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MINUTES 
 

Present:  Mark Nellthorp   Interim Chairman 
David Parfitt   Non-Executive Director 
Christine Slaymaker  Non-Executive Director 
Melloney Poole  Non-Executive Director 
 
Tim Powell   Chief Executive    

   Rob Haigh   Director of Emergency Care 
Ed Donald   Executive Director 
Rebecca Kopecek  Interim Director of Workforce 
Sheila Roberts  Interim Chief Operating Officer 
Michelle Dixon   Deputy Chief Operating Officer 
Nicola Ryley   Interim Director of Nursing 
Louise Millard Associate Medical Director 
Kevin Nederpel Deputy Director of Finance 

 
In Attendance: Peter Mellor   Director of Corporate Affairs 
   Teresa Cunningham  PA to Trust Board (minutes) 

Eddie Tuke Assistant Director of Commissioning 
Sarah Balchin Head of Patient Experience 
Briony Robinson UGI/OG Specialist Dietitian 
Nicky Sinden Lead Nurse for Workforce 
Hannah Docherty Matron for Surgery 
  

Item 
No 

Minute 
 

 
108/17 

 
Apologies: 
Mike Attenborough-Cox, Non-Executive Director 
Chris Adcock, Director of Finance 
John Knighton, Deputy Medical Director 
 
Declaration of Interests: 
There were no declarations of interest. 
 

109/17 Patient Story 
 
Briony Robinson, UGI/OG Specialist Dietitian gave her presentation, attached below. 
 

109.17 Patient 
Journey-BR June'17.pptx 
 
The Interim Chairman queried what the arrangements were for post-surgery engagement. 
Briony Robinson replied that follow-ups were multi-professional and that any additional care 
will be designed to provide maximum benefit. 
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The Interim Director of Workforce announced there had recently been approval given for a 
Dietetics post in Critical Care. 
 

110/17 Minutes of the Last Meeting – 1 June 2017 
 
The minutes were agreed as a true and accurate record. 
 

111/17 Matters Arising/Summary of Agreed Actions 
 
The Chief Executive provided an update against Action 87/17.  There is still no confirmed 
date for the receipt of the CQC report.  It has been completed and is now going through the 
CQC internal approval processes. He promised to share the date once it was known. 
 
The Interim Chief Operating Officer gave an update on action 88/17 from the previous 
meeting. She announced there will be a full scale table top major incident exercise carried 
out in real time within the Trust on 20th July, to test the Trusts ability to respond to a major 
incident and to test our operational response. Recent events in Manchester and London 
have highlighted excellent working between the Health Service and other agencies, this 
Trust needs to be able to respond in a similar way. An NHS England facilitator will co-
ordinate the day. Non-Executives are invited to observe this exercise if they wish to do so. 
The Interim Chief Operating Officer will update the Board on the outcome of the exercise at 
the next Trust Board meeting to provide the Board with reassurance that the system is being 
tested. There is an up to date comprehensive major incident plan in place. 
 
The Interim Chief Operating Officer also announced that later in the year there will be a full 
scale live exercise which will incorporate other agencies such as the Police, Fire Brigade 
and Portsmouth Hospitals NHS Trust. 
 

112/17 Notification of Any Other Business 
 
None. 
 

113/17 Interim Chairman’s Opening Remarks 
 
The Interim Chairman began by introducing himself and confirmed that the process to recruit 
a permanent Chairman would soon be underway.   
 
The Interim Chairman’s priority is to keep momentum in supporting the new team and 
maintain pace in making improvements. 
 

114/17 Chief Executive’s Report 
 
The Chief Executive drew attention to key areas of his report: 

 The Queen’s Speech 2017 
 Jeremy Hunt to remain as Health Secretary 
 Professor Edward Baker will be the Care Quality Commission’s new Chief Inspector 

of Hospitals 
 NHS Improvement Year-End Figures 
 Report on future of commissioning marks new series exploring key issues for the 

health service 
 NHS England – Reduction in sales of sugar-sweetened beverages 

 
Melloney Poole asked the Chief Executive what he considered the top three risks to the 
Trust to be. The Chief Executive responded: 

1) Continuing pressure regarding bed occupancy rates and, in turn, the number of 
patient moves that result as a consequence 

2) Patients who have specific needs and specialist mental healthcare needs 
3) Financial issues and challenges, particularly around bed occupancy and 

unscheduled care 
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Melloney Poole asked when it would be possible to share the action plan that needed to be 
put in place to address the mental health issues within the Trust. The Chief Executive 
confirmed that there was a meeting planned with NHSi next week after which a plan would 
be produced and that he would circulate it as soon as it was available. The Interim Director 
of Nursing reminded that the Care Quality Commission considered mental health to be a key 
priority. 
 
David Parfitt asked what assessments had been carried out within Portsmouth Hospitals 
NHS Trust in relation to fire risks and cladding. The Chief Executive confirmed that a risk 
assessment had been carried out and he had been assured by Carillion and Hampshire Fire 
and Rescue Service that the cladding presented no immediate danger. The canopy outside 
the East entrance had been identified as a potential risk as it is made of timber and will be 
replaced. The Director of Corporate Affairs added that he would circulate a summary of the 
different work and assessments that had recently been carried out. He confirmed that an 
independent expert would be carrying out an independent review of the assessments that 
have been undertaken. The Director of Redevelopment has confirmed that the hospital is 
‘safe’. 
 
Local News: 

 Best People Awards 
 Team Brief 

 

114.17b Team Brief - 
June 17.pdf  

 

115/17 Integrated Performance Report  
 
Operations (this item was taken out of turn) 
 
The Interim Chief Operating Officer began this item by updating the Board on Mental Health. 
She has received good engagement with local partners and has also met with South Central 
Ambulance service and other providers to identify gaps within our Emergency Department. 
Patients with a mental health condition need specific support when at the acute trust.  The 
issues raised are important for us to resolve in conjunction with external partners. Extra 
support is being provided and the Interim Chief Operating Officer, Director of Emergency 
Care and Interim Director of Nursing will meet with the departments on a regular basis. The 
changes in law will also have an impact on the Trust and therefore the Interim Chief 
Operating Office is working closely with the Police. 
 
The Interim Chief Operating Officer announced that the Trust has been granted £855,000 
capital funding to create an Urgent Care Centre on site, the key requirement is that it is co-
located with the Emergency Department. The work must be completed by October 2017 in 
order for the service to commence. 
 
Christine Slaymaker enquired as to how the new Urgent Care Centre will be staffed. The 
Interim Chief Operating Officer responded to say the capital funding received is to build the 
physical unit, the unit will be run by Commissioners and will go out to tender. This Trust will 
have no influence over the members of staff who work in the unit. The Interim Chief 
Operating Officer has asked for an arrangement to be in place so we have a mechanism to 
cope with patients if the unit is unstaffed for any reason, there is a requirement for an 
alternative safe place for patients. The Chief Executive added that following the visit from 
Pauline Philip, National Lead for NHS Improvement for Accident and Emergency, the 
expectation is to have a GP style service within the Emergency Department. The current 
service is inadequate. The Trust at least has the funding to ensure it has the right facilities, it 
is then for commissioners to ensure they commission the service to national specification. 
 
The Interim Chairman asked what the timeline is for the service to be up and running. The 
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Interim Chief Operating Officer replied to say that commissioners are putting together an 
options appraisal which should be completed by the end of July, in order to work out the 
best site for the centre. A physical unit must be in place by October. 
 
David Parfitt raised concern around the logistics of running the unit and how this would work 
alongside our staff and service. The Interim Chief Operating Officer assured the Board the 
Trust will be working closely but separately. Patients will be met by a ‘navigator’ directing 
them to the correct department. It is key that GPs in the unit feel valued and engaged. The 
Trust is looking to recruit GPs who wish to maintain their emergency skills. 
 
Melloney Poole enquired as to whether the Mental Health Liaison Team is being put back in 
the Emergency Department. The Interim Chief Operating Officer remarked that the service 
is still in place and will remain. The service specification is not now sufficient and exact 
requirements will need to be worked on with commissioners. 
 
Ed Donald, Executive Director enquired as to whether Portsmouth Hospitals NHS Trust can 
bid for the service. The Interim Chief Operating Officer confirmed that it could, however it is 
not seeking to do so and will be continuing to focus on its Emergency Department. The 
Trust will be able to record the activity. 
 
The Interim Chief Operating Officer drew attention to the following areas of her report: 

 A&E – 4 hr standard performance was 74.99% (79.06% last month) There were 38 
breaches of the 12 hr Trolley Wait Standard 

 RTT - Performance 91.37% against the 92% standard (at aggregate level) and 
against the improvement trajectory of 91.4%. Total number of patients waiting to be 
treated increased by 609 to 29,734. Number of patients waiting more than 18 weeks 
reduced by 223 to 2,567 

 Diagnostic Waits - Trust performance was 99.2% against the 99% diagnostic 
standard and improvement trajectory of 99.1%. There were 52 breaches of the 
standard. Demand for diagnostics remains high. Prioritisation of inpatients to assist 
unscheduled care flow 

 Cancer - The Trust is currently forecasting achievement 7 of the 8 key national 
standards, provisionally 62 day screening has not been achieved however validation 
is not completed, review of the breaches has commenced to review choice of 
screening site offered to patients as options include Isle of Wight, which due to 
geographical location is unpopular with non-residents. There are provisionally 4 
patients who were treated in excess of 104 days and a full root cause analysis of the 
breaches has commenced to determine underlying cause of delay and actions to be 
taken to address 

 
Melloney Poole commented that the 104 day standard has 0 tolerance, and questioned if it 
is accepted that the Trust will fail this target. The Deputy Chief Operating Officer reassured 
the Board that the accepted level is 0 tolerance and they are working towards this. It is a 
priority. However, there will always be complex pathways and there is a responsibility to 
tighten those pathways as much as possible. Patients are being reviewed on a weekly 
basis. 
 
 
The Director of Emergency Care informed the Board that Solent Community Trust has 
increased the level of patients being taken out of the Trust on end of life schemes. They 
currently have capacity within their newly recruited additional workforce and the Director of 
Emergency Care will be discussing extending their service as well as having simpler home 
care packages which should further accelerate the reduction in medically fit for discharge 
patients. The Interim Chairman responded to say that whilst it is good to see improvements, 
he is however still concerned about the scale of the problem in relation to bed occupancy 
and medical fit for discharge patients and the pace in which improvements are being made. 
The Trust needs to get to a stage where it has 100 or less medically fit for discharge 
patients and questioned if there was a timeline for this. The Director of Emergency Medicine 
informed the Board that trajectory is slightly behind at 234 against a target of 226. Solent 
NHS Trust has acknowledged the gap and the additional support required to bridge it. The 

4



 

Interim Chairman remarked that even if the Trust recoups its position, there are still signs 
the system is not working as expected. The Director of Emergency Care responded to say 
that the extra recruitment taking place within Solent and Southern NHS Trusts will increase 
service availability in order to make more improvements and reach the September target. 
 
Ed Donald, Executive Director questioned how the Board gets assurance the plan will work 
this time around and asked if there was a recovery plan from partners that includes this 
Trust for delivery of the plan and who is being held to account, and commented there are 
currently 100 patients per week who are not benefiting from leaving hospital and are in a 
waiting list to leave. The Director of Emergency Care responded to say the multi system 
waiting list reduction plan has been shared and is scheduled to last until September. The 
plan is being monitored through the weekly assurance meetings. The Integrated Discharge 
Service team are confident and have assured the Delivery Board they can provide business 
as usual when at that point. 
 
The Interim Director of Nursing remarked that for the sake of patient experience, the plan 
has to work, however, it is predicated on others delivering, and commented that this Trust 
cannot do it alone. 
 
Quality 
 
The Interim Director of Nursing reported that she had recently met with NHS England 
regarding mental health provision and, in particular, around CHAMS and level 4 access, and 
speeding up processes.  
 
The Interim Director of Nursing drew attention to the following areas, with supporting 
comment from the Associate Medical Director: 

 SIRI - 60 SIRIs had been reported in May, compared to 55 in April. These were 
reported as 48 breaches of the Decision to Admit (DTA) target and 12 clinical SIRIs. 
A total of 4 incidents had resulted in the death of the patient. A total of 38 x 12 hour 
DTA breaches were reported in May; the remaining 10 had occurred at the end of 
April but had been reported to STEISS in May. There had been zero Never Events 
reported in May 

 Pressure Ulcers – The Trust confirmed 1 avoidable grade 3 pressure ulcer within 
Medicine and 0 (zero) grade 4 pressure ulcers in May; compared to the 1 grade 3 
pressure ulcer reported in April 

 Dementia - There had been a slight increase in the compliance with dementia 
screening in May; however, compliance remains low at 79.3%, compared to 76.1% 
recorded in April and 74.3% in March 

 VTE – The VTE risk assessment figure for May is 96.14% (subject to validation); 
compared to the April figure of 96.31%. The National average for VTE assessment 
(NHS England, Q2 2016-17) is 95.51%. 

 Falls – There has been a total of 3 confirmed falls incidents in May. 1 fall contributing 
to the death of the patient within Medicine, 1 fall resulting in severe harm within 
Medicine and 1 severe harm incident within MOPRS. All incidents had been reported 
as SIRIS and are currently under investigation. There had been 1 reported moderate 
harm fall within AMU in the Emergency Medicine CSC which is currently under 
investigation 

 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 

 Friends and Family – The total number of responses for both ED and in-patients 
increased from 4,025 in April to 4,365 in May. The Emergency Department response 
rate remained static at 14.6% in May; therefore, not achieving the required 15% 
target. However, the figure is above the national average of 12.5% in April. The 
reported satisfaction rate had increased slightly to 95%. The Trust continues to 
exceed the national benchmark of 87% in April 

 Infection Control: 
o MRSA - The Trust reported 2 patients with MRSA bacteremia in May. Both 

cases were provisionally assigned to the CCGs (1x Portsmouth CCG and 1x 
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Fareham and Gosport CCG) pending Post Infection Review panels (PIR). 
Following PIR meetings, both cases have been referred to NHS England for 
arbitration and attribution to Third Parties has been requested 

o C.Difficile - The Trust reported 5 patients with C.Difficile attributed to the Trust 
in May against a monthly objective of 3. The cases occurred as follows: 
Medicine (x2), Surgery (x1), MSK (x1) and Paediatrics (x1). Formal multi-
disciplinary panels have been reinstated for all cases occurring from June 
2017 

o MSSA - There were 4 patients reported with MSSA bacteraemia attributed to 
the Trust in May 

 HSMR/SHMI – The updated Trust HSMR for the 12 months to February 2017 is 
111.19. This represents an increase on the rate previously reported for the 12 
months to January 2017 of 109.85. This sits within a confidence interval of 106.25 –
116.30. The Trust HSMR is now classed as high as the lower confidence interval is 
above 100. The Trust SHMI for October 2015 to September 2016 is 110.96; which is 
a 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 

 
The Associate Medical Director reported that there is close internal and external scrutiny of 
mortality within the Trust. 40% of all deaths are reviewed on a daily basis through the 
Mortality Review Panel. The review panel enquires about avoidable deaths and looks at 
themes; 15% are attributed to medically fit for discharge or end of life pathways. She 
reported that the Trust was unable to review all deaths currently due to capacity and the 
appropriate training of clinicians. Portsmouth Hospitals NHS Trust is ahead of other Trusts 
in terms of reviewing deaths. Plans are in place to extend the service. The Deputy Medical 
Director has been asked for a timeline for the start of the extended service. 
Action: Deputy Medical Director 
 
The Interim Chairman noted that Patient Moves had not been referred to in the verbal report 
given by the Interim Director of Nursing. The Interim Director of Nursing confirmed that there 
had been an increase in the number of patient moves after midnight and assured the Board 
that she was working on the development of a structured plan to resolve the issues. There 
were no ‘never events’ to report. 
 
Finance 
 
The Deputy Director of Finance drew attention to the following areas of the report: 

 The Trust's financial plan for 2017-18 has a surplus target of £9.7m. As 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. This report does not contain a detailed forecast 
as this is reviewed formally at the end of Q1 

 The annual plan for clinical income reflects the agreement expectation that will be 
reached with Commissioners on the Aligned Incentives Contract and this will apply 
from 1st April 2017. The annual plan includes an income provision relating to the 
Sustainability and Transformation Funds (STF) of £13.4m and a financial 
improvement requirement through the course of the year of £34.5m 

 The Trust's Income and Expenditure position for May 2017 was an actual deficit of 
£4.1m. This was in line with the planned position of a £4.2m deficit. The position 
includes recovery of the STF funding for the month of £0.7m, a year to date sum of 
£1.4m. Clinical Income has been based on a number of assumptions as activity was 
either not fully coded or available for the reporting period 

 The Trust continues to see significant pay pressures through the continued 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 2 
have been mitigated by a favourable non-pay reserve position. Subsequent months 
will require more stringent pay controls and a comprehensive range of financial 
improvement initiatives in order to achieve financial targets 
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 The plan by the end of quarter 1 requires a deficit position of £5.9m or better, 
including receipt of STF allocations. Whilst Q1 remains challenging, significant 
improvements in financial performance are required from quarter 2 onwards in order 
to deliver the plan. Managing financial risks relating to the overall surplus plan will be 
challenging, however, based on the number of variables and potential opportunities it 
is still considered to be a deliverable objective at this point in the financial year 

 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 £6.7m at the end of 
May. 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 Portsmouth Hospitals NHS Trust has now written to NHSI outlining the 
issues surrounding the cash position and the implications of changing the capital 
resource limit formula and the impact on its ability to replace capital equipment 

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

 Total workforce capacity decreased by 20 FTE to 6930 FTE in May 2017 and was 88 
FTE over the new funded establishment 

 Temporary workforce capacity increased to 502 FTE in May 2017 and comprises 
7.2% of the total workforce capacity. This is a 0.1% increase compared to April 2017. 
The Trust is providing temporary mental health staff in the interim which incurs a 
significant cost 

 The number of shifts that have breached the capped rates or are off-framework have 
increased by 485 shifts to 2413 shifts in May 2017 

 Evidence collected for May 2017 indicates that overall staffing levels have increased 
from 103.1% to 104.2% compared to planned levels 

 Evidence collected for May indicates that overall CHPPD is 5.1 for RNs. This is 
similarly reported in comparison to the previous month and 2.9 for HCSWs for PHT. 
This was an increase in comparison to the previous month 

 Appraisal compliance has decreased and currently records at 81.5% in May, below 
the 85% target 

 Essential skills compliance maintained at 88.8% and continues to be above the 85% 
target 

 Sickness Absence Rate (12 month rolling average) decreased to 3.8% in April but 
remains above the target. In-month sickness absence decreased to 3.7% in April 
and is above the target 

 Staff Friends and Family Pulse Test - Quarter 4 results 2016/17 for Wessex place 
Portsmouth 92nd of the 230 Trusts surveyed. At 67% this is 1% less than the 
previous quarter, 3% above the England average and 1% below the Wessex 
average scores 

 No whistleblowing, professional registration or safe guarding referrals had been 
received 

 
 

116/17 CQC Enforcement Notice 
 
The Interim Director of Nursing presented this report, which comprised of 2 parts: 

 Part A – compliance with the CQC Enforcement Notice 
 Part B – compliance with the Urgent Care Improvement Plan 

 
The Interim Director of Nursing drew attention to the following highlights: 

 A Section 29A report had been re-issued yesterday and the Trust has the 
opportunity to review the draft 

 Following the Care Quality Commission (CQC) inspections in September 2016, 
February and May 2017, the CQC Improvement Plan has been revised to ensure 
that all issues raised by the CQC are being addressed 
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 There has been good progress with the actions.  The response provided by the 
CSC’s for their specific actions are currently under review to determine the level of 
compliance 

 The increased scrutiny around Mental Health continues.  The areas requiring further 
focus relate to completion of risk assessment and care plans and application of 
Mental Capacity Act and Deprivation of Liberty Safeguards requirements in practice 
with supporting documentation that reflects robust best interest decision making.  A 
weekly Mental Health Working Group has been established to drive forward the 
required actions and improvements   

 An external deep dive review into mental health has been completed and a report 
provided with a number of recommendations to consider and take forward. A 
separate action plan relating to vulnerable patients has been drafted and is in the 
process of being finalised to ensure all recommendations from this review have been 
included 

 The Trust is working collaboratively with Commissioners and Portsmouth City 
Council to ensure that there is appropriate resource and support available to enable 
the Trust to progress the Mental Health and Safeguarding agendas. 

 The Trust continues to report against the Enforcement Notices in accordance with 
the Conditions 

 The Trust has appointed an interim Head of Assurance to support the organisation 
with the CQC work. The post holder will have oversight of all the CQC requirement 
and enforcement notices, actions and associated action plans and will support the 
organisation in the delivery of these and the provision of assurances 

 
The Interim Director of Nursing reported that the Trust had been working closely with partner 
organisation regarding mental health and safeguarding provision. At the end of July 
Portsmouth City Council and Commissioners will undertake a review of our existing 
arrangements around safeguarding. The adult safeguarding lead is due to retire at the end 
of July and Commissioners have agreed to support that service until a replacement is in 
place. The Interim Director of Nursing will provide an action plan at the next Trust Board 
meeting. 
 
Christine Slaymaker noted that the highest level of ‘did not attends’ for staff mandatory 
training was for mental health and asked what was being done to improve this. The Interim 
Director of Nursing recognised this as a priority and assured that the Trust will be working 
proactively to improve mandatory training attendance. She added that military staff would be 
supporting the Trust in order to release more staff to attend training. 
 

117/17 Quality Performance Report (Serious Incidents Requiring Investigation) 
 
The Interim Director of Nursing presented the report and drew attention to: 
SIRI summary – May 2017 
A total of 60 SIRIs had been reported in May comprising: 

 48 x breach of 12 hour DTA target (10 occurred in April) 
 12 x clinical SIRIs:  

o 2 x Fall resulting in fractured neck of femur 
o 2 x Alleged assault of patient by agency member of staff 
o 1 x Fall contributing to death 
o 1 x Undiagnosed cardiomyopathy leading to cardiac arrest at end of surgery 
o 1 x Patient arrested and died after removal of central line 
o 1 x Suboptimal management and transfer of patient with spinal cord 

compression 
o 1 x Cardiac arrest following accidental injection of air in coronary artery 
o 1 x Hospital acquired level 3 pressure damage 
o 1 x Failure to recognise deteriorating patient 
o 1 x Alleged severe reaction to use of bleach by cleaning staff 

 This compares to 6 clinical SIRIs reported in April 
 Of the 12 clinical SIRIs reported in May; 11 patients or relatives, where applicable or 

appropriate, had been informed of the incident within the deadline and are aware of 
the on-going investigation. One breach of the Duty of Candour had occurred within 
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the Medicine CSC 
 363 SIRIs remain open on STEIS (Compared with 330 in April), 333 of these are 

Breaches of DTA 
 210 SIRIs are in the process of investigation within the Trust (180 DTA breaches) 
 5 clinical SIRIs have had their investigation completed and the reports have been 

submitted to the Commissioner for their review and sign off, all of these are awaiting 
closure by the CCG 

 
May 2017 
As of 12/06/2017 5 SIRIs have been confirmed: 4 breaches of DTA target and 1 clinical 
SIRI. 
 
Melloney Poole noted the SIRI paper was not currently presented for consideration to a 
formal Committee. It was agreed that the Governance and Quality Committee should 
receive this report. 
 

118/17 Quarterly Legal Services Report 
 
The Interim Director of Nursing presented the report and highlighted the following key 
points: 

 There had been no Regulation 28 reports in Quarter 1 
 NHS Litigation Authority has rebranded itself as NHS Resolution (NHSR) 

 
The Interim Director of Nursing asked for any comments on the report to be directed to her. 
 
Melloney Poole asked to meet with The Director of Nursing outside of the meeting to 
discuss the report.  Other Executives and Non-Executive Directors were welcome, should 
they wish to attend. 
 

119/17 Patient Experience Quality Report and National Inpatient Experience Survey Results 
 
This item was taken out of turn. 
 
Sarah Balchin, Head of Patient Experience, attended the meeting to present the reports and 
drew attention to the following key points: 
 
Annual Patient Experience Report: 

 We have provided more and varied ways to enable people to provide us with 
feedback about their experience 

 Over 75,000 patients, family members and carers have taken time to tell us how we 
are doing, the good things and those things that we need to improve  

 More people from the local black, minority and ethnic groups and people with a 
physical or learning disability have shared their experiences than ever before  

 We have reached out to, and reached further into, our local community to help us 
make the changes, making use of the extensive skills of the Portsmouth City and 
Hampshire people 

 We have achieved the priorities we agreed with our patients, families and carers 
 
National Adult Inpatient Survey Key Results 

 Overall experience of care was 8.1/10, a small improvement from 8/10 in 2015.  
 Two significant improvements had been achieved since the last survey: a reduction 

in the number of patients reporting sharing sleeping arrangements with people of the 
opposite sex and an improvement in ward cleanliness 

 There are two areas in which the Trust is benchmarked as being worse than other 
Trusts. These are ‘noise at night from staff’ and ‘the time taken time to answer a call 
bell’ 

 The 4 key areas which have been identified as being most important to patients and 
requiring improvement are: 

o Not enough help to eat meals 
o Slow response to call buttons 
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o Could not find staff member to discuss concerns 
o Noise at night from staff: 

 It is noted that since the collection of this feedback, a project to 
reduce noise at night has commenced. The Shh (sleep helps heal) 
Project (App I) will be evaluated in July 2017 

 
The Associate Medical Director asked how the Trust could make sure that all key 
information is delivered to staff, good and bad. Sarah Balchin replied that there is a bi-
monthly forum however, attendance is currently quite low.  She is intending to improve the 
website for patient experience. 
 
Ed Donald, Executive Director, asked if the top four priorities were as a consequence of 
behaviours or staffing levels. Sarah Balchin replied ‘both’.  
 
The Interim Chairman and Board members congratulated Sarah on her recent National 
Patient Experience Champion Award.  
 

120/17 Shared Governance Update for Surgery CSC 
 
This item was taken out of turn. 
 
Hannah Docherty, Matron for Surgery, Charlotte Winsor, Chair of Committee and Annie 
Munks, Deputy Chair of Committee, presented their report, giving a brief overview of their 
project and an update on the progress they have made within the Surgery CSC. 
 
The Director of Corporate Affairs congratulated Hannah and the team for their achievements 
and commitment. 
 
Hannah Docherty confirmed that she had spoken to Matrons from other CSC’s with a view 
to rolling out the concept in other CSCs.  Good communications will be key. 
 
Ed Donald, Executive Director, asked if there was a particular staff group that might benefit 
from attending the Shared Governance Meetings. Hannah Docherty thought that it would be 
beneficial for Doctors to attend.  
 
The Interim Chairman thanked Hannah and her team and praised the work and commitment 
they have demonstrated. 
 

121/17 2017/18 Capital Programme 
 
The Deputy Director of Finance drew attention to the following key points from the report: 

 Understand the implications of how the capital resource limit has been calculated 
 Review the current capital schemes put forward in 2017/18 
 The ongoing discussions with NHSI concerning capital and cash 

 
The Board was asked to: 

 Agree to limit the capital spend to committed schemes only until: 
o A Capital Priorities group has been established 
o A balanced programme can be agreed 
o Additional sources of capital can be identified 
o To note the recent letter sent to NHSI 

 Approve committee responsibility 
 
Next steps/future actions: 

 To undertake a complete review of how the Capital Resource Limit (CRL) is 
calculated with its impact for future years 

 Get NHSI to acknowledge the CRL issues and how additional CRL can be achieved, 
or other alternatives for capital investment 

 Provide a comprehensive 5 year capital programme  
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David Parfitt noted that the capital programme had been underspent in 2016/17. The Deputy 
Director of Finance replied that some big spend items had slipped due to operational issues 
but the capital for them will be spent this year. There will be a 5 year capital programme. 
David Parfitt added that the Trust needs to agree on the priorities and spend in a realistic 
timeframe. 
 
The Chief Executive queried, in terms of prioritising the capital plan, if there was a standard 
procedure for identifying clinical risks. He emphasised the need to be mindful and clear of 
the capital expenditure risks. 
 
The Interim Chief Operating Officer has requested there be a nursing and therapies 
representative at the committee meeting. 
 
The Deputy Chief Operating Officer asked if there was a timeline for response with regards 
to the external capital bids and what the mitigations are for those bids that might not be 
supported. The Deputy Director of Finance replied that there has been no feedback as yet 
but other finance options were being explored in case any are turned down. 
 

122/17 Aligned Incentives Contract Variation (AIC) 
 
The Assistant Director of Commissioning presented this report and highlighted the following 
key points. The report was discussed at length. 

 The Trust currently has a full PbR contract in place with all commissioners, but has 
signed a heads of terms with the 3 local CCGs to seek an alternative form of 
agreement that aligns incentives better to enable a radical local system redesign at 
reduced financial risk to both parties 

 Agreement of the aligned incentives contract is nearing completion and signature of 
a formal Variation to contract is imminent 

 A work programme for local system benefits realisation is proposed but needs Trust-
wide reinforcement and support, particularly in identifying any identified unintended 
consequences 

 
Christine Slaymaker asked what the timescales and milestones were. Eddie Tuke replied 
that the final validation will be available for the next Trust Board meeting in September. 
Christine Slaymaker also questioned when funding will move across to the AIC. Eddie Tuke 
confirmed that the Trust was working to the AIC and would charge this way from the 
beginning of the financial year.  
 
Christine Slaymaker asked when the point of no return would be. The Deputy Director of 
Finance replied that so far the contract had been well received and he is expecting our 
Commissioners to work to the values and behaviours and application of an AIC. The Chief 
Executive added that the money sits in the system as a whole, as does the risk. It requires 
all system partners to have the same mind set and it would be for the whole system to 
bridge any identified gap. 
 
The Interim Chief Operating Officer remarked that the Trust needed to accelerate the 
medical involvement and engage in pathway improvement and match the right clinicians 
with each other. The Trust continues to treat every patient referred to it and will continue to 
do so until the pathways are in place.  
 
Ed Donald, Executive Director asked what the maximum financial risk exposure was for the 
Trust this year. The Deputy Director of Finance replied that within the baseline calculation 
there is £9m demand management (£6m in contract and £3m risk share), growth had been 
applied in full. The other financial risk to note is RTT backlog, which has been excluded from 
the baseline.  
 

123/17 Safer Staffing Report – Nursing and Midwifery 
 
This item was taken out of turn 
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Nicky Sinden, Lead Nurse for Workforce, attended the meeting to present her report and 
highlighted the following key elements. The report was discussed in detail. 

 This paper provides a report on the findings from the Spring 2017 ward based 
staffing review. These recommendations have been achieved through a staffing 
review using the Safer Nursing Care Tool (SNCT) overlaid by a professional 
judgment exercise. The findings were also mapped against the 2017-18 funded ward 
establishments, showing any dependency and acuity trends using historical 
establishment information 

 The paper provides information on the staffing levels required at ward level to 
maintain safe staffing and ensures that safe staffing is reviewed every six months as 
required by the NQB 

 
The Director of Corporate Affairs noted that there appears to be a shortage of registered 
nurses providing care under Care Hours per Patient Day (CHPPD) and he sought 
assurance that patients were not suffering because of this. Nicky Sinden replied that she 
herself was reassured due to zero incidents. Risk assessments are carried out daily and she 
is assured that safe and effective care is being provided and that there are very skilled 
HealthCare Support Workers in place. 
 
Christine Slaymaker remarked that she was encouraged to see mitigations in place. She 
asked whether Nicky and her team believe that Trust Board adequately discharges its 
duties. The Interim Director of Nursing responded to say that she believes that it does.   
 

124/17 Urgent Care Transformation Programme 
 
The Director of Emergency Care drew attention to the following main areas: 

 The AMU Improvement Journey will be presented at the Trust Board Workshop in 
September 

 Average ED performance during May had been 75% 
 Only 9 x 12 hour DTA breaches had occurred June to date  
 83% of patients had been triaged within 15 minutes and 53% seen by an appropriate 

clinician within 60 minutes 
 Average performance against daily discharge target was unchanged, at 80% 

General Medicine & < 45% MOPRS 
 During May, 20% of discharges had been before 1200 hours 
 The average daily number of MFFD patients remained  >250, leading to 3,834 

average occupied bed days 
 Relentless focus on Simple Discharges continues with the embedding of 

standardised SAFER Board Rounds and the implementation of Red2Green 
 
The Director of Emergency Care apologised for the acronyms within the report and 
promised that these would be altered for future reports. 
 
The Interim Chairman reiterated his concern around the pace of improvement. 
 

125/17 Board Assurance Framework (BAF) 
 
The Director of Corporate Affairs presented his report and highlighted that Risk F1 – Income 
Control had increased in score from 16 to 20. 
 
He advised of the current review of the BAF that was underway and that he had provided 2 
alternatives to the current visual framework.  He sought comment on which framework 
would be preferred.  
 
The Director of Corporate Affairs asked members to confirm that these were indeed the 
serious risks that confronted the Trust and that the mitigations that had been put in place 
provided them with adequate assurance that they were being appropriately managed. 
 
Melloney Poole remarked that she was unsure that the risks were an accurate reflection of 
the risks to the Trust. The Director of Corporate affairs commented that the new framework 
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would provide the opportunity for the risks to be updated to reflect the key organisational 
objectives. The Chief Executive confirmed that the four key objectives had already been 
identified: 
1) Deliver safe quality service  
2) Performance  
3) Ensuring we deliver financial balance 
4) Workforce 
 
 

126/17 Charitable Funds Update 
 
The Director of Corporate Affairs highlighted the following key points: 

 Portsmouth Hospitals NHS Trust General Charitable Fund has a fund balance of 
£1,306,000 as at 31st May 2017 

o During the month, the charity received donations, legacy and fundraising 
income of £70,000 and expenditure of £67,000 had been processed 

o Net Rocky Appeal funds of £1,208,000 have been raised for the Robot 
appeal.  

o  
127/17 Non-Executive Directors’ Report 

 
Christine Slaymaker thanked Board members for their support and patience during her 
induction process. 
 
Melloney Poole remarked that in a previous role she had been part of the World Innovation 
Summit for Health where there had been a considerable examination of the different 
accountable care systems. She was pleased to note that the Southern Hampshire system 
was regarded as one of the better ones, very engaged and adopting learning and best 
practices. 
 

128/17 Acute Alliance Steering Group Minutes 
 
Noted. 
 

129/17 Company Secretary Papers for Noting 
 
Noted. 
 

130/17 Annual Work plan 
 
The Director of Corporate Affairs confirmed that the Annual General meeting would be held 
on Thursday, 7th September.  
 
The Interim Chief Operating Officer requested that Statutory Responsibilities for Emergency 
Planning be included in the September Agenda. The Board agreed. 
 

131/17 Record of Attendance 
 
The record of attendance was noted. 
 

132/17 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
There were no questions raised by the public. 
 
The Interim Chairman thanked the public for their attendance and excused them from the 
meeting. 
 

133/17 Any Other Business 
 
None 
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The meeting closed at 12:25pm. 
 

134/17 Date of Next  Meeting:   
Thursday 7 September 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public     Thursday 6 July 2017 
 

2017 
Minute Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date  

87/17 Chief Executive’s 
Report 

The Chief Executive will update the Board with the 
detail of the final CQC report at the next meeting Chief Executive On-going 

115/17 
Integrated 
Performance Report: 
Quality 

Given that it is now a national requirement for Trusts to 
review all deaths, the Medical Director has been asked 
to provide Trust Board with a timeline of when this will 
commence 

Medical Director September 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 141/17 
        Enclosure Number: (1) 

Subject: Report from the Chief Executive 

Prepared by: 
Sponsored & Presented by: 

Mark Cubbon, Chief Executive 

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

Key points for Trust Board 
members 
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 
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Report of the Chief Executive 
 

Board of Directors – 7 September 2017 
 

1. Impossible for Government to Meet Mental Health Commitments Without 
Addressing Staff Shortfall 

 
Health Education England (HEE) has published Stepping Forward to 2020/21: Mental 
Health Workforce Plan for England.  One million extra people will have access to mental 
health services by 2021 under the plan which will see an additional 21,000 more mental 
health staff to increase patient access to services.  The report includes 
recommendations to transform the mental health workforce including: 

 
· Improved access to services at an earlier stage including 70,000 more children and 

young people 
· Seven days a week, 24 hours a day access to services. 
· Delivering services in a more integrated way 
· Embedding mental health services into the NHS, through better data, improved 

investment in research and improving local leadership 
  

We welcome the scale and ambition of this plan to address NHS mental health workforce 
shortages.  Without enough suitably skilled staff, it will be impossible for the Government to 
meet its commitment to treat more than one million more patients with mental health 
conditions by 2021.  Like other parts of the NHS, Mental Health Trusts are facing major 
staffing shortages and are struggling to cope with rapidly rising demand.  The State of the 
NHS Provider Sector report showed there are persistent staff shortages across all roles 
in all mental health specialties.  Less than a third of the Chairs and Chief executives who 
responded to the mental health survey were confident that national workforce planning will 
deliver appropriate numbers of staff.  They were especially concerned about recruiting 
enough mental health nurses and psychiatrists. 

 
2. More Clinical Placements Welcome but Workforce Challenges Remain 

  
The Department of Health has published further details about plans to expand medical 
education places, which were originally announced last autumn.  It has also said there 
will be funding for 10,000 additional training places for nurses, midwives and allied health 
professionals.  Health minister Philip Dunne also confirmed that an extra 1,500 doctors a 
year will be trained in the NHS by 2020. 

  
However it is not yet clear what the impact has been on numbers of mature students which 
will be key for the mental health sector and smaller courses such as learning disability 
nursing. 

 
3. Performance Figures Show Urgent Action is Needed to Prepare for Winter 

  
NHS England has published combined performance figures for June and July 2017.  
The figures showed: 

 
· A&E performance against the four hour target is the same as this time last year, despite the 

focus on A&E over RTT 
· The A&E four hour target was last met exactly two years’ ago 
· The total number of delayed transfers of care has stalled. There was a drop between March 

and April but has stayed at a similar level since then 
· In June 2017 delays due to patients ‘awaiting care package in own home’ accounted for 

21% of all delayed days 
 

These figures show even at the height of summer, the NHS is working at full stretch.  
Demand is continuing to grow and there is clearly an urgent need to put in place 
additional capacity to cope with the pressures of the coming winter. 
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4. New Charging Regulations for Overseas Visitors  

From Monday 23 October 2017 new charging regulations will apply for overseas visitors 
receiving healthcare in England.  The regulations place a new legal obligation on NHS 
providers to charge for non-urgent treatment in advance, once you have established 
whether a person is eligible.  Commissioners will be implementing these arrangements with 
all providers of NHS-funded community and secondary care including independent 
providers.  When charges apply, the relevant body must make and recover charges in 
advance of providing NHS services, unless doing so would prevent or delay the provision of 
immediately necessary or urgent treatment. 

 

5. Mandated Support for NHS Trusts Under the Single Oversight Framework 

The Single Oversight Framework published by NHS Improvement sets out the approach to 
overseeing and supporting NHS Trusts and NHS Foundation Trusts.  For NHS Trusts, who 
need mandated support, this is formalised through the agreement of enforcement 
undertakings between NHS Improvement and the relevant NHS Trust.  These actions will 
set out the issues that have led to the Trust requiring mandated support, together with the 
actions that the Trust commits to take to address the issues.   

 
Regional relationship teams are in the process of agreeing undertakings or issuing 
directions for some NHS Trusts in segments 3 and 4, and will be in touch with all relevant 
providers shortly.  They anticipate all relevant NHS Trusts having actions in place by winter 
2017. 

 
6. Local News 

 
Chief Executive 100 day plan 

 
I am delighted to have joined the Trust as Chief Executive on 31 July 2017.  To support my 
introduction to this role, our organisation and the wider system, I set out the approach I will 
be taking throughout my first 100 days.  I published this plan on 4 August and have been 
providing regular updates via a Chief Executive blog which can be found on our website. 

 
Publication of CQC reports 

 
The CQC published two reports on Thursday 24 August related to their focused inspections 
in February and May of this year.  Both reports highlighted a range of concerns identified at 
the time of the inspections.  This is a main agenda item for discussion at the Trust Board 
meeting today and a progress report on the Trust’s response to the reports will be provided. 

 
Visit from the Chief Inspector of Hospitals – Care Quality Commission 

 
The Chief Inspector of Hospitals Professor Edward Baker visited the Trust on Friday 25 
August as part of the routine meeting with colleagues from the regional CQC team.  This 
provided a good opportunity to provide feedback on the areas of progress made over the 
past months and the plans to address wider quality improvements across the Trust. 

 
 

NHS Improvement Agency Programme Stakeholder Group  
 
I am pleased to advise that I have joined the NHS Improvement Agency Programme 
Stakeholder Group.  This group will be an expert panel with the objective of reducing 
agency spend and increasing the coverage and quality of staff banks.  It is envisaged that 
the group will meet up to three times annually, with informal interaction in between times in 
order to test out new policy ideas.  The first meeting is on 31 October 2017 and I will 
provide feedback after this initial meeting.   
 
Team Brief 

 
A copy of July and August Team Brief is attached for your information. 
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Team Brief – July 2017 
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Quality and Patient Safety 

Nicola Ryley 
Interim Director of 

Nursing 
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief  

Operating Officer 
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief Operating 

Officer 
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Interim Chief Operating 

Officer 
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief Operating 

Officer 
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Urgent Care Transformation Programme 

Rob Haigh 
Director of Emergency 

Care 

What is Red2Green?  
 
Red2Green is a way of working, ensuring that delays aren’t normalised or accepted and that todays work is completed today 
Red2Green is not a performance management tool, it is to ensure that all patients have value added to their day at the same 
time as identifying where our delays are occurring 

• All patients start the day Red.  If the patient is acutely unwell and/or requires treatment that can only be provided in the acute 
setting, the patient will turn Green.  You then decide at the Board Round what are todays actions that will progress the 
patients journey 

• A PM Board Round should then be held to review the actions and record if the patient has had a Green day (value added) or 
a Red day (no value added) 

A Red day is when a patient does not receive an intervention to 
support their pathways of care through to discharge. 
 
Examples of what constitutes a ‘Red Day’ include:  
 
• A planned diagnostic test is not undertaken when requested 
• A planned therapy intervention does not occur 
• There is no senior clinical review 
• Medical management plans do not reflect the interventions 

required to progress the patient’s pathway of care 

 

A Green day is a day when a patient receives an intervention that 
supports their journey through to discharge 
 
A Green day is a day when actions that are planned or requested 
happen on the day delivering a positive experience for the patient.  
 
Examples of what constitutes a ‘Green Day’ include: 
 
• Formal review by the medical team, with a clinical 

management plan that accelerates care and discharge 
• A therapy assessment or intervention 
• A diagnostic intervention that supports the progress of the 

patient through their episode of care 
 

Audit identifies the internal and 
external delays that hold up a patients 
progress, enabling us to take action as 
a Trust or with our partners to resolve 
these 27



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 

 
2017/18 – June 2017 YTD 

• After 3 months, we are currently on plan before the 
receipt of Sustainability and Transformation 
Funding (STF). We have been informed that due to 
our A&E performance, we will lose £302k (15%) of 
the fund, reflected in the bottom line of the table on 
the left.  

• For us to achieve our planned surplus by the end 
of the year, we need to deliver £34m of savings for 
the year, and in the next quarter reduce spending 
by £1.5m a month to hit the next milestone to 
receive STF. 

• We continue to spend in typically high cost areas, 
including agency staff, outsourcing activity where 
we are unable to do in house, and to cover 
additional capacity opened across our bed base 
and hospital. 

• We are managing our cash proactively to ensure 
that invoices are paid on time and avoid any 
interruption to supplies and services. But our 
current spending will put pressure on this. 

• 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. Improving our overall financial position 
is the best way to mitigate these risks and achieve 
all out targets and priorities. 

£000's Annual Plan
M3 YTD 

Budget

M3 YTD 

Actual

M3 YTD 

Var

Clinical Income (488,411) (121,212) (119,615) (1,597)

Other Patient Care Income (5,735) (1,434) (1,341) (92)

Other Income (62,030) (14,080) (13,790) (290)

Total Income (556,176) (136,726) (134,747) (1,979)

Substantive Pay 290,761 72,413 69,211 3,202

Temporary Pay 6,046 2,184 9,179 (6,995)

Total Pay 296,807 74,597 78,390 (3,793)

Non Pay 212,272 58,599 53,096 5,503

EBITDA (47,096) (3,530) (3,261) (269)

Depreciation 16,694 4,234 4,234 (0)

Interest Receivable (38) (10) (8) (1)

Interest Payable 18,786 4,685 4,686 (1)

PDC 1,994 498 499 (0)

(Profit)/loss on Disposal 0 0 (18) 18

Total Financing costs 37,436 9,408 9,393 15

Surplus/Deficit (9,660) 5,878 6,132 (254)
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Listening into Action (LiA) 
 

 

You said… 
Ensuring the confidentiality of patient information in 
Outpatient clinics and on wards can be challenging 
especially in areas where multiple clinics are run and 
where patient records may be left at the bedside.  
 

We did… 
The staff in Surgical Outpatients have developed a simple cover sheet which 
goes over the clinic list or patient record and  perfectly hides the Patient 
Identifiable Data (PID) below.  Staff in the Neonatal Unit  and Maternity 
Units are also using these.   
 
The cover sheets are laminated A4 paper and are cheap, easy to source and 
re-useable.    
 

 

Confidentiality of Patient Records 
Patient Safety Ideas 

Wards and departments where 
patient notes are in public  areas 
are invited to start to use this cover 
sheet  to protect the confidentiality 
of their patient’s information. 
 
Contact Janice Cloud, Matron for 
Outpatients on 
janice.cloud@porthosp.nhs.uk if 
you require any further 
information. 
 

 

Names, DOB, NHS numbers, hospital numbers are all person identifiable 
data and as such we need to ensure it is kept confidential.  And despite our 
best endeavours members of the public will look at information if it is 
available for them to read.  

Don’t forget to nominate outstanding colleagues and teams for a  Best People 
Award. 

Nominate your colleagues and teams in these categories: 
**BEST LEADER**    **BEST TEAM**    **BEST IMPROVEMENT** 
**BEST CARE**    **BEST SUPPORT**    **BEST APPRENTICE** 

**BEST VOLUNTEER** 
Nominations are open until the end of August 2017 

Complete a nomination form by following this link or by clicking on the Best 
People Awards logo on the Intranet home page or ask your manager for a 

paper nomination form 
Sponsored by the J.C.N.C. Staff Forum 

Fab Change Day 2017 
Monday 25th September 2017 

The Lecture Theatre, Education Centre, QAH 
10am – 3pm 

 

SHOW CASE STANDS: 
*Research and Innovation*  *Trust Innovators*  *Quality Improvement* 

*Patient Improvement*  *IdeasPort*  *Staff Led Change* 
*Safety Learning events*  *PHT/University of Portsmouth Partnership 

Programme*  *Health and Wellbeing* 

Applications are invited for the prestigious ‘Innovators 
Cup’ and Innovation Poster Abstracts.   

 

Winners and highly commended will receive an Innovation 
Cup, a mentor, Trust-wide recognition and support with 

national award applications. 
 

Applications open on Friday 14th July 2017. 
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Director of Workforce and OD Report 

Health Safety and Wellbeing 
 
• Women’s Health Information morning today in Room 6 and 10, Education Centre, Menopause, breast care, blood pressure 

checks  
• Mindfulness sessions – 19.00-20.00 on Mondays book through Oasis 3333 
• Back care awareness session open to all staff – 27 July 09.30-10.30 and 11.00-12.00, Moving and Handling Training Room 

B level 
• Swim for Summer – £2 a session until 31 August 2017, Oasis 
• Lunchtime walks – Monday, Wednesday and Friday lunchtimes, see wellness calendar for meeting places 
• During July, August and September all defibrillators in PHT are being replaced with the R Series Monitor Defibrillators - 

ZOLL Medical UK.  Watch out for emails and posters inviting you to education opportunities about the new defibrillators.  
Any queries please contact Amy Mirner or Nicky Sayer on Ext: 6110 

 
Learning and Development  
 
• Over 100 people attended our Bands 1-4 Learning Event on 4 July, with very positive feedback.  This popular annual event 

supports this staff group with identifying their potential future learning and career development 
• ACTION™ (the Australian version of ALERT™) has been launched in Melbourne  
• Top 5 courses for Did Not Attends in May 2017 – 12%; a 0.5% improvement on the previous month, however it remains a 

significant problem for the Trust and is slightly higher than at the same time last year (May 2016 = 11.1%) 
1.  62 DNAs  Mental Capacity Act & Deprivation of Liberty Safeguards (25%) 
2.  50 DNAs  Basic Clinical Fire Training (11%) 
3.  23 DNAs  Adult Basic Life Support (14%) 
4.  19 DNAs  Blood Awareness (22%) 
5.  17 DNAs  Moving and Handling of Patients (14%) 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Crush your Cardboard 
• Consider whether any of the managers and leaders in your teams would benefit from attending these workshops 

and direct them to ESR to book 
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Director of Workforce and OD Report 

Organisational Development 
 
• The Passport to Manage Management Competency Framework and Induction was launched 5 months ago and 

some managers are not yet fully aware of what it is, who it applies to, and what they need to do.  A series of 
briefing sessions have been organised to provide more information about the framework.  Follow this link 
Passport to Manage webpages 

 
• Our new cohort of 9x Level 2 HCSW Apprentices have now joined our Trust, working in a variety of posts 

throughout the organisation 
 
 
MyCall Self Service Portal 
 
• Recent figures have shown a reduction in the usage of the IT Self Service Portal – MyCall dropping from 5448 

contacts over April to June 2016  (36.45% of all issues received), to 4896 contacts over April to June 2017, 
(29.39% of all issues received) 

• If your request is not urgent but you need to get in touch with IT then MyCall is your solution.  Using the MyCall 
service allows for those more urgent issues to be raised via the telephone where the IT team have a limited 
number of staff available to handle telephone call 

• Get connected by simply typing ‘MyCall’ into your web browser now 
 

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 
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Raising & Responding to Concerns 
Instilling the importance of speaking up about patient and staff safety and responding effectively 

• Sir Robert Francis' report into the failings at Mid Staffordshire NHS Foundation Trust highlighted the impact 
of staff failing to speak up.  As we all know, when things go wrong in the health and care sector, the quality 
of the care we provide can be affected and patients can suffer as a result 

• Everyone who works at Portsmouth Hospitals NHS Trust should feel free to speak up, even when they are 
not sure whether there is a serious issue at stake of not 

• Additionally, we know from the 2016 National  Staff Survey that a quarter of staff have experienced 
harassment, bullying or abuse in the previous 12 months; which was confirmed in a further deep dive 
survey to all staff. 

