 72% 70% 85% 49% 

Portsmouth Hospitals NHS Trust considers that this data is 

as described as it is taken from the national dataset using 

data provided by the Trust. 

 

The Trust has taken the following actions to improve this 

percentage, and so the quality of its services, by:   

 Implementing effective communication processes to 

share outcomes of what staff said matters and what 

changes have been implemented as a result of what 

they have done.  

 Implementation of a ‘Respect Me’ prevention of 

workplace bullying and harassment campaign. 

 Continuing to develop a culture where staff feel safe 

to raise concerns and confident that any issues will be 

addressed and any resulting actions fed back. 

 Continuing the staff engagement programme so that 

staff are listened to, feel supported and able to make 

changes in their place of work for the benefit of 

patients and themselves. 

 Continuing to build on improving the quality of 

appraisals through training for managers. 

 Encouraging individuals and teams to show initiative 

and make suggestions for improvements; where staff 

are empowered to implement positive change and 

where success is celebrated and best practice is 

shared. 
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Domain 

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

Reporting 

period 
Total Responses Total Eligible Response Rate 

Score (% 

recommend) 

Score (% not 

recommend) Trust Statement 

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

Ensuring 

that 

people 

have a 

positive 

experience 

of care 

January ‘17 122,720 1,654 1,001,606 9,134 12.3% 18.1% 87% 95% 7% 2% 
Portsmouth Hospitals NHS Trust 

considers that this data is as described 

as it is taken from the national dataset 

using data provided by the Trust. 

 

The Trust has taken actions by: 

 Identifying and agreeing with 

patients, families and carers, key 

areas for improvement. 

 Developing the role of volunteers 

and lay members in our local 

quality monitoring processes to 

provide contemporaneous and 

unbiased information about “how 

we are doing”. 

 Further developing the ways in 

which patients, family members 

and carers can provide feedback 

including accessible surveys for 

people with learning disabilities 

and outreach to local community 

groups.  

 Working more closely with 

community groups including 

HealthWatch Portsmouth and 

Hampshire, to provide a two 

information flow between the 

hospital and the community we 

December ‘16 113,419 1,913 1,027,394 9,119 11.0% 21.0% 86% 93% 8% 1% 

November ‘16 131,880 1,442 1,037,613 9,466 12.7% 15.2% 86% 93% 7% 1% 

October ‘16 138,532 1,427 1,086,090 9,865 12.8% 14.5% 86% 95% 8% 2% 

September ‘16 138,171 2,122 1,062,401 10,001 13.0% 21.2% 86% 93% 8% 2% 

August ‘16 144,620 2,319 1,058,768 10,250 13.7% 22.6% 87% 95% 7% 1% 

July ‘16 145,631 1,756 1,127,323 10,688 12.9% 16.4% 85% 93% 8% 2% 

June ‘16 143,285 2,719 1,071,432 9,729 13.4% 27.9% 86% 95% 7% 2% 

May ‘16 142,319 1,523 1,119,540 10,365 12.7% 14.7% 85% 94% 8% 2% 

April ‘16 131,176 1,551 1,018,602 9,155 12.9% 16.9% 86% 94% 8% 2% 

March ‘16 132,774 1,833 1,108,498 9,742 12.0% 18.8% 84% 95% 9% 2% 

February ‘16 133,861 1,386 1,003,240 9,015 13.3% 15.4% 85% 94% 8% 3% 
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Domain 

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

Reporting 

period 
Total Responses Total Eligible Response Rate 

Score (% 

recommend) 

Score (% not 

recommend) 
Trust Statement 

serve.  

 Implementing an ‘early warning 

system’ for negative FFT 

responses allowing for early 

detection and resolution of 

immediate areas of concern. 

 

Domain 

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

Reporting 

period 
Total Responses Total Eligible Response Rate 

Score (% 

recommend) 

Score (% not 

recommend) Trust Statement 

Inpatients England PHT England PHT England PHT England PHT England PHT 

Ensuring 

that 

people 

have a 

positive 

experience 

of care 

January ‘17 199,352 2,347 863,097 8,204 23.1% 28.6% 95% 97% 2% 1% 
Portsmouth Hospitals NHS Trust 

considers that this data is as described 

as it is taken from the national dataset 

using data provided by the Trust. 

 

The Trust has taken actions by: 

 Identifying and agreeing with 

patients, families and carers, key 

areas for improvement. 

 Developing the role of volunteers 

and lay members in our local 

quality monitoring processes to 

provide contemporaneous and 

unbiased information about “how 

we are doing”. 

 Further developing the ways in 

December ‘16 186,577 2,482 851,513 7,845 21.9% 31.6% 95% 96% 2% 1% 

November ‘16 223,106 2,177 904,437 8,600 24.7% 25.3 95% 96% 2% 1% 

October ‘16 212,375 2,386 882,689 8,524 24.1% 28.0% 95% 95% 2% 1% 

September ‘16 212,630 2,386 888,912 8,468 23.9% 28.2% 95% 97% 2% 1% 

August ‘16 213,961 2,623 874,563 8,562 24.5% 30.6% 95% 97% 1% 1% 

July ‘16 219,256 2,394 886,203 8,153 24.7% 29.4% 95% 96% 2% 0% 

June ‘16 230,581 2,786 902,709 8,489 25.5% 32.8% 95% 96% 2% 1% 
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Domain 

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

Reporting 

period 
Total Responses Total Eligible Response Rate 

Score (% 

recommend) 

Score (% not 

recommend) Trust Statement 

Inpatients England PHT England PHT England PHT England PHT England PHT 

May ‘16 215,706 1,889 866,254 8,071 24.9% 23.4% 96% 95% 2% 1% 
which patients, family members 

and carers can provide feedback 

including accessible surveys for 

people with learning disabilities 

and outreach to local community 

groups.  

 Working more closely with 

community groups including 

HealthWatch Portsmouth and 

Hampshire, to provide a two 

information flow between the 

hospital and the community we 

serve.  

 Implementing an ‘early warning 

system’ for negative FFT 

responses allowing for early 

detection and resolution of 

identified areas of concern. 

April ‘16 208,422 1,881 852,172 7,943 24.5% 23.7% 96% 96% 1% 1% 

March ‘16 200,922 2,253 867,277 8,400 23.2% 26.8% 95% 96% 2% 1% 

February ‘16 204,909 2,005 851,475 7,938 24.1% 25.3% 95% 96% 2% 1% 
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Domain 

VTE Risk Assessment 

Percentage of 

patients receiving a 

VTE Risk Assessment 

PHT 
National 

Average 

(Acute Trusts) 

Highest Lowest Trust Statement 

Treating and 

caring for 

people in a 

safe 

environment 

and 

protecting 

them from 

avoidable 

harm. 

Quarter 3 2016-17 94% 96% 100% 76% 
Portsmouth Hospitals NHS Trust considers that this data is as 

described as it is taken from the national dataset using data 

provided by the Trust. 

 

The Trust has taken the following actions to improve this 

percentage, and so the quality of its services, by:   

 Sending daily lists of non-assessed patients to 

Management and Ward teams to highlight areas where 

improvement is needed. 

 Delivery of patient information regarding prevention of 

VTE has been reviewed and new information is being co-

designed with patients. 

Quarter 2 2016-17 96% 95% 100% 72% 

Quarter 1 2016-17 97% 96% 100% 80% 

Quarter 4 2015-16 97% 95% 100% 78% 
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Domain 

Rate per 100,000 

bed days of 

C.Difficile infection 

April 2014–March 2015 April 2015–March 2016 

Trust Statement 
PHT 

Nat. 

Av. 
Highest Lowest PHT 

Nat. 

Av. 
Highest Lowest 

Treating and 

caring for 

people in a 

safe 

environment 

and protecting 

them from 

avoidable 

harm. 

Rate per 100,000 

bed days of 

C.Difficile infection 

amongst patients 

aged 2 or over. 

11.9 15.0 62.2 0 8.4 14.9 66.0 0 

Portsmouth Hospitals NHS Trust considers that this data is 

as described as it is taken from the national dataset using 

data provided by the Trust.  

 

The Trust has taken the following actions to improve this 

rate, and so the quality of its services, by:   

 Undertaking root cause analyses of all hospital-
attributed cases to identify learning and appropriate 
actions. Prompt isolation and rigorous testing of all 
suspected cases of C.Diff was a continued focus. In 
addition to this, the Trust emphasised the importance 
of excellent cleaning standards as well as hand hygiene 
for patients and staff. The Trust will continue to 
concentrate on these aspects throughout 2017/18. 

 Antimicrobial stewardship will continue to be a focus 
throughout 2017/18, alongside both the national 
Sepsis and Antimicrobial stewardship CQUIN 
requirements.   

 Re-launching the hand hygiene campaign in 2017/18 

which will highlight the importance of hand hygiene for 

patients as well as staff, in order to reduce the risk of 

ingestion of spores.   
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Domain 

Patient Safety 

Incidents (per 1,000 

bed days) 

(Acute non-

specialist) 

October 2015–March 2016 April 2016–September 2016 

Trust Statement 
PHT 

National 

Average 
Highest  Lowest PHT 

National 

Average 
Highest  Lowest  

Treating and 

caring for 

people in a 

safe 

environment 

and 

protecting 

them from 

avoidable 

harm. 

Number of patient 

safety incidents. 
3,757 4,818 11,998 1,499 6,433 4,955 13,485 1,485 

Portsmouth Hospitals NHS Trust considers that 

this data is as described as it is taken from the 

National Reporting and Learning System (NRLS) 

dataset using data provided by the Trust.  

 

The Trust has taken the following actions to 

improve this number, and so the quality of its 

services, by:   

 Increasing scrutiny of Serious Incidents 

through Executive panels. 

 Increased scrutiny and identification of 

learning through the Serious Incident Review 

Group. 

 Implementing an upgrade to the Datix Web 

reporting system on 1
st

 April 2016. 

 Simplifying the reporting form. 

 Providing extensive training and awareness 

sessions. 

 Ensuring timely review and upload of 

reported patient safety incidents. 

Rate of patient safety 

incidents. 
21.7 39.6 75.9 14.8 36.07 40.7 71.8 21.1 

Number of patient 

safety incidents that 

resulted in severe 

harm or death. 

35 19 94 0 44 19 98 1 

% of patient safety 

incidents that 

resulted in severe 

harm or death. 

0.93% 0.43% 2.04% 0.00% 0.68% 0.40% 1.73% 0.02% 
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REVIEW OF QUALITY PERFORMANCE  
This part of the Quality Account provides an overview of how we have performed against quality initiatives in 2016/2017.  This information is presented under the three quality 
domains (safety, effectiveness and experience).  We monitor and track all aspects of quality and report against these monthly and quarterly through the Board and Governance and 
Quality Committee reports.   The following is the Trust Quality dashboard demonstrating Trust performance over 2016/2017 presented to the Trust Board in May 2017. 
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The inspection by the CQC in February 2016 resulted in the Trust receiving an 

Enforcement Notice due to on-going safety concerns relating to the Emergency 

Department for which the Trust received an Enforcement Notice.  

 

The CQC undertook an unannounced inspection of the Trust on the 29th and 

30th September 2016; during this inspection the CQC found that significant 

improvements in patient safety had been made and proposed to remove the 

conditions.  Following the inspections in September, the Trust received 

requirement notices for which an action plan to address the issues was 

developed.  This plan has subsequently been reported monthly to Trust Board.  

The final report from the September inspections was published by the CQC on 

the 1st February 2017, following which the Trust was required to provide a 

detailed action plan. 

 

The CQC undertook further unannounced inspections on the 16th and 17th 

February, returning again on the 28th February.  As a result of these inspections, 

on the 3rd March, the CQC imposed four conditions on the Trust: 

 

1. The Registered Provider of the Acute Medical Unit (AMU) must ensure that 

beds only remain open in respect of which the required level of staffing can 

be provided. The Registered Provider must ensure that beds are opened for 

patient use, and closed to patient use if care and treatment at the 

appropriate level can no longer be provided for patients on the AMU. 

2. The registered provider must ensure that the GP triage referral area has in 

place, and operates effectively a clearly defined standard operating 

procedure for crowding and escalation for patient safety concerns. This 

includes having clearly defined trigger points for escalation of crowding and 

safety concerns in the GP triage referral area.  

3. The Registered Provider must ensure that there are a sufficient number 

(based on demand) of suitably qualified, competent, skilled and 

experienced clinical staff placed in the corridor/waiting area, of the AMU 

entrance and GP triage referral area. The Registered Provider must ensure 

that staffing is flexed appropriately to meet the acuity and dependency of 

patients waiting to be seen, treated or admitted to the hospital, so as to 

ensure their safety.  

4. The Registered Provider must, as soon as is reasonably practicable, and in 

any event by 12pm on 6 March 2017, describe the system the Registered 

Provider is operating in the Acute Medical Unit at Queen Alexandra 

Hospital, which incorporates the GP triage referral area and escalation 

area, so as to comply with the above conditions. The trust must send the 

Care Quality Commission an update every two weeks in this respect from 

the week commencing 13 March 2017 at 3pm.  
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The Trust undertook a review of all correspondence, both from and to the CQC 

and developed a short term action plan to ensure all actions raised by the CQC 

from the February inspections had been addressed and actioned accordingly.  

The subsequent inspections and issues raised by the CQC have led to the 

requirement for the need to comprehensively review the action plan submitted 

to the CQC following receipt of the final report in February.   As a result, the 

Trust is in the process of assembling a more comprehensive action plan than 

that originally submitted to the CQC.  
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Sign up to Safety Campaign 
Sign up to Safety is a national campaign launched by NHS England aimed at 

reducing avoidable harm by 50% and saving 6,000 lives over 3 years.  The 

campaign is designed to make the NHS the safest healthcare system in the 

world by creating a system devoted to continuous learning and improvement.  

The main message of the campaign is; “sign up to safety aims to deliver harm 

free care for every patient, every time, everywhere.  It champions openness 

and honesty and supports everyone to improve the safety of patients.”   

 

The Trust joined the Sign up to Safety campaign in September 2014.   

We are committed to providing a safe and effective care experience for our 

patients and to reducing harm events to the lowest possible level.  During 

2016/2017, we have focussed our attention on a number of key safety 

priorities, including: 

 Participation in the Wessex Patient Safety Collaborative aimed at 

improving the care of the deteriorating patient.  As part of this 

Collaborative we have developed the ‘time to act’ programme which 

follows on from ‘Stop the Red Clocks’.   

 Invitation to participate in the NHS Improvement Falls Collaborative as 

it has been recognised that our falls prevention work is further 

advanced than many acute trusts. We are focussing this work on two 

specific areas to test out new modes of working.   

 Funding from the Wessex Academic Health Science Network Patient 

Safety Fund has allowed us to site networked screens in a number of 

staff areas. These screens will show ‘Watch Out’ notices to improve the 

dissemination of important patient safety messages in a timely and 

more visible manner to a greater number of staff.  
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 The creation of PITSTOP (a dedicated assessment and triage area) in ED 
Majors for patients arriving by ambulance, staffed by a Consultant or 
Senior Registrar Doctor has enabled the increase in early triage and 
assessment of ambulance patients. 

 A Navigator Nurse role based in ED Reception has led to an increase in self 
referred patients undergoing a clinical assessment in 15 minutes. 

 The challenge remains at weekends and out of hours when demand 
increases during periods when the number of Consultants or Senior 
Registrar Doctors decrease despite every effort being made to recruit to 
these posts. 

Metric 
(ambulance patients) 

Average Commentary 

Clinical Assessment within 15 mins. 86-99% 
76% of all patients received a clinical assessment in 15 
mins. 

Seen by appropriate clinician within 60 mins. 98-100% 
60% of all patients seen by appropriate clinician in 60 
mins. 

 

The Urgent Care Transformation Programme has supported key work streams 
explicitly aiming to improve the quality of care and patient experience across 
the urgent care pathway. 
 Acute Medical Unit: A review of ways of working to ensure beds are 

allocated and patients moved in a timely manner, reducing delays. 
 Medical Take Model: Consultant working pattern has been refreshed 

ensuring Consultants are able to see ‘todays patients today’ with reduced 
delays. 

 Short Stay Unit opened on 1st June 2016 dedicated to caring for patients 
with a length of stay of less than 72 hours.  Supported by an expanded 
team of Doctors, Nurses, Therapists, Pharmacists and Social Workers, over 
55% of patients admitted are discharged home within 72 hours. 

 Ambulatory Emergency Care:  Additional care spaces creased to enable 
more patients to follow an ambulatory pathway, avoiding the need for 
admission.  Ambulatory care pathways have been reviewed to increase 
access to a wider range of patients reducing pressure on ED and in-patient 
beds. 

 Acute Frailty Pathway:  The Frailty and Interface Team (FIT), consisting of 
Elderly Care Consultants, elderly care experienced nurses, therapists and 
Social Workers are in place.  They are dedicated to supporting frail patients 
who arrive in ED to be discharged home rather then being admitted; if 
admission is required they make sure a supported discharge home as soon 
as safe and possible is achieved. 

 Ward Discharges:  Implementation of SAFER methodologies, a way of early 
planning of a patients discharge involving the patient and ensuring all 
delays to a timely discharge are removed. 

280



Portsmouth Hospitals NHS Trust 
QUALITY ACCOUNTS 2016 / 2017 

REVIEW OF QUALITY PERFORMANCE 

    Portsmouth Hospitals NHS Trust 
 Quality Accounts 
                       Page 32 of 89 

3
2 

Healthcare Associated Infections (HCAI) are infections that are acquired in healthcare settings, or as a result of healthcare 

interventions.  There are a number of factors that can increase the risk of acquiring an infection, but high standards of infection 

control practice minimise the risk of occurrence for example hand washing and cleaning. 

 
MRSA: 

The Trust’s year-end position is 1 unavoidable and 0 (zero) avoidable cases, 

against an objective of 0 (zero) avoidable cases; this remains below the 

national average. 

 

The Trust reported no patients with MRSA bacteraemia attributed to the Trust 

during 2016/2017.   There was one unavoidable MRSA bacteraemia attributed 

to the Trust in October 2016 within the Neonatal Unit. 

 
C.Difficile: 

The Trust’s year-end position is 33 cases of C.Diff 

against an annual objective of 40; the rate of hospital 

attributed C.difficile remains below the national 

average. 

 

Root cause analysis meetings of cases continue to be 

held to identify learning and associated actions. 

Ribotyping of all hospital attributed cases is also carried 

out as an indication of patient-to-patient cross 

transmission. In quarter 4, 1 case was later found to be 

the same strain as another patient on the ward, 

therefore suggesting cross-transmission. An action plan 

has been implemented on the ward involved. 
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Patient falls are one of the leading causes of incidents in hospital and can lead to injury and prolonged hospital stays.  

Falls can also have a long term physiological effect on patients as they can lead to a loss in confidence and a fear of 

falling again. 
 

We were invited to participate in the NHS Improvement Falls Collaborative as it has been recognised that our falls 

prevention work is further advanced than many acute trusts. The Collaborative includes a 90 day improvement 

programme aimed at reducing injurious falls.  We are using a rapid improvement methodology focussing initially on 

the Acute Medical Unit (AMU) and ward D8.  Our intention is to roll out this piece of work across the organisation 

following the completion of the 90 day programme.   
 

The current year-to-date position is 42 confirmed falls incidents, 34 resulting in severe harm and 8 resulting in 

moderate harm.  This has resulted in the Trust recording a total of 0.1 falls incidents resulting in moderate, severe or 

catastrophic harm per 1,000 occupied bed days in quarters 1, 2 and 4 and 0.2 in quarter 3; therefore, achieving the 

required target.   
Falls incidents  
n.b: incident numbers updated to reflect the current position and therefore may be different to those previously reported.  

Month 
Total falls  
incidents 
reported 

Confirmed incidents Rate per 
1,000 

occupied 
bed days 

Month 
Total falls 
incidents 
reported 

Confirmed incidents Rate per 
1,000 

occupied 
bed days 

Moderate Severe Moderate Severe 

Q
u

ar
te

r 
1 

April ‘16 210 1 1 0.1 

Q
u

ar
te

r 
2 

July ‘16 202 0 4 0.1 

May ‘16 204 3 1 0.1 Aug. ‘16 232 0 0 0.0 

June ‘16 192 0 2 0.1 Sept. ‘16 218 1 5 0.2 

Total 606 
4 4 

0.1 Total 652 
1 9 

0.1 
8 10 

Q
u

ar
te

r 
3 

Oct. ‘16 244 1 5 0.2 

Q
u

ar
te

r 
4 

Jan ‘17 202 1 2 0.1 

Nov. ‘16 223 1 2 0.1 Feb’17 248 0 3 0.1 

Dec. ‘16 201 0 6 0.2 Mar’17 223 0 3 0.1 

Total 668 
2 13 

0.2 Total 673 
1 8 

0.1 
15 9 
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A medication error is an error in the process of prescribing, dispensing, preparing, administering, monitoring or providing medicine advice, regardless of whether any 

harm occurred. 

 

Reporting medication safety incidents is actively encouraged as an increase in reporting rate is an indication of a good safety culture and enables increased feedback 

and learning. A 10% increase in reporting of medication safety learning events has been achieved during 2016/2017, with a total of 2,043 incidents being reported in 

2016/17, exceeding 2000 for the first time (1336 in 2014/15, 1849 reported in 2015/16).  

 

Whilst there has been an increase in reporting overall, there has been a reduction in moderate harm incidents compared to last year, with 11 confirmed incidents to 

date (2 resulting in severe harm and 9 resulting in moderate harm with 3 moderate harm incidents remaining under investigation), compared to 22 last year. The 

reported percentage of medication safety incidents causing any degree of harm was 12.2% and this will be monitored for variance across the clinical service centres. 

 

 

The current year-to-date position is 11 confirmed 

medication incidents; 2 resulting in severe harm and 9 

resulting in moderate harm.   

 

This has resulted in the Trust recording a total of 0.0 

medication incidents resulting in moderate, severe or 

catastrophic harm per 1,000 occupied bed days in quarters 

2, 3 and 4 and in total for 2016/2017; therefore, achieving 

the required target.  

 

 

  

Medication incidents  

n.b: incident numbers updated to reflect the current position and therefore may be different to those previously reported. 

Month 

Total 

medication 

incidents 

reported 

Confirmed incidents Rate per 

1,000 

occupied 

bed days 

Month 

Total 

medication 

incidents 

reported 

Confirmed incidents Rate per 

1,000 

occupied 

bed days 

Moderate Severe Moderate Severe 

Q
u

ar
te

r 
1 

April ‘16 142 2 1 0.1 

Q
u

ar
te

r 
2 

July ‘16 133 0 0 0.0 

May ‘16 185 4 0 0.1 Aug. ‘16 157 0 0 0.0 

June ‘16 142 1 0 0.0 Sept. ‘16 163 0 0 0.0 

Total 469 
7 1 

0.1 Total 453 
0 0 

0.0 
8 0 

Q
u

ar
te

r 
3 

Oct. ‘16 197 1 0 0.0 

Q
u

ar
te

r 
4 

Jan ‘17 179 1 0 0.0 

Nov. ‘16 191 0 0 0.0 Feb’17 165 0 0 0.0 

Dec. ‘16 200 0 0 0.0 Mar’17 189 0 1 0.0 

Total 588 
1 0 

0.0 Total 533 
1 1 

0.0 
1 2 
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NHS England published a set of new safety standards to support NHS hospitals to provide safer surgical care in September 2015.  

 

The National Safety Standards for Invasive Procedures (NatSSIPs) set out the key steps necessary to deliver safe care for patients undergoing invasive procedures, 

which have the potential to be associated with a Never Event.  The Trust remit is to assess our documentation, culture and practice to develop Local Safety Standards 

(LoCSSIPs) which incorporate the NatSSIPs recommendations.  The implementation group has been commissioned by the Trust Medical Director, the Trust Deputy 

Medical Director and Patient Safety Group and has a Clinical Lead by the way of a Consultant Anaesthetist. 

 

Scope of procedures 

 All surgical and interventional procedures performed in operating theatres, 

outpatient treatment areas, labour ward delivery rooms, and other 

procedural areas within Portsmouth Hospitals NHS Trust.   

 Surgical repair of episiotomy or genital tract trauma associated with vaginal 

delivery.   

 Invasive cardiological procedures such as cardiac catheterisation, 

angioplasty and stent insertion.   

 Endoscopic procedures such as gastroscopy and colonoscopy.   

 Interventional radiological procedures.   

 Thoracic interventions such as bronchoscopy and the insertion of chest  

drains.   

 Biopsies and other invasive tissue sampling.   

 

We have made a promising start with evidence of engagement with implementation of Local Safety Standards for Invasive procedures. We have prioritised the 

Individual Patient Pathway Safety Checklist and are on track to have implementation across the Trust, having identified the outlying specialities yet to produce their 

documentation. 

 

We have tested many aspects of the NatSSIPs standards across the Trust and identified areas of excellent practice. We have also identified some aspects which we can 

act on in the near future and many which are larger integrated projects. 

 

The next phase is to improve our audit process to ensure implementation is fully realised and to ensure input at department level to ensure that the LocSSIP culture is 

embedded.  We have made progress but need an intensive period of engagement and workshops  to improve  practice and embed new initiatives. 
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Harm free care  

To help us monitor the safety of our patients we use NHS Digital’s tool 

called the Safety Thermometer.  We use this tool each month to audit 

the care given to our patients.  The tool helps us to understand how well 

we are doing and highlights areas for further improvement.   

 

The Safety Thermometer allows us to measure the number of patients 

that are ‘harm free’ during the day of the audit.  The tool covers four 

types of harm: 
 

 Pressure ulcers. 
 

 Falls. 
 

 Urinary Tract Infections in patients who have a catheter. 
 

 Blood clots (VTE). 

 

As can be seen by the graph, during 2016/17 improvements have been 

seen in all categories of harm; directly influencing our total harm free 

care rate.  This has led to an overall improvement as follows: 
 

 Total harm free care has improved to 95.2% (2016/17) compared 

to 94.7% (2015/16). 
 

 The Trust average total harm free care is 98.3% (2016/17) 

compared to 97.8% (2015-2016).  
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Safe staffing 
The Trust has continued its work with safe staffing during 2016/17. We 

have installed ‘Hotboards’ on each ward to standardise the way 

information is displayed for the public. This information includes levels of 

staffing planned and actual. All boards are displayed as close as possible 

to the entrance of the ward or unit. Boards were designed following 

consultation with patients, families and carers and nursing teams to 

ensure they are user friendly and report required information in an 

understandable way. 

 

The Trust continues to use the Safer Nursing Care Tool as the acuity and 

dependency measure. We are participating in an exciting piece of 

research funded by the National Institute of Health Research jointly with 

the University of Southampton, University Hospitals Southampton 

Foundation Trust, Poole Hospital NHS Trust and the Royal Marsden.  The 

aim of this is to gain further evidence on the effectiveness of the tool, 

with an outcome of daily collection of data rather than twice per annum 

snapshots of the data. 

 

We continue to successfully recruit from local, national, European and 

international recruitment events both ourselves and jointly with NHSP. 

 

The Trust led as acute provider on the recent commissioning process for 

another university to deliver Nurse Education.  We are delighted to be 

working collaboratively with University of Portsmouth and look forward 

to having students in placement shortly. 

 

We report any breaches of <80% staffing at Registered Nurse and Health 

Care Support Worker level to NHS Improvement and the Clinical 

Commissioning Group.   
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Quality Care Reviews – getting to Outstanding
The Trust is in its second year of the Quality Care Reviews and is committed to 

the provision of high quality, safe and effective care for all patients.  

 

The Quality Care Review programme enables the Trust to provide assurances 

about the standards provided in each of the clinical areas, aligned with the CQC 

standards. The Quality Care Review assists each department and team to aspire 

to excellence and an “outstanding” CQC rating.  

 

This framework assists the ward/unit leader in achieving the best performance 

for their ward/unit/outpatients area by providing clarity on the most effective 

use of their supervisory time and measurement of the outcomes of this 

leadership model.  These accreditation measures will be aligned to the Care 

Quality Commission (CQC) five domains about services. 

 

Quality Care Review Programme 

The Care Quality Review Programme will ensure that each service is reviewed 

on a yearly basis using a process similar to that of CQC inspections and 

incorporating the elements of the Trust safer care framework.  The programme 

will comprise of a core inspection team responsible for the pre-inspection 

process final triangulation of all assessed matrices to provide an overall rating, 

as detailed below. 

 

 

  

Rating Criteria 

Outstanding  

 

Excellent performance. People are protected by a strong 

comprehensive safety system, focus on openness, transparency and 

learning when things go wrong. Staff involve and treat people with 

compassion, kindness and dignity and services are organised to meet 

people’s needs. People’s care, treatment and support achieves good 

outcomes. The leadership, management and governance of the area 

assures the delivery of high-quality person centred care, supports 

learning and innovation and promotes an open and fair culture.        

Good  Improved position of performance maintained with evidence of 

actions to improve against occasional issues 

Requires 

Improvement  

Meeting targets/performance but still has key areas for improvement 

Inadequate  Below target/performance with evidence of work in progress that 

has not resulted in improvement to date 
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Ward Accreditation
The Trust is committed to the provision of high quality, safe and effective 

care for all patients. The Ward Accreditation programme enables us to 

provide assurances about “Knowing How We’re Doing” and the 

standards provided in each of the clinical areas, aligned with the CQC 

standards. This framework assists the ward leader and teams to aspire to 

excellence and an “outstanding” CQC rating.   

 

This framework is used as a “live” document to assist the ward/unit 

leader in achieving the best performance for their ward/department by 

building a portfolio for ongoing development throughout the year. It also 

provides clarity for the ward leader on key areas to focus on for their 

leadership development against the key outcomes of the Trust 

leadership model and the most effective use of their supervisory time.  

 

The programme consists of five elements:  

1. A self and Head of Nursing leadership assessment based upon the 

Trusts Leadership qualities and behaviours framework.   