• You may be worried about raising a concern and we do understand this. In accordance with our duty of 
candour, our Senior Managers and Trust Board are committed to an open and honest culture. We will look 
into what you say and you will have access to the support you need. 

In the first instance staff should attempt to raise any concern with their line manager or a senior 
manager, if this does not resolve the matter; contact the appropriate support below: 

Freedom to speak up Guardian for 
Staff – Jocelyn Booth (Governor) is a 

confidential,  independent and impartial 
source of advice to staff at any stage of 

raising a concern.   

02392 286000 ext. 6877 

Trust Whistleblowing Hotline - You 
can raise a concern about any risk 

you think is harming the service we 

deliver.  02392 286787 

Respect Me – prevention of 
workplace bullying and harassment 
with a confidential email and  
helpline for help and support.  

Respect.me@porthosp.nhs.uk  
or 02392 286000 ext. 4321 Video Training Links 

Speaking up and 
Responding to Concerns 
ACTION - Cascade to all 
teams and Departments 
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Employee of the Month 

The Employee of the Month was Jordan Jones, Leisure Assistant, Oasis, who has 
been instrumental in significantly improving the health and wellbeing of staff who 
are on the Sedentary Workers Scheme.  Feedback includes comments such as: 
  
‘In a relatively short time I have lost nearly 2½ stone and dropped 3 dress sizes 
and I really do not think I could have achieved anywhere near what I have if it 
wasn’t for the help and expertise of Jordan and for the Sedentary Worker 
Scheme’. 
  
‘I signed up to the Sedentary workers scheme in March 2017.  Jordan completely 
put me at ease, bearing in mind I had sat in my car for thirty minutes pondering 
whether to drive back home again.  Since starting the scheme Jordan has 
enabled me to gain pride and confidence in myself and I feel so much better 
mentally and physically since starting.  He has tailored my programme for me as 
an individual and I am beginning to enjoy exercising now.  I could hardly walk up 
the stairs at work and took the lifts all the time, now I am climbing five sets of 
stairs at a time without needing to stop and breathe!’ 
  
‘This has been a total life changing time for me and I want to thank Jordan from 
the bottom of my heart for being a huge part of my success and especially how he 
has never once judged me on my ability’. 
  
Jordan has shown himself to be an outstanding employee and an asset to Oasis 
and to the Trust. 
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Research & Innovation Report 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

• New trial at Portsmouth hospital to investigate how routine CBT 
could reduce impact of hot flushes for breast cancer patients 

• Clinical trial could significantly improve access to ‘talking therapy’ 
for breast cancer patients, helping them regain a sense of control 
over difficult side-effects 

• Queen Alexandra Hospital is one of six UK hospitals participating 
in the MENOS 4 trial (Led by Maria Noblet at PHT) 

• Richard Aspinall was the local research investigator on the 
“POLARIS” clinical trials that have just been published in the New 
England Journal of Medicine 
https://www.ncbi.nlm.nih.gov/pubmed/28564569 

• This was a randomised controlled trial of a new 3-drug 
combination for treating Hepatitis C infection (sofosbuvir, 
velpatasvir and voxilaprevir).  All of the patients treated in 
Portsmouth successfully cleared the virus 

How you can help 
• Find out what Research & Innovation are up to at PHT 34
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Communications 

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

13, 521 

14, 249 23, 879 
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Defence Medical South Report 

• Trust Emergency Planning 

• Assistance to allow Trust personnel to 
undertake BLS 

• Operation TRENTON – Medical Support 
to United Nations Mission in South 
Sudan 

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 

Kingsfest Raises £3,122 for 
Rheumatology 
Colin Beevor braved the stocks as people threw  
soaked sponges. One punter commented on how lovely 
it was to see hospital staff  getting involved with raising  
money for their departments. 
 
QA’s 1st Summer Fayre in over 45 years 
The Children’s Bubbles Fund held their 1st Summer 
Fayre here at QA near the Quad on Sunday and raised 
a fantastic £4,697, with over 500 visitors attending 

Chosen Charity for Sainsbury’s 
Thank you to everyone who voted.  Paediatrics 
Emergency Dept are the chosen charity for Sainsbury’s 
Waterlooville July 17 to July 18 
 
 
 

New Branded Merchandise  
 

Upcoming Events: 
Abseil the Spinnaker Tower – 26 August         
Golf Day at Ageas Bowl – 7 September 

Make your will month – Throughout October 
Great South Run – 22 October  
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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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Team Brief – August 2017 
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Chief Executive 

Mark Cubbon 
Chief Executive 

• It is now my third week at the Trust and I would like to thank you for the 
warm welcome I have received 

• I have been out and about meeting many of you and during this time and I 
have been struck by all of the hard work going on in the hospital  

• We should be proud of the things we do well but also deal with ongoing 
challenges to ensure we provide the best care for every single patient 

• I have been utterly impressed by the culture of our teams and the loyalty 
and commitment they show our patients, and to our Trust, every day 

• My Meet Mark sessions have been well attended and I have received lots of 
feedback 

• I published my 100 day plan in my first week as CEO.  My focus will be 
tackling challenges and focussing on stabilisation of the hospital trust. I have 
set out four key priorities: 

 
1. Strengthening leadership 
2. Addressing urgent care and patient flow challenges 
3. Resolving quality and governance issues 
4. Developing a plan for financial stability 

How you can help 
• Please take the time to send me your feedback 
• It would be good to hear form you on more positive stories and the great work that we do 
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Quality and Patient Safety 

Nicola Ryley 
Interim Director of 

Nursing 

Dr John Knighton 
Medical Director 

Organisational Learning 
• Please ensure for any patient with known allergies, that this is clearly documented, the 

patient has a red name band and all relevant staff are informed, including Carillion as 
applicable 

• A recent Serious Incident highlighted the potential for anaphylaxis to occur after several 
doses of antibiotics – please be vigilant 

• Please consider Police involvement in incidents at the earliest opportunity, as required 
 
Staff Awareness 
• A recent staff questionnaire regarding hydration showed staff not staying hydrated 

enough at work.  Look after yourself and colleagues 
 
PQB Module – Vulnerable Patients 
• PQB module for Vulnerable Patients has commenced, please support your ward team to 

complete the self assessment questionnaires. 
 
Patient Experience 
• Did you know over 5000 patients each month take the time to provide feedback using the 

Friends and Family Test 
• The reported patient experience satisfaction score is about 95% but  1-2% tell us that 

they would not recommend the hospital.  Concerns are often related to communication 
and attitude, something within our gift to improve 

 
CQC Update 
 
Safeguarding Update 
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Quality and Patient Safety 

Nicola Ryley 
Interim Director of 

Nursing 

Dr John Knighton 
Medical Director 

Quality Care Review – getting PHT to outstanding together 
 
• 21 Staff from all over the Trust supported the Quality Care Review for July 
• Medicine CSC was visited and overall were rated as ‘Good’ with a number of wards rated 

as ‘Requiring Improvement’ 
• C7 and CCU were rated as ‘Good’ to ‘Outstanding’ 
• C5 and C6 were rated as ‘Good’; E6 and 7 good to requires improvement and E8 D2 and 

D3 requiring improvement.     
 
Areas of good practice noted 
 
• Good feedback form patients in many areas 
• Patients reported low noise at night in many areas 
• Many wards calm and clean 
 

Development areas noted 
 
• Care planning lacking detail in many areas 
• Names above patents beds not accurate or missing 
• Delays in discharge reported from patients 
 
Next Quality Care Review – 22 September at 13.00 

How you can help 
•  Please think about how you introduce yourself to  patients and families  43



Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief  

Operating Officer 
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Urgent Care Transformation Programme 

Rob Haigh 
Director of Emergency 

Care 

Acute Medical Take Model: 
Co-horting outliers and aligning to a base medical 
team improves patient care and reduces LOS  
New “buddy”  wards are:  
• A6 has 10 MOPRS beds under consultant team 
• D7 has 18 medicine beds under medicine 

consultant team 
 

Ward Discharges including SAFER/Red2Green: 
 
As the MFFD backlog reduction  is currently 6 weeks 
behind plan, others options are being considered by 
the A&E Delivery Board  
There is a particular delay for Hampshire patients - 
due to shortfalls  in domiciliary care workforce (POC)  
However, there is a significant improvement in 
Portsmouth MFFD patient numbers –reducing from 
105 to 52 over last 4 weeks 
Red2Green - R2G - accelerates discharge planning, 
prevents patients deteriorating (deconditioning) and 
reduces MFFD numbers  

Quarter 1: outliers reduced by 17%  
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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 

 
2017/18 – July 2017 YTD 
 

£000's Annual Plan
M4 YTD 

Budget

M4 YTD 

Actual

M4 YTD 

Var

Clinical Income (488,411) (162,554) (159,807) (2,747)

Other Patient Care Income (5,737) (1,914) (1,758) (155)

Other Income (62,060) (19,083) (17,758) (1,325)

Total Income (556,209) (183,550) (179,322) (4,228)

Substantive Pay 293,483 97,342 92,107 5,235

Temporary Pay 6,041 2,704 12,190 (9,486)

Total Pay 299,524 100,046 104,297 (4,251)

Non Pay 209,184 76,756 70,725 6,031

EBITDA (47,500) (6,749) (4,301) (2,448)

Depreciation 16,906 5,715 5,725 (10)

Interest Receivable (38) (13) (11) (2)

Interest Payable 18,786 6,278 6,281 (4)

PDC 2,186 729 729 (0)

(Profit)/loss on Disposal 0 0 (8) 8

Total Financing costs 37,840 12,709 12,716 (7)

Surplus/Deficit (9,660) 5,960 8,415 (2,455)

• Last month the Trust reported being on plan with it’s finances, which was a 
deficit of £6.1m after 3 months. In July, our plans required us to start reducing 
our costs including those impacted by system transformation plans (e.g. 
MFFD/LOS/Business Case). 

• These plans required material change and development in process, and there 
has been significant slippage across areas and as a result, the Trusts has 
reported adverse performances  to plan of £2.3m in Month 4.   

• We continue to spend in those high cost areas, including agency staff, much of 
which is above the price caps and we have continued to outsource activity 
where we are unable to do in house. 

• We are managing our cash proactively so far to ensure that invoices are paid 
on time and avoid any interruption to supplies and services. But our current 
spending will put pressure on this. 

• As previously reported, 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. Improving our overall 
financial position is the best way to mitigate these risks and achieve our 
targets and priorities. 

• As a result, the Trust is now required to submit a                                      
revised financial and operational plan by the end                                              
of September.  Communication will be sent to CCS                                         
and Corporate Heads today with a formal launch of                                            
the process at SMT on 23rd August 2017 
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We need to hear your views about your job and your working 
environment 

  
From September we will be taking part in the National NHS Staff 
Survey organised by the Care Quality Commission.  As we did last 
year, all staff employed by this trust will be asked to fill in a paper 

questionnaire and will have the opportunity to win a prize! 
  

Questionnaires will be returned to an external survey contractor who 
administers the survey, so no one from this trust will be able to see 

individual responses. The survey findings will be reported in a 
summary report, in which individuals cannot be identified. 

  
Completing this survey is of extreme importance as it helps us shape 

the future together by improving the working lives of staff, and so 
provide better care for patients. 

  

Listening into Action (LiA) 
 

Questionnaires will be returned to an external survey contractor who 
administers the survey, so no one from this trust will be able to see 

individual responses. The survey findings will be reported in a summary 
report, in which individuals cannot be identified. 

National Staff Survey 2017 
Your chance to have your say 

Staff Friends and Family Test Pulse Q1 
During May and June  2017, all staff were asked to complete the quarter 
1 staff friends and family test alongside some other key questions. The 
results are shown in the table below. This quarter saw a response rate of 
11% with a mixed outcome.  
 

• Q1 Recommendation of PHT as a place to have treatment -  at 83% a 1% 
improvement from quarter 4 and a 9% improvement from the 2016 
National Staff Survey  (NSS) 2016.  

• Q2 Recommendation as a place to work - a 3% decline from the previous 
quarter and a 4% decline from the NSS .  

• Q’s 3 and 4 Recommendation of specialty/department for treatment and as 
a place to work - At 79% and 66% respectively, these remained stable.  

• Q 5 Bully, harassment or abuse is dealt with swiftly and appropriately - 
steady improvement since Quarter 1 16/17, up by 6% to 56%. 

• Q6 Supported to raise concerns - remained stable at 76%. 
• Q7 Immediate manager takes a positive interest in my health and wellbeing 

- At 74% a 2% decline from quarter 4 and a 34% increase from the NSS.  
• Q8 Able to make improvements happen in my area - a 9% increase to 64%  

Data has been shared with CSC’s for in depth analysis and priority will 
continue to be given to addressing the key areas of concern.     

We have listened to what you had to say in 
the 2016 survey and as well as Clinical 

Service Centre management teams 
developing improvement plans which seek 
to address areas of dissatisfaction, we have 

made positive changes in our Trust. 

For advice and support about the survey, please visit the Advice Centre 
web site at www.nhsstaffsurveys.com; or for general information about 
the work of the Care Quality Commission, please go to www.cqc.org.uk.  
For information on how we manage the survey locally contact 
listening.intoaction@porthosp.nhs.uk  47
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Director of Workforce and OD Report 

Learning and Development  
• The Annual GMC Trainer and Trainee Survey report has been released with some departments receiving 

outstanding feedback especially Dermatology, Rheumatology and ENT.  There are some departments whose 
feedback was well below the national average and these areas will likely receive triggered visits from HEE 
Wessex to explore further.  Common themes of concern again include workload and departmental induction. 

• The new PHT defibrillator is the ZOLL R Series ALS and is being deployed into clinical areas from 14th Aug 
2017.  There is E-Learning available now on ESR - search for ZOLL.  More info available on the Resus 
Department intranet site Resuscitation Resource Files or ring the Resus team on Ext: 6110 

• The Careers Open Day was a resounding success with approx. 300 visitors calling in for information and 
advice.  The Education Centre was buzzing with practical activities and discussions showcasing the many roles 
and career opportunities available within healthcare.  Over 45 people took a tour of our simulation facilities, many 
of whom were particularly interested in careers as Operating Department Practitioners, Doctors, Nurses and 
Scientists 

 
Top 5 courses for Did Not Attends in June 2017: 
The Course DNA rate for June was 11%; a 1% improvement on the previous month.  The rate is heading in the right 

direction however remains a significant problem for the Trust. 
1) 35 DNAs  Mental Capacity Act & Deprivation of Liberty Safeguards (25%) 
2) 32 DNAs  Moving and Handling of Patients (24%) 
3) 24 DNAs  Blood Awareness (20%) 
4) 24 DNAs  Adult Basic Life Support (15%) 
5) 17 DNAs  Moving and Handling of Patients (22%) 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
•  Book temporary staff appropriately 48
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Director of Workforce and OD Report 

eHospital Programme 
 
• The new Trust Board has confirmed its commitment to the eHospital Programme 
• The Programme aims to transform delivery of Trust services to patients through: 

‒ The procurement & implementation of a single, integrated Trust-wide Electronic Medical Record (EMR) 
system; and  

‒ Revision of its processes to gain full benefit from this 
 

• The Trust is obtaining expert advice on how it can best finance eHospital and the wider IT investments it needs to 
make to support improved patient services 

• ‘As Is’ mapping of current processes by the eHospital Programme Team is well underway - 10% have been 
completed (116 individual process flow maps) - this will ensure critical business processes are understood and 
reflected in the new EMR solution 

• Planning for data cleansing and migration of data from legacy systems to the new EMR system is also 
progressing 

 
PAS Upgrade 
• The PAS upgrade was successfully delivered on the 18th July 2017 after 18 months of testing and preparation 
• Prior to the upgrade all functions were explored, tested and verified to ensure that the upgrade was implemented 

as smoothly and with minimal impact to the Trust as possible.  
• The team worked with many stakeholders in the Trust to ensure they were aware of the new                       

features as well as assisting with support on any areas that needed clarification or further                      
exploration 

• A total of 166 users attended workshops leading up to the upgrade 
• The upgrade was implemented with minimal impact  
• Users have not logged any issues with using the system 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
•  Engage in eHospital ‘As Is’ mapping when asked so your service is properly represented 
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Employee of the Month 

The Employee of the Month was the security team, who were nominated by 
Ashleigh Clarke, Staff Nurse in Emergency Medicine who said: 
 
‘The guys support us so well in the paediatric  Emergency Department and are 
always there when we need them.  They never argue when we ask them just to 
‘hover’ when we have a difficult patient.  They always greet us with a smile when 
they do their walk rounds and stop for a chat when they can.  They are really 
helpful when we have issues.  They were a huge help to us last week when the 
department had a difficult few days with an influx of complicated 
aggressive  patients.  They really do keep us safe and for that I wish to thank 
them.  They do an amazing job!’. 
 
The Security Team were nominated under  
the ‘Working Together’ Value. 
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Research & Innovation Report 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

How you can help 
• Find out what Research & Innovation are up to at PHT 

• Top ten trusts in the country for increasing 
research   

 
 QA Hospital research teams recruited 5,605 participants into research studies in 
2016/17 
 
• 52% increase on 2015/16 when 3,678 participants were recruited.   
• 16% increase in the number of research studies it is able to offer to patients – 

from 172 in 2015/16 to 200 in 2016/17 
  

• Portsmouth randomise first UK patients for international 
trial 

first two UK patients for the international trial looking at treatment of non-alcoholic steatohepatitis 
and non-alcoholic fatty liver disease (NASH/NAFLD). 
The trial is being led by  Dr Richard Aspinall, who is positive about the results of the trial: "We’re 
hoping this will be a particularly successful trial as  
(a) there are currently no licensed therapies for people with NASH and  
(b) this trial does not require patients to have liver biopsies unlike most of the other 

studies in this condition." 

• Universal Screening for Alcohol Misuse at Hospital Admission Identifies 
Patients at Risk of Developing Alcoholic Liver Disease                            
Journal of Hepatology August 2017  
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Communications 

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

28,886 

11,496 

12,316 

LIKES 

4,505 

11,782 

LIKES 

10,963 
LIKES 

52

mailto:communications@porthosp.nhs.uk
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjVr7yL75LVAhWCwhoKHbS7BvUQjRwIBw&url=https://worldvectorlogo.com/logo/facebook-messenger&psig=AFQjCNHxg1DAe2Dwy8fcOHNPn1wYQVyLKQ&ust=1500468532195238
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi4ltGZ75LVAhWJwBQKHUMSC60QjRwIBw&url=http://vectorlogo4u.com/twitter-logo-vector/&psig=AFQjCNHuQ8TAzQ7HIdU1iODkM9vTFwTDZA&ust=1500468574860903
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi6qLmq75LVAhXBQBQKHQvZB5QQjRwIBw&url=http://thomaszuckerscharff.com/2015/09/08/i-wasnt-paying-attention-2231/linkedin-vector-icon/&psig=AFQjCNFXIan685yCpW70NlaxHbdkRIldcw&ust=1500468614794685
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiswozC75LVAhXLaxQKHRWUBs4QjRwIBw&url=http://clipartix.com/arrows-clip-art-image-47857/&psig=AFQjCNGAEa0e8IQeWzzHSqHN2rx1dLTKLw&ust=1500468659729443
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiswozC75LVAhXLaxQKHRWUBs4QjRwIBw&url=http://clipartix.com/arrows-clip-art-image-47857/&psig=AFQjCNGAEa0e8IQeWzzHSqHN2rx1dLTKLw&ust=1500468659729443
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiswozC75LVAhXLaxQKHRWUBs4QjRwIBw&url=http://clipartix.com/arrows-clip-art-image-47857/&psig=AFQjCNGAEa0e8IQeWzzHSqHN2rx1dLTKLw&ust=1500468659729443
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjQkqyS9pLVAhUHPRoKHa0CAO8QjRwIBw&url=https://www.redbubble.com/people/sirdunny/works/13045801-messenger-thumbs-up?p%3Dthrow-pillow&psig=AFQjCNF9PEYSTQe46QN7mVng_d7wZ7bpOQ&ust=1500470446171013
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjQkqyS9pLVAhUHPRoKHa0CAO8QjRwIBw&url=https://www.redbubble.com/people/sirdunny/works/13045801-messenger-thumbs-up?p%3Dthrow-pillow&psig=AFQjCNF9PEYSTQe46QN7mVng_d7wZ7bpOQ&ust=1500470446171013
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjQkqyS9pLVAhUHPRoKHa0CAO8QjRwIBw&url=https://www.redbubble.com/people/sirdunny/works/13045801-messenger-thumbs-up?p%3Dthrow-pillow&psig=AFQjCNF9PEYSTQe46QN7mVng_d7wZ7bpOQ&ust=1500470446171013


Fundraising Report 

£5,195 raised in Ness’ Legacy for Renal 
Ness’ friend Neil tasked himself with a 
triathlon- a 600m swim, 27 mile bike ride, 
and 6 mile run. Neil said: “I said I wanted to 
do something for charity in Ness’ memory 
and his family chose the Renal Unit. The 
department really became like a second 
home to him and his family, and the staff 
have been truly amazing.” 

Visit Fundraising or call us on ext: 5927 

Facebook Comment 
Jemma, “The staff at the QA were 
AMAZING with my niece who was 11 
weeks early. She's now a very cheeky 
little 8 month old monkey lol thank you to 
all the staff who looked after her.” 

Golf Day at Ageas Bowl:  7 September 
Chocolate & Rum Tasting:  28 September 

Upcoming Events : 
Great South Run:  22 October  
Make your will month:  Throughout October 
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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 – SEPTEMBER 2017    Agenda Item Number: 142/17 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – July 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 July 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 July 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 Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities Strategic Aims 1,3,4 and 5 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference N/A 

 
56



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

 
Portsmouth Hospitals NHS Trust 31/08/2017 

Integrated Performance Report – July 2017 
New format for approval 
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Integrated Performance Key Outcomes – July 2017 
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 Quality of Care 
• The Trust has maintained a consistent quality 

picture; however, instances of mixed sex 
accommodation breaches have been seen, 
along with a decline in both VTE assessment 
and Dementia Screening have been seen.  
This is reflective of the pressures noted within 
the organisation. 

 

Performance 
• A&E performance deteriorated to 78.61% with 

no breaches of the 12 hr standard. 
• 6 of the 8 key cancer standards achieved 
• RTT standard not achieved 91.52% behind 

trajectory (92%) 
 

Workforce 
 

• Temporary usage remains above 500+ fte a 
month and comprises 7.3% of the total 
workforce capacity. 

• The total workforce capacity exceeds the 
funded establishment by 88 fte. 

• Appraisal compliance continues to be below 
85% target currently recording at 77.8% 

• Sickness absence rate has decreased in – 
month to 3.5% 

Finance 
• The Trust is reporting a £8.4m year to date 

deficit for the 4 months to the end of July 
2017. This is £2.45m adverse to the Financial 
Plan submitted to NHS Improvement.  

• It had a cash balance at the end of July 2017 
of £4.0m 

• The Trust has spent £1.0m of a £8.4m non-
PFI capital programme in the year to date. 
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Quality of Care Overview – July 2017 
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y Exceptions in performance to note 
Indicator May June July Comment 

Sa
fe

 

Mental Health Not applicable 

• An external advisor is undertaking ligature risk assessments across the organisation to improve the safety and 
management of in-patients with specialist mental health needs. Initial findings identified multiple ligature points 
within bed spaces and bathrooms; of which the majority cannot be mitigated. There is a greater need to focus 
on individual risk assessments and intervention plans. Specialist advisor supporting the Trust in the use of 
appropriate tools and education. 

• The Terms of Reference for the Mental Health and Mental Capacity Board have been drafted. The first meeting 
is scheduled to take place in October. 

• The Mental Health Liaison Team service specification has now been finalised. 
Pressure Ulcers 
(avoidable hospital acquired 
grade 3 and 4) 

1 0 3 
• 3 confirmed instances of avoidable grade 3 pressure ulcer damage and zero confirmed 4 pressure ulcer 

damage in July.  
• Year-to-date position is 5 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers. 

MRSA 
(avoidable) 0 

2  
(pending NHS 

E arbitration) 

0 • The two reported MRSA bacteraemia last month have been referred to NHS England for arbitration and third 
party attribution has been requested. 

C.Diff 5 0 3 • 3 patients with C.Difficile attributed to the Trust in July against a monthly objective of 3.  
• The Trust’s year-to-date position is 14 cases against a target of 13 cases (annual objective 40 cases).  

VTE screening 96.1% 95.2% 94.68% • Deterioration in compliance noted; the 95% target has not been achieved for July. 
• The position has been formally escalated to the Medical Director. 

Central Alert System 
alerts overdue 0 1 1 

• 2 patient safety alerts applicable to the Trust have outstanding actions which are over the deadline. The 
nominated leads are working to complete the actions; however, these are known nation-wide issues that may 
not be resolved locally.   

Ef
fe

ct
iv

e 

SEPSIS CQUIN Not applicable 

a) Timely identification of sepsis in emergency departments and acute inpatient settings. 
Total of 461 patients required screening, 451 of which received screening: 97.83% compliance against a 
target of 90%.    Quarter 1 requirement for full payment achieved. 

b) Treatment of sepsis in emergency departments and acute inpatient settings. 
441 patients required antibiotics, 312 of whom received antibiotics within 1 hour of diagnosis of sepsis:  
70.74% compliance against a target of 90%.  10% payment achieved for quarter 1.  A plan is currently 
underway to improve compliance. 

c) Antibiotic review - Assessment of clinical antibiotic review between 24-72 hours of patients with sepsis who 
are still in-patients at 72 hours. 
Quarter 1: 100% compliance achieved. 

HSMR 
111.19 

(Mar. ‘16 – 
Feb. ‘17) 

112.02 
(Apr. ‘16 – 
Mar. ‘17) 

111.08 
(Apr. ‘16 – 
Mar. ‘17) 

• HSMR for the 12 months of April 2016 – March 2017 is 111.8.  This is a decrease on the rate previously 
reported for the same period due to an updated end of year data set featuring a deeper volume of local and 
national coding. The Trust continues to have a higher than expected HSMR. 

• Work continues to establish whether HSMR includes the correct number of ‘expected’ deaths within its 
algorithm by investigating the coding of comorbidities, palliative care and how these are processed by Dr 
Foster. 

• A meeting has been organised with Imperial College London, after issues were identified locally regarding the 
identification of high scoring comorbidities 
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Indicator May June July Comment 

C
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Dementia screening 79.3% 75.9% 69.8% 
• Continued decrease in compliance with dementia screening in July. 
 

• The concerns regarding consistently low performance have been formally escalated to the Medical Director. 

Mixed sex 
accommodation 
breaches (non-
clinically justified) 

0 
23 

breaches 
(3 

occasions) 

16 
breaches 

(2 
occasions) 

June update 
• 3 occasions affecting a total of 23 patients on the Respiratory High Care Unit (RHCU).  Breaches occurred 

due to delays in moving patients to ward areas due to operational pressures and the inadequate use of 
screens to manage the breach.   

July position 
• 2 occasions of non-clinically justified mixed sex accommodation affecting a total of 16 patients.  1 occasion 

on the RHCU.  The breach affected 9 patients and was resolved within 12 hours.  1 occasion in the 
Discharge Lounge.  The breach affected 7 patients due to patients being in their nightwear and was resolved 
within 1 hour. 

• The Trust year-to-date position is 5 occasions of non-clinically justified single sex accommodation 
breaches affecting 39 patients.  Therefore, a total of 39 breaches. 

PLACE Assessment Not applicable 

• Above the national average in 7 of the 8 domains; with cleanliness scoring slightly lower.  
• Condition appearance and maintenance score increased to 94.02%, compared to 93.37% last year.  
• Scored higher than the national average in all 3 categories (food, organisational food and ward food). 
• When compared to regional peers, the Trust scored in the higher quarter for Food and ward food. 

National Cancer 
Patient Experience 
Survey 2016 

Not applicable 
• Response rate of 73% against a national response rate of 67%.   
• On a scale of zero (very poor) to 10 (very good) patients rated their care within the Trust as 8.8, compared to 

8.7 nationally. 

R
es

po
ns

iv
e 

Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

141 
(4.5) 

140 
(4.7) 

154 
(5.0) 

• The non achievement of the Medically Fit for Discharge (MFFD) backlog reduction across the whole health 
and social care system (as of 31st July 67 patients behind trajectory) continues  to necessitate the process of 
outlying to create acute bed capacity 

Outliers 2,708 2,382 2,538 

W
el

l-l
ed

 

Fr
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nd
s 

&
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t 

ED response rate 14.6% 9.1% 11.3% 

• Increase noted in ED response rate; as a result of changes implemented by the senior team to ensure data 
collection processes were applied systematically. 

• The response rate has not yet reached the required 15% and is below the national average of 12.5%.  Daily 
monitoring of responses has continued, with alerts provided to the senior team if the number of responses 
fails to meet the target. 

ED negative 
recommendation 1.6% 2.2% 1.8% 

 

• The number of patients who would not recommend ED has decreased to 1.8% in July. This remains 
significantly better than the national average of 7% in June.  

In-patient response 
rate 34.5% 25.7% 32.4% • Increase noted; remaining above the national average of 26.3% (June data). 

In-patient negative 
recommendation 0.4% 0.7% 0.6% 

 

• The number of patients who would not recommend in-patient areas has decreased to 0.6%. This is below the 
national average of 1% in June. 64
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Performance Against Key Performance Metrics Overview - July 
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 Improved Performance 
• No breaches of the 12 hr A&E trolley wait standard  
 
Key Concerns and Risks 
• Continued high levels of medically fit for discharge patients and a deterioration in the delayed transfers of care from 8% last month 

to 10.4% 
 
• to Cancer 62 days performance at risk in July as a result of diagnostic delays and diagnostic reporting delays due to specialist 

radiologist shortfall and capacity to undertake specific procedures requiring radiologist support (fusion biopsy) and capacity for 
complex robotic surgery. Additional lists agreed and in place for biopsy's and weekend robotic lists however high risk that the 
standard will not be delivered in July and August.  

 
• 14 breaches of the 0 tolerance 104 day maximum wait cancer standard 
 
• RTT clinical capacity shortfalls affecting delivery of planned performance improvement for orthopaedics (theatre staff), cardiology 

(outpatient capacity due to registrar shortfall) Gastroenterology (locum gaps and pathway corrections) 
 
• Outpatients waiting longer than clinically appropriate date to be reviewed, whilst progress is being made and the longest waiters 

have been reviewed and managed the volume of patients waiting means progress towards achieving waits within 18 wks. of clinical 
due date is slow. 
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Performance Against NHSi Accountability Framework  July 2017 
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Unscheduled Performance Against Key Indicators - July 
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Workforce Executive Summary – key exceptions to note 
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Performance Theme 
 

• The total workforce capacity increased by 31 FTE to 6977 FTE in July 17 and is 88 FTE over the new funded establishment. 
 
• The temporary workforce capacity increased to 509 FTE in July 17 and comprises 7.3% of the total workforce capacity. This has 

maintained in comparison to June 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have decreased by 754 shifts to 2072 shifts in July 
17. 

 
• The evidence collected for July 17 indicates that overall staffing levels have decreased from 103.8% to 103.2%  compared to 

planned levels. 
 

• The evidence collected for July 17 indicates that overall CHPPD is 4.9 hours for RNs. This is similarly reported in the previous 
month and 2.9 for HCSWs. 

 
• Appraisal compliance has decreased and currently records at 77.8% in July, below the 85% target. 

 
• Essential skills compliance increased to 88.2%, and continues to record above the 85% target. 

 
• Fire Safety (face to face training) increased to 66.8%. 

 
• Information Governance Training has decreased to 86.9%. This is below the Information Governance Training target (95%). 

 
• Sickness Absence Rate (12 month rolling average) increased to 3.9% in June and remains above the target. In-month sickness 

absence decreased to 3.5% in June and is above the target. 
 

• 1 whistleblowing referral and no professional registration or safeguarding referrals was reported in July 17. 
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<10% <10% <25% ≥85% ≥85% <5%

≥12% ≥12% ≥50% <80% <80% ≥10%
5 6 17 7 8 9 18 19 11 12 23 10 13 14 15 16 24 4

Trust Trust 6889 6468 421.0 6.1% 508.6 6976.6 7.3% 77.8 1.2% 12.3% 2072 62.0% 77.8% 88.2% 15.0% 13.2% £764,424 2.0% 1.5% 3.9% 0 19
E4 25.8 6.7 19.1 74% 12.5 19.2 65.1% 0.0 0.0% 18.8% 25 46.3% 25.0% 86.8% 33.3% 50.0% £1,624 7.0% 0.0% 6.9% 0
F1 22.4 23.6 -1.1 -5.0% 4.9 28.5 17.3% 0.0 0.0% 2.2% 6 14.0% 32.0% 90.7% 20.0% 20.0% £5,262 2.2% 4.2% 7.2% 0
F2 43.8 44.3 -0.5 -1.2% 10.7 55.0 19.4% 0.0 0.0% 13.4% 30 44.3% 51.0% 86.7% 26.1% 34.7% £5,840 2.0% 1.8% 5.4% 0
F3 43.8 40.3 3.5 7.9% 6.5 46.9 14.0% 0.0 0.0% 11.8% 10 13.0% 36.4% 86.7% 43.8% 15.9% £6,431 2.9% 1.7% 4.8% 0
F4 55.8 49.1 6.7 12.0% 21.5 70.6 30.4% 1.0 2.0% 27.2% 128 81.5% 43.1% 86.3% 46.7% 7.8% £11,588 3.5% 3.3% 6.4% 0
G1 34.0 30.8 3.2 9.4% 6.7 37.5 17.9% 1.6 5.3% 27.5% 6 30.0% 27.3% 76.0% 46.7% 42.4% £13,886 5.8% 6.0% 10.3% 0
G2 43.8 41.9 1.9 4.3% 6.2 48.1 12.9% 1.6 3.8% 17.5% 13 29.5% 46.9% 94.1% 9.7% 24.5% £6,826 2.3% 2.4% 5.0% 0
G3 43.8 43.3 0.5 1.1% 6.9 50.2 13.7% 0.6 1.4% 10.7% 11 29.7% 31.3% 85.1% 64.5% 27.1% £10,205 3.8% 2.8% 11.2% 0
G4 30.9 33.9 -3.1 -10.0% 6.5 40.5 16.1% 0.0 0.0% 19.9% 10 30.3% 89.5% 81.5% 4.8% 15.8% £6,348 5.7% 0.0% 5.3% 0
D1 42.6 39.7 2.9 6.8% 9.9 49.6 20.0% 0.8 2.2% 10.0% 16 20.3% 38.9% 87.7% 5.6% 16.7% £3,617 3.0% 0.0% 5.8% 0
D4 35.3 32.6 2.7 7.5% 6.8 39.4 17.3% 2.0 6.1% 21.9% 20 37.0% 97.1% 86.4% 37.0% 28.6% £1,742 1.5% 0.0% 5.4% 0
D5 44.6 37.9 6.6 14.9% 6.7 44.6 14.9% 1.0 2.6% 19.6% 16 76.2% 73.2% 86.3% 4.0% 41.5% £13,572 8.1% 2.2% 5.1% 0
D6 53.7 50.0 3.8 7.0% 9.4 59.4 15.8% 0.9 1.8% 10.6% 22 57.9% 91.1% 85.1% 25.9% 16.1% £8,804 5.1% 0.0% 4.9% 0
D7 45.6 39.3 6.3 13.9% 5.4 44.6 12.0% 0.0 0.0% 14.2% 2 40.0% 47.7% 87.8% 16.7% 18.2% £2,465 1.8% 0.0% 3.2% 0
E2 39.5 34.8 4.8 12.0% 4.9 39.7 12.3% 0.8 2.2% 10.5% 10 47.6% 85.0% 91.5% 19.5% 27.5% £5,339 2.4% 2.2% 3.8% 0
E3 41.5 36.2 5.3 12.8% 4.6 40.8 11.2% 1.0 2.9% 12.0% 3 15.0% 97.5% 88.4% 46.2% 15.0% £5,362 2.6% 1.9% 4.3% 0
G5 22.2 20.7 1.5 6.7% 5.3 25.9 20.3% 0.0 0.0% 4.7% 2 66.7% 66.7% 86.9% 33.3% 23.8% £338 0.5% 0.0% 2.0% 0

SHCU 20.5 20.0 0.5 2.4% 1.1 21.1 5.1% 0.0 0.0% 11.7% 1 16.7% 78.9% 90.8% 12.5% 15.8% £232 0.4% 0.0% 3.5% 0
SAU 40.7 31.1 9.6 23.6% 6.1 37.2 16.5% 1.2 4.3% 26.1% 13 56.5% 94.4% 89.6% 38.9% 8.3% £1,107 0.3% 0.8% 2.3% 0

CHOC 59.2 55.9 3.3 5.6% 6.1 62.0 9.9% 0.0 0.0% 18.2% 5 83.3% 95.3% 88.1% 22.7% 21.9% £8,375 3.0% 1.4% 6.2% 0
Head & Neck D8 36.3 29.9 6.4 17.5% 9.3 39.3 23.8% 2.3 7.8% 19.3% 33 68.8% 85.3% 84.4% 42.9% 14.7% £1,893 1.8% 0.0% 3.7% 0 0

C5 44.8 37.0 7.8 17.5% 12.1 49.1 24.7% 1.0 2.7% 18.2% 48 47.5% 71.8% 74.9% 24.0% 25.6% £1,069 0.8% 0.0% 3.5% 0
C6 41.8 32.8 9.0 21.6% 12.6 45.4 27.8% 1.0 3.4% 27.6% 27 46.6% 48.4% 71.2% 28.6% 6.5% £1,702 1.7% 0.0% 4.6% 0
C7 33.5 31.1 2.4 7.2% 2.2 33.3 6.7% 0.0 0.0% 9.5% 16 72.7% 85.3% 78.1% 7.1% 20.6% £1,363 1.2% 0.0% 2.5% 0
D2 37.0 29.9 7.1 19.2% 18.0 47.9 37.5% 1.0 3.3% 28.7% 102 57.0% 79.4% 79.8% 17.4% 35.3% £4,011 2.4% 1.5% 4.4% 0
D3 42.2 37.2 5.0 11.9% 17.0 54.2 31.4% 2.9 7.9% 12.8% 58 46.8% 59.5% 87.6% 35.0% 24.3% £3,858 3.0% 0.0% 5.0% 0

E6/7 58.7 50.9 7.8 13.3% 12.3 63.2 19.5% 2.0 4.1% 19.6% 81 63.8% 66.0% 80.9% 32.0% 30.0% £5,056 3.2% 0.0% 6.1% 0
E8 41.8 37.4 4.4 10.6% 13.3 50.7 26.2% 1.0 2.7% 16.6% 51 35.2% 37.8% 79.1% 33.3% 21.6% £4,742 2.9% 1.0% 4.8% 0
ED 120.1 152.9 -32.8 -27.3% 30.8 183.6 16.7% 2.9 2.0% 11.9% 259 76.6% 62.6% 86.4% 9.3% 14.1% £15,800 2.0% 1.1% 3.4% 0
MAU 122.8 104.2 18.6 15.2% 33.1 137.2 24.1% 1.2 1.2% 22.2% 225 77.8% 68.7% 86.8% 9.5% 30.4% £19,691 2.0% 3.8% 7.6% 0
G6 25.5 26.2 -0.6 -2.5% 3.3 29.5 11.2% 0.0 0.0% 4.3% 1 25.0% 63.0% 81.7% 42.9% 70.4% £8,184 4.7% 4.9% 9.7% 0
G7 46.0 38.8 7.2 15.6% 5.5 44.3 12.4% 0.0 0.0% 6.9% 6 60.0% 77.8% 87.6% 44.0% 40.0% £4,975 1.1% 2.6% 5.6% 0
G9 28.7 24.3 4.4 15.2% 5.0 29.3 16.9% 1.0 4.1% 14.5% 4 57.1% 100.0% 92.9% 14.3% 31.0% £659 0.8% 0.0% 5.9% 0

RDU 15.1 13.2 2.0 13.0% 7.4 20.6 36.1% 0.0 0.0% 11.9% 5 31.3% 92.9% 87.9% 22.2% 35.7% £8,439 5.5% 14.0% 13.0% 0
A5/6 38.1 30.2 7.9 20.8% 5.9 36.1 16.4% 0.0 0.0% 23.8% 11 100.0% 63.9% 91.2% 16.0% 33.3% £6,834 2.4% 4.0% 5.2% 0
MATY 154.4 151.0 3.4 2.2% 10.5 161.5 6.5% 0.4 0.3% 7.7% 2 100.0% 89.0% 90.9% 14.1% 1.1% £22,222 2.8% 1.6% 5.9% 0
NICU 109.4 99.7 9.8 8.9% 5.8 105.4 5.5% 0.9 0.9% 10.0% 8 100.0% 88.4% 96.4% 0.0% 6.3% £10,655 1.1% 2.1% 2.8% 0
Paeds 97.7 84.8 12.9 13.2% 1.4 86.2 1.6% 0.0 0.0% 9.0% 11 100.0% 66.3% 88.1% 2.7% 5.1% £9,294 2.0% 1.2% 5.4% 0

Theatres DCCQ (ICU) 137.8 129.2 8.6 6.3% 1.9 131.1 1.5% 1.0 0.8% 16.6% 0 0.0% 83.1% 87.6% 2.9% 8.5% £10,453 1.9% 0.6% 2.8% 0 3
Unfunded CDU 23.7 18.8 5.0 20.9% 6.2 25.0 24.8% 1.0 5.3% 18.3% 31 79.5% 41.7% 89.8% 40.0% 8.3% £282 0.4% 0.0% 1.5% 0 0
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<10% <10% <25% ≥85% ≥85%

≥12% ≥12% ≥50% <80% <80%
5 6 17 7 8 9 18 19 11 12 10 13 14 15 16

Trust Trust 6889.0 6468.0 421.0 6% 508.6 6976.6 7.3% 77.8 1.2% 12.3% 2072 62.0% 77.8% 88.2% 13.2% £764,424 2.0% 1.5% 3.9%
Anaesthetics 89.7 86.4 3.3 4% 0.5 86.9 0.5% 0.0 0.0% 7.6% 95.4% 88.4% 16.1% £3,084 1.0% 1.6% 2.9%
Critical Care Medical Staff 42.4 38.8 3.6 8.5% 0.0 38.8 0.0% 0.0 0.0% 0.0% 94.7% 85.2% 18.4% £3,241 2.3% 0.0% 1.9%
Day Surgery Theatres 47.6 42.3 5.3 11.1% 2.1 44.3 4.6% 0.0 0.0% 7.7% 91.7% 92.4% 8.3% £7,401 1.7% 1.0% 3.4%
Sterilisation & Disinfection Unit 75.6 70.6 5.0 6.6% 0.0 70.6 0.0% 0.4 0.6% 4.5% 86.7% 99.7% 9.6% £0 0.0% 0.0% 0.0%
Theatres 310.6 290.3 20.3 6.5% 19.3 309.6 6.2% 2.8 1.0% 13.4% 55 91.7% 91.1% 88.9% 8.9% £0 0.0% 0.0% 0.0%
Blood Sciences 135.7 136.0 -0.3 -0.3% 0.1 136.1 0.1% 1.0 0.7% 14.4% 74.0% 92.7% 6.2% £38,993 4.4% 6.0% 8.6%
Health Records Library 61.1 63.5 -2.4 -4.0% 0.0 63.5 0.0% 2.0 3.2% 20.8% 98.6% 99.6% 1.4% £6,260 5.6% 7.0% 6.3%
Imaging Dept 82.3 78.1 4.3 5.2% 1.0 79.0 1.2% 0.0 0.0% 16.4% 0.0% 94.4% 94.8% 4.5% £0 0.0% 0.0% 0.0%
Pharmacy Dept 141.2 120.4 20.8 14.7% 1.8 122.2 1.5% 2.6 2.2% 12.3% 0.0% 61.3% 91.1% 11.3% £0 0.0% 0.0% 0.0%
Physiotherapy Department 89.7 82.7 7.0 7.8% 3.5 86.2 4.0% 3.0 3.6% 28.8% 0.0% 62.5% 89.4% 3.4% £0 0.0% 0.0% 0.0%
MAU Office & Medical Staff 50.8 59.4 -8.6 -17.0% 0.0 59.4 0.0% 0.0 0.0% 2.2% 64.3% 54.9% 35.7% £5,504 7.5% 0.0% 6.2%
Emergency Dept Medical Staff 81.4 69.4 12.0 14.7% 0.9 70.3 1.3% 0.0 0.0% 4.0% 2 100.0% 86.1% 82.1% 15.3% £0 0.0% 0.0% 0.2%
Emergency Services CSC Office 33.0 40.3 -7.3 -22.0% 0.0 40.3 0.0% 0.0 0.0% 19.2% 54.7% 85.3% 1.9% £0 0.0% 0.0% 0.4%
Hospital at Night Team 14.0 14.2 -0.2 -1.2% 0.5 14.7 3.2% 0.0 0.0% 7.0% 62.5% 90.6% 12.5% £0 0.0% 0.0% 0.0%
ENT Dept Medical Staff 32.6 25.2 7.3 22.5% 0.0 25.2 0.0% 0.0 0.0% 0.0% 88.0% 86.6% 16.0% £9,604 3.4% 0.2% 2.6%
Eye Dept Medical Staff 27.3 24.9 2.5 9.0% 1.1 25.9 4.1% 0.6 2.5% 6.5% 10 100.0% 96.0% 89.3% 20.0% £232 0.2% 0.0% 0.0%
Eye Dept Nursing Staff 61.2 55.3 5.9 9.7% 0.0 55.3 0.0% 0.7 1.2% 12.6% 96.6% 92.5% 17.2% £0 0.0% 0.0% 4.7%
Hearing Clinic 45.8 44.2 1.6 3.4% 2.2 46.4 4.7% 0.0 0.0% 7.6% 0.0% 73.1% 89.2% 7.7% £0 0.0% 0.0% 0.0%
Oral Surgery 21.8 25.7 -3.9 -17.7% 0.0 25.7 0.0% 1.0 4.0% 4.3% 88.9% 76.5% 40.7% £0 0.0% 0.0% 0.0%
Cardiac Investigation Unit 36.0 33.3 2.7 7.4% 0.4 33.7 1.1% 1.0 3.0% 15.6% 74.4% 93.5% 5.1% £116 0.1% 0.0% 0.1%
Cardiology Dept Medical Staff 36.3 36.0 0.3 0.8% 1.9 37.9 5.1% 0.0 0.0% 6.5% 82.4% 73.2% 47.1% £4,536 2.0% 0.0% 2.9%
Endoscopy 59.2 64.3 -5.1 -8.6% 4.0 68.3 5.8% 1.0 1.6% 14.0% 65.2% 91.4% 18.8% £0 0.0% 0.0% 1.0%
Gastroenterology 23.0 16.7 6.3 27.4% 2.9 19.6 14.9% 0.0 0.0% 12.3% 28 100.0% 76.5% 64.8% 58.8% £9,835 1.8% 4.3% 4.0%
Respiratory Medicine Medical Staff 31.5 36.4 -4.9 -15.6% 2.1 38.5 5.5% 0.0 0.0% 3.1% 17 100.0% 86.5% 67.9% 43.2% £0 0.0% 0.0% 0.0%
Community Stroke Rehabilitation Unit 39.0 35.5 3.5 8.9% 0.0 35.5 0.0% 0.6 1.7% 6.6% 75.0% 94.9% 2.5% £2,589 3.4% 0.0% 2.1%
MOPRS Jr Medical Staff 45.0 36.9 8.1 18.0% 10.4 47.3 22.0% 0.0 0.0% 5.7% 153 98.7% 83.3% 63.8% 30.6% £0 0.0% 0.0% 0.0%
MOPRS Sr Medical Staff 19.3 19.2 0.2 0.9% 2.5 21.7 11.7% 0.0 0.0% 0.0% 38 100.0% 94.7% 92.1% 15.8% £0 0.0% 0.0% 0.0%
MSK Office 41.1 41.1 0.0 0.0% 1.0 42.1 2.4% 0.0 0.0% 5.0% 82.2% 96.3% 2.2% £0 0.0% 0.0% 0.0%
Orthopaedics Medical Staff 62.1 55.7 6.4 10.3% 8.8 64.5 13.7% 0.8 1.4% 3.5% 80 87.9% 87.3% 71.2% 29.1% £0 0.0% 0.0% 0.0%
Rheumatology 68.1 66.7 1.4 2.1% 3.2 69.9 4.6% 0.0 0.0% 16.7% 65.8% 87.1% 8.9% £0 0.0% 0.0% 0.0%

R&D Research 53.4 50.2 3.1 5.9% 1.3 51.6 2.6% 0.0 0.0% 11.0% 89.1% 92.5% 9.4% £0 0.0% 0.0% 0.0%
Renal Dept Medical Staff 30.6 29.0 1.7 5.5% 1.0 30.0 3.3% 1.0 3.5% 9.4% 6 85.7% 96.8% 80.2% 25.8% £0 0.0% 0.0% 0.0%
Renal Dept Office 20.4 19.7 0.7 3.5% 0.6 20.2 2.9% 0.0 0.0% 5.2% 100.0% 94.7% 9.1% £0 0.0% 0.0% 0.0%
Renal Sr Nursing Team 15.6 18.9 -3.3 -21.0% 0.0 18.9 0.0% 0.0 0.0% 0.0% 86.4% 92.7% 4.5% £0 0.0% 0.0% 0.0%
Renal Haemo-Dialysis Unit 31.7 30.1 1.7 5.3% 0.0 30.1 0.0% 1.0 3.3% 4.9% 34.4% 90.0% 37.5% £0 0.0% 0.0% 0.0%
Haematology & Oncology Office 24.0 22.2 1.8 7.5% 0.0 22.2 0.0% 0.8 3.6% 17.3% 96.0% 92.5% 0.0% £0 0.0% 0.0% 0.4%
Oncology Dept Medical Staff 33.4 31.8 1.6 4.7% 0.9 32.7 2.7% 0.0 0.0% 6.4% 10 100.0% 90.9% 78.2% 39.4% £0 0.0% 0.0% 0.0%
Radiotherapy 45.4 42.4 3.0 6.6% 0.0 42.4 0.0% 0.0 0.0% 21.7% 76.6% 92.6% 19.1% £0 0.0% 0.0% 0.0%
Surgical Administration 42.4 43.7 -1.3 -3.1% 0.0 43.7 0.0% 0.0 0.0% 9.2% 85.4% 96.8% 2.1% £0 0.0% 0.0% 0.0%
Surgical Jr Doctors 49.0 47.6 1.4 2.9% 0.0 47.6 0.0% 0.0 0.0% 7.8% 77.8% 60.4% 40.0% £0 0.0% 0.0% 0.0%
Community Midwives 122.2 111.0 11.2 9.2% 0.0 111.0 0.0% 0.0 0.0% 13.7% 71.6% 91.3% 0.7% £0 0.0% 0.0% 0.1%
Gynaecology Dept Medical Staff 42.3 42.6 -0.2 -0.6% 1.5 44.1 3.4% 1.0 2.4% 4.9% 7 77.8% 95.1% 70.7% 41.5% £11,240 1.6% 3.4% 4.5%
Child Health Dept Medical Staff 29.7 35.6 -6.0 -20.2% 0.4 36.0 1.0% 0.0 0.0% 7.1% 92.1% 82.8% 18.4% £9,782 4.4% 0.0% 5.1%
Antenatal and Nuchal Screening 20.6 21.0 -0.3 -1.6% 0.0 21.0 0.0% 0.0 0.0% 19.7% 84.6% 90.4% 0.0% £3,826 1.1% 1.9% 2.0%
Child Health Outpatients 15.9 16.2 -0.3 -1.9% 0.0 16.2 0.0% 0.0 0.0% 3.9% 78.3% 90.1% 4.3% £348 0.4% 0.0% 1.9%
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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. This report does not contain a detailed forecast, a separate review will be submitted for assessment by the Finance 
and Performance Committee. The forecast is held at plan at present in line with NHSi requirements. There remains a material risk to 
achieving the plan as an outcome.