2. A data pack of quality evidence. 

3. An unannounced Quality Care Review conducted prior to the visit.  

4. A 30 minute presentation highlighting key successes and challenges 

for the ward or department and how they know they are safe, 

effective, caring, responsive and well-led from the data pack. 

5. Formal inspection and accreditation of the ward, utilising a 15 Steps 

tool. 

 

Following assessment an award of either, Platinum, Gold, Silver or 

Bronze is awarded. 
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Culture of patient safety 
 

Duty of Candour 

 

The Duty of Candour is a legal duty on hospital, community and mental health trusts to inform and apologise to patients if there have been mistakes in their care that 

have led to significant harm.  It aims to help patients receive accurate, truthful information from health providers.  

 

As a registered provider of health care we are required to comply with the Statutory Duty of Candour, which requires all 

staff to act in an open and transparent way.  The Regulations governing the duty lay out the specific steps health care 

professionals must follow if there has been an unintended or unexpected event which has caused moderate or severe 

harm to the patient.   

 

These steps include informing people about the incident, providing reasonable support, truthful information and an 

apology. 

 

The Trust continues to implement the 2014 Duty of Candour requirements which is reflected in the Duty of Candour and 

Being Open Policy.   Since the re-launch of the updated Datix Safety Learning Reporting (SLE) system improvements have 

been made which capture compliance with the four distinct Duty of Candour steps. 

 

An action chain setting out each step and the timeframe for completion is now associated with each SLE reported as 

moderate/severe harm or death.  The reporter is required to complete each section and is prompted via notification 

email when the completion date is due.  All documents associated with an investigation, subject to Duty of Candour, are 

uploaded to Datix and attached to the SLE report including a copy of the letter sent confirming the Trust is undertaking an 

investigation, thus providing clear assurance of compliance with the requirements. 
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Patient Safety Learning Events 

Following the complete review of the Datix SLE 

reporting function, the new upgraded version was 

implemented on 1st April 2016. This was supported by 

a publicity and training campaign to re-focus staff 

perception of reporting and reinforcing its vital role in 

supporting and driving the patient safety agenda.   
 

The reporting form was simplified and included 

feedback to the staff submitting incidents.   
 

Comparison with the number of reported incidents 

April 2015 to March 2016 shows that from 1st April 

2016 to date the Trust has achieved and sustained a 

23% increase in reported events. 
 

The upgraded Datix system included separate 

modules for web based reporting of formal 

complaints and claims/inquests which have also been 

implemented allowing for robust triangulation and 

increased transparency. 
 

The latest report from the NRLS (1st April 2016 to 30th 

September 2016) shows the significant improvement 

in the Trust’s position for the reporting of Safety 

Learning Events compared to the previous reporting 

period (1st October 2015 to 31st March 2016). 
 

This evidences the value of the upgrade to the Datix 

reporting system, implemented on the 1st April 2016, 

and the result of an effective project implementation.     

1st April 2016 

to 

30th September 2016 

1st October 2015 

to 

31st March 2016 
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HSMR: Emergency weekday and weekend  
 January 2016 – December 2016 
Weekday HSMR: 111.27 
Weekend HSMR: 109.31 (within expected range) 

 

The Trust introduced a pilot Mortality Review Panel to review deaths in Respiratory medicine on 7th November 2016 and extended to MOPRs in February 2017.  A 

Business Case will be made to the Trust Board, with the aim of expanding the process to cover all deaths within the Trust by September 2017.   The aims of the panel 

are to: 

 Improve death certification and ensure accuracy of 
the cause of death. 

 Improve the co-morbidity coding.  Identify any learning from the patients in-patient 
stay, including an assessment of avoidability. 

 

HSMR 

For the 12 months, January 2016 to December 2016, the Trust’s HSMR is 

109.92 (confidence interval of 104.94 - 115.08).  With the lower confidence 

interval above the national average of 100, the Trust HSMR is classed as higher 

than expected. 
 

When focusing on individual monthly performance, as seen in the graph, 9 of 

the 12 months have confidence intervals below 100.  May, July and September 

have lower confidence intervals above 100 with high HSMR scores.  

Investigation into the 

method of admission 

codes used in these 

three months is 

underway, the belief is 

that coding changes 

have resulted in 

radically different HSMR scores when a similar casemix of patient has been 

seen. 

 

The data used to calculate HSMR is derived from the monthly activity data files 

Trusts submit nationally to the Secondary User Service (SUS) and are those 

used to inform payment and Hospital Episode Statistics (HES).   These files 

contain a year to date position and will include any updates or additional data 

for historical months, as well as the most recent month’s activity data.  This 

means that both the Trust and other Trust’s historical data can change.  

Likewise, HSMR and the national average is ‘re-based’ after each update to 

reflect the most recent national picture. 

 

Both the weekday HSMR for 

emergency admissions and the 

weekend HSMR have shown increases.  

 

Summary Hospital Level Mortality Indicator (SHMI) 

The 12 months of July 2015 to June 2016 show the Trust’s SHMI of 110.77.  Although the rate is above the national average of 100, it is within the expected range.
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Acute kidney injury (AKI) is sudden damage to the kidneys that 

causes them to stop working properly and can range from minor 

loss of kidney function to complete kidney failure.  AKI is 

common and normally happens as a complication of another 

serious illness. It is not the result of a physical blow to the 

kidneys, as the name may suggest.  

 

Acute kidney Injury (AKI) is a common cause of patient harm.  It 

is of particular note because some of it is preventable and when 

it does occur some of the further management and review needs 

to take place after the patient has left hospital.   

 

Results across the financial year, when compared to last year 

demonstrate: 

 21.8% decrease in the number of patients acquiring a Stage 3 

AKI 48 hours or more after admission to hospital. 

 

 8.9% increase in the numbers of patients coming into the 

QAH with an existing stage 3 AKI. 

 

 5% decrease in the mortality rates of patients with hospital 

acquired AKI. 

 

 In 2016/17 a total of 70 patients died with a hospital stage 3 

AKI compared to 101 in 2015/16. 
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Sepsis is a potentially life-threatening condition, triggered by an infection or injury; without quick treatment, sepsis can lead to multiple organ failure and death.   
 

National guidance suggests that treatment should be started within 1 hour of sepsis being suspected; the National CQUIN focusses on the screening for sepsis for all 

patients for whom sepsis screening is appropriate, and to initiate intravenous antibiotics within 1 hour of presentation, for those patients who have suspected severe 

sepsis. 

SEPSIS – EMERGENCY DEPARTMENT       SEPSIS – ACUTE IN-PATIENT SETTING 
 

Timely identification and treatment for sepsis in emergency departments  Timely identification and treatment for sepsis in acute in-patient settings 
 
 

Screening in ED and direct admit areas:  
 

2016/2017 Compliance Target 

Quarter 1 94.66% 90%  
Quarter 2 94.74% 90%  
Quarter 3 98.35% 90%  
Quarter 4 Audit underway 

  

Treatment and 3 day review        Treatment and 3 day review 
 
 

Upon arrival 
 

2016/2017 Arrival Target 

Quarter 1 49.7% 30%  
Quarter 2 49.8% 35%  
Quarter 3 42.69% 45%  
Quarter 4 Audit underway 

 

Upon triage 
 
 

2016/2017 Triage Target 

Quarter 1 56.9% 46%  
Quarter 2 53.4% 50%  
Quarter 3 47.04% 65%  
Quarter 4 Audit underway 

 

 

2016/2017 Compliance Target 

Quarter 1 94.4% Baseline data  

Quarter 2 97.06% 
Discussions with Commissioners 

regarding target 

Quarter 3 96.90% 90%  
Quarter 4 Audit underway 

2016/2017 Compliance Target 

Quarter 1 56.94% Baseline data  

Quarter 2 55.6% 
Discussions with Commissioners 

regarding target 

Quarter 3 57.61% 66%  
Quarter 4 Audit underway 

A meeting has been held to determine further actions required to improve compliance. The focus of which will 

be to improve performance in 2017/2018. 
 

The ED lead is identifying the reasons for the delay in treatment initiation in order that targeted intervention 

can be put in place. 
 

The Patient Safety Steering Group have identified Sepsis as a key priority improvement for 2017/2018, 

learning from best practice in other trusts. 
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Patient feedback 
We are committed to understanding what matters most to our patients, their 

families and carers. To do this we have further increased opportunities for 

people to share with us their personal experiences.  In 2015/16 over 54,000 

people participated in the Friends and Family test, in 2016/17 that rose to 

68,700. Patients are using social media platforms including Facebook, Twitter 

and NHS Choices to tell us how we are doing, with a 3 fold increase in the last 

year.  The number of people from the BME community providing us with 

feedback has improved from less than 1% of feedback to over 3%, and so we 

are increasingly confident that what this is telling us better reflects our 

patients’ experience.  

We learned last year, that using this information and discussing what appeared 

to be most important to patients helped us identify our key priorities. We have 

used the same approach this year and working with patient groups, community 

groups and having conversations with key voluntary organisations we have 

agreed that while we have made some improvements, the key themes remain 

the same: end of life care, family carers, care of people with specialist mental 

health needs and engagement. This year however, we will focus on key issues 

within those areas as identified through our Patient Experience Priorities.
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About 1 in 4 adults will have specialist mental health needs at some time. Of these, many will require planned, outpatient or emergency care 

from one of our services. Patients with specialist mental health needs, their families and carers have 

told us that their care is not always of a consistently high standard.  

 

 

 

We identified two reasons for this: 

1. A lack of access to specialist mental health advice and treatment for people 

aged 18 – 64 years old in in-patient areas.  Services were at the time, only 

provided in the ED for this age range of patients, and for in-patients aged 

65 years and over by the Older People’s Mental Health Team (OPMH).  

2. Despite training having been provided to staff, the training had not made a 

sustainable change. A different approach was needed to ensure the needs 

of patients were met. 

 

Key developments 

There is now a mental health liaison team covering the Emergency Department and in-patient wards for patients aged 18 and over, with a single point of access for 

staff. The team provide on-site expert advice about patients needing urgent mental health interventions, and support and training for staff.  

A 5 day development programme was designed with mental health service users and provided to hospital staff. Covering issues about mental health law, ethical issues, 

attitudes and behaviours from a patients perspective, the programme led to changes including: 

 New training in ED for staff about patients who self harm. 

 Health education for patients around alcohol consumption prior to head and neck surgery. 

 Changes to the environment to help patients experiencing severe anxiety. 

 Development of new documentation to prompt early assessment of patients with specialist 

mental health needs.  

Further improvements 

 Increase the skills of staff to care for people with specialist mental health issues by the provision 

of training about attitudes, behaviours and common causes of mental ill health.

“We don’t need you to be experts in mental health, but 
sometimes your attitudes towards us is not positive, 

your behaviour tells us you are not confident in caring 
for us and your skills are sometimes lacking” 

“You need to see past my 
mental health issues and 

see me…...” 
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We aim to promote the best quality of life possible for patients diagnosed with advanced progressive incurable disease and to provide the best 
quality of care possible for our patients. 
 
The Trust ‘achieving priorities of care’ documentation has been designed to guide care for people identified as being in their last days and hours of 
life, to ensure we achieve the national five priorities of care: 

 Recognise: 
the possibility the 
person is likely to 
be dying 

 Communicate: 
with person and 
those important to 
them 

 Involve: 
them in decision-
making about 
treatment and 
care 

 Support: 
the needs of the 
person and those 
important to them 

 Plan and Do: 
with an individual 
plan of care 

 

The Achieving Priorities of Care (APOC) documentation and its principles continue to be championed within the organisation. We are now reaching approximately 50% 

usage of APOC for those dying at PHT, which has been a vast improvement over the year. This year, 2017/18, work is to be completed to audit the quality of end of life 

care on ITU and all wards at PHT, but will also ensure continued usage and promotion of the APOC document. 

 v

New ways of collecting information have been achieved this year and the bereaved relative’s survey is now an embedded mode of data collection. 

During 2016/2017: 

 228 relatives of people who had died in the hospital in 2016/17 were asked to feedback about their experience. 

 74 people responded. 

 88% said their relatives was treated with respect and dignity most or all of the time, with 6% saying only some of the time 

 80% of relatives felt adequately supported, but 20% did not. 

We are receiving bi-monthly reports from PALS and complaints regarding any issues surrounding end of life care, these are being presented and reviewed at the end of 

life steering group with an action plan surrounding the themes developed. 
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Family carers provide unpaid support to people, who without that support would not cope. They make a major contribution to the 

health and wellbeing of the person they care for. Early identification and provision of support to family carers is key to ensure that 

they are supported in their role, reducing the risk of hospital admission of the person they care for. 

 

We have been working with Portsmouth City Council carers team since 2015/16 to improve the experience of carers and have now 

expanded the scope of the work to all Hampshire residents as well.  

 

During 2016/17 we have continued to develop strong working relationships with our local carer community and those services who 

help them.  Carers are becoming integral to our everyday work. They are represented at meetings, involved in quality monitoring 

activities and provide teaching for clinical and non-clinical staff. 

 

Key developments 

 The” QAH – a carer friendly hospital” initiative was launched and has been recognised nationally as an area of best practice.  

 Staff awareness has been raised by the provision of workshops, ward and department based training and the development of an e-learning tool which is 

available to all health and social care staff in Portsmouth.   

 Guidance has been developed for staff with carers to help promote carer support when they are resident on a ward, to enable them to help with the care of 

their loved one whilst they are in hospital and to assist in the early identification of carers.  

 A “Carers Café” is now provided once a month for people who need advice, some time for themselves or an understanding ear. 

Further developments 

 Develop and implement systems of working together better with carers and partners across health and social care, to support the early identification of carers 

and a smoother transition between community, hospital and social care services. 
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Dementia 
Dementia is a broad umbrella term used to describe a range of progressive 

neurological disorders.  There are many different types of dementia and some 

people may present with a combination of types.  Regardless of which type is 

diagnosed, each person will experience their dementia in their 

own unique way. 

 

Dementia volunteers 

The Trust has been successful in working in partnership with the local 

University and Colleges to recruit young people to undertake the role of 

Dementia volunteers.  This role is specifically to support individual patients 

with a Dementia, reducing their social isolation and improving their safety.  The 

safety element of this role is usually, the simple activity, of walking with 

‘wandering’ confused patients.   

 

Learning Disabilities 
People with learning disabilities are at an increased risk of developing health 

needs but are less likely to access a service and when they do they are less 

likely to get successful outcomes.  The Learning Disability Liaison team are 

Learning Disability Registered Nurses from Solent NHS Trust who work in 

Partnership with us to ensure our patients with learning disabilities receive 

appropriate care and treatment.  During 2016/2017 funding was received to 

enable the team to cover all patients (previously the team only covered 

patients from the Portsmouth area). 
 

Key developments during 2016/2017 include:  

 The ‘hospital passport’ (a document informing staff of important 

information) is used throughout the Trust.  To further alert staff that 

the patient has a passport, a magnet has been developed to be placed 

over the patients bed.  

 A sticker has also been developed for patient notes to further ensure 

staff are alerted to the fact the patient has a hospital passport. An 

electronic flagging system has also been developed through Bedview. 

 Protocols have been developed for patients with a learning disability to 

improve staff awareness. 

 Worked with clinical staff to improve specific pathways for this patient 

group. 

 Service users have undertaken 

environmental checks in the 

Outpatient Department; focussing 

initially on Radiology.  Key areas 

to address included improving 

signage and easy read leaflets. 

 A request has been made to 

Charitable funds for staff training 

in Makaton (a language 

programme using signs and 

symbols to help people to 

communicate).  

 A request has been made for 

funding from the Lions Club and 

Rotary Club for sensory 

equipment to be used for outpatient appointments. 
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Discharge from hospital 
 

Bedview 

The functionality of Bedview (electronic system supporting clinical staff to manage 

patients care and discharge journey as well as the safe and timely allocation of the Trusts beds) 

has increased considerably in the past year, further increasing visibility of 

information for clinical staff across health and social care teams. This helps 

ensure empty beds are quickly allocated and patients moved promptly, freeing 

up care spaces in ED. It has also removed steps in the patients care planning 

and discharge journey as staff are able to document on one system, visible to  

 

all, care for the patient and the next steps or action required to expedite care 

and/or discharge plan. 

The next step is to remove further duplication of information by projecting 

certain non-confidential information onto the Patient Journey Board within the 

Wards that the Doctors and Nurses use. This will stop them having to write 

things twice in two different system releasing time for them to provide more 

patient care.  

 
Discharge Lounge 

Increased facilities have been created in the Discharge Lounge with additional 

curtained care spaces increasing the number of patients who can be 

transferred whilst comfortably waiting transport.  Additional volunteers have 

been recruited to support the Nursing Staff, ensuring patients have someone to 

talk to and assist with their comfort and support whilst waiting to be collected. 

In the coming year allocated 

parking spaces will be created 

outside the East Entrance for 

relatives collecting patients from the Discharge Lounge and a cubicle will be 

built allowing increased privacy and dignity for patients who require it whilst in 

the Discharge Lounge. 

 
Integrated Discharge Service 

On 25th September 2016 the Health and Social Care Teams across primary and 

secondary care organisations relocated into one dedicated office space 

creating the Integrated Discharge Service. This has significantly increased joint 

working and communication allowing combined discharge planning for all  

 

patients but specifically those who are delayed in an acute hospital bed once fit 

to leave. The next steps are to increase cross cover and trusted assessment 

throughout these teams to reduce further duplication of assessment for 

patients reducing the time a patient remains in Hospital. 

 
Discharge survey 

The discharge survey has a good response rate from patients and continues to 

demonstrate improvements. It is recognised from other sources of feedback in 

the local community that there are concerns about some aspects of discharge.  

 

To address this, in partnership with patients, family member and carer groups, 

local community engagement committees and HealthWatch Portsmouth and 

Hampshire, a review of the survey has been undertaken. The new survey is 

more detailed, and includes issues raised by partners in an endeavour to 

establish greater detail. 
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Patients who are Medically Fit for Discharge 

Research related to patients delayed in hospital once 

declared fit to leave hospital highlights: 

 Richardson (2006) demonstrated a 43% increase 

in mortality at 10 days after admission through a 

crowded ED. 

 10 days in a hospital bed (community or acute) 

leads to the equivalent of 10 years ageing in the 

muscles of people aged over 80, Gill et al (2004). 

 Patients outlying to the wrong ward: 50% higher 

mortality and up to 4 day increases in length of 

stay. 

 48% of people over 85 die within one year of 

hospital admission. 

 

The Trust has seen a dramatic increase in the number of 

patients who are declared Medically Fit for Discharge 

(MFFD). 

 

 

Learning from our Mortality Review Panels for the 4 

months November 2016 to February 2017 indicated that 

of the 130+ patients reviewed, (predominantly 

Respiratory and MOPRS patients) approximately 10% of 

cases reviewed had been declared MFFD during their stay 

but not discharged. 
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What are we doing about it……….? 
 

Patient Flow Bundle SAFER 

The patient flow bundle is similar to a clinical care bundle i.e. a combined 

set of simple rules for adult inpatient wards to improve patient flow and 

prevent unnecessary waiting for patients.  If we routinely undertake all 

the elements of the Patient Flow Bundle SAFER we will improve the 

journey our patient’s experience by reducing unnecessary waiting. 

 

 

 

 

 

 

 

 
Red to Green Days 

The Trust is also rolling out the Red to Green day 

initiative, turning red days to green days decreasing a 

patients delay in hospital and the associated risks as 

detailed above. 
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Patient Story – a patient with complex care needs whose discharge was delayed 

 84 year old frail lady with dementia admitted 10th March via ED with recurrent falls and a urinary tract infection. 
 

 Prior to admission, she had lived in a bungalow with her husband with a private Package of Care 3 times per week. On reviewing her home situation, her 

husband was unable to provide the care that his wife required and a decision was made that she now required long term bedded care. 
 

 Following treatment, the patient was deemed appropriate to have her care delivered outside the hospital 3 days after her admission and discharge planning 

continued with the support of the Integrated Discharge Service. 
 

 There was a delay in sending the appropriate documentation from the ward, which was sent on 16th March. 
 

 22nd March the patient was seen by the social worker team. 
 

 To determine what type of care she required when she left hospital, the ward were required to complete a Continuing Healthcare Checklist. This was 

completed and sent to the Commissioners as the patient required healthcare which would be funded by the CCG. 
 

 A decision support tool meeting required completion, this could be undertaken outside of the hospital setting; however, due to the delays this was completed 

on the ward. 
 

 30th March:  Continuing Healthcare Decision Support Tool Paperwork sent to CCG. 
 

 The patient’s family were given information regarding which Care Homes had vacancies which were most appropriate for their mother. 
 

 4th April: Family chose a Care Home, patient waiting to be assessed by the Matron of the Care Home. 
 

 6th April:  Patient assessed by Care Home. 
 

 7th April:  Funding agreed for the lady to be placed at the Care Home; however, waiting for the Care Home to agree to accept her. 
 

 10th April:  Patient became unwell with hospital acquired pneumonia; discharge plans were put on hold. 
 

 19th April:  Following recovery from pneumonia, the patient was able to be discharged from hospital. Length of stay in hospital 5½ weeks; the majority of the 

time, this lady was medically fit for discharge. 
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Staff feedback 
National Staff Survey 

The NHS Staff Survey is recognised as an important way of ensuring that the views of staff working in the NHS inform local improvements and input in to local and 

national assessments of quality, safety, and delivery of the NHS Constitution. The Results of the 2016 National NHS Staff Survey conducted in the Trust between 

September and December 2016 can be found below.   

 

Portsmouth Hospitals NHS Trust chose to survey all staff in 2016 as in previous years.  A total of 3949 staff took the opportunity to complete and return a survey, 

representing a 58% response rate which is in the highest 20% for acute trusts in England and compares with a response rate of 59% in the 2015 survey. 

 

The overall staff engagement score represents staff members’ perceived ability to 

contribute to improvements at work, their willingness to recommend the organisation as 

a place to work or receive treatment, and the extent to which they feel motivated and 

engaged in their work.  The overall staff engagement score when compared with all 

acute trusts has remained at ‘above average’.  From being in the worst 20% in 2012 and 

2013, average in 2014 and above average in 2015 with a scale summary score of 3.85 (a 

slight decline of 0.03 from 2015).   

 

 

 

 

The detailed content of the report has been presented in the form of Key Findings (KFs) and contains 32 KFs, all of which are comparable with the 2015 survey.  When 

comparing the Key Findings to the 2015 survey: 

 1 shows improvement.  

 28 have remained unchanged. 

 3 have deteriorated (however of these, one KF is better than average when compared to all acute trusts). 

 

Of the 32 Key Findings (KFs) when measured against all acute trusts in England: 

 12 are in the best 20%, 7 are above average. 

 7 are average, 3 are below average and 3 are in the worst 20%.  
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Top ranking scores: 

 More staff are satisfied with flexible working opportunities. 

 There is good communication between senior management and staff. 

 There is recognition and value of staff by managers and the organisation. 

 The percentage of staff working extra hours is low. 

 There is support from immediate managers. 

 There is organisation and management interest in and action on health and wellbeing. 

 

Bottom ranking scores: 

 Staff recommendation as a place to work or receive treatment. 

 Staff experiencing bullying or harassment or abuse from patients, relatives/public. 

 Staff experiencing physical violence from patients, relatives or the public. 

 Staff witnessing potentially harmful errors, near misses or incidents.  

 Staff attending work despite feeling unwell because they felt pressure from their manager, colleague or themselves. 

 Staff reporting most recent experience of harassment, bullying or abuse. 

 Staff experiencing physical violence from staff. 

 

The focus given to our staff engagement, leadership development, staff health and well-being and appraisal has resulted in our workforce feeling more recognised and 

valued, reporting improved communication, less likely to work extra hours, having more support from managers and feeling that more attention is given to their health 

and well-being.  It is pleasing to see the overall staff engagement level maintain over the last 12 months during a time of unsettling change, unprecedented activity and 

external scrutiny.  This climate for change will be built upon during 2017 to ensure that we not only maintain our 12 KFs being in the top 20% of all acute trusts but also 

aspire to be in the top 20% for overall staff engagement. 

 

However, it is crucial that to maintain this upward direction of travel, we continue to build on our successes and pay much attention to those areas that are still in need 

of improvement. The survey provides evidence of a highly engaged but pressured workforce. 
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Workforce  

Equality Delivery System and Workforce Race Equality Standard  

The Trust meets the requirements and improves performance against the 

Equality Delivery System (EDS2) and Workforce Race Equality Standard (WRES) 

through the following: 

 The Equality Impact Group (EIG) has representation from all CSCs and 

has meet quarterly.  

 The Trust has reviewed the equality and diversity policy. 

 Equality impact assessments are completed on corporate and clinical 

policies. 

 All Clinical Service Centres achieved the Bronze and Silver Award of the 

Equality Standard.  

 The Trust has published its Equality and Diversity Strategy which 

addresses the requirements of the Equality Act including the public 

sector equality duty. This includes equality data for patients and our 

workforce. 

 The WRES is published on the Trust website in line with national 

requirements (1 July 2016). 

 Equality objectives have been published to meet the requirements of 

the EDS2 and a new WRES strategy and an action plan has been 

developed to improve organisational performance in regard to 

workforce race equality. 

 The Trust equality and diversity website has been re-designed and will 

continue to be updated during implementation of the Equality 

Standard.  

 

Future actions 2017/18: 

 Full implementation of the EDS2 and WRES strategy and engagement 

plan to drive improvements in regard to the national metrics. 

 Completion of the EDS2 via the Equality Standard for each Clinical 

Service Centre with a deadline of March  2018 for the Gold Award. 

 Complete Phase 1 of the WRES action Plan. This includes (i) on-

boarding experience; (ii) WRES LiA event; (iii) WRES Board Session and 

organisational WRES review); and (iv) WRES Scorecard. 

 

Workforce Race Equality Standard – Staff Survey 

The data presented is drawn from the National Staff Survey, split between 

White and Black and Minority Ethnic (BME) staff, as required for the Workforce 

Race Equality Standard. 

 

KF25: Percentage of staff experiencing harassment, bullying or abuse from 

patients, relatives or the public in the last 12 months (A lower score is better). 

 In 2016 29% of white staff agreed with this statement, which is 2% 

(27%) higher than the acute trust average and a 2% (27%) decline on 

the 2015 score.   

 In 2016 34% of BME staff agreed with this statement, which is 8% 

(26%) higher than the acute trust average and an 8% (66%) decline on 

the 2015 score. 

 5% more BME staff felt that they had experienced harassment, bullying 

or abuse from patients, relatives or the public than white staff in 2016. 

 

KF26: Percentage of staff experiencing harassment, bullying or abuse from 

staff in the last 12 months.  (A lower score is better). 

 In 2016 24% of white staff agreed with this statement, which is the 

same as other acute trusts nationally and 1% (25%) lower than 2015. 
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 In 2016 24% of BME staff agreed with this statement, which is 3% 

(27%) lower than acute trusts nationally and 4% (28%) lower than 

2015. 

 The same percentage of BME and white staff felt that they had 

experience harassment, bullying or abuse from staff. 

 

KF21: Percentage of staff believing that the organisation provides equal 

opportunities for career progression or promotion.  (A higher score is better). 

 In 2016 91% of white staff agreed with this statement, which is 3% 

(88%) higher than the acute trust average and 1% lower than 2015. 

 In 2016 78% of BME staff agreed with this statement which is 2% (76%) 

higher than the acute average for acute trusts and 3% (75%) higher 

than 2015. 

 13% fewer BME staff feel that there are equal opportunities for 

progression or promotion than white staff in 2016. 

 

Q17b: In the last 12 months have you personally experienced discrimination 

at work from manager/team leader or other colleagues?  (A lower score is 

better) 

 In 2016 5% of white staff agreed with this statement, which is 1% lower 

than the acute trust average and 1% lower than 2015. 

 In 2016 12% of BME staff agreed with this statement, which is 2% 

lower than the acute trust average and the same as 2015. 

 7% more BME staff personally experienced discrimination at work than 

white staff in 2016.  

 
Learning and Development  

We have made great progress over the last year in embedding and expanding 

our range of apprenticeships offered and supported within the hospital.  The 

Trust is currently supporting 140 staff to complete apprenticeships in areas 

such as pathology, pharmacy, administration and healthcare support.  We have 

8 Apprentice Healthcare Support Workers (HCSW) and 4 Trainee HCSW who 

have completed their programmes over this year.  A further 20 staff are 

currently working through their HCSW programme.   Future plans include the 

introduction of Nursing Apprenticeships in conjunction with the University of 

Portsmouth and the Open University.   We continue to support events such as 

STEM (Science, Technology, Engineering & Mathematics) Fairs to promote 

apprenticeships and careers in Science and Technology to local schoolchildren. 

 

Since the introduction of the Care Certificate in June 2015 for all Healthcare 

Support Workers, we have supported over 160 staff in achieving this award.  16 

newly qualified nursing and AHP staff have completed a Preceptorship 

Programme designed to enable them to quickly settle into their first role. 

 

Building on the award of the Quality Mark in January 2016 we have continued 

to develop staff involved in the delivery of education in the workplace by 

offering the opportunity to undertake a Postgraduate Certificate in Education. 

 

The fantastic work of our team members has been recognised through 

numerous accolades in our local Best People Awards including the categories of 

Best Peer Support, Best Staff Led Change, Chairman’s Award and Best Leader.  

Within our region we have also received awards for leadership and excellence 

in education and training. 

 

Our range and delivery of courses continues to evolve to meet current 

demands, with a widening of programmes available supporting dementia, 

mental awareness, health and wellbeing.   
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Research and Innovation 

Our vision is to be recognised as a world-class hospital, leading the field 

through innovative healthcare solutions focused on the best outcomes for our 

patients delivered in a safe, caring and inspiring environment with quality at 

the heart of everything we do. 

 

Research and Innovation continues to thrive within the Trust. This year, our 

clinical teams have won a number of prestigious national awards for their 

research and several of our research studies have featured in local and national 

media. There are 150 research staff working across all clinical specialties and 

over 4000 patients have taken part in a clinical research study this year. We 

continue to rank in the top 20% nationally for our research activity. Twelve of 

our clinical specialties are in the national top 10 rankings for recruitment 

including ageing; gastroenterology; critical care; haematology; hepatology and 

respiratory with the latter 3 nationally top of the rankings.  

 

We ensure all of our health professionals make research part of their core 

business. We have also made research easier to do here in Portsmouth. We 

have an excellent Research and Innovation office that designs and facilitates 

research for the benefit of our staff and patients. We also continue to develop 

clinical academic training pathways for nurses, midwives and junior doctors 

who are trained in the design and delivery of high quality research. 

 

 

Defence Medical Group South (DMGS)  

2016/17 continues to see the nominated Head of Governance and Assurance 

within Defence Medical Group South (the Military contingent working within 

the Trust) working closely with key PHT Governance and Assurance personnel.  

A pivotal aspect of the role requires providing the Trust with assurance that 

military personnel working within the hospital have the appropriate 

qualifications and training in order to provide safe, effective and professional 

care to patients. 

 

The Head of Governance and Assurance is a member of a number of Trust 

Governance Committees, enabling communication and the strengthening of 

key relationships between these two organisations to continuingly grow and 

develop.  2016/17 continues to see improved integration with the Trust; 

examples include increasing numbers of military personnel attending Trust 

Leadership and Management study days and regular participation of military 

personnel as part of the monthly Care Quality Reviews. 

 

Defence Medical Group South (DMGS) military personnel have a structured 

Headquarters staff based within the hospital site who are fully integrated 

within the Trust at all levels. DMG(S) Commanding Officer holds responsibility 

for all military personnel including training teams, practice educators and 

clinical personnel, and as such strives to ensure full integration with the Trust in 

delivering provision of safe, professional care to service users by military 

personnel.
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Information Technology (ICT) 

Electronic Radiology tests requesting and results reporting for GPs 

This year the Trust completed its implementation of a facility to allow local GP 

practices to request Radiology diagnostic tests for their patients and view the 

results from within their own GP systems.  Local GPs have welcomed the new 

facility, which they say is easy to use and fits well alongside their own systems.  

It has also reduced the amount of paper used through faxing requests and, 

most importantly, speeded up receipt of results by GPs and thus reduced time-

to-treatment for patients. 

 

 

 

 

 

 

Bed Management 

A key issue for the Trust has been the management of patient flow in 

unscheduled care to optimise bed use and prevent the Emergency Department 

from becoming blocked.  The Trust evaluated a number of commercial 

offerings for bed management systems from its incumbent IT suppliers, but 

could not find a solution that would enable it to better monitor and manage its 

inpatient beds.  The IT Department therefore worked with unscheduled care 

leads to develop and implement an in-house IT solution it has called ‘BedView’.  

This enables ward staff to quickly update details on the utilisation of each of 

their beds and this information is immediately available to Operations Centre 

staff who manage the flow of patients from ED into wards and through to 

discharge.  Enhancements have been made during the year to improve the 

granularity of the data available so that the readiness of individual inpatients 

for discharge and details of any outstanding tests or other work preventing 

discharge can be readily assessed. 
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Highlights 2016/2017 
Each of our CSCs has made a number of service improvements over the year some of these are highlighted below: 
 

CRITICAL CARE, HSDU, ANAESTHETICS AND THEATRES (CHAT) 

 A new educational programme for the management of violent and 

aggressive Critical Care patients has been implemented following an 

increase in incidents and staff concerns. This programme will ensure staff 

have the necessary skills and support to deal with these types of patients. 

 Focused work has taken place to improve the quality of care and safety for 

surgical outliers in recovery including a new Standard Operating Procedure 

(SOP), induction processes for ward nurses, implementation of VitalPAC 

and Bedview and a patient/relative information leaflet. 

 A patient passport has been introduced in Pre-op to improve 

communication and information regarding medications, Nil by Mouth and 

investigations to improve the patient experience and minimise 

cancellations on the day of surgery. 

 The WHO checklist has been revised along with the Surgical instrument 

count following two Never Events, improving patient safety.  

 The CHAT teams have successfully implemented the new Enhanced 

Recovery Programmes (ERP) for elective joint replacement patients and an 

ERP for colorectal patients will be rolled out in May. This peri-operative 

initiative greatly improves outcomes.            

 

CLINICAL SUPPORT SERVICES

 Pharmacy – TTO turnaround times at ward level have improved year on 

year and PHT is now 6th best in the UK and really helping to improve 

discharge processes for patients and flow throughout the Trust  

 Visual Field Testing within Neurophysiology – The team within 

Neurophysiology recognised that many neurology  patients were 

experiencing long waits for visual field testing so they trained one of their 

scientists to perform the tests which is now delivered alongside other 

Neurophysiology test within the department. 

 Development of new roles within Clinical Support - Within the last year 

the CSC has worked with a number of departments and staff groups to 

introduce new ways of working and roles to meet the increasing demand 

for care and treatment in difficult to recruit areas, these include advanced 

practice within support roles in Physiotherapy, Occupational Therapy and 

Dietetics, and Pharmacists and Clinical Scientists and Radiographers. 

 Improved Typing Turnaround – The transcription teams have reduced the 

typing turnaround time over the last 2 years from 17 days to 36 hours, 

ensuring that GP’s have accurate information and advice form PHT 

clinicians much quicker. 

 Radiotherapy Treatments - The Radiotherapy Physics team have increased 

their delivery of Intesity-modulated Radiation therapy (IMRT) and 
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Volumetric modulated arc therapy (VMAT) radiotherapy to 70% of all 

radiotherapy treatments exceeding the national target of 24%, which will 

lead to improved outcomes for patients with Cancer.  

 Electronic requesting within Imaging for GP’s  - We wanted to speed up 

requesting for Diagnostic Imaging for GP’s which we have achieved over 

the last year by the introduction of electronic requesting.  

EMERGENCY DEPARTMENT (ED) AND ACUTE MEDICINE 

Emergency Department 

 Friends and Family feedback forms were highly positive for the 

ED.  Response rate was 16.7% which is higher than the national average of 

12%.  At 93.9% the satisfaction reported by patients is significantly higher 

than the national average of 85% (February 2017 data). The percentage of 

patients reporting a negative experience is very much lower at 1.3% than 

the national average of 7%. 

 The Frailty Intervention Team (FIT) delivers early focussed review of older 

patients with an aim to provide a comprehensive care review leading to 

discharge home with the correct package of care or to minimise the length 

of stay in the hospital.  The team works closely with relatives, patients and 

the medical team to deliver a holistic approach to care. As part of this 

process the senior ED nurse who leads in this area worked with FIT to 

deliver an observational study of the impact of this team with a view to 

maximising effectiveness.  This involved a senior nurse sitting with a 

patients representative to observe practice across the ED. The output of 

this was both improvements and changes in the delivery of the service and 

direct feedback to staff around their performance with inclusion in their 

portfolios.  One intervention was to improve the signage across the 

department in response to feedback. 

 The Urgent Care Improvement Programme focussed on the processes for 

patients who walk into the department and book in at 

reception.   Complaints, incidents and feedback had highlighted the process 

of booking in prior to being streamed or triaged often led to delays in 

identifying serious illnesses or delaying analgesia. Following the formation 

of a working group led by a Senior ED Sister and a Consultant in Emergency 

Medicine, a new process was introduced. A senior nurse called a 

‘Navigator’ sees all patients as they arrive and determines in which part of 

the department they are best seen.  Patients can be allocated to Majors, 

Resus, Minors to see an Emergency Nurse Practitioner, to a GP in the co-

located Urgent Care Centre or to Paediatrics.  This has significantly reduced 

the wait to be seen, picked up significant illnesses including a myocardial 

infarction within minutes and delivered early analgesia as a result. This 

process is now well established and works 24/7. There has been a marked 

drop in complaints since implementation. 

 The Emergency Department has a requirement to triage all ambulance 

arrivals by 15 minutes and for this group of patients to be seen by a doctor 

within 60 minutes.  Various reviews of the ED both by the CQC and the 

Emergency Care Improvement Programme visits highlighted that the 

ambulance arrival area could not deliver this robustly.  A two cubicle 

ambulance assessment area could not meet the demand of multiple 

ambulance arrivals per hour. A working group was established to review 

the process and to look at the physical space available for the processes. 

This involved looking at best practice elsewhere and determining the best 

solution for our ED.  As a result the Trust re-developed this area to provide 

a 6 bedded assessment area with further capacity for ambulant 

patients.  This now delivers early assessment of all ambulance arrivals with 

consistent delivery of 15 minute assessments and the initiation of time 

critical interventions for stroke and sepsis.  This has decreased the number 
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of complaints and incidents within this area and patient feedback is 

positive around early assessments. 

 Due to the demands on the ED and the time spent by patients waiting for 

beds on the wards, one area raised by patients and relatives is a lack of 

continuity of care. This was worsened by moves from one area of majors 

designated for patients in a queue to another designated as the official 

majors area.  On each move the nominated nurse changed.  In response to 

this there was a re-designation of the various areas to minimise moves 

across the department and to ensure that patients and relatives had a 

consistent nominated nurse throughout their stay. 

Acute Medical Unit (AMU) 

 In response to staff and patient feedback as well as feedback from external 

agencies, the AMU team have focussed on environmental improvements, 

particularly to improve orientation for patients and visitors. This has 

included enhanced signage for ward areas, which are placed to help both 

patients and visitors.  The team have also placed date clocks in the ward 

areas.  Storage of medical records has been improved by the use of newly 

purchased medical notes trolleys and listening to staff, there are now 

computers on wheels to improve access to computers. 

 Daily safety huddles have been introduced in each ward area, this gives the 

clinical staff an opportunity to discuss and perceived patient safety issues.  

It allows time to focus on what can be done by the team for individual 

patients to reduce any safety risks by multidisciplinary problem-solving and 

allows time for additional education.  This has been married with the 

introduction of bed-side shift handovers.  Patients have feedback that they 

have appreciated meeting the incoming staff in this way.  AMU CSC have 

purchased new bedside lockers for all ward areas, these include electronic 

key fob mechanisms and have greatly improved the safe storage of 

medications. 

 The AMU team have introduced clinical rounding which gives a formal 

structure to focussing on a small group of patients by a senior member of 

clinical and management staff.  All aspects of care are reviewed for 

individual patients in a detailed way and fed back to the staff on duty.  This 

has opened conversations about documentation and how staff assure 

themselves about care that they are delivering for patients. 

 The AMU team have joined the NHS Improvements Falls Collaborative; a 

programme aimed at improving local falls prevention practices and 

management.  Recent initiatives have included enhancing staff training and 

the introduction of a “swarm” approach to learning from incidents.  The 

ability to feedback to staff and understand how care can improve in this 

real-time way has received positive staff feedback. 

 The local “Bedview”  electronic patient tracking system has been enhanced 

by a bespoke “Take List” developed with AMU clinicians.  This enables 

clinicians to track when a patient has been referred to the medical 

admissions pathway and to coordinate their care.  The programme allows 

staff to review when investigations have been requested and what actions 

are required.  These programmes together facilitate handover of 

information between teams and shifts. They have received high praise from 

clinicians using them and continue to be developed in line with the needs 

of the team.   
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HEAD AND NECK 

 Complaints re-structure to ensure timely reviews, alongside customer care 

training to reduce complaints in the first instance. 

 Audiology: 

After successfully meeting the high levels required in 2015, Audiology has 

maintained our IQIPs accreditation for 2016 and are currently resubmitting 

for 2017.  

We have increased our service by working in partnership with Care UK to 

provide a service in two new sites, St Mary’s in Portsmouth and Oak park in 

Havant. 

 ENT: 

TORS – trans oral robotic surgery for oropharyngeal cancer and obstructive 

sleep apnoea. 

The benefits of Trans-Oral Surgery have been shown to be numerous. 

Robot assisted surgery provides much better access for the  surgeon over 

traditional surgery. Robotics offers a 3-D visual environment that places the 

surgeon exactly where the surgery is happening. This advanced technology 

enables the surgeon to use precise instrumentation in ways previously not 

possible. 

The acquisition of the Da Vinci Robot system here in Portsmouth is a huge 

leap into the future of surgery. With it we have a unique opportunity to 

develop this exciting and important service to benefit our patients directly. 

 MAST trolleys purchased for Paediatric assessment area.   These make the 

airway safe team (MAST) is an initiative to improve the emergency 

management of children with upper airway obstruction through 

multidisciplinary team training and the standardisation of care. 

 EYES: 

Reduction in glaucoma surgery waiting time 

Implementation of LOCSIP (new WHO Checklist) Implementation of joint 

paeds ophthalmology and rheumatology service, with monthly shared 

clinic, reducing patient visits, streamlining service and quality improvement 

utilising specialist nurse and increasing capacity in general paeds ophth 

clinic 

Introduction of cross cover for paeds squint lists so lists aren’t cancelled 

when surgeons on annual leave – increasing capacity and better utilisation 

of GA theatre and paeds anaesthetist  availability 

Nationally we’re now in the top 5 recruiters for Clinical Research Network 

trials compared to Eye Units in all acute trusts.  

 Unscheduled care improvements: 

ENT Nurse Practitioner investment to support Ambulatory and ED pathway, 

reduced front door and contain quality and safety pathway  

Extended Ophthalmology provision over key seasonal holidays  

 Scheduled Care  

CT Cone Beam installation in Maxillofacial; provides clear images of highly 

contrasted structures and is extremely useful for evaluating bone, with 

minimal radiation doses.  

 Cancer 

Partnership working with Earl Mountbatten Hospice and Macmillan – 

Psychological Support services 

Restorative Dentistry – refurbishment in line with infection control. 

NCPES outputs – really positive about the CNS Team  

Charity Donations – funding from Golf Club to allow development of quiet 

room, to support patients and families in time of quiet reflective space. The 

family and friends of Ann Tambling donated in excess of £9,000 to the Head 

and Neck Unit of Queen Alexandra Hospital in her memory. 
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MEDICINE 

 In June 2016, D2 ward open as a short stay unit. D2 ward working in 

collation with AMU, aims to admit patients with a length of stay <72 hours. 

 To improve the management of medical patients in non medical beds, the 

buddy system was introduced with consultant teams allocated to set wards 

across the organisation to support the management of the patients when 

transferred. 

 To improve patient flow, introduction of  twice daily operation meeting, 

with an increased focus on the principles of SAFER, pilot of  Red2Green on 

c5, Criteria led discharge C7 

 Pathway change introduced within hepatology services has led to initial 

investigation for patients being   completed prior to to the first 

appointment, which a potential reduction in  the number of appointments 

patients are invited to attend. 

 For cardiology patients, whereby diagnostic only to standby elective 

angiograph procedure have been introduced avoiding the need for a 

second appointment for patients. 

MEDICINE FOR OLDER PEOPLE, REHABILITATION AND STROKE 

 The Stroke pathway has achieved a Sentinel Stroke National Audit 

Programme of Level B; a significant improvement over the last 18 months 

and evidence of the high-quality patient care and experience delivered by a 

committed and passionate Multi-disciplinary team (MDT). 

 Ride to Rio charity bike ride successfully raised funds for two specialist 

therapy bicycles for stroke patients as documented in Portsmouth News: 

 http://www.portsmouth.co.uk/news/health/determined-portsmouth-

hospital-fundraisers-raise-funds-for-specialist-bike-in-ride-to-rio-challenge-

1-7529920  

 Amulree Treatment centre successfully as Team of the Year at the QA news 

awards: http://www.jpsouthevents.co.uk/events/event/the-news-best-of-

health-awards-2016/  

 Bev Vaughan awareded Hospital Nurse of the Year. 

 G4 successfully changed from being an acute Older Persons ward to a 

Nurse Led ward for complex discharges, including normalising hospital stay 

for frail patients by ensuring that they are up and dressed as much as 

possible. 

 Sister on F2 completed the Mental Health Champion course and has used 

the learning from this course to provide pocket cards for staff to support 

the care of patients who may have challenging behaviour as to how the 

staff can support de-escalation. 

 Continued reduction in injurious falls in MOPRS despite a very frail patient 

group. Number of injurious falls in 2016-17 totalled 10 compared to 24 in 

2014-15 and 14 in 2015-16 14. 

 The Frailty Interface MDT is embedded across ED/AMU. This team support 

the Comprehensive Geriatric Assessment which is important to review for 

all Frail patients. The team have also been successful in avoiding the 

admissions of on average 3 patients per day, by sourcing other support 

where required or early Geriatrician input to ensure that patients are safe 

to be discharged. 

 The CSC has completed a year long programme with the Acute Frailty 

Network. Consultant Geriatrician has completed a patient experience 

survey for older people across the pathway, which has led to 

improvements in care of patients in ED/AMU and has been successful in 
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gaining a grant where she has interviewed patients about their experience 

which will be used as a training video via the AFN. 

 Micro-processor Knee prosthetic joints have been agreed by NHS England 

for use in the Portsmouth Enablement Centre due to the service that they 

provide for veterans and the quality of the rehabilitation that the team is 

able to deliver. Named as one of the top 10 centres in the country. 

 Hip fracture service continues to perform highly in the top 10% of all Trusts 

and best in the region. 
 

TRAUMA, ORTHOPAEDICS, RHEUMATOLOGY AND PAIN (MSK)

 New Virtual Fracture Clinic are maintaining the discharge rate of 33%-34%. 

Attendances to date being 7300; maintaining an improved experience for 

our  patients.  

 Follow up Fracture patients now seen by the appropriate Consultant and 

Clinic. 

 Physiotherapist now seeing 1 year clinical follow ups, which release the 

Consultants and reduce waiting times  

 Biologics- Rheumatology patients receiving less drug therapy, which is less 

disruptive to their life style, whilst not effecting the number of flare ups. 

Financially saving the Health Economy over £ 1 million 

 MSK patient experience group meet patients and feedback to Ward 

Managers. New Newsletter for patients as a result planned for the future. 

 

RENAL AND TRANSPLANTATION 

 A Charity Steering group has been created within the CSC, which consists of 

representatives from Nursing, Allied Health Professionals (AHP), 

Administrative staff and two patient representatives. The aim of this 

meeting is to discuss and create charity events to raise awareness, publicity 

and potential donations towards the renal amenity fund. This committee 

also reviews all requests for expenditure from the amenity fund to ensure 

this is in line with Trust policy, before sign off by the CSC Management 

team. 

 The Vascular Access team have been fundraising to raise money for a 

specialist ultrasound scanner which will improve the patient experience for 

patients attending vascular access appointments, overall reducing the time 

spent and visits to the hospital. Thanks to the team of fundraisers and 

fundraising events including a quiz night and live music event, the shortfall 

was raised (between the amount given by the Trust) for the scanner and 

the first one-stop clinic is set to begin in April 2017. 

 Continuing events and projects are in the pipeline within the CSC to 

continue to fundraise, the next projects being renovation of the Renal Day 

Room, which is used by relatives and patients and also purchase of a BCM 

machine, which (body composition monitor) for use in PD 

clinics/assessment. 

 Safety Huddle: Modified the safety huddle to incorporate a review of the 

discharges and updating of Bed View and introduced the use of bed view to 

non ward-based teams. 

 New Consultant Ward Cover: rolled out across the CSC in January 2017 with 

good effect. 

 Standard Operating Procedure (SOP) for safe to transfer finalised;  awaiting 

decision from Operations team regarding rolling out across the region. 

 Renal ReAct area: Aim was to implement a new approach in managing 

direct admissions with the development of a triage area in outpatients to 

facilitate review of emergency attenders. This area successfully opened in 

314



Portsmouth Hospitals NHS Trust 
QUALITY ACCOUNTS 2016 / 2017 

REVIEW OF QUALITY PERFORMANCE – CSC QUALITY IMPROVEMENT HIGHLIGHTS 

    Portsmouth Hospitals NHS Trust 
 Quality Accounts 
                       Page 66 of 89 

3 

March, with the instigation of a comprehensive SOP, creating a much safer 

care solution in the management of the direct admissions and those 

patients requiring urgent review and treatment. 

 

 

 

 

SURGERY AND CANCER 

 The Surgery and Cancer CSC management team  have undergone a 

restructure with new personnel in key roles working together for the 

benefit of their patients 

 Following a visit to the surgical specialities the Deanery were impressed at 

a very much improved learning environment, with excellent feedback. 

 6 out of the 8 wards within the CSC have been awarded ‘Gold’ 

Accreditation in the Trust  ward accreditation programme. 

 Our Radiotherapy department had a very successful ISO9001 review this 

year.  The certification acknowledges the quality standard of care delivered 

to the patients undergoing  radiotherapy at PHT. 

 The Haematology and Oncology Day Unit were awarded the Macmillan 

Quality Environmental Mark (MQEM). The MQEM assesses whether cancer 

care environments meet the standards required by people living with 

cancer.  Following on from HODU’s success the Haematology and Oncology 

Wards have applied for the Quality mark also and will be assessed later in 

2017. 

 The Colorectal team have launched their ‘Enhanced Recovery Pathway’. 

Enhanced recovery is a modern evidence-based approach that helps people 

recover more quickly after having major surgery. 

 The colorectal team also had a visit from the local CCG.  This visit was very 

successful with good feedback from the CCG. 

 The Surgery and Cancer CSC continue to improve on its cancer 

performances, with fewer patients waiting for their cancer treatment. 

 The Surgical Assessment Ambulatory area has now received the funding to 

provide a 7 day service.  This will continue to ensure that the surgical 

patients are reviewed in a timely manner, and helps relieve some of the 

pressure on the Emergency Department. 

 The Urology team have reviewed and redesigned the Prostate Pathway.  

They are also able to provide a straight to test service, following the 

success of this service in Colorectal. 

 The Haematology and Oncology Day Unit continue to offer their patients 

extended opening hours and endeavor to improve their patient experience. 

This is continuously evidenced via their patient satisfaction surveys. 

 The CSC has carried out an audit of the specialist nurses, following this they 

successfully bid for additional Nurse specialists in Urology and Breast.  This 

will ensure that the patients receive the best support and care during their 

treatment pathways. 

 The Haematology ward nurses have been spending the last few months 

rotating onto the Transplantation ward at Southampton General Hospital.  

This was to gain specialist experience in preparation to receive their first 

Peripheral Blood Stem Cell Transplant patient at the  end of April 2017.  

This is significate achievement and will mean that patients receiving 

Autologous Transplant (their own stem cells back), will be able to complete 

their treatment in Portsmouth. 
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WOMEN AND CHILDREN 
NICU outcomes: 

 Neonatal Survival – we have excellent neonatal survival rates, particularly 

for the most high-risk infants at the limits of viability. Over the past 3 years, 

survival to discharge home at 23, 24 and 25 weeks was 69%, 88% and 89% 

respectively.  This compares very favourably with rates of 38%, 61% and 

77% reported by the large international Vermont Oxford Network (VON) to 

which we contribute. The network reported over 62,000 very low birth 

weight (VLBW) infants in 2015 and provides a superb benchmarking 

resource for our service.  The overall mortality for the 126 VLBW infants 

(<1500g) we cared for in 2015 was exceptionally low at 8.1% vs 14.8% for 

VON. We also perform very well against our local Network peers 

(Southampton and Oxford). The latest national MBRRACE-UK report for 

2014 (reports on national perinatal mortality) showed a neonatal mortality 

rate of 1.54/1000 live births for PHT against a national rate of 1.77/1000 

live births (classed as ‘green’ denoting more than 10% below expected). 

 Morbidity Rates - high survival rates should not be at the expense of 

increased morbidity and our continued focus on the quality of care is 

reflected in our low morbidity rates reported by VON. This is particularly 

striking for neurological morbidity with a severe intra ventricular 

haemorrhage rate of 2.5% vs. 6.9% for the network – this is very 

encouraging in terms of later neurodevelopmental outcomes.  A wide 

range of other morbidity rates are much lower than for the whole network 

e.g. intra ventricular haemorrhage in 11.7% vs. 23.2% and late infection in 

6.7% vs. 8.3%.  VON also reports standardized mortality and morbidity 

ratios (adjusting for unit case mix) – our performance is excellent when 

reported in this format with an ‘SMR’ of <1 in 15 of 16 key performance 

measures. This reflects the high quality care we provide, achieving 

remarkable results despite a very high-risk patient population. 

 National Neonatal Audit Programme – we submitted data on 100% of cases 

for the latest report (2015) - this showed very good performance against 

peers with 89% vs. 85% of mothers given antenatal steroids, 100% vs. 88% 

of parents having a senior medical consultation within 24 hours of 

admission and 100% vs. 50% with 2 year follow up data entered. 

Safeguarding Children Team: 

 Successful  implementation of CP-IS (Child protection information sharing), 

an IT solution that makes it possible for the first time nationally to 

exchange essential child protection information between children’s social 

care and health to make better informed clinical assessments and decisions 

about a child. Improving the way in which health care in unscheduled care 

settings communicate with local authorities. This enables exchange of key 

child protection information to better protect vulnerable children. Access 

to the system is via the national spine and it is currently live in ED with 

plans in place to implement into CAU and maternity within the next 

quarter. 

Maternity Unit:   

 Maternity continues to adapt and change services to achieve the national 

guidance for Saving Babies Lives Care Bundle, maternity have only had 1 

reportable case to Every Baby Counts since December 2015 which is much 

lower than expected for a service our size.  

 Successful in securing the £70,872 for training from the Health Education 

England South for maternity safety training. The money has supported the 

set of the SHIP Maternity Academy sharing MDT training across the Wessex 

area. 

 Successful bid to become a pioneer group to establish a SHIP Maternity 

Network. This supports the guidance as set out in the Better Births (2016) 

Maternity Review . 
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 Successful bid to become the first wave of Trusts participating in the 

National Maternal and Neonatal Health Safety Collaborative which 

supports the aims of Better Births (2016) maternity review and the 

Maternity transformation programme led by NHS Improvements. 

 Staff raised £14,042 for the refurbishment of the Bereavement suite on 

maternity to improve the experience for mothers and families who 

experience loss. 
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STATEMENT OF DIRECTORS’ RESPONSIBILITIES  IN RESPECT OF THE QUALITY ACCOUNT 
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CCG COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY ACCOUNTS 2015/2016 
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HAMPSHIRE HEALTH AND ADULT SOCIAL CARE SELECT COMMITTEE COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY 
ACCOUNTS 2015/2016 
 

No comments received. 

 
 

 

PORTSMOUTH HEALTH WATCH COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY ACCOUNTS 2015/2016 
 

No comments received. 

 

 

 

PORTSMOUTH HEALTH OVERVIEW AND SCRUTINY PANEL COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY ACCOUNTS 
2015/2016 
 

The Health Overview and Scrutiny Panel do not comment on Quality Accounts. 
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LIMITED ASSURANCE REPORT 
 

 

Statement to follow 

324



Portsmouth Hospitals NHS Trust 
QUALITY ACCOUNTS 2016 / 2017 

GLOSSARY OF TERMS 

    Portsmouth Hospitals NHS Trust 
 Quality Accounts 
                       Page 76 of 89 

4 

Glossary of terms 
Term Description 

Acute Kidney Injury (AKI) Acute kidney injury (AKI) is sudden damage to the kidneys that causes them to stop working properly.   
It can range from minor loss of kidney function to complete kidney failure.  AKI is common and normally happens as a complication of another 
serious illness. It is not the result of a physical blow to the kidneys, as the name may suggest.   
This type of kidney damage is usually seen in older people who are unwell enough to be admitted to hospital. If it's not picked up in time, the 
kidneys become overwhelmed and shut down, leading to irreversible injury, which can be fatal. Abnormal levels of salts and chemicals build up in 
the body, stopping other organs working properly.   It is essential that AKI is detected early and treated promptly. 
Source: NHS Choices 

Care Quality Commission 

(CQC) 

The independent regulator of all health and social care services in England.  Their job is to make sure that care provided by hospitals, dentists, 

ambulances, care homes and services in people’s own homes and elsewhere meets government standards of quality and safety.  

C.Diff A Clostridium difficile infection is a type of bacterial infection that can affect the digestive system. It most commonly affects people who have 
been treated with antibiotics. 
A C. difficile infection can lead to life-threatening complications such as severe swelling of the bowel from a build-up of gas (toxic megacolon). 
Source: NHS Choices 

Clinical Service Centre (CSC) Key centres within which the Trust’s services are delivered to patients.  Each CSC has a Chief of Service, General Manager and Head of Nursing.  

There are 10 CSCs. 

Commissioners Commissioners (i.e. health authorities/Primary Care Trusts) have a statutory responsibility to buy the best health care for a defined population 

with a defined amount of money.  

Commissioning for Quality 

and Innovation (CQUIN) 

The CQUIN payment framework enables Commissioners to reward excellence, by linking a proportion of Providers' income to the achievement of 

local quality improvement goals. 

Dr Foster The UK's leading provider of comparative information on health and social care services. 

HSMR The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures whether the mortality rate at a hospital is 

higher or lower than would be expected.  The national average is 100 and a score of below this indicates fewer deaths than this average.  HSMR 

covers 56 groups of diagnosis and only relates to patients that have died whilst in hospital. 

HQIP (Healthcare Quality 

Improvement Partnership) 

The Healthcare Quality Improvement Partnership (HQIP) was established in April 2008 to promote quality in healthcare, and in particular to 
increase the impact that clinical audit has on healthcare quality in England and Wales. HQIP is a charity and company limited by guarantee, led by 
a consortium comprising the Academy of Medical Royal Colleges, Royal College of Nursing and National Voices. 