The annual plan for clinical income reflects the agreement reached with Commissioners on the Aligned Incentives Contract for 2017-
18. 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 £34.6m.

The Trust's Income and Expenditure position by the end of July was an actual deficit of £8.4m. The financial position in July as part 
of this position was a deficit of £2.3m. The position prior to the assessment of eligibility of STF in July was adverse to plan in month 
by £1.4m, therefore removing the Trust's option to access allocated Sustainability funds in month. The year to date position still 
reflects the STF funding achieved in quarter 1, a sum of £1.7m from a potential maximum allocation of £2.0m. A sum of £0.3m was 
not achieved in the quarter attributed to the A&E performance element. Overall Clinical Income to date has been based on a number 
of assumptions as activity was not fully coded or available for the reporting period, this is consistent with previous months. The 
coding backlog is being addressed. 

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 medically fit for discharge. Non-pay 
costs include unplanned use of the private sector to support RTT delivery and out of hospital purchase of beds. Pay pressures year 
to date have been mitigated by a favourable non pay reserve position. It remains the case that subsequent months will require more 
stringent pay controls and a rapid and material financial improvement through a range of recovery and efficiency initiatives in order to 
achieve financial targets.

Significant improvements in financial performance are required from now onwards in order to deliver the plan for the year and an 
enhanced focus and capacity to support this is necessary and in progress. Delivery of the overall surplus plan is now high risk and 
the Trust will submit a revised plan to the Board and NHSi at the end of September/beginning of October. This will be covered in 
detail at the Trust Board workshop in August. 

The Trust has a non-PFI capital resource limit of £8.4m for the year. The revised capital programme will be presented to the Board in 
September. A meeting of the Capital Prioritisation Group is planned for 21st August to agree the capital programme for the year. 
The Trust has a cash balance of £4.0m at the end of July. The minimum level of cash holding required by the DH was £4.1m 
(including £3.1m of capital cash carried forward from 2016/17).  The Trust has previously drawn total cash against a limit of £41.7m 
for its working capital facility and £10.9m DH uncommitted loan. PHT has written to NHSI outlining the issues surrounding the cash 
position and the implications of changing the capital resource limit formula and impact on its ability to replace capital equipment.71
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Finance and Use of Resources Metric R (Surplus)/Deficit R Cash A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 5,960 8,415 (2,455) Year to Date £k 3,099 4,039 940
Year End Forecast 4 3 4 Year End Forecast £k (9,660) (9,660) 0 Year End Forecast £k 1,000 1,000 0

Income R Operating Expenditure A Capital G

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k (183,550) (179,322) (4,228) Year to Date £k 176,802 175,022 1,780 Year to Date £k 1,752 2,956 (1,204)
Year End Forecast £k (556,209) (556,209) 0 Year End Forecast £k 508,708 508,708 0 Year End Forecast £k 14,164 15,019 (855)

Cost Improvement Plans A Pay bill A Agency Cap A

Plan
Actual / 

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

Forecast Variance
Year to Date £k 6,688 6,913 225 Substantive 89,080 91,717 (2,637) Year to Date £k 5,309 6,093 (784)
Year End Forecast £k 34,566 34,566 0 Bank 5,580 6,487 (907)

Agency 4,377 6,093 (1,716)
The financial improvements required in 2017-18 are £34.6m. 
Potential opportunities to date have been identified of £48.7m, 
including potential QIPP savings. Savings requirements escalate 
within the plan in the course of the year. The savings figure 
reported year to date are £6.9m. 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, though there remains a significant risk to the 
delivery of the programme in full at this time. 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 overall level of financial improvement required.  A 
separate paper on this will be presented to the Trust Board.

The Trust has spent £3.0m of capital YTD. NHSI 
approved carry forward of unspent CRL into 2017/18 
and 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 variance to plan of £0.9m relates to the A&E 
Streaming project (DH approved the PDC for this in 
July).

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 the 
month is a ‘3’, 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 £8.4m year to date deficit for the 4 
months to the end of July 2017. The position for July itself was a 
£2.3m deficit which was £2.2m adverse to the Financial Plan 
submitted to NHS Improvement. The position compared to plan 
for July prior to the assessment of eligibility for Sustainability 
and Transformation Funding (STF) was adverse by £1.4m. A 
sum of £0.9m was not achieved in the month for STF income 
entirely on a financial basis. The year to date position does 
include £1.7m of STF income attributable to previous months. 
Income delivery is expected to be higher in future quarters in 
addition to a range of financial improvements that will be 
delivered. The Trust is planning to strengthen capacity to 
oversee  delivery. It is undertaking a review of the baseline 
position and will decide upon signicant actions ahead of 
reporting back to the Regulator in October.                                                                               

The cash balance at 31st July includes £3.1m of the 
£4.1m capital cash carried forward from 2016/17.  
The target cash balance was therefore £4.1m 
compared to the plan balance of £5.1m. A sum of 
£400k of the capital carry forward has now been 
spent.

The Trust is expecting to access additional cash 
support from September. A separate review of the 
cash position has been submitted to the Finance and 
Performance Committee.

The Trust is reporting an adverse variance against plan year 
to date of £4.2m against all forms of income.  As a part of 
this, the Trust SLA income has an under performance of 
£1.6m. This is based on high level principles and expected 
income levels. The position is built up from M1 an M2 fully 
coded, M3 with a proportion of uncorded spells and M4 was 
based on activity during July of 25 days, pro-rated up to 31 
due to the earlier close down. Price was based on average 
planned case-mix. The Non clinical income is marginally 
under planned figures, however, there is also a 
corresponding reduction in expenditure. The under 
achievement of STF income relating to A&E performance 
contributes a variance of £0.3m and a further sum of £0.9m 
relating to the lost funds attributable to July. 

At the end of July the Trust is reporting a £1.8m favourable 
variance to operating expenditure plans. Within this pay was 
£4.2m adverse to plan year to date. The pay overspend links 
to a continued reliance on premium rate medical staff costs 
in both unscheduled and scheduled care to maintain 
capacity and quality. Planning assumptions, as indicated by 
the pay savings target, were that a reliance on premium rate 
pay commitments was expected to reduce. Non-pay is 
favourable to plan by £5.5m, this includes a favourable 
reserve provision for cost pressures of £7.2m and for drug 
exclusions of £0.3m. Outsourcing commitments to non-NHS 
providers exceeded planning assumptions by £1.1m.

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.

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 
capped rates. Year to date the Trust spend marginally 
above the agency ceiling set by NHSI. The annual 
ceiling is £13.9m72
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Finance Report Month 4 2017/18 (Surplus)/Deficit R

Year to date Year End Forecast
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k

Surplus deficit - pre application of STF 8,870 10,129 (1,259) Surplus deficit - pre application of STF 3,771 3,771 -
STF allocation (2,910) (1,714) (1,196) STF allocation (13,431) (13,431) -
Net (Surplus)/Deficit 5,960 8,415 (2,455) (Surplus)/Deficit (9,660) (9,660) -

Plan Actual Variance Plan Actual Variance
£k £k £k £k £k £k

Income (183,550) (179,322) (4,228) Income (556,209) (556,209) -
Pay 100,046 104,297 (4,251) Pay 299,524 299,524 -

Non-Pay 76,756 70,725 6,031 Non-Pay 209,184 209,184 -
EBITDA * (6,749) (4,301) (2,448) EBITDA * (47,500) (47,500) -
EBITDA % 3.7 2.4 EBITDA % 8.5 8.5

Profit / Loss on Disposal of Fixed Assets - (8) 8 Profit / Loss on Disposal of Fixed Assets - - -
Interest Payable 6,278 6,281 (4) Interest Payable 18,786 18,786 -
Interest Receivable (13) (11) (2) Interest Receivable (38) (38) -
Depreciation 6,051 6,066 (15) Depreciation 17,915 17,915 -
Adjustment for donated asset income (100) (44) (56) Adjustment for donated asset income (300) (300) -
Impairments - Impairments - -
Public Dividend Capital 729 729 (0) Public Dividend Capital 2,186 2,186 -
Net (Surplus) / Deficit 6,196 8,712 (2,516) Net (Surplus) / Deficit (8,951) (8,951) -
Technical adjustment - donated assets (236) (297) 61 Technical adjustment - donated income (709) (709) -
Technical adjustment - IFRIC 12 - - - Technical adjustment - IFRIC 12 - -
Performance against Control Total 5,960 8,415 (2,455) Performance against Control Total (9,660) (9,660) -

Surplus % -3.2 -4.7 Surplus % 1.7 1.7
* EBITDA Earnings before Interest Taxation Depreciation and Amortisation

The Trust is reporting a £8.4m year to date deficit for the 4 months to the end of July 2017. The position for July itself was a £2.3m deficit which was £2.2m 
adverse to the Financial Plan submitted to NHS Improvement. The position compared to plan for July prior to the assessment of eligibility for STF was adeverse 
by £1.4m. A sum of £0.9m was not achieved in the month for STF income entirely on a financial basis. The year to date position does include £1.7m of STF 
income attributable to previous months. Income delivery is expected to be higher in future quarters in addition to a range of financial improvements that will be 
delivered. The Trust is planning to strengthen capacity to oversee  delivery. It is undertaking a review of the baseline position and will decide upon signicant 
actions ahead of reporting back to the Regulator in October.                                                
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Finance Report Month 4 2017/18 Income R

Year To Date Year End Forecast
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Total Income (183,550) (179,322) (4,228) Total Income (556,209) (556,209) 0

Year To Date Year End Forecast
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Income Income
 SLA income (162,554) (159,807) (2,747)  SLA income - CCG (488,411) (488,411)  0 
 Private Patients (1,311) (1,119) (191)  Private Patients (3,932) (3,932)  0 
 RTA / Overseas (243) (270) 27  RTA / Overseas (728) (728)  0 
 Other income for patient care (361) (369) 8  Other income for patient care (1,077) (1,077)  0 
Income For Patient Care (164,467) (161,565) (2,903) Income For Patient Care (494,148) (494,148)  0 
 Education, Training and Research (6,269) (6,339) 71  Education, Training and Research (18,928) (18,928)  0 
 Income Generation (3,915) (3,632) (284)  Income Generation (12,027) (12,027)  0 
 Non patient care services to other bodies (294) (323) 29  Non patient care services to other bodies (759) (759)  0 
 Rental income from operating leases (601) (595) (5)  Rental income from operating leases (1,802) (1,802)  0 
 Other Income (5,094) (5,155) 61  Other Income (15,114) (15,114)  0 
 STF (2,910) (1,714) (1,196)  STF (13,431) (13,431)  0 
Other Operating Income (19,083) (17,758) (1,325) Other Operating Income (62,060) (62,060)  0 

Total Income (183,550) (179,322) (4,228) Total Income (556,209) (556,209)  0 

The Trust is reporting an adverse variance against plan year to date of £4.2m against all forms of income.  As a part of this, the Trust SLA income has an under performance of 
£1.6m. This is based on high level principles and expected income levels. The position is built up from M1 an M2 fully coded, M3 with a proportion of uncorded spells and M4 
was based on activity during July of 25 days, pro-rated up to 31 due to the earlier close down. Price was based on average planned case-mix. The Non clinical income is 
marginally under planned figures, however, there is also a corresponding reduction in expenditure. The under achievement of STF income relating to A&E performance 
contributes a variance of £0.3m and a further sum of £0.9m relating to the lost funds attributable to July. 

On the basis that the Trust has not functioned within the monthly financial 
expectations for July it has not assumed any eligibility to the total Sustainability and 
Transformation funding allocation in month of £0.895m. Missing the 70% element 
attributable to purely the financial target means that the Trust was not able to 
access the 15% of the total linked to the front door streaming services of patients in 
A&E and further the 15% linked to achieving a 90% average A&E performance for 4 
hour waits.
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Finance Report Month 4 2017/18 Operating Expenditure A

Year To Date Year End Forecast
Plan Actual Variance Plan Forecast Variance

£k £k £k £k £k £k
Pay 100,046 104,297 (4,251) Pay 299,524 299,524 -

Non Pay 76,756 70,725 6,031 Non Pay 209,184 209,184 -
Operational Costs 176,802 175,022 1,780 Operational Costs 508,708 508,708 -

Year To Date Full Year
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Pay Pay
 Medical and Dental 32,267 32,996 (729)  Medical and Dental 96,304 96,304 -
 Nursing & Midw ifery 41,061 41,935 (874)  Nursing & Midw ifery 122,229 122,229 -
 Scientif ic 16,359 16,451 (93)  Scientif ic 49,632 49,632 -
 Administrative & Ancillary 13,323 12,736 587  Administrative & Ancillary 40,294 40,294 -
 Pay reserves 351 (205) 556  Pay reserves 1,485 1,485 -
 Pay savings target (3,694) - (3,694)  Pay savings target (11,556) (11,556) -
Apprentice levy 379 383 (5) Apprentice levy 1,136 1,136 -

 Total Pay 100,046 104,297 (4,251)  Total Pay 299,524 299,524 -
Non-Pay Non-Pay
 Drugs & Medical Gases 21,681 21,021 660  Drugs & Medical Gases 65,144 65,144 -
 Supplies and Services - Clinical 18,263 18,596 (334)  Supplies and Services - Clinical 54,642 54,642 -
 Supplies and Services - General 691 660 31  Supplies and Services General 2,076 2,076 -
 Establishment Expenses 1,541 1,483 58  Establishment Expenses 4,607 4,607 -
 Consultancy Services 205 172 33  Consultancy Services 752 752 -
 Transport Expenses 151 192 (42)  Transport Expenses 452 452 -
 Premises 4,599 4,486 113  Premises 13,982 13,982 -
 PFI Operating Costs 9,755 9,666 89  PFI Operating Costs 29,526 29,526 -
 CNST Premium 7,394 7,394 (0)  CNST Premium 22,181 22,181 -
 Auditors remuneration 33 35 (2)  Audit fees 98 98 -
 Education and Training 506 409 97  Education and Training 1,657 1,657 -
 Services from Other NHS Bodies 1,357 1,410 (53)  Services from Other NHS Bodies 3,950 3,950 -
 Purchase of Healthcare from Non NHS provider 3,160 4,273 (1,113)  Purchase of Healthcare from Non NHS provider 9,016 9,016 -
 Non pay reserves 7,887 628 7,259  Non pay reserves 13,262 13,262 -
 Non Pay savings target (1,039) - (1,039)  Non Pay savings target (13,953) (13,953)
 Other Non Pay 573 299 274  Other Non Pay 1,792 1,792 -

 Total Non-Pay 76,756 70,725 6,031  Total Non-Pay 209,184 209,184 -
Total Expenditure 176,802 175,022 1,780 Total Expenditure 508,708 508,708 -

At the end of July the Trust is reporting a £1.8m favourable variance to operating expenditure plans. Within this pay was £4.2m adverse to plan year to date. The pay overspend links to a 
continued reliance on premium rate medical staff costs in both unscheduled and scheduled care to maintain capacity and quality. Planning assumptions, as indicated by the pay savings 
target, were that a reliance on premium rate pay commitments was expected to reduce. Non-pay is favourable to plan by £5.5m, this includes a favourable reserve provision for cost pressures 
of £7.2m and for drug exclusions of £0.3m. Outsourcing commitments to non-NHS providers exceeded planning assumptions by £1.1m.
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Finance Report Month 4 2017/18 Cash A

Year To Date Year End Forecast
Plan Actual Variance Plan Actual Variance
£k £k £k £k £k £k

Cash Balance 3,099 4,039 940 Cash Balance 1,000 1,000 -

Year to Date Year End Forecast
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Operating Surplus 794 (1,721) (2,515) Operating Surplus 29,894 29,876 (18)
Depreciation 5,833 6,066 (233) Depreciation 17,500 18,167 667

Other Non Cash I&E Items (184) (44) (140) Other Non Cash I&E Items (552) (300) 252
Movement in Working Capital 3,524 6,767 (3,243) Movement in Working Capital (8,391) (10,029) (1,638)
Provisions - - - Provisions - - -

Cashflow from Operations 9,967 11,068 (6,131) Cashflow from Operations 38,451 37,714 (737)
Capital Expenditure (3,534) (3,877) 343 Capital Expenditure (14,464) (14,464) -
Cash receipt from asset sales - 18 (18) Cash receipt from asset sales - 18 18

Cashflow before financing 6,433 7,209 776 Cashflow before financing 23,987 23,268 (719)
PDC Received - - - PDC Received - 855 855
PDC Repaid - - - PDC Repaid - - -
Dividends Paid - - - Dividends Paid (1,994) (2,186) (192)
Interest on Loans, PFI and leases (6,259) (6,281) 22 Interest on Loans, PFI and leases (18,735) (18,786) (51)
Interest received 16 11 5 Interest received 38 38 -
Capital element of PFI payment (2,291) (2,151) (140) Capital element of PFI payment (6,876) (6,876) -
Donated Capital Receipts 100 44 56 Donated Capital Receipts 300 300 -
Draw dow n on debt - - - Draw dow n on debt - - -
Repayment of debt - - - Repayment of debt (820) (820) -

Cashflow from financing (8,434) (8,377) 57 Cashflow from financing (28,087) (27,475) 612
Net Cash Inflow / (Outflow) (2,001) (1,168) (833) Net Cash Inflow / (Outflow) (4,100) (4,207) (107)
Opening Cash Balance 5,100 5,207 (107) Opening Cash Balance 5,100 5,207 107
Closing Cash Balance 3,099 4,039 940 Closing Cash Balance 1,000 1,000 -

The cash balance at 31st July includes £3.1m of the £4.1m capital cash carried forward from 2016/17.  The target cash balance was therefore £4.1m compared to 
the plan balance of £5.1m. A sum of £400k of the capital carry forward has now been spent.

The Trust is expecting to access additional cash support from September. A separate review of the cash position has been submitted to the Finance and 
Performance Committee.

The cash balance at 31st July includes £3.1m of capital cash carried forward 
from 2016/17 and reflects improved working capital position compared to 
plan.

The plan reflects the July 2017 NHSI submission and assumes no repayment or 
drawdown of interim financing in 2017/18.  The Trust continues to work with NHSI 
colleagues on the long term financing of the Trust and has escalated the lack of 
resolution of the long term financing issue.

76



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Progress Report: Capital 

31/08/2017 

En
ab

le
rs

 - 
Fi

na
nc

e 

Finance Report Month 4 2017/18 Capital G

Year To Date Year End Forecast
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Capital Balance 1,752 2,956 1,204 Capital Balance 14,164 15,019 855

Year to Date Year End Forecast
Plan Actual Variance Plan Forecast Variance
£k £k £k £k £k £k

Medical Equipment Replacement 231 507 276 Medical Equipment Replacement 4,100 4,100 -

Information Technology 39 387 348 Information Technology - - -
Service Investment 30 127 97 Service Investment - - -
To be allocated - - To be allocated 4,259 4,259 -
Total excluding MES 300 1,021 721 Total excluding MES 8,359 8,359 -
Medical Equipment Replacement via MES IFRIC 4 - - - Medical Equipment Replacement via MES IFRIC 4 - - -
Service Investment via MES IFRIC 4 - - - Service Investment via MES IFRIC 4 - - -
Capital expenditure excluding IFRS 300 1,021 721 Capital expenditure excluding IFRS 8,359 8,359 -
IFRS Capital Expenditure 1,452 1,935 483 IFRS Capital Expenditure 5,805 5,805 -
A&E Streaming (PDC Approved by DH in July) - - - A&E Streaming (PDC Approved by DH in July) - 855 855
Disposals and Transfers - - - Disposals and Transfers - - -
Donated Assets 75 44 (31) Donated Assets 300 300 -
Gross Capital expenditure including IFRS 1,827 3,000 1,173 Gross Capital expenditure including IFRS 14,464 15,319 855
Less donated additions (75) (44) 31 Less donated additions (300) (300) -
Disposals and transfers - - - Disposals and transfers - - -

- -
Charge against CRL Inc. IFRS impact 1,752 2,956 1,204 Charge against CRL Inc. IFRS impact 14,164 15,019 855

The 17/18 Capital Programme remains severely challenged at £4.2m 17/18 capital and £4.1m carried forward from 2016/17.  The Trust continues to liaise with NHSI colleagues over the methodology for 
calculating capital cash sources. A meeting of the Capital Priorities Group is planned for 17/07/17.  The Capital Priorities Group is reviewing capital requiremtns in order to recommend a capital programme for 
the Board to approve.  DH has confirmed PDC of £0.9m for the A&E Streaming project.

Risks

The Trust has spent £3.0m 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.
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 143/17 
        Enclosure Number: (3) 

Subject: Care Quality Commission Update 

Prepared by: 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality  

Theresa Murphy, Interim Director of Nursing  

John Knighton, Medical Director 

Purpose of paper To provide an update on progress against the CQC Regulatory 
requirements 

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

· The CQC carried out an unannounced inspection of the Queen 
Alexandra Hospital on 16, 17 and 28 February 2017; inspecting 
the medical care services and the emergency department.  

· The CQC returned on 10 and 11 May 2017 and inspected the 
key question of ‘well led’ for the Trust. As part of this inspection 
the CQC visited the emergency department, four medical care 
wards and the Acute Medical Unit (AMU) to review ward to board 
governance arrangements 

· The CQC rated emergency care as requires improvement 
overall, and medical care has been rated as inadequate overall. 

· To note updates on regulatory actions, including actions, 
exceptions and risks and assurances. 

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

· Trust Board to agree the level of detail they wish to receive 
regarding the action plans to support the delivery of all the 
Regulatory requirements. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· Monthly reporting to Board, CCG and Regulators. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

· Compliance with the Health and Social Care Act. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

· Reputational impact. 

 

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

Organisational Priorities 2:Continually improve the patient experience 

Board Assurance Framework/ 
Risk Register Reference BAF PE4 

Risk Description Maintenance  of   compliance with CQC  regulations 

CQC Reference All 78



 

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

None n/a 
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CQC Inspections 
Inspection visits: 16, 17 and 28 February and 10 and 11 May 2017 

 
• The CQC carried out an unannounced inspection of the Queen Alexandra Hospital on 16, 17 and 28 February 2017; inspecting 

the medical care services and the emergency department.  
 

• The CQC returned on 10 and 11 May 2017 and inspected the key question of ‘well led’ for the Trust. As part of this inspection the 
CQC visited the emergency department, four medical care wards and the Acute Medical Unit (AMU) to review ward to board 
governance arrangements 
 

• The CQC rated emergency care as requires improvement overall, and medical care has been rated as inadequate overall. 
 

• Final reports published 24 August 2017. 
 
 
 
 
 
 
 
 

Next steps 
 

• Quality Improvement Plan under development.  The Plan will cover all concerns raised by the CQC. 
 

• Quality Improvement Plan will align with the Urgent Care Improvement Plan. 
 
 

 
 

8/31/2017 
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CQC Regulatory Actions 
• Regulation 17 issued following inspection 29th and 30th September 2017 

No deadline for compliance. 

 

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

• Section 31* (Mental Health) issued 12th May 2017 following inspection 10th and 11th May 2017 
 

• Section 64 (Radiology) issued 1st June 2017  
Actions complete. Following focussed review on 19th July 2017 the Trust was issued with a Section 31 Notice (Diagnostic and 

Screening Procedures). 

 

• Section 29a re-issued 4th July 2017 following inspections 16th, 17th and 28th February and 10th and 11th May 
2017 
The Trust is required to make significant improvements by 31st October 2017. 

Detailed programmes of work in place with the aim for compliance by 31st October 2017. 

 

• Section 64 (patient death following fall) issued 18th July  
• CQC actions complete to date. 

Police requested information under DP2 from Hampshire Constabulary.  Information due to be submitted 11th August 2017. 

 

• Section 31* (Diagnostic and Screening Procedures) issued 28 July 2017  
Risks currently identified: Resource within the team to undertake the required work and improvements and availability of a 

Clinician to undertake the audit and review the clinical data. 

 

Section 31 Notices: 
• Conditions will remain on the Trust registration until it can be demonstrated that the risk to patients has been removed and there 

is no longer any reasonable cause for the CQC to believe that any person will or may be exposed to the risk of harm for the 

reasons set out in the Notice. The Trust is permitted to apply to have these conditions reviewed at any time when there is 

sufficient assurance  that the risk has been removed. 

 

8/31/2017 
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Section 31 (AMU - issued 3 March 2017) Actions: 
 

• Weekly Intensive Support Meetings continue. 
Improvements to  date include: 
 

- Introduction of unit wide Safety Huddles and 
standardised handovers 

- 3 shift working for Junior Doctors (2nd August 2017 
onwards) – enhancing safety and continuity of care 
and improved handovers . 

- Reformatted Hospital at Night Team. 
- Major improvements to safety and experience of 

GP admissions.  
- Safety Newsletter and Communications in place  
- Plan for ‘focus on care week’ commencing 21st 

August 2017.  
- Daily Status Reports re staffing and key risks 

continues to executives. 
 

• Current  focus is on finalisation of one suite of metrics to 
provide the  KPI data set to enable continuous 
improvements in patient outcomes 

 
Exceptions and Risks: 
 

• Reduction in FFT response rates. 
 

• High staff sickness. 
 
• Some items taking time to get right e.g. metrics. 
 
Assurance: 
 

• Two external CCG unannounced visits to AMU with 
consistently positive reports. 

 
• New Non-Executive Director has undertaken review visit 

to AMU and reported a positive experience. 

1. 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. 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. 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. 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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Section 31 (Mental Health – issued 12 May 2017) 
1. Ensure 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. 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  

Actions: 
 

• The Trust-wide ligature risk assessment commenced on 
1st August 2017, undertaken by Solent NHS Trust.   
 

• Trust-wide information day on vulnerable adults taking 
place on 8th September 2017. 
 

• MCA and DoLS intensive training programme (vulnerable 
adults) planned to commence on 11th September 2017. 
 

• Mental Health Service Specification agreed by all parties; 
awaiting final ratification. 
 

• Current Mental Health and Learning Disability Committee 
Terms of Reference under review.  A Mental Health and 
Mental Capacity Board is being established to 
commence the end of September. This will be a sub-
Committee of Trust Board and chaired by a Non-
Executive Director. 

 
 

Exceptions and Risks: 
 

• Need to complete the Trust-wide ligature risk assessment 
and implement any actions; including education and 
awareness for staff. 
 

• Reliance on agency staff to provide mental health 
workforce. 

 
 

Assurance: 
 

• Current risk assessment compliance for patients with 
mental health needs in ED increasing currently 88% 
(week 24th to 30th July 2017). 
 

• Continued compliance with safe staffing requirements, 
balancing staffing against patient acuity. 
 

• The Trust requested a whole system external 
Safeguarding review.  This has been commissioned by 
Portsmouth Safeguarding Adult Board and is underway. 
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Portsmouth Hospitals NHS Trust 8/31/2017 

Regulation 17 (Requirement Notice within September CQC report) 
Regulated Activity:  
 
• Diagnostic and screening procedures. 

 
• Surgical procedures. 

 
• Treatment of disease, disorder or injury. 

 
 

Regulation: 
 
• Governance processes were not effective at identifying 

risks and improving safety and quality of services. 
 
• Improvements to patient flow through the hospital had not 

been achieved. 
 

• Management of records did not always protect 
confidentiality of patient information. 
 

• Handwriting in some patient records was not consistently 
legible. 
 

• Patient records were not always signed or had the 
designation of the member of staff completing the record. 

 

Compliance: 
 

• Delivery of the Urgent Care Improvement Plan – Action 
ongoing. 
 

• Patient flow deep dive to be discussed at August QUIOG 
meeting. 
 

• Outlying wards aligned to base medical teams for Medicine 
and MOPRS to improve communication and governance . 
 

• 3 escalation areas closed during July. 
 

• Zero 12 hour DTA breaches in July. 
 

• 17% reduction on outliers during Q1  
 

• Senior Management Team approval for Trust-wide R2G 
campaign; development programme underway. 
 

• Report into the risks associated with the care, treatment and 
management of outlied patients within Queen Alexandra 
Hospital presented to the August Governance and Quality 
Committee. 
 

Actions complete: 
• All identified risks included on the Datix Risk Register 

module – Action complete. 
 
• Risk management competencies are contained within the 

Passport to Manage framework.  Passport to Manage 
competencies included in appraisal paperwork and will be 
further embedded throughout the year.  Audit of the quality 
of appraisals undertaken – Action complete. 
 

• Information Governance requirements have been re-
enforced through Team Brief, the Link and various Trust-
wide e-mails – Action complete and on-going. 
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Portsmouth Hospitals NHS Trust 8/31/2017 

Section 29a Warning Notice (re-issued 4 July 2017) 
Themes:  
 
• Privacy & Dignity 

 
• Medication Administration 

 
• Medication storage  

 
• Nursing Care and Leadership 

 
• Health and Safety 

 
• Patient confidentiality  

 
• Mixed Sex Accommodation 

 
• Poor documentation – patient care  

 
• Poor documentation – Incidents  

 
• Medical assessments 

 
• Medical Staff Engagement  

 
• Patient Flow 

 
• Training and Development  

 
• Safeguarding Adults, Children and Young People 

 
• Whistle Blowing/ Speak Up 

 
• Governance processes 

Actions: 
 

• Trust Patient Safety Review of Escalation Beds.  Executive decision 
made to close Theatre recovery,  Discharge Lounge and the Renal Day 
Unit as escalation beds to ensure patients’ safety, privacy and dignity. 
 

• Operations Centre continue to meet 4  times per day to review flow 
throughout the Trust and provide opportunities for multidisciplinary 
discussions. This process ensures that staffing and acuity of patients are 
highlighted and plans put in place to mitigate shortfalls. 
 

• The majority of Registered Nurses have signed that they have read, 
understood and are practicing by the NMC Professional Code of 
Conduct.  Those reluctant to sign met personally with the Director of 
Nursing. 
 

• Commencement of the Portsmouth Quality Bundle (PQB) module on 
vulnerable patients. All wards have submitted baseline assessments; 
these identified the need for additional education and awareness on 
interpreting, careers support, learning disabilities, covert medications.  
This will be met through the awareness day in September and the 
additional vulnerable adult education programme (refer to Section 31 
(AMU - issued 3 March 2017 slide). 
 

Exceptions and Risks: 
 

• High use of temporary workforce, including agency Registered Nurses 
and Health Care Support Workers. 
 

• Increased Nursing vacancies in Medicine and MOPRS CSC. 
 
Assurance: 

 

• Two external CCG unannounced visits to AMU with consistently positive 
reports. 

 

• Further unannounced visits planned by the CCG in other CSCs. 
 

• New Non-Executive Director undertaking clinical visits. 
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Portsmouth Hospitals NHS Trust 8/31/2017 

Section 64 - Timescale for reporting of x-rays and the ceasing of the reporting of chest x-rays at 
the Queen Alexandra Hospital (1st June 2017) 
Requirement to provide the CQC with specified information and documentation under Section 64 of the Health and Social Care Act 

2008   

Requested Information on 1st June 2017: 
 
• CQC looking at the timescale for reporting of x-rays and the ceasing of 

the reporting of chest x-rays at the Queen Alexandra Hospital.  
 

• Request for 11 specified pieces of information.  Deadline for response of 
5th June 2017. 
 

Additional information requested on 15th June 2017: 
 

• CQC requested additional information and clarification on information 
submitted on 5th June 2017, 12 requests in total.  Deadline for response 
of 19th June 2017. 

Compliance: 
 
• All requested information in the Section 64 request sent 

to CQC to the deadline of 5th June 2017. 
 

• Additional information requested by the CQC on 15th 
June 2017 under Section 64 sent via CEO, under same 
reference to the deadline of 19th June 2017. 
 

• Actions complete. 

Focused review – 19th July 2017 
 

• CEO informed of focused review to take place on 19th July 2017. 
 

• Request for focus groups and interviews for the following: 
- Radiology service manager. 
- Clinical lead radiologist. 
- Governance manager for radiology or the directorate. 
- PACS/RIS manager. 
- Junior doctors (non-radiology) a cross section of people if available. Ideally a focus group.  
- Reporting radiographers 

 
• 18 requests for data made. 

Outcome:  
Trust issued with a Section 31 (Diagnostic and Screening procedures) 28th July 2017) 87
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Portsmouth Hospitals NHS Trust 8/31/2017 

Compliance: 
 

• All requested information in the Section 64 submitted to 
the CQC to deadlines. 
 

• Final Executive Sign Off panel for the SIRI held on 
Friday 4th August. Final report sent to the CCG and 
CQC  9th August 2017.  Acknowledgement received 
from the CQC – Actions required to date complete.  
 

• Hampshire Constabulary DP2 request on 7th August for 
information on same specified patient case. Will be 
sent this week.  Information due to be submitted 11th 
August 2017. 
 

Risks: 
 

• Safeguarding referral initiated by external agency not 
the Trust. 

 
• Lack of certainty regarding SIRI grading. 
 
Assurance: 
 

• The Trust requested a whole system external 
Safeguarding review.  This has been commissioned by 
Portsmouth Safeguarding Adult Board and is 
underway. 
 

Section 64 – Review of patient death following complaint (18th July 2017) 
Requirement to provide the CQC with specified information and documentation under Section 64 of the Health and Social Care Act 

2008   

Requested Information on 7th July 2017: 
 

• CQC requested specific information relating to a patient who had fallen 
whilst under the care of the Trust; patient subsequently passed away 
in a care home. 

• Response provided to CQC on 11th July 2017. 
 

Section 29a request for additional information dated 17th July 2017: 
 

• Following the information provided in the Trust initial response, the 
CQC issued the CEO with a letter identifying themes within the 
information provided which supports some of the areas identified 
within the Section 29A warning notice dated 4th July 2017. 

 
Section 64 request for additional information received on 18th July 
2017: 
 

• CQC requested specific information.  Deadline for response of 20th 
July 2017. 

• Trust provided information to deadline with one additional piece of 
information provided on 21st July 2017. 

• CQC requested various additional information to which the Trust 
responded to deadline. 

 
Data Protection Form (DP2) received from Hampshire Constabulary 
7th August 2017: 
 

• 14 pieces of information requested under DP2 from Hampshire 
Constabulary.  
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Section 31 (Diagnostic and Screening procedures – issued 28th July 2017) 
1. The Registered Provider must take evidenced based appropriate 

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

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

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

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

(including unreported images pre-January 2017) shown by 
year of image taken. 

- The current trajectory date of when the backlog (including 
unreported images pre-January 2017) will be cleared. 

- The proportion of patients waiting less than the trusts KPI for 
x-rays, CT and MRI. 

- The average waiting time (in days and hours) for a reported 
plain film(excluding GP requests). 

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

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

request. 

Actions: 
 

• Proposal detailing actions to be taken and support 
required submitted to Executive Management Team. 
 

• Identified Executive Leads. 
 

• Discussions underway with Information Services to assist 
with statistical data and weekly submission requirements. 
 
 

 
 
 

Risks: 
 

• Resource within the team to undertake the required work 
and improvements.  
 

• Availability of a Clinician to undertake the audit and review 
the clinical data. 

 
 

Assurance: 
 
• CEO requesting external oversight of the proposal. 

 
 

Actions complete: 
 

• First submission to the CQC provided to deadline (21 
August 2017) relating to the Conditions within the 
Enforcement Notice – Action complete. 
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TRUST BOARD PUBLIC – SEPTEMBER 2017    Agenda Item Number: 144/17 
            Enclosure Number: (4) 

Subject: Quality Performance Report to the Trust Board  
(July 2017 position) 

Prepared by: 
 

Annie Green, Head of Risk Management 
Fiona McNeight, Associate Director of Quality and Governance  

   Sponsored by: 
Presented by: 

Nichola Ryley, Director of Nursing 
Nichola Ryley, Director of Nursing 

Purpose of paper 
Why is this paper going to the 
Trust Board? 
(Delete as appropriate) 

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 is asked to consider alongside the Integrated Performance 
Report.  

SIRI summary – July 2017 
· A total of 10 SIRIs were reported in July all were clinical SIRIs: 

- 3 x Avoidable level 3 hospital acquired pressure damage 
- 2 x Unexpected death of patient, potential failure to 

recognize deterioration 
- 1 x Fall resulting in fractured neck of femur 
- 1 x Fall with head injury, potentially contributing to patient’s 

death 2 weeks post discharge 
- 1 x Fall potentially contributing to patient’s death 
- 1 x Missed diagnosis of lung cancer 
- 1 x Delay diagnosis potentially resulting in loss of vision 
- 1 x C. Difficile on Part 1 of death certificate 

 
This compares to 10 clinical SIRIs reported in June. 
 

· Of the 10 clinical SIRIs reported in July; all patients or relatives, 
where applicable or appropriate, were informed of the incident within 
the deadline and are aware of the on-going investigation 

· 149 SIRIs remain open on STEIS (Compared with 371 in May), 107 
of these are Breaches of DTA 
- 142 SIRIs are in the process of investigation within the Trust 

(105 DTA breaches) 
- 4 clinical SIRIs have had their investigation completed and the 

reports have been submitted to the Commissioner for their 
review and sign off, all of these are awaiting closure by the CCG 

- Of the DTA breach investigations submitted from January 2017 
to date; 225 have been closed by the CCG 
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August 2017 
As of ??/08/2017 ? Clinical SIRIs have been confirmed  

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 Priorities, 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 – July 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 Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul 
New 

 9 3 12* 11** 9 15*** 40 94 115 55 59# 19 10 

Under 
investigation Nil Nil Nil Nil 1 Nil Nil 2 Nil 5 59# 19 10 

Submitted  to 
CCG 9 3 12 11 8 15 40 94 115 1 Nil Nil Nil 

Closed by 
CCG 9 3 12 11 8 15 38 92 113 Nil 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. 
# reported as 60 in June report however one event was downgraded from SIRI status following receipt of 
the post mortem report. 
 
Current Never Event Position 2016/17 

Never Event Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul 
New Nil Nil Nil Nil Nil 2 Nil Nil 1 Nil Nil Nil Nil 
Under 
investigation Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil Nil 

Submitted in 
month to 
CCG 

NA NA NA NA NA 2 NA NA Nil 1 Nil Nil Nil 

Closed by 
CCG NA NA NA NA NA 2 NA NA Nil Nil Nil Nil Nil 

 
New incidents in July 
During July 10 Serious Incidents Requiring Investigation (SIRI’s) have been reported; all clinical incidents. The 
table below provides information on those 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 

31/03/2017 
21419 
2017/16953 
10/04/2017 

Inpatient fall resulting 
in subdural 
haematoma - pt died 
6 weeks post fall.  

Investigation 
commenced 

Severe 
Harm 

26.09.2017 Patient 
transferred to 
Nursing Home 
4 weeks post 
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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 

MOPRS/G1 Event up-graded 
following patient’s 
death. 

fall where 
sadly died 2 
weeks later.. 

02/01/2017 
26621 
2017/17211 
07/07/2017 
Medicine/E6/7 

Issues identified 
about potential 
failure to identify a 
deterioration in a 
patient, admitted with 
influenza, prior to 
cardiac arrest and 
death. 

Investigation 
commenced 

Death 28.09.2017 Patient died 

21/06/2017 
26363 
2017/17588 
12/07/2017 
Medicine/E6/7 

Hospital acquired 
level 3 pressure 
damage 

Investigation 
commenced 

Severe 
harm 

03.10.2017 Patient 
discharged 

12/12/2017 
27519 
2017/17888 
17/07/2017 
Medicine/E8 

Missed diagnosis of 
a lung cancer. 

Investigation 
commenced 

Death 06.10.2017 Patient 
commenced 
treatment as 
outpatient. 

17/07/2017 
27899 
2017/18345 
21/07/2017 
Emergency 
Medicine/AMU 

Delayed treatment 
for central retinal 
artery occlusion 
resulting in likely 
permanent vision 
loss to R eye 

Investigation 
commenced 

Severe 
Harm 

12.10.2017 Patient 
discharged 
home with 
follow up care. 

14/07/2017 
27777 
2017/18416 
21/07/2017 
Medicine/D3 
 

Inpatient fall resulting 
in fractured right hip. 

Patient made safe, 
post falls actions 
completed. 
Investigation 
Commenced 

Severe 
Harm 

12.07.2017 Patient 
discharged 
home 
following 
surgery. 

18/04/2017 
22444 
2017/18629 
25/07/2017 
MSK/D4 

Inappropriate 
discharge and failure 
to identify a 
deteriorating patient. 

Investigation 
commenced 

Death 16.10.2017 Patient died 

18/07/2017 
27918 
2017/18632 
25/07/2017 
Medicine/E8 

Unexpected death 
potentially relating to 
fall. 

Investigation 
commenced 

Death 16.10.2017 Patient died 

19/07/2017 
28181 
2017/18806 
26/07/2017 
MOPRS/G3 

Hospital acquired 
level 3 pressure 
damage 

All preventative 
measures in place 
Investigation 
Commenced 

Severe 
Harm 

17.10.2017 Patient being 
cared for on 
G3 
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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 

22/07/2017 
28254 
2017/19009 
27/07/2017 
Medicine/E8 

Hospital acquired 
level 3 pressure 
damage 

All preventative 
measures in place.  
Investigation 
commenced. 

Severe 
Harm 

18.10.2017 Patient being 
cared for on 
E8 

24/07/2017 
28770 
2017/19058 
31/07/2017 
Medicine/E2 

C.difficile related 
death, part 1b on 
death certificate. 

Investigation 
commenced 

Death 20.10.2017 Patient died 

 
Incidents under investigation in July 
142 SIRI’s remain under investigation (105 DTA breaches).   
There are currently seven SIRIs which have exceeded the target date of 60 working days (17 February, 12 
June, 05 July, 18 July, 27 July and 31 July) for submission to the Commissioners.  Two have extensions 
approved by the Commissioners; the five due 17 February (Medicine CSC),12 June (MSK CSC), 05 July 
(Emergency Medicine) 18 July (Medicine) and 31 July (Medicine) do not. 
 
Reports submitted to Commissioner in July. 
The Trust completed, closed and submitted 4 clinical SIRI investigation reports to the CCG during July.  The 
following actions were identified as a result of the completed clinical investigations: 
 

2016/32728 
14856 Actions In month update 

15 day old baby who 
suffered a cardiac arrest. 
 
 

1. Reflection with midwife, ST3 and ST7 
2. All infant observations taken in community 

to be recorded on the infant observation 
chant and appropriate referral to CAU if 
required. This will be undertaken through 
the service safety huddle for all staff. To be 
discussed at area meetings by Senior 
Midwifery Manager Community Services  

3. Review of communication pathway within 
SCAS 

4. CCG review the requirement if all 
appropriate adult and paediatric 
resuscitation equipment is available in GP 
surgeries. 

5. Primary care to review resuscitation 
training and updating for GPs. 

1. Completed 
2. Completed 
3. Completed 
4. End September 2017 
5. End September 2017  

2017/9263 
21667 Actions In month update 

Baby admitted to NICU for 
therapeutic cooling and 
with a diagnosis of grade 
3 HIE.  Baby 
subsequently sadly died. 

1. New pathway to be created and 
implemented across the service to 
confirm a low risk pregnancy and can 
delivery in a low risk unit. Otherwise 
transfer to the consultant led labour 
ward. 

2. To update current guidance and 

1. End August 2017 
2. End of August 2017 
3. End of August 2017 
4. End of October 2017 
5. Completed and on-going 
6. Completed and on-going 
7.  
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create a categorisation model; 
Guidance to contain: 
Decision to delivery time frame for 
instrumental births in theatre are 
required to be explicit at time decision 
made for transfer 

3. The expected time of delivery will be 
communicated by the obstetrician   

· To the woman and her birthing 
partner 

· The midwifery team caring for the 
woman 

· The labour ward management team 
to ensure theatre availability/utilise 
escalation protocols  
Amendment of PHT instrumental and 
Caesarean section delivery 
guidelines. 
Include expected communication 
standards in maternity emergencies 
in midwifery update days and annual 
PROMPT training for all obstetric and 
midwifery staff. 

4. Triaged referrals after 37 weeks 
gestation to be performed within 3 
working days of receipt.- is the 
current system – to ensure that all 
staff are aware of this system to be 
discussed in safety huddle 
Current escalation: If reduced 
scanning capacity the case is 
escalated to ANC lead and 
Superintendent Ultrasonographer. If 
unable to accommodate escalation to 
Head of Maternity Acute service 
occurs.  
Audit of compliance to be undertaken 
6 months after new system 
implemented 

5. Use case as part of K2 training 
system ( local cases can be added) 
All trained staff within department are 
required to complete K2 CTG 
competency annually – this process is 
being implemented 1st August 2017 – 
system funded by NHS England 
patient safety training bid 
1st report expected 13th October 
2017. 

6. Registrars change hospitals annually 
therefore as part of the local induction 
a presentation and discussion about 
labour ward leadership will occur 
when they join the department. 
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Midwives should be made aware of 
specific time limit for trial of 
instrumental birth. 

7.  
2017/10668 

22245 Actions In month update 

Inpatient fall on 
transferring from 
wheelchair to scanning 
couch, sustaining # Right 
hip 

1. None identified – unpreventable fall 
 

N/A 

2017/3462 
16921 

 
Actions In month update 

Patient died at home 
following unsuccessful 
attempt to form tunnel 
tine to aid haemodialysis.  
Initial cause of death 
suggests bleed into neck 
and thoracic cavity 

1. Arrange update for Radiology/Renal staff 
on recognition of significant bleeding 
including review of communication and 
handover arrangements 
Discuss at Renal M&M and governance 
meetings 
Rewrite and circulate Radiology and Renal 
Standard Operating Procedure for dialysis 
line placement. 

2. Central venous access training update for 
radiology trainees - Learning about rare 
complications, best management and how 
to avoid them. 

1. End September 2017 
2. End September 2017 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 145/17 

        Enclosure Number: (5) 
Subject: Emergency Preparedness, Resilience and Response (EPRR) 

Prepared by: 
Sponsored & Presented by: 

Maria Purse, Urgent Care Transformation Programme Manager 

Sheila Roberts, Interim Chief Operating Officer 

Purpose of paper To provide the Trust Board with the evidence to assure resilience of 
an acute NHS Trust in dealing with Emergency Planning and 
response 

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 

All NHS-funded organisations are required to meet the requirements 
of the Civil Contingencies Act (2004), the Health and Social Care Act 
(2012), the NHS Standard Contracts, and the NHS England Core 
Standards for Emergency Preparedness, Resilience and Response 
(EPRR).  

This report identifies work undertaken to ensure that the Trust is 
compliant with the statutory requirements placed upon it. It outlines 
the current position of emergency preparedness and the key 
activities that have taken place during the last year 

 

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 

For submission by the COO, as the Accountable Officer to the CCG 
to support the NHS England Core Standards assurance process 

 

Compliance with the agreed work programme monitored via the 
Trust monthly EPRR Meeting reporting into the Trust Quality and 
Governance Committee 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 

 

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

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  97



 

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

SMT 

EPRR Meeting 

6th August 2017 

5th August 2017 
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Annual Report For Emergency Preparedness, Resilience and ResponseV3  
 

Executive Summary 
 
This report has been written in order to provide the Trust Board with the evidence to assure 
resilience of an acute NHS Trust in dealing with Emergency Planning and response.  
 
The key risks highlighted by the Local Resilience Forum (LRF) and Community Risk Register 
are: 

· Pandemic Flu 
· Large Toxic Chemical Release 
· Utility failure – including the prolonged loss of electricity 
· Coastal flooding 

             
   The organisation has a number of emergency plans which will be assessed by the Clinical    
   Commissioning Group (CCG) lead for Emergency Planning and NHS England as evidence of 

compliance with the NHS England Core standards.  
 

The report will show the self-assessment of compliance as of 29th August 2017 however 
further work will continue until the final submission date in September 2017. An action plan 
has also been produced and will be continually updated until full compliance has been 
achieved. 
 

1. Introduction 
 

All NHS-funded organisations are required to meet the requirements of the Civil 
Contingencies Act (2004), the Health and Social Care Act (2012), the NHS Standard Contracts, 
and the NHS England Core Standards for Emergency Preparedness, Resilience and Response 
(EPRR).  
This report identifies work undertaken to ensure that the Trust is compliant with the 
statutory requirements placed upon it. It outlines the current position of emergency 
preparedness and the key activities that have taken place during the last year. 
 

2. Requirements and Principles of EPRR 

The Civil Contingencies Act 2004 (CCA) delivers a single framework for the provision of civil  
protection in the UK. The principle objectives of the Act are to ensure consistency of 
planning across all government departments and its agencies, whilst setting clear 
responsibilities for frontline responders at a local level. 
 
The Act divides responder organisations into two categories, depending on the extent of 
their role in civil protection work, and places a proportionate set of duties on each. Category 
One responders are those organisations at the core of emergency response; this category 
includes all Acute Trusts and Ambulance NHS Trusts, Public Health England (PHE) and NHS 
England.  

 
3. Civil Contingencies Act 

Under the Civil Contingencies Act (CCA) 2004 the Trust has a duty to demonstrate 
compliance against six civil protection duties: 
• Assess local risks, using this to inform emergency planning 
• Develop Emergency Plans 
• Plan for Business Continuity Management 
• Put arrangements in place to warn and inform the public 
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• Co-operate with other responders 
• Share Information 
The need to prepare, plan and exercise for a Major Incident is not only a statutory 
requirement under the CCA, but also a requirement under the NHS England Emergency 
Preparedness Framework,  and a requirement for the NHS Standard Contract (SC 30). 

 
4.   Assessment of Risk 

 
The Emergency Preparedness Framework clearly outlines the requirement for risk 
assessment to underpin emergency preparedness. Portsmouth Hospital NHS Trust has clear 
and effective risk processes in place and contributes to the review and updating of not only 
our own but also the Local Resistance Forum community risk register, as part of the work 
undertaken by the Local Health Resilience Partnership (LHRP). 
 
In accordance with the national and local risk assessments of the highest risk, Portsmouth 
Hospital NHS Trust is participating in a system wide pandemic flu outbreak planning group. 
 

5.  Emergency Preparedness Plans 
 

Work has continued, to further develop and refine Portsmouth Hospital NHS Trust 
Emergency Preparedness Portfolio and the plans that have been reviewed in the year are as 
follows: 
 
• Major Incident plan 
• Management of Viral Diarrhoea and Vomiting 
• Trust wide Business Continuity and Contingency Plan 
• Radioactive Substances Policy 
 

 
6.  Business Continuity Management 

 
Business Continuity Plans are in place across the organisation and the Trust wide ‘Business 
Continuity and Contingency plan has been updated.  
 
Portsmouth NHS Trust worked in partnership with other providers in the winter of 2016-
2017 as part of the system wide surge management response when capacity was particularly 
challenging with higher than expected levels of acutely ill patients. 

 
7.  Put in Place Arrangements to Warn and Inform the Public. 

 
PHT has continued to work in partnership with other health providers and commissioners to 
provide information to both staff and the public. Throughout the year, severe weather 
warnings and flood warnings have been placed on the staff web site when required, and an 
information leaflet on caring for yourself in a heatwave was available. 
PHT also continues to receive flood warnings and severe weather warnings by email which 
are then circulated widely to all managers, in order to allow us to pro- actively warn and 
inform and prepare our services. 

 
8.  Co-operate with Other Providers 

 
Co-operation between organisations is fundamental to robust emergency preparedness. 
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PHT continues to participate as a member of the Local Health Resilience Partnership 
(LHRP), represented by the Accountable Emergency Officer. 

 
The Emergency Planning practitioner (EPP) also regularly attends local health resilience 
meetings and feeds back relevant information to the emergency planning group. 

 
9. Core Standards 

The NHS England Core Standards for EPRR are the standards which must be met; the aim is 
to clearly set out the standards expected of each NHS organisation and provider of NHS 
funded care. In addition, the standards will also: 
 
• Enable agencies across the country to share a common purpose and to co-ordinate EPRR 
   activities in proportion to the organisation’s size and scope; and 
• Provide a consistent cohesive framework for self-assessment, peer review and assurance 
   processes. 
 
The Trust has now carried out a detailed self-assessment against the applicable 2017/18 
Core Standards with the following results: 

 

Section Number applicable 
to PHT 

Assessment 

Core Standards 46 Green 38 
Amber 8 

HAZMAT CBRN 14 Green 6 
Amber 8 

Deep Dive Governance 6 Green 3 
Amber 3 

 

10. Work plan 

 

a. Review the Major Incident Plan in line with current best practice 
b. Continue with annual review and updating of key plans as required 
c. Work with the HAZMAT/CBRN lead to provide assurance that all equipment and  

documentation is up to date and that the process has been tested 
d. Continue to offer review the training needs of staff and produce a work plan for 

training for the remainder of 2017/18 
e. Further develop the content of the current training programme at all command and 

control 
levels 

f. Develop a cohesive and informative link between the EPRR Office and the Heads of 
Risk and Quality and Governance to enable further insight into the business 
continuity risks and accepted risks external to the organisation 

g. Raise the profile of EPRR as a key component of the quality agenda 
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h. Refresh Major Incident/Business Continuity Intranet site to ensure ease of access to 
relevant information  

 

It should be noted that a number of the above activities will also contribute to the Trust’s ability to 
play its role in cooperating with and supporting other responders in a multi-agency response to a 
major incident such as a mass casualty event. 

The standards against which we rated as Amber were:  
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Portsmouth Hospital NHS Trust EPRR Action Plan 2017 

 
Organisation Name: Portsmouth Hospital NHS Trust Action Plan: NHSE Core standards EPRR 

 

Standard 10, 11, 12 Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update  

"Effective arrangements are in 
place to respond to the risks 
the organisation is exposed to, 
appropriate to the role, size 
and scope of the organisation, 
and there is a process to 
ensure the likely extent to 
which particular types of 
emergencies will place 
demands on your resources 
and capacity.  

 

Have arrangements for (but 
not necessarily have a 
separate plan for) some or all 
of the following (organisation 
dependent) (NB, this list is not 
exhaustive):  

· Incidents and emergencies 
(Incident Response Plan 
(IRP) (Major Incident Plan) 

· corporate and service level 
Business Continuity 
(aligned to current 
nationally recognised BC 
standards 

· HAZMAT/ CBRN 
· Severe Weather 

(heatwave, flooding, snow 
and cold weather 

· Pandemic Influenza  
· Mass Countermeasures 
· Mass Casualties 
· Fuel Disruption 
· Surge and Escalation 

Management 
· Infectious Disease 

Outbreak 
· Evacuation 
· Lockdown  
· Utilities, IT and 

Telecommunications 
 

Oct 
2017 

Dec 
2017 

 Kate 
Scott 

Although assurance 
can be demonstrated 
for the arrangements 
it is evident that 
further work on 
HAMAT/CBRN 
Severe weather and 
Pandemic Influenza 
all require updating 
as soon as possible 
evacuation plans 
would benefit from a 
review to demonstrate 
full compliance 

Updated plans 
ratified and 
submitted for 
evidence 

 

Standard 35 Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update  
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Arrangements to have access 
to 24-hour specialist adviser 
available for incidents 
involving firearms or chemical, 
biological, radiological, 
nuclear, explosive or 
hazardous materials, and 
support strategic/gold and 
tactical/silver command in 
managing these events 

This is unclear and there was 
no evidence in the audit in 2016 

Aug 
2017 

Dec 
2017 

 Elaine 
Peachy 

Ensure evidence is 
available and part of 
the updated HAZMAT 
plan 

Evidence that the 
policy has been 
updated with the 
relevant information 
and that the adviser 
is accessible 24/7  

 

Standard 36 

 

Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update  

Arrangements to have access 
to 24-hour radiation protection 
supervisor available in line 
with local and national mutual 
aid arrangements; 

Clear process for access to the 
radiation supervisor 24/7 to be 
added to the policy 

Aug 
2017 

Nov 
2017 

 Elaine 
Peachy 

Policy amendment 
with the process to 
contact both in and 
out of hours 

Policy ratified and 
available  

 

Standard 49 

 

Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update 

Arrangements include a 
current training plan with a 
training needs analysis and 
ongoing training of staff 
required to deliver the 
response to emergencies and 
business continuity incidents 

There is a current training plan 
however this does not appear 
to have been based on a TNA. 
The plan for 2016/17 is not 
completed 

 

Aug 
2017 

Nov 
2017 

 Ammey 
Wood 

Comprehensive 
training plan is 
published for the 
remainder of 2017/18 

Plan in place with 
evidence of 
attendance 

 

Standard 50 

 

Action Required Start 
Date 

End 
Date 

RAG Action
Owner 

Outcome / Target Evidence of 
Completion 

Update 

Arrangements include an 
ongoing exercising 

Work has commenced however 
this is not yet embedded in the 

Aug Nov  Ammey Full review of 
exercise programme 

Report produced and 
provided t the 
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programme that includes an 
exercising needs analysis and 
informs future work.   

organisation 2017 2017 Wood and report from 2017 
LIVEX 

Emergency Planning 
group with lessons 
identified 

Standard 52 

 

Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update 

Preparedness ensures all 
incident commanders (on call 
Directors and Managers) 
maintain a continuous 
personal development 
portfolio demonstrating 
training and/or incident 
/exercise participation. 

There is good evidence that 
incident commanders 
participate in training and 
exercising there is no evidence 
of how personal PDP regarding 
emergency planning training 

Aug 
2017 

Dec 
2017 

 Maria 
Purse 

There is a 
documented and 
accepted process for 
updating PDP 

PDP’s available 
together with 
template 

 

Standard DD1 

 

Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update 

The organisation's 
Accountable Emergency 
Officer has taken the result of 
the 2016/17 EPRR assurance 
process and annual work plan 
to a pubic Board/Governing 
Body meeting for sign off 
within the last 12 months 

 

• The organisation has taken 
the LHRP agreed results of 
their 2016/17 NHS EPRR 
assurance process to a public 
Board meeting or Governing 
Body, within the last 12 months 
• The organisations can 
evidence that the 2016/17 NHS 
EPRR assurance results 
Board/Governing Body results 
have been presented via 
meeting minutes. 

Aug 
2017 

Sep 
2017 

 Maria 
Purse 

To be presented to 
board on 07/09/17 

Minutes of board 
meeting and report 
used with feedback 

 

 

Standard DD2 Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update 

The organisation has 
published the results of the 
2016/17 NHS EPRR 
assurance process in their 

There is evidence that the 
organisation has published their 
2016/17 assurance process 
results in their Annual Report   

Nov  
2017 

April 
2018 

 Kate 
Scott 

Ensure the results of 
the 2017/18 
assurance process 
are included in the 

Annual report 
published 
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annual report next annual report 

Standard DD3 

 

Action Required Start 
Date 

End 
Date 

RAG Action 
Owner 

Outcome / Target Evidence of 
Completion 

Update 

The organisation has an 
identified, active Non-
executive Director/Governing 
Body Representative who 
formally holds the EPRR 
portfolio for the organisation.  

• The organisation has an 
identified Non-executive 
Director/Governing Body 
Representative who formally 
holds the EPRR portfolio. 
• The organisation has publicly 
identified the Non-executive 
Director/Governing Body 
Representative that holds the 
EPRR portfolio via their public 
website and annual report 
• The Non-executive 
Director/Governing Body 
Representative who formally 
holds the EPRR portfolio is a 
regular and active member of 
the Board/Governing Body  
• The organisation has a formal 
and established process for 
keeping the Non-executive 
Director/Governing Body 
Representative briefed on the 
progress of the EPRR work 
plan outside of 
Board/Governing Body 
meetings 

July 
2017 

Oct 
2017 

 Maria 
Purse 

NED needs to be 
identified with EPRR 
added to their work 
programme together 
with process for 
keeping informed and 
updated.  

Minutes of meeting 
will be added as 
evidence 
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11.  Summary 

 
In summary the Trust has over the last year, demonstrated that it has the ability to respond to 
Major, Critical and Business Continuity Incidents. When an event occurs the incident is formally 
reviewed at the ‘debrief’ to identify lessons and continue to improve and refine responses in the 
future. PHT has demonstrated assurance to NHS England and the CCG, through the level of 
compliance with the EPRR Core Standards. The major incident plan is reviewed annually and work 
will continue to take place to demonstrate full compliance for 2016/17. 
The transition from a partial role to that of a full time dedicated Emergency Preparedness, Resilience 
and Response Officer will be positive and the function will continue to be monitored and supervised 
by the EPRR Executive lead for the organisation supported by a Non Executive Director 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 146/17 

        Enclosure Number: (6) 
Subject: Urgent Care Transformation Programme Performance 

Prepared by: 
Sponsored & Presented by: 

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 

ED performance during July was 79%, a 3% decrease compared to 
June and against a trajectory of 86% 

There were zero 12 hour DTA breaches in July but 12 during August 
to date 

As of 21st August, the MFFD backlog was more than  6 weeks 
behind planned trajectory (average of 243 against a trajectory of 
121) 

Please note details of the Red2Green, SAFER, endPJparalysis, 
last1000days Campaign  

 

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

UCTP Board – Monthly  

UCTP Committee – weekly 

A&E Delivery Board – Monthly & A&E Delivery Board Ops Group - monthly 

 

 

110



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Urgent Care Transformation Programme 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

Presented by : Rob Haigh – Exec Director, Emergency Medicine 
 
Prepared by : Maria Purse - Urgent Care Transformation Programme Manager 
 
Report to Trust Board – 7th September 2017v3  
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Portsmouth Hospitals NHS Trust 

 ED performance during July was 79%, a 3% decrease compared to 
June and against a trajectory of 86% 

 81% ED attendances triaged < 15 mins during July (83% June) and 
53% (54% June) seen by appropriate clinician within 60 mins.  

 There were zero 12 hour DTA breaches in July, but 12 in August to 
date 

 Pre 12.00 discharge rate 20% July (19% June)  
 Average occupied bed days, for MFFD patients, during July  

unchanged (3,315 ) 
 To reduce patient moves and increase safety, 10 MOPs beds have 

been created on A6 and 18 Medical beds on D7, with dedicated 
Consultant and appropriate specialty MDT support 

 The bed de-escalation trajectory was on track during July with 
Recovery (9 beds), Discharge Lounge (5 beds) and the Renal Day 
Unit (6 beds) closure.   

 Fluctuations in ambulance handover delays during the last two weeks 
in July had some impact on SCAS  service delivery. A joint meeting 
has been arranged on the 8th September to discuss this further  

 New Junior Doctor rota’s were implemented on August 2nd, increasing 
out of hours cover in AMU. The new Medical Model for consultant 
working commences on 4th Sept 2017  

 As of 25th August, the MFFD backlog was approx 7 weeks behind 
planned trajectory (average of 243 against a trajectory of 121).  

 Portsmouth MFFD numbers have decreased with robust plans to meet 
agreed trajectory. Hampshire MFFD significantly behind  trajectory 
currently, but acceleration  expected during  September following new 
workforce recruitment  

 Red2Green is now established as business as usual within the Renal 
wards. Pilots on F2 and E8 underway, with weekly PDSA reviews and 
a formal  assessment Sept 7th  

 Primary Care Streaming plan on track. 
 

Headline Summary 

Weekly Total A&E Performance 

6th August 74.6% 

13th August 73.8% 

20th August 74.5% 

27th August 75.3% 

TRAJECTORY
ACTUAL ON THE 

DATE

ACTUAL (average of last 7 days 

Monday - Monday)

12-Jun 250 244 253

19-Jun 246 248 237

26-Jun 235 248 243

03-Jul 226 241 242

10-Jul 207 236 234

17-Jul 185 261 251

24-Jul 175 214 236

31-Jul 162 221 219

07-Aug 141 234 236

14-Aug 126 247 244

21-Aug 121 243 261

28-Aug 110 253 246

Progress against Trajectory for Reduction in MFFD Backlog
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Portsmouth Hospitals NHS Trust 

Performance against Urgent Care Transformation Programme KPIs 

31-Aug-17 

ED performance achieved 79%, a decrease of 3% when compared to the previous month  
There were zero 12 hour DTA breaches in July down from 9 in June, but 12 to date for August 
81% of patients triaged in <15 mins during July (83% June) and 53% (54% June) of patients seen by appropriate clinician within 60 mins.  
Pre 12.00 discharges averaged 20% during July (19% June)  
The average occupied beds days, for MFFD patients, during July was unchanged (3,315 ).  
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Portsmouth Hospitals NHS Trust 8/31/2017 

Achievements &  
Successes to Date  

Development 
of the AMU 
governance 

hub 

NHSi Falls 
Collaborative 
participation  

Band 6 / 7 
Development 
programme 

Junior Medical 
Workforce 

Improvement 
Plan  

AMU Safety 
Huddles  

Focused Care 
Week : 21st to 

25th August 
2017 

Staff 
Engagement : 
Social Media  

Facebook 

AMU Improvement Programme  

What's coming  

Quality 
Improvement 

Team 
Fellowship 

Capacity and 
Demand 
review of 

Ambulatory 
Care 

Focus on main 
departmental 

risks 

Focussed on what matters to 
patients. Feedback from Sit and 
See’s is being currently being 

reviewed    

Building a more collaborative 
workforce. Foster more 

effective internal networking, 
communication and 

collaboration, as well as giving 
staff a voice. 

This programme encompasses 
organisational  requirements, both 

strategic and operational  
Achievement of  priorities and 

developing individual capability. 

11.30 daily MDT  briefing 
huddles -  provide staff with 
opportunity to understand 
what is going on with each 

patient and anticipate future 
risks, to improve patient 

safety and care. 

90 day support 
programme – enabling 

AMU to improve the 
management of patients 

falling in an inpatient 
setting.  

Bringing together the 
departmental team, with 

information and ideas about 
improving  good governance 

within AMU. 

Three shift pattern now in 
place. Three times weekly 

trouble shooting meetings to 
provide staff led change to 
roles and enhance patient 

safety and staff experience. 
 

Aim is to inspire, support and 
nurture, to enhance change and 

increase sustainability. 

A coordinated and economical 
application of resources to manage 

both senior medical and nursing 
workforce deficits and recruitment. 

Improvement in 
privacy, dignity 
and safety for 
GP admission 

Relocated TIA clinic to 
provide two additional 

clinic rooms for GP 
patients – improved 

privacy and dignity for GP 
pts  
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Portsmouth Hospitals NHS Trust 

Red2Green, SAFER, endPJparalysis, last1000days Campaign Project Plan 

31-Aug-17 

  

W/C 28th Aug Agree 
membership of 
R2G Campain 
Team – and 
arrange weekly 
meetings 

31st RH meeting 
with TM to agree 
Nursing 
leadership 

Agree PDSA 
cycle to 
ensure 
standardised 
R2G approach 
on all adult 
wards .  

31st 
Teleconference 
with Pinchpoint 
Communications 

1st IT /IS R2G development -  
engagement working group to 
agree final format of R2G within 
Bedview and daily reporting 
functionality. 
1st Agree indicative timeframes and 
campaign programme with CEO 

W/C 4th Sept 5th Mark Cubbon 
intro to 
R2G/Bedview 
 

6th Discharge 
Planning Team R2G + 
Campaign session 

7th IDS Leads 
R2G  + 
Campaign 
Team session 

Finalise 
communication plan 
across PHT and 
Pinchpoint 
Communications 

Arrange R2G  + Campaign 
team session with key 
clinical & operational 
stakeholders 
 

W/C 11th Sept 11th IDS Ward Links 
R2G + Campaign 
session 

Launch Communications 
Programme 

Commence R2G  + Campaign sessions with key 
clinical & operational stakeholders 

 

W/C 18th Sept 18th Sign off 
R2G/Bedview with 
clinical staff 

19th R2G 
visit to 
Nottingham  

 

Continue R2G  + Campaign sessions with key clinical 
& operational stakeholders 

22nd – review 
milestone 
progress 
against 
trajectory  

W/C 25th Sept w/c R2G/Bedview 
testing pre Go Live 

25th  Stand at 
PHT FAB Change 
Day 

29th  – review 
milestone 
progress 
against 
trajectory  
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Portsmouth Hospitals NHS Trust 

Red2Green, SAFER, endPJparalysis, last1000days Campaign Project Plan 

31-Aug-17 

W/C 2nd 
Oct 

6th  – review milestone 
 progress against  

trajectory  
 

W/C 9th 
Oct 

10th R2G/Bedview Go Live 29th                                                                                                           14th review milestone 
 progress against  

trajectory  
 

W/C 16th 
Oct 

20th review milestone 
 progress against  

trajectory  
 

W/C 23rd 
Oct 

25th  ALL DAY CELEBRATION EVENT – PROF. BRIAN 
DOLAN  

27th review milestone 
 progress against  

trajectory  
 

Next 
steps 
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Portsmouth Hospitals NHS Trust 31-Aug-17 

FIT Team Performance Report – Week ending 20th August 2017 
KPI1Conversion rate for 75+ years old patients attending ED 
(i.e. the percentage of patients being admitted into a hospital 
bed out of the total number attending ED) 

KPI1 (75+) Value 

Baseline 73% 

Phase two target 67% 

Week ending 27/08/17 58% 

KPI2 (75+) Value  

Baseline 110 

Phase Two Target 170 

Week ending 27/08/17 189 

KPI2: a Length of Stay (LOS of less than 72 hours (i.e. the 
number of 75+ years old patients being discharged who stayed 
in hospital less than 3 days).  Days are defined as midnight 
boundaries crossed.  

KPI3 (75+) Value 

Baseline 35% 

Phase Two Target 90% 

Week ending 27/08/17 43% 

KPI3 Early identification of Frailty (i.e. the percentage of 75+ 
years old patients screened for frailty markers out of the total 
number attending ED 
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Portsmouth Hospitals NHS Trust 31-Aug-17 

Whole Trust Performance against SAFER (8-week comparison) 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 147/17 
         Enclosure Number: (7) 
Subject: Complaints, PALS and Plaudits – Annual Report 2016/17 

Prepared by: 
 
Sponsored & Presented by: 

Marion Brown, Head of Complaints & PALS 
 
Theresa Murphy, Interim Director of Nursing 

Purpose of paper 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 

For Information / Awareness (in line with NHS Complaints 
Regulations (2009) and Care Quality Commission Regulation 
16 – Receiving and acting on complaints. 

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 

National Standards 
The Trust has reported full compliance with the Local 
Authority Social Services and National Health Service 
Complaints (England) Regulations 2009 for complaints 
acknowledged within 3 working days.  
 
Contract Requirements 
The Trust has complied with the requirement to provide 
CCGs with annual numbers of complaints and PALS 
enquiries by category and outcomes. 
 
Complaints and PALS 
Overall complaints increased by 7% from 648 in 2015/16 to 
692 in 2016/17. 
 
PALS contacts have significantly increased from 2171 to 
6755. 
 
Parliamentary Health Service Ombudsman 
The number of cases referred to the PHSO has slightly 
reduced this year from 14 to 13 (with 8 so far being not 
upheld and 2 partially upheld). 
 
Plaudits 
The Trust received 4,397 messages of thanks from patients, 
relatives and visitors. 
 
Challenges and Opportunities for 2016/17  
Continue to increase the number of Trust staff attending 
training on complaints handling and customer care. 
 
Increase the number of formal complaints sent within 30 
working days 
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Options and decisions required 
Clearly identify options that are to 
be considered and any decisions 
required 

To note progress made and support plans for 2016/17 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion  

The Complaints and PALS Team will act on any Board 
feedback to ensure that it is carried forward into the 2017/18 
work plan 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

Nil 

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, 
CQC Regulation 16, CCG contract requirements and achieve internal 
and external standards around patient experience as measured 
through Francis Report and Clwyd Review 2013   

CQC Reference Regulation 16: Receiving and acting on complaints 

 

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

Nil  
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1. Introduction 
 
Portsmouth Hospitals NHS Trust continues to recognise the importance of feedback from those 
who use our services, both positive and negative, and how this is essential to ensuring that there is 
continuous improvement of the services we provide.  This report summarises the complaints and 
PALS activity and performance for the year 1 April 2016 to 31 March 2017.   
 
The report also highlights the improvements to services that have been implemented as a direct 
result of the complaints and concerns received, and outlines the plans for the next 12 months. 
 
2. Complaints Management Process within the Trust 
 
The Trust is compliant with the overall framework for complaint handling as laid down in the Local 
Authority Social Services and National Health Service Complaints (England) Regulations 2009, the 
Care Quality Commission’s Regulation 16 (Receiving and acting on complaints) and the PHSO 
(Parliamentary and Health Service Ombudsman) “Principles of Complaints Handling, Remedy and 
Administration” (2009): 
· Getting it right  
· Being customer focused  
· Being open and accountable  
· Acting fairly and proportionately  
· Putting things right  
· Seeking continuous improvement 
 
Although Trust staff work very hard to provide the best possible care for our patients, we recognise 
that at times things may not go as well as expected and the Trust encourages patients, relatives 
and visitors to share their concerns with staff as they arise to allow early resolution of any failure or 
error that has taken place.  This provides an opportunity to recognise where there may be areas 
that are failing and needs appropriate action to help improve the experience of our patients, 
relatives and visitors as we continually strive to exceed their expectations.  
 
3. National Standards 
 
The Trust has reported: 

· Full compliance with Care Quality Commission’s Regulation 16: Receiving and acting on 
complaints. 

· 100% compliance with the Department of Health standard for complaints acknowledged 
within 3 working days.    

 
4. Contract Requirements 
 
The Trust has complied with the requirement to provide the Clinical Commissioning Group with 
monthly, quarterly and annual numbers of complaints and PALS contacts by category and outcome 
and how complaints have led to service delivery improvements. 
 
5.  Update on challenges set for 2015/16 
 
Last year, the Trust set itself four important challenges and is pleased to report the following 
progress: 

§ Improve facilities for local resolution meetings – Achieved: The PALS Drop-in Office 
is now able to accommodate some local resolution meetings. 

§ Increase the number of staff undertaking complaints handling training – Achieved 
39% increase numbers who attended training. 

§ Set up Satisfaction Survey for PALS – In progress: Problems with Survey Monkey 
have meant that this action needs to be reviewed.  
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§ Develop and utilise Datix Complaints web module – Achieved: The Complaints 
module is now fully in use. 

6. Complaints Activity 
 
6.1  Trust wide position:  Compared to the previous year, there has been a 7% increase in the 
 number of complaints received (from 648 complaints to 692). 
 

YEAR RECEIVED VARIANCE 
2011/12 579     
2012/13 531 ↓48 ↓8% 
2013/14 680 ↑149 ↑22% 
2014/15 662 ↓18 ↓3% 
2015/16 648 ↓14 ↓2% 
2016/17 692 ↑44 ↑7% 

 
6.2 Quarterly Comparison:  There was increase in complaints during Quarter 1 this year, 
 however numbers returned to more expected figures for the other three quarters (at a rate 
 of 160-180 per quarter).    

0

50

100

150

200

250

Complaints - Quarterly Data

 
 
6.3      Monthly Comparison:  Despite significant increases in May and August, the year saw a 
 fairly consistent pattern in complaints numbers compared with previous years. 
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Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
2013/14 39 64 50 63 55 49 58 61 47 61 63 76
2014/15 54 58 60 64 44 48 68 55 39 55 60 57
2015/16 43 44 42 61 57 55 58 63 39 58 67 61
2016/17 71 55 71 45 70 47 69 57 36 54 63 54
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6.3   Complaints per Clinical Service Centre (CSC):  It is worth noting the continued rise in 

 complaints at Medicine, Emergency Department but particularly at Head & Neck CSC. 
 

CLINICAL SERVICE CENTRE 2014/15 2015/16 2016/17 Variance 
Critical Care, Theatres, Anaesthetics 13 18 12 ↓33% 
Corporate Services 8 7 3 ↓57% 
Clinical Support Services 27 35 29 ↓17% 
Emergency Department 108 103 121 ↑17% 
Facilities 1 2 0 ↓100% 
Head & Neck 29 43 62 ↑44% 
Medicine   93 128 139 ↑11 
Medicine for Older People, Stroke, Rehab 41 31 35 ↑13% 
MSK 111 86 76 ↓8% 
Renal & Transplant 12 10 17 ↑70% 
Surgery & Cancer 145 123 122 ↓0.8 
Women & Children 74 62 76 ↑22% 
TOTAL 662 648 692   

 
· Although the number of complaints received is small in comparison to the activity 

within the CSC, the highest percentage increase (70%) was seen at Renal & 
Transplant (40% involved Aspects of Clinical Treatment and 24% involved 
Admission Discharge and Transfer). 

· Head & Neck saw a 44% increase in complaints, with 29% (17) involving delays and 
cancellations of outpatient appointments (Ophthalmology and ENT).   

· Women & Children saw a 22% increase with 29% (22) involving complaints about 
Attitude/Behaviour of Staff. 

· Despite another very challenging year, the Emergency Department only saw a 17% 
increase in complaints. 54% involved Aspects of Clinical Treatment and 21% 
involved Admission, Discharge and Transfer. 

 
6.4 Deadline for making formal complaints:  The time limit for making a formal complaint, as 

currently laid down in the NHS Complaints Regulations, is 12 months from the date the 
complaint occurred or the date on which the matter came to the attention of the 
complainant.  In total, 155 (22%) of the complaints received in 2016/17 involved incidents 
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which occurred in previous years.  Despite this, the Trust carried out an investigation as 
there was still sufficient information available to provide a helpful response. 

 
6.5 Targets:  The Trust works to a deadline of 30 working days to respond in writing to 

complaints. This year 330 complaints (48%) met this target.  In the majority of complaints, 
the response breached because the CSC was not able to arrange a meeting within the 
agreed timescale or did not provide the Complaints Team with their response in time to 
meet the required deadline. 
 

 
6.6  Re-opened Complaints:  If a complainant is dissatisfied with the Trust’s letter of response 

or would like to meet with staff to discuss things in more detail, the Complaints Team can re-
open their complaint and refer this for further comment to the CSC or make the necessary 
arrangements for a local resolution meeting.  In total 99 complaints (14%) were re-opened 
during 2016/17.   
 
Although the re-open rate (14%) is low, the Trust encourages complainants to meet with 
staff to resolve things face to face, and the offer of a meeting is made in the initial 
acknowledgement letter and is repeated in responses to complex complaints which would 
benefit from detailed discussion.  We believe that in offering meetings from the outset, 
followed by a written response, this provides assurance to the PHSO that the Trust has a 
robust and flexible complaints handling process. 

 
6.7 Subjects:  Aspects of Clinical Treatment remains the category with the largest number of        

complaints, which is a reflection of the variety of sub-categories in that code.  Following a 
busy year for our Clinical Service Centres, we saw a 22% increase in complaints whose 
main feature involved Aspects of Clinical Treatment.   

 
 The table below shows the top 5 themes across the Trust and of note is a continued 

increase in complaints involving Admission, Discharge and Transfer (ADT).  On review, we 
can confirm that 63 (68%) of these ADT complaints involved aspects of patient discharge 
(e.g. discharged in an unfit state, without adequate package of care or without appropriate 
discharge planning).  In keeping with last year’s data, most of these complaints involved 
Medicine and the Emergency Department and these issues continue to be addressed 
through the Trust’s Urgent Care Pathway to improve this element of care in the year ahead. 
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Category 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 Variance 
Aspects of Clinical Treatment 289 239 335 375 242 295 ↑22% 
Communication 98 109 110 71 92 86 ↓6% 
Admission, Discharge, Transfer 67 61 60 47 71 94 ↑32% 
Staff Attitude 35 50 78 57 56 66 ↑16% 
Outpatient Appt Delay/Canc 31 20 31 37 53 57 ↑7% 

 
 
 

6.8   Breakdown of Aspects of Clinical Treatment (ACT):  The diagram below shows the top 5 
categories under the subject of Aspects of Clinical Treatment.  Increases are seen in “wrong 
diagnosis” and in particular “poor nursing care” which has increased 45% since last year. 

 

 
 

 
7. Outcome of investigations:   

 
Upheld:  Following investigation, 133 complaints were upheld (i.e. issues were felt to be 
justified); this is similar to last year’s data of 131.   
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Partially upheld:  The number of complaints partially upheld has reduced to 236 compared to 
255 last year.   
 
Not upheld:  A very slight increase is seen in the number of complaints not upheld at 214, 
compared to 218 last year. 

 

 
 
 
 
 
 
 
 
 
8.   Continuous improvement:   
 
The following are examples of some of the changes and improvements made as a result of 
complaints received during 2016/17: 
 

You said We did 
A patient was unhappy that their 
Gynaecology procedure had been booked 
for a weekend when they were not 
available. 

A new tick box has been added to Surgery Listing form to make it 
clear whether a patient is suitable for a weekend procedure.   
 
 

 
A visitor to the Disablement Centre 
provided us with helpful feedback which 
has allowed us to make changes which will 
help improve the experience of future 
patients and visitors to the Centre.     
 
 
      
                                                                               

· Reception staff will now inform patients about parking 
arrangements on arrival. 

· Consideration will be given to reinstating height adjustable 
chairs in waiting room. 

· Consideration given to placing height adjustable chairs in 
Fitting Rooms. 

 
Patients were unhappy about the delay in 
receiving results from x-ray and CT scan. 
 
 
 

· Waiting list Initiative - Reporting lists have been produced 
to try to clear backlog. 

· Additional Assistant recruited to support consultant  
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Following a complaint at the 
Gastroenterology Unit about lack of pain 
relief, delay in procedure, attitude of staff 
and that patient’s disabilities were not taken 
into account, the following actions. 
 
 

· New poster displayed to help explain the reason for 
delays. 

· Reception staff instructed to ask patient at least twice an 
hour if they are concerned about their wait, reiterating 
what is on the poster. 

 
Episodes of poor nursing care were 
reported at the Surgical Wards and 
confusion regarding patients who were 
admitted from a different speciality. 
 
 
 
 
 
 
 
 
 
 

· An Escalation Flow Chart has been produced to help 
nurses identify who they should contact for advice.               

· A senior member of the Recovery Team is now on duty at 
the end of each day.  

· Additional supplies of washing bowls and hand wipes are 
now available.  

· A copy of the Recovery Outliers Policy has been 
redistributed to the Surgical Wards.                               

A family reported that they had been 
caused further upset by delays in obtaining 
completed death certificates from the 
Bereavement Office. 
 
 
 

 
· 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 a patient’s 
cause of death at the end of each shift and when this will 
occur.   

· There is also a plan to review the written information we 
share with bereaved relatives to make sure that there is 
more clarity regarding possible delays in receiving 
necessary documents. 

The parents of a child presenting to the 
Emergency Department with an injury were 
unhappy that nurse asked the child about 
their pain score and they feel this caused a 
wrist fracture to be missed as child did not 
want to make a fuss. 

 

· In future all Emergency Nurse Practitioners (ENPs) will 
discuss pain levels and pain relief with the parent or 
family member present.   

· All ENPs have been reminded that a hyper extension 
injury to the wrist in a child can lead to a more serious 
injury. 

 
 
9. Severity of Complaints:  
 
The Trust has a standardised process for assessing and grading risks and this has been adapted to 
grade incidents, complaints and claims.   This is used only as an aid to decision making and is not 
meant to replace clinical or management judgement in regard to the significance of the individual 
events.   
 
During last year the majority (62%) of complaints were graded as Moderate Risk. 
 

GRADE OF SEVERITY 2015/16 2016/17 % 
Negligible/ Minor  158 182 ↑26% 
Moderate  402 425 ↑62% 
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Major  88 85 ↓12% 
Extreme (Red) 0 0 0% 
Total 648 692   

 
 
10.  Patient Advice and Liaison Service (PALS) 
 
10.1  Performance:  A total of 6,755 PALS contacts were received during 2016/17.  This is a 
significant increase from the previous year.  6232 (92%) of concerns were resolved within the target 
set (5 working days).  Only 20 (0.3%) concerns had to be escalated to a formal complaint. 
 

PALS 
  Total  Variance by year 
2012/13 1248 ↓28% 
2013/14 1167 ↓6% 
2014/15 1525 ↑31% 
2015/16 2047 ↑34% 
2016/17 6755 ↑211% 

 
10.2  Yearly and monthly comparison:  Since the re-launch of the Patient Advice and Liaison 
Service (PALS) in late 2014, the Trust has continued to see an increase in the number of people 
choosing to have their concerns addressed quickly through PALS.   
 

 
 

10.3  Method of contact:  PALS should never be seen as a barrier, or a way of preventing formal 
complaints, but an option for people to pursue if they feel that their issues can be resolved quickly.  
PALS cases are referred directly to the CSC/Department involved to resolve directly with the 
patient or relative.   
 
To ensure that PALS are accessible to all, the service is contactable by a range of means.  The 
majority people used telephone or e-mail to contact PALS.  This is in line with the objective of 
resolving enquiries with minimum formality and where possible to resolve some enquiries with a 
single telephone conversation.   
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10. Trust-wide themes for 2016/17 
 
Below are the top 5 themes coming from the contacts received through Complaints and PALS  
 
Trust wide themes Q1 Q2 Q3 Q4 TOTAL 
Outpatient Appointment Delay/Cancellation 104 131 148 146 529 
Aspects of Clinical Treatment 142 141 142 95 520 
Communication 126 107 110 141 484 
Inpatient Appointment Delay/Cancellation 37 51 50 48 186 
Admission, Discharge, Transfer 44 13 41 80 178 

 
 

 
 
 
 
 
 
 
12. Parliamentary and Health Service Ombudsman (PHSO)   
 
The Trust received notification of 13 complaints which were referred to the PHSO during 2016/17.  
This is a continued reduction from the previous years.  Only 2 of this year’s complaints were 
partially upheld which demonstrates that the Trust continues to be effective in achieving local 
resolution in the vast majority of complaints raised. 
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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 3 0 2 8 
 
 
 
 
 
 
 
12.1 Summary of PHSO referral: Below is the detail of the two complaints partly upheld by the 
PHSO.   
 
CSC Issues raised Outcome 
Surgery & 
Cancer 

2015 - Husband concerned 
that wife’s chest infection 
was not treated 
appropriately and she was 
not adequately fed during 
admission. 

Not upheld by Trust - Investigation confirmed that once chest 
infection was diagnosed the patient was started on a wide spectrum 
antibiotics. Also confirmation given that food/fluid chart completed 
and seen regularly by SALT.  
 
Partially upheld by PHSO - It was acknowledged that although staff 
believed that oral care had been provided, there was no documented 
evidence that oral health had been assessed.  PHSO recommended 
that Trust writes to complainant explaining how it is proposes to 
improve oral care for patients in similar situations.  Completed May 
2017. 

Medicine for 
Older 
Persons, 
Stroke and 
Rehab 

2015 - Family concerned 
that patient was without 
fluid for 42.5hrs which left 
him dehydrated and in poor 
health. Also believe that the 
Trust 'wrote father off'. 

Partially upheld by Trust - Meeting held and family’s questions 
answered.  Explanation given of fluid regime.  Assurance given that 
patient was also provided with food during admission, but on 
occasions declined the offer. 
 
Partially upheld by PHSO - Trust asked to produce action plan to 
ensure failings of not providing fluid does not occur again.  Completed 
October 2016. 

 
13.  KO41a Quarterly Submission 
 

All NHS trusts are required to submit a KO41a return to the Department of Health each 
quarter.  Compared to last year’s submission, there is a 41% increase in complaints where 
the incident occurred in the Emergency Department and a 75% reduction in the number of 
complaints were no point of delivery was recorded.  This can be attributed to improvements 
in the implementation of the new Datix reporting system. 
 

Point of delivery 2015/16 2016/17   
Inpatients 261 290 ↑11% 
Outpatients 265 255 ↓4% 
Emergency Department 83 117 ↑41% 
Maternity 31 28 ↓10% 
Other 8 2 ↓75% 
Total 648 692   

 
a) An increase is seen in the complaints involving younger patients, but also an increase 

(22%) in patients from 75 years and over.    
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Age range 2015/16 2016/17   
0 to 5 years 29 31 ↑7% 
6 to 17 years 16 25 ↑56% 
18 to 25 years 36 31 ↓14% 
26 to 55 years 212 192 ↓9% 
56 to 64 years 59 73 ↑24% 
65 to 74 years 130 109 ↓16% 
75 years and over 162 198 ↑22% 
Unknown  0 33   

 
 

14.  Patient Experience Committee  
 
The Non-Executive Directors and Governors have continued to provide an important and valuable 
part of the Trust’s complaints process by carrying out independent reviews of randomly selected 
completed complaints.  

 
A total of 18 complaint files have been reviewed since the Committee was set up in July 2015.  As 
part of the process, each reviewer will take into consideration the content and presentation of the 
response letters and scrutinise the investigation report to seek assurance that a robust, open, and 
fair, investigation has been carried out.  
 
The reviews have highlighted the fact that the Complaints Team have to send continued requests 
for responses from the CSCs which leads to deadlines being missed and complainants becoming 
disillusioned with the Trust’s willingness to respond.  CSCs representatives have reported to the 
Committee that they find there is a delay in sharing a set of records for each person to review as 
part of their investigation.  In future, when a complaint involves more than one CSC, the Complaints 
Team will request the medical records, scan the relevant paperwork, and send via e-mail to all 
those involved in the investigation. 
 
A rota has been set up to allow each CSC to present examples of good learning to the Committee, 
however, if a reviewer has any concerns or questions about the investigation or outcome of a 
particular complaint then they can request that a member of the CSC’s Senior Management Team 
attend the next Committee meeting to discuss this in more detail and provide the evidence of 
learning. 
 
15.  Plaudits/Compliments 
 
The Trust has set out the standard operating definition of a plaudit as set out below: 
 

· A formal communication of thanks in the form for example of a letter, note, card or e-mail 
· The provision of a gift, including chocolates, biscuits or other food or refreshments 
· The donation of a sum of money 

 
For the reporting period 2016 to 2017 the Trust received 4,397 compliments (compared to 6,554 
last year).  Compliments provide an opportunity for us to learn from when things have gone well for 
patients and their families, and will be encouraged further to allow us to share good practice across 
the Trust.   
 
Examples of plaudits received include the following: 

 
Surgery & Cancer:  “Referred to SAU department as an emergency. The surgeon and 
team were fantastic. The nurse was also amazing as was the member of staff who was 
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running the assessments. You treated me with respect and concern and I am truly thankful. 
Your ward is the best!!”. 
 
Medicine for Older People:  “When I visited an elderly friend in Intensive Care she was so 
very well looked after, we saw the way the Nurses were so kind and gentle with her, and 
took very good care of her even though she was so ill she didn’t appear to know what was 
happening to her and because of a series of strokes wasn’t able to make herself understood 
too clearly but appeared to be kept very comfortable and was clean and well looked after. 
Thank you to all concerned”. 

 
MSK:  “I had my shoulder operation carried out on Monday. From arriving on D5 to leaving 
was a slick professional experience.  Everyone did their part to make it a good experience 
and were friendly caring and good at their job. A big thank you to all of you I didn't feel I was 
just a number”. 
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”. 
 
Head & Neck (ENT):  “During the last two years I have had frequent appointments at QA 
ENT dept, I cannot praise the staffs and consultants there enough. There were times when I 
was kept waiting long after my scheduled time but it was fine. The services efficient, the 
consultants are considerate, understanding and explained my condition clearly. My 
appreciation and thank you to everyone at QA. 

 
Women & Children (Gynae): “I attended A5/6 at QA on Friday and again today for day 
surgery. The care I received was excellent, all the staff were very friendly and supportive.  
Thank you to all the staff on A5/6, the theatre team. 
 
Emergency Department:  “Impressed! Over the past two weeks from Saturday 27 August 
2016 my husband and I have required the services of the hospital from the Accident and 
Emergency through to receiving an operation. At no time were we left feeling uncertain of 
the next move, the staff on all levels were exemplary in their care and respect of the patient.  
We have been amazed with the speed that problems were sorted and explained to us.  The 
cleanliness was of a very high standard.  My husband experienced the food and was 
delighted at be given a choice, it arrived on time and was hot and tasty. You hear so many 
complaints about the NHS but we can honestly say we cannot find fault.  All we want to say 
is a big "Thank you" to all for taking such good care of us”. 

 
16.   Complaints Handling Training for Staff 
 
The Care Quality Commission Regulation 16 (Receiving and Acting on Complaints) states that all 
staff must know how to respond when they receive a complaint.  During 2016/17 a total of 1,178 
staff from the CSCs received training on complaints handling and customer care.  Following a 
concerted effort, the number of staff trained has increased 39% since the number achieved last 
year (846).   
 
Of note the Midwifery Department have had the largest number of staff trained (275), however only 
126 staff from Medicine and 195 from Surgery & Cancer attended training.  In order to improve our 
complaints handling we must provide training to more staff throughout all of the CSCs.  This has 
been set as a challenge for the year ahead.  
 

CSC Nurses Doctors HCSW Midwives Admin Other Number 
attended 

*MIXED 245   103 1 4 1 354 
W&C     8 262 5   275 
S&C 109 45 9   42   205 
MED 74 24 12   17   127 

133



 
 

MSK 31 3 10   22 4 70 
CHAT 31 7 12       50 
ED 11 14         25 
CORP 1       22   23 
CSS 13 3     2   18 
MOPRS 7 6         13 
H&N 11   1       12 
RENAL   1     5   6 
  533 103 155 263 119 5 1178 

 
*Mixed sessions involve staff from a number of CSCs attending Setting Direction, International Transition Programme and Passport to 
Manage. 
 

 
 
17.  Complaints Evaluation 
 
Once a response has been sent to the complainant, the Complaints Team send an evaluation 
questionnaire either by post or by e-mail, depending on the method of contact used by the 
complainant.  All feedback is reviewed by the Team who will contact anyone giving a poor score to 
see if anything can be done to help resolve the matter to their satisfaction. 
 
Although it is clear that, in some cases, those surveyed have confused the outcome of the issues 
raised with the way their complaint has been handled by the Trust, in most cases complainants 
gave positive feedback.   
 

5 Key Questions  
Percentage of Positive Responses per Quarter 

 
Question 1 Q1 Q2 Q3 Q4 Examples of the comments received  
Did you feel 
confident to speak 
up? 

83% 73% 90% 86% Positive:   “I feel that if you say nothing then no improvements can 
be made.” 
Negative:  ““Embarrassed though”. 

Question 2      
Did you feel that 
making a complaint 
was simple? 

83% 88% 86% 81% Positive: “All I needed to do was ring the number of the department 
and once I had given my email address it was easy to communicate 
and really think about what I wanted to say.” 
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:  “Acknowledgements were made to me from my very first 
contact and the final response was very detailed, including 
responses from the member of staff concerned. I did NOT feel 
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'fobbed off' and knew that every action had been taken to learn from 
the situation.” 
Negative:“ They are too defensive on complaints made in good 
faith. That’s frustrating.” 

Question 4      
Did you feel that 
your complaint will 
make a difference? 

53% 55% 50% 50% Positive:  “I hope my concerns were taken onboard and those 
involved recognise how they could move forward and provide a 
positive experience to those accessing the service” 
Negative:  “I have no faith in the NHS as far as elderly people are 
concerned” 

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”. 