MRSA MRSA is a type of bacteria that's resistant to a number of widely used antibiotics. This means MRSA infections can be more difficult to treat than 
other bacterial infections.  
The full name of MRSA is meticillin-resistant Staphylococcus aureus.  Staphylococcus aureus (also known as staph) is a common type of bacteria. 
It's often carried on the skin and inside the nostrils and throat, and can cause mild infections of the skin, such as boils and impetigo. 
If the bacteria get into a break in the skin, they can cause life-threatening infections, such as blood poisoning or endocarditis. 
Source: NHS Choices 
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Term Description 

National Audit A National quality improvement process that seeks to improve patient care and outcomes through the systematic review of care. 

National Institute for Health 

and  Clinical Effectiveness 

(NICE) 

Provide independent, authoritative and evidence-based guidance on the most effective ways to prevent, diagnose and treat disease and ill 

health, reducing inequalities and variation. 

Pressure ulcers Pressure ulcers are also known as ‘pressure sores, bed sores and decubitus ulcers’.  A pressure ulcer is defined as “An area of localised damage to 

the skin and underlying tissue caused by pressure, shear, friction and/or a combination of these”.   

Pressure ulcers occur when a bony prominence is in contact with a surface.  The most common sites include the buttocks, hips and heels but they 

can occur over any bony prominence 

Grade 1: Discolouration of intact skin not affected by light finger pressure 

Grade 2: Partial thickness skin loss or damage involving epidermis.  The pressure ulcer is superficial and presents clinically, as an abrasion, blister 
or shallow crater.   
Grade 3: Full thickness skin loss, involving damage of tissue.  The pressure ulcer present clinically as a deep crater, but bone, tendon or muscle 
are not exposed.  
Grade 4: Full thickness skin loss, with exposed tendon or muscle. 

Sepsis Sepsis is a common and potentially life-threatening condition triggered by an infection. 
In sepsis, the body’s immune system goes into overdrive, setting off a series of reactions including widespread inflammation, swelling and blood 
clotting. This can lead to a significant decrease in blood pressure, which can mean the blood supply to vital organs such as the brain, heart and 
kidneys is reduced. 
If not treated quickly, sepsis can eventually lead to multiple organ failure and death. 
Each year in the UK, it is estimated that more than 100,000 people are admitted to hospital with sepsis and around 37,000 people will die as a 
result of the condition. 
Source: NHS Choices 

SHMI The Summary Hospital-level Mortality Indicator (SHMI) is a high level mortality indicator that is published by the Department of Health on a 

quarterly basis. It follows a similar principal than HSMR, however SHMI covers all diagnosis groups and relates to all patients that have died 

(whether the patient died whilst in hospital or not).  It does not take account of deprivation.  
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2016/2017 

Audit Title Outcome/Actions to improve quality of healthcare 

National Clinical Audits 

British Thoracic Society – Adult Asthma The BTS Adult Asthma report was published in February 2017; the Trust is currently reviewing this report and will produce an action 

plan if required. 

British Thoracic Society – Chronic Obstructive 

Pulmonary Disease  

Awaiting publication of the national report/results. 

Head and Neck Cancer Awaiting publication of the national report/results. 

Oesophago-Gastric Cancer The Oesophago-Gastric Cancer report was published September 2016; the Trust is currently reviewing this report and will produce an 

action plan if required.  

Lung Cancer The Lung Cancer report was published December 2016, with a supplementary Pleural Mesothelioma report published in January 2017. 

There has been some success improving outcomes against the audit benchmarks in Portsmouth from the previous data.   Treatment 

rates for Small Cell Lung Cancer patients have risen to above the national average and although the anti cancer treatment rate remains 

slightly below the national average this also improved from the previous data. The case load of newly diagnosed patients remains 

significant causing considerable strain on the service as a whole. The department will see improved cancer nurse staffing this year with a 

full-time cancer nurse which is funded 100% by charitable donations and the Asbestos Support Group.  A new Lung Cancer Specialist has 

recently started and should really improve the service within the team.  The Trust continues to strive to meet the national targets and 

remain committed to providing an excellent service for patients. 

Prostate Cancer The Prostate cancer report was published in December 2016; the Trust is currently reviewing this report and will produce an action plan 
if required. 

Bowel Cancer The Bowel Cancer report was published December 2016 and the Trust are currently reviewing this report and will produce an action plan 

if required. The Trust has a high rate of laparoscopic surgery with high nodal yield (quality surgery), but length of stay has been high.  

The Trust has undertaken a quality improvement project to review the care pathway including the enhanced recovery pathway.  Plans 

are now in place to further improve this pathway.  The Trust surgeons have been identified as positive outliers (better than expected) 

when compared to the national average in regard to mortality rates within 90 days of surgery. 

National Vascular Registry  The National Vascular Registry report was published December 2016;  The Trust surgeons have not been identified as outliers in regard 

to reported surgical outcomes and mortality rates as published in the surgeon outcomes report. Vascular services are moving to 

University Hospital Southampton NHS Foundation Trust from 1
st

 April 2017, therefore this national audit will no longer be applicable to 

the Trust. 

National Joint Registry The report highlights that the Trust continues to have good results following Hip and Knee replacement in terms of revision rates and 

APPENDIX A - NATIONAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2016/2017 

Audit Title Outcome/Actions to improve quality of healthcare 

mortality. There is full compliance with the NJR data collection process in terms of obtaining consent from patients for recording their 

details and recording all cases within the Registry. The Trust surgeons have not been identified as outliers (not above expected 

mortality) in regard to reported surgical outcomes and mortality rates as published in the surgeon outcomes report. 

National Comparative Audit of Blood 

Transfusion Programme 

Red Cell and Platelet transfusion in adult haematology – This report was recently published; the Trust is currently reviewing this report 
and will produce an action plan if required. 

Patient Blood Management in scheduled surgery - Awaiting publication of the national report/results. 

Red Cell transfusion in Palliative Care - Not relevant to Portsmouth Hospital NHS Trust. 

Royal College of Emergency Medicine – 

Asthma (Paediatric and Adult) care in 

emergency departments 

Awaiting publication of the national report/results. 

Royal College of Emergency Medicine – 

Severe Sepsis and Septic Shock – care in 

emergency departments 

Awaiting publication of the national report/results. 

National Neonatal Audit Programme (NNAP) The ninth National Neonatal Audit Programme report covered data collection for the calendar year 2015. The Trust are performing at, 

or above, the national and network average for all defined standards and are one of the best performing units in the country. The Trust 

need to maintain these excellent results and are constantly monitoring outcomes. Some areas for improvement have been identified 

and action plans are in place for this. 

Endocrine and Thyroid National Audit Awaiting publication of the national report/results. 

Paediatric Diabetes Audit The Paediatric Diabetes report was published in March 2017; the Trust is currently reviewing this report and will produce an action plan 

if required. The report highlights that the Trust are performing below national and/or regional average for four of the seven key care 

processes recommended by NICE – Blood Pressure 63.2%, National 90.8%, Thyroid 78.7%, Regional 81.6%, Eye Screening 54.9%, 

National 66.2%, Foot Examination 69.6%, Regional 76.4%. The Trust are performing above both national and regional averages for the 

other three key care processes – HbA1c 100%, National 99.3%, Body Mass Index 100%, National 97.9%, Albuminuria 70.7%, National 

66%. 33.8% of young people aged 12 years and older seen by the Trust had received all seven care processes compared to 35.5% across 

England and Wales. The Trust has a higher proportion of children and young people with 4 or more Insulin injections daily as their 

treatment regime –66.8%, National 54%. 

Paediatric Intensive Care Audit Network  Not relevant to Portsmouth Hospital NHS Trust. 

Learning Disability Mortality Review 

Programme (LeDeR) 

Data collection for this audit is ongoing. The Trust will review the results once they are published. 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2016/2017 

Audit Title Outcome/Actions to improve quality of healthcare 

BAUS Cystectomy Audit The report identified that at the Trust, 86.9% of procedures were completed by open surgery. Trust transfusion rate of 9.8%  is 

significantly below the national average (approximately 20%). The Trust 30 day mortality rate was reported as 0% and 90 day mortality 

rate as 1.6% which is below the national average (2.5%). The Trust surgeons have not been identified as an outlier (not above expected 

mortality). 

BAUS Nephrectomy Audit The report identified the Trust complication rates are 0.85%, which is below the national average (3.5%). Mortality was reported as 

0.79% which is slightly above the national average (approximately 0.5%), but within expected limits. No surgeons were identified as an 

outlier (not above expected mortality). 

BAUS Percutaneous Nephrolithotomy (PCNL) Transfusion rates at the Trust were reported as 8.8% which is above the national average of approximately 2%, but within expected 

limits. Post operative length of stay is in line with the national average. No surgeons were identified as an outlier. 

BAUS Radical Prostatectomy Audit The report shows that 100% of procedures carried out at the trust are robotically assisted. The Trust complication rate of 0% was 

reported as below the national average (approximately 1.5%), and the transfusion rate was in line with the national average at 0.62% 

(national average <1%). No surgeons were identified as an outlier (not above expected mortality). 

BAUS Stress Urinary Incontinence Audit No surgeons were identified as an outlier (not above expected mortality).  

BAUS Urethroplasty Audit The report shows that both the Trust’s intra operative complication rate and post operative complication rate of 0% are below the 

national average (intra operative complication approximately 2.5% and post operative complication approximately 7%). No surgeons 

were identified as an outlier (not above expected mortality). 

National Neurosurgical Audit Programme Not relevant to Portsmouth Hospital NHS Trust. 

Falls and Fragility Fracture Audit Programme National Hip Fracture Database (NHFD) - The national report compares local figures with benchmarking performance data within the 

South Central region and for all hospitals in the NHFD. The Trust continues to achieve consistently better scores in the majority of 

domains. Comparing Portsmouth to the top 9 trusts nationally in terms of hip fracture numbers, the Trust is the 6th highest, Portsmouth 

have achieved a higher percentage in the majority of domains compared to the other 8 trusts and similarly better in comparison to 

other hospitals in the South Central region and the overall national figures. 

There were 3 trusts that scored better than the national average in all blue book standards – Portsmouth, Poole and Bradford with 

Portsmouth being the only trust to have achieved this for 3 consecutive years. The Trust scored better in the majority of domains. 

The Trust continues to show consistency in high level achievement for these quality outcomes. The results achieved are a reflection of 

the whole team’s commitment to the quality of care for this frail group of patients. The Trust will continue to regularly monitor 

performance and ensure that quality is maintained and look for opportunities to improve further. 

Inpatient Falls Audit - Awaiting publication of the national report/results. 

Fracture Liaison Service (FLS) (Facilities Audit) - The National FLS facilities audit is a complex piece of work which has shown that there is 
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Audit Title Outcome/Actions to improve quality of healthcare 

a broad diversity of FLS models in place across the country.  The model chosen by Portsmouth was only established in April 2014 but it 

seems to be working well in many respects.  It is however, yet to be completely resourced and deployed to capture all fracture patients 

and attend to both their bone heath and falls needs.  The Trust continues to work towards this goal. 

There has been significant work completed this year to ensure that the Trust data collection/submission system is in line with the 

national audit dataset.  

Trauma Audit and Research Network 

(TARN) 

Three reports were published during 2016/17 with focus on specific areas of care. A significant improvement in data completeness was 

highlighted compared to previous reports; this is mainly due to the appointment of a TARN nurse within Emergency Medicine. There 

was an increase in Emergency Department (ED) consultant involvement in the care of severely injured patients from 23% to 54%. An 

improvement in the median time to CT was noted, with the worst times also relating to the time for the poorest performance against 

the ED 4 hour target.  

Thoracic and Abdominal Injuries – Data suggests an increase in numbers of patients with thoracic and abdominal injuries being seen, 

however this may be related to improved data submissions. Consultant involvement in the care of patients with thoracic injury has 

increased from 33% to 55-64%. The presence of general surgeon involvement in ED for patients with abdominal injuries does not appear 

to have improved, however this may be due to poor recording. Time to theatre for patients with severe abdominal injuries has almost 

halved, however this still requires further improvement as remains outside the expected standard. All of these operations were 

performed by a consultant. 

Orthopaedic Injuries – Results for injuries classified under BOAST 4 show that 100% were stabilised within 24 hours and 33% of wounds 

covered in 72 hours. A consultant was the surgeon in 66% of cases and Specialist Trainee (ST3) in 33% of cases. Only 1 severe pelvic 

fracture operation occurred during the data collection period, this is due to these cases being transferred to the Major Trauma Centre. 

Time to imaging for severe pelvic fractures has improved from 4.8 hours to 2.6 hours. There has been an increase of a third of open 

fractures of the limbs seen at the Trust. Imaging time requires further improvement; however there has been a significant reduction in 

time to operation, from 40 hours to 20 hours. 

Head and Spinal Injuries – Consultant presence within 5 mins of patient arrival has improved from 8.9% to 11.9% across all patients, but 

has dropped from 90.3% to 69.2% in trauma calls – this is due to increased trauma calls out of hours where the consultant is not on site. 

Time to CT has improved for all patients from a median of 3 hours to 2.5 hours; however those patients meeting NICE Head injury 

criteria still have a median of 1.4 hours which is above the recommendation of less than 1 hour. Results show that the median length of 

stay for critical care patients has increased from 9 to 15 days and there was an increase in readmissions from 2 to 8.3%. 80% of patients 

with Head Injuries AIS 3+ are managed within the trust and only 50% of those with a GCS<9 are transferred out.  This reflects the fact 

that the majority of these patients are elderly and are not candidates for neurosurgery.  However the guidance is that they should be 

managed in a neurosurgical centre, but the unit at UHS does not have capacity to deal with these numbers. 
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Audit Title Outcome/Actions to improve quality of healthcare 

Sentinel Stroke National Audit Programme 

(SSNAP) 

Audit - Stroke Care is a challenging specialty nationally, with evidence for interventions in the hyper-acute phase gathering pace, and 

with rehabilitation and long-term care developments lagging behind. The opportunities for improving outcomes, reducing morbidity and 

mortality are vast, however, continued investment in the service will be required to enable the Trust to realise the benefits for the 

whole health and social care community. 

Whilst the Trust have been successful in recruiting across all disciplines, particularly to nursing teams, development of specialist skills 

and knowledge is work in progress, and retention of staff a continuing challenge. 

The improvement from a Level C to a category B is welcome, especially against a background of continuing unscheduled care pressures; 

nationally the standard and expectations continue to rise with the recent publication of Royal College of Physicians 2016 guidance. 

The Trust is committed to maintaining and furthering this improvement in the SSNAP level, as it reflects the improvement in standards 

of care and outcomes for our patients. 

Organisational – The Trust currently meet 4 out of 10 indicators, however  by ensuring Hyper Acute Stroke Unit (HASU) beds are ring-

fenced for stroke patients, (so all HASU patients are seen by a consultant daily),  and performing a patient survey at least annually, the 

Trust score should increase to be within 70% of Trusts.   

Since the audit the Trust has employed a clinical psychologist, although to meet the SSNAP requirement the Trust would need more 

than one psychologist in post.  

The Trust do not currently propose to offer a Carotid Doppler Service at weekends to ensure high risk patients are investigated within 24 

hours, as this would incur additional costs with no real gain to patients as the Trust are not currently offering a weekend carotid 

endarterectomy service.  There are currently no plans to have therapy services other than physio therapy available at weekends due to 

resource implications. 

Paediatric Pneumonia Data collection for this audit is ongoing. The trust will review the results once they are published. 

National Emergency Laparotomy Audit 

(NELA) 

The Trust data collection/completion remains excellent and is above the national average, especially given the high numbers of patients. 

Engagement of consultants, both anaesthetic and surgical, with the quality improvements recommended by NELA, has resulted in 

excellent outcomes for patients with an average 30 day mortality of 9.8%.  

Clinicians are continually looking at ways to improve documentation, especially of clinical risk and consultant input. 

Managerial input is now needed to improve access to emergency theatres, especially at weekends and during excessively busy times, 

with development of a policy to postpone elective surgery if the emergency demand warrants it. 

The Trust need expansion of High Dependency Unit (HDU) and Intensive Therapy Unit (ITU) facilities and an involvement of elderly care 

physicians in peri-operative care. 

ICNARC – Adult Critical Care The Trust Critical Care Unit (CCU) is the second busiest in the network, with 1,395 admissions in 2015-6. The Standardised Mortality 

Ratio (SMR) for Quarter 1 and Quarter 2 in 2016-7 is 0.89 and 0.94 indicating fewer deaths than would be expected for our case-mix.  
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Further improvement is required in out of hour discharges (between 22:00 and 06:59). Our Critical Care Unit is performing well 

compared with comparator units across a number of quality indicators. This includes unit acquired infection rates and non-clinical 

transfers (none during Quarter 1 and Quarter 2). The CCU continues to have a strong reputation for quality care, research, training, use 

of informatics and innovation. 

ICNARC – Cardiac Arrest The two main outcomes that this report analyses are successful resuscitation (Return of Spontaneous Circulation [ROSC] > 20 mins) and 

survival to hospital discharge. Within the Trust there were 96 successful resuscitations of 209 individuals having a cardiac arrest (45.9%), 

and 40 of those individuals (209) survived to discharge (19.1%).  

There are no areas for concern when reviewing the risk adjusted and stratified data for The Trust which are all within the confidence 

limits of the national averages. 

Renal Registry – Renal Replacement Therapy Awaiting publication of the national report/results. The trust will review the results once they are published. 

Chronic Kidney Disease in Primary Care Not relevant to Portsmouth Hospital NHS Trust. 

Pulmonary Hypertension Not relevant to Portsmouth Hospital NHS Trust. 

Prescribing Observatory for Mental Health Not relevant to Portsmouth Hospital NHS Trust. 

Cystic Fibrosis Registry (Adult and Paediatric) Not relevant to Portsmouth Hospital NHS Trust. Data submitted via Southampton.  

Rheumatoid and Early Inflammatory Arthritis The National body did not collect data for this audit during 2016/17. The Trust reviewed the national report published in August 2016. 

The national audit of the management of early rheumatoid and inflammatory arthritis is complex with multiple factors potentially 

influencing results. The trust recruited anticipated numbers of patients for the 2015 data collection period. The Trusts catchment 

population wait longer for specialist referral (NICE quality standard 1) and report more severe disease activity at presentation to 

secondary care; reasons for this require exploration. The trust performed better than the national and regional average for most aspects 

of care assessed but not as well as a comparator trust with similar catchment population demographics. 

National Audit of Dementia Awaiting publication of the national report/results. The trust will review the results once they are published. 

Adult Cardiac Surgery Not relevant to Portsmouth Hospital NHS Trust. 

Congenital Heart Disease (Adult Cardiac 

Surgery) 

Not relevant to Portsmouth Hospital NHS Trust. 

Congenital Heart Disease (Paediatric Cardiac 

Surgery) 

Not relevant to Portsmouth Hospital NHS Trust. 

Coronary Angioplasty – Percutaneous 

Coronary Intervention (PCI) 

Patient outcomes are significantly better than expected from the complex and high risk case load seen within the Trust. Radial access 

continues to increase (90% in 2014 compared to 87% in 2013, 79% in 2012, 80% in 2011 and 72% in 2010 and a national average of 
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75.3%).  Use of radial access is associated with a halving of complications.  

The MACCE (major adverse cardiovascular and cerebral event) rate for Portsmouth Hospitals was 2.60% compared to 2.79% in 2013, 

3.87% in 2012 and 2.98% in 2011 and compares very favourably with an expected mortality of 3.61%. The Trust time to treatments in 

both STEMI and NSTEMI are better than the national average. The Trust complies with all of the major recommendations within this 

report. 

Parkinson’s Audit The national body did not collect data for this audit during 2016/17. The Trust reviewed the national report published in May 2016. 

Overall, there were improvements across several domains since the 2011/12 audit and many local audit sites compared favourably to 

the national data. The action plans will assist the teams to make continued improvement.  The patient reported experience 

measurements (PREM) included in the audit for the first time indicates the majority of patients value their local services and feel they 

are either remaining the same or improving. The national audit has an aspiration to deliver many more fully integrated clinics. This is 

likely to be challenging to deliver both nationally and locally without a lead from commissioners and significant service redesign and 

investment in nursing and therapy staff as well as a change of venue for many clinics to allow co-location of the Multidisciplinary team. 

Locally, collaborative working between Parkinson’s Nurse Specialists, Neurologists and Geriatricians will deliver ‘work around’ solutions 

to some of the challenges imposed by space and staffing constraints. 

Acute Coronary Syndrome or Acute 

Myocardial Infraction (MINAP) 

The MINAP report was published in February 2017; the Trust is currently reviewing this report and will produce an action plan if 

required. 

National Ophthalmology Audit The Trust did not participate in this national audit during 2016/17, the delay to the required software upgrade to the hospital systems 

prevented participation before the date collection submission cut off date.  This upgrade has now been installed and the Trust will now 

be able to submit data and participate in the 2017/18 audit. 

Specialist Rehabilitation for Patients with 

Complex Needs 

Not relevant to Portsmouth Hospital NHS Trust. 

Cardiac Rhythm Management The Trust submitted 100% of the required data (all implants carried out) to this national audit. The results reported confirm that the 

Trust is supplying a quality service for the implantation of Pacemakers, Implantable 

Cardioverter-Defibrillator (ICD’s) and Cardiac Resynchronisation Therapy (CRT’s) showing comparable results with peers and the 

national averages.  The Trust will continue to carry out local audits along side the national audit to confirm ongoing compliance with the 

relevant NICE guidelines. 

Mental Health Clinical Outcome Review 

Programme 

Not relevant to Portsmouth Hospital NHS Trust. 

Heart Failure Results for the Trust are above the national average and higher than other local trusts. The Trust submitted only 56% against a data 

requirement of 70% but is working on a business plan to address the issues raised in this national audit report.   The British Heart 
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Foundation national figures indicate that the number of hospital visits by heart failure patients increased by 36% from 107,000 to 

146,000 between 2004/5 and 2014/15.  The Trust has addressed this by employing a new Heart Failure Consultant. 

End of Life Care The national body did not collect data for this audit during 2016/17.  A review of the results published in the latest report show that the 

Trust has performed well in the national audit of end of life care, with the majority of domain results being better than national average. 

From the key recommendations, the Trust is already following the action plan from the Trusts End of Life Steering Group. The Trust’s 

main aims are to continue to promote holistic individualised care using a specifically designed care plan. Communication, 

documentation and discussion around feeding and drinking are being reviewed by the Trust’s Speech and Language specialists.  

Advanced care planning is a necessity which needs to be further promoted within the Trust and will form part of the 2017 action plan. 

National Diabetes Audit Core Audit - Not relevant to Portsmouth Hospital NHS Trust. 

Diabetes in Pregnancy – This audit indicates that the Trust compares favourable to national averages. The Trust continues to develop 

strategies to raise awareness of the importance of pre-conceptual care and improving achievement of safe glucose controls in 

pregnancy. There is a need to integrate pre-conceptual education into existing public health and related programs and address barriers 

that prevent women accessing pre-conceptual care such as age, culture and language. The Trust will continue to monitor and improve 

local performance against the NICE Quality Standard - Diabetes in pregnancy (109). 

Inpatient Audit - The Inpatient Diabetes report was published in March 2017 and the Trust are currently reviewing this report and will 
produce an action plan if required. Review of the report published in March 2016 indicates that Diabetes inpatient care in Portsmouth 
remains better than average, despite staffing reductions in recent years. However there are areas in which this audit has highlighted a 
risk for future deterioration and a national drive for improvement. The Trusts electronic health records (her)  project will support some 
of the improvement drive (when implemented) but it is clear that staff education and confidence around enacting care processes 
remains the mainstay of improving services. Resources to support staff education (especially around insulin management and foot 
assessments) should thus be a priority. 

Foot care Audit - The primary results from this audit highlights that the Trust sees patients with a higher than average ulcer severity. 
Currently time to assessment is poor with only 1.8% of patients seen by a specialist within 2 days of initial Health Care Professional 
review (against 13.4% nationally) and 40% not seen within 2 months (compared with 8.6% nationally). The Trust has significantly poorer 
12 and 24 week outcomes than national averages.  12 week outcome (healed and alive) 18.2% compared to 55.1% nationally and 24 
week outcomes 33.3% compared to 58.3% nationally. There is a requirement for cross trust - commissioner collaboration with 
involvement from podiatry, diabetes and primary care to improve the pathway. 

Inflammatory Bowel Disease (IBD)  

 

The IBD report has consistently flagged that the Department is under resourced however there have not been concerns regarding 

clinical quality. The Trust remains very much sighted on all areas of the service that need improvement as highlighted by the previous 

year’s results. A fortnightly IBD Multidisciplinary team meeting has been introduced to ensure that major changes in treatment and 

decisions about surgery are carefully discussed and recorded. The Trust did not submit any data during 2016-17 due to a particularly low 

number of specialist registrars (SpRs) attached to the department and no IBD administrator, however there has been recent recruitment 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2016/2017 

Audit Title Outcome/Actions to improve quality of healthcare 

and appointment of a full-time administrative assistant who will work with the lead clinician on ensuring progress with the new IBD 

registry data submission for 2017-18. The Trust is in the process of completing the registration process to ensure participation in the IBD 

Registry. 

Patient Reported Outcome Measures – 

Elective Surgery 

The Trust was slightly below the national average for both Hip and Knee Surgery (Apr 14 – Mar 15), but well within the expected limits.  

The recent results for hip and knee surgery have now improved (Apr 15 – Mar 16 provisional) to above the national average for hip 

surgery but still below the national average for knee surgery, still well within the expected range.  Participation rates were poor which 

impacted results.  These have now improved. 

Mothers and Babies: Reducing Risk through 

Audits and Confidential Enquiries (MBRRACE) 

– Maternal Infant and Perinatal Confidential 

Enquiry 

 

Maternal Mortality - MBRRACE-UK Saving Lives, Improving Mothers’ Care report into maternal morbidity and mortality was published in 

December 2016; the report provides incidence and causation of direct and indirect deaths in the triennia from 2012-2014.  The report 

provides detailed analyses of cases surrounding cardiovascular disease in pregnancy; early pregnancy care and hypertensive disorders of 

pregnancy. The report also has recommendations for critical care and pathology. An action plan has been created based on the 

recommendations and Maternity Services and associated specialties across the Trust are working towards providing assurance of 

compliance. 

Perinatal Mortality - MBRRACE-UK perinatal mortality report reviewing 2014 cases was published in May 2016;  The Trust rates were 

found to be very good: 

• Stillbirths  rate was 3.73 per 1000 total births which is recorded as  up to 10% lower than the national rate (4.83/1000); 

• Neonatal deaths rate was 1.54 per 1000 births which is recorded as  more than 10% lower than the national rate (1.77/1000)  

• Extended perinatal mortality rate was 5.30 per 1000 total births up to 10% lower than national rate (6.44/1000). 

A number of the recommendations are nationally driven and the service is awaiting the outcome of this activity. The service is actively 

working towards completion of the action plan. 

The service is working as part of the Wessex Maternity  network to implement standardised review processes and meetings have been 

held to take this important process forward; a secondary pathway is for external scrutiny of cases and to share learning to the wider 

health economy.   

National Confidential Enquiry into Patient 

Outcomes and  Death – Non-Invasive 

Ventilation 

Awaiting publication of the national report. The trust will review the results once they are published. 

National Confidential Enquiry into Patient 

Outcomes and  Death – Acute Pancreatitis 

All patients with acute pancreatitis seen within the Trust are looked after by surgeons, usually the upper GI surgeons. The Trust 

routinely adheres to the British Society of Gastroenterology (BSG) and the American College of Gastroenterology (ACG) guidelines as 

closely as possible, and provides urgent cholecystectomy or Endoscopic Retrograde Cholangiopancreatography (ERCP) for patients 

wherever possible. The capacity of Hepato-Pancreato-Biliary (HPB) centres to manage the complications of acute severe pancreatitis has 
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Audit Title Outcome/Actions to improve quality of healthcare 

been highlighted on a national basis; the Trust has inherited expertise in this area, although this may change in the next 5 years. No 

action plan to change practice is currently required. 

National Confidential Enquiry into Patient 

Outcomes and  Death – Mental Health in 

General Hospitals 

The ‘Treat as one’ report was published in February 2017; the Trust is currently reviewing this report and will produce an action plan if 

required. 

Child Health Clinical Outcome Review 

Programme – Chronic Neuro-disability 

This NCEPOD study is ongoing. 

Child Health Clinical Outcome Review 

Programme – Young Person’s Mental Health 

This NCEPOD study is ongoing. 

Child Health Clinical Outcome Review 

Programme – Cancer in Children, Teens and 

Young Adults 

This NCEPOD study is ongoing. 
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LOCAL CLINICAL AUDITS 

Audit Title Comments and actions to improve quality of healthcare 

Compliance with PHT antimicrobial 

prescribing policy and guidelines 
 

This audit has raised awareness of appropriate use of antimicrobials across the Trust thereby ensuring that patients with infections are 

managed optimally with the right antibiotic prescribed via the right route at the right dose. 

Critical Care IV Insulin Infusion Protocol: Is 

it being followed and is it fit for purpose? 
 

This audit has improved patient care by identifying areas where the Department of Critical Care IV insulin protocol is not being 

followed.  An action plan was put in place with the aim of achieving better glycaemic control for patients on IV insulin in ITU and 

avoiding complications associated with excessive hyperglycaemia. 

Repeat audit on screen detected B3 and 

B4 lesions on core biopsies of breast 2014-

15 

Improving non-operative biopsy diagnosis reduces turnaround time for cancer diagnosis and reducing unnecessary excision rate, 

therefore theatre time. Vacuum assisted biopsy (VAB) was introduced to improve this rate and has shown significant results. It is also 

noted that VAB should be considered more frequently especially in cases when there is need of a repeat biopsy in radiologically 

suspicious lesions. 

Quality of VAB is also important for accurate representation of the lesional area which is also monitored continuously. The audit 

recommendations have been discussed with the director of breast screening with a view that there will be an improvement as the 

percentage of B4 and B3 diagnosis (suspicious/uncertain) for the year 2014-15 decreased very minimally. 