General comments: 
· “They said they would reply within 30 days, after 6 weeks I contacted them again, and they said they needed more time” 
· “Complaints team were very polite, helpful and encouraging.  Doing an excellent job” 
·  “I was contacted by phone by a member of PALS, which reassured me of help” 
· “I didn’t know what was expected or what to do feel a bit out on a limb could have done with more support and or 

communication” 
· “Not sure who was to blame but the process took over 3 months to conclude. 

 
 
The Trust will continue to monitor feedback of the complaints process and identify ways of 
improving people’s experience of having made a complaint.  It is important to ensure that people 
feel confident to speak up when they have concerns, feel that they will be listened to and that 
appropriate action will be taken by the Trust to avoid this happening to others. 
 
From the feedback received, one of the most common complaints about the process itself is that it 
takes far too long for the Trust to respond in writing.  The Trust works to a local deadline set of 30 
working days to respond and over the last year the average number of days taken to respond was 
between 31 and 37 working days. 
 
The Trust managed to respond within the timescale agreed in only 48% of complaints last year 
therefore a challenge for the year ahead is to increase this percentage and ensure more people 
receive a timely response.  The Complaints Team will work closely with the Governance Leads at 
the CSCs and providing more support in the investigation process.   
 
 
19. Further challenges and opportunities for the year ahead  
 
The continued aim of the Complaints and PALS staff is to find more ways of improving the process 
for people who have concerns, being more accessible and flexible to each individual concern, and 
ensuring that the Trust has the opportunity to listen and learn from the people who use our 
services.    
 
Some of the specific challenges set for the next 12 months include: 

1. Increase Staff Training:  Provision of more complaints handling and customer care 
training for staff throughout all of the CSCs. 

2. Improve Response Times:  Work with CSCs to expedite investigations and reduce the 
number of responses being sent beyond the deadline set. 

 
20. Summary 
 
Despite another extremely challenging 12 months, the Trust saw only a 7% increase in the number 
of people making a formal complaint about the standard of care received.  As mentioned in section 
6.3 of this report, the Trust is aware of the areas which need to be kept under review, however the 
distribution of complaints received has not highlighted any particular concerns about an individual 
CSC or area, and the Trust’s performance is within national standards.   
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With the continued plans through our Urgent Care Pathway, along with a particular focus on the 
common themes from complaints last year (i.e. patient discharges, communication, outpatient 
appointment delays and cancellations) the Trust aims to see continued improvement in the 
standards of service and care provided.   
 
We will continue to seek and learn from the views expressed by our patients, relatives, carers, and 
visitors and will put patients first, while supporting staff, and finding ways to rebuild people’s 
confidence in our services when things have not gone as well as they should.   
 
 
 
Marion Brown, Head of Complaints and PALS  
(Sept 2017) 
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TRUST BOARD PUBLIC – SEPTEMBER 2017     Agenda Item Number: 148/17 

         Enclosure Number: (8) 
Subject: Safeguarding Adults – Annual Report 

(incorporates Quarter 4 data) 

Prepared by: 
 
Sponsored & Presented by: 

Anne Taylor – Adult Safeguarding Lead Nurse 
Fiona McNeight – Associate Director of Quality and Governance 
 
Theresa Murphy – Interim Director of Nursing 

Purpose of paper To provide the Board with annual report information on adult 
safeguarding. 
 

For Information / Awareness of progress over 2016/17 

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 number of adult safeguarding referrals has fallen for the 
second consecutive year, likely due to changing safeguarding 
thresholds. 

· Concerns have been raised regarding the application of MCA 
and DoLS legislation into everyday practice. No evidence of 
patient harm or that treatment and care decisions would have 
been different has been found when reviewing cases, however 
there have been omissions of documentation to evidence robust 
capacity assessment and best interest decision making 
processes. 

· Changes to use of the MCA to accommodate patients in a ‘pre-
DoLS’ situation has given rise to a significant increase in DoLS 
application numbers and associated workload  

· Underutilisation of training places has resulted in lower than 
projected training compliance for Enhanced Level MCA and 
DoLS. 

· Prevent - First referral made by the Trust 

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

· Agreement of the 2017/18 work plan 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Business case for team administrator is awaiting approval 
Training review scheduled within 2017/18 work plan to ensure 
compliance with anticipated Intercollegiate training levels.  
Work is requited to improve staff understanding of safeguarding 
thresholds. 

Develop Trust specific e-WRAP package 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Care Act 2014 implemented in April 2015 set the legal framework for 
Adult Safeguarding.  
Mental Capacity Act 2005 and Deprivation of Liberty Safeguards 
legislation, including Supreme Court ruling in 2014 which effectively 
lowered the threshold for who requires these safeguards.  
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Counter-Terrorism and Security Act 2015 places a responsibility on 
the NHS to exercise specified duties in relation to terrorism and HM 
Government Prevent Strategy. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Involvement of patients and families is a key component of adult 
safeguarding. The Trust continues to work with external agencies in 
raising awareness across communities 

 
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 

Trust Safeguarding Committee  26 May 2017 
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1. Introduction and background  
 

Living a life that is free from harm and abuse is a fundamental right of every person. When 
abuse does take place, it needs to be dealt with swiftly, effectively and in ways that are 
proportionate to the issues, with safeguards against poor practice, abuse, neglect and 
exploitation being an integral part in the delivery of care and support. 

 
Adult Safeguarding is about: 

Ø Recognising those who may be vulnerable to harm and abuse 
Ø Ensuring systems and processes are in place to afford protection to individuals 
Ø Responding in a timely and appropriate manner to expressions of concern 
Ø Learning from allegations of harm or abuse to prevent risk to other vulnerable adults 

 
Adult safeguarding duties apply to a person 18 years or over who ‘has needs for care and 
support and is experiencing, or at risk of, abuse or neglect and as a result of those care and 
support needs is unable to protect themselves from either the risk of, or the experience of 
abuse or neglect (Care Act 2014). For the general hospital population this may include but is 
not exclusive to older people, people with a learning disability, those with a specialist mental 
health need including dementia, depression, substance and alcohol use, people with a chronic 
health condition or physical disability or altered cognitive function associated with acute 
physical illness, infection or following a stroke.  

 
Many vulnerable adults lack mental capacity to make decisions about aspects of their everyday 
life, including health care. As such, ensuring staff practice within the Law and have the 
evidence to demonstrate the trust has discharged its responsibilities under the Mental Capacity 
Act 2005 (MCA) and associated Deprivation of Liberty Safeguards (DoLS) legislation is 
essential.  

 
The purpose of this report is to inform the Safeguarding Committee of adult safeguarding 
related activity from April 2016 – March 2017. The report details the infrastructure to support 
the effective delivery of the safeguarding adults agenda, governance and 
assurance/compliance systems, activity for the year, education and training, and key priorities 
going forwards for 2017-18. 
 

2. Safeguarding Adults – Internal delivery infrastructure 
 

There are two elements to the delivery of an effective adult safeguarding service: internal 
systems, processes and infrastructure, and the interface with external agencies, including 
adult social care, community and third sector services, as this is very much a multi agency 
activity. 

2.1. Internal infrastructure 
 

The Trust’s Executive Lead for Safeguarding is the Director of Nursing, who delegates 
responsibility to the Associate Director of Quality and Governance. Additionally the Medical 
Director provides leadership specifically to all grades of medical staff. 
 
An overarching Safeguarding Committee chaired by the Director of Nursing  acts to ensure 
that the Trust is fulfilling its responsibilities for the safeguarding of adults and children within 
its care. The Safeguarding Committee steers the safeguarding agenda within the 
organisation to ensure that policies, procedures, and practices are compliant with national 
and local requirements. 
 
Adult Safeguarding is everyone’s responsibility, and Clinical Service Centres (CSC’s) have 
an adult safeguarding operational lead (SOL) role to support safeguarding processes in 
practice at ward and department level. This role has responsibility for the provision of first 
line advice, awareness raising and formal teaching at both trust and CSC level, as well as 
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facilitating audit. Several CSC’s have introduced additional link roles to support the 
increasing demands of the wider safeguarding agenda. 
 
Safeguarding is integrated into all sub contracts relating to direct patient care with clear 
expectations and reporting requirements to prevent harm, neglect and abuse. 

 
Reporting Structure for Adult Safeguarding: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 

The Adult Safeguarding Lead Nurse acts as the trust-wide lead for relevant policies and 
processes, ensuring they are compliant with legislation, along with Care Quality 
Commission and contractual requirements. The post-holder is also the Trust Lead for the 
MCA, DoLS and Domestic Abuse. 
 
Policies relevant to the wider adult safeguarding agenda are within date. During the year 
updates have been ratified to the Adult Safeguarding (incorporating Prevent Duty and 
internal referral processes), Mental Capacity Act and Deprivation of Liberty Safeguards 
Polices.  
 
In recognition of the growing safeguarding agenda and increasing demands for clinical 
expertise additional resource was added to the team in September 2016 with the 
appointment of a 0.6wte Specialist Safeguarding Practitioner. However a reduction of hours 
in administrative support available to the team and competing demands on administration 
support from other duties has adversely impacted on service delivery. Workload has been 
prioritised to try and ensure daily service demands and teaching delivery are met; however 
this has resulted in a back-log of administrative workload and an inability to develop the 
service as anticipated.    
 
During quarters 3 and 4 there has been a significant increase in workload, particularly in 
relation to the MCA and DoLS agenda which has proved challenging to meet despite the 
increase in team clinical expert resource.  
 
 
 
 
 
Adult Safeguarding Team Structure: 

TRUST BOARD 

Governance & Quality Committee 

Adult Safeguarding 
Team 

Safeguarding Committee 

Portsmouth & 
Hampshire 

Safeguarding 
Adults Boards 

 

Adult Safeguarding 
Operational Leads 

Group 
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2.2. Systems and processes 
 

2.2.1. Raising an alert  
 

Safeguarding cases are divided into two main areas with the acute hospital setting:  
· Those related to issues about community care services, recognised on admission to the 

hospital or disclosed to staff during the patients stay.  
· Those related to concerns about care and treatment during a hospital admission or 

attendance.   
 

All referrals are received into and managed via the Adult Safeguarding Office, with secure 
email systems in place for liaison with external partner agencies. Internal screening of trust 
raised safeguarding concerns (either via datix and/or completion of a referral form) 
determines that approximately 50% of concerns do not cross safeguarding thresholds. 
Whilst this demonstrates staff are considering safeguarding within everyday practice, it 
does highlight are requirement for further education and support for staff regarding 
safeguarding criteria and thresholds. For all non-pressure damage related concerns, the 
safeguarding team endeavour to provide feedback to members of staff who raise a 
safeguarding alert, as this is a useful way in educating staff about safeguarding thresholds. 
Given the current team resources and workload feedback is not currently possible in all 
cases. N.B. staff receive feedback regarding internal pressure damage concerns through 
existing incident feedback mechanisms.  
 
Referrals can either be raised by trust staff or are received into the trust from external 
safeguarding partners. Referrals sent from external sources usually relate to care concerns 
within the trust; however they also include requests for information to assist ongoing 
safeguarding activity in the community or to share relevant safeguarding information about 
a patient who has been admitted.  
 
The trust continues to have a healthy reporting culture with 89% of safeguarding referrals 
being raised by trust staff. This is relatively unchanged from previous years.  
 
The Care Act 2014 introduced increased safeguarding responsibilities for certain public 
sector agencies including health providers and the trust has continued to work with local 
partners to ensure compliance. A review of performance against the Care Act Checklist 
(Portsmouth Adult Safeguarding Board) was undertaken and included within the quarter 2 
report. Whilst there is on-going work with multi-agency partners, there are no trust-specific 
outstanding actions required.   
 

 
2.2.2. Data monitoring 
 

Adult Safeguarding 
Lead Nurse 1.0wte 

Adult Safeguarding 
Specialist 

Practitioner 0.6wte 

Administration 
support – approx. 3 

hours/week 
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The trust continues to monitor safeguarding cases through a simple spread sheet which 
allows for: 
· Tracking of new, at investigation and resolved cases 
· Location of concern – hospital delivered care or community 
· Referral source 
· Identification of themes, types of abuse and areas of concern 
· Monitoring of referral delays: The internal target is to notify the local authority within 1-

working day of staff identifying a safeguarding concern. 
· Consent to referral: The Care Act requires staff to discuss safeguarding referral with the 

person and where possible obtain consent.  
 

Referral delays: When alerts that do not cross safeguarding thresholds have been removed 
from the data, 67% of referrals meet the internal target. This figure has remained relatively 
static since the findings of the internal audit in 2014. The missed target is due to a 
combination of factors -  delays in the safeguarding team requesting missing referral forms 
or queries to guide threshold decisions and the slow response to requests and queries by 
wards / departments.  
 
Consent to referral: Referrals sent in to the trust by external partners have been excluded 
from this data as it is for the referrer to gain consent. Additionally, alerts where internal 
screening has determined that safeguarding thresholds are not met, these have also been 
excluded.  

· 49% had consent to referral 
· 27% of patients lacked mental capacity to make a decision about safeguarding 

referral 
· 24% had no evidence of patient consent 
· 1 case was referred in the wider public interest 

 
2.3. Activity 

 
2016/17 followed last year’s trend with a decrease in the total number of safeguarding 
concerns. This decrease is believed to relate to the continued impact of changes to the 
safeguarding threshold for pressure ulcer reporting.  
 
Data activity analysis is calculated manually and an error in quarter 3 resulted in the double 
of counting of approximately 60 referrals. Whilst the overall number of referrals is lower 
than originally reported, the trends remain unchanged. Data corrections have been made to 
all data contained within this end of year report and a check has been added to 2017/18 
data systems to avoid a similar error in the future.  
 

 
 
 
 
The majority of alerts continue to be about care or issues in the community rather than 
about the care provided in hospital. When internal care concerns which do not cross 
safeguarding thresholds are removed from the data, the proportion of safeguarding 
referrals that relate to trust provided care remains similar to last year (see below).    
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Where it is reasonably suspected that an adult is at risk of neglect or abuse and 
safeguarding duties are deemed to apply, Section 42 (S42) of the Care Act 2014 requires 
an enquiry to be made. When the safeguarding allegation is about hospital delivered care 
the trust will usually lead the investigation and complete the report, though on occasions 
this will be jointly undertaken with the Local Authority or other relevant external partners. In 
order to reduce duplication, the most suitable enquiry approach to take could include 
following the trusts complaints, SIRI or HR / disciplinary process, ensuring all S42 specific 
elements are included within the enquiry process and final report.  
 
Local Authority partners vary in their response to the trust regarding referrals sent to them 
about external care concerns. Portsmouth Safeguarding Team usually advise the trust of 
what action is planned in the community though in general Hampshire do not.  Trust raised 
referrals relating to community provided care are closed internally 7-10 days after the Local 
Authority is notified unless there is a request for additional information to clarify detail or 
help inform community safeguarding action / enquiry.  
 
Where relevant, trust staff participate in safeguarding activity relating to external care 
concerns. The input can vary but includes attendance at safeguarding meetings, notes and 
care reviews, provision of reports or independent professional advice. 
 
The Care Act review published in 2016 withdrew the requirement for certain organisations 
to have a named senior officer or Designated Adult Safeguarding Manager. Locally the 
SAB’s have agreed an Allegations Management Framework which requires partner 
agencies to have a Safeguarding Allegations Management Advisor (SAMA), to provide 
advice and guidance to their organisation and to maintain oversight of complex cases 
involving allegations against people in a position of trust. The SAMA role is undertaken in 
the trust by the Adult Safeguarding Lead Nurse. In quarter 3 the trust tested a case against 
the Allegations Framework and found Trust policies and procedures are in line with the 
framework. The findings of this test case have been shared with the Safeguarding 
Allegations Management Advisor (SAMA) network 
 

2.4. Summary of Themes and Organisational Learning 
 
Analysis of safeguarding trends, learning and outcomes is only undertaken for allegations 
relating to hospital provided care which have been screened as passing safeguarding 
thresholds.  
 
Safeguarding allegations are categorised using the types of abuse listed within the Care 
Act. The top themes are unchanged from last year: 
 
· Neglect / Omissions of Care. This includes many aspects of care and thus further 

breakdown into the underlying themes is undertaken (below). 
· Physical abuse. This includes unexplained bruising, alleged rough handing, restraint 

and allegations of physical assault. 
· Inappropriate touching / Abuse of a sexual nature. 
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Key issues from closed cases are highlighted below: 
 

· Neglect / Omissions of Care  
o Discharge: The increasing trend for discharge concerns to be addressed via 

safeguarding continues with 36 allegations during the year compared to 27 in 
2015/16 and 24 in 2014/15. No pattern has been found relating to a particular ward 
or aspect of the discharge process.  

o General Care: Concerns include medication administration, food and nutrition, 
hygiene and care needs and challenges to clinical treatment and investigations. A 
review of the allegations has found no pattern in terms of the type of concerns 
raised or departments. 

o MCA and DoLS: 9 cases over the course of the year compared to 4 in 2015/16. 
Increased staff awareness of the MCA and DoLS agenda is thought to be 
responsible for the increase - 7 cases raised by trust staff with only 2 cases being 
raised by external partners. 

· Physical: There has been an increased number of allegations of physical abuse occurring 
within the trust – 25 compared to 19. Concerns relate to unexplained bruising or injury and 
restraint. Restraint incidents have been reviewed in line with trust policy. 

· Abuse of a sexual nature: 1 case is still awaiting formal closure by external safeguarding; 
however findings from the internal investigation are inconclusive.  2 allegations have not 
been upheld and there is on-going enquiry into the last case.  
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Cases relating to trust provided care are closed after completion of an enquiry and 
negotiation with the Local Authority regarding an agreed case outcome. Possible outcomes 
are: 

• Substantiated: all aspects of the allegation are upheld 
• Part Substantiated: some aspects of the allegation are upheld 
• Inconclusive: lack of evidence to support whether or not the allegation is founded. 
• Not Substantiated: none of the allegation is upheld. 
• Not PHT: the enquiry found that the allegation related to community provided care 

rather than the trust. 
• Alert only / No Further Safeguarding Action: the concern was deemed not to require 

specific safeguarding action, though remains recorded within Loacl Authority 
safeguarding data. 

• Not Safeguarding: initial enquiry determines the threshold is not met.  
 
As of April 2017, 42 cases from 2016/17 cases remain open and reasons for this include:  

· Awaiting feedback on enquiry report from Local Authority (14) 
· Incident still under investigation in the trust (28) 

 
Of the cases closed to date, 32% were found Not Substantiated, not to cross safeguarding 
thresholds or relate to non-trust care, with further 26% remaining on record as an alert only. 
34.5% were substantiated or partly substantiated. Detail of learning from safeguarding 
cases has been included within each quarter report. Learning from cases closed in quarter 
4 can be seen in Appendix 1. 
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There have been no whistleblowing reports of a safeguarding nature.  

 
 
3. External Interface 
 

3.1. Safeguarding Adults Boards (SAB’s) 
 

SAB’s are a statutory requirement under the Care Act. The overarching purpose of a SAB is 
to help and safeguard adults with care and support needs by:  

· assuring itself that local safeguarding arrangements are in place as defined by the 
Care Act 2014 and statutory guidance 

· assuring itself that safeguarding practice is person-centred and outcome-focused 
· working collaboratively to prevent abuse and neglect where possible 
· ensuring agencies and individuals give timely and proportionate responses when 

abuse or neglect have occurred  
· assuring itself that safeguarding practice is continuously improving and enhancing the 

quality of life of adults in its area. 
 
The trust is an active participant on both the Hampshire and Portsmouth SAB’s and their 
associated subgroups. Work is on-going with both SAB’s to support the practice of locally 
agreed policy across Board boundaries and shared sub-groups, however some duplication of 
work remains. Local safeguarding policy and procedures have been developed within a pan-
Hampshire Safeguarding Adults Multi-Agency Policy of which the trust is a signatory. 
 

 
3.2. Adult Social Care Safeguarding Teams 

 
The trust works closely with both Portsmouth and Hampshire Local Authorities, as the 
majority of our admissions and safeguarding incidents relate to local residents.  
  
Both Authorities have in place a Multi-Agency Safeguarding Hub (MASH), providing triage 
and assessment of safeguarding concerns in respect of vulnerable children and adults. The 
MASH brings together professionals from a range of agencies into an integrated multi-
agency team aimed at delivering quicker response times, a reduction in the number of 
inappropriate referrals and re-referrals, a co-ordinated approach and better informed decision 
making ensuring that vulnerable children and adults are protected.  
 
Both Local Authorities and associated their MASH work in different ways, however both take 
responsibility for triaging safeguarding referrals, determining appropriate action and enquiry 
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leads. Referrals for Portsmouth residents, out of area patients and hospital delivered care 
concerns (regardless of place of residency) go to the Portsmouth MASH as the trusts Host 
Authority. Referrals relating to community care concerns for Hampshire residents go to the 
Hampshire social care team based within the hospital, who liaise with community teams / 
Hampshire MASH as required.  
 
Other external interfaces: 

· Portsmouth MCA and DOLS Steering Group 
· Domestic Abuse Commissioning Group 
· Portsmouth Prevent Delivery Board 
· SAMA Network 
· Wessex Safeguarding Forum 

 
4. Mental Capacity Act 2005  (MCA) and Deprivation of Liberty Safeguards (DoLS) 

The MCA is one of the most important pieces of legislation that affects ‘front-line’ staff 
working in acute healthcare. The Act aims to empower and support people to make their own 
decisions, plan for a time when they may be unable to make decisions for themselves and 
sets out a statutory framework to protect vulnerable people who are not able to make their 
own decisions.  

The MCA is not an optional and must be central to every clinicians working life. A particular 
challenge for clinicians is to demonstrate that they have applied the principles of the MCA in 
their everyday practice. Recognition of a person who lacks mental capacity to make a 
particular health or care decision and completion of timely and comprehensive capacity 
assessments along with robust documentation are fundamental to ensuring the person has 
the protections afforded through the MCA.   

In addition to provisions to allow people to plan for the future, including Lasting Power of 
attorney and Advance Decisions to Refuse Treatment, the Act makes it clear who can take 
decisions on a person’s behalf, in which situations, and how they should go about this. The 
decision making aspects of the MCA apply from age 16. 

Where a person does not have family or friends to consult about particular decisions (serious 
medical treatment or change of residence over 28 days, including being in hospital) there is a 
legal requirement to appoint an Independent Mental Capacity Advocate (IMCA) to support 
decision making. The IMCA service provider changed during the year and to date have been 
unable to meet NHS data security requirements for email transmission of patient identifiable 
and sensitive data. Referrals are therefore only undertaken by phone.  

Referrals to the IMCA service are made directly by clinicians, so no central records are 
available for analysis. From quarter 2 referral numbers were made available by the service 
provider. The increase in IMCA referrals seen in quarter 4 is believed to be related to 
increased staff awareness (see below). There is currently no data available to suggest how 
many referrals could be expected from an acute health provider of comparable size, so whilst 
the increased numbers are encouraging it is not possible to estimate if all appropriate 
referrals are made in practice.  

The MCA was later amended to include deprivation of liberty legalisation which came into 
effect in April 2009. DoLS Authorisations offer protections for those who lack mental capacity 
to consent to / make decisions about accommodation in care homes or hospitals whilst 
providing a lawful mechanism for the person to be deprived of their liberty in a way which 
complies with Human Rights requirements. 
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.  

There are two types of DoLS authorisation: an Urgent DoLS that the trust as a managing 
authority grants to itself for 7-days; and a Standard DoLS, granted following independent 
assessments. Guidance within the DOLS Code of Practice states that a DoLS should not be 
applied for unless it is anticipated that a Standard Authorisation will be require, as in the 
short term the powers of the MCA alone can be utilised. In order to assist clinicians to 
consider the legal basis for a person being in hospital, an ‘MCA Admission’ form has been in 
place since July 2015. Previous Trust policy regarding patients who lack capacity to make a 
decision about remaining in hospital or not allowed for the MCA to be used for up to 7-days 
prior to DoLS application. Legal guidance indicated that this time period was too long, and 
the trust was already reviewing practice prior to the CQC raising questions regarding 
timescales during an inspection in September 2016. 

Following review of other acute trust policies, discussion with the CQC and Commissioners 
and in consultation with the Trust Solicitors, use of the MCA in this way to accommodate 
patients in a ‘pre-DoLS’ situation was reduced to 48-hours in November 2016. This along 
with the current definition of a deprivation of liberty (the DoLS Acid Test) has resulted in a 
significant increase in DoLS application numbers.  

 

Further CQC visits in February 2017 raised specific concerns regarding application of the 
MCA and DoLS into practice within the Acute Medical Unit (AMU). During quarter 4 
additional support has been put into the AMU including: 

· Patient / notes reviews to ensure compliance with MCA, DoLS and completion of 
correct documentation 

· Additional departmental training – 8 sessions delivered in March and a further 5 
scheduled for April 2017 

The impact of the MCA change to 48-hours and the increasing number of DoLS applications 
has resulted in a significant increase in workload of both clinical teams and the trust 
Safeguarding Office. Additional pressure has also been placed on the external DoLS Offices, 
who continue to be unable to meet the demand for DoLS assessments within legislative 
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timescales.  It is considered that in a ‘lapsed DoLS’ situation (the Urgent DoLS has expired 
without assessments being undertaken) the trust has discharged its duty under the 
legislation by making appropriate application to the DoLS office.  Where a patient under a 
‘lapsed DoLS’ situation remains eligible for a DoLS Authorisation and assessments are 
awaited, they continue to be accommodated and cared for in their best interests, including 
being prevented from leaving hospital. DoLS High Risk Triggers have been developed to 
support staff in identifying situations where priority assessment by the DoLS office should be 
requested. Both Portsmouth and Hampshire DoLS offices have responded positively  to 
priority assessment requests.  

Analysis of 2016/17 ‘closed’ DoLS episodes i.e. patients have been discharged prior to 
assessment or DoLS assessors have granted / refused Standard DoLS Authorisation, shows 
that approximately two thirds (64%) of patients are not assessed prior to discharge (see 
below). This is consistent with the 2015/16 figure of 63%. It is anticipated this figure could 
rise further once the full year impact of the reduction to a 48-hour MCA period is realised. It 
has proved challenging to support clinical staff in fully appreciating the protections and 
positive impact of the DoLS scheme for patients given the lack of continued assessments. 

Where patient assessments were completed, a Standard DoLS Authorisation was granted for 
72.5% of patients. Reasons for refusal to grant an Authorisation have not been analysed in 
detail, but include assessment that the patient has mental capacity to make relevant decision 
thereby being ineligible for DoLS and determination that the Mental Health Act is more 
appropriate. As a provider of predominantly acute physical health treatment and care, it is not 
unsurprising that a patients mental capacity status may change and increased focus on 
regular reassessment in response to change is to be encouraged.  

In line with regulations, the trust notifies the Care Quality Commission (CQC) of DoLS 
applications and their outcome. Limited internal resources along with delays in DoLS Office 
completion of assessments has resulted in 6-7 month backlog in CQC notifications being 
sent. Agreement has been reached with the CQC that the notification backlog will not be 
reported, and priority will be focussed on ensuring compliance win 2017/18.  

 

  

 

Whilst the increase in DoLS application numbers is encouraging, caution needs to be 
exercised to ensure this does not become a ritualistic response that has no real meaning or 
impact on the patient. Embedding the MCA principles into everyday practice, timely and 
quality capacity assessment, application of the best interest process to complex clinical 

Key: 
· a/w outcome – still within 7-day Urgent 

DoLS 
· Lapsed: Urgent DoLS expired, DoLS 

Offices assessments have not been 
completed 

· Urgent Discharge- discharged within 7-
day Urgent Authorisation 

· Withdrawn – patient no longer meets 
DoLS Acid Test and Trust withdraws 
application 

· Granted: Standard DOLS given following 
DoLS office assessment 

· Not Granted – DoLS office assess and 
refuse to grant  

· Lapsed Not Granted: 7-day Urgent DoLS 
expired, patient discharged prior to 
completion of assessments 
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decision making is key, along with robust documentation. This must be a priority focus for 
2017/18.  

In recognition of the potential risks associated with failure to apply the legislation 
appropriately the trust risk register includes MCA and DoLS. Due to the concerns raised, in 
March 2017 the risk score has been increased from 8 to 16.  

Several initiatives have been introduced during the year to contribute to increased staff 
awareness and understanding of this complex agenda, and to reduce workload where 
possible on clinical teams: 

· Increased volume of training delivered by the Adult Safeguarding team along with 
continued delivery by SOL’s 

· Support has been given by top the trust from a joint Hampshire CCG’s and DoLS 
Office initiative aimed at increasing awareness and understanding across the health 
sector, through joint delivery of enhanced level MC A and DoLS training. This ended 
in July 2017. 

Safeguarding referrals have been appropriately raised when MCA and DoLS related 
concerns are deemed to cross safeguarding thresholds with outcomes and actions included 
in the relevant quarterly reports.  

The Law Commissions proposals on changes to current DoLS legislation were published in 
March 2017. The review recognises that the current DoLS system is in crisis and 
recommends a replacement scheme provisionally called ‘Liberty Protection Safeguards’ 
(LPS). It is not currently known what the government’s response to the proposals will be 
however it is proposed that hospital trusts will become the authoriser for an LPS (rather than 
the Local Authority as currently), with a requirement for internal ‘independent’ scrutiny.  

4.1. Restraint.  

In certain circumstances, use of restraint may be agreed as necessary where an individual who 
lacks the capacity to understand the harm or injury their actions may cause to themselves. The 
person taking the action must reasonably believe that the restraint is necessary and in their 
best interests in order to prevent harm to the individual lacking capacity and the level of 
restraint must be proportionate (both in degree and duration) to the likelihood and seriousness 
of the harm that is posed. 

In line with Department of Health guidance, restraint reporting and review guidance was 
introduced in April 2015. For the purposes of reporting and review, moderate / severe restraint 
has been agreed internally as: Manual, mechanical or chemical restraint technique which is 
used on a patient in an emergency situation to prevent immediate harm to the patient and/or 
others (not part of planned treatment e.g. ventilated patient having chemical sedation). 

Where a restraint incident review involving a person who lacked mental capacity for their 
behaviour at the time demonstrates that its use was appropriate and proportionate this would 
not cross safeguarding thresholds. Safeguarding procedures have been instigated following 2 
allegations of disproportionate or excessive use of restraint during the year. Both related to use 
of physical restraint and were partly substantiated and have been discussed further in the 
relevant quarterly report learning section.  

5. Governance and assurance 
 
CQC inspections during 2016/17 highlighted some examples in practice where documentation 
did not demonstrate that capacity assessment and decision making processes have been 
compliant with the MCA and DoLS legislation. Whilst this potentially could mean a patient has 
not been afforded the full legislative protections, this does not necessarily mean care and 
treatment decisions would have differed. Where there have been particular incidents or 
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concerns, these have been appropriately addressed through safeguarding processes with 
learning and actions included with the relevant quarterly reports.  
 
Several changes have been made to practice and policy in quarters 3 and 4 (as described in 
section 4 above) and action plans submitted to the CQC have been approved, with 
considerable focus being given to support training and staff within the Acute Medical Unit.  

 
6. Audit 

 
The trust particulates and contributes to SAB audits and organisational self-assessments as 
required. 
 
Internal audit has focussed on use of the MCA and DoLS.  Medicine and Older Persons have 
undertaken this audit over the last 2 years and 2016/17 results have shown improvement 
across all areas audited - increased evidence of formal capacity assessment and 
consideration of DoLS Application.  For most departments this is the first MCA and DoLS 
specific audit completed so there is nothing to compare results to. The AMU and Head and 
Neck Unit have yet to complete their audits. 
 
Audit results are broadly similar across CSC’s and demonstrate that further work is required in 
order to fully embed the MCA principles, capacity assessment and DoLS consideration into 
everyday practice, along with the required robust documentation. 
 
Action plans have been developed by each CSC and completion is monitored at local level.  
· Sharing findings via departmental meetings and safety briefings  
· Spot checks  
· Actions to improve enhanced level training compliance 
· Development of posters / flow charts for use in clinical areas 
 

 
7. Safeguarding Adult Reviews. 

 
Previously Serious Case Reviews were undertaken when a vulnerable adult was believed to 
have died from multiagency neglect or abuse. The Care Act brought in Safeguarding Adult 
Reviews (SAR’s) giving SAB’s the statutory responsibility commission a SAR when the set 
criteria are met. Provision for lower level reviews such as Multiagency Reflective Reviews 
was also introduced.  
 
SAR activity in 2016/17: 
Hampshire SAB:  
- 1 review of trust contact with an individual found no contact episodes with the person within 

the relevant timeframe 
- 1 scoping and multi-agency review rather than a full SAR. This review also considered two 

previous similar SAR’s which also related to patients with learning disabilities. The 
independent facilitators report is currently awaited, however there is learning for the trust 
in relation to ensuring adequate communication relating to discharge and clinical changes 
in condition between community assessment and final discharge. Learning for community 
partners has also been identified.  

Portsmouth SAB: 
- 1 multi-agency review. Whilst no deficits in clinical care were identified, the processes 

surrounding management of frequent hospital attenders and escalation of concerns to 
community partners is under review.  
 
 
 
 
 

8. Domestic Abuse and Violence 
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The trust is represented on the Portsmouth Domestic Abuse Commissioning Group, and is 
participating in the on-going review of support services in the light of forthcoming budget cuts 
within the City.  
 
The Adult Safeguarding Lead acts as overarching lead for Domestic Abuse within the trust, 
supported by Departmental Leads within Maternity Services and the Emergency Department. 
The trust has a Domestic Abuse Policy in place which is due for update in 2017/18.  

 
A review of trust compliance against the NICE domestic violence and abuse guideline shows 
partial compliance. Further analysis at CSC level has demonstrated a lack of understanding 
that this agenda applies to all areas of the trust – staff as well as patients may experience 
domestic abuse and the ‘Think Family’ approach to care requires staff to consider not only 
the patient in front of them but the possibility that domestic abuse could be a factor for family 
members.  
 
In 2013 the Home Office analysed 54 completed reports and made a number of 
recommendations one of which was that "Midwives should undertake routine enquiry by 
asking all pregnant women whether they are at risk of, or are suffering/suffered from 
domestic violence". In the light of this, all trust midwives are trained to ask every pregnant 
woman whether they have experienced domestic abuse. Two previous audits have shown 
low compliance levels, however the audit methodology has been challenged. A further audit 
was undertaken in quarter 3 and the report is currently awaited.   

 
8.1 Domestic Homicide Reviews 

 
A domestic violence and abuse incident which results in the death of the victim is often not a 
first attack and is likely to have been preceded by psychological and emotional abuse. Many 
people and agencies may have known of these attacks – neighbours, for example, may have 
heard violence, a GP may have examined injuries, housing organisations may have been 
called repeatedly for repairs to homes, the police may have been called, there may have 
been previous prosecutions, or injunctions, and so on. This can sometimes make serious 
injury and homicide in domestic violence and abuse cases preventable with early 
intervention. 
 
Domestic Homicide Reviews (DHRs) were established on a statutory basis under section 9 
of the Domestic Violence, Crime and Victims Act (2004). This provision came into force on 
13th April 2011. The purpose of a DHR is not to enquire how a victim died or who is culpable, 
but to determine if any lessons are to be learned from the domestic homicide regarding the 
way in which local professionals and organisations work individually and together to 
safeguard victims; to prevent domestic violence and abuse homicide and improve service 
responses for all domestic violence and abuse victims and their children through improved 
intra and inter-agency working. This includes applying the learning within partner 
organisations. DHR reports are reviewed by the Home Office prior to publication. 
 
In 2016/17 there have been no new requests to participate in review. 
 
The executive summary for a previously commissioned DHR was published in 2016 - ‘The 
Case of Barbara C’. This review was undertaken under the auspices of the Safer Havant 
Partnership. Trust care and actions were considered appropriate, however there was 
learning and action in relation to policy development, training and sharing findings. All trust 
actions are complete.  

 
 
 
 
 

9. Prevent / HealthWRAP 
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Prevent is part of the UK’s counter-terrorism strategy, CONTEST. Its aim is to stop people 
becoming terrorists or supporting terrorism. Healthcare professionals will meet and treat 
people who may be vulnerable to being drawn into terrorism. Being drawn into terrorism 
includes not just violent extremism but also non-violent extremism, which can create an 
atmosphere conducive to terrorism and can popularise views which terrorists exploit. The 
Counter-Terrorism and Security Act 2015 became Law in February 2016 and brought with it 
a legal requirement for certain authorities, including health to have “due regard to the need to 
prevent people from being drawn into terrorism”. 
 
The key challenge for the healthcare sector is to ensure that, where there are signs someone 
has been or is being drawn into terrorism, staff can recognise those signs correctly, are 
aware of and can locate available support.  
  
Prevent is considered part of the wider safeguarding agenda, though the vulnerabilities to 
this type of exploitation may be different to that other safeguarding concerns, and staff can 
be equally susceptible. In recognition of its inclusion within the safeguarding agenda the 
Trust prevent Lead is the Associate Director of Governance and Quality.    
 
The trust has submitted the required quarterly data relating to Prevent (referrals and training 
activity) and in 2016/17 the Trust made its first Prevent referral.   
 
In April 2015 Portsmouth was elevated to a ‘Tier 2’ Prevent priority area. This ranking reflects 
the current assessed risk of radicalisation within the city and Syria related incidents over the 
last couple of years, however recent activity within the area has highlighted the risks 
associated with far right extremism. It has been confirmed Portsmouth will remain at Tier 2 
for 2017/18. 
 
Prevent Basic Awareness is included within Trust Induction and adult safeguarding training, 
however in order to improve staff awareness an information leaflet was developed and 
distributed to all staff via payslips in quarter 3.  
 
NHS Prevent Training Competencies require the majority of clinical staff to complete WRAP 
training (Workshop to Raise Awareness of Prevent). Delivery of this workshop is currently 
face:face only. Although a Home Office produced  e-WRAP is available, the package cannot 
be hosted within the trust e-learning library and this presents difficulties with access, 
confirmation of completion and does not include trust referral processes or local issues / 
risks. It is proposed that the trust develops its own e-WRAP package that meets the 
requirements of NHSE Prevent competencies but can be accessed and managed in-house.  
 
WRAP delivery is also limited by the requirement for facilitators to be registered with the 
Home Office, of which there are only two in the trust. 3 further facilitators are currently in 
training and final sign-off and registration with the Home Office is planned for early 2017/18.  
 
 

 
10. Education and training 
 

The Trust has representation on both the pan-Hampshire and Portsmouth SAB sub-groups 
and continues to work with external partners to bring consistency in training resources and 
approaches across multi-agency partners in line with the Local SAB’s Workforce Strategy.  

 
10.1. Adult Safeguarding 

Safeguarding adults is one element of essential skills training for staff. The training is delivered 
via: 

· E-learning on induction. 
· Update via the Essential Skills Programme.  
· Face to face at CSC and speciality level. 
· Bespoke sessions for specific staff groups. 
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· Specific training for patient experience team. 
 

10.2. MCA and DoLS 
There are two levels of MCA and DoLS training provided within the Trust – Basic Awareness 
and Enhanced Level. 
 
Basic Awareness is included within the Essential Update programme, which all staff members 
undertake yearly. This includes key messages, such as some people being unable to make 
certain decisions for themselves and that under specific conditions some patients may be 
prevented from leaving hospital.  
 
Enhanced MCA and DoLS level competency levels were only assigned to staff profiles on esr 
in quarter 3 2015/16, therefore compliance levels at the start of 2016/17 were low (36% and 
41%).  The Trust target was to reach 85% compliance which is the agreed standard for 
essential training subjects by year end.  
 
In order to achieve the target compliance, there has been a significant increase in delivery of 
Enhanced Level MCA and DOLS training. Every CSC is now delivering the training locally in 
addition to the Trust-wide delivered sessions provided by the Safeguarding Team. During 
quarters 1 and 2 quarters 2 sessions per month were delivered by the Lead Nurse. Following 
the increase in team resources in September, training places sufficient for a 24% increase in 
compliance have been provided during quarter 3 and 4. Additional sessions focused within the 
Acute Medical Unit have been delivered in March, continuing into April 2017 to help address 
concerns raised by recent CQC visits.  
 
Despite the significant increase in training delivery, places have not been taken up and the 
compliance target has not been met.  
 

10.3. Prevent 
Basic Prevent awareness compliance has been achieved.  In 2016/17 it has been specifically 
included within Trust Induction.  
 
As discussed above, E-WRAP is not currently compatible to host within esr, therefore delivery 
is face:face. Despite the additional WRAP facilitators trained during the year, take up of training 
places is poor with several sessions cancelled due to lack of bookings.  
 
A summary of training compliance for the above areas can be seen below. 
 

  

Topic
End of year 

position 15/16 Q1 Q2 Q3 Q4
Adult 
Safeguarding 98.7 98.8 97.6 98.4 98.6
Introductory Level  
MCA  86.6 90.5 91.5 92.4 94
Introductory Level 
DOLS 86.5 91 90.9 91.8 93.5
Enhanced Level 
MCA 36.1 48.4 52.9 61.2 66.9
Enhanced Level 
DOLS 41.8 53.6 55 62.4 67.3
Basic Prevent 
Aw areness 98
WRAP* (Prevent) 
Numbers trained 291 404 476 658 673

Wrap % 11.35 14 13.3 18.4 17.8  
  

10.4. The Adult Safeguarding Lead Nurse and SOL’s have maintained a high level of 
knowledge and practice through: 
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· Safeguarding supervision with other NHS provider leads 
· Externally provided multiagency safeguarding training and workshops 
· Externally provided Webinar’s and Case Law updates 
· Monthly SOL meetings which include safeguarding supervision and sharing learning 

from cases 
 

11. Key Achievements 2016/17 
 

· Fourth organisational Adult Safeguarding Awareness Week held in November 2016. 
The trust hosted multiagency partner stand in the Foyer and held a series of internal 
staff awareness events. The trust was congratulated by PSAB for its positive 
engagement and level of trust activity throughout the week. 

· Inclusion of the Prevent agenda within ‘mainstream’ adult safeguarding.  
· Updating of MCA and DoLS polices and development of Best Interest Balance 

documentation 
· Induction and up-skilling of new safeguarding practitioner. 
· Continued accessibility for clinical staff in terms of expert resource 
· Improvement in training compliance (Enhanced MCA and DoLS) despite pressures on 

clinical staff time 
 
 
12.  Priorities for 2017/18 
 

· Delivery of 2017/18 work plan (See Appendix 2). 
· Ensuring smooth transition and service delivery with forthcoming change in Lead Nurse. 
· Team resilience to manage increasing workload and identified need for assisting staff to 

embed the MCA and DOLS into everyday working practice i.e. timely and appropriate 
capacity assessments, evidence that best interest decisions have been taken in line 
with statutory requirements.  

· Changes to DOLS legislation - Assess the impact for the Trust once the government 
decisions regarding accepting / amending the Law Commission proposals is 
announced.  

· Review of current safeguarding training in the light of the forthcoming Intercollegiate 
document.  

 
   
13. Summary 
 

The Safeguarding Adults agenda continues to increase in profile and the number of people 
categorised as ‘at risk’ or vulnerable is also growing. Despite the increasing complexity and 
substantial increase in activity, significant progress has been made by the trust in delivering 
this complex programme of work.  
 

 
 

 
 
Anne Taylor    Fiona McNeight 
Adult Safeguarding Lead Nurse Associate Director of Quality and Governance 
 
May 2017 
 
 
 
 
Appendix 1: Learning from Quarter 4 2016/17  
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Case description 
(Allegation) 

Outcome Comment /  
Good Practice 

Learning and actions 

Fracture following fall in 
hospital not discovered 
until discharged home.  

Substantiated Internal incident report 
appropriately completed 
after incident 

· Risk assessments need 
to be completed for all 
appropriate patients 
including patients with 
an initial indication of 
confusion.  

· Risk assessments to be 
included at handover 
meetings.  

· Learning added to the 
Departments ‘Top Ten’ 
messages. 

Allegation that call bell 
taken away from patient 
and unprofessional staff 
attitude in relation to 
potential outlying. 

Inconclusive Robust enquiry 
undertaken including staff 
statements and 
interviews.  
Evidence of prompt and 
appropriate support to 
patient post incident. 
Positive feedback from 
patient regarding overall 
experience.  

· Need to ensure call bells 
are within reach and 
document during 
Intentional Rounding. 

· Staff reflection on 
incident / behaviours 
 

Failed to ensure 
thickened fluids and 
pureed diet following 
ward transfer possibly 
for up to 4 days - has an 
aspiration pneumonia. 
Patient has a Learning 
Disability 

Substantiated Involvement of the LD 
Liason team - excellent 
support to patients and 
staff, ensuring on-going 
monitoring of situation. 
 
Patient nursed in 
additional bed space due 
to Trust capacity 
pressures.  
 

· To ensure correct 
laminated signs are in 
place and mealtime 
process is adhered to at 
all times including when 
the 7th bed is being 
used. 

· Safety Learning Poster 
developed 

· All staff to read the 
nutrition policy LD 
sessions to be provided 
and attended by the 
ward staff 

· Update handover sheet 
to ensure it includes all 
ADLs 

Patient discharged with 
cannula in her arm. 
Community Pharmacy 
had not been informed 
by the hospital of her 
discharge home.  

Partially 
substantiated  

Correct process followed 
regarding medication 
management on 
discharge.  

· Increased awareness of 
cannula removal prior to 
discharge. 

Patient discharged and 
left by ambulance crew 
at end of drive. (SCAS)  
Cannula in situ on 
discharge.  
 

Substantiated   · Review of discharge 
lounge documentation  

Alleged unsafe 
discharge – no carer 
support, unfit property 
 

Not Substantiated Independent on the ward 
and capacity to make 
decision about support on 
discharge.  
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Case description 
(Allegation) 

Outcome Comment /  
Good Practice 

Learning and actions 

Disproportionate use of 
physical restraint and 
staff attitude  

Partially 
substantiated 

DOLS Application had 
been appropriately made. 
 

· Greater staff awareness 
required re: use of 
physical restraint 
according to policy and 
prompt incident reporting 
/ review  

· Break-out training (de-
escalation) for staff 

· Staff reflection on 
incident 

Delay in applying for 
DOLS Authorisation 
resulting in unlawful 
deprivation of liberty. 

Alert Only – no 
safeguarding 
specific action 

Significant increase 
innumber of DOLS 
applications from this 
ward in current year.  
Ward has been 
recognised by external 
DOLS office in terms of 
engagement in this 
agenda. 

· Requirement to consider 
mental capacity in 
relation to hospital 
admission / 
accommodation.  

Discharged late evening 
to wrong address and 
incorrect TTO’s. 

Substantiated  · Need to ensure old 
patient ID labels are 
disposed of 
 

Anonymous complaint 
sent in by CQC alleging  
omissions in relation to 
general care, hydration 
dignity and a fracture.  
 

Not Substantiated No family concerns had 
been raised and they 
were delighted with 
patient outcome 

 

Concerns about two 
recent patient 
discharges – poor 
handover, lack of 
referrals, clinically 
unwell, pressure ulcer  

Partially 
substantiated 

First discharge 
appropriate with no 
concerns substantiated.  

· Improved 
communication – ensure 
vascular skin damage is 
clearly identified to avoid 
misdiagnosis as 
pressure related 

· Liason with Victory Unit 
and In-reach service to 
improve transfer process 
and communication 

Alleged inappropriate 
discharge, lack of dignity 
and missing property 

Partially 
substantiated 

Capacity assessment in 
relation to diagnosis, 
treatment and discharge 
all undertaken 
appropriately. Patient 
declined offer of outdoor 
clothing 

· Need to ensure patient 
property is documented.  

Fractured thumb 
sustained whilst 
inpatient 

Substantiated  · Need to ensure 
escalation of new injury, 
particularly when a 
person has an advanced 
dementia and may not 
demonstrate / 
communicate pain 

Alleged inappropriate 
touching by an agency 
worker 

Not Substantiated Patient reassured by 
support of staff and 
actions taken at time of 
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Case description 
(Allegation) 

Outcome Comment /  
Good Practice 

Learning and actions 

incident. Police enquiry 
did not find sufficient 
evidence to proceed with 
prosecution.  

DOLS not applied 
despite prompting by 
social care. 3rd party 
referral to DOLS office 

Substantiated Standard DOLS granted, 
indicating prompting for 
application was 
appropriate.  

· Review of ward DOLS 
processes 

· Requirement for physios 
to be decision specific 
when discussing 
capacity 

· Senior medical staff 
updating re: MCA and 
DOLS 

Significant delay in 
SALT  discharge report 
and lack of discharge 
information regarding 
specialist diet / feeding 
requirements 
 

Substantiated  · Ensure medical staff 
include relevant 
nutritional  information 
on Discharge Summary 

· Nursing staff 
documentation of 
discussions with care 
home staff regarding 
needs 

· SALT to review 
discharge procedures 
and communication 
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Appendix 2: 2017/18 Adult Safeguarding Work Plan 
 
 April 17 May 17 June 17 July 17 Aug 17 Sept 17 Oct 17 Nov 17 Dec 17 Jan 18 Feb 18 Mar 18 
PREVENT training 
improvement plan 

            

LPA and Advanced 
Decision confirmed 
process 

            

Annual MCA/DoLS audit 
 

            

Quarterly Board report (for 
July) 

            

Centralise IMCA process 
 

            

Domestic Abuse 
improvement plan against 
NICE guidance 

            

Enhanced MCA/DoLS 
training improvement plan 

            

MCA/DoLS action plan 
(following audit) 

            

Domestic Abuse Policy 
review (due Oct 17) 

            

Adult Safeguarding 
intranet website review 

            

Quarterly Board report (for 
Oct) 

            

Quality Care Review – 
safeguarding focus 

            

HSAB Prevention Audit 
 

            

ESR allocation of  
safeguarding training 
levels 
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 April 17 May 17 June 17 July 17 Aug 17 Sept 17 Oct 17 Nov 17 Dec 17 Jan 18 Feb 18 Mar 18 
Review of safeguarding 
training programmes and 
provision to meet 
Intercollegiate 
requirements 

            

Prepare Essential Skills 
Booklet update 

            

Review ‘Think Family’ 
Strategy 

            

Quarterly Board report (for 
Jan) 

            

Adult Safeguarding Policy 
Review (due April 18) 

            

Annual Report (for April)             
 

Quality Care Review – 
safeguarding focus 

            

Other             
Additional Safeguarding 
Adult Board audits as 
required 

            

Safeguarding Awareness 
week (linked to PSAB and 
HSAB) 

            

MSP audit (as part of HSAB 
workstream) 

            

HSAB integrated scorecard 
(once implemented) 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 149/17 
        Enclosure Number: (9) 

Subject: Learning from Deaths 

Prepared by: 
Sponsored & Presented by: 

Gill Gould, Head of Nursing 

John Knighton, Medical Director 

Purpose of paper To ensure the Trust Board are aware of the Learning from Deaths 
Policy. 

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 National Quality Board ‘National Guidance on Learning from 
Deaths (March 2017)’ requires all Trusts to publish a policy, by 
September 2017, on how it responds to, and learns from, deaths 
of patients who die under its management and care. 

· The first draft of the Trust policy is provided to the Trust Board 
for information and awareness.   

· The policy will be ratified by the Governance and Quality 
Committee and published to the 30 September deadline. 

· The Trust Medical Director takes responsibility for the learning 
from deaths agenda. 

· There is a Non-Executive Director providing oversight. 

· A specific Mortality Review Group has been established to 
provide the appropriate oversight of mortality within the Trust and 
ensure that appropriate learning from deaths is cascaded as 
appropriate. 

· NHS Improvement guidance for Trust Boards included. 

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

· Support for embedding rigorous process of Mortality review. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· On-going discussion at the Mortality Review Group.   

· Collaboration with other organisations to identify good practice 
and share learning. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

· Compliance with the Health and Social Care Act. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

· Non- Executive oversight. 

· Lay representation to be invited to the Mortality Review Group. 

 

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

Organisational Priorities Patient Safety 

Board Assurance Framework/ 
Risk Register Reference BAF PS1 161



Risk Description 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, reflects significantly more 
deaths than expected. 

CQC Reference All 

 

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

Mortality Review Group 29 August 2017 
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Implementing the Learning from 
Deaths framework: key 
requirements for trust boards 
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Introduction – purpose 
This pack is for acute, specialist, mental health and community trust boards and 
specifically trust non-executive directors (NEDs) and non-clinical executive directors. It 
explains what boards are expected to do in relation to the new Learning from Deaths 
framework.  
 
NEDs and non-clinical executives may be less familiar with case record review and 
serious incident investigation as means to supporting quality improvement. However, 
recent reports from the Care Quality Commission (CQC) and others show that the whole 
board must support and encourage these activities to identify areas in need of change 
and to inform improvement.  
 
Trust NEDs in particular have been identified as having a critical role to play in holding 
their organisations to account for: conducting robust case record reviews and serious 
incident investigations; and crucially for implementing effective and sustainable changes 
designed to improve safety and wider quality in response.  
 
We explain the requirements of the National Quality Board’s (NQB) new Learning from 
Deaths framework, which requires acute, specialist, mental health and community trusts 
to adopt a more standardised and transparent approach to learning from the care 
provided to patients who die, and what boards need to do to implement this. We also 
outline what NHS Improvement will do. 

Implementing the Learning from Deaths framework |    3 
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Key findings of the CQC report 

• Families and carers are not treated 
consistently well when someone 
they care about dies. 

• There is variation and inconsistency 
in the way that trusts become aware 
of deaths in their care. 

• Trusts are inconsistent in the 
approach they use to determine 
when to investigate deaths. 

• The quality of investigations into 
deaths is variable and generally 
poor.  

• There are no consistent frameworks 
that require boards to keep deaths 
in their care under review and share 
learning from these.  

CQC published its report Learning, candour 
and accountability: A review of the way 
NHS trusts review and investigate the 
deaths of patients in England  in December 
2016, making recommendations about how 
the approach to learning from deaths could 
be standardised across the NHS. The 
Secretary of State accepted all these 
recommendations and asked NQB to 
develop a framework for the NHS on 
identifying, reporting, investigating and 
learning from deaths in care. 
 
The NHS has a long tradition of learning 
from care provided to patients. The 
framework builds on that tradition but 
recognises that the NHS can do better 
particularly in relation to the care of 
vulnerable people. 

Introduction – background 
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Introduction – background (contd) 

CQC’s recommendations have been 
translated into seven national 
workstreams. 
 
The Department of Health (DH) has set 
up a Learning from Deaths programme 
board to support their implementation. 
Each workstream is led by the relevant 
healthcare body. 
 
The first step in this programme was 
the publication of the new Learning 
from Deaths framework in March 2015. 
 
In particular this identifies a need to 
focus on learning from the care 
provided to patients with learning 
disabilities and severe mental health 
needs who die. Most of these deaths 
will occur in acute settings. 

Workstreams 

1. Delivering a new national Learning from Deaths 
framework (DH) 

2. Improving how trusts engage with and support 
bereaved families/carers (NHS England) 

3. Improving learning from deaths of service users with 
learning disabilities or serious mental illness (NHS 
England) 

4. Improving the recording of information about patient 
deaths and sharing of this between organisations to 
learn from review of the care provided to patients 
who die (NHS Digital) 

5. Improving the quality and consistency of 
investigations into patient deaths (Health and Safety 
Investigation Branch – HSIB and Health Education 
England – HEE) 

6. Supporting trust boards to implement the new 
requirements (NHS Improvement) 

7. Improving how CQC assesses trusts’ learning from 
deaths (CQC) 

Implementing the Learning from Deaths framework |    5 
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An explanation of key terms 
Some terms used in the Learning from Deaths framework and in relation to case record review and 
investigation can be misunderstood. In this framework the following terms have specific meanings: 

Case record review: A structured desktop review of a case record/note carried out by clinicians to 
determine whether there were any problems in the care provided to a patient. Case record review is 
undertaken routinely in the absence of any particular concerns about care, to learn and improve. 
This is because it can help find problems where there is no initial suggestion anything has gone 
wrong. It can also be done where concerns exist, such as when the bereaved or staff raise concerns 
about care (see also page 8).  

Investigation: A systematic analysis of what happened, how it happened and why, usually following 
an adverse event when significant concerns exist about the care provided. Investigation draws on 
evidence, including physical evidence, witness accounts, organisational policies, procedures, 
guidance, good practice and observation, to identify problems in care or service delivery that 
preceded an incident and to understand how and why those problems occurred. The process aims 
to identify what may need to change in service provision or care delivery to reduce the risk of similar 
events in the future. Investigation can be triggered by, and follow, case record review, or may be 
initiated without a case record review happening first (see also page 8). 

Death due to a problem in care: A death that has been clinically assessed using a recognised 
method of case record review, where the reviewers feel the death is more likely than not to have 
resulted from problems in care delivery/service provision. Note, this is not a legal term and is not the 
same thing as ‘cause of death’. The term ‘avoidable mortality’ should not be used as this has a 
specific meaning in public health that is distinct from ‘death due to problems in care’. 

Quality improvement: A systematic approach to achieving better patient outcomes and system 
performance by using defined change methodologies and strategies to alter provider behaviour, 
systems, processes and/or structures. 
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Why focus on engaging bereaved 
families and carers? 
The recent CQC report and other evidence 
show that too often the NHS exacerbates the 
distress felt by families and carers of patients 
who die. 

The transformation required in response to 
the Learning from Deaths framework is 
first and foremost about the way carers 
and families are engaged after a death.  

Families and carers are unlikely to be greatly 
concerned about the minutiae of the 
methodology used for case record review or 
trust clinical governance structures. People do 
highlight the unacceptable way in which they 
are sometimes treated, the inconsiderate and 
unthinking communications they sometimes 
receive, and the lack of information 
sometimes provided. 

Trusts should: 
 Provide a clear, honest and sensitive 

response to bereavement in a sympathetic 
environment 

 Offer a high standard of bereavement care, 
including support, information and guidance 

 Ensure families and carers know they can 
raise concerns and these will be considered 
when determining whether or not to review or 
investigate a death 

 Involve families and carers from the start and 
throughout any investigation as far as they 
want to be 

 Offer to involve families and carers in learning 
and quality improvement as relevant 

Implementing the Learning from Deaths framework |    7 

NHS England is leading work to determine what support bereaved relatives and carers can expect 
from trusts (likely to be published early in 2018). Some guidance is already available in the Learning 
from Deaths framework and the Serious Incident framework, summarised on page 21. 
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Why focus on case record review 
and investigation? 
Case record review can identify problems with the 
quality of care so that common themes and trends 
can be seen, which can help focus organisations’ 
quality improvement work. Review also identifies 
good practice that can be spread. 

Investigation starts either after case record review 
or straight after an incident, where problems in care 
that need significant analysis are likely to exist. 
Investigation is more in-depth than case record 
review as it gathers information from many 
additional sources.  

The investigation process provides a structure for 
considering how and why problems in care occurred 
so that actions can be developed that target the 
causes and prevent similar incidents from 
happening again.  

Trusts should focus on how case record review and 
investigation lead to effective and sustainable 
quality improvement work. Our framework for 
leadership and improvement sets out how trusts can 
begin to implement their quality improvement 
approach. 

“Case record review assessment is finely 
balanced and subject to significant inter-
reviewer variation. It does not support 
comparison between organisations and should 
not be used to make external judgements 
about the quality of care provided.  

Research has shown that when case record 
review identifies a death that may have been 
caused by problems in care, that death tends 
to be due to a series of problems, none of 
which would be likely to have caused the death 
in isolation but which in combination can 
contribute to the death of a patient.” 

(National guidance on learning from deaths, 
March 2017)  
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Data generated from case record review and 
investigation, for example estimates of the 
number of deaths thought more likely than not 
to be due to problems in care, are subjective 
and so not useful for making external 
judgements about the safety of trusts. 
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New requirements 
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The Learning from Deaths framework placed a number of new requirements on trusts: 

• From April 2017 onwards, collect new quarterly information on deaths, reviews, investigations 
and resulting quality improvement (see page 10 for the required information). 

• By September 2017, publish an updated policy on how the trust responds to and learns from 
the deaths of patients in its care (pages 17 to 21 give more detail on what this policy should 
include, as does the Learning from Deaths framework published in March 2017 and other 
information available from the NHS Improvement Learning from Deaths website). 

• From Q3 2017 onwards, publish information on deaths, reviews and investigations via a 
quarterly agenda item and paper to its public board meetings (see page 10 for the required 
information) including information on reviews of the care provided to those with severe mental 
health needs or learning disabilities. 

• From June 2018, publish an annual overview of this information in Quality Accounts, including a 
more detailed narrative account of the learning from reviews/investigations, actions taken in the 
preceding year, an assessment of their impact and actions planned for the next year. 

NHS Improvement is fully aware that many organisations, particularly mental health and community 
care providers, have less clarity on methodologies and scope for the new requirements. We are 
clarifying with national partners and providers what good looks like and we do not expect providers to 
have developed perfect processes by Autumn 2017. We will support the system to learn over the 
course of the next 12 months. 

The main purpose of this initiative is to promote learning and improve how trusts 
support and engage with the families and carers of those who die in our care; it is 
not to count and classify deaths.  
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New requirements (contd) 
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The Learning from Deaths framework states that 
trusts must collect and publish, via quarterly public 
board papers, information on: 

• number of deaths in their care* 
• number of deaths subject to case record review 

(desktop review of case notes using a structured 
method) 

• number of deaths investigated under the Serious 
Incident framework (and declared as serious 
incidents) 

• number of deaths that were reviewed/investigated 
and as a result considered more likely than not to 
be due to problems in care 

• themes and issues identified from review and 
investigation (including examples of good practice) 

• actions taken in response, actions planned and an 
assessment of the impact of actions taken. 

Information on deaths should be 
published in the quarter after that in 
which the death occurred. Where 
reviews or investigations are ongoing, 
state how many are ongoing and 
update this in subsequent publications. 

* Trusts can define locally which patients are considered to be ‘in their care’ according to what 
makes sense for their services. At a minimum this must include all inpatients but, if possible, 
also patients who die within 30 days of discharge from inpatient services. Be aware that this 
means all inpatients are in scope for review, not that all inpatient deaths need to be reviewed. 
On page 18 we propose which inpatient deaths acute trusts should review. 

A simple rule of thumb is that trusts should consider leading the review of the care of a patient if 
that trust is the healthcare provider best placed to do so. 

An example dashboard for publication 
is available from the NHS Improvement 
Learning from Deaths webpage. 

The Learning from Deaths framework 
requires trusts to collect and publish 
information on deaths of both adults 
and children (under 18s).  Note 
however that the child death review 
process is distinct (see page 19). 
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New requirements (contd) 
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Publication is designed to: 
 support trusts to learn from each other 
 ensure transparency and openness as 

part of a publicly funded healthcare 
system 

 highlight good and innovative practice 
 encourage action in relation to identified 

problems in care. 
 

! There is no meaningful measure of ‘avoidable’ mortality at trust level. 

! Case record reviews involve finely balanced judgements. Different reviewers may have different 
opinions about whether problems in care caused a death. That is why this data in not comparable. 

! Case record reviews and Serious Incident investigations are not inquiries into how people died –  
that is a matter for coroners. Criminal investigations are a matter for the police. 

! Any publication that seeks to compare organisations on the basis of the number of deaths thought 
likely to be due to problems in care is actively and recklessly misleading its readers. 

Publication is not designed to: 
name and shame 
support comparison of trusts on the 
basis of the number of deaths or the 
number of deaths judged likely to be 
due to problems in care 
encourage blame. 

In the period leading up to publication, NHS Improvement will develop further support resources for 
providers that will help them to help the public understand this data. 
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The trust board’s role 

Board responsibilities 
• Ensuring their trust has robust systems for 

recognising, reporting and reviewing or 
investigating deaths where appropriate. 

• Ensuring their trust learns from problems in 
healthcare identified by reviews or investigations 
as part of a wider process that links different 
sources of information to provide a 
comprehensive picture of their care.  

• In this context ‘learning’ means taking effective, 
sustainable action (via appropriately resourced 
quality improvement work) to address key 
issues associated with problems in care. 

• Providing visible and effective leadership to 
support their staff to improve what they do. 

• Ensuring the needs and views of patients and 
the public are central to how the trust operates. 

 

Boards are responsible for the quality of the healthcare their trusts provide, including its 
safety. The Learning from Deaths framework places particular responsibilities on boards, 
as well as reminding boards of their existing duties. 

Evidence shows that deaths caused by 
problems in care will occur in every single NHS 
trust and every hospital worldwide. The key is 
to learn from them as part of well-functioning 
clinical governance processes.  
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Boards should ensure the case record 
review process sits within their wider 
clinical governance processes:  
• incident reporting and response  
• risk management  
• clinical audit  
• staff management  
• patient and public involvement  
• research and development  
• education and training  
• clinical effectiveness  
• information management.  
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The trust board’s role – NEDs 

The Learning from Deaths framework requires each 
trust’s board to identify a NED to oversee the trust’s 
approach to Learning from Deaths.  

NEDs need to be curious about their organisation's 
approach to the delivery of healthcare and constructively 
challenge their trust to identify where care can be 
improved, then support that improvement. Evidence 
shows that adverse events are usually due to 
weaknesses in systems rather than the fault of 
individuals. Blame is therefore not a useful approach. 

Within this role, NEDs have an opportunity to model the 
behaviour within high reliability organisations, which treat 
problems as an opportunity to genuinely learn and 
encourage ‘problem sensing’ not ‘assurance seeking’ 
among teams and organisation-wide. 

NEDs play a crucial role in bringing an independent perspective to the boardroom, 
constructively challenging the executives to satisfy themselves that clinical quality 
controls and risk management systems are robust and defensible.  

NED responsibilities in relation 
to the framework 
• Understand the review  process: 

ensure the processes for reviewing 
and learning from deaths are 
robust and can withstand external 
scrutiny. 

• Champion quality improvement  
that leads to actions that improve 
patient safety. 

• Assure published information: 
that it fairly and accurately reflects 
the organisation's approach, 
achievements and challenges. 

The following pages give more detail 
on these responsibilities.  
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Understanding the review process – 
what questions should NEDs ask? 
• How is the case record review process carried out? 
• How are cases selected for case record review (see advice for acute hospitals on page18)? 
• What is the quality of data collected by the trust and what are its limitations? 
• Are those reviewing cases trained to do so according to a robust method such as PRISM or 

structured judgement review? 
• Is the LeDeR method used to review deaths of people with learning disabilities? 
• How are deaths of those with severe mental illness reviewed (see page 19)? 
• How are perinatal and maternal deaths reviewed (see page 19)? 
• How are infant and child deaths reviewed (see page 19)? 
• Is there multidisciplinary review of cases? 
• Is there objective review of cases – wherever possible not carried out by those involved in the 

care of the patient who died? 
• Are there arrangements for periodic review of the trust’s processes and findings by peer trusts? 
• Are families/carers given the opportunity to request a review? 
• Are all cases where problems with care are thought likely to have led to the death investigated in 

line with the best practice outlined in the Serious Incident framework? 
• Are all families and carers engaged properly where problems are found? 
• Are all families and carers involved in investigations from the start, and kept informed of 

subsequent improvement work if they wish to be? 
• How is case record review data triangulated with other quality data collected outside the review? 
• What does the data say about what drives mortality in the trust? 
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Championing learning and quality 
improvement – what questions 
should NEDs ask? 
• What are the trust’s most significant problems? Where should quality improvement be prioritised? 
• What is the organisation’s strategy for improving the quality of the care it provides? 
• What approach and method(s) does it use? 
• How well is quality improvement work resourced? 
• How does the trust use Learning from Deaths, Serious Incidents and other patient safety-related 

events to inform quality improvement work? Is good practice identified as well as problems? 
• Who is the board executive lead and how well sighted is the board on this work? 
• How are the necessary changes in clinical practice supported and enabled? 
• How are the wider themes and trends from case record reviews or investigations shared across 

the organisation and with any others that may have an interest? Are these processes effective? 
• How are patients, families and carers involved in quality improvement and sharing learning? 
• What changes have been made as a result of this work? Has quality of care improved as a 

result? How do you know? 
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Changing trust policies, training staff and reminding them how something should be done are all 
relatively weak barriers to error. NEDs should consider how their trust avoids resorting to these 
weak, simplistic barriers to risk wherever possible and instead invests in more effective and 
sustainable changes to practice, underpinned by human factor approaches, systems thinking and 
quality improvement techniques. 
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Assuring published information – 
what questions should NEDs ask? 

• Do I understand the information we publish? Do I know how many deaths occur and where, and 
what problems are associated with them? 

• What is not shown by the data? Are there gaps/incomplete information? 
• Is the information published in board papers: 
o easy to understand and interpret 
o accurate 
o timely 
o proportionate? 

• Does the information identify improvement needs and how these could be met? 
• Does the information reveal how previous information was acted on and what has changed as a 

result? Sharing both successful and unsuccessful quality improvement work is important. 
• Does the information clearly describe how the trust uses Learning from Deaths, Serious Incidents 

and other patient safety-related events to inform quality improvement work? 
• How well sighted is the board on this published work? 
• How are arrangements for gathering stakeholder feedback in response to published information 

working? 
• Does the information demonstrate that the trust has done what it said it would do? 

Implementing the Learning from Deaths framework |    16 
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Policy publication requirements 
By the end of September 2017, trusts should publish on their website an updated 
policy on how they respond to and learn from the deaths of patients in their care. 
 
The policy should include: 
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How the trust 
responds to the 
death of someone 
with a learning 
disability or severe 
mental health 
needs, of an infant 
or child, or a 
stillbirth or 
maternal death. 

The trust’s case 
record review 
process, including 
the method used, 
how the scope of 
deaths for potential 
review is 
determined and 
how deaths are 
selected for review. 

How the trust 
decides which 
deaths – whether 
reviewed or not – 
require an 
investigation under 
the Serious Incident 
framework. 

How the trust 
engages with 
bereaved families 
and carers, 
including how they 
are supported by 
the trust and 
involved in 
investigations 
where relevant. 

The policy should set out what trusts are doing currently. It should reflect the requirements of the 
Learning from Deaths framework and related policies (for example, the Serious Incident framework). 
NHS Improvement will not routinely assess the content of published trust policies or collate those 
policies. Publication is designed to support openness and transparency and enable peer learning. 
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Policy publication requirements –  
case selection and review method 
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A trust’s published policy should include the case review method used, how it decides which deaths are in scope 
for potential review and how it selects the cases for review. 

Trusts can use any relevant evidence-based case record review method (see page 19 for requirements for certain 
specific patient categories), but the chosen method must collect the required information (see page 10). Options 
include structured judgement review (SJR; training and documentation is available from the Royal College of 
Physicians – note this is adult inpatient specific) and the PRISM method. We encourage trusts to avoid tick-
box/checklist review tools if possible as these only assess the issues listed, missing those not directly assessed, 
and do not consider the right care for a specific patient (they consider the right care for a ‘typical’ patient).  

Acute trusts: The Independent Advisory Group to RCP’s national mortality case record review programme 
recommends that all inpatient deaths in the following categories are reviewed: 
• deaths where the bereaved or staff raise significant concerns about the care 
• deaths of those with learning disabilities or severe mental illness 
• deaths in a specialty, diagnosis or treatment group where an ‘alarm’ has been raised (for example, an 

elevated mortality rate, concerns from audit, CQC concerns) 
• deaths where the patient was not expected to die  ̶  for example, in elective procedures 
• deaths where learning will inform the provider’s quality improvement work. 
A sample of other deaths should be reviewed to clarify where learning and improvement are needed most. If 
possible, patients who die within 30 days of discharge from inpatient services should be considered in scope for 
potential review. 

Mental health and community trusts: Taking a proportionate approach, trusts should develop and publish a 
rationale for the categories of outpatient/community patient considered in scope. It is assumed all inpatient 
deaths will be reviewed. 
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Policy publication requirements – 
how the trust responds to the death 
of particular patients  
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Learning disability 
All trusts should adopt the LeDeR method to 
review the care of individuals with learning 
disabilities, once it is available in their area. 
See http://www.bristol.ac.uk/sps/leder/ 
Trusts must have systems to flag patients 
with learning disabilities so their care can be 
reviewed. 

Severe mental health needs 
Trusts must have systems that flag those with 
severe mental health needs so that their care can 
be reviewed. NHS England is co-ordinating work 
to develop a mental health review method. Acute 
trusts can use SJR or another relevant method to 
review the acute care of those with severe mental 
health needs who die in an acute hospital. 

Infant or child (under 18) death 
Reviews of these deaths are mandatory and 
must be undertaken in accordance with 
Working together to safeguard children . The 
Department for Education Form C should be 
used for these deaths. New child death 
review guidance is being developed and will 
be published by the end of 2017.  

Perinatal or maternal death 
All perinatal deaths should be reviewed, using the 
new perinatal mortality review tool once available. 
Maternal deaths and many perinatal deaths are 
very likely to meet the definition of a Serious 
Incident and should be investigated accordingly.  

A trust’s published policy should include how the trust examines the care provided to specific types of 
patients as outlined below: 
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Policy publication requirements – 
selection of deaths to investigate 

Implementing the Learning from Deaths framework |    20 

A trust’s published policy should include how it determines which deaths should be investigated under 
the Serious Incident framework. 

This framework defines what constitutes a 
Serious Incident. These are so designated 
because the consequences of the adverse 
event are so significant to patients, families 
and carers, staff or organisations, or the 
potential for learning is so great that a 
heightened level of response is required. 

The required response is an effective 
investigation involving patients, families and 
others to the extent they wish to be, focused 
on learning why things went wrong and 
identifying effective and sustainable changes 
to reduce the risk of recurrence.  

Serious incident investigations are not 
undertaken:  
• to hold individuals or organisations to 

account  

• to determine the cause of death. 

Trusts should describe how they: 

• decide which deaths are declared and 
investigated as Serious Incidents 

• keep an audit trail of these decisions. 

Deciding whether an incident should be declared 
a Serious Incident or not can require finely 
balanced judgement, taking account of the costs 
and benefits of investigation. This means there 
can well be a range of opinions about whether a 
particular death constitutes a Serious Incident. 

But the way in which the decision is reached to 
declare a Serious Incident should always be 
clear and defensible. 
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Policy publication requirements –  
engagement with families/carers 
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Trust policies should describe how the trust engages with bereaved families and carers, including how they are supported and 
involved in any investigation process. We summarise below content from the Serious Incident and Learning from Deaths 
frameworks, setting out what needs to be done following an incident. But trusts should ensure effective engagement with all 
bereaved people in a sensitive manner, including, for example, support for the practical aspects of burial (or equivalent).  

• Begin with a genuine apology and early meeting. 
• All staff supporting the bereaved must have the necessary skills 

and knowledge of the incident. 
• One person should be identified as the lead for liaison with the 

family/carer; consider the need for an independent advocate 
with the skills to work with bereaved individuals. 

• Involvement of the clinicians caring for the patient who died 
should be considered on a case-by-case basis; this is not 
always appropriate. 

• Action being taken should be explained in person and in 
writing. 

• Set out how the will be kept informed and supported. 
• Describe what to expect from an investigation, including 

timescales and outcomes. 
• Clearly explain the Serious Incident investigation’s rationale 

and purpose: these investigations are conducted to support 
learning, not to hold anyone to account. Be clear: if wrongdoing 
is found, separate processes are followed. 

• Give the family/carer the chance to express concerns and raise 
questions. Their contribution can provide valuable insight into 
what happened.  

• Provide an opportunity for family/carers to inform the terms of 
reference for the investigation. 

• Once agreed, terms of reference should be shown to the 
family/carer so they can see their questions are reflected. 

• Explain how the family/carer can contribute to the investigation: 
for example, by providing evidence. 

• Provide access to the findings, including interim findings. 
• Provide the family/carer with the opportunity to comment on the 

findings and recommendations in the final report and ensure 
their comments are considered in the quality assurance process. 
Be clear: their feedback may not be included if it is not 
considered relevant/appropriate. 

• Keep them informed of any delays in the process. 
• Consider meeting transport, disability and language/translation 

costs/needs. 
• Consider the need for counselling and referral to organisations 

that can provide this. 
• Ensure there is a co-ordinated approach if multiple agencies 

need to contact the family/carer; for example, where regulators, 
coroners or the police are involved. A single point of contact with 
the family should be appointed to keep them engaged. 
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 NHS Improvement’s role 
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NHS Improvement will not collect data on numbers of case record reviews or use 
quantitative information from reviews to direct our regulatory or performance 
management activity. 
Trusts cannot be meaningfully compared by looking at the number of deaths judged 
more likely than not to be due to problems in care. 

 
NHS Improvement’s national patient safety 
team reviews all patient safety incidents 
reported as resulting in death, to identify 
opportunities for national learning. We will 
continue to do this for any information 
submitted to the National Reporting and 
Learning System (NRLS) following case 
record review.  
 
This is one reason why it is important that 
patient safety incidents identified from case 
record review are recorded via local risk 
management systems on to the NRLS. More 
information on the process of NRLS review 
is available on the NHS Improvement patient 
safety webpage and in a short animation. 
 

 
NHS Improvement’s regional teams will support 
providers in their region to improve their 
mortality processes, including how they 
undertake case record review. 
 
This support will primarily be advice and 
guidance on implementing the new 
requirements, signposting further advice and 
facilitating peer support (see page 25). 
 
We will not be using information in relation to 
implementation of this policy to inform a trust’s 
Single Oversight Framework segmentation or 
our regulatory activity. 
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Medical examiners 
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Reforms to death certification, when implemented in England, will result in all deaths being either 
scrutinised by a medical examiner or investigated by the coroner in prescribed circumstances. Additionally, 
medical examiners will be mandated to give bereaved relatives a chance to express any concerns and to 
refer to the coroner any deaths appearing to involve serious lapses in clinical governance or patient safety. 
 
The introduction of the medical examiner’s role, expected to be in April 2019, should therefore further 
clarify which deaths should be reviewed under the Learning from Deaths framework. Medical examiners 
will be able to refer the death of any patient for review by the most appropriate provider organisation(s). 
This new mechanism should ensure a systematic approach to selecting deaths for review, regardless of 
the setting or type of care provided in the period before a patient’s death. 
 
NHS Improvement and the Department of Health have commissioned research to explore whether medical 
examiners are best placed to select which deaths need further review and ensure they do not inadvertently 
miss or over-refer certain types of cases. Before the implementation of the medical examiner system, 
trusts are advised to allow any doctors undertaking the certification of death to refer cases for case record 
review to the most relevant organisation.  

A report on seven pilot medical examiner schemes in the NHS, including the two main pilot sites in 
Sheffield and Gloucester, was published last year and demonstrated the value of Medical Examiners. 
These systems appear supportive of and consistent with the requirements of the Learning from Deaths 
framework. Providers should feel free to consider establishing their own medical examiner systems, 
building on the learning from the pilot sites, ahead of the national roll-out if they consider this to be 
appropriate.  
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Link with mortality rates 
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The Learning from Deaths work does not replace the need to consider mortality data. Hospital 
standardised mortality ratio (HSMR), summary hospital-level mortality indicator (SHMI), crude mortality 
rates and other data are all sources of information that support trusts to understand where to focus 
improvement work.   

Mortality governance processes should consider mortality rates and the results of case record reviews and 
investigations as part of a single clinical governance framework. Multiple sources and types of data and 
information – not just limited to mortality – should be used to help a trust understand how to improve care.  

Boards should be aware that their organisations can have low mortality rates and discover substantial 
problems in care of patients who die, or high mortality rates but relatively few identified problems in care. 
Mortality rates are a statistical construct that is based solely on what is in the coded data and hence are 
limited in measures of acuity and pathology compared to the depth of clinical information available in case 
note reviews.  

While there is no single approach to follow, boards should: 
• Engage with the combined information from mortality rates, case record reviews and investigations  
• Be curious and seek out issues – if case record review flags a problem in one patient’s care, what do 

mortality rates tell you about the care of all patients in that service/pathway? Remember that problems 
in care may exist even if mortality rates are relatively low 

• Recognise that improving mortality will likely improve the standard of care for all patients and reduce 
complications, speed recovery and enable faster discharge 

• Provide visible leadership and establish a focus on mortality as a trust-wide issue 
• Prioritise reduction in mortality and increased safety as a core strategic aim 
• Link and cross-reference mortality data to other qualitative and quantitative data, outcomes, adverse 

incidents, feedback, complaints, social media, staff and patient surveys  
• Not assume an individual death is an isolated incident.  
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 Next steps 
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Sharing policies We are working with a 
number of trusts to identify policies and 
processes already being used that we can share 
more widely to help other trusts develop their 
own policies.  

We encourage trusts to learn from each other 
and challenge each other to continuously 
improve the quality of their Learning from 
Deaths processes and the implementation of 
effective and sustainable improvements as a 
result. 

We anticipate that while NHS Improvement will 
endorse and promote a set of principles for 
implementing the Learning from Deaths policy, it 
is unlikely that a single detailed process will be 
mandated or enforced. 

Guidance and support Further development of  
tools/guidance – particularly by NHS England 
concerning the engagement of bereaved 
families/carers – will be reflected in later 
versions of this guidance. HEE are working to 
develop eLearning by March 2018. 

These new requirements are challenging for 
many trusts. NHS Improvement will take a 
pragmatic approach to overseeing 
implementation. Trusts will be supported to 
learn. 

Role of NHS Improvement’s regions We are 
working across NHS Improvement to ensure a 
consistent and pragmatic approach to 
supporting implementation of the Learning from 
Deaths policy.  

If you would like NHS Improvement to come and 
talk about Learning from Deaths at a 
forthcoming meeting or event, please contact us 
at patientsafety.enquiries@nhs.net 

Supporting boards NHS Improvement is 
presenting sessions on this new policy at a 
number of meetings over the summer, 
particularly board development and networking 
meetings. 

187

mailto:patientsafety.enquiries@nhs.net
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National guidance on Learning from Deaths 
https://www.england.nhs.uk/wp-
content/uploads/2017/03/nqb-national-guidance-
learning-from-deaths.pdf 
 
Learning, candour and accountability: A review of 
the way NHS trusts review and investigate the 
deaths of patients in England 
https://www.cqc.org.uk/sites/default/files/20161213
-learning-candour-accountability-full-report.pdf 
 
Learning from deaths dashboard 
https://improvement.nhs.uk/resources/learning-
deaths-nhs-national-guidance 

 
Resources from the national patient safety team; 
https://improvement.nhs.uk/resources/patient-
safety-alerts 
 
The Improvement Hub 
https://improvement.nhs.uk/improvement-hub/ 
 
Developing people – improving care: A Framework 
for leadership and improvement 
https://improvement.nhs.uk/resources/developing-
people-improving-care/ 
 

Mortality review resources 
Royal College of Physicians mortality review 
materials 
https://www.rcplondon.ac.uk/projects/national-
mortality-case-record-review-programme 

Learning disabilities mortality review programme 
http://www.bristol.ac.uk/sps/leder/ 

Hogan et al Research on mortality review 
http://www.bmj.com/content/351/bmj.h3239 
http://qualitysafety.bmj.com/content/early/2012/07/
06/bmjqs-2012-001159 

Related guidance and publications 
Serious incident framework 
https://improvement.nhs.uk/resources/serious-
incident-framework/ 

Root cause analysis tools and resources 
http://www.nrls.npsa.nhs.uk/resources/collections/r
oot-cause-analysis/  

Duty of candour 
http://www.cqc.org.uk/sites/default/files/20150327_
duty_of_candour_guidance_final.pdf 

Being open guidance 
http://www.nrls.npsa.nhs.uk/beingopen/ 
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QUICK REFERENCE GUIDE 
 
For quick reference the guide below is a summary of actions required. This does not negate 
the need for the document author and others involved in the process to be aware of and 
follow the detail of this policy.  
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1. INTRODUCTION 
 
For a proportion of patients receiving care and treatment in Portsmouth Hospitals NHS 
Trust (the Trust) death is an inevitable outcome. Many of these patients will receive 
excellent care; however, it is recognised that some experience poor quality provision 
which is often due to multiple contributory factors including system wide problems.  
 
Scrutiny of mortality rates and wider patient safety issues has intensified both locally and 
nationally since the publication of the Francis report into events at Mid Staffordshire 
Hospitals and continues. The recent publication of ‘National Guidance on Learning from 
Deaths’  by the National Quality Board requires NHS Trusts to introduce a framework for 
identifying, reporting, investigating and learning from deaths in care. Trusts are also 
required to have a policy to support this process.  
 
Portsmouth Hospitals NHS Trust is committed to monitoring, understanding and learning 
from its mortality outcomes. Reviewing outcomes and the process of care underlying 
them provides the assurance that quality of care is of a high standard and that identified 
areas for improvement are recognised and acted upon. 
 
The Trust has revised its mortality review process and has augmented this by creating a 
Mortality Review Panel (MRP) which meets every weekday to review deaths that have 
occurred in the previous 48hours. The panel undertakes a concise guided review of each 
death, by clinicians independent of the specialty. It makes an initial assessment of 
potential avoidability, identifies areas of concern or opportunities for learning that may 
require further investigation. This can be through a Departmental Mortality and Morbidity 
meeting (M&M), or through the Serious Incident requiring Investigation (SIRI) process. 
 
Increased oversight and robust peer review of factors involved in patient deaths are vital 
in identifying learning. It is essential that the learning from these reviews is shared 
effectively across the organisation and the wider health system and actions to address 
the findings are implemented effectively.  
 
The mortality processes and data are currently overseen by the Trust’s Clinical 
effectiveness and Mortality Steering Group (CESG), chaired by the Medical Director. 
This committee reports into the Trust’s Governance and Quality Committee. It is 
proposed that these arrangements should be changed and a separate Mortality Review 
Group, chaired by the MD or a Deputy, established to ensure processes are robust, 
learning is recognised. This Committee would report directly into the Trust’s Governance 
and Quality Committee.  

 
2. PURPOSE 

 
This policy sets out a framework describing how the Trust and its staff will respond to 
and learn from deaths of patients who die whilst in its care.  
 
It will provide guidance for all staff involved in the mortality review process ensuring 
clarity on roles, responsibilities and expectations.  
 
The policy covers the following 

 The Trust wide Mortality Review Process for all inpatient deaths of those over the 
age of 18 
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 Other selected patient groups for whom there are specific Mortality Review 
requirements that differ from the Trust-wide mortality review process 

 How learning is captured, both within Departments and across the Trust, and how 
this learning is disseminated  

 Reporting of Mortality Outcomes 
 
Statement of intent 
Reviewing mortality can help make improvements to quality of care received by patients 
at the Trust by identifying care related issues. This proves enables the identification of 
learning themes and provides evidence of a high standard of care. 
 
This policy will underpin part of the PHT Quality Improvement Strategy, which 
establishes the key principles to enable the achievement of quality at the Trust. Mortality 
review is a fundamental component of clinical effectiveness, one of the three dimensions 
of quality described by Lord Darzi in High Quality Care for all (2008). 
 
The Trust’s aims are to: 

 Reduce and maintain the Hospital Standardised Mortality Ratio (HSMR) to below 
100. 

 Reduce the Trust’s Standardised Hospital-Level Mortality Index (SHMI). 
 Identify all deaths where there may have been avoidable harm. 
 No avoidable deaths. 
 Improve learning from mortality reviews. 
 Ensure robust and timely governance processes regarding mortality outcomes and 

reviews. 
 Provide assurance of mortality processes in the Trust. 

   
3. SCOPE 

 
This policy applies to all permanent, locum, agency, bank and voluntary staff of 
Portsmouth Hospitals NHS Trust, the MDHU (Portsmouth) and Carillion, whilst 
acknowledging that for staff other than those directly employed by the Trust the 
appropriate line management or chain of command will be taken into account. Whilst the 
policy outlines how the Trust will report, manage, analyse and learn from deaths, 
implementation does not replace the personal responsibilities of staff with regard to 
issues of professional accountability for governance. 
 
Specifically the policy applies to all staff 

 who are responsible for reviewing mortality outcomes; and  
 who review or monitor mortality data. 

 
‘In the event of an infection outbreak, flu pandemic or major incident, the Trust 
recognises that it may not be possible to adhere to all aspects of this document. In such 
circumstances, staff should take advice from their manager and all possible action must 
be taken to maintain ongoing patient and staff safety’ 
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4. DEFINITIONS 
 

Mortality Review Panel (MRP) 
A review of deaths that have occurred in the previous 48 hours by a panel of senior 
clinicians including at minimum a consultant and a senior nurse. The panel meets each 
weekday and can review up to 9 cases per day. Reviews are concise and focussed on 
identifying any causes for concern or opportunity for learning requiring a more in depth 
investigation. The Panel also makes an initial assessment of the potential avoidability of 
death, using the Hogan Scale 
 
Mortality Review Tool (MRT) 
A web based, searchable, electronic record where the conclusions of the MRP and 
Departmental (or independent) M&M meetings are stored and accessible to clinicians 
and for reporting. 
 
Mortality Review Group (MRG) (proposed) 
The Mortality Review Group is proposed as a subgroup of the Clinical effectiveness and 
Mortality Steering Group (CESG), chaired by the Medical Director. This new group, 
chaired by the Medical director or deputy, will be established to ensure that processes 
around mortality review and learning from deaths are robust and that learning is 
recognised and shared. The proposed group will have standing representation from local 
commissioning bodies, who will be asked and encouraged to participate in the mortality 
review process at all stages 

Morbidity and Mortality (M&M) Meeting 
A regular meeting (at least monthly) held by a department or clinical specialty where 
deaths and complications of care or treatment are presented and discussed. 
 
Case Record Review 
A retrospective review of the clinical record to determine whether there were any 
problems in the care provided to the patient who died in order to learn from what 
happened. 
 
Royal College of Physicians Structured Judgement Review (SJR) 
A validated methodology for retrospective case review, by which trained clinicians use 
explicit statements to comment on the quality of healthcare in a way that allows a 
judgement to be made that is more reproducible.   
 
Serious Incident Requiring Investigation (SIRI) 
An unexpected event where one or more patients, staff members, visitors or member of 
the public experience serious or permanent harm, alleged abuse or a service provision is 
threatened. SIRIs are not only dependent on the level of harm but also on learning 
potential, where the consequences to patients, families and carers, staff or organisations 
are so significant or the potential for learning is so great, that a heightened level of 
response is justified. 
 
Learning Disabilities Mortality Review Programme (LeDeR) 
A programme developed by Bristol University to undertake a structured review of all 
deaths of people with a learning disability. It clarifies any potentially modifiable factors 
associated with a person’s death, and works to ensure that these are not repeated 
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elsewhere. All deaths of inpatients with Learning Disabilities must be reported to the 
LeDeR program for investigation. 

 
5. DUTIES AND RESPONSIBILITIES 

 
Medical Director 
As the lead for Patient Safety the Medical Director has overall responsibility for the 
strategic implementation of the Learning from Deaths policy and the processes within. 
The medical director is responsible for ensuring that outcomes are reported to the Trust 
board. 
 
Mortality Review Panel Members 
Ultimately the MRP will review all inpatient deaths 
Members of the mortality review panel are responsible for: 

 Attending a minimum of 2 panels per month in order to maintain experience and 
ensure reliability of approach. 

 Conducting panels in accordance to Standard operating procedure (Appendix 1) to 
ensure standardisation of output and consistency for attendees  

 Ensuring that the paper record of the panel is complete for each case to enable 
upload onto the MRT 

 Ensuring panels are conducted in a supportive and non-confrontational way to 
encourage participants to discuss cases in an open and transparent manner. 

 That in each case discussion there is a focus on: 
- Identifying opportunities to learn and improve. 
- An assessment of potential avoidability of death. 
- Any family or career concerns. 
- Any events that should trigger a SIRI or adverse incident report (which must 

be completed by the patient’s responsible team). 
- Patients with Learning Disabilities or who have died whilst under Mental 

Health Act Sections are reported appropriately. 
- Ensuring cases needing referring to the Coroner are appropriately 

identified. 
- Ensuring that cause of death is discussed prior to the team completing the 

required certification.  
 That all cases requiring further investigation are escalated appropriately and in 

accordance with Trust policy 
 Identifying themes and trends from mortality reviews and sharing these with the 

panel and through regular reporting to the Mortality Review Group.  
 

Bereavement Team 
Bereavement team are responsible for the administration of the daily MRP: 

 Collating the list of patients to be reviewed at the daily MRP and circulating this list 
to the MRP panel members for that day 

 Contacting the medical staff from the appropriate clinical team and advising them 
of their time slot 

 Ensuring that the medical notes, MRP record and other relevant documentation is 
available for the meeting 

 Entering the data from the MRP paper record onto the MRT following the meeting. 
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Clinical Service Centre (CSC) Chiefs of Service 
CSC mortality leads are responsible for ensuring that all departments and/or specialties 
within their CSC have robust processes in place to ensure that deaths where concerns 
have been identified are reviewed in a timely way, whether or not the case is reviewed at 
the MRP. The CSC Chief has responsibility for ensuring that the use of Structured 
Judgement review is adopted as the preferred methodology for detailed retrospective 
case record review in all departments and specialties, and that learning from reviews is 
shared both internally within the CSC and across the wider Trust, through strong 
Departmental and CSC Mortality Review Governance processes and through regular 
reporting to the Mortality Review Group. 
 
Clinical Directors (deputised to Mortality lead for specialty) 
Clinical Directors are responsible for: 

 Ensuring deaths in their department/specialty identified as requiring further 
analysis are reviewed in detail and, once trained, using the Structured Judgement 
review. 

 Deaths requiring investigation through the SIRI process are appropriately 
investigated. 

 Identifying clinicians to undertake the review.  
 Ensuring that patients’ families and carers are given the opportunity to be engaged 

with the review process, to contribute to the terms of reference of any SIRI, and 
are kept updated informed with the progress of the investigation and provided with 
the outcome of any review. 

 Ensuring that these cases are presented to the Departmental M&M meeting. 
 Ensuring all reviews are recorded on the MRT and that actions plans for 

improvement are developed and implemented as required. 
 Ensuring that findings from case reviews are evaluated and reported to specialty 

and CSC governance meetings. 
 Providing regular reports to the Trust Mortality Review Group, summarising: 

- Learning identified. 
- Action plans and progress against them. 
- Summary mortality data for the service. 

 
Senior Nursing Staff (Heads of Nursing) 
Senior nursing staff are responsible for: 

 Supporting nursing staff attendance at the Department M&M to encourage a 
multidisciplinary approach to learning. 

 Supporting nursing staff attendance at the daily MRP meeting to enable a more 
rounded multi-professional review of the case. 

 
Clinical Service Centre (CSC) Governance Leads (or nominated deputy) 
The Governance Leads are responsible for: 

 Ensuring that learning from deaths is discussed at all CSC SIRG/Governance 
meetings and shared with staff, and is a standing item on CSC Board meetings.  

 Triangulating local information from Mortality reviews, SIRIs and other safety 
learning event investigations, complaints and other patient feedback to identify key 
themes for the CSC. 

 Monitor the completion of action plans.  
 Support the CSC senior management team to ensure completion of any Duty of 

Candour requirements. 
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Consultants 
Consultant medical staff are responsible for: 

 Ensuring that an appropriate member of the medical team (one with some 
knowledge of the case) is made available to attend the daily mortality review panel 
to present cases and enable a detailed discussion of any potential issues  

 Supporting junior medical staff by discussing the case in advance of the meeting, 
in particular giving advice and direction on the proposed cause of death. 

 Where necessary attending the MRP to present more complex cases. 
 

Junior Medical Staff 
Junior medical staff are responsible for: 

 Attending the daily MRP as requested and on time. 
 Discussing the case with a senior member of the team prior to attending the MRP.  
 Providing an accurate summary of the case. 
 Raising any points of concern with the panel. 
 Completing the immediate actions after the panel, including: 

- Completion of death certification and other relevant documentation 
- Contacting the coroner’s office where necessary 
- Completion of Safety Learning Event forms as required 

 
Risk Management team 
The risk management team will escalate Safety Learning Event forms to external 
healthcare providers involved in cases where required. 

 
6. PROCESS 

 
The Trust policy is designed to ensure that all deaths are reviewed in order that any 
learning can be identified and shared. 

 
6.1. Cases requiring review will be identified by a number of routes including: 

 Cases identified as needing investigation at a primary independent review at 
the Mortality Review Panel (MRP) 

 Cases identified by the admitting team as requiring further investigation 
 All cases where death may be associated with a Serious Incident Requiring 

Investigation (SIRI) 
 Cases where the family, staff or other agencies have raised concerns about the 

care or treatment of the deceased 
 All cases where it is suspected that the death may have been avoidable, 

identified as such through the MRP or any other route. 
 Selected case series as directed by the Medical Director or the Mortality 

Review Group, related to mortality alerts, concerns regarding particular 
diagnostic groups or other focused investigations. 

 All deaths of patients detained under the Mental Health Act 
 All deaths in hospital of patients with Learning Disabilities 

 
6.2. Mortality Review Panel 

6.2.1. All deaths that occur within Portsmouth Hospitals NHS Trust are notified 
to the Bereavement team. Ultimately, all in-patient deaths in adults 18 
years and over will be reviewed by the Mortality Review Panel.  
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The panel will review cases as soon as possible after the death has 
occurred. In most cases that will be the following day but, especially after 
a weekend or public holiday, this may be delayed until the day after.  
 
The panel will review up to 9 cases per session (90 minutes). If there are 
more cases than can be accommodated in one session cases will be 
reviewed in the order that the death occurred, with the most recent 
deaths being reviewed on the following day. 
 
The panel will consist of at minimum  
 A member of the senior medical staff, usually a consultant but may 

be a trained senior registrar (following a period of training and with 
approval of the medical director). 

 A senior nurse. 
 

All new panel members will attend a minimum of 3 sessions to observe 
the process and learn from more experienced staff prior to joining the 
rota as independent reviewers 
 
Each case will be allocated a time slot of 10 minutes. Medical staff will 
be contacted by the bereavement team in the morning and given their 
time to attend. Junior medical staff should attend promptly and be 
prepared to present a short summary of the case.  

 
6.2.2. The panel members will discuss the case with the medical staff with the 

aim of identifying: 
 Any concerns or issues that suggest a more in depth review is 

required. 
 Any issues that should be reported. 
 Internally, via Safety Learning Event form. 
 Externally, to partner organisations or other healthcare providers 
 Any exemplary practice. 
 All learning points that the case highlights, including near-miss 

incidents or positive events. 
 The cause of death. 
 The co-morbidities. 
 All deaths where the cause is uncertain and therefore discussion with 

the coroner’s office is required. 
 All deaths that must be reported to the coroner. 
 An assessment of avoidability of the death, using the 6 point Hogan 

avoidability scale (Appendix 2), will be made and recorded. 
 

The panel members will ensure that all of the above is recorded clearly 
and legibly on the paper record sheet and that any external updates 
required are recorded on the MRP summary sheet. 

 
6.2.3. In the case of deaths where there is no cause for concern, no learning 

points identified and where there is no evidence that the death was 
avoidable (avoidability scale is assessed as 4, 5 or 6), the first stage of 
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the MRT is completed and no further action is required. The process for 
death certification should be completed in accordance with Trust policy. 