Audit to establish if woman with pre-

existing diabetes are taking folic acid 5mg 

pre-conceptually in accordance with NICE 

guidelines. 

This audit highlighted that the Trust compares favourably to national audits. The Trust continues to develop strategies to raise 

awareness of the importance of pre-conceptual care and prescription of higher dose folic acid for women with diabetes. The Trust 

needs to integrate pre-conceptual education into existing public health and related programmes and address barriers that prevent 

women accessing pre-conceptual care such as age, culture and language.       

APPENDIX B – LOCAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 96/17 
        Enclosure Number: (10) 

Subject: Risk Assurance Committee and Remuneration Committee Revised 
Terms of Reference 

Prepared by: 
 
Sponsored & Presented by: 

Fiona McNeight, Associate Director Quality and Governance 

Peter Mellor, Director of Corporate Affairs 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper Requires Trust Board approval 

Discussion requested by Trust Board 

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

The Terms of Reference for the Trust Risk Assurance Committee 
and Remuneration Committee have been reviewed in line with 
annual requirements. 

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

 For Board discussion and approval/ratification. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

The proposed Terms of Reference will take effect immediately once 
approved. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Considered – none. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Considered – none. 

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

Organisational Priorities All organisational priorities. 
Board Assurance Framework/ 

Risk Register Reference Potential impact on all. 

Risk Description Potential impact on all. 
CQC Reference All domains. 

 

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

Risk Assurance Committee  19th January 2017 
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RISK ASSURANCE COMMITTEE 
Terms of Reference 

Risk Assurance Committee Terms of Reference January 2017 
Review Date: January 2018 

 

1. Constitution 
The Trust Board hereby resolves to establish a Committee to be known as the Risk 
Assurance Committee (RAC). 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. Purpose 

The purpose of the Risk Assurance Committee is to promote effective risk 
management and to establish and maintain a dynamic Board Assurance Framework 
and Risk Register through which the Board can monitor the arrangements in place to 
achieve a satisfactory level of internal control, safety and quality.  
 
The Committee will promote local level responsibility and accountability and will 
challenge risk assessment and risk assurance arrangements in areas of Trust activity 
where robust controls are not evident, in order to raise standards and ensure 
continuous improvement. 

 
3. Objectives 

The objectives of the Committee are to: 
 
a. Oversee the development and maintenance of the Trust’s Risk Management 

Strategy. 
 

b. Oversee the implementation of the Trust’s Risk Assessment Policy. 
 

c. Develop, and review progress against an annual Risk Management action plan, 
ensuring it supports the achievement of corporate objectives. 

 
d. Coordinate the identification of all risks: clinical; financial and organisational, and 

ensure that systems are in place to manage those risks effectively by: 
 

i. Monitoring and reviewing the composition and maintenance of the Trust’s 
Board Assurance Framework, the control and assurance mechanisms in 
place and the additional actions being taken to address gaps in control 
and assurance; 
 

ii. Monitoring and reviewing the Trust’s Risk Register, ensuring action is 
taken as appropriate and that unacceptable or serious risks are escalated 
as appropriate 

 
iii. Receiving and reviewing progress reports on the implementation of action 

plans resulting from risk assessments of the Trust’s activities; 
 

e. Establish, develop and maintain systems for the regular evaluation and 
monitoring of compliance against any relevant internal and external audits, 
assessments, standards and criteria; as directed by the Chairman. This includes 
reviewing the reports and outcomes of each internal audit report and, if 
necessary, ensuring any identified risks are included on the Trust Risk Register.  

 
f. Ensure any procedural documents which fall within the remit of the Committee are 

appropriately written, ratified and monitored for compliance in accordance with 
the Policy for the Development and Management of Procedural Documents. 
 

g. Monitor any emerging action plans associated with CQC inspection programme or 
amended standards assessments. 
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RISK ASSURANCE COMMITTEE 
Terms of Reference 

Risk Assurance Committee Terms of Reference January 2017 
Review Date: January 2018 

 

4. Authority 
 The Committee is authorised by the Trust Board to investigate or approve any activity 

within its Terms of Reference. It is also authorised to seek any information it requires 
from any employee and all employees are directed to cooperate with any request 
made by the Committee. 

 
      The Committee is authorized by the Trust Board to obtain outside legal or other 

independent professional advice and to secure the attendance of outsiders with 
relevant experience and expertise if it considers this necessary. 
  

5. Reporting 
The minutes of the Committee meetings shall be formally recorded and submitted to 
the Trust Board and Audit Committee.  The Chair of the Committee shall draw to the 
attention of the Trust Board any issues that require disclosure to the full Trust Board, 
or require executive action. 
 
The Committee will receive reports as per the reporting schedule. These include, but 
are not limited to: 

· Rolling programme of reports from each CSC  
· Quarterly update on risk management action plan 
· Quarterly update on compliance with the Care Quality Commission Essential 

Standards 
 
6. Mandatory Membership  

· Non-Executive Director (Chair) 
· Non-Executive Director (Deputy Chair) 
· Director of Nursing or Medical Director 
· Deputy Director of Finance 
· Director of Corporate Affairs & Business Development  
· Deputy Director of Human Resources 
· Associate Director of Quality & Governance 
· Associate Director of Infection & Patient Safety 
· Head of Risk Management 
· Head of IT 
· Head of Estates & Facilities 
· Head of Nursing (representative) 
· Chief of Service/Doctor (representative) 
· General Manager (representative) 
· Military (DGMS) Governance Lead 

 
The Committee shall consist of the following attendees: 

Governor 
CSC representatives will be invited quarterly to present their CSC risk register 

Other members may be co-opted on to the committee as required: either for 
additional work or for the purpose of communication or presentation. 

 
7. Attendance 

Attendance is required by members at 75% of meetings. Members unable to attend 
should indicate in writing to the Committee secretary, at least 7 days in advance of 
the meeting, except in extenuating circumstances of absence.  In exceptional 
circumstances any members who are unable to attend must nominate a deputy who 
is appropriately briefed to participate in the meeting. 
 
A register of attendance will be maintained and the Chair of the Committee will follow 
up any issues related to the unexplained non-attendance of members. Should 
continuing non-attendance by a member jeopardize the functioning of the Committee, 
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RISK ASSURANCE COMMITTEE 
Terms of Reference 

Risk Assurance Committee Terms of Reference January 2017 
Review Date: January 2018 

 

the Chair will discuss the matter with the member and, if necessary, seek a substitute 
or replacement.  
 

8. Meetings 
· Meetings will be held on a monthly basis; 
· Meetings will be no longer than 2.5 hours; 
· Items for the agenda must be sent to the Committee Secretary a minimum of 

7 days prior to the meeting: urgent items may be raised under another 
business; 

· The agenda will be sent out to the Committee members one week prior to the 
meeting date, together with the action schedule and other associated papers; 
and 

· An action schedule will be circulated to members 48 hours following each 
meeting and must be duly completed and returned to the Secretary for 
circulation with the following meeting’s agenda and associated papers.  

 
9. Quorum 

A quorum is determined as being one third of the members but must include the 
Chair or Deputy Chair in attendance and either the Director of Nursing or the Medical 
Director. 
 

10. Administrative Support 
The Committee shall be supported by the Secretary, whose duties in this respect will 
include: 

· In consultation with the Chair, developing and maintaining an annual reporting 
schedule to the Committee 

· Collation of papers and drafting of the agenda for agreement by the Chair of 
the Committee; 

· Taking the minutes and keeping a record of matters arising and issues to be 
carried forward; 

· Advising the group on scheduled agenda items; and 
· Agreeing and circulating the action schedule 48 hours following each meeting 
· Maintaining a record of attendance 

 
11. Monitoring Effectiveness  

In order that the Committee can be assured that it is operating at maximum 
effectiveness in discharging its responsibilities as set out in these terms of reference 
and, if necessary, recommend any changes to 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 and nominated deputies 

in exception. 
· Agenda and associated papers were distributed 7 days prior to the meetings. 
· The action schedule was circulated within 48 hours, on 80% of occasions.  

 
12. Review 

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

ToR agreed by Risk Assurance Committee Date of agreement 19 January 2017 

ToR ratified by Trust Board Date of ratification  

Review Date    January 2018 
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PORTSMOUTH HOSPITALS TRUST 
REMUNERATION COMMITTEE 

 
TERMS OF REFERENCE 

 
1. Authority 

 
1.1 The Remuneration Committee is constituted as a non-executive standing 

committee of the Trust Board and has no executive powers, other than those 
specifically delegated in these terms of reference.  Its constitution and terms of 
reference are set out below and can only be amended with the approval of the 
Trust Board. 

 
1.2 The Committee is authorised by the Trust Board to investigate any activity within 

its terms of reference.  It is authorised to seek any information it requires from 
any employee of the Trust and all employees are directed to co-operate with any 
request made by the Committee. 

 
1.3 The Committee is authorised by the Trust Board to obtain outside legal, 

remuneration or other independent professional advice and to secure the 
attendance of individuals and authorities from outside the Trust with relevant 
experience and expertise if it considers this necessary. 

 
2. Purpose 

 
2.1 The Remuneration Committee shall have delegated authority from the Trust 

Board to determine the broad remuneration policy and performance management 
framework and to set individual remuneration arrangements for the Trust’s 
Executive Directors. For the purpose of these Terms of Reference, the Trusts 
Executive Directors are: The Chief Executive Officer, the Director of Finance, the 
Director of Workforce and Organisational Development, the Chief Operating 
Officer, the Medical Director, the Director of Nursing and the Director of 
Emergency Care. 

 
3. Membership 
 
3.1 The Committee shall be appointed by the Trust Board and comprise the 

Chairman and all Non Executive Directors of the Trust.  One Member (Chairman 
of the Trust Board) will be appointed as the Chair of the Remuneration 
Committee. 

 
3.2 A quorum shall be two members. 

 
3.3 Members should make every effort to attend all meetings of the Committee. 

 
4. Attendance 

 
4.1 The Chief Executive and the Director of Workforce and Organisational 

Development shall normally be invited to attend except when issues regarding 
their own remuneration and performance are discussed. 
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4.2 The Director of Corporate Affairs shall act as Secretary to the Committee and 

provide appropriate support to the Chair and committee members.  This will 
include agreement of the agenda with the Chair and attendees, collation of 
papers, taking the minutes and keeping a record of matters arising and issues to 
be carried forward and advising the Committee on pertinent areas. 

 
5. Frequency of Meetings 
 
5.1 Meetings of the Remuneration Committee shall be held as necessary but not less 

than twice a year and at such other times as the Chair of the Committee shall 
require. 

 
5.2 Where it is necessary for decisions to be taken between meetings of the 

Remuneration Committee, these decisions shall be taken by the Chair of the 
Committee and ratified and minuted at the next meeting of the Committee to 
ensure an effective audit trail. 

 
6. Reporting 

 
6.1 The minutes of the Remuneration Committee meetings shall be formally recorded 

and circulated to the Trust Chairman and Non-Executive Directors. 
 
6.2 The Chair of the Committee shall report verbally to the Trust Board after each 

meeting, outlining the key agenda items discussed while having due regard for 
the sensitive nature of some of the Committee’s discussions. 

 
6.3 The Trust’s Annual Report, which is approved by the Trust Board, shall include a 

statement of the Trust’s broad remuneration policy. 
 

7. Review 
 

7.1 The Terms of Reference shall be reviewed by the Committee and approved by 
the Trust Board on a regular basis. 

 
7.2 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 the Chair will ensure that an annual review of its performance be 
undertaken.  

 
8. Duties 
 
8.1 The duties of the Committee acting under delegated authority of the Trust Board 

are set out below. 
 
8.2 To agree the broad remuneration policy and performance management 

framework for the Trust’s Chief Executive Officer and Executive Directors as 
defined at paragraph 2.2 of these terms of reference. 
 

8.3 To approve the service contracts of the Trusts’ Chief Executive Officer and 
Executive Directors, including starting salaries and termination arrangements. 

 
8.4 To review the performance of the Chief Executive Officer and Executive Directors 

against objectives for the previous year, note forward objectives and agreed 
individual remuneration arrangements for these postholders. 
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8.5 In determining remuneration policy and packages, to have due regard to the 

policies and recommendations of the Department of Health and the NHS, all 
relevant codes, laws and regulations. 

 
8.6 To keep abreast of executive level remuneration policy and practice and 

market development elsewhere in the NHS and in other relevant 
organisations, drawing on external advice as required. 

 
8.7 To receive regular report on Committee Agreements, Settlements and 

Redundancies approved in accordance with Trust policies. 
 

8.8 To agree proposals for severance payments which fall outside the provisions 
of the contract of employment before submission to HM Treasury for 
approval. 

 
8.9 To receive an annual report on the outcome of the employer-based (local) 

Clinical Excellence Awards round. 
 

8.10 To undertake its duties having due regard to the provisions of Monitor’s NHS 
Foundation Trust Code of Governance. 

 
8.11 To undertake any other duties as directed by the Trust Board. 

 
 

ToRs agreed by:  Date of agreement:  

Review date: April 2017 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 97/17 
        Enclosure Number: (11) 

Subject: Charitable Funds Activity 

Prepared by: 
Sponsored & Presented by: 

Sabeena Shetty, Accountancy Technician 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To update the Trust Board, in their capacity as Trustee, on recent 
charity activity. 

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

 
The report provides information on total funds, income, and 
expenditure for the period up to April 2017. 

 

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

To note and receive the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be reported monthly 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Not applicable. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable. 

 

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

Organisational Priorities Not applicable 

Board Assurance Framework/ 
Risk Register Reference Not applicable 

Risk Description Not applicable 

CQC Reference Not applicable 

 

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

Charitable Funds Committee  11th May 2017 
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PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – May 2017 
 
Issue for consideration: 
To update the Trust Board, in their capacity as Trustee, on recent charity activity. 
 
 
1. Total Funds 

 
Portsmouth Hospitals NHS Trust General Charitable Fund has a fund balance 
of £1,302,000 as at 30th April, 2017.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £112,000, including the following items of note:  

 
· General Amenity fund was left a legacy of £52,000. 
· The Rocky Appeal raised nearly £21,000 through private donations and 

Just Giving donations. 
 

3. Charitable Expenditure 
 
During the month, expenditure of £92,000 was processed, including the 
following items of note: 
 
· The Eye Department Charitable ward fund spent £11,000 on an imaging 

camera to better clinical diagnostic results. 
 

4. The Rocky Appeal 
Net funds of £1,187,000 have been raised for the Robot appeal. The appeal 
has funded the four years of the robot lease and associated equipment.  

 
5. Investments 

The only investment held is with CCLA £119,000. 
 

6. Fundraising 
 

A new target for 2017/18 has been agreed at £1.3million for both the Charity 
and Rocky Appeal. 

We are pleased to see a constant level of uptake for the staff fleeces, with 
742 staff now wearing them across the Trust, this equates to 10.6% of the 
Trust. 

· Community Support: 
o A Thankful £1,400 for Neonatal Care. Hannah Bryant and her mother 

Lynn, raised £1,400 for QA’s Neonatal Unit.  Hannah’s premature 
daughter Beau was born with her bladder outside of her body- a rare 
condition never seen before at QA.   Hannah commented on the 
exceptional care Beau received before being transferred to Great Ormond 
Street for major surgery. 

o Renal Bike Ride Success- Their 206 mile challenge has raised £2,385! 6 
of Queen Alexandra Hospital’s Renal Department set off from Cosham on 
a mammoth 206 mile bike ride- all in aid of the Renal Fund at QA. They 
cycled to all the Dialysis centres starting at QA:  Havant, Bognor Regis, 
Basingstoke, Salisbury, Milford, Totton and Chandlers Ford before 
returning back to QA. 
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· April saw 13 press releases being publish for the charity, in the following 
publications:  

o 8 in The Portsmouth News – 37,257 print readers 
o 2 in Team Locals – 90 – 150,000 online readers 
o 1 in Postcode Publication -  32,000 readers across postcodes PO7 to 

PO11 
o 1 in The Directory (Petersfield)- 8,000 readers 
o 1 in The Directory (Alton) - 12,000 readers 
 

· Social media support is currently standing at:  
o Facebook followers: 1,191 
o Twitter followers: 1,065 
o LinkedIn: 67 

 
· Coming up events:  

o 10,000ft Skydive, Salisbury -10th  June  
o Corporate Networking, QA – 21st July to promote the charity, increase 

corporate interest in the Rocky Appeal and to get businesses on board 
for the final stretch of Rocky fundraising 

o Abseil the Spinnaker Tower, Gunwharf Quays -  26th  August 
o Golf Day at Ageas Bowl, Southampton -  7th September (we are 

looking for teams of 4 and companies to sponsor holes) 
o Great South Run - 22nd of October 
 

 
 
Sabeena Shetty 
Accountancy Technician 
 

348



 
 

 
TRUST BOARD PUBLIC – JUNE 2017  Agenda Item Number: 98/17 
  Enclosure Number: (12) 

Subject: Summary of Council of Governors most recent business 

Prepared by: 
Sponsored & Presented by: 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To keep the Trust Board abreast of Council of Governors business 

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

To note the content of the paper. 

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

The Trust Board is asked to consider if there is any detailed piece of 
work/review that it would like the Council of Governors to carry out on 
its behalf. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

A summary of business will be shared with the Trust Board on a 
regular basis 

Consideration of legal issues 
(including Equality Impact 
Assessment)? 

Not applicable. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

No applicable. 

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

Organisational Priorities Not applicable. 

Board Assurance Framework/ 
Risk Register Reference 

 
Not applicable. 

Risk Description Not applicable. 

CQC Reference Not applicable. 

 
Committees/Meetings at which paper has been discussed/ approved: Date 
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Council of Governors most recent business 
 

Full Council of Governors 
 
The Full Council of Governors met on Thursday 18 May, when the following items 
were discussed: 

 
Paul Thomas, IDS Lead provided an update on the IDS/D2A Plan. Immediately 
following the meeting, he circulated the A & E Delivery Plan Summary for April 2017 
to the Governors, together with data that they had previously requested, which 
included answers to their questions around implementing SAFER on the wards. 

 
The Governors were asked to submit any questions they had to the Executive 
Director for Emergency Care, who would be asked to provide an update of the plan  
at their next meeting in July. 

 
The Chairman briefed the Governors on the imminent changes within the Trust 
Board, which included his own position, the appointment of three new Non-Executive 
Directors (David Parfitt, Melloney Poole and Christine Slaymaker (designate))  and 
the Forthcoming Chief Executive and Medical Director interviews. 

 
The Chairman briefed the Governors on the local healthcare systems’ commitment to 
reducing the number of MFFD patients within the hospital from 270 to 100 and to 
never to have more than 100 people who are MFFD in the hospital. The plan 
implementation had already begun with both Solent and Southern healthcare, 
recruiting to provide a trained workforce to resolve this problem. 

 
A representative from HR is to be invited to speak at the next Full Council of 
Governors meeting in July. 

 
The Governors insisted that their frustration with the seeming lack of improvement 
with the Unscheduled Care agenda be brought to the attention of the Board. 

 
Planning & Performance Trust Advisory Group 

 
The Planning and Performance TAG met on 18 April, when the following items were 
considered: 

 
The Director of Finance presented “Understanding the Financial Plan for 2017/18. 

 
The Director of Corporate Affairs reminded the Governors of the forthcoming Public 
Constituency meetings, which would take place in May. 

 
There would be presentations on both Patient Transport and the recommendations 
following the Peer Review of the Stroke Service/ MOPRS, at the next meeting in June. 

 
Best Hospital, People & Care Trust Advisory Group 

 
The Best Hospital, People & Care TAG met on 28 April, when the following items 
were considered: 

 
Alison Fitzsimmons, General Manager for Clinical Support CSC and Head of 
Professions presented the SAFER Bundle. A copy of the publication ‘Last 1000 Days 
from red2green’ was shared with the Governors. 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 100/17 
        Enclosure Number: (13) 

Subject: Solent Acute Alliance (SAA) Update 

Prepared by: 
Sponsored & Presented by: 

Tristan Chapman – Programme Director (SAA) 

Peter Mellor - Director of Corporate Affairs 

Purpose of paper  For noting 

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

 Progress in regard to: 

· IOW ISR Clinical service reviews:   
o Phase 3 update  
o Future requirements and critical path 

· STP Capital Bids 
· Support services projects – Pharmacy/Pathology/Back Office 
· Mainland partner projects – Spinal/Orthopaedics/Renal/RTT 

 

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

 N/A 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 N/A 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Organisational Priorities N/A 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference N/A 

 

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

Executive Stocktake 

5 May 2017 – 11.00-13.00 

Executive Boardroom, University Hospital Southampton 

Chair – Fiona Dalton 

Notes 

No Agenda Item 
 

Action 

1. Welcome and introductions and apologies  
Attendance: 

Fiona Dalton – Chair, CEO, UHS  
John Richards – CCG CEO, Southampton City CCG 
Derek Sandeman – Medical Director, UHS  
John Knighton – Deputy Medical Director, PHT  
Adrian Byrne – Director of Informatics, UHS 
Jon Burwell – Director of Strategy, IoW  
Steve Parker, - ASR Clinical Lead, IoW 
David French  - Chief Financial Officer, UHS 
Richard Samuel – Chief Officer, STP 
Tristan Chapman, - Programme Director, SAA 
Sarah Turner – Programme Lead, SAA 

Apologies: 
Maggie Oldham – CEO, IOW 
Eve Richardson – Chair, IOW 
Sir Ian Carruthers – Chair, PHT 
Tim Powell – CEO, PHT 
Peter Hollins – Chair, UHS 

 

 

2. Review of minutes and actions 23.03.17  

Actions picked up within the highlight reports 
 

 

3. IOW ISR Clinical service reviews:  (Steve Parker) 
· Phase 3 update - presentation 
· Future requirements and critical path 

 

Presentation to the Board by Steve Parker on the process, progress and potential outcomes 
ASR. 
Q & A 
A variety of questions were asked during the presentation covering: 

· Concerns around travel and transfers; 
·  the viewpoint of each Trust; 
·  the level of specialty integration in existence across the Trust; 
·  whether clinical viewpoints are supported by each Trust;   
· what the ASR blueprint will consist of and the actions which will be required by the 

Solent Acute Alliance; 
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· the modelling work still to be undertaken and whether the models proposed are 
sustainable or not; 

· The type of model required eg make ‘ologists’ responsible for acute medicine.  One 
acute physician to organise the system and ologists responsible for medicine to 
alleviate recruitment issues; 

· How to achieve quick wins, in particular urology, the need unblock the problems and 
how to achieve.  Senior clinical and exec leadership to hold the organisation to 
account and unblock the problems.  PMO to set up a process. 

· To take the learning from Dorset, to put some difficult conversations out early on to 
socialise the problem; 

·  The need to reflect on the blueprint and then decide on what consultation may look 
like.  The need to be clear and say, we can deliver it and sustain it; 

· The SAA  view regarding the Isle of Wight is: 
o There does need to be significant change to clinical models, and these need 

to be based on a whole-system approach on the island (not just acute 
services) 

o The Acute Alliance can continue to support and challenge the acute care 
models 

o The costs of providing care to a small island community need to be clearly 
identified 

 

 
 
 
 
 
 
 

PMO 

4. STP Capital Bids: (Tristan Chapman) 
                               Wave 1 – submitted. 
                               Wave 2 – in progress 

 

A general discussion took place as to what the guidance for Wave 2 submissions should be.  
RS commented that there had not been any real clarity since purdah.  However the SAA needs 
to reflect the capital need in wave 2 but are unlikely to be supported if a wish list is received 
from everyone.  Wave 2 bids do not need to be as robust as Wave 1.  IT bids need to be 
included but unlikely to be funded through this process.   
 
After a wide ranging discussion, a decision was made as to the bids to put forward for Wave 2 
by the Board, with a request that a place holder goes in for UHS in line with North Hampshire 
bid to allow for the impact on UHS from their redesign. 
 
Projects to put forward for wave 2: 

· Pharmacy:  outsourcing OP dispensing 
· Pharmacy:  Procurement and distribution centre 
· OP Digital 
· Theatres 
· IoW digital capital bid 
· Placeholder for UHS against the North Hampshire redesign capital bid. 

 
Only the summary pages from Wave 1 template need to be completed.  RS to take back to the 
STP as how to approach.  Conversation off line.   
 
Concern was raised that Maternity had not been included in the digital plan.  RS would 
address this with Andy Eyles. 
 

 
 
 
 
 
 
 
 
 
 

PMO 
 
 
 
 
 
 
 

RS 
 
 

RS 
 
 

5. Support service projects:  (Jon Burwell) 
· Pharmacy 
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· Pathology 
· Back Office 

Not discussed due to time constraints. 
 

 

6. Mainland Partner Projects:  (Derek Sandeman) 
· Spinal/ Orthopaedics 
· Renal  
· RTT 

New Opportunities (All) 
To note STP proposal to move Children and Maternity to own LDS/Programme 

 

Spinal/Orthopaedics 
Updates were provided around the development of combined Spinal and Orthopaedic 
services.  The model is being written up to financial proposals and pathways for discussion 
with the commissioners.  Written to the Portsmouth commissioners confirming the current 
situation and confirming the date of October for spinal patients and until then the pathway 
that was agreed in 2015 still stands. 
Orthopaedics in development, concern regarding sufficient ortho scrub staff working to the 
anticipated date of flipping the two areas. 
Use of vascular surgery theatres with orthopaedic model using the vacant list.  Model to send 
3 consultants to to fill the list, then tried to match them with the need of the list but this is 
complicating matters.  So Jacqui is talking with orthopods to confirm who for the 3 lists. 
Developing in the long term what is the core activity for joint activity. Conversation just 
starting. 
 
Renal 
Meeting took place on 24 April.  Agreed renal model suited both parties.  Wessex wide renal 
service with a SPOA with PHT delivering that.  IP at UHS.  Joint appt between the 2 hospitals 
and how it would work across 7/7 and the weekend and also avoid sending dialysis to PHT and 
back to improve patient experience.   
RS has been talking with specialised commissioning looking at how this could operate in 
future, share opportunities etc.  Is renal one of the areas they could look at in terms of 
prevention, pathway etc, maybe involve specialise in phase 2?   
Wessex delivery board specialist commissioners are essentially proposing reuniting the 
commissioning budget with CCG allocations whilst retaining accountability for the spend, but 
getting CCGs responsible for making the changes, to bring everything back into line, improving 
patient experience.  RS will send round place based commissioning information.  
 
RTT 
Constructive meeting with PHT looking at RAG rating.  ENT, gynae, ophthalmology, will look at 
in detail. Help requested in gastro from UHS but UHS has a short term medical shortage so 
unable to provide capacity.  However potential discussions around the models of care  and 
offer of help to PHT if they wish for a discussion. 
PHT would prefer help with providing diagnostics. 
Organisations need to have these discussions; both Trusts need to be more challenged.  COO 
next meeting to provide that challenge. 
Tower Hamlets removal of 60% of all activity of OP for activity.  It is also about removal.  Need 
to look at the hotspots and looking at whether we can strip other points out. 
 
Selecting the next specialties for focus by the alliance 
Need to prioritise the project team, clinical team, commissioners, PMO etc, look at capacity, 
all parties need to come to the table for prioritisation process.  Each partner needs to bring 
their priorities back to the table. 
Prioritisation criteria should be based on what the STP has used in prioritising system bids.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ALL 
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STP Childrens Group 
The Children’s strategic clinical network is a large programme in its own right covering the 
Hampshire and IoW.  STP wished to ask the Alliance if they support them to have their own 
programme of work and not come under the governance arrangement of the Alliance as an 
Acute Board.  It is this the same for Maternity?   
FD:  Happy for Children’s and maternity to report directly to the STP. 
 

 
 
 

 
RS 

7. AOB  
Date of next meeting 9 June 2017.  
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TRUST BOARD PUBLIC – JUNE 2017      Agenda Item Number: 101/17 
         Enclosure Number: (14) 

Subject: Company Secretary Papers to Note 

Prepared by / Sponsored by /  
Presented by: 

Peter Mellor, Director of Corporate Affairs & Business 
Development 

Purpose of paper For Information / Awareness 

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

To receive and note the minutes from the following Committees: 
 
Council of Governors 

- 27 March 2017 
 
Finance and Performance Committee 

- 30 March 2017 
 
Governance and Quality Committee 

- 13 April 2017 
 
Charitable Funds Committee 

- 11 May 2017 
 

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

The Board is asked to note the minutes. 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

The minutes will continue to be submitted to Trust Board on a 
monthly basis. 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

N/A 

 

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

Organisational Priorities N/A 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference N/A 
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357



  

K,0 
 

 

MINUTES OF THE FIFTY SIXTH MEETING OF THE COUNCIL OF GOVERNORS 
OF PORTSMOUTH HOSPITALS NHS TRUST 

Monday 27th March 2017 

2.00pm – 4.30pm 

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

 
PRESENT:  

Public – Fareham & Gosport: 
Richard Mackay 
Mary Sheppard 

 
Public – Havant & East Hampshire: 
Ernie Wells 
Roland Howes 
Frances Bates 
Jocelyn Booth 

Public – Portsmouth City: 
Ken Thompson 
Robin Lander-Brinkley 

 
 

Patient/Carer: 
Robin Marsh 

Appointed Governors: 
Elizabeth Kerwood- Fareham & Gosport and SE Hants CCG 
Norman Robson - West Sussex 
Cllr Peter Edgar - Hampshire County Council 
Richard Thelwell - University of Portsmouth 
Sarah Edmonds -  Portsmouth City 
Lez Ward – Portsmouth City 

IN ATTENDANCE: 
Sir Ian Carruthers - Chairman 
Tim Powell - Chief Executive 
Peter Mellor – Director of Corporate Affairs 
Simon Holmes – Medical Director 
Suzanne Hogg – Health & Social Care Partnership Lead 
Carla Bramall - Emergency Planning Officer and PHT Lead for Discharge Services 
Dawn Humphrey - Personal Assistant to Council of Governors (Minutes) 

APOLOGIES: 
Adel Resouly – SE Hants CCG 
Jayne Jempson (part) – Staff 
Julia Barton - Fareham & Gosport and SE Hants CCG 

 
The Chairman announced that Julia Barton would be moving to another CCG and welcomed her 
replacement, Elizabeth Kerwood. He confirmed that Gareth Bridgman would shortly join as a patient 
Governor representative and thanked Norman Robson for attending the meeting, so soon after his recent 
surgery. 

 
DID NOT ATTEND: 
Les Jones - Staff 
Surg Cdre Peter Buxton – RN 
Cllr Gwen Blackett - Havant Borough Council 
Cllr Luke Stubbs - Portsmouth City Council 
David Gattrell – Public Fareham & Gosport 
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12-17 DECLARATIONS OF INTEREST 
The regular declarations of interest for Richard Mackay and David Gattrell were recorded. 

13-17 MINUTES OF THE PREVIOUS MEETING 
It was agreed that the Minutes of the meeting held on 19 January 2017 were a true and accurate 
record. 

14-17 MATTERS ARISING / ACTION GRID 
Outpatient Check in Data 
The Director of Corporate Affairs explained that this Spanish piece of software had gone through a 
robust procurement process, but now required extra resource. The Governors sought to understand 
the detail around the Business Case as the benefit of this software was yet to be seen. The 
Chairman agreed that there was a need for a review and would advise the Governors of the 
outcome. 
Action:  Director of Corporate Affairs 

 
Patient Concerns 
Details had yet to be provided by Robin Lander-Brinkley. 

 
CCG’s representation at Public Meetings in May 2017 
The Director of Corporate Affairs confirmed that there would be representation from the CCGs. 

All remaining actions completed and therefore removed from the grid. 

There followed an in depth discussion in regard to the Governors concerns over hospital discharges 
and bed-blocking. The Chairman confirmed that both Hampshire and Portsmouth local authorities 
would receive £10m more funding, which would be made available to get people out of hospital and 
that we were currently awaiting the details of this. The Chairman stated that it would be for the local 
authority to decide how the money was spent, but he felt assured that the intention was to use the 
money for care in the community. The Director of Corporate Affairs explained that the presentation 
under agenda item 17-17 should provide answers to the Governors concerns. 

 
The Director of Corporate Affairs reminded the Governors that Cllr Luke Stubbs, the representative 
for Portsmouth City Council, was also the portfolio holder for Social Care. 

15-17 CHAIRMAN’S REPORT 
Changes to Hospital Board 
The Chairman talked through the following recent changes to the Hospital Board. Steve Erskine was 
leaving on 31 March to become Chairman of Poole Hospital Foundation Trust. Liz Conway had 
resigned due to business commitments and would leave at the end of April. Mark Nellthorp had 
become the Deputy Chair and two non-executives would be recruited later this week. He explained 
that although he had been keen for the Governors to be part of the appointment process, the NHSI 
would not allow this as the Trust was not in a statutory position and we were bound by protocol. 

 
Emergency Care 
The Chairman reported that the hospital had been served with another enforcement notice. The  
Chief Executive confirmed that the CQC had carried out a number of unannounced inspections 
during February, looking at the urgent care pathways, Emergency Department, Acute Medical Unit 
and our escalation capacity. 

 
The CQC had been impressed with the improvements they had seen in the Emergency Department 
and referred to it as ‘outstanding’. The focus had now shifted to the next part of the pathway, AMU 
which they saw as being under immense pressure. 
The Chairman clarified that the two enforcement notices were: 

 
§ Staffing in Acute Medical Unit– to ensure that the hospital was always compliant based on the 

acuity and dependency of its patients. 
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 § GP Referral Area –if there were to be any more than 8 patients in this area, they should be 
referred back to the Emergency Department, which would then be ‘staffed up’ to the required 
number, in line with the standard operating procedure. 

 
The same level of attention to that which had been applied to the Emergency Department now 
needed to be given to the Acute Medical Unit .There was an immediate 30 day plan in place which 
would be overseen on a daily basis, by the Executive Director, Emergency Care. Sarah Edmonds 
asked how long this situation would have continued, had the CQC not brought it into sharp focus with 
the 30 day plan. The Chief Executive saw this as an opportunity to direct our efforts to the immediate 
problems which needed to be addressed. 

 
The Chairman stated that it was our aim to achieve an occupancy level position of 98-100% plus to 
90% and to close many of the overflow areas, which were preventing patients coming in for their 
surgery. 

 
Vascular Service 
The Chairman confirmed that the implementation date for the phasing in of service changes for 
Vascular was 1 April 2017. 

 
Spinal Surgery 
The Chairman spoke of the changes to Spinal Surgery, which would take place progressively, during 
the course of the year; most, if not all Spinal Surgery would be concentrated in Southampton. 

 
Financial Position 
The Chairman stated the financial position was tight and that we would end the year with a £16m 
deficit. This was disappointing, despite there being an improvement on the £23m deficit for last year, 
and only emphasised that our success hinged on urgent care, as we would have had £19m more, 
had we met our targets. 

 
Sustainability and Transformation Plan (STP) 
The Chair sought to update the Governors on what was happening in our local context, as this would 
shortly become apparent. From the STP, Hampshire and the Isle of Wight had divided into five 
constituencies for the purpose of its implementation: Portsmouth & SE Hampshire, Mid and North 
Hampshire, Isle of Wight, Frimley and Southampton and SW Hampshire. 

 
He explained that there was recognition that some of our problems could only be improved if we 
pooled the available funding and work together better. There would be one plan, using one amount  
of money and a shift towards a more managed and planned approach, which was a prelude to 
becoming one organisation for the whole of Portsmouth and South East Hampshire, called an 
Accountable Care Organisation. 

 
A Board had been established which embodied representatives of local authorities, community  
trusts, Hospitals and CCGs; the statutory organisations would remain in place. Four of the five CCGs 
had appointed one Accountable Officer to address issues with local councils. The Chairman had 
been asked to Chair the Accountable Care System Board locally and confirmed that they would 
begin to function from 1 April 2017. 

16-17 HOSPITAL MORTALITY 
Simon Holmes, Medical Director joined the meeting to present the attached: 

 

 
Hospital Mortality 

Standardised Ratio ( 

Mary Sheppard referred to an individual who had recently collapsed, due to a dissecting aneurysm 
and wondered why he had been admitted by ambulance to QAH, but then transferred to 
Southampton Hospital. 
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 The Medical Director replied that a dissecting aneurysm was very different from an aortic aneurysm 
and was a thoracic problem, which would require the expertise of cardiac surgeons. 

 
Robin Marsh asked about the measurement of hospital deaths. The Medical Director explained that 
HMSR statistics included deaths that occurred immediately after discharge, whereas SHIMI statistics 
reflected those that had died up to 30 days after. It was important to note that we  now reviewed 
every single death that occurred, to see if a patient’s care had been compromised at any point in  
their pathway. 

 
Robin Lander Brinkley asked the Medical Director to define the meaning of ’outlying patients’. He 
explained that if a patient was considered medically fit, but might need a small package of care in 
place before going home, then they would be moved to an outlier, such as the Coronary Care unit,  
so that their bed could be made available for a higher risk patient from the Emergency Department. 

 
Mary Sheppard recalled that some years ago nurses had moved from ward to ward, which meant 
that they took their experience with them. The Medical Director agreed that sub specialisation had 
affected both doctors and nurses equally, and all had become focused on their own area, so there 
was less spread of general knowledge now. 

 
Ernie Wells noted that death certificates recorded many older people as having had pneumonia, no 
matter what their cause of death. The Medical Director said that there had been improvements to 
death certification and that we were now able to record frailty or old age on death certificates. 

17-17 UPDATE ON IDS/ D2A 
Suzanne Hogg - Health and Social Care Partnership Lead and Carla Bramall - Emergency Planning 
Officer and PHT Lead for Discharge Services had joined the meeting to present the attached: 

 

 
IDS and D2A 

presentation 27 03 1 

 
Suzanne Hogg explained that she would provide the Governors with an update on the consolidation 
of the IDS and headlines of the data they had requested. Following this meeting, she would furnish 
them with the data in far greater detail, together with a narrative. 
Action: Suzanne Hogg/Carla Bramall 

 
Richard Mackay asked for the patient discharges target. Suzanne Hogg replied that a cohort of 
MMFFD patients could be split into simple and complex discharges, with a breakdown of 80% simple 
and 20% complex. 

 
It had been suggested to Richard Mackay by one of the junior doctors that the importance of 
completing timely discharge summaries had not been explained to them. Carla Bramall confirmed 
that a training programme was being rolled out around SAFER and SAFER principles. The Director 
of Urgent Care was conducting sessions with consultants and teaching around SAFER principles to 
groups on wards. 

 
Richard Mackay asked why training had not been carried out when SAFER was first introduced. The 
Chief Executive confirmed that training had been completed for exemplar wards and was now being 
rolled out to all warded areas. The NHSI had identified that we now needed to translate our pride in 
specialised services/sub specialisation services, to the DGH core services. 

 
Suzanne Hogg explained that Sarah Austin was leading on a piece of work to develop an End of Life 
Care service, for Portsmouth patients and its initial mobilisation would commence at the end of May. 
Mary Sheppard asked how closely the team was working with the hospice at QAH and other 
organisations providing end of life care. 
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 Suzanne Hogg stated that her team routinely worked with those organisations and would continue to 
do so. There was work going on to scope replicating the End of Life Care service in Hampshire, 
which would provide a much higher quality end of life care service for our patients. Robin Marsh 
asked if the end of life planning staff included a skilled team of nurses. Suzanne Hogg confirmed that 
all of the community nurses were skilled in providing end of life care. 

 
Norman Robson expressed concern around trends for delayed transfer of care as there had been 
175 in January 2016, 221 last month and 244 in the current month. He asked what would be the key 
success factors to rectify those numbers. The IDS had been co-located and the team had integrated 
some of the systems and process in a way that should lead to a smarter response to assessing and 
providing the needs of patients. In terms of trajectory, the aim was to reduce the numbers of MFFD 
by 100. The team was working with PHT colleagues and other system partners to micromanage the 
numbers of MFFD patients and to raise the expectation around decisions to discharge. 

 
Richard Mackay asked if there was a detailed project plan to reduce the numbers. Suzanne Hogg 
answered that there was a programmed plan for IDS and D2A. The new Operational Lead for IDS 
had been in post for 6 weeks and was tasked with developing the trajectory for the reduction of 
MMFD alongside a refresh of the IDS and D2A programme plan; which would be locked in before the 
end of April. 

 
Robin Marsh questioned the relationship between the IDS and the Rowans. Suzanne Hogg  
explained that the discharge planner focussing only on end of life care patients, was well known to 
them and linked with them on a daily basis. 

 
Frances Bates asked why stranded meetings were on a Monday to Friday and not 7 days a week. 
Suzanne Hogg explained that it was a resource issue. Our poorest performance days of discharges 
against target were Sunday and Monday because there was not a fully resourced weekend model 
within IDS. There was more work to do within the hospital, around applying the principles of SAFER 
rigorously at weekends. Frances bates asked if Social Workers worked at the weekends. Suzanne 
Hogg answered that the Hampshire resource did but Portsmouth currently did not. Increasingly she 
felt that there was a need for 7 day service for discharge planning. 

 
Richard Mackay referred to the detailed plan to reduce the number of MFFD patients,  which 
Suzanne Hogg had suggested would be finalised by the end of April. He asked if this could be 
shared with the Governors at their next meeting on 18 May and the Chairman agreed. 

 
In regard to managing the expectations of patients and families. Frances Bates asked if they were 
given any information when they came into the hospital. The Chief Executive confirmed that they did 
have a plan which was updated daily, but would establish if patients were handed any written 
information such as a leaflet. 
Action: Director of Corporate Affairs 

 
The Chairman summarised that 16 HCSW domiciliary care staff were being recruited, who would 
provide care for 80-100 patients. Frances Bates asked if the HCSWs would be means tested. The 
Director of Corporate Affairs confirmed that this would be free of charge (for a fixed period of time). 

18-17 FEEDBACK FROM TRUST ADVISORY GROUPS 
Richard Mackay updated that the Head of Organisational Development and Head of Employee 
Resourcing delivered an excellent presentation at the Planning & Performance TAG meeting on 20 
February, which he felt was due in part, to them being provided with a series of questions from the 
Governors in advance of the meeting. 

 
It had been agreed that Richard Mackay would remain as Chair of the Planning & Performance TAG. 

 
The Director of Finance would present “Understanding the Financial Plan for 2017/18 at the next 
meeting on 18 April. 
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 Sarah Edmonds Updated that there had been two presentations to the Best Hospital, People & Care 
TAG on 27 February: 

 
The Head of Patient Experience presented the Patient Engagement Strategy (August 2015) and 
Patient Experience Report (Q3 2016-17) for discussion and confirmed that there would be a focus on 
four key priorities: Care of those with specialised health needs, enduring mental health issues, 
supporting those with learning disabilities and end of life care. The Governors had offered their 
involvement in terms of reviewing of some of the work on the outcomes. 

 
The Project Lead and Project Manager presented an update on the Day Surgery Configuration 
Project. The Governors eagerly awaited the outcome of the business case proposition to improve the 
throughput or the plans for the Day surgery re-configuration project, which required an investment  of 
£500.000. 

 
The General Manager for Clinical Support CSC and Head of Professions would present the SAFER 
Bundle at the next meeting on 28 April. 

19-17 DECISION ON SUMMARY OF INFORMATION TO BE SHARED WITH THE TRUST BOARD 
Richard Mackay suggested that the Director of Corporate Affairs repeat the Governors frustrations at 
the slow resolve in the MFFD situation, as well as the concern raised by Norman Robson about the 
effectiveness and cost effectiveness of the of the IDS/D2A. 
Action: Director of Corporate Affairs 

20-17 FEEDBACK OF ANY THEMES FROM PUBLIC CONCERNS 
Ken Thompson highlighted the increasing number of breakdowns to the radiotherapy machines at 
QAH, which impacted on patients and staff and questioned the standard of maintenance engineers. 
The Director of Corporate Affairs confirmed that there would be a service contract for these  
machines with the correct number and quality of specialist engineers. However, The Chairman asked 
him to look into the number of patient treatment sessions which had been delayed and how many 
breakdowns there had been and provide a brief note for the next meeting in May. 
Action: Director of Corporate Affairs 

 
Ernie Wells questioned whether some of our patients were being discharged too early. He referred to 
a patient who had recently been discharged, re admitted within 24 hours and died shortly after. The 
Director of Corporate Affairs was familiar with this particular case. He had sought the opinion of the 
Medical Director and had then replied personally to Ernie Wells. However he confirmed that our re- 
admission dates were no worse, if not better, than most other hospitals. 

 
Richard Mackay referred to the Outpatient Phlebotomy Service and Phlebotomists which QAH 
provided in the community. He had a current leaflet for this service, but felt that the information 
conflicted with that which was available in the community. The Chairman agreed that we would look 
into this issue. 
Action: Director of Corporate Affairs 

21-17 PROPOSED AGENDA ITEMS FOR NEXT MEETING 
Richard Mackay had suggested under agenda item 17-17 that the IDS/D2A Plan (which  would 
include targets by date and actions) be shared with the group in May. 
Action: Dawn Humphrey 

22-17 ANY OTHER BUSINESS 
Mary Sheppard highlighted that as the Governors had been in existence for some 10 years and had 
decided to hold two sessions for them to meet and conduct a review of their effectiveness, discuss 
their future aspirations and to look at any future training needs they might have. She saw this as an 
opportunity to see if they could improve what they were doing and with the hospital in general. 

 DATE OF NEXT MEETING 
Thursday 18 May, 10.30 – 13.00,Oasis Centre, QA Hospital 
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FINANCE & PERFORMANCE COMMITTEE 

M I N U T E S 
Thursday 30 March 2017 

9am – 12noon 
Trust HQ Meeting Room  

 
Present: Steve Erskine – Non Executive Director and Chair of the Committee 
 Liz Conway – Non Executive Director 
 Michael Attenborough-Cox – Non Executive Director 
 Chris Adcock – Director of Finance  
 Kevin Nederpel – Deputy Director of Finance 
 Peter Mellor – Director of Corporate Affairs and Business Development  
 Sheila Roberts – Chief Operating Officer 
 Rebecca Kopecek – Director of Workforce 
 Steve Smith - Head of Finance Business Partnering 
 Richard MacKay – Council of Governor 
Minutes: Susan Boyle – PA to the Director of Finance  
In Attendance: Rob Haigh – Director of Emergency Care for item 19/7 (2) Month 11 Ops. Report 
 Eddie Tuke – Associate Director of Commissioning for item 20/17 (2) Aligned Incentives update 
 Andy Burrows – Director of Estates and Redevelopment  for item 20/17 (6) PFI Commercials 
 Steve Dudfield – GM for Renal for item 20/17 (7) STW for Fresenius Medical 
 Emily Petts – Procurement Specialist for item 20/17 (7) STW for Fresenius Medical 
 Lee Williams – Head of Financial Accounting for item 20/17 (8) and (9) Da Vinci and SBS 
 
ITEM MINUTE 
17/17 Apologies 

Apologies were received from: Ed Donald and Cathy Stone. 
 

18/17 Minutes from Previous meeting 23 February 2017 
The minutes were agreed as a true and accurate record of the meeting.   
 

19/17 Finance and Performance Reports 
 Director of Finance Update 

Chris Adcock gave his update to the Committee highlighting the following key points: 
· The latest version of the year end I and E forecast reflects the current income offer from 

Commissioners which, as presented previously, is £3m short of the level required to 
achieve the revised year end deficit of £16.1m.  It has become clear that CSC activity 
forecasts will not be achieved and the Trust is reliant on negotiating additional income 
with Commissioners to offset the activity shortfalls.  He confirmed discussions remain 
productive and open, and that any opportunities to improve the current position would 
be confirmed in the next week.   

· NHS Improvement had confirmed that Q4 Sustainability and Transformation Fund 
(STF) allocations would be based on achievement of financial control totals only.  This 
would not impact on PHT due to the anticipated adverse position for Q4.  NHS 
Improvement had also confirmed that the Trusts appeal in relation to Q2 STF 
allocations for RTT performance (£.03m) had been rejected.   

· Chris advised the Committee that he had enquired with NHS Improvement whether 
capital to revenue transfers would be available in relation to capital underspends in 
16/17 and that NHS Improvement had confirmed that they would not.  

· Chris also advised the Committee that the revised financial plan submission due today 
required the Trust to reflect the NHS Improvement advised Capital Resource Limit for 
17/18 which the Trust continues to dispute and a note would be sent to NHS 
Improvement to this effect.  

 
 Month 11 Operational Performance Report  

Unscheduled Care 
Rob Haigh advised the Committee that within the last month, 3 initiatives have been 
implemented which included engagement, and the launch of on call working practices.  On the 
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8 May 2017, 8 – 10 Consultant Physicians will be based in MAU, the Improvement Plan now 
includes CQC and Deanery recommendations, and the launch of Safer Principles and Early 
Discharge workshops led by Senior Nurses are taking place.   He went onto advise that 
discharges have been brought forward by 2 hours resulting in movements being made and a 
start to reduce capacity.  
 
Liz Conway asked about the leadership in AMU.  Rob confirmed that a new Matron is now in 
post along with a Head of Nursing.  A discussion then ensued around the position of the 
national performance and medically fit for discharge patients and Rob confirmed since himself 
and Sheila Roberts have been in post, a better working relationship with our partners for 
discharging patients is evident.  
 
Sheila Roberts then went onto advise that the A&E performance for February was at 75%, and 
that there were 88 breaches in 12 hr trolley waits.  She also advised that 337 ambulances were 
delayed for more than 30 minutes, with 279 ambulances delayed for 60 minutes.  The Trust 
called an internal incident due to the level of demand but was able to recover quicker than 
previously.  She confirmed relationships with SCAS have improved and weekly calls between 
SCAS and PHT take place to discuss performance.  SCAS have also begun sending the Trust 
plaudits when we are performing well which is good for moral.   
 
Overall she advised the Emergency Department has seen improvements which are not 
necessarily due to seasonal change and confirmed that Simon Stevens, Chief Executive of 
NHS Improvement will be visiting the Trust to review the Urgent Care Centre.  
 
Scheduled Care 
Michelle reported that RTT had just missed the revised trajectory for February of 90.9% with 
90.49% performance.  The adverse impact of pausing Orthopaedic elective activity for a longer 
period to support unscheduled care was impacting on the overall Trust position.  March 
remains close to the 92% standard, but risks continue. 
 
She reported 2 breaches of the 52 week wait standard however both patients had not come to 
any physical harm.  There were no breaches of the 28 day rebook standard, although 7 urgent 
operations had been cancelled but all patients have now received their treatment.  The waiting 
list has reduced by 99 patients in month and the patients waiting greater than 18 weeks has 
reduced to 422, with 215 patients waiting greater than 35 weeks. 
 
The diagnostic 6 week standard was achieved at 99% in February, however, March and future 
months are at risk due to repeated CT and MRI breakdowns. 
 
Liz Conway raised her concerns regarding the breakdowns and questioned the reasons behind 
these.  Michelle confirmed they are now failing monthly as a result of the equipment being out 
of date and overused.  Liz questioned whether there is a contractual agreement with the 
downtime and Michelle confirmed that the General Manager for Clinical Support has been 
asked to review this.  Peter Mellor advised that the contract itself needs to be reviewed.  
 
Michelle went onto advise that cancer provisional performance reports 5 of the 8 standards 
being achieved in February.  It is unlikely that the 62 day FDT standard will be achieved, 
although March is looking more favourable.  Only 4 patients were treated in February outside of 
the 104 day standard. 
 
Stroke services have delivered 9 of the 13 measures in January.  Challenges to deliver the 
Scan achieved in 1 hour and admission to stroke unit continue due to unscheduled care 
pressures.  The 12 hour wait to scan was achieved. 
 

 Cash and Working Capital  update 
Kevin Nederpel updated the Committee on the Trusts Cash position advising that NHS 
Improvement supported the loan application and the Trust received £3.3m in the form of an 
uncommitted loan facility in February, and £3.9m in March.  He also advised that NHS 
Improvement had required that the Trust also drawdown cash support equivalent to the capital 
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carry forward into 17/18 of £4.1m.  Chris Adcock had previously briefed the Chair of the Trust, 
Chief Executive and the Chair of the Finance Committee to this effect. The Chair highlighted 
his concerns going into the next financial year borrowing £52m.  Chris Adcock confirmed he 
has briefed the Auditors in this regard.  
 

 Month 11 Forecast Review update 
Steve Smith updated the Committee on the forecast outturn position for Month 11 advising that 
the deficit included the non-recovery of Q3 and Q4 STF funding allocations of £7.3m.  The 
Chair questioned where the savings made via the GRIP programme are evidenced.  Steve 
advised these savings came too late in February to make a difference however controls will 
improve going forward, just not in this financial year.  He re-emphasised that the Trust needs to 
ensure that the control totals are enacted going forward.  The Committee noted the 
presentation of the year end position alongside the update from Chris Adcock at the start of the 
meeting.  
 

 Committees Risks 
Peter Mellor presented the paper advising that since the circulation of the papers, the target 
dates and mitigating risks have been updated.  He did however confirm that the risks 
adequately linked are articulated with the detail.  
 

20/17 Other Updates 
1) Annual Plan and Budget Setting 

Kevin Nederpel gave an updated presentation to the paper circulated to the Committee 
advising that the next submission date for the revised plan to go to NHS Improvement is the 30 
March at 12noon.  He confirmed the budgets have been worked through with the CSCs but are 
yet to be signed off.   
 
The Chair highlighted his concerns on submitting a plan that the Trust can’t necessarily meet.  
Chris Adcock advised that there remain clear risks and unidentified savings in order to meet 
the control total surplus.  The further development of schemes internally along with system 
wide workstreans would mitigate these risks along with benefits which need to be worked up 
now that a new contractual form and system risks management & accountability arrangements 
are being established.  These developments have come too late to be fully incorporated into 
plans to date.  Substantive updates will be brought to the next and subsequent Committee 
meetings.   
 
The Chair asked when we are likely to get all the CIPS.  Kevin advised he will bring the detail 
back to the next meeting.   
Action: Kevin Nederpel 
 

2) Aligned Incentives Contract Update 
Eddie Tuke attended the Committee and tabled the attached document which provided an 
explanation on the PbR contract and the plan going forward based on the Bolton and Mid 
Tunbridge Wells model.  The Chair asked what the timescales were and Chris confirmed that 
the structure is to be discussed with the Director of Finance CCGs next week and that a paper 
will be presented to the Board.  It was agreed for an update to be provided at the next meeting.   
Action: Chris Adcock 
 

3)  GRIP and Recovery  
Due to time constraints, Chris Adcock confirmed that this will be discussed at the Private Board 
next week so it was agreed to go onto the next item.  
 

4) Requirement of NHS I KPMG / Consultancy letter 
Chris Adcock briefed the Committee in relation to correspondence received from NHS 
Improvement to the Chair of the Finance and Performance Committee following the submission 
of the business case for consultancy support from KPMG.  The Chair of the Committee advised 
he had drafted a response which would be sent later that day confirming the Trusts acceptance 
of all recommendations.  
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5) eHospital 
Chris Adcock gave a verbal update to the Committee advising that the case is not yet approved 
due to funding. He confirmed that he had discussed the case with NHS Improvement in the 
context of an absence of a source of funds and had subsequently met the STP lead at the 
suggestion of the Executive leads for the STP and ACS at which it had been confirmed that 
there was no identified source of funding for e-hospital through this route either.  This would 
have material impact for the Trusts IT strategy and would therefore need to be considered by 
the Executive Team and Trust Board to determine next steps.   
 

6) PFI Commercials 
Andy Burrows, Director of Redevelopment attended the Committee and advised of a Principles 
meeting that had taken place the day previous highlighting the progress been made.  He did 
however advise that the retained estates and fire improvement works remain the biggest 
challenge and that this will be covered at the next meeting in May.   
 
Andy confirmed the headline for this year is that the forecast will be met along with a potential 
further benefit for next year, which is to be paid to the Trust once all the claims have been 
finalised.   
 
Peter Mellor raised his concerns relating to Andy’s retirement in December 2017 and whether 
all these issues will be finalised by then.  Andy confirmed the plan is to get all unresolved 
issues finalised before December 2017, however in the event of this not being successful, both 
John ACourt and Ginette Alexandra have been heavily involved.  
 
The Chair and the rest of the Committee thanked Andy for all his efforts in trying to get these 
issues resolved.  
 

7) STW for Renal – Fresenius Medical 
Emily Petts from Procurement and Steve Dudfield General Manager for Renal presented the 
paper to the Committee requesting approval for a two year extension in line with the previous 
STW agreement in place which was approved by the Committee in January 2017.  Steve 
advised that by doing so, the service will not be tied into a change in service, is within Trust 
strategy and will then be able to close down all issues around the Renal Service.  It was agreed 
for a strategy document relating to all 9 Renal Centres be submitted to Trust Board for 
information.  The Committee supported the extension but advised that the paper would need to 
be submitted to Trust Board for approval due to the value.  
Action: Steve Dudfield 
 

8) Potential shortfall on Da Vinci Robot payment 
Lee Williams advised that the Da Vinci Robot which is finance leased and funded by the 
Charitable Funds via the Rocky Appeal, will potentially have a shortfall of approximately £90k 
which will then need to be funded elsewhere.  The Chair suggested a conversation take place 
with the suppliers regarding shaping of payments.  Chris Adcock advised there may be some 
contractual issues and that he raised these with Mark Nellthorp, Chair of the Charitable Funds 
Committee.  It was agreed for an update to be brought back to the Committee in May. 
Action: Lee Williams  
 

9) SBS NHS Contract Renewal 
Lee Williams presented the paper to the Committee on behalf of Alan Hoskins.  He advised 
that the Trust has had a contract with SBS since 2006 and is due to expire the end of March 
2017.  He advised conversations regarding the contract began 18 months ago and SBS have 
agreed for a 2 month extension in order for these discussions to get finalised.  Rebecca 
Kopecek advised that Alan Hoskins did complete a cost analysis which showed SBS being still 
very competitive to other providers.  The Committee agreed to support the 2 month extension 
requesting a paper on the 5 year plan to be discussed next month.  
Action: Alan Hoskins 
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21/17 Action Grid 23 February 2017 
14/17 - Unscheduled Care Business Case – Chris Adcock advised that as yet there is still no 
Business Case for Unscheduled Care however, this case will now be subsided by the Annual 
Plan so it was agreed that this action has now been superseded and can be closed.  
 
12/17 – Month 9 Ops Report - Sheila Roberts confirmed that this action has been superseded 
as part of the internal incident discussion that had taken place and a further discussion will be 
had at the Board the following week.  
 
All other actions were either complete, on the agenda or not yet due.   
 

22/17 Any other Business  
The Chair suggested the volume of items on the agenda to be reviewed going forward.  He 
also wished to thank the members of the Committee for all their support as it was his last 
meeting.   
 
Liz Conway wished to give her apologies to the meeting highlighting that this would also be her 
last meeting, and echoed the Chairs thanks to the members saying that a definite improvement 
in controls has been seen. 
 
The Director of Finance recorded his thanks to the Chair and Liz for their support over the last 
18 months in relation to the entire agenda. 
 

23/17 Date of Next Meeting – Finance and Performance Committee 
The next meeting will be held on: 27 April 2017. 
Trust HQ Meeting Room 
9am and 12 noon 
 
The meeting closed at 12.30. 
 