 
6.2.4. Feedback to external parties will be completed by the senior nursing 

team. A Safety Learning Event form (SLE) should be completed for any 
case where there is concern relating to the actions or omissions of 
another healthcare provider. The ‘external agency’ box on the SLE form 
should be ticked. In addition, feedback on cases involving partner 
agencies will be provided using QUASAR (CCG Quality Surveillance and 
Reporting system). Feedback or concerns relating to non-NHS or non 
local services can be completed by the Risk Management team.  

 
6.3. Deaths where concerns are identified 

6.3.1. All deaths where concerns are raised should be considered in relation to 
whether they meet the criteria for reporting as a Serious Incident 
Requiring Investigation. The threshold for reporting should be low, as 
events can be downgraded if it is decided later that they do not meet the 
criteria. 

 
6.3.2. Deaths that will always require reporting as a SIRI include (but are not 

limited to): 
 Unexpected deaths. 
 Deaths deemed to be potentially avoidable- where appropriate 

action/intervention could have prevented the death, whether they 
have been reviewed by the MRP or not. 

 All deaths assessed by the MRP as Grade 1-3 on the Hogan 
avoidability scale. 

 Deaths following an inpatient accident or injury where the accident or 
injury contributed to the death. 

 Death of a patient under detention (Mental Health Act). 
 Actual or alleged abuse where 

- healthcare did not take appropriate action/intervention to 
safeguard against such abuse occurring; or 

- where abuse occurred during the provision of NHS-funded care 
 A Never Event. 
 Any death where actual harm has been identified, irrespective of its 

contribution to death. 
 

6.3.3. In addition, deaths where the patients’ family members or carers have 
raised concerns about care or treatment, or where there appears to be 
system wide learning, should be considered for reporting as a SIRI. 

 
6.3.4. Deaths should be reported by the medical team responsible for the 

patient by completing a Safety Learning event form and recording the 
severity ‘Death-caused by the event’. This will trigger the SIRI process 
which should then be followed according to the Trust policy on managing 
Serious Incidents Requiring Investigation. 

 
6.3.5. Deaths where concerns are raised, or where there are issues requiring 

further review to identify learning, but where the threshold for reporting 
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as a SIRI is not met should be reviewed through the Departmental 
Morbidity and Mortality review process (section 6.3).  

 
6.4. Departmental Morbidity and Mortality review 

 
6.4.1. In the case of deaths where there are concerns, learning points have 

been identified and/or there is evidence that the death was potentially 
avoidable, the first stage of the MRT is completed and the M&M lead for 
the department or specialty is notified. This must include all cases with 
an avoidability scale rated as 1, 2 or 3, but may also include cases with a 
rating of 4-6. 

 
6.4.2. All deaths identified this way will undergo an in-depth case review. 

Ultimately the Trust preferred methodology for retrospective case 
reviews will be the Royal College of Physicians Structured Judgement 
Review (SJR). This is a validated methodology for reviewing cases 
identified as needing in-depth review. Capability and capacity to 
undertake reviews using this methodology will be developed and 
maintained across PHT services, but until this capability is embedded, 
rigorous the Department Morbidity and Mortality (M&M) reviews in their 
existing format will continue to be the forum for case reviews. Ultimately 
the use of SJR will provide assurance that in depth case reviews are 
carried out to a rigorous and consistently high standard. 

 
In-depth case reviews may take the form of: 
 A departmental M&M review (current process but will be replaced). 
 A departmental review by staff trained in using the Structured 

Judgement Review process. 
 An independent review by staff trained in using the Structured 

Judgement Review process. This may be an internal PHT review (by 
a clinician from another service) or an external review by a clinician 
from outside the Trust in occasional cases where this may be felt to 
be necessary. 

 
If a SIRI has been reported this investigation may run concurrently, or a 
decision may be made to await the outcome of the SIRI prior to 
undertaking further review using the SJR process. 

 
6.4.3. In some cases the Structured Judgement review may identify issues or 

concerns that suggest that a serious event has occurred that has not yet 
been logged as a SIRI. In this situation the SIRI process should be 
initiated as above (section 6.24) 

 
6.4.4. All cases that have been reviewed must be presented at the 

Departmental M&M meeting. M&M meetings should be multi-disciplinary 
and open to all levels of staff to maximise and promote learning from 
deaths. Learning points will be clearly identified and recommendations of 
actions required to address these proposed. An action plan should be 
agreed at the M&M meeting. This must be recorded and shared at both 
Departmental and CSC Governance committees and included in the 
Departmental report to the Mortality Review Group 

201



Title of Policy : 
Version: 
Issue Date: 
Review Date:   (unless requirements change)    
  Page 13 of 21 

 

 
6.4.5. Stage 2 of the MRT, ‘Departmental M&M’ must be completed, clearly 

indicating the agreed avoidability of the death and any learning points. 
The MRT must be completed after each in depth case review, and will 
form the record of that review (including SJR). Conclusions and learning 
identified must always be recorded 

 
6.5. Death of a patient with Learning Disabilities 

 
6.5.1. Deaths of patients with a learning disability should be reviewed via the 

same process as all inpatient deaths with the following additional 
notification requirements  

 
6.5.2. The death of any person with a learning disability whilst an inpatient 

must be reported to the Learning Disabilities Mortality Review (LeDeR) 
Programme. Deaths are reported through the LeDeR website 
http://www.bristol.ac.uk/sps/leder/notify-a-death/ and by completion of an 
online form. This should be completed by a member of the medical team 
caring for the patient at the time of their death.  

 
6.5.3. The Associate Director of Quality and Governance should be informed 

by email of all deaths of patients with a learning disability 
 

6.6. Death of a patient subject to detention under the Mental Health Act 
 

6.6.1. The deaths of a patient detained under the Mental Health Act must be 
reported to the CQC. In the first instance these cases should be reported 
using a Safety Learning Event form and in all cases consideration should 
be given to investigating these deaths using the SIRI framework. In all 
cases where the death may have been due to problems in care, or may 
have been self-inflected, a SIRI investigation will be instigated. (See 
section 6.22) 

 
6.7. Death of an infant or child   

 
6.7.1. The deaths of all patients, including infants and children must be 

reviewed, however the Royal College of Physicians' structured 
judgement review (SJR) methodology is intended for use in adult 
inpatients only. Infant or child (under 18) death reviews should be 
undertaken in accordance with national guidance, ‘Working Together to 
Safeguard Children’ 
https://www.gov.uk/government/publications/working-together-to-
safeguard-children This states that, in addition to any hospital morbidity 
and mortality review or investigation, a review must undertaken by the 
Child Death Overview Panel, a multi-agency, multi-disciplinary panel 
convened by and responsible to the Local Safeguarding Children’s 
Board. Reviews into the death of a child follow a specific process 
(Appendix 3) and are reported and recorded in accordance with the 
Working together to Safeguard Children guidance.  See Appendix 3 for 
the process for review of Infant and Child deaths. 
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6.7.2. The Department of Health, Department for Education and NHS England 
are currently developing new national guidance on reviewing child 
deaths, and will publish this towards the end of 2017. This policy will be 
updated to include recommendations from this guidance once published. 

 
6.8. Stillbirths and Neonatal deaths  

 
6.8.1. As the national Standardised Peri-natal Mortality Review Tool is 

developed this will be the mechanism for investigation of stillbirth and 
neonatal death.  In the meantime, all still births and neo-natal deaths will 
be investigated following Trust and National guidance.  These will be 
reported through the quarterly reports to Trust Board. 

 
6.9. Maternal deaths  

 
6.9.1. Deaths in Maternity will always be investigated as part of the 

MBRRACE-UK program and will be reported as a SIRI.  These will be 
reported through the quarterly reports to Trust Board. 

 
6.10. Governance arrangements 

 
6.10.1. It is essential that there is oversight of the mechanisms within this 

process to ensure robust reviews of deaths are being undertaken in all 
departments and specialties of the Trust and that learning points are 
recognised, appropriate actions identified and put in place, and that 
these are shared widely across the organisation and, where appropriate, 
the wider health system. 

 
6.10.2. Overarching responsibility and oversight of the process will sit with the 

Trust Clinical effectiveness and Mortality Steering Group (CESG), a sub-
group of Trust Governance and Quality Committee. 

 
6.10.3. It is proposed that a new Mortality Review Group (MRG) is established, 

reporting into the Trust Governance and Quality Committee. The 
purpose of this group is to ensure that processes around mortality review 
and learning from deaths are robust and that learning is recognised and 
shared. The proposed group will be multi-professional and have standing 
representation from local commissioning bodies, who will be asked and 
encouraged to participate in the mortality review process at all stages. 

 
6.10.4. CSC governance committees should oversee their departmental 

/specialty M&M meetings and ensure that regular reports, including 
learning, action plans and progress reports on these actions, from these 
meetings are presented and reviewed at the MRG. 

 
6.10.5.  There will be quarterly reporting to the Trust Board which will include 

details of: 
 Total numbers of inpatient deaths. 
 Numbers of deaths subject to primary independent review (MRP). 
 Numbers of deaths subject to an in-depth Departmental or external 

case-review.  
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 Of cases reviewed, numbers of deaths assessed as being other than 
unavoidable. 

 Of deaths reviewed, numbers of deaths assessed as being more 
likely than not due to problems in care. 

 Numbers of maternal deaths. 
 Numbers of neonatal deaths. 
 Numbers of stillbirths. 

 
6.10.6. From June 2018 the Trust’s Quality accounts will include a summary of 

the data published. 
 

6.11. Bereaved Families and Carers 
 

6.11.1.  The views and concerns of bereaved relatives and carers are important 
to the Trust and concerns raised about the care and treatment of the 
deceased should act as one of the triggers for a case review or possibly 
a SIRI. In all cases where a death is the subject of a SIRI investigation 
the families views should be sought at the start of the investigation and 
questions they may have incorporated into the terms of reference for that 
investigation. All Trust staff involved in the care or support of bereaved 
relatives and carers must engage with them in a meaningful and 
compassionate manner and ensure that any concerns they have are 
heard, recorded and reported via the mortality review process. The key 
principles laid out in the National Quality Board ‘National Guidance on 
Learning from Deaths’ (2017) should be adhered to by all staff involved. 

 
7. TRAINING REQUIREMENTS 

 
Staff who become members of the daily Mortality Review Panel must attend a minimum 
of 3 sessions to shadow existing members prior to attending as a regular participant. 
 
Panel members should read and be familiar with the content of this policy and the 
standard operating procedure for the MRP. 

 
Staff undertaking case reviews will be trained in the use of the Royal College of 
Physicians Structured Judgement Review. Interested staff will attend regional ‘Train the 
trainer’ sessions commencing in September 2017. These staff will then work with 
colleagues in other organisations to provide training to clinical colleagues to support the 
development of sufficient capability and capacity to use this as the preferred methodology 
for all deaths where a case review is required. 

 
8. REFERENCES AND ASSOCIATED DOCUMENTATION 

 
National Guidance on Learning from Deaths : A Framework for NHS Trusts and NHS 
Foundation Trusts on Identifying, Reporting, Investigating and Learning from Deaths in 
Care (March 2017). 
 
NHS Improvement: Implementing the Learning from Deaths framework: key requirements 
for trust boards (July 2017). 
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Royal College of Physicians: Using the structured judgement review method.  A guide for 
reviewers (2016). 
 

9. EQUALITY IMPACT STATEMENT 
 

Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff 
reflects their individual needs and does not discriminate against individuals or groups on 
any grounds. 
 
This policy has been assessed accordingly 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  
They are beliefs that manifest in the behaviours our employees display in the workplace.  
Our Values were developed after listening to our staff.  They bring the Trust closer to its 
vision to be the best hospital, providing the best care by the best people and ensure that 
our patients are at the centre of all we do. 
 
We are committed to promoting a culture founded on these values which form the ‘heart’ 
of our Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all times. 

 
10.  MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 
 

This document will be monitored to ensure it is effective and to assurance compliance. 
 

Minimum 
requirement  

to be 
monitored 

Lead Tool 
Frequency of 

Report of 
Compliance 

Reporting 
arrangements 

Lead(s) for acting 
on 

Recommendations 

Quarterly 
reporting to 
Trust Board 

Medical 
Director 

Mortality 
Review 
Tool 

Quarterly Policy audit  
report to: 
 Mortality 

Review Group. 

Medical Director 

Usage of 
Mortality 
Review Tool by 
Departments 

Medical 
Director 

Mortality 
Review 
Tool 

Quarterly Policy audit  
report to: 
 Mortality 

Review 
Group. 

Medical Director 
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Appendix 1: Mortality Review Panel Standard Operating Procedure 
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Appendix 2: Hogan avoidability scale 
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Appendix 3: Process for review of Infant and Child deaths 
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Equality Impact Screening Tool 

To be completed and attached to any procedural document when submitted to 
the appropriate committee for consideration and approval for service and 

policy changes/amendments. 
 

Stage 1 -  Screening  

Title of Procedural Document: Learning from Deaths 

Date of Assessment 29 August 2017 Responsible 
Department Governance 

Name of person 
completing 
assessment 

John Knighton  Job Title Medical Director 

Does the policy/function affect one group less or more favourably than another on the 
basis of : 

 Yes/No Comments 

 Age No  

 Disability 
Learning disability; physical disability; sensory 
impairment and/or mental health problems e.g. 
dementia 

No  

 Ethnic Origin (including gypsies and 
travellers) 

No  

 Gender reassignment No  

 Pregnancy or Maternity No  

 Race No  

 Sex No  

 Religion and Belief No  

 Sexual Orientation No  

If the answer to all of the above questions is 
NO, the EIA is complete. If YES, a full impact 
assessment is required: go on to stage 2, 
page 2 

 

N/A  
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More Information can be found be following the 
link below 
www.legislation.gov.uk/ukpga/2010/15/contents 

 
 
 
 

 

Stage 2 – Full Impact Assessment 

What is the impact Level of 
Impact 

Mitigating Actions 
(what needs to be done to 

minimise / remove the 
impact) 

Responsible 
Officer 

N/A 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level 
 

Specialty Procedural Document:  Specialty Governance Committee 
Clinical Service Centre Procedural Document: Clinical Service Centre Governance 
Committee 
Corporate Procedural Document: Relevant Corporate Committee 

 
All actions will be further monitored as part of reporting schedule to the Equality and 
Diversity Committee 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 151/17 
        Enclosure Number: (10) 

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 July 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  13th July 2017 
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PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – August 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 £1,483,000 as at 31st July, 2017.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £60,000, including the following items of note:  
· Breast Care Chartable fund received a corporate donation of £5,000 
· Bubbles Charitable fund raised £10,000 by organising a fundraising event 

in July and received a corporate donation 
 
3. Charitable Expenditure 

 
During the month, expenditure of £89,000 was processed, including the 
following items of note: 
· Cancer Services Charitable fund spent £40,000 on medical equipment  

 
4. The Rocky Appeal 

The Rocky appeal needs to raise £425,000 to complete its appeal in June 
2018.  

 
5. Investments 

The only investment held is with CCLA of £123,000. 
  
6. Fundraising 

 
· WardWalk Update 
We are pleased to say that the May 2017 WardWalk has raised £12,634 after 
cost. 

 
· Children’s Bubbles Summer Fayre 
The hospital held its first fayre on site in approximately 45years to raise funds 
for the Paediatrics Unit on 16th July.  We saw around 500 visitors including 
children and adults from the wards and raised £4,697. 

 

   

 

212



  
 

· Kingsfest in July raised £3,122 for Rheumatology 
· Paediatrics Emergency Department are the chosen charity for Sainsbury’s 

Waterlooville July 17 to July 18.  The department are raising funds for a 
portable interactive floor to help engage children and assess their physical 
conditions 

 
7. Other News 

June and July saw 21 press releases being publish for the charity. June was 
PURDAH and therefore meant we were unable to send press releases out. 
· 8 in The Portsmouth News – 37,257 print readers 
· Wave 105 Events (web)– reaches 40,000 each week (Portsmouth based 

radio station) 
· 5 in About My Area – 15 – 35,000 online readers 
· 4 The Meon News- 52,500 readers 
· 1 Hampshire Chamber Business News- 13,000 readers 
· 1 visit-Hampshire (no target figures available) 
· 2 UK Local.net (no target figures available) 
 

8. Social media support  
· Facebook followers: 1,245 
· Twitter followers: 1,110 
· LinkedIn: 72 

 
9. Coming up events 

· Golf Day, Ageas Bowls, Southampton – 7th September 
· Great South Run -  22nd October 
· Make you Will Month – Throughout October (three solicitors taking part 

in four locations) 
 
 
Sabeena Shetty 
Accountancy Technician 
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TRUST BOARD PUBLIC – SEPTEMBER 2017   Agenda Item Number: 153/17 
        Enclosure Number: (11) 

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 ASR Clinical Service Review 
· Prioritisation of Projects  
· Support services projects: Pharmacy and Back Office 
· Mainland Partner Projects:  Wave 2 Capital Bids update,  

Spinal/ Orthopaedics, Renal and RTT 
· Approval of Memorandum of Understanding  

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 

Solent Acute Alliance Steering Group 10.07.17 
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Solent Acute Alliance Steering Board Meeting 
10 July 2017 

Southampton General Hospital:  Chair – Peter Hollins 
Minutes of the Meeting 
 

Action 
Holder 

1. Welcome, introductions and apologies 

 Present: 
Peter Hollins-Chair, UHS;  Fiona Dalton-CEO, UHS, Lead Exec SAA;  Tim Powell-
Interim CEO, PHT;  Simon Ward-Associate MD, PHT;  David French-CFO, UHS; 
Derek Sandeman-MD, UHS,  Tristan Chapman-Programme Director SAA; 
Sarah Turner-Programme Lead SAA (Minute taker). 
 
Dialling In:  Dial in facilities did not work. 
Eve Richardson-Chair (IOW), Jon Burwell-Director of Strategy (IOW) 
 
Apologies: 
Ian Carruthers-Chair (Stepped Down).  Mark Nellthorp-PHT Deputy chair to be 
invited to Chair SAA.  Maggie Oldham-Interim CEO, IOW;  John Knighton-MD, PHT;  
Mark Pugh-MD, IOW;  Richard Samuels-CO, STP. 

 

 

 

 

 

 

 

FD 

2. Review of minutes and actions 09.06.17 
 Minutes agreed and recorded as a true and accurate representation of the 

meeting. 
Action log addressed at the end of the meeting, picking up on items first through 
the agenda.  All actions discussed.   

 

3. IOW  Acute Service Review update (JB) 
 JB: Due to lack of teleconference facilities JB/ER were unable to dial into the 

meeting therefore provided the Board with a text update. 
IOW has developed a presentation.  JB to send this presentation to the PMO team. 
This is to be distributed to SAA. 
On 20 July 2017 ASR is going to present the draft blueprint, summary modelling 
and next steps to the Local Care Board.  SAA to await outcome from the meeting. 
There are still some quick wins identified.  Whilst these are in progress and more 
fulsome opportunities explored, JB asked if Alliance partners would consider risk 
sharing on interim arrangements.  The Board felt this would not be appropriate.  
The SAA requested that the Island demonstrate they have evaluated the service in 
detail and are clear about their "ask" to the SAA.  SAA can’t have a view without 
this detailed information. 
 Mark Pugh taking over leadership of the ASR going forward.  Post meeting note:  
Mark Pugh will taking over from Jon Burwell as the executive lead for the ASR (TC). 
Chair requested the CEO’s have a meeting prior to the September Board to agree 
the way forward with the IOW and review the priorities of the Alliance. 
FD to organise a CEO meeting – prior to 29 July 2017 

 
 

JB/TC 
 
 
 
 
 
 
 
 
 
 
 
 
 

FD 
4. Prioritisation of Projects  
 ST presented the Prioritisation Paper to the Board. 

Discussion took place regarding the findings and next steps. 
Strong links identified with Orthopaedics and Spinal with opportunities to 
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repatriate work from the private sector, integrate with the triage service across the 
system and strongly supported by commissioners as orthopaedics being an outlier 
in terms of finances and demand.  RS held talks with multi commissioners around 
orthopaedics. 
Strong opportunities with Radiology.  All organisations share the same IT system, so 
there is the ability that staff would be able to work remotely.  Need to support in 
terms of On-Call and OOHs (FD). 
Chair raised concerns about the PMO having the resource to take on extra projects. 
DS also raised concern about the impact on clinical and managerial teams if 
agreeing to take on more projects (DS).  
The Chair proposed the focus, for the current time being, should be on what the 
two Trusts can do together with priority on delivering spinal/orthopaedics. 
Radiology should be the next priority after orthopaedics.  Start scoping activity to 
progress radiology. 
Discussion took place around Plastics and the service provided PHT.  Concern was 
highlighted, regarding the capacity of the workforce and its viability for the future 
(SW). 
It was recognised that all four projects have their merits, there is not the resource 
at this point to develop the project areas further, it is also dependent on what the 
ask of the ASR will be.  To review the situation at the September Board as to what 
projects to start and available capacity 

 
 
 
 
 
 
 
 
 
 
 

 
PMO 

 
 
 
 
 
 

PMO 

5. Support service projects:  Pharmacy and Back Office  
 Pharmacy 

TC updated on pharmacy.  Positive roundtable event for Aseptics.  Opportunity as 
to how this might be provided across the system.  This project requires more 
scoping going forward. 
Distribution centre:  Pharmacy transformation Board asked for a formal letter of 
support from PHT requiring formal sign off by the executive team before moving 
forward with Akeso because of the potential financial impact, particularly the 
capital investment.  Once this has been received then instruction can be given to 
Akeso.  TP to close this by the end of the week  (14 July 2017) 
 
Back Office 
Presentation by David French on UHS Back Office plan. 
RS has asked SJ to develop an STP approach to back office.  LDS’s are also 
progressing work on Back Office.  SAA are also doing work in relation to Back 
Office.  The SAA need to make sure there is not a duplication and ideally it should 
be co-ordinated across the STP (TP) 
TC updated the Board on the request for organisations to provide a plan for the 
Board to understand how they were going to reach the Carter 6%.  The second 
phase was to identify if any organisation could provide offers of support to Alliance 
partners.  The UHS view is to understand where have we got to; what are we doing 
to achieve 6% and what can we do to support each other. 
The chair asked the Board as to what would make sense for the SAA to do? (PH) 
TC responded it would be more logical to work incrementally.  The IOW is an 
outlier currently and would potentially benefit from support the Alliance 

 
 
 
 

TP 
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organisations could offer. 
For the next meeting, Alliance partners should consider the offer from UHS as 
outlined in the presentation and provide a formal response to UHS at the Sept 
Board meeting.  PHT /IOW build a list they wish to ask for and offer to Alliance 
partners and present to the Sept Board meeting for consideration. 

 
ALL 

 
 

6. Mainland Partner Projects:  Wave 2 Capital Bids update,  Spinal/ Orthopaedics, Renal  and RTT  

 Wave 2 Capital Bids.    
TC explained the feedback from the STP DoF group regarding Wave 2 capital bids 
and pointed areas of note on the prioritisation table.  DF explained that the ASR 
was ranked 3 because it was a placeholder marker and lack detail.  It would be 
regarded as priority 1 or 2 when the relevant information is available. 
The Board agreed that Theatres would not be an Alliance project any more but 
the responsibility of each organisation.  PMO to inform organisations. 
The Pharmacy team need to update their bids in readiness for future submission. 
 
Renal presentation:  Rob Lewis/James Adams 
Provided background, current situation and future opportunity and developments.  
Model is patient centred, 7/7 service providing equity of service looked after by 
renal specialists.  Clinical model update paper has been sent out to all parties and 
agreed. Financial/contracting modelling in progress, potentially 6 options for 
discussions is in development.  A 7/7 service would need investment from UHS to 
move from 5/7 to 7/7 to improve quality outcomes for patients. 
The Chair requested that any problems were resolved quickly.  The Board 
confirmed that the Alliance agreed that any project would not disadvantage any 
organisation.  RL confirmed a start date of March 2018 could be achieved.   
The Board requested that a finalised document agreeing the clinical model, 
finances and the contractual situation be brought to the September meeting.  
 
Spinal/Orthopaedics 
DS confirmed the Alliance is still aiming for the Oct 17 start date.  Capacity of 
transfer spinal work is intrinsically linked with orthopaedics going off site to PHT in 
order for UHS to take Spinal.  There are concerns around this aspect and who owns 
the ongoing care at PHT.  Current proposal is with MD at PHT.  By moving a range 
of elective orthopaedics from UHS this provides the opportunity for PHT to be a 
major joint centre.  Spinal move from PHT to UHS is dependent on orthopaedics 
capacity being provided at PHT.   
TP to pick up with JK when he is back on Mon 17 July. 
FD/TP to discuss next week with MD and clinical leads before 30 July 2017 
 
RTT 
The requested lists have not arrived from providers detailing request for support 
and offers of support.  Currently placing a governance process around the project, 
developing Task and Finish Groups with COO oversight. 
The Board requested a plan of what has been done and the metrics aligned to it 
for the next meeting. 
 

 
 
 
 
 

PMO 
 

PMO 
 
 
 
 
 
 
 
 
 
 
 

DF 
 
 
 
 
 
 
 
 
 
 

TP 
FD/TP 

 
 
 
 
 

TC 
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7. Approval of Memorandum of Understanding 
 The Board approved the Memorandum of Understanding subject to any feedback 

from the IOW.  ST to confirm with IOW. 
ST 

8. AOB 
 None 
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TRUST BOARD PUBLIC – SEPTEMBER 2017                Agenda Item Number: 154/17 

                  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 meeting 
 
The full Council of Governors met on 11 July, when the following items were 
discussed: 
 
The Head of Employee Resourcing and Workforce and Planning Information 
Manager delivered a presentation which sought to explain how each of the Workforce 
areas which had been rag rated as ‘red’ within the Integrated Performance Report 
were being addressed: 
 
The Executive Director, Emergency Care provided an update on the progress of the 
ongoing Emergency Care pressures facing the Trust, which followed on from his 
presentation to the Governors in January: 
 
The Chairman reported The Chairman explained that his position was one of interim 
and that a process was in place to recruit a permanent Chairman, with a closing date 
of first week in September.  
 
The Chief Executive confirmed that he would expect the CQC report to be available 
to the public by end of July/early August.  
 
A second visit to the IDS had been arranged for the Governors on 16 August, which 
included a visit to a local Care Home.  
 
Consideration was given to the topic for the Autumn Public Constituency Meetings in 
October and November, although a decision had yet to be made. 
 
Other Recent Business: 
 
The Governors were invited to sit on a panel to judge healthcare innovations from 
Portsmouth Hospitals NHS Trust staff (empowering staff to implement changes to 
improve patient care and staff experience) on 25 September. 
 
The Governors were asked if they would like to volunteer to assist in the Care Quality 
Reviews on 17 July. As a volunteer, they would review care and treatment in clinical 
settings by speaking with patients, relatives and staff, supported by clinical review 
staff.   
 
The Governors were formally introduced to Mark Cubbon, the new Chief Executive, 
on Friday 25 August. 
 
Planning & Performance Trust Advisory Group 
 
The Planning and Performance TAG had not met since 6 June. 
 
Best Hospital, People & Care Trust Advisory Group 
 
The Best Hospital, People & Care TAG had not met since 23 June. 
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TRUST BOARD PUBLIC – SEPTEMBER 2017     Agenda Item Number: 155/17 
         Enclosure Number: (13) 

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: 
 
Charitable Funds Committee 

- 11th May 2017 
 
Council of Governors Meeting 

- 18th May 2017 
 
Governance and Quality Committee 

- 8th May 2017 
- 13th July 2017 

 
Risk Assurance Committee 

- 15th June 2017 
- 20th July 2017 

 
Finance and Performance Committee 

- 29th June 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/ N/A 
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Risk Register Reference 

Risk Description N/A 

CQC Reference N/A 

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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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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 MINUTES OF THE FIFTY SEVENTH MEETING OF THE COUNCIL OF GOVERNORS  
OF PORTSMOUTH HOSPITALS NHS TRUST 

 
Thursday 18 May 2017 

 
10.30am – 13.00pm 

 
Oasis Centre, Queen Alexandra Hospital, Southwick Hill Road,  

Cosham, Portsmouth, PO6 3LY 
 

PRESENT:  
  
Public – Fareham & Gosport: 
Richard Mackay 
Mary Sheppard 
David Gattrell  
 
Public – Havant & East Hampshire: 
Ernie Wells  
Roland Howes 
Jocelyn Booth    
 

Public – Portsmouth City: 
Robin Lander-Brinkley 
Lez Ward 
 
 
Patient/Carer: 

Appointed Governors: 
Elizabeth Kerwood- Fareham & Gosport and SE Hants CCG 
Norman Robson - West Sussex  
Adel Resouly – SE Hants CCG 
Cllr Luke Stubbs - Portsmouth City Council 
 

Staff Governors : 
Jayne Jempson (part)  
Les Jones  
 
 
 

IN ATTENDANCE: 
Sir Ian Carruthers - Chairman 
Peter Mellor – Director of Corporate Affairs 
Paul Thomas – IDS Lead 
Dawn Humphrey - Personal Assistant to Council of Governors (Minutes)  
 
APOLOGIES: 
Ken Thompson –  Portsmouth City 
Cllr Peter Edgar – Hampshire County Council 
Richard Thelwell - University of Portsmouth 
Robin Marsh – Patient/Carer 
Sarah Edmonds – Portsmouth City 
 
DID NOT ATTEND: 
Frances Bates – Havant & East Hampshire 
Cdre Inga Kennedy - RN 
 
23-17 DECLARATIONS OF INTEREST 

The regular declaration of interest was recorded for Richard Mackay. 
 

24-17 MINUTES OF THE PREVIOUS MEETING 
It was agreed that the Minutes of the meeting held on 27 March 2017 were a true and accurate 
record. 
 

25-17 MATTERS ARISING / ACTION GRID 
 
Outpatient Check in Data 
The Director of Corporate Affairs explained that there had been concern that the data collected 
within the Outpatient Check-in booths was not being used as it had been intended. The Chairman 
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had asked him to review the original Business Case, which had revealed that the intention had 
been to examine the output of outpatient clinics, to assist in the planning of consultants work plans 
and their work load. However, with no dedicated resource available, this had not happened.  The 
Director of Corporate Affairs promised to meet with the Chief Operating Officer to investigate further 
and provide the Governors with an update on progress.  
 
Ernie Wells suggested using the services of a company who analysed the movements of patients 
and staff within the hospital, which had been trialled in other Trusts.  The Director of Corporate 
Affairs pointed out that this appeared to be similar to the ‘One Stop Clinic’. However, the Chairman 
asked Ernie Wells to provide some further information, which the Director of Corporate Affairs 
would look into. 
Action: Director of Corporate Affairs  
     
IDS/D2A 
The Governors were disappointed that the information promised by Suzanne Hogg, following the 
last meeting on 27 March, had yet to be received, despite several reminders. The Director of 
Corporate Affairs had escalated this to Paul Thomas, the IDS Lead, who assured him that this 
information would be provided to them at the meeting today. 
Post meeting note: The information referred to above was provided by Paul Thomas and 
emailed to the Governors on 19/5/17. 
 
Cllr Luke Stubbs was keen to meet with the IDS Service to discuss their working practices, from a 
local authority perspective. The Chairman suggested that he arrange this with Paul Thomas when 
he attended the meeting today. 
 
The Chairman briefed the Governors on the local healthcare system’s commitment to reducing 
the number of Medically Fit for Discharge (MFFD) patients within the hospital from 270 to 100, and 
to never to have more than 100 people who are MFFD in the hospital again. The Implementation 
Plan had already begun, with both Solent and Southern Healthcare recruiting to provide a trained 
workforce to resolve this problem. Once finalised, he would ensure that the Governors were 
provided with a copy of the business case and that it would be reviewed at a future meeting. 
  
The Governors repeated their concerns over the IDS/D2A data, its key success factors and how 
they were to be measured. The Chairman outlined that the key success factors were: a reduction of 
people in the hospital, swift flow through the hospital, which would impact on our mortality rate and 
one joint funding plan, with a process in place to achieve that.  
 
Outpatient Phlebotomy Service 
Although Richard Mackay had been provided with the latest detail of the provision of this service, he 
was disappointed to note that it contradicted that which was actually available. However, Elizabeth 
Kerwood confirmed that she had since arranged for the Commissioners to work with the Trust to 
produce a new publicity leaflet for this service. The General Manager for Clinical Support, Allison 
Fitzsimmons, had overall responsibility for Outpatient Phlebotomy and the Chairman asked the 
Director of Corporate Affairs to follow this up with her. 
Action: Director of Corporate Affairs 
 
All remaining actions had been completed and therefore removed from the grid. 
 

26-17 CHAIRMAN’S REPORT 
 
This item was taken out of turn: 
 
 
Norman Robson asked the Chairman for an update on how the Vascular Services were settling in 
and also the progress with the Sustainability and Transformation Plan.  
 
Vascular Service 
The Chairman updated that during the transition of the change of service for Vascular, from 1 April, 
no concerns had been raised and that the service appeared to be working effectively.  There would 
however, be a review of the service in 2-3 months.  
 
Emergency Department 
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The Chairman reported that the Emergency Department continued to be challenged and reiterated 
that the three most important areas which needed to be addressed were the plan, an improvement 
internally with simple discharges and the reduction in the length of stay of those patients who had 
been in hospital for 7 days or more. 
 
Care Quality Commission (CQC) Inspection 
The Chairman briefed the Governors on the outcome of the most recent CQC inspection. The CQC 
had indicated that significant improvements needed to be made in the care of patients with mental 
health problems, presenting to the Emergency Department, and the risk to that group of patients, as 
well as general overcrowding in the department. They had focussed on the safeguarding 
arrangements for those requiring care under the new Mental Health Capacity Act and the Trust had 
been issued with a Section 31 notice. Discussions were underway with Solent Healthcare, which 
would see a team of their staff coming into the hospital to carry out a complete review of the care 
provided for patients suffering with mental health problems whilst in hospital.  
 
Les Jones asked how the overcrowding in the Emergency Department could be improved within the 
confines of the current configuration. Whilst the Chairman recognised that the current layout of the 
department was not ideal, particularly in terms of flow, there was now external support for the re-
development of the Emergency Department and a business case would be submitted through the 
STP seeking the capital to enable this to happen. The Director of Corporate Affairs reminded that in 
the initial stages of the PFI in 2008, the Emergency Department had only just been redeveloped 
and so at that point, had not been scheduled for modernisation.   
 
Les Jones asked if patients attending the Emergency Department, having taken an overdose, were 
assessed for mental capacity and if they were automatically referred to the Mental Health service. 
Adel Resouly confirmed that a patient would be admitted, treated, and then assessed by a member 
of staff with psychiatric training at a later date, unless it was felt that they were a danger to 
themselves or to others. 
 
The Director of Corporate Affairs reminded that with regards to the numbers of patients coming to 
the Emergency Department, the focus of the presentations given by the Director of Emergency 
Care at the recent Public Meetings, had described how the local healthcare system was trying to 
identify alternative interventions so that a patient would not have the need to come to the 
Emergency Department. 
 
Cllr Luke Stubbs asked if the number of patients coming to the Emergency Department because 
they could not get a GP appointment had significantly contributed to the problem. The Chairman 
answered that there was a multiplicity of reasons for the increase in numbers, but that the number 
of those coming because of difficulties in accessing a GP appointment would be significant. The 
department had been built to accommodate about 250 patients but was now regularly seeing 350-
400 patients per day. 
 
Jocelyn Booth asked if the age range of patients coming into hospital had altered. The Chairman 
felt that nursing homes sometimes admitted patients at the end of their life inappropriately. 
However, Elizabeth Kerwood reassured the Governors that the CCGs were working with nursing 
homes to ensure that each patient had an agreed care plan. There was attention being given to 
identify alternative options. She also highlighted the recent work in the community around Dying 
Matters week. 
 
 
Financial Position 
The Chairman reported that the year had ended with a £17.8m deficit, which had been a small 
improvement on the previous year. A different set of contractual arrangements had been agreed for 
2017/18 and there was a degree of optimism that this would enable us to deliver a financial 
balance, provided that we successfully enacted the business plan for the MFFD patients. 
         
Strategic Transformation Plan (STP) 
The Chair described in some detail the proposed phases of the plan, which sets out different 
themes across Hampshire and the Isle of Wight. An Accountable Care System was being 
established which would see Hampshire and the Isle of Wight dividing into five local delivery 
systems for the purpose of its implementation: Portsmouth & SE Hampshire, Mid & North 
Hampshire, Isle of Wight, Frimley & Southampton and SW Hampshire, with priority being given to 
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Urgent Care and Mental Health as well as delivering financial health. Adel Resouly asked if this 
organisation would be a legal entity. The Chairman replied that it would not but rather a consortium 
of organisations working together.  He confirmed that Sue Harriman would be the local system 
convenor and a local Governance Board would be established that would include the Chief 
Executives and Chairs of all of the system organisations and the local authorities. The Chairman 
explained that the there was a recognition that there should be one system rather than a set of 
organisations operating in a competitive market.  
 
Adel Resouly highlighted the poor HSMR. The Chairman reassured him that the Board was sighted 
on this and that the Medical Director had established a panel which reviewed every death within the 
hospital, on a daily basis.  
 
The Director of Corporate Affairs felt it important to note that whilst our unscheduled emergency 
services required significant improvement, we must recognise and applaud the outcomes for many 
of our scheduled services, which were among the best in the country. 
 
Changes to Trust Board 
The Chairman briefed the Governors on the imminent, significant 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. Mark Nellthorp would become the Interim Chairman 
and an interim Director of Nursing, Nicola Ryley, would also join the Trust on 22 May. 
 
The Governors voiced their frustration around the slow progress in getting things done within 
the organisation, particularly with regard to the Emergency Department, and worried that staff 
were becoming disillusioned. The Chairman shared their frustrations and agreed that there was 
a need for a review of the current management arrangements, which in his opinion, could be 
significantly improved upon. The Director of Corporate Affairs also accepted the criticisms 
which had been made, but felt that the following gave us good reason to be positive about the 
future of the hospital: 
 
· Whole system recognition that we need to work together and, as a consequence, the single 

Accountable Care System would be established 
· New financial contractual arrangements which would give the healthcare system an 

opportunity to innovate and make effective change for the first time, because they would 
now not be financially penalised 

· New changes and appointments within the Executive Team, which he was confident would 
bring about significant change. 

 
27-17 IDS/2DA Plan 

Paul Thomas, Integrated Discharge Service Lead, was in attendance to present the IDS/2DA Plan 
 
Mary Sheppard asked for clarification around the term ‘MFFD patients’.  
 
Paul Thomas explained that at any one time in the hospital there were 250 people who were 
medically fit for discharge and did not require an acute hospital bed, but would need some support 
on discharge, such as a package of care from social services, and it was this requirement for 
support on discharge which was causing the lengthy delays. The IDS was trying to implement the 
Discharge to Assess model, which would mean that as soon as a patient was medically fit, they 
would be taken out of hospital and would either go back to their own home with carers or into a 
community hospital and undergo their assessment for any on-going care needs, there.   
 
The Chairman was adamant that there was room for significant improvement in the way in which 
the Trust managed its ‘simple discharges’ each day. The Director of Corporate Affairs was sure that 
if the commitment by the local healthcare system to clear 100 of the backlog of MFFD patients was 
successful, then this would create flow and if there was flow through the hospital, then the IDS 
could deal with the daily requirements, our own staff could deal with their own requirements and 
flow would be maintained.   
 
Mary Sheppard asked if the 60-70 staff in the IDS department were concentrating on trying to 
discharge 25 patients per day or if they were dealing with the other problems associated with the 
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remaining 225. Paul Thomas clarified that the caseload of the IDS, at any one time, would be the 
whole of the MFFD tranche of patients. Since the IDS had been implemented the number of MFFD 
had not changed significantly, which demonstrated that although they were able to deal with the 
current daily demand, they were not able to clear the backlog of the 250.  
 
Paul Thomas invited the Governors to visit the department to see the operation at first-hand. He 
referred to the recent Perfect Week, when some of the Execs had worked alongside his team, 
dealing with some of the most complex patients. Their feedback had been that they had not 
understood the complexity of these patients. 
 
Cllr Luke Stubbs commented on the efficiency of the IDS and also its accommodation, which he felt 
was not conducive to a good working environment. He accepted the offer to visit the IDS and would 
arrange a suitable time with Paul Thomas following this meeting.  
 
Norman Robson asked how we measured the progress being made by the IDS staff. He 
understood that a reduction of 100 patients was the aim, but he needed to understand the           
timeframe, the interim milestones and how that might be achieved.  
 
Mary Sheppard asked what three things Paul Thomas would change to reduce the number of 
MFFD patients. He replied that it was fundamental that the whole system understood Discharge to 
Assess, both as a concept and a model, and that he was working on this; to have a wraparound 
care facility within the community to ease the current pressures on the acute hospital and to have a 
purpose built office for the IDS. 
 
There followed a discussion round the timings quoted within the A & E Delivery Plan Summary 
(updated April 2017), which Paul Thomas clarified, as the Governors felt that the information was 
not easily understood. The Chairman suggested that a group of interested Governors take up the 
offer made by Paul Thomas for a further session. The Director of Corporate Affairs would canvass 
the Governors and see who was keen to spend some time in the IDS office itself, to better 
understand the environmental and other issues in more detail. 
Action: Director of Corporate  
 

28-17 FEEDBACK FROM TRUST ADVISORY GROUPS 
 
Planning and Performance TAG Meeting 
 
The minutes of the meeting on 18 April had been circulated 
 
Richard Mackay reported that the Director of Finance had presented “Understanding the Financial 
Plan for 2017/18 which they had found to be most inspiring and asked that this be fed back to the 
full Council of Governors.  
The Head of Organisational Development had been invited to the next meeting in June to talk about 
the ‘Well Led’ organisation. 
 
Best Hospital, People & Care Meeting  
 
The minutes of the meeting on 28 April had been circulated to the Governors. Sarah Edmonds was 
not present and therefore unable to provide an update.  
 
Mary Sheppard asked if anyone had applied to succeed Sarah Edmonds as Chair of the Best 
Hospital, People & Care TAG Group; which they had not.  
 

29-17 DECISION ON SUMMARY OF INFORMATION TO BE SHARED WITH THE TRUST BOARD 
 
Both the Chairman and Director of Corporate Affairs agreed that the Governors concerns around 
the execution and delivery of plans would be shared with the Board.  
Action: Director of Corporate Affairs 
 

30-17 FEEDBACK OF ANY THEMES FROM PUBLIC CONCERNS 
 
The Chairman felt it important that we pick up on the Governors concerns that staff were showing 
signs of frustration and a lack of confidence in management. 
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Action: Director of Corporate Affairs 
 

31-17 PROPOSED AGENDA ITEMS FOR NEXT MEETING 
 
Norman Robson asked for another presentation from Human Resources. Many of the statistics he 
had recently seen were being flagged as ‘red’ and he felt that the Governors would be interested to 
know what the issues were and how they were being addressed. 
  
The Director of Emergency Care would be asked to provide a progress report on the delivery of the 
plan, ahead of the next meeting in July, to enable the Governors to raise any questions for him to 
answer at the meeting.  
 

32-17 ANY OTHER BUSINESS 
 
Mary Sheppard offered some feedback on the two Governors meetings she had arranged on 18 
and 20 April. Both meetings had been very positive and she thanked all those who had attended. 
Notes from both meetings had been circulated to all Governors as well as the Chairman and 
Director of Corporate Affairs. 
 
The Chairman confirmed that he was approaching the end of his term of office and would be 
leaving the Trust in June. He thanked all of the Governors for their support and encouraged them to 
remain positive about the future of the hospital as he was confident that the best was yet to come. 
The Governors thanked him in turn and wished him well for the future. 
 

 DATE OF NEXT MEETING 
Tuesday 11 July at 10.30 – 13.00, Oasis Centre, QAH 
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Welcome and Apologies 

MN welcomed those present and apologies were noted.  . 

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 1: Present at meeting:

To note Rebecca Kopecek Acting Director of Workforce attended the meeting in May.

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. 

May: FMcN reported that the mental health service corporate risk has now been 
reduced to 12.  This is due to the work that has been undertaken to ensure compliance 
with the legal requirements around the management of patients with mental health 
needs.  However, it is recognised that management and operational functions, 
particularly staff education, need to be addressed.  PM commented that the Trust CEO 
will be liaising with the new Director of Nursing regarding the sourcing of Mental Health 
Specialists to assist with the management of mental health patients on AMU and ED. 

June: SH reported that following a ‘deep-dive’ into the Mental Health Service a report 
has been produced highlighting good practice and also gaps in the service in other 
areas.  It was noted that the potential requirement for an increase in commissioned 
service was to be discussed with Commissioners.  It was noted that the risk on the Risk 
Register relating to appropriate risk assessment and treatment for patients with 
specialist mental health needs and had been increased in May to 20 in response to/ 
recognition of the concerns relating to management of patients with MH needs.  It was 
agreed that FMcN would review the risks relating to Mental Health, splitting into different 
categories as appropriate.  It was noted that Carillion Security team are receiving 
training on effective support and management of patients with mental health needs. 

MN requested that a copy of the deep dive report be shared with Committee members. 
SH agreed to discuss with Tim Powell. 

Ongoing 

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 

March: Postponed to April PESG to enable the new Datix module on 01 March 2017 to 
be incorporated   

May: Included on today’s agenda for final ratification.  Discussions ensued over the 
absence of organisational learning within the policy.  SB to liaise with Head of 
Complaints to update and resubmit for ratification at the next Committee meeting. 
Included on June agenda.  Action complete 

June: Included on agenda.  Discussion in relation to the need for more organisational 

FMcN 

SH 
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learning to be included.   
All Committee members to feedback comments to M. Brown within two weeks.  Policy 
to be updated and returned to the Committee in July.  

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. 

May: Presented to SMT but further work required.  For resubmission to SMT by end of 
the month.  LF commented on the lack of consultation with Heads of Nursing and Ward 
Managers.  TS to feedback to Urgent Care Transformation Programme Manager. 

June: Discharge Policy confirmed as circulated for wider consultation and to the 
Committee for information.   
Committee requested that the policy be distributed to members. 
Maria Purse Urgent Care Transformation Programme Manager (MP) to attend meeting 
in July to answer any questions.  Ongoing 

Escalation Policy 
May: The Policy was updated but having been reviewed by the Chief Operating Officer, 
certain elements have had to be re-written. The policy is near completion with an 
expectation that it will be with SMT for ratification in May.   

June: The Policy was presented at SMT in May but further revision needed due to 
triggers included within the policy making the Trust permanently on Black alert.  .  SR to 
forward copy of final policy to TS for distribution to Committee members.  Ongoing. 

February: 09.02.2017: PHT Policy Status Report 
The Committee expressed concerns over the consultation process for both Discharge 
and Escalation Policies.  Copies of Discharge and Escalation policies to be forwarded to 
Committee members for information.    Action complete. 

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.  

May: FMcN reported that a decision has been made to reduce and merge the number 
of categories and to simplify the names of policies to assist with location.  As the work is 
ongoing an update is to be provided in September.  Carry over to September 

February: 09.02.2017: PHT Policy Status Report 
LW requested that FMcN email details of the proposed changes for inclusion in staff-led 
discussions.    Carry over to September 

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.   

TS 

SR/TS 
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April: Not discussed.   
May: Not discussed.  Post meeting update requested. 

June: SH reported that there is currently little to report from MDMC although 
discussions have taken place regarding prioritisation of capital spend.  Meetings have 
also been held to discuss training on the use of equipment.  Regular meetings of 
MDMC will take place for this financial year.  The Committee agreed to close this action 
Action closed. 

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.   

May: Audit still ongoing and expected to be completed by July.  Carry over to July. 

March: 09.03.2017: Overcrowding in Ophthalmology 
RD to check whether clinicians are compliant with fire safety. 

April: No update. 

May: Data of compliance supplied.  A discussion ensued over whether a risk 
assessment has been carried out within the department and where the reconfiguration 
of the area appears in the Estates plan.  MN asked if there were any alternative interim 
proposals and who would be best placed to review.  It was agreed for an update, to 
include interim proposals to tackle the issues and reduce the risk, to be provided by 
Head and Neck CSC when they next report in June.   
PM agreed to follow up on whether a fire risk assessment had been completed for the 
area.   

June: PM reported that a fire risk assessment has been undertaken and concerns 
highlighted including overcrowding due to patients and their carers attending.  It was 
agreed for and for a plan of action to be presented.    Carry over to September.   

April: 13.04.2017: Reports: CHAT 
FMcN noted an error on page 12 regarding operational challenges discussed at 
performance reviews.  CC to amend. 

May: No update.  
June: Report amended.  Action complete. 

April: 13.04.2017: Reports: SIRG 
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. 

June: Following discussion it was agreed that a DMGS representative would attend 
each meeting should they be required.  Action complete.

April: 13.04.2017: Reports: CIP QIA 
PM offered to discuss with the Director of Finance any quality implications relating to 
CIP.  An update to be provided next month. 

May: PM confirmed that discussions should be held with both the Medical Director and 
Director of Nursing and an update will be given next month. 

June: PM reported that as per previous meeting the Medical Director and Director of 

RD / LH 
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Nursing will be authorising QIAs for the coming year.  There is a new process in place 
for this financial year although no reviews have yet been undertaken.  An audit of last 
year’s submissions has yet to be actioned to ensure there has been no impact on 
quality and safety of patient care.  It was agreed that PM would take this forward. 
Ongoing. 