 

Attendees Jan Feb Mar Apr May Jun Jul Aug Sept Oct Nov Dec 
Steve Erskine (Chair)             
Liz Conway  Chair           
Mike Attenborough-Cox             
Chris Adcock             
Sheila Roberts             
Michelle Dixon             
Peter Mellor             
Simon Holmes             
Cathy Stone             
Rebecca Kopecek             
Richard MacKay CoG             
 
 
Kevin Nederpel             
Steve Smith             
Lee Williams             
Eddie Tuke             
Ian Howe             
Sir Ian Carruthers             
Tim Powell             
 

    Apologies Representative Attended No Attendance Not required 
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GOVERNANCE AND QUALITY COMMITTEE 
Thursday 13 April 2017 – 09.00 – 11.30 

E Level Boardroom, Education Centre QAH 
 

Present Mark Nellthorp (MN) 
Chair 
Non-Executive Director 

Debra Elliott (DE) 
Deputy Director of Nursing 

Peter Mellor (PM) 
Director of Corporate Affairs 

 

Simon Holmes (SH) 
Medical Director 

Fiona McNeight (FMcN) 
Associate Director of 
Quality and Governance 

Tracey Stenning (TS) 
Head of Governance and 
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Linda Field (LF) 
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Michelle Dixon (MD) 
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Officer 

Claire Goodall (CG) 
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Robin Marsh (RM) 
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Item  Resp 
 Welcome and Apologies 

MN welcomed those present and apologies were noted. MN informed the Committee 
that Dr John Smith Non-Executive Director (Vice Chair) has now left the Trust. New 
Non-Executive Directors are due to be in post from 01 May 2017. 

 

1 (i) Minutes of the last Governance and Quality Committee 
The minutes of the last meeting were agreed as correct subject to the following 
amendments: 

 
Page 7, second paragraph: 
From: ...The panel asks one of the team for every patient that dies in elderly care to 
discuss the death; there is then a... 

 
To:  ... The  panel  asks  one  of  the  team  for  every patient  that  dies  in  one  of  the  pilot 
areas of MOPRS or Respiratory wards, to discuss the death; there is then a .... 

 

2 (i) Matters Arising 
Updates were received to the Matters Arising Schedule as follows:- 

 
December: 08.12.2016: Mental Health Service 
New action relating to current lack of responsible clinician and inpatient cover. SH to 
provide a briefing regarding mitigating actions to MN. FMcN to inform SH. 

 
February: FMcN provided an update as follows: 
· Tade Thompson, the new Mental Health Responsible Clinician, is now in post. Job 

planning for this role is awaiting agreement and finalisation. FMcN to inform of 
responsibilities in March. 

· The deadline for bids for funding to the ‘Core 24’ scheme has been extended until 
midnight 27 February 2017. 

 
March: FMcN provided an update as follows: 
· The new Consultant Psychiatrist will be covering all patients under section across 

the organisation and provide advice with general enquiries from the inpatient areas. 
· Mental Health website updated with all contact details. 
· E-mail received from Southern Health NHS Foundation Trust regarding been 

served a contract performance notice for the non-delivery of the service 
specification around extending nursing support to inpatients. The Consultant 
Psychiatrist has a clear vision in terms of how to take the service forward and is 
engaged in conversations around funding and contracts. 

· MN requested that the Consultant Psychiatrist attend this meeting in May to update 
the group and advise of any particular concerns. 

April: SH reported that the Trust is now in provision of a much broader mental health 
service although funding negotiations are still on going. MN requested that the agenda 
item remains open and for confirmation that the Consultant Psychiatrist will be in 
attendance at the May meeting. 

 
December: 08.12.2016: Reports: Clinical Support Services 
IRMER incidents reported that relate to patients receiving two identical scans.  CS  
asked what impact this has and whether there are any common themes. AF offered to 
investigate and report back. 

 
January: Information still being collated. 
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 February: Supporting documents received. MN acknowledged the reports cover the 

events that happened and the plans going forward, however, they do not include what 
the risks to the patients were.  CS offered to follow-up. 

 
March: AF obtained the following update from Catrin Ferioli (CF), Radiation Protection 
Adviser: 
The risks vary depending on the level of radiation exposure, but in general somewhere 
between 1 in 1000 to 1 in 10000. The majority of the patients affected were in the higher 
age brackets.  Individual risks included in previous report.  Action complete 

 
January: 12.01.2017: Minutes of the last meeting 
FMcN to contact the new Trust Medical Director when in post regarding appointment of 
a new Medical Governance Lead for the Committee. 

 
February: SH confirmed as covering Medical Director role. FMcN to follow up the 
Medical Governance Lead representation. 

 
March: JK and SH to ensure a medical representative is present at future meetings.  
MN agreed to close.  Action complete 

 
January: 12.01.2017: Policies/Terms of Reference for ratification 
Complaints Concerns Comments and Compliments Management Policy: 
Policy to be presented at PESG prior to submitting again to Governance and Quality 
Committee for ratification 

 
February: PESG scheduled for 10 February 2017 and then for resubmission to 
Governance and Quality for final ratification. 

 
March: Postponed to April PESG to enable the new Datix module on 01 March 2017 to 
be incorporated  Carry over to May 

 
February: 09.02.2017: Quality Performance Report 
Regulation 28: 
CS suggested a six-monthly review of SIRIs/Regulation 28 due to the time-lapse in 
SIRIs being reported and a Regulation 28 being requested. The Committee agreed that 
this should be included in the Legal Services Board report. 

 
March: Discussion held with Director of Nursing.  The six-monthly review of SIRIs will  
be included in the Legal Services Quarterly Board Report which will be produced for 
April.  MN requested that this item remain open until confirmation of completion. 

 
April: Confirmed as included within Trust Board report.  Action complete 

 
February: 09.02.2017: Quality Performance Report and Pressure Ulcer Log 
Decline in dementia Screening: 
Written report to be submitted for the next meeting addressing how the current situation 
can be resolved.  LF to liaise with CS. 

 
March: LF discussed with CS and SH as to whether a paper was to be submitted to the 
Board. LF advised that the numbers of patients that have significantly increased from 
October to January are now reducing and she has asked the performance team to re- 
run the data. In January there were 659 patients that needed screening which has 
increased from 470 in October, thereby a 50% increase in the number of patients, but 
this reduced to 570 in February.  The issue is predominantly related to AMU. 
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 MN asked whether it is true that numbers increased or whether the figures are incorrect. 

LF advised that she has asked the question of the performance team and is awaiting a 
response, but advised that she can prepare a summary statement for the next meeting. 
LF asked whether the statement should go to the Board before submission at this 
meeting. JK confirmed that there are serious issues in AMU and there is a huge priority 
to address this as part of those issues. LF provided assurance around the care of the 
patients with dementia on the AMU which has the presence of a Geriatrician and an 
Older People Nurse Specialist. 

 
There is evidence that those patients seen at the front door need to have a formal 
assessment with dementia put alongside the care. MN said that in terms of governance 
and quality they require assessment and a paper needs to be produced to outline what 
is being done to rectify this and how it can be assured that the assessment target is hit. 

 
April: LF distributed the report ‘Quality Contract Dementia Reporting – review of 
Performance 2016-17’ to the Committee. MN requested that the Committee review the 
report and provide feedback at the May meeting. Ongoing 

 
February: 09.02.2017: Quality Performance Report and Pressure Ulcer Log 
Increase in HSMR: 
The Committee agreed for the Medical Director to review and for a report to be 
presented at Trust Board and the next Committee meeting. Report to include 
information on actions to address and whether they will be effective. 
CS to follow up. 

 
March:  Report received and to be forwarded by TS to Committee members. 

 
April: Report distributed post meeting.  Action complete 

 
February: 09.02.2017: Quality Performance Report and Pressure Ulcer Log 
Anti-microbial resistance CQUIN: 
MN requested further information in the next report to include how the Trust compares 
with others in relation to antibiotic prescribing.  TS to request the information. 

 
March: Included within April papers. 

 
April: A discussion was held regarding the antimicrobial pharmacist and electronic 
prescribing. SH reported that since the introduction of a new App last year  
inappropriate antibiotic prescribing has reduced from 30% to 5%.  Action complete 

 
February: 09.02.2017: Medicine 
Best People Innovator Award: Nichola Martin to forward details of the award to MN for 
information. 

 
March: Unsure whether this has been received – requires re-circulation. 
April: No update. Carry over 

 
February: 09.02.2017: PHT Policy Status Report 
All policies reviewed at EMT. Agreement for all out of date policies to be assigned to an 
Executive.  Peter Mellor dealing. 

 
Discharge Policy 
March: To be undertaken by COO. 
April: No update on progress. TS to follow up Ongoing 

 
DE reported on the Escalation Policy that is also being updated and will also need to be 
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 followed up.  MN requested that this is included as a separate action. 

 
February: 09.02.2017: PHT Policy Status Report 
Management Policies:  Consideration to be given to group into categories. 

 
March: FMcN and TS meeting to discuss. TS advised it was difficult to know whether a 
policy was clinical, management or HR for categorisation purposes.  Carry over to May 

 
February: 09.02.2017: MDMC Report 
Non-submission of report:  CS to follow up with Medical Director. 

 
March: Medical Director contacted. TS to provide an update at the next meeting and 
identify a lead following CS’s departure from the Trust. 

 
April: Not discussed.  Carry over 

 
RM asked for the definition of a medical device. TS agreed to share with RM. Action 
complete. 

 
March: 09.03.2017: End of Life Pathway 
MN requested a paper outlining practical things that can be done to enhance patient 
care.  It also needed to pick up on ideas about palliative care staff at the front door. 

 
April: LF reported that a palliative care audit is currently ongoing. LF to advise JN of the 
timescale for completion and presentation. Ongoing 

 
March: 09.03.2017: CT4 
MN to be kept updated on progress with the purchase of a fourth CT scanner 

 
April: Business case being amended for annual planning round and will be resubmitted 
in light of recent growth within demand. 
SH reported that a report will be presented to Trust Board around the service as a 
whole. Issues include a backlog of CT scans, equipment issues and plain  film  
reporting. MN requested that this is removed from matters arising and for 
acknowledgement that this is being discussed at Board level. An update will  be 
provided following the discussions. Closed 

 
March: 09.03.2017: Ultrasound 
With regard to the description of an incident about ultrasound regarding drainage 
relating to the development of the local safety standards for invasive procedures, it was 
asked that the CSC ensures someone is engaging with Kate Williamson with 
implementation of local safety standards following mandated policy for invasive 
underway.  AF will make sure and check. 

 
April: AF contacted Kate Williams awaiting response.  See above. Closed 

 
March: 09.03.2017: Overcrowding in Ophthalmology 
RD to check whether clinicians are compliant with fire safety. 

 
April: No update. Carry over 

 

2 CQC Quality Improvement Plan 
TS presented the above and the following key points were noted: 

 
· The inspection by the CQC in February 2016 resulted in the Trust receiving an 

Enforcement Notice due to on-going safety concerns relating to the Emergency 
Department for which the Trust has received an Enforcement Notice. 
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 · Following an unannounced inspection on 29th and 30th September, the CQC found 

that significant improvements in patient safety had been made and proposed to 
remove the enforcement notice. 

· As a result of the September visit, the Trust received requirement notices for which 
an action plan was developed; progress against which has been subsequently been 
reported to the Board monthly. 

· The final report following the inspection in September was published by the CQC on 
the 1st February. 

· An action plan in response to the requirements contained within the final report was 
submitted to the CQC, to deadline, on the 27th February 2017. 

· Three further unannounced inspections have taken place since September; the 16th 

and 17th and 28th February 2017. The draft report from these inspections is awaited 
from the CQC. 

· As a result of these inspections, on the 3rd March the CQC imposed four conditions 
upon the Trust. 

 
1. The Registered Provider of the Acute Medical Unit, at the Queen Alexandra 

Hospital, must ensure that beds only remain open in respect of which the required 
level of staffing can be provided. The Registered Provider must ensure that beds 
are opened for patient use, and closed to patient use if care and treatment at the 
appropriate level can no longer be provided for patients on the Acute Medical Unit. 

2. The registered provider must ensure that the GP triage referral area has in place, 
and operates effectively a clearly defined standard operating procedure for 
crowding and escalation for patient safety concerns. This includes having clearly 
defined trigger points for escalation of crowding and safety concerns in the GP 
triage referral area. 

3. The Registered Provider must ensure that there are a sufficient number (based on 
demand) of suitably qualified, competent, skilled and experienced clinical staff 
placed in the corridor/waiting area, of the Acute Medical Unit entrance and GP 
triage referral area. The Registered Provider must ensure that staffing is flexed 
appropriately to meet the acuity and dependency of patients waiting to be seen, 
treated or admitted to the hospital, so as to ensure their safety. 

4. The Registered Provider must, as soon as is reasonably practicable, and in any 
event by 12pm on 6 March 2017, describe the system the Registered Provider is 
operating in the Acute Medical Unit at Queen Alexandra Hospital, which 
incorporates the GP triage referral area and escalation area, so as to comply with 
the above conditions. The trust must send the Care Quality Commission an update 
every two weeks in this respect from the week commencing 13 March 2017 at  
3pm. 

 
· The Trust has subsequently reviewed all correspondence both from and to the CQC 

and developed a short term action plan to ensure all actions raised from the 
February inspections have been addressed and actioned accordingly. 

· As a result, the Trust is in the process of assembling a more comprehensive action 
plan than that originally submitted to the CQC. Once developed and agreed it is this 
plan which will be reported to Trust Board. Any outstanding actions from the plan 
which has currently been submitted to the Board will be addressed through the new 
plan 

MN asked whether the Trust will be prepared for the next CQC visit. DE confirmed that 
the CEO has submitted a letter to the CQC providing an update on the actions the Trust 
has taken following the last visit. Along with TS, all CQC correspondence has been 
reviewed and any themes identified and mapped. The Trust Board have been asked to 
approve an overarching priority within the Quality Account relating to vulnerable patients 
as this was a key theme arising from inspections and correspondence. As part of this a 
structured education programme will be developed with methodology for self and peer 
assessment. 
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 DE reported that the next visit is scheduled for 10 and 11 May 2017 where the CQC will 

be conducting an inspection into the well-led domain. In preparation for the visit a 
comprehensive look at care and management of Trust processes is currently underway. 

 
MN asked if it is possible to pre-empt what may be looked at or picked up. CG 
commented on the current internal reviews that are based on the CQC inspection 
guidelines. Any potential issues should be identified at this time. The importance of the 
follow up on actions and issues was noted. 

 

3 Governance and Quality Reports 
 
(i) Quality Performance Report and Pressure Ulcer Log 
TS presented the February Trust Quality Performance Report and the following key 
points were noted: 

 
Safe 
CQC: State of Care Report: 
To note findings of the CQC report. 

 
CQC: Learning, Candour and Accountability: 
The Trust is implementing actions to meet the recommendations. Daily  Mortality 
Review Panels to review all deaths within Respiratory commenced in November 2016, 
with roll-out to MOPRS in February. Plan to roll out Trust-wide over the coming year. 
Referring all deaths of patients with a learning disability to the National LeDeR 
programme for review. The Trust has received the letter from NHS Improvement 
regarding the requirement for improved data collection and reporting and is working 
through the detail. A further paper in relation to this is an agenda item for  the 
Committee part of the Board. 

 
C.Diff: 
2 patients reported with C.Diff in January against a monthly objective of 3. Current year-
to-date position is 32 cases against an objective of 37 (annual target of 40 cases). 

 
SIRIs: 
Increase in SIRIs attributable to the increase in breaches of the Decision to Admit (DTA) 
target. 

 
Effective 
HSMR: 
Trust HSMR for the 12 months to November 2016 has decreased to 109.82 (12 months 
to October 2016 rate of 110.11). Trust SHMI has been updated to include quarterly  
data previously unavailable.  Overall SHMI for July 2015 to June 2016 is 110.77. 

 
Caring 
Dementia Screening: 
Continued  improvement  with   Dementia  Screening. Compliance  for  January  and 
February equates to 72.55% with a quarter 4 target of 90%. 

 
Single Sex Accommodation: 
One non-clinically justified single sex accommodation breach confirmed for 30th January 
2017 when recovery was opened as an escalation area. The breach affected four 
patients and lasted seven hours. 

 
Responsive 
Patient moves (non-clinical) between 0001:0700: 
Increase in the number of reported non-clinical moves between 2100 and midnight 
(average of 6.2 per day compared) and between 0001 and 0700 (average of 4.2 per 
day).           There are over 50 escalation beds open to accommodate the 250+ patients 
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 medically fit to leave the hospital. The non-achievement of daily discharge targets as 

well as only 21% of discharges leaving before 1200 creates delays in the early transfer 
of patients and the need to outlie patients which in turn increases overnight moves. 
There remains relentless focus on the implementation of the Urgent Care 
Transformation Programme, which in turn will reduce the number of non-clinical moves 
experienced by patients. 

 
Well-led 
FFT ED response rate: 
Decrease in ED response rate to 14.4% which although below the 15% target remains 
above the national average. Reductions noted in patients who would recommend ED 
both positively and negatively. 

 
SB commented that although there has been a reduction in FFT responses within ED it 
is important to note that the Trust is currently at 94.3% satisfaction rate for FFT. This is 
higher than the national average. 

 
FMcN reported on a further never-event in March that has taken the total to 5. There  
are no recurrent themes and the incidents are all unrelated. No harm to patients has 
occurred in any of these events. 

 
(ii) PHT Quality Account – first draft 
TS presented the above report and the following key points were noted: 

 
· Quality Accounts are annual reports to the public from providers of NHS Healthcare 

about the quality of services they deliver and are required to be published by the 
30th June each year. 

· This is the first draft of the 2016 / 2017 Quality Accounts. Additional information is 
outstanding pending year-end validation and will be updated once available. 

· The Trust has taken a different approach to identifying the key priorities for 
2017/2018. In addition to priorities identified through the three quality sub-groups 
and through consultation with Governors; an overarching quality priority relating to 
provision of care for vulnerable patients has been identified. This has been 
identified through feedback from various Care Quality Commission inspections, 
Trust identified requirements and national drivers and was agreed by Trust Board 
on 6th April. The quality sub-group priorities will continue to support the key priority 
of the Quality Account. 

· Following discussion and comment at the Committee meeting the first draft (to 
include all outstanding information) will be presented for approval and comment to 
Trust Board in May. 

· In order to meet the Regulations the Account (to include all outstanding information) 
will be forwarded to Commissioners and stakeholders on the 24th April 2017. 

· A final draft of the Account will be presented to the Committee in May for final 
approval prior to final sign-off at the Trust Board in June. 

The Account will be published on the 30th  June 2017. 
 
FMcN reported that the Committee’s comments received from the last report have been 
taken into account in the preparation of this year’s report. SB acknowledged that some 
of the wording and terminology within the report is mandatory. 

 
LF commented on the current changes in patient demographics and suggested 
including a statement regarding the challenges faced by capacity and discharge 
concerns. TS reported that a meeting is to be held with the Urgent Care Transformation 
Lead and this will be included. 

 
TS reported that the report is due to be presented to Trust Board and then to 
Commissioners by 24 April 2017. It will then be presented at the Governance and 
Quality Committee in May prior to Trust Board in June for publication on 30 June 2017. 
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 FMcN acknowledged the amount of work that has gone into production of the report and 

thanked TS for her commitment.  The Committee agreed. 
 
(iii) Renal and Transplantation 
JG presented the above report and the following key points were noted: 

 
Safe 
· Capacity: No planned changes to footprint but new, safer patient pathway in place. 
· Infection prevention and control: No reported MRSA or C Diff but no significant 

reduction in MSSA 
· SAFER Bundle: Board rounds embedded alongside new consultant working pattern 

and enhanced nurse training completed on discharge processes 
· Innovation: Focus through Governance is to positively encourage new ways of 

working and ideas which will be channelled through an agreed framework 
· Policy Register: established and available to CSC team 
· Vulnerable patients: focus is on specific training requirements to ensure prompt 

identification and appropriate assessments for MCA/DOLS. 

Effective 
· IT support: Currently appraising new systems, whilst preserving Renal Proton and 

working with eHospital project team 
· NICE compliance: fully compliant in 96% of NICE guidance relevant to CSC 
· Audit: 75% audits on 2015/2016 complete and presented; remainder in progress 
· Retendering HD service: Agreement reached to create a comprehensive tender 

specification with multiple options, supported by a detailed business case. The aim  
is to circulate via appropriate procurement route by June. 

· Roster clinic: released some additional shift time through scrutiny of annual leave 
allocation and rostering processes 

Caring 
· Plaudits: numbers continue to be high 
· Friends and family: improved compliance with feedback (95% would recommend) 
· Enhanced patient environment through reconfiguration of outpatient/renal day ward 
· Development of patient surveys: Outpatient survey, Transport survey and Low 

Clearance surveys are now live. Haemodialysis survey and Anaemia survey due to 
go live by the end of April 

· Unit operational SOP to ensure safe and timely transfer of patients in/out of service. 
This evolved through good learning from three incidents that impacted on patient 
safety and outcomes 

· SOP for ReACT (Renal Assessment and Clinical Treatment) now in place, 
equipment being purchased from charitable funds 

Responsive 
· Patient transport: Transport to and from haemodialysis continues to be a challenge 

and remains on CSC risk register. A Transport Log has been developed for staff to 
enter issues. 

· Complaints: numbers remain low and are dealt with promptly 
· SLEs: numbers remain consistent and SLEs are reviewed promptly 
· MRT: consistently attaining > 75% MRT completion rate 
· Job plan reconfiguration: feedback from process confirms combined service delivery 

matches requirements; distinction between predictable and unpredictable on call 
activity to be clarified 

· Out-reach to neighbouring trusts; 1) Contract for delivering in-patient nephrology to 
St Richards is being finalised ; 2) Finalisation of agreement to provide dialysis 
support to UHS ITU will commence April 2017; 3) Inter-hospital transfer policy has 
been agreed internally and will be disseminated to neighbouring trusts in due course 

· Button-holing  of  AV grafts:  Mixed response to introduction of  practice of    button- 
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 holing (BH) of AV grafts with concerns over safety by some of the Consultant body. 

An internal review of all patients using this technique undertaken and presented at 
MDT 1st February 2017. It was concluded that there was no compelling evidence 
that BH is associated with additional harm and there were no grounds for mandating 
that this should be abandoned immediately on grounds of safety. A detailed action 
plan to ensure patient safety in those continuing with BH technique is now in place 

Well-led 
· CD appointment: Dr Natalie Borman appointed to this role to work alongside the 

Chief of Service. 
· Transplant activity: 104 transplants to date for 2016/2017 - first time WKC have 

reached over 100 in 20 years and is the highest total ever transplanted in 
Portsmouth 

· Safety Huddle: Safety huddle modified to incorporate review of discharges, updating 
of Bed View and introduction of the use of bed view to non-ward based teams 

· New Consultant Ward Cover: rolled out across CSC in Jan 2017 with good effect 
· Patient representative: second patient volunteer attending monthly governance 

meetings 
· Charity Working Group now meeting monthly with patient representation – the remit 

of this group is to coordinate events and discuss projects that enhance patient and 
staff wellbeing 

RL highlighted the department’s total dependency on IT systems and the current 
concerns due to the renal server needing replacing. The IT department are aware and 
are working with the unit but should the server fail, the unit would not be able to function 
until it was up and running again. 

 
RL reported on the new internal patient led process in place for people on 
haemodialysis who are unable to have a fistula. This comprises of a plastic graft that is 
inserted into the skin for use with dialysis. It is in use in a very small proportion of the 
Wessex regions renal patients (7 out of 700,000+) and there is currently no national 
guidance. An external visit is expected and reassurance on the governance and safety 
aspects has been provided to both the CQC and NHS England. Any adverse reactions 
relating to the process are investigated. 

 
RL commented on the unit’s concern around capacity with the Day Ward being 
compromised due to outliers and the emergency care pathway. A discussion ensued 
over renal patients awaiting transfer from other hospitals to QAH and whether any 
delays are being recorded. It was noted that there is currently no process in place to  
log delays. 

 
MN acknowledged the challenges relating to the IT systems in the unit and asked if the 
department felt progress was being made. SD commented that it is included within the 
CSC Risk Register.  SH reported that this is also high on the list of IT priorities. 

 
LF noted the dementia screening compliance data noted on page 21 was incorrect. JG 
to update. 

 
DE commended the CSC on the amount of work and progress made. The attendance 
log for the Department Governance meetings, however, needs to be amended to reflect 
that the General Manager has been in post since September 2016 hence the lack of a 
General Manager representative before then.  JG to update. 

 
SB congratulated the CSC on their report but asked that going forward the author draws 
together the patient experience information and expands on the FFT responses. 

 
(iv) MSK 
JK presented the above report and the following key points were noted: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JG 
 
 
 

JG 
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 Safe 

Junior doctors’ rota remains a concern, with 9 SHO and 1 FY1 vacancies on the rota 
leaving us at risk. Nursing vacancies and high sickness (4.9%) has additionally been a 
concern for the CSC. The department aims to cover with on framework staff and 
mitigate the risk by covering essential shifts. 

 
Effective 
Virtual Fracture Clinic continues to be successful. 

 
Caring 
MSK continue to receive good feedback from Friends and Family. 1% unlikely 
responses. 

 
Responsive 
· MSK  continues to achieve  best percentage   Bedview  compliance in Trust 
· MSK patient experience group continue to visit each department giving live 

feedback to managers on patient relate issues / acknowledging staff that go the 
extra mile- on-going work- 

· Plans to develop newsletter for inpatients introducing the MSK Patient experience 
team and actions on themes 

 
Well-led 
· Continued improvement of sickness absence , now 2.9% 
· SAFER Bundles continue to be effective and there has been an increase in 

discharges before midday within MSK. 

LF commented on the lack of dementia screening compliance within the report and 
acknowledged that MSK currently have the highest compliance. 

 
SH asked whether the CSC have had any issues with the new process of ring-fencing  
of beds.  JK reported there were no concerns at the moment. 

 
NS questioned the CSC appraisal compliance. JK acknowledged the CSC has 
struggled with compliance due to lack of supervision time for Band 7’s. The CSC is 
however, looking at ways to address. 

 
FMcN noted the low compliance also recorded for MCA and DOLS training. FMcN 
commented that essential skills compliance is to be included within the CSC 
Performance Reviews. 

 
SB acknowledged the innovative approach used within Rheumatology Day Unit around 
patients’ completion of FFT responses and offered to share this practice with other 
outpatient settings. SB asked for future reports to include the satisfaction scores and 
what the CSC is planning in response to the national survey results. 

 
(v) CHAT 
CC presented the above report and the following key points were noted: 

 
Safe 
· Data shows good compliance with key quality and patient safety metrics overall. 
· Regrettably theatres have had another ‘Never Event’. Patient consented for a left 

Ureteroscopy but surgeon carried out a right Ureteroscopy. No harm to patient. 
Learning has been shared in ‘Watch Out’ posters and team briefs. 

· SIRI relating to an unexpected death during an elective stomaplasty (widening of 
stoma following laryngectomy) occurred. The panel agreed it was a very complex 
case and everything possible was done to save the patient. Key learning was for 
Theatres to develop a SOP for the retrieval for the thoracotomy set and internal 
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 defibrillator paddles from ED. The staff involved were traumatised and debriefs 

have been held for support. 
· CHAT have successfully reduced the number of outstanding SLEs and are  on 

target to have 30 SLEs to be closed by 20 April 2017 except for moderates and 
those with outstanding investigations. 

· VitalPAC- Staff in recovery have now received training on using VitalPAC and are 
now recording the last 2 observations. 

· Bed-view is up and running in Recovery for outlied patients. It helps to standardise 
the handover transferring relevant information if patients are repatriated to wards. 

· Essential skills training compliance has dropped slightly to 89.6%. CHAT has 
reached the trust target of 95% for IG by achieving 95.6%. 

Effective 
· ICNARC data demonstrates a slight increase in SMR from 0.89 to 0.96 but is still 

within the acceptable 1% range. 
· Delayed transfers and ‘out of hours’ discharges continue to be a concern as 

highlighted in the top 5 risks for CHAT. 
· Critical Care continues to be in the National top 3 recruiters for research. 
· External visit to ITU in February by the Quality Assurance lead, Specialised 

Commissioning NHS England looking at delayed discharges, OOH transfers, 
management of long term patients and zero organ supported patients. Awaiting 
formal feedback 

· HSDU successfully maintained Full BSI Accreditation with the Quality Management 
System ISO 13485 2003 in March. 

· CQC unannounced visit to recovery in February to look at escalation areas 
immediate feedback related to incompletion of observations and care plans, 
evidence was produced to the contrary – awaiting final report 

· Forward audit plan confirmed 
 
Caring 
· DSU FFT continues to show a high level of satisfaction with an average of 98.6% of 

patients recommending the service with an increased response rate. 
· POA FFT is 100% 
· ITU patient/relative satisfaction remains over 97% with improved ward transitions 

since the introduction of ‘step down magnets’ 
· One mixed sex breech in recovery in January affecting four patients. Key learning 

was related to better induction and information for ward nurses who look after 
surgical outliers. 

 
Responsive 
· The Scheduled Care Improvement Group has noted a slight decrease in theatre 

utilisation (85%) and reduction of cancellations on the day. The decrease in 
utilisation is due to orthopaedic cancellations due to infection on the elective ward. 

· Key operational concerns remain around ITU capacity and flow with some electives 
patients being cancelled as a result. Issues escalated on a daily basis with 
colleagues and at Executive Performance Reviews 

· Roll out of complaints module on Datix 
· CHAT continues to be ‘green’ for complaint responses. Key learning themes are 

related to types of anaesthetic used, catheter care in DSU and improving Pre-Op 
patient information and medication advice 

Well-led 
Risks to highlight are: 
New risks 
· HSDU steam sterilisers - now coming to the end of their life span. Business case 

being completed for the replacement of these machines. 
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 Increased Risks 

· Outliers patients in recovery overnight increased from (12) to (15) 
Increase in frequency and number with delayed discharges and transfers to the 
wards causing significant operational pressures impacting on patient flow. CHAT 
has met with the surgical CSCs and Operations Centre manager to revise the risk 
criteria. . 

· DSU Capacity from (9) to (15) 
Being compromised with increased activity with weekend work having moved in to 
week. This has a potential for cancellations on the day and is urgently being 
reviewed as part of the 2017/18 business plans. 

· Delayed discharges and out of hours transfers in ITU high (15) 
Increased due to operational pressures in the Trust. Concerns are raised daily by 
the Silver Command at the Operational meetings, through CSC Governance and 
performance reviews. The latest ICNARC report indicates we are still a national 
outlier.  24-hour Outreach service helps to mitigate some of the risk. 

· Recruitment of experienced scrub nurses e.g. H&N, MSK in theatres (12) 
Improved but there are still concerns about shortages of staff with core scrub skills 
in specialist areas particularly MSK and the ability to run a 6-day service. Three of 
the 11 experienced Pilipino theatre staff have now commenced employment. 
Several measures have been put in place to expedite training which will involve the 
continued use of skilled agency staff. 

 
· Appraisals: compliance has slightly decreased to 79.1%. Action plans are in place to 

improve this in all areas. 
· Staff survey - CHAT has successfully achieved a 57.3% response rate and will 

devise departmental action plans now results are available. 
· Flu vaccinations: ITU have led the way with vaccinating 76% of their staff for flu. 

Overall rate for CHAT is 77%. 
· Helen Campbell, HSDU Manager has been appointed as the Director of Education 

for Professional Bodies (IDSE). This body looks after all Health Care Scientist 
apprentices Nationwide. 

MN commented on the concerns reported around delayed transfers and out-of-hours 
discharges and asked how the CSC were managing. CC reported that some of the 
delays are due to patients requiring specific beds and equipment and that the unit works 
closely with CSCs to address. CC highlighted that although there are difficulties with 
discharges the unit has not had to refuse an admission due to lack of beds. This has 
also been noted as a national problem and not just specific to PHT. 

 
FMcN noted an error on page 12 regarding operational challenges discussed at 
performance reviews.  CC to amend. 

 
(vi) Emergency Medicine 
RB presented the above report and the following key points were noted: 

 
Safe 
Emergency Department 
· There have been 112 validated 12 hour breaches during the reporting period with a 

RCA required for each breach. 
· Recent reports have shown that patients awaiting a medical bed are still waiting in 

the department for an average of 10 hours. 
· Overcrowding continues to be a factor in various adverse clinical events. 
· Compliance with 15 minute assessments has been impressive considering the 

challenges during this reporting period, particularly when ambulances are being 
held. Staff have been encouraged to escalate and submit a Datix when this metric 
is not met. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CC 
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 · The 2 hour time to assessment requirement in ED has improved, particularly during 

the day when there is a senior clinician in Pitstop. It continues however, to be a 
challenge out of hours particularly overnight. 

· Some successful nurse recruitment during this reporting period. However, there still 
remains a high percentage of temporary nurse staffing being used due to an 
increase in staffing numbers to ensure safe cover at all times and to staff the  
minors and Pitstop process.  Business case has been submitted for funding. 

· The ED advertised for a Consultant position following the departure of a full time 
colleague last year. Unfortunately this position is still vacant. 

· There remain delays in the allocation of beds to MH patients being cared for in both 
ED and AMU. Following the CQC concerns regarding the management of mental 
health patients a mental health nurse is being booked to cover the night shift. 

· An increase in compliance with hand hygiene has been achieved. 
· The backlog of incidents awaiting review has improved following another dedicated 

day when staff came in to review incidents. 
· Following the CQC visit, all 16-19 year old patients nursed overnight in the Adult 

ED Observation Ward (EDU) are discussed with the paediatric nurse manager to 
ensure that care plans are consistent with the needs of young people. 

· ED now compliant with Essential Skills. 
Acute Medical Unit 
· Intensive support programme commenced during this reporting period. Weekly 

meetings are in place with the Director and Deputy Director of Nursing where 
weekly KPIs are discussed. 

· Following the CQC visit the AMU management team have developed a 30 day plan 
to address issues raised in the enforcement notice. This plan includes actions from 
the intensive support plan. 

· Nurse staffing has been assessed by Director of Nursing, it has been agreed that 
staffing must always be green. 

· MCA and DOLs training in progress. 
· Daily safety huddles commenced. 
· AMU have joined the NHSI falls collaborative and are now ensure swarms occur 

after any fall. 
· There has been continued focus on Infection Control and improved performance in 

Peer Audits - both NPSA and Hand Hygiene. 
· Operational demand continues, leading to some delays in GP patients waiting for 

beds in the AMU reception area. The SOP for managing this group of patients has 
been revised. 

· Ambulatory Care has been used as escalation capacity on several occasions, and 
has led to ambulatory patients being cancelled. 

· VTE compliance has improved (January). 
· Regular gaps in the junior doctor rota experienced during reporting period. 
· The back log of incidents awaiting review has reduced. Staff continue to work hard 

to clear this and then maintain it. 

Effective 
Emergency Department 
· Work ongoing to increase the quality of appraisals and training records. 

Unfortunately ED’s compliance rate reduced by 8% (Nov 16 – Feb 17). 
· Fewer than 95% of CSC staff have completed their IG training. 
· ED continues to do well with screening (part of the triage process). The ED met the 

timely administration of antibiotics target during the first and second quarters. 
However the third quarter has been challenging with unacceptable long delays 
(more than 1 hour) between time prescribed and time of administration. 

Acute Medical Unit 
· Work is ongoing to increase appraisals and training. Unfortunately the compliance 

rate reduced by 4% (Nov 16 – Feb 17). 
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 · Fewer than 95% of CSC staff have completed their IG training. 

Caring 
Emergency Department 
· The number of FFT returns has been inconsistent. However, responses received 

during the reporting period highlight a consistent high score in likely to recommend. 
· The number of plaudits continues to outweigh the number of complaints received. 
Acute Medical Unit 
· The number of FFT returns has been consistent, with good satisfaction scores. 
· Complaints remain low. Outstanding complaints have also reduced. 

Responsive 
Emergency Department 
· 94% of patients were assessed within 15 minutes during February in comparison to 

84% at the beginning of the requested reporting period (Dec). 
· The department continues to submit weekly key performance metrics to the 

Director of Nursing, which are submitted as a total monthly report to the CQC. 
Acute Medical Unit 
· There is work to review the transfer of patients to ensure that this is effective and 

timely. Work is ongoing with other CSCs and site Ops team to improve the 
handover process which is a factor in ensuring that these transfers are efficient. 

· Dementia compliance reduced during December; however, positive progress has 
since been made towards meeting this target during the next reporting period. 

Well-led 
Emergency Department 
· Sickness has increased but turnover is low (in month). 
· Regular Majors and Minors meeting held. 
· All risks transferred to the Datix system 
· CSC Governance meetings have been held monthly during the reporting period 

despite operational pressures. 
· Staff engagement meetings held for band 5’s 
Acute Medical Unit 
· Sickness has increased but turnover is low (in month). 
· There continues to be support of the B7 role by continuing to review their 

professional needs to lead the unit effectively. 
· Coordinators roles and responsibilities have been agreed and Golden Rules 

cascaded to support and guide the rest of the team to understand what is required. 
· The handover meetings are becoming more Multi-disciplinary. 
· Staff engagement meetings held but very poor attendance. 
· Safety huddles have commenced 
· All risks transferred to the Datix system 
· CSC Governance meetings have been held monthly during the reporting period 

despite operational pressures. 
· The AMU Senior Management Team have devised a 30-day plan to rapidly address the 

issues raised following the CQC inspections, which is in addition to a longer term AMU 
intensive support plan already in place 

RB reported that although the unit is often overcrowded, with the increase in staffing the 
team have felt the unit is functioning well and is safer than last year. The CSC does 
however, have concerns over the mental health patients within the department and 
moved to the observation ward but there is now a mental health nurse available over 
night. 
MN asked of the 10-hour average waiting time for patients. EW reported that this is 
based on a patient’s whole journey from arrival to transfer to ward. It was noted that 
improvements had been made.  RB commented that there are more early transfers than 
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 not but there have been a few patients who have had long stays within ED. 

FMcN commented on the expectations on CSCs to complete mandatory tasks including 
appraisals and essential training with the current pressures of both staffing and lack of 
supervision time. A discussion ensued over the necessity of these tasks and how to 
achieve. CG suggested departments engage with the military regarding providing cover 
to release staff to complete essential tasks like training etc. 

 
(vii) SIRG 
FMcN presented the above report and the following key points were noted: 

 
· Three Never Events reported 
· 285 SIRIs reported 
· Zero IRMER governed radiation event SIRI’s 
· Two Regulation 28 reports. 
The group has adopted new terms of reference which allows for the agenda to focus on 
the learning from Safety Learning Events and how this should be disseminated both 
within the Trust and wider where appropriate. The group identifies themes and trends, 
as well as ensuring compliance with contractual and national requirements 

 
FMcN reported that of the 285 SIRIs reported only 60 were clinically related with the  
rest being due to DTAs. 

 
CG asked whether a military representative is required at each SIRG meeting or just as 
required.  FMcN to follow up with Head of Risk Management. 

 
(viii) Mental Health and Learning Disabilities Committee 
FMcN presented the above report and the following key points were noted: 

 
· The CQC raised concerns during their inspection on 16th and 17th February 

regarding management of patients under section 5(2). A new process of escalation 
has been introduced to ensure there is appropriate risk assessment and 
management oversight of these patients. 

· Consultant Psychiatrist, Tade Thompson in post as part of SHFT Liaison Service 
Provision since February 2017. This has mitigated the Responsible Clinician risk as 
this post will cover this role for all patients under section. Cover will be arranged for 
annual leave. 

· Consultant Psychiatrist now taking referrals from in-patient areas and providing 
advice and support which is mitigating a further risk previously identified for in- 
patients aged 18-64 requiring specialist mental health support. 

· SHFT had previously served 6-months’ notice to the Trust for the Mental Health Act 
administration function. There was subsequent agreement to extend the notice 
period for a further 6 months to April 2017. An alternative solution has been agreed 
between SHFT and the Trust. SHFT are currently recruiting (interview date 
arranged) to provide the Trust with on-site mental health administration support. 
This will facilitate timely and appropriate management of all section papers and 
associated administration to comply with the requirements of the Mental Health Act. 

· Concerns over provision of CAMHS previously reported have been mitigated 
currently with cover arranged. 

· The funding from Hampshire for the Learning Disabilities Nurse is resolved and 
Solent NHS Trust are now providing a liaison service for all Portsmouth and 
Hampshire patients with a learning disability as of 1st March 2017. This risk has 
now been mitigated. 

· The flagging of patients through BedVIEW is working well in identifying patients to 
the Learning Disability Liaison Nurses. 

· Mental Health Act audit completed. An action plan is being developed and re-audit 
to take place in quarter 3 for Q1 and Q2 2017. 

· A Mental Health Act Steering Group has been established to discuss MHA 
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 compliance issues with key stakeholders. This Group will report to the MHLD 

Committee. 
· Following a Crisis Care Risk Summit in August 2016, the Police sought legal 

guidance regarding use of Section 136 and their current practices. The outcome of 
this advice has been shared with key agencies. Current practice is now being 
reviewed in light of this legal advice. 

 
FMcN reported on new guidance compiled by the OPMH Consultant Psychiatrist around 
the Section 5(2) process. This has been disseminated to clinical teams. Mental Health 
cover has also been extended to midnight. A Mental Health CQUIN has been  
introduced this year looking at high-intensity users. 

 
MN asked whether the flagging of patients with learning disabilities on Bedview include 
outlied patients.  FMcN confirmed it does. 

 
(ix) CIP QIA 
SH presented the above report and commented that not many of the Trust CIPs have 
been signed off yet. 

 
FMcN asked if there is any evidence of impact on quality from last year’s CIP and 
whether this should be monitored. SD stated that each CSC completes a QIA and any 
impact is included with the QIA workbook. DE reported that the Delivery Unit manage 
the achievement of the Trust CIP but the impact and monitoring is managed by the 
Executive Steering Group. A discussion ensued and it was agreed that a QIA 
component should be included within the Transformation policy that is currently being 
reviewed. PM offered to discuss with the Director of Finance any quality implications 
relating to this agenda.  An update to be provided next month. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PM 

4 Assurance Framework 
PM presented the assurance framework to the Committee and the following risk the 
Committee is responsible for: 

 
Safety: PS1: There is no reduction in mortality rates as recorded by Hospital 
Standardised Mortality Ratio (HSMR) and Summary Hospital-Level Mortality 
Indicator (SHMI) for 2016/17. 
PM stated that a paper on HSMR was presented to Trust Board. One of the noted 
themes was around patients remaining in hospital longer than is necessary. 

 
SH reported on a meeting with Dr Foster where the future of the HSMR was discussed. 
It was highlighted that the impact of the HSMR may lessen with the introduction of 
mortality review panels. 

 
SB reported on the positive impact the mortality review panels have had particularly in 
Bereavement Services as death certificates are completed more promptly. This  
ensures a patient’s family have all the documentation required in a timely manner. 

 

5 Risk Register 
FMcN presented the Risk Register to the Committee and the risks the Committee are 
responsible for as follows: 

 
9-16/17 Failure to achieve internal and external set quality/patient safety 
improvements 
No change to current rating of 12 (moderate): Key quality challenges relate to HSMR 
and SHMI, dementia screening and patient moves at night 

 
10-16/17 Unintended consequences to delivery and quality of care due to cost 
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 improvement programme 

Current rating of 12: Nil to note although an new owner will be required now the Director 
of Nursing has left the Trust. 

 
48-16/17 Lack of urgent access to specialist mental health clinical assessment 
and advice. 
Current rating reduced from 20 to 12: Consultant Psychiatrist now in post which has 
mitigated the Responsible Clinician risk for adult in-patients and lack of  specialist 
advice. The Consultant Psychiatrist now has oversight of all patients placed under 
section. The recruitment process is underway for the MHA Administration SLA with 
Southern Health. 

 
QT3 Lack of capacity to manage the increase of adult safeguarding agenda and 
associated workload. 
Business case being put together due to there being no designated admin support.  
Also with the Lead Nurse retiring in July the team is totally under resourced. 

 
PM commented on the CQC visit and the risks highlighted around staffing within AMU 
and whether a new risk is required relating to this. FMcN noted that the current CQC  
risk will be reviewed and updated to reflect this. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FMcN/ 
TS 

6 Minutes to note: by exception only 
 
(i) Patient Safety Steering Group 
SH confirmed the following safety priorities for 2017-18 were identified: 
· Medication errors – to be measured by: fewer errors, less harm and less external 

notifications of errors 
· Sepsis – Trust priority to meet the CQUIN targets. 
· Mortality – learning from: deaths, assessment using the R C guidelines, recording 

of avoidable deaths 
 
SH reported on the need to focus on the checklist and policies developed around 
NatSIPs. A recent near miss incident has highlighted the need to embrace the process 
and reminders are being sent to Clinicians around this. 

 
(ii) Clinical Effectiveness and Mortality Steering Group 
SH presented the above and reported on SSNAP compliance achieving a level B. The 
meeting was very positive with good stories to note. 

 
FMcN asked of the lack of nursing representation with DE offering to follow up with Liz 
Hall, Head of Nursing for CHAT. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DE 

7 Confirm key messages from Committee 
MN confirmed the following key messages from the meeting: 

 
· Imaging capacity – concerns regarding the volume and pressures the 

department are under.  Risks have been escalated to Trust Board. 
· IT – specifically the fact that possible prioritisation of long-term strategic 

solutions may be impacting on responses required for current systems, 
particularly the renal server. 

· ED overcrowding and DTA breaches – work ongoing but still not where the Trust 
should be. 

· Mental Health – much improved but still ongoing concerns. 
· Vulnerable patients – Acknowledgement and recognition of the importance of 

caring appropriately for these patients. 
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8 Items for discussion at the next meeting 
There were no items for discussion at the next meeting. 

 

9 Any other business 
9.1 DE reported on questions raised at CQRM regarding the impact on quality for 
patients on waiting lists for treatment. The associated risks are noted on the Corporate 
Risk Register but questions were asked around whether the Committee is aware of the 
impact. A discussion ensued and it was agreed for a quarterly Operations Centre 
quality report to be presented to the Committee from June. To be included on the 
Committee agenda. 

 
9.2 DE asked if there was a table available listing all committees and sub-committees 
and who they report to. FMcN confirmed a table was available and is included within 
the annual governance statement. 

 
 
 
 
 

TS 

 Date of next meeting: 
Thursday 11 May 2017 

09.00 – 11.30 
E Level Boardroom, Education Centre QAH 

 

 

Committee attendance record: 
 

Attendees 
12 15 14 11 08 13 10 08 12 09 09 13 
M J J A S O N D J F M A 

Non-Executive Director (Chair)                         

Non-Executive Director (Vice-Chair)   A   A           A    
Director of Workforce and Organisational 
Development A     A         ®   ® ® 

Chief Operating Officer A A A A A A A A A A A ® 

Medical Director               A  A ®   

Director of Nursing   A A   A A     A      

Director of Corporate Affairs     A   A               

Deputy Director of Nursing A         A         A   

Associate Director of Quality and 
Governance                         

Associate Director of Infection and Safety A A A A A A A A A ® ® A 

Head of Patient Experience   A   ®           ®     

Head of Governance and Quality     A   A     A         

Chief of Service (representative) / Medical 
Governance Lead 

            

General Manager (representative)   A A     A A A A A A   

Head of Nursing (representative)         A     A         

Director of Education ® ® ® ® ® A ®   A ® ® ® 
Defence Medical Group (South) 
Representative A   A   A   A A A   A   

Trust Governor   A A                 

 
 

A Apologies 
 

® Representative 
 

ü Attended 
 

X No Attendance 
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CHARITABLE FUNDS COMMITTEE MEETING 
 

Thursday 11TH May 2017 
Board Room, Education Centre, E Level 

 
Present: Mark Nellthorp         (Chair) Non-Executive Director 
Attendees: Peter Mellor (PM) Director of Corporate Affairs & Business Development   
 Sarah Balchin (SB) Head of Patient Experience 
 Kim Sanderson (KS) Radiotherapy Services Manager 
 Victoria Greenshields (VG) Fundraising Manager 
 Lorraine Farrow (LF) Charitable Funds Accountant 
 Amanda Lipsham (AL) Finance 
 Sabeena Shetty (SS) Accountancy Technician 
 Caroline Cawkill (CC) Matron – Critical Care 
Minutes: Paula Lang (PL) Fundraising Administrator 

 
ITEM MINUTE ACTION 
1 Apologies  
 Jo Church 

Mick Lyons 
 
The committee welcomed Amanda Lipsham, who will be taking over from LF as the new  
Charitable Funds Accountant going forward. 
 

 

2 Minutes of the last meeting  
  

Minutes from last meeting agreed by the committee. 
 

 
 
 

3 Matters Arising  
  

Review of rolling action points  
 
Expenditure Requests 
QA Carers Team Magnet Application 
 
This request is for patient bedside magnets and staff badges to support the QA Carers 
Team. 
The magnets will easily identify which patient has a carer who will be involved in their 
care and the badges will identify the carer champions on each ward. 
MN said that the estimated cost of £827 seemed quite a lot, but the request did not 
 state the numbers required. 
 
MN agreed in principal for this request  to be funded from the General Amenity but 
 asked CS to obtain more details from Claire Dyson first 
. 
 
 CS has left Trust, so SB is to obtain details from CD. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SB 
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ITEM MINUTE ACTION 
 
 
 
Expenditure requests 
Standing/Raising Aid: 
This request was discussed at July 2016 meeting, KL was asked to suggest the depart
ment approach the League of Friends in the first instance. KL actioned this but had not 
heard back and was not aware of any approach to LoF. KL was asked to provide 
 Cathy Stone with some words and she would email Lesley Coles. 
MN agreed for this to be rolled forward to next meeting as a  solution has not yet been  
found. 
Awaiting update from CS. 
 
CS has left the Trust, so SB will take up and speak to LC. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SB 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Expenditure requests 
Review of Patient advice and liaison service (PALS) 
MN advised the space could be better used by Fundraising as it is a prime location and 
asked PM to look into this. VG prepared a report which highlighted the benefits of this. 
PM said the meeting room beside the Chapel may be a possibility for PALS to move 
 into, but there may be opposition. SB said this room has already been allocated for 
 certain times on a daily basis, but it could be possible for PALS to have drop in  
sessions at particular times, so agreed that this could be looked at as a possibility as 
long as there was a clear signpost for this service and asked that provisions for a 
 disabled volunteer be taken into consideration. 
MN stated that a meeting with the interim DON is needed to discuss and move this 
 forward. 
  
 
Terms of Reference 
LF stated that she will be reviewing the procedures and will be   internally auditing the 
 processes. LF requested an extension until year end at the earliest. This will likely to be 
completed by June/ July 2017.To be rolled over to July 2017. 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
SB 
MN 
PM 
 
 
 
 
 
 
 
LF 
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ITEM MINUTE ACTION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4 
 
 
 
 
 
 

 
Rocky Appeal Financial Activity 
 
LF presented to committee and expressed her concerns about the next payment. 
The committee expressed concerns about the Rocky appeal in ML absence. 
PM to speak to ML and AC to help and have access to ML diary. 
 
PM updated committee in May and said ML is to be signed off for another 2 months.PM 
has asked VG and her team to support Rocky. PM to speak to ML to agree a strategy 
 on way forward. 
Possible suggestions would be for ML to concentrate on areas of his expertise only (eg 
visiting new groups/associations to try and increase income). 
 
A clear written strategy is needed. 
 
Policies & Procedures 
 
Marketing, Communications, Commercial Sponsorship and Advertising Policy 
MN advised that the committee are happy with this policy and it should be moved. PM 
to move this policy by the next meeting. 
 
VG updated committee in May saying that although policy had been done it was in the 
wrong format. 
PM asked VG to send to him to format. 
 
Investments 
LF is dealing, on hold until the end of the financial year. 
 
LF stated in May that she had had a look at the small investment and stated that it had 
performed very well in 16/17 and was reticent to move it. 
MN asked about the investment for the cash reserve.  
LF to produce a paper on both the small investment of approximately £8k and the cash 
reserve of 1.5m. 
 
WIFI 
Action closed. To be removed from Rolling Action Grid. 
 
Risk Register 
 
Action closed. To be removed from Rolling Action Grid. 
 
 
  
Expenditure requests – no new requests for May 17. 
Update from March meeting within rolling actions. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
PM 
 
 
 
 
 
 
 
 
 
 
 
VG 
PM 
 
 
 
 
 
 
 
 
LF 
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ITEM MINUTE ACTION 
 
5 
 
 
 
 
 
 
 
 
 

The Portsmouth Hospitals Charity 
 
Fundraising Report 
VG highlighted the following: 

· Fundraising had exceeded the 16/17 income target of £963,000. 
· 17/18 income target is £1.3m 
· Social media support on Facebook is 1,162, Twitter 1,053 and Linkedin 65 
· Staff fleeces have been successful, with 726 staff now wearing them. 
· Rocky second hand goods bought in 13% of their income. 
· IMO income is growing and continuing to develop. 
· Charity led income has increased 
· Income forecast 17/18 £400,000 for Legacies 

MN noted that Facebook followers didn’t seem that high and wondered if numbers could 
be increased by including patients. 
SB said that it may be possible to link PHC Facebook and Twitter with her community 
 contacts.  
 
Fundraising Strategy 
VG highlighted the following: 

· Imperative that PHC prepare now for another Appeal, even though it won’t begin 
until after the Rocky Appeal has finished. 

·  The key areas for successful appeals are – Dementia, Children and Babies and 
Women and Cancer. 

· Most appeals are over a two year period and are for £200,000-£350,000. 
 

VG has asked for ideas. 
 

 
 
Fundraising Budget and Income Analysis – year end 16/17 
 
LF presented this to the committee and confirmed that Fundraising had exceeded their 
 target and the budget was well managed and under by £6k. 
The budget for 17/18 has been agreed and the target is £1.3m. 
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ITEM MINUTE ACTION 
 
6 

 
Rocky Appeal 
 
Rocky Appeal Financial Activity – year end 16/17 
LF presented to the committee and stated that Rocky was approximately £130,000 
 short by the end of April, and that there is no large income in  pipeline. 
 
The bill for 2017 was paid in May and will be paid by the Charity, but the decision on 
 where this money will be sourced from is currently with Chris Adcock and the board. 
  
LF also expressed concerns about the possible settlement fee that will need to be paid 
 in 2018. 
MN reiterated that a clear strategy is needed. 
 
Rocky Appeal Progress Update  
ML is currently on sick leave 

 

 
 
 
 
 
 
 
 

 
7 

 
Financial Activity  
 
 
 
Financial Activity Report – year end 16/17 
LF presented report to committee and the balance at year end was £1.282m 
 
General Amenity – year end 16/17 
LF presented report to committee and said that a careful check will be needed on the 
level of income into the GA to make sure that it does not get too low. 
 
 
 
Nurse Ward Charitable Fund –year end 16/17 
 
LF presented to the committee and expressed concerns on whether there are enough 
funds in the General Amenity to fund on the same basis as previous years. 
After various discussions, MN confirmed that we will: 

· Continue with scheme but will initially offer £1k per ward.  
· If income decreases into the GA the £1k may have to be reviewed. 
· If income increases into the GA, this may be increased up to £2k after a review. 
· Wards are encouraged to fundraise. 

 
MN asked SS to prepare a letter accordingly and send to MN and PM for approval. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SS 
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ITEM MINUTE ACTION 
 
8 
 
 

 
Policies & Procedures 
 
Marketing, Communications, Commercial Sponsorship and Advertising Policy 
 
This is in rolling actions. 
 

 
 
 
 
 
 
 

  
9 

 
Risk Register 
 
LF presented this to the committee and stated that Rocky are now on the Risk Register 
showing the impact of loss of income source and saying that current fundraising appeal 
may not succeed. 
VG stated that a form of income generation could be to employ a professional Grant 
writer on a no grant no fee basis. 
SB said that the Innovation team may have someone on their team that may be able to 
help. 
MN asked PM to investigate options. 

 
 
 
 
 
 
 
 
 
 
PM 

10 Date of Next Meeting 
 
Thursday 13th July 2017 11.45 – 13.30, ELevel Board Room 
 
 

 
 

11 Any Other Business 
SB asked about March’s request for beginner’s course in Makaton. 
MN confirmed that this had been approved in March’s meeting. 
 
VG asked about wrapping the lifts with charity logo and information. 
This was agreed in principle. 
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Trust Board – Rolling Annual Work Plan 2017 
 

 

Trust Board 
Date Item Item 

February 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

 
§ Quality Report (SUI’s) 
§ Papers for noting 
§ Contract Negotiations 
§ Example of Incident 
§ Q3 forecast review 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 
 

March 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Contract Negotiations 
§ Equality & Diversity Annual Report 
§ Quarterly Complaints Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

April 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ National Staff Survey 
§ Annual Education, Learning & Development 

Report 
§ Audit Committee Report 
§ Audit Committee Forward Planner 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research & Innovation Report 
§ Research & Development Strategy 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 

May 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

June 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Final Quality Accounts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
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July 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Safer Staffing Report Nursing & Midwifery 
§ Board Assurance Framework (BAF) 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

September 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ DIPC Annual Report 
§ Revalidation 
§ Annual Adult Safeguarding Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q1 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
 

October 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Annual Staff Health and Well-being Report 
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care  
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

November 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q2 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 

December 

§ Patient Story  
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Charitable Funds Report and Accounts 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts and Trust Guardian 

Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 
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TRUST BOARD PUBLIC – JUNE 2017     Agenda Item Number: 103/17 
        Enclosure Number: (16) 

Subject: Use of Company Seal Update 

Prepared by: 
Sponsored & Presented by: 

Peter Mellor, Director of Corporate Affairs 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To update the Board of the usage of the Company Seal 

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

None – for noting only 

 

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

 None – for noting only 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 None – for noting only 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

n/a 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

n/a 

 

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

Organisational Priorities n/a 

Board Assurance Framework/ 
Risk Register Reference n/a 

Risk Description n/a 

CQC Reference n/a 

 

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

n/a  
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Portsmouth NHS Trust Seal 
 
There have been 3 occasions since the last report to the Trust Board which have required the use of 
the official Trust seal: 
 
Seal affixed on:  

- 10.12.2016 - Lease to MOD of Albert House, Queen Alexandra hospital. 
 

- 16.1.2017  - Surrender of part of Quad building (Admin & reception Office, Rooms 5 &6) 
by Southampton University 
 

- 16.5.2017  - Deed of Grant of Easement between Bellway Homes, Mr & Mrs Mcavery & 
Portsmouth Hospitals NHS Trust 
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02-Jun-16

07-Jul-16

01-Sep-16

06-O
ct-16

03-N
ov-16

01-D
ec-16

02-Feb-17

02-M
ar-17

06-A
pr-17

05-M
ay-16

Directors

Ursula Ward
Tim Powell ü ü ü ü ü ü ü ü X ü
Peter Mellor ü X ü ü ü ü ü ü ü ü
Simon Holmes ü ü ü ü ü ü ü ü ü ü
Simon Jupp ü ü ü ü ü ü
Cathy Stone ü ü ü X ü ü ü ü
Ed Donald X ü ü ü X ü ü ü ü ü
Chris Adcock ü ü ü ü ü ü ü ü ü ü
Rebecca Kopecek X ü ü ü ü ü ü ü ü ü
Rob Haigh X ü ü ü ü X ü ü
Sheila Roberts ü ü ü

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü ü X ü ü ü
Elizabeth Conway ü ü ü ü ü ü X ü ü
Mark Nellthorp ü ü ü ü ü ü ü ü ü ü
Steve Erskine ü ü ü ü ü ü ü ü
Dr John Smith ü X X X ü ü X X
Michael Attenborough-Cox ü ü ü ü X X ü ü X ü
Melloney Poole ü

ü

X

t

Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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