April: 13.04.2017: Risk Register (CQC Visit) 
CQC visit and risks highlighted around AMU staffing.  FMcN and TS to review and 
update the CQC risk on the Assurance Framework 

May: FMcN reported that the risk has been updated but will check whether AMU staffing 
has been included.   

June: It was agreed that the risk would be reviewed and updated.  The action relating to 
the re-instatement of Performance Reviews was an action for the Chief Operating 
Officer, not the Director of Human Resources as currently noted.  Ongoing. 

April: 13.04.2017: Any other business 
Quarterly Operations Centre quality report to be requested and presented to the 
Committee from June.  To be included on the Committee agenda. 

May: Report requested for June meeting from Maria Purse, Urgent Care Transformation 
Programme Manager.   

June: The Committee agreed for the quarterly report to commence from July.  Reporting 
schedule to be updated  Action complete 

May: 11.05.2017: PHT Quarterly Quality Report 
SB offered to speak to TS outside of the meeting with a view to compiling a 2-sided 
document for sharing with community groups. 
Discussed and agreed to action from Quarter 1 2017/18.  Action complete.  

May: 11.05.2017: Quality Account – Final 
SH then commented on the need to ensure this document is referred to and used as a 
blueprint for the Trust and that the Account should be linked to the recruitment page for 
all potential candidates to view.  Carry over to July 

May: 11.05.2017: Quality Account – Final 
SB noted that the national benchmark noted against the ED FFT data is not current.  TS 
acknowledged and will amend.  Action complete. 

May: 11.05.2017: Quality Account – Final 
TS to forward a copy to CG for inclusion within the DMGS report once ratified by Trust 
Board in June.  Carry over to July 

May: 11.05.2017: Reports: Medicine 
May: MR highlighted the number of outliers within the CSC.  FMcN offered to produce 
an outlier report for the next meeting using data from SLE and the Ops Centre for the 
Committee’s information.  It was noted that current pressures meant that a report may 
not be available for the next meeting; however, a status update would be provided if a 
full report was not available.   
June: TS confirmed that a report would be available for the next meeting. 
Carry over to July 

May: 11.05.2017: Reports: Women and Children 
The new PMA role: 
SB highlighted the availability of a small team of experienced facilitators and trainers 
known as NAVIGATE and offered to forward details to both SHa and CG following the 

PM 

PM 
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meeting.  Action complete. 

May: 11.05.2017: Reports: PHT Policy Status Report 
FMcN asked of the Patient Transfer Policy and what plans are in place for ratification. 
LF confirmed that this is due to be presented at NMAC in June and will feed back to 
Committee next month.   

June:  LF reported that the Patient Transfer Policy will be ready for ratification at NMAC 
in July.  Carry over. 

May: 11.05.2017: Assurance Framework 
FMcN asked where the risks associated with patient experience are being reported to. 
PM offered to investigate and feedback. 

June: Details included in the Board Assurance Framework.  For information: 
Risks PE1 and PE2 report to Urgent Care Transformation Committee, Risk PE3 reports 
to Patient Experience Steering Group, Risk PE4 reports to Governance and Quality. 
Action complete. 

May: 11.05.2017: Risk Register: 10-16/17 Unintended consequences to delivery 
and quality of care due to cost improvement programme. 
FMcN to confirm that this risk will continue to be owned by the Medical Director and the 
new Director of Nursing once in post.  It was requested that an update be provided in 
advance of the July meeting.  Carry over. 

May: 11.05.2017: Risk Register: 48-16/17 Lack of urgent access to specialist 
mental health clinical assessment and advice. 
FMcN confirmed that this rating will now be redefined following the recent changes and 
additions to the Trust Mental Health Service and will be more explicit around 
management of patients and risk assessments.  It was requested that an update be 
provided in advance of the July meeting  Carry over. 

FMcN / 
TS 

FMcN 

FMcN 

2 PHT CQC Inspections – June 2017 
TS presented the above and the following key points were noted: 

MN asked whether it would be plausible to produce a report to confirm that all actions in 
response to the CQC Report are being carried out and all gaps filled.  SR confirmed 
that a gap analysis had been undertaken done and questioned the value of presenting 
to Committee members as all gaps had been included in the action plan.   DE confirmed 
that all correspondence from and to the CQC had been reviewed to ensure that all 
actions had been completed and where actions needed strengthening the action plan 
had been updated accordingly.  MN requested a copy of this and it was confirmed that 
this had been included in the action plan which was to be reported next month.  It was 
noted that feedback from the CCG on the plan was yet to be received. 
It was noted that each CSC are aware of what areas they need to work on.  NR 
confirmed that a piece of work was ongoing regarding to re-enforce the fundamentals of 
Nursing and Code of Practice.   

3 Governance and Quality Reports 

(i) Quality Performance Report and Pressure Ulcer Log
TS presented the April Trust Quality Performance Report and the following key points
were noted:

Safe 
Mental Health: 
First report on compliance with the Mental Health Action. To note actions taken. 
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Falls incidents (resulting in severe harm): 
2 confirmed falls incidents; 1 resulting in severe harm and 1 in moderate harm.  6 
moderate harm incidents currently under investigation 

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

C Difficile: 
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: 
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. 

Effective 
Sepsis CQUIN: 
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: 
To note the National CQUIN requirements for 2017/2019, for which project plans are 
being finalised. 

HSMR: 
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 

Caring 
Dementia Screening:  
Slight improvement in compliance with Dementia Screening. 

Responsive 
Patient moves (non-clinical) between 0001:0700: 
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: 
Reporting of medical patient outliers commenced.  Average of 95 patients outlied each 
day during April. 

Well-led 
FFT ED response rate: 
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 
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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%. 

SH commented on the C difficile data; confirming that there is no no evidence of 
transmission between each case and that no reported clusters or patterns to the 
incidences have been identified Cases have been sent for ‘phenotyping’ to confirm that 
there is no link between them. Discussion ensued regarding the use of antibiotics, SH 
confirmed that the Trust had a low rate of inappropriate prescribing but was using more 
broad spectrum antibiotics which does increase risk. 

The Committee noted the dementia screening compliance and it was agreed that this 
needs addressing.  It was noted that the majority of cases pass via AMU.  Discussion 
ensued around the fact that screening needs to be undertaken by a Doctor and the 
difficulties in medical staffing in AMU.  DE asked if this should be a mandatory 
component of the Executive Performance Reviews.  The Committee agreed and DE 
confirmed to ensure this is actioned. 

ii) Safe Effective Care Framework
DE presented the ward clinical dashboard, noting that this formed part of the Safe
Effective Care Framework which consists of ward accreditation, peer review, clinical
dashboard, quality improvement programme, patient, carer and staff engagement and
internal review and intensive support.  It was noted that the dashboard is currently sent
to each ward on a monthly basis for display in their areas and that extracts from the
dashboard are displayed to enable patients to view the ward information.  It is also
presented to the Heads of Nursing.  DE confirmed that the dashboard was currently
pulled together through her team, but that discussions had been held with Information
Services to obtain their support for development.

DE asked whether the Committee would like this brought to each meeting going 
forward.  MN confirmed that the dashboard was useful; it was agreed that this be 
brought to the meeting monthly and for the time being ran in parallel to the pressure 
ulcer log.  It was agreed that NR would give consideration to this being presented to the 
Trust Board. SR noted that these are helpful at the Executive Performance Reviews 
due to the level of detail, but that they will take time to get used to.    

RK enquired whether the dashboard could be expanded to cover the whole organisation 
ie: Outpatients / Pathology / Corporate Functions? It was felt that it should be kept as it 
is for the time being to allow to the data to refined  with the potential for expansion 
latter..  The Pressure Ulcer Log is to run alongside the dashboard until further notice. 

DE agreed to bring Ward Accreditation details  to the next meeting,. 

(iii) Surgery and Cancer
RC presented the above report and the following key points were noted:

Safe 

• Biggest challenge continues to be is the high number of outlied patients. These
patients are often highly dependent and the CSC staffing, even at its correct
level is not sufficient to cope fully with the demands.

• There have been 2 x SIRIs up to end of May 2017

Effective 

• Use of the AOS as an escalation area has greatly affected the % of patients that

DE 

DE 

NR 

DE 
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the service has been able to treat and send home on the same day. In Quarter 3 
of 2016 the % was constantly up to over 75%, however this has now reduced to 
the low 60% 

Caring 

• D7 & E3 both below the 95% satisfaction score for this month. Both these areas
have reviewed FFT responses and D7 have been having feedback from patients
about the amount of moves they have had to do before arriving on the ward
(high volume of outliers on this ward).  This has meant that they have ticked the
not recommend box. E3 continues to get comments about the use of the ‘one
up’ bed. Patients are particularly unhappy about using this bed space and this
has led to patients commenting on their FFT cards as well as through PALS

Responsive 

• The top themes for complaints this quarter are communication, clinical care and
delay in treatment. One trend that has been noted is that the CSC has received
a large percentage of complaints that it is sharing with other CSC’s.  Very few at
the moment are exclusive to the speciality.

Well-led 

• Lord Mayor becomes honorary member of staff for the day to receive an
OSCAR. Councillor David Fuller has raised £40,000 in total during his year as
Lord Mayor and was awarded the OSCAR to acknowledge his great charitable
work.

RC noted that the report had been updated to include more information around plaudits 
and showcased some specific feedback from patients.  SB Commented that whilst it is 
good to see this information it is important to see this triangulated with other data such 
as themes from FFT and complaints. 

VTE assessment was noted as being a challenge; RC confirmed that a meeting had 
been held with the CSC CD and Trust VTE Champion and actions were in place to 
improve the position. 

Discussion ensued around the impact of patient flow through the hospital impacting on 
the ability meet specific targets. LF noted that Dementia screening compliance had not 
been included in the report and asked that this be included in future. 

DE mentioned that the information regarding the weekly meetings to review patients 
with mental health needs was helpful and agreed to share what the CSC were doing 
with the Heads of Nursing. 

(iv) Clinical Support
AF presented the above report and the following key points were noted:

Safe 

• 2 SIRI’s noted for Qtr 4

• Large increase in reported incidents due to Pathology fully using Datix

• 3 IRMER incidents reported to CQC

Effective 

• 2 Local Audits completed

• Good CSC compliance with NICE guidance.

Caring 

• FFT Outpatients  - continued good performance
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Responsive 

• Diagnostic Imaging waits – not compliant with target breached consistently due
to increases in demand, equipment failure and lack of Radiology capacity.
Imaging reporting backlog is growing.

• Cytology Screening – performance is an issue due to variation to sample referral

• Complaints – 5 for Qtr 4, an improvement on previous reports.

• Blood Sample Turnaround within ED – Improving

• Continued good performance for Histopathology, Breast screening, DNA’s in
Imaging and Typing turnaround

Well-led 

• Concern over 2 high scoring risks – ED Film reporting, unable to mitigate risk
any further at this stage for discussion at Trust Board

• Sickness Absence –  above 3% for Qtr 4 but improving

• Temporary Staffing – remains static with some breaching caps within Imaging

• Appraisal performance has improved in excess of 85%

• Essential skills - overall compliant

• Flu vaccine take up 70.4% (86.4% of staff targeted).

AF confirmed that the CQC had undertaken an informal visit around IRMER who were 
pleased with what they found; no report was to be produced as a result of this visit.  

Discussion ensued around the CSC high scoring risks relating to ED film reporting.  AF 
confirmed that business cases had been refreshed and that the CSC were looking at 
different ways of working.   

DE mentioned how much she liked the CSC newsletter; AF confirmed that they hoped 
to produce an annual report.   

There was discussion around the increase in Safety Learning Events reported.  AF 
confirmed that this was in the main due to an increase in reporting.  This increase had 
occurred partly as a result of the Datix re-launch.  It was noted that these incidents were 
of low  or no harm. 

(v) Head and Neck
RD presented the above report and the following key points were noted:

Safe 

• New risks added to CSC register from Dermatology.

• IT access and transferable data risks in relation to Audiology due to requirement
to work off site in non-PHT sites.

• VTE assessments, not compliant consistently, continue to work alongside
clinicians to recognise the implications financially and clinically.

• D8 now has a lead linking with NHSI for Falls collaborative, this project supports
the safety risks associated with the number of falls that have occurred in the
ward.

• Validity and reliability of the letters being dictated on via EPRO has been raised
by ENT and Max Fax and relevant staff involved to review

Effective 

• CHC training of staff on D8, due to support complex patients who are requiring
Pathway 3 or more.

• SAFER clinical lead working with HoN to embed working practise

• Non-compliance with NICE audit returns – 5 outstanding to complete.

• Agreement to move forward with the Trans oral robotic service – which will
reduce LOS and improve patient outcomes
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Caring 

• Funding for a once a week psychologist to support head and neck cancer
patients on their pathway.

• The CSC was not the highest for receiving the Flu injectors, but the highest
response rate, for those staff to respond to why they had not received

Responsive 

• MCA and DOLS training at 79%

• Complaints process in CSC is robust to ensure turn around times for informal
and formal. In Q4 of 2016/17 the CSC received 24 complaints regarding
outpatient appointment delays and cancellations.  This represents 0.1% of the
combined weekly outpatient activity in ENT and Ophthalmology

Well-led 

• First Seniors Away day – very well received.

• New Governance structure introduced in all areas, more interaction and
transparency

It was noted that the key escalation points relating to effective should read ‘Agreement 
to move forward with the Trans oral robotic service – which will reduce LOS and 
improve patient outcomes. 

RD confirmed that the CSC had reviewed their Governance structures within 
departments and that each department would have a Governance meeting along with a 
CSC Governance Meeting.  RD said the CSC were proud to see an improvement in the 
closure of Safety Learning Events and feedback and learning, stating that this 
demonstrated ownership. 

RD noted that further work was underway in relation to FFT. 

DE queried whether the risk relating to Dermatology Theatres should be at 20. RD 
confirmed that this is the correct scoring due to the issues involved. 

(vi) Falls Report
SP presented the above report and the following key points were noted:

This report builds on the Q1, 2 and 3 of the Falls report and provides an update on 
activity and compliance against the Royal College of Physicians (RCP) 
recommendations, NICE Guidance and the Falls schedule of the Quality Contract.  

• The Trust achieved the contractual target of no more than 0.2 falls moderate,
severe or catastrophic harm per 1,000 occupied bed days (OBD) across the
quarter.

• With incidents of moderate ,severe or catastrophic harm as a result of a fall at 0.1
per 1000 OBD for Quarter 4

• The Trust reported 0.1 falls with moderate, severe or catastrophic harm per 1000
OBD for both Quarter 1 and 2 and 0.2 for Quarter3 ,resulting in an end of year  total
of 0.1 per 1000 OBD.

• The Trust is pleased to report that it is continuing as 1 of 20 trusts to participate in
the NHS Improvements, 90 day improvement collaborative to prevent Falls. This
commenced in January 2017.

• The focus over the next Quarter for the Falls collaborative will be reviewing and
reimagining the current Falls assessment and care plan documentation and
beginning a roll out of the post fall Swarm across the trust.

• The Trust has participated in the  RCP National Inpatient Falls Audit second round
in May 2017, with the report expected in November 2017

• A successful and well attended study day for Falls Champions was hosted in March
2017, with plans to provide a similar experience as part of the trusts Falls
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Awareness Week in October 2017. 

SP was proud that the number of falls incidents in 2016/2017 had improved since the 
previous year.  It was noted that although the number of falls incidents reported had 
increased the level of harm had reduced. 

The Committee discussed the work and positive outcomes of the Falls Collaborative. 
Planning was now underway on how to roll-out across the Trust. 

SP confirmed that the Trust had taken part in the National Audit of In-patient Falls, 
noting that although there will be areas for improvement initial data submitted had 
suggested that a couple of areas would be fully compliant. 

DE asked whether the falls assessment and documentation incorporated high risk 
patients.  SP confirmed that it was difficult to stratify high risk as all over 65 were 
deemed high risk and that she was to take this to the RCP for further discussion.  GG 
confirmed that as part of the Collaborative a magnet was to be introduced to identify 
patients who had already fallen as these patients were high priority. 

It was noted that falls awareness week was scheduled to commence on the 2nd 
October. 

(vii) Infection Prevention Management Committee
SH presented the above report and the following key points were noted:

Since the last report, IPMC has met in March and May 2017. Both meetings were well 
attended and chaired by the DIPC. 

MRSA bacteraemia – The Trust’s end of year position for 2016/17 was 1 unavoidable 
and 0 (zero) avoidable cases of MRSA bacteraemia against an objective of 0 (zero) 
avoidable cases. The Trust’s rate of MRSA bacteraemia per 100,000 OBDs remains 
below the national rate. For 2017/18, the Trust’s current position is 1 unavoidable and 0 
(zero) avoidable cases of MRSA bacteraemia against an objective of 0 (zero) avoidable 
cases. 

C.difficile – The Trust’s end of year position for 2016/17 was 33 cases against an
objective of 40.  The Trust’s rate per 100,000 OBDs remains below the national
average. In April 2017, 6 cases of C.difficile were attributed to the Trust, against an
objective of 4.

MSSA bacteraemia – The 2016/17 end of year position was 25 cases of hospital
attributed MSSA bacteraemia, compared to 26 cases in 2015/16. The Trust’s rate of
MSSA BSI remains below the national average. In April 2017, 2 cases of MSSA BSI
were attributed to the Trust.

E.coli bacteraemia – Changes to reporting of these types of infection mandated by
PHE, in response to the NHS initiative to halve Gram-negative infections by 2021.
Klebsiella and Pseudomonas BSI surveillance mandatory as of April 2017.

Clinical environment – 137 peer-review NPSA cleaning audits carried out by IPT in Q4
2016/17. Level of audits remains consistently high. ATP screening data also presented
which highlights the importance of this measure as concerns remain regarding quality of
cleaning.

Hand Hygiene – IPT have been working alongside The News to re-launch hand hygiene
campaign. New Trust-wide posters to be displayed including 1 empowering patients to
challenge staff.

Previous discussion had already taken place around C.Diff. 

It was noted that there had been a small outbreak of MRSA colonisation on NICU. 
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(viii) Human Resources Workforce and Organisational Development
SL presented the above report and the following key points were noted:

• A more targeted approach to address appraisal compliance was adopted.  This
resulted in letters being issued to managers of staff whose appraisal was most out
of date.  Appraisal compliance has increased and currently stands at 83.6% in April,
below the 85% 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.  The latest date for In Month shows a decrease for
the second month in a row to 3.8% in March 2017 however it is clearly too early to
say if this will be a continuing trend.

• A robust approach towards attendance management was prepared by HR which
resulted in letters being issued by CSCs to staff who breach triggers for absence
with no underlying health issues in order to drive sickness absence down and turn
off temporary workforce where possible and necessary.

• The following policies have been reviewed and updated during this reporting period:
Job Share Policy, Appeals Policy, Redeployment Policy, Business Continuity,
Payroll Over/Underpayments Policy, Management of Change Policy, Stress Policy,
Expenses Policy, Health & Well Being Policy, Grievance Policy, Allegations against
Employees involving Children Policy, Maternity & Paternity Policy, Bullying &
Harassment Policy, Induction & Mandatory Training Policy, Support Staff with
Incidents Policy, Uniform & Professional Image Policy, Tax Efficient Savings Policy,
Working Time Regulations Policy, Employment Break Policy, Performance
Appraisal Policy, Relocation Policy, Whistle Blowing Policy, Leavers Policy

SL noted that 12 grievances had been raised, which was lower than the previous year. 
There was further discussion in relation to the bullying and harassment line and the role 
of the Trust Guardian. 

LF questioned whether there was data relating to those who had not progressed 
through their probationary period.  SL confirmed that this data was available and that 
this would be provided as an addendum to the report. 

(ix) Equality and Diversity
AB presented the above report and the following key points were noted.

2016 National Staff Survey outcomes for BME staff – BME staff have different
experiences in 4 key areas when compared to non BME.  The data shows;

o An 8% increase in BME staff experiencing harassment, bullying or abuse
from patients, relatives or the public in the last 12 months (from 26% in
2015 to 34% in 2016).

o A 4% reduction in BME staff stating that they had experienced
harassment, bullying or abuse from staff in the last 12 months (28% to
24%) which is the same as white staff.

o Sustained improvement in BME staff believing there are equal
opportunities for career progression and promotion.

o A Reduction in discrimination at work for BME staff since 2014

The Equality Delivery System (EDS2) 

The trust has implemented the EDS2 and developed an Equality Standard to integrate 
this in everything we do. The 2016 EDS2 summary report has been published on the 
Trust Internet website.  Headline good practice examples for 
patients/community/workforce are; 

SL 
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• Equality Standards toolkit – EDS2 completed at each Clinical Service Centre

• Patient access and experience in-depth review toolkit completed at each Clinical
Service Centre

• Equality Impact Group (EIG) – Equality Impact Leads identified in each Clinical
Service Centre

• Diversity Moments – a cascade approach to learning, education and
development

Equality and Diversity Annual report  

The E&D Annual report was presented to Trust Board in January 2017 

Workforce Diversity Scorecard 

The Workforce Diversity Scorecard was published on the 31st January 2017 in line with 
reporting requirements. 

Workforce Race Equality Standard (WRES) 

Implementing the Workforce Race Equality Standard (WRES) is a requirement for NHS 
provider organisations to agree actions to ensure employees from black and minority 
ethnic (BME) backgrounds have equal access to career opportunities and receive fair 
treatment in the workplace.  Actions have been taken to address areas for development 
in the following areas: 

• Very Senior Manager NHS appointments

• Recruitment

• Disciplinary

• Assessing non mandatory training and continuing professional development

Workforce Disability Equality Standard (WDES) 

The NHS Equality and Diversity Council (EDC) have recommended that a Workforce 
Disability Equality Standard (WDES) should be mandated via the NHS Standard 
Contract in England from April 2018, with a preparatory year from 2017-18. National 
engagement on the proposed Workforce Disability Equality Standard has begun and a 
draft standard provided.   The Organisational Development team are currently planning 
the work required to implement the new standard in PHT; working with disabled staff to 
deliver this. 

SB informed that Autism Hampshire had been offered to work with the Trust to roll out 
best practice. 

DE questioned the number of BME staff had reduced, but that the staff survey had 
reported an increase in the number of BME staff having experienced bullying or 
harassment and requested that this be picked up.  SB suggested that this could be 
taken through the engagement groups. 

(x) Formulary and Medicines Group
Due to commitments there was no-one available to present the report.  The Committee
had no questions or comments on the report.

(xi) Operations Centre
Formal apologies from Maria Purse were noted.  It was agreed that this report be
carried over to July with the reporting schedule amended according.

(xii) Safeguarding Committee
Deferred to July. JN 
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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, resulting in significantly more deaths than expected. 

There was discussion around the slight reduction in HSMR. It was noted that the daily 
Mortality Review Panels had found that of a review of 334 deaths reviewed, 8.5% of 
deaths related to patients who were medically fit for discharge at some point during their 
hospital stay 

PE4: Maintenance of compliance with CQC regulations 

PM distributed the risk to Committee members.  It was noted that the action relating to 
the re-instatement of Performance Reviews was an action for the Chief Operating 
Officer, not the Director of Human Resources as currently noted.  This would be 
amended as part of the action recorded earlier. 

5 Risk Register 

The Committee noted the following: 

9-16/17 Failure to achieve internal and external set quality/patient safety
improvements
No change to current rating of 12 (moderate): year-end non-compliance with 5 Never
Events, HSMR, dementia screening and non-clinical patient moves after 2100. Risk
rating unchanged due to on-going risks for these metrics.

10-16/17 Unintended consequences to delivery and quality of care due to cost
improvement programme
Current rating of 12: Nil to note. Still require new nominated risk owner

48-16/17 Lack of urgent access to specialist mental health clinical assessment
and advice.

Current rating increased back to 20 from 12: Further concerns raised by the CQC in
May regarding safe staffing in ED observation ward including lack of risk assessment
and care planning for patients with specialist mental health needs. Comprehensive
review being undertaken by Solent NHS Trust commencing W/B 22nd May. Weekly
updates to be provided to the CQC against the Enforcement Notice. Commenced 25th

May.  As noted previously it was agreed that this risk be reviewed.

QT3 Lack of capacity to manage the increase of adult safeguarding agenda and 
associated workload. 

Current rating 20: Business case for administrative support agreed by BCRG. Awaiting 
WCP approval on 26th May. Risk remains significant without this resource 

21-1617: Current rating 16: Further CQC concerns raised during inspection in May
relating to documentation of best interest decision making and DoLS. External support
has been requested from Portsmouth City Council to review processes and 2 Best
Interest Assessors will support the Trust in education of staff.

6 Minutes to note: by exception only 

(i) Patient Safety Steering Group

SH presented the report and minutes, noting that the main area of conversation for the 
Group was around x-ray reporting.  Work was being undertaken to determine who was 
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able to request and review x-rays in each area. 

(ii) Clinical Effectiveness and Mortality Steering Group

SH presented the report and minutes.  SH noted the impact of the importance of 
recording palliative care, in particular as this impacts on the Trust HSMR. 

7 Policies – to note ratification 

(i) Complaints Concerns Comments and Compliments Management Policy
MB was in attendance to respond to comments on the policy which had been amended
following previous feedback.  The Committee discussed that the policy required further
strengthening in many areas including learning from complaints and how this is
achieved across CSCs.

LF mentioned that the Trust encouraged local resolution meetings and how this was not 
included. 

It was agreed that all comments would be fed back to MB within the next two weeks in 
order that the policy be updated and returned to the July meeting. 

(ii) Patient Care Strategy – draft
JP presented the strategy.  It was noted that the strategy had been through an intensive
consultation process and that it required an opening from the Director of Nursing and
some formatting.

SB confirmed that the strategy had been well received by patients and families 
confirming that it was an understandable document. 

The Committee agreed. 

8 Confirm key messages from Committee 
MN confirmed the following key messages from the meeting: 

• C.Diff. The increase in cases was cause for concern within on-going monitoring
being required.

• Dementia screening.  Although a slight improvement had been noted this had
not increased to the previous position seen; a similar situation with other quality
measures.  Noting the need to embed practice.

• General issues with capacity and the consequences of outlying patients.  The
increase in medically fit for discharge patients was noted and the potential safety
concerns for this group of patients.

• Concerns with imaging capacity and the risks to patients.

9 Items for discussion at the next meeting 
There were no items for discussion at the next meeting. 

10 Any other business 

RK informed that she was Chair of the IT Strategy Group which currently had no formal 
reporting mechanism and questioned whether they should report to the Governance 
and Quality Committee.  It was agreed that PM would review the Committee structure to 
determine the most appropriate Committee for the Group to report into. 

MN was pleased to announce that the Trust, led by SB had won the National Patient 
Engagement Champions Award.  SB formally thanked the Charitable Funds Committee 
for enabling a patient representative to attend the award ceremony by providing the 
funding; noting that the Trust was only one who took a patient representative.  

PM 
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Date of next meeting: 

Thursday 13 July 2017 
  09.00 – 11.30 

E Level Boardroom, Education Centre QAH 
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Welcome and Apologies 

MN welcomed those present and apologies were noted. 

1 (i) Minutes of the last Governance and Quality Committee

The minutes of the last meeting were agreed as correct subject to a couple of
grammatical changes.

JW then asked about the statement under the Clinical Support report as follows: 

8.CQC had undertaken an informal visit around IRMER who were pleased with what 
they found; no report was to be produced as a result of this visit8. 

JW asked if there was email evidence of this result.  NR offered to follow up. NR 

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. 

June: SH reported that following a ‘deep-dive’ into the Mental Health Service a report 
has been produced highlighting good practice and also gaps in the service in other 
areas.  It was noted that the potential requirement for an increase in commissioned 
service was to be discussed with Commissioners.  It was noted that the risk on the Risk 
Register relating to appropriate risk assessment and treatment for patients with 
specialist mental health needs had been increased in May to 20 in response to/ 
recognition of the concerns relating to management of patients with MH needs.  It was 
agreed that FMcN would review the risks relating to Mental Health, splitting into different 
categories as appropriate.  It was noted that Carillion Security team are receiving 
training on effective support and management of patients with mental health needs. 

MN requested that a copy of the deep dive report be shared with Committee members. 
SH agreed to discuss with Tim Powell CEO. 

July: FMcN confirmed that the mental health risk had been updated and is included 
within the meeting reports for today.  The number of mental health risk assessments is 
increasing and regular discussions are taking place between SCAS and the Police 
highlighting good partnership working. 

NR confirmed that the deep-dive report has now been presented to the CQC and that a 
review of safeguarding arrangements within the Trust will be undertaken by Portsmouth 
City Council.  AT noted that the deep-dive report was very informative. 

FMcN stated that a service specification meeting has also been held with agreement 
made on what is required to deliver a safe and effective service.  It was acknowledged 
that the service currently still requires further resources. 

Ongoing 

January: 12.01.2017: Policies: Complaints Concerns Comments and Compliments 
Management Policy 

Policy to be presented at PESG prior to submitting again to Governance and Quality 
Committee for ratification. 

May: Discussions ensued over the absence of organisational learning within the policy. 
SB to liaise with Head of Complaints to update and resubmit for ratification at the next 
Committee meeting.  Included on June agenda. 
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June: The Committee discussed that the policy required further strengthening in many 
areas including learning from complaints and how this is achieved across CSCs. 
It was agreed that all comments would be fed back to MB within the next two weeks in 
order that the policy be updated and returned to the July meeting. 

July:  Included within today’s agenda.  Action complete. 

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 
June: Discharge Policy confirmed as circulated for wider consultation and to the 
Committee for information.  Maria Purse Urgent Care Transformation Programme 
Manager (MP) to attend meeting in July to answer any questions.   

July: The policy was noted as ratified at SMT on 28 June.  The CEO asked for a review 
date of 3-months to enable the policy to be returned for further review in September. 
Action complete. 

Escalation Policy 
June: The Policy was presented at SMT in May but further revision needed due to 
triggers included within the policy making the Trust permanently on Black alert.  SR to 
forward copy of final policy to TS for distribution to Committee members.  Policy to be 
presented at the August meeting.  Carry over to August. 

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.  

May: FMcN reported that a decision has been made to reduce and merge the number 
of categories and to simplify the names of policies to assist with location.  As the work is 
ongoing an update is to be provided in September.  Carry over to September 

February: 09.02.2017: PHT Policy Status Report 
Lucy Wiltshire Head of Organisational Development requested that FMcN email details 
of the proposed changes for inclusion in staff-led discussions.     

July: Proposed changes forwarded to LW 03 July 2017.  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.   

May: Audit still ongoing and expected to be completed by July. 

July: Apologies received from LF.  Meeting planned to discuss audit recently cancelled. 
MN requested that an email update is forwarded to Committee by end of July.  Carry 
over. 

March: 09.03.2017: Overcrowding in Ophthalmology 
RD to check whether clinicians are compliant with fire safety. 

254



Item Resp 

June: PM reported that a fire risk assessment has been undertaken and concerns 
highlighted including overcrowding due to patients and their carers attending.  It was 
agreed for and for a plan of action to be presented.  

July: Committee agreed for plan of action to be provided as soon as possible and if 
appropriate for the plan to be presented in August.  Carry over.   

April: 13.04.2017: Reports: CIP QIA 
PM offered to discuss with the Director of Finance any quality implications relating to 
CIP.  An update to be provided next month. 

June: PM reported that as per previous meeting the Medical Director and Director of 
Nursing will be authorising QIAs for the coming year.  There is a new process in place 
for this financial year although no reviews have yet been undertaken.  An audit of last 
year’s submissions has yet to be actioned to ensure there has been no impact on 
quality and safety of patient care.  It was agreed that PM would take this forward.     

July: PM confirmed that Internal Auditors carried out a CIP follow up review of 2016/17 
savings and no issues were noted.  All project workbooks have a signature block which 
is signed by the Executive lead, the Medical Director and the Director of nursing.  An 
Internal Audit review of this year’s (2017/18) CIPs will be conducted in Qtr.3. 
NR reported that it has not been possible to carry out a quality assessment on the 
submissions to date due to the lack of detail contained and consequently none have yet 
been signed off.  Submissions have been returned to CSCs for further work.  NR to 
provide an update next month. 
DE stated that Rachel Weeks Programme Manager Delivery Unit will be conducting 
quality assessment reviews on a fortnightly basis.  Ongoing. 

April: 13.04.2017: Risk Register (CQC Visit) 
CQC visit and risks highlighted around AMU staffing.  FMcN and TS to review and 
update the CQC risk on the Assurance Framework 

May: FMcN reported that the risk has been updated but will check whether AMU staffing 
has been included.   

June: It was agreed that the risk would be reviewed and updated. 

July: The BAF risk relating to CQC has been updated for July Board by the Deputy 
Director of Nursing. The BAF risks are going to be completely reviewed ready for the 
August Board meeting. This risk will then reflect the current CQC concerns.  Action 
complete 

May: 11.05.2017: Quality Account – Final 
Simon Holmes commented on the need to ensure this document is referred to and used 
as a blueprint for the Trust and that the Account should be linked to the recruitment 
page for all potential candidates to view.   

July: Quality Account published on both internal and external websites.  To be linked to 
Recruitment page by Friday 07 July.  Action complete. 

May: 11.05.2017: Quality Account – Final 
TS to forward a copy to CG for inclusion within the DMGS report once ratified by Trust 
Board in June.   

July: Copy of Quality Account forwarded to CG.  Action complete 

May: 11.05.2017: Reports: Medicine 
MR highlighted the number of outliers within the CSC.  FMcN offered to produce an 
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outlier report for the next meeting using data from SLE and the Ops Centre for the 
Committee’s information.  It was noted that current pressures meant that a report may 
not be available for the next meeting; however, a status update would be provided if a 
full report was not available.   

June: TS confirmed that a report would be available for the next meeting. 

July: It was noted that current pressures meant that the report is not available for July 
meeting. To be presented at next meeting or before if completed.  Carry over to August 

May: 11.05.2017: Reports: PHT Policy Status Report 
FMcN asked of the Patient Transfer Policy and what plans are in place for ratification. 
LF confirmed that this is due to be presented at NMAC in June and will feed back to 
Committee next month.   

June:  LF reported that the Patient Transfer Policy will be ready for ratification at NMAC 
in July.   

July: NR to ensure policy is included within agenda.  Carry over. 

May: 11.05.2017: Risk Register: 10-16/17 Unintended consequences to delivery 
and quality of care due to cost improvement programme. 
FMcN to confirm that this risk will continue to be owned by the Medical Director and the 
new Director of Nursing once in post.  It was requested that an update be provided in 
advance of the July meeting.   

July: NR to discuss with Medical Director on return from leave.  Carry over. 

May: 11.05.2017: Risk Register: 48-16/17 Lack of urgent access to specialist 
mental health clinical assessment and advice. 
FMcN confirmed that this rating will now be redefined following the recent changes and 
additions to the Trust Mental Health Service and will be more explicit around 
management of patients and risk assessments.  It was requested that an update be 
provided in advance of the July meeting.   

July: Risk updated to reflect changes and included within July agenda.  Action complete 

June: 08.06.2017: Reports: Quality Performance Report 
Dementia Screening - DE asked if this should be a mandatory component of the 
Executive Performance Reviews.  The Committee agreed and DE confirmed to ensure 
this was actioned.   

July: Template reviewed and dementia screening now a mandatory component.  John 
Knighton Medical Director to be asked to confirm screening completed by medics. 
Ongoing. 

June: 08.06.2017: Safe Effective Care Framework 
DE asked whether the Committee would like the dashboard brought to each meeting 
going forward.  MN confirmed that the dashboard was useful; it was agreed that this be 
brought to the meeting monthly.  Action complete 

June: 08.06.2017: Safe Effective Care Framework 
It was agreed that NR would give consideration to the dashboard being presented to the 
Trust Board. 

July: NR reported that adjustments to the framework are required.  This will be 
discussed with the Medical Director on his return from leave.  Carry over 
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June: 08.06.2017: Safe Effective Care Framework 
DE agreed to bring Ward Accreditation details to the next meeting.  Action complete 

June: 08.06.2017: Reports: Human Resources Workforce and OD 
LF questioned whether there was data relating to those who had not progressed 
through their probationary period.  SL confirmed that this data was available and that 
this would be provided as an addendum to the report. 

July:  Individuals who did not progress through probationary period for 2016/17: 
April 2016 – 1 (ED), July 2016 – 1 (MSK), August 2016 – 1 (Corporate), January 2017 – 
1 (Medicine).  Action complete 

June: 08.06.2017: Reports: Operations Centre 
It was agreed that this report be carried over to July with the reporting schedule 
amended according.  Action complete 

June: 08.06.2017: Any other business 
RK informed that she was Chair of the IT Strategy Group which currently had no formal 
reporting mechanism and questioned whether they should report to the Governance 
and Quality Committee.  It was agreed that PM would review the Committee structure to 
determine the most appropriate Committee for the Group to report into. 

July: PM confirmed that an agreement has been made that the most suitable 
meeting/Committee for the IT Strategy Group to report to would be SMT.  Action 
complete 

2 CQC Quality Improvement Plan 
FMcN reported that the Section 29a Enforcement Notice has been reissued to the Trust 
with additional elements.  This is being cross referenced to the previous notice and 
included within the Trust overall improvement plan.  NR reported on a meeting held 
today to discuss the Section 29a notice and an action plan has been put in place to 
address issues immediately.  MN asked how the Trust could be assured delivery of the 
action plan.  NR stated that audits will take place to ensure compliance. 

SR commented on the need for easy and accessible communication for all front line 
staff.  The Committee agreed it was important for staff to be fully briefed and supported 
before the findings go public and for a communication strategy to be developed. 

(i) Aligned Incentive Contract
FMcN presented the above and reported that a working group has been established
with a project brief of improving quality and reducing variation.  Wendy Ball Head of
Quality and Patient Experience Fareham Gosport and South East Hampshire CCG and
FMcN have been working together to produce the above draft document for discussion
and comments.

The initial phase includes greater CCG engagement in key Trust meetings including the 
Governance and Quality Committee.  Plans also include working together for quality 
improvement in areas such as design and planning of CQUIN schemes though it is 
unclear if this would have any influence over national CQUINs.  

A discussion was held and it was agreed for FMcN to draft an invitation to the CCG for 
future attendance at Trust Governance and Quality Committee meetings. 

PM questioned the quoted workstreams and whether they were clinically and patient 
focussed.  FMcN stated that these elements are addressed within workstream 7 
(Integration workstream) with a focus on integrating pathways for patients.   

MN commented on the need for a Terms of Reference for joint working to ensure 

FMcN 
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appropriate representation. 

MN asked the Committee for any comments or suggestions to be fed back to FMcN by 
Thursday 27 July 2017. 

All 

3 Governance and Quality Reports 

(i) Quality Performance Report and Pressure Ulcer Log
FMcN presented the May Trust Quality Performance Report on behalf of TS and the
following key points were noted:

Safe 
Mental Health: 
The increased scrutiny continues.  A weekly Mental Health Working Group has been 
established that will feed into the new Mental Health Board. 

Falls incidents (resulting in severe harm): 
3 confirmed falls incidents in May.  1 incident contributing to the death of the patient and 
2 resulting in severe harm.  The current 2017/2018 year-to-date position is 4 confirmed 
falls incidents, 1 contributing to the death of the patient and 3 resulting in severe harm. 

MRSA: 
The Trust reported 2 patients with MRSA bacteremia in May.  Both cases were 
provisionally assigned to the CCGs pending Post Infection Review panels, following PIR 
meetings, both cases have been referred to NHS England for arbitration and attribution 
to Third Parties has been requested.  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: 
5 patients with C.Difficile attributed to the Trust in May against a monthly objective of 3. 
Formal multi-disciplinary panels have been reinstated for all cases occurring from June 
2017. All cases from April and May received an RCA review by Infection Prevention; no 
clusters were identified and all cases occurred on different wards and specialties.  The 
cases so far have been mild/moderate C.Difficile rather than severe.  The Trust’s year-
to-date position is 11 cases against a target of 7 cases (annual objective 40 cases). 

Duty of Candour: 
One breach of Duty of Candour in Medicine. 

Effective 
HSMR: 
Increase in the Trust HSMR for the 12 months to March 2017 to 111.19, continuing to 
be classed as high.  The Mortality Review Panel are reviewing an increasing proportion 
of all deaths including rating “Avoidability”.  There is more structured use of the Mortality 
review tool as record of learning from deaths.  A system-wide meeting is to take place 
to understand and address underlying issues that may be contributing to rising HSMR. 
Detailed scrutiny of HSMR data using structured review process. 

Caring 
Dementia Screening:  
Slight improvement in compliance with Dementia Screening.  Compliance is to be 
discussed with each CSC at the monthly Executive Performance Reviews. 

National In-patient survey: 
1,250 adult patients who stayed for one night or more in July 2016 were asked to 
provide feedback about their experience. 533 patients responded giving a response rate 
of 44%, in line with the national average.  2 significant Improvements in shared sleeping 
accommodation and ward cleanliness.  0 significant deteriorations.  2 “worse than 
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questions” relating to noise at night from staff and time to answer a call bell.  Overall 
experience 8.1/10, small improvement from 8/10 from last survey.  Benchmarked “about 
the same” as other Trusts in all sections. 

Responsive 
Patient moves (non-clinical) between 0001:0700 and Outliers: 
The Trust continues to see an unacceptable number of escalation beds in use 
necessitating a high number of medical outliers who experience numerous moves, a 
significant number of those undertaken overnight.  Two additional pieces of work; a 
capacity reset programme within the Trust to realign bed capacity reflecting the ongoing 
number of medical outliers and a whole system commitment to reduce the number of 
Medically fit for Discharge (MFFD) patients by 100 by mid-September 2017. 

Well-led 
FFT ED response rate: 
ED response rate remains static at 14.6%; below the 15% target but above the national 
average of 12.5% in March.  Reported satisfaction rate has increased slightly to 95%; 
above the national benchmark of 87%.  The number of patients who would not 
recommend ED has remained static at 1.6%; remaining significantly better than the 
national average of 7%.  The In-patient response rate has also remained static at 
34.5%, remaining above the national average of 25.3%. Reported satisfaction rate has 
decreased slightly to 96.5%; remaining above the national average of 96%.  The 
number of patients who would not recommend in-patient areas has decreased again to 
0.4%; below the national average of 2%. 

FMcN reported that work is currently ongoing with GG around duty of candour to take 
this agenda item to the next level. 

ii) Safe Effective Care Framework and Ward Accreditation Documentation
DE presented the ward clinical dashboard to the Committee and reported that the
format has been modified since last month.  An offer of support from the CCG Data
Analyst has been received with a view to looking at 2-years data to assist with putting
processes in place to ensure triangulation.

The data presented within the dashboard indicate that both MOPRS and Medicine 
currently have high vacancy rates. 

NR commented that discussions need to be held to decide how to present the 
dashboard to the Trust Board. 

DE then presented the ward accreditation documentation and explained the process 
around this programme.  This programme provides a cumulative understanding of what 
is happening at a ward level.  Benchmarking has been taking place with other Trusts 
and along with feedback gained by survey monkey has resulted in the latest version of 
the accreditation tool.  Each accreditation consists of a presentation by the ward 
followed by a ward visit to conduct a 15-step assessment.  The accreditations take 
place annually and provide a developmental opportunity for ward leaders.  A new level 
has been introduced alongside the bronze, silver and gold awards.  A platinum award 
will be awarded to any ward that achieves gold status three times in a row and will be 
acknowledged by the Trust Board.  A further component of the programme will be 
presented at the next meeting. 
Post meeting note: Ward Accreditation programme summary included as appendix with 
minutes 

DE asked for any comments regarding how this tool can be used as part of the Trust 
ongoing plan to be forwarded. 

DE 
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(iii) Renal and Transplantation
SH presented the above report and the following key points were noted:
Safe

• Capacity: No planned changes to footprint but have established new, safer patient
pathway with continued use of renal day ward for outlying patients and development
of services to provide for day case procedures

• Infection prevention and control: One MRSA bacteraemia attributed to community,
One C Difficile incident attributed to renal unit

• SAFER Bundle: Board rounds embedded with Red to Green days now established
with excellent feedback and good outcomes

• Vulnerable patients: Ongoing focus on prompt identification and appropriate
assessments of vulnerable patients. This practice now forms an integral part of
safety huddles and board rounds with medical input.  Attention to detail of
documentation is actively managed.

Effective 

• IT support: Currently appraising new systems, whilst preserving Renal Proton – it
has been suggested that Renal Charitable funds are used to support system.

• Roster Clinic: Annual leave allocation confirmed and aspiring to getting this right first
time.

• NICE compliance: Fully compliant in 96% of NICE guidance relevant to CSC

• Audit: Forward audit plan for 2017/2018 in progress; 2016/2017 audit report
submitted

• Retendering HD service: Document is completed but financial steer is required to

inform NHS financing options as per Trust Executive team.

Caring 

• Plaudits: numbers continue to be high

• Friends and family: improved compliance with feedback (95% would recommend)

• Patient experience surveys: Low Clearance survey now live; haemodialysis,
transport and anaemia surveys are in the late planning stages and due to go live
imminently; transplant survey is in development

• SOP for inter-hospital patient transfer: Content agreed, presented to NMAC and
now awaiting signoff from COO before rolling out regionally

• Quality care review: Excellent feedback from internal quality care review with
particular note of excellent teamwork, communication, calm and welcoming
environment and exemplary standards of care.

Responsive 

• Patient transport: Transport to and from haemodialysis continues to be a challenge
and remains on CSC risk register. Actions: Transport log sheet developed for all
staff to enter issues and regular reviews continue.

• 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

• Out-reach to neighbouring trusts; 1) a contract for delivering in-patient nephrology to
St Richards is being finalised; 2) Finalisation of agreement to provide dialysis
support to UHS ITU with imminent start date; 3) anticipated roll out of Consultant—
led enhanced inpatient service at UHS March 2018

• Button-holing (BH) of AV grafts: the following actions are now in place: 1) patients
electing to continue BH have provided written informed consent following discussion
with individual consultant regarding potential risks; 2) SOP including surveillance
protocol for patients BH ratified and in use; 3) all access-related complications are
raised as SLE and RCA undertaken with monitoring through monthly CG meetings;
4) educational / practical sessions on BH are now up and running. External CQC
review pending.
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• Assistance with GIM: CSC to provide Consultants as requested to GIM model from
September 1st 2017; outcome of business case for 10PA post to provide additional
cover of the currently unfilled POD/on call physician  shifts and PTW of GIM patients
is 10 PA allocation is approved.

• Access to Hampshire Health Record: to enhance patient management by allowing
access to GP records

• Database for new policies: to allow easy access to all within CSC of latest policies,

clinical guidelines and patient information leaflets

Well-led 

• Safety Huddle: Focus is on patient safety, the patient flow agenda is now embedded
and VTE, Dementia assessments and MCA/DOLS are now the priority. Roll out of
the Portsmouth Quality Vulnerable Patient Bundle (part15).

• Charity Working Group meeting monthly with patient representation

• Renal reps on MRP: representatives from CSC to attend MRPs as they roll out trust
wide

• Monday morning MDT: refinement of current pathway to facilitate more rapid
handover, timely board round and earlier start to the Monday morning ward round

• Post-discharge weekly clinic: to ensure timely review of patients post discharge

• Quality Surveillance Transplant self-declaration: overall compliant with one
exception.

• Quality Surveillance Dialysis self-declaration: overall compliant with one exception.

MN asked of the ongoing issues around patient transport.  SH reported that regular 
meetings are underway with SCAS and a majority of issues are logged as an SLE. 
There is also an increase in the number of patients requiring transport adding to the 
current burden.  SB suggested that patient experience volunteers could speak to the 
patients affected by any issues.  SH stated that the unit are looking at transport 
volunteers to help ease the situation. 

PM noted the limited attendance of a matron and also the General Manager at the CSC 
Governance meetings.  SH to feed back to the CSC. 

FMcN reported that a working group is to be set up to look at the current Committee 
reporting template with a view to using in a more constructive way.  This is due to 
feedback received over the volume of information and input required for each report.   

(iv) MSK
JK presented the above report and the following key points were noted:

Safe 

• Junior doctor’s rota remains a concern, with 9 SHO and 1 FY1 vacancies on the
rota leaving the CSC at risk. Nursing vacancies are presently 10% with high
numbers on long term sickness. The CSC aims to cover with on-framework staff
and mitigate the risk by covering essential shifts.

Effective 

• Information Governance compliance increased to 96% from 82% after a big push to
complete essential skills booklets by nursing and clinicians.

• Improved appraisals across CSC’s and plans in place.

Caring 

• MSK continue to receive good feedback from Friends and Family. 0.79% unlikely
responses

Responsive 

• MSK  continues to achieve  best percentage  for dementia screening

SH 
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• MSK patient experience group continue to visit each department giving live feedback

to managers on patient related issues / acknowledging staff that go the extra mile

Well-led 

• Continued improvement of sickness absence.

• SAFER Bundles continue to be effective and there has been an increase in
discharges before 12 midday within MSK

JK reported that DOSA continue to function from the ward gym. 

MN asked of the long-term sickness noted in the report.  JK confirmed that a majority 
are due to staff injuries and these are being managed as per Trust guidance. 

SR commented on the need to address compliance with essential skills as this is one of 
the factors within the CSC performance reviews. 

SB noted that D6 has the lowest FFT response rate and asked if there were any 
themes.  JK stated there were no specific themes reported. 

(v) CHAT
LH presented the above report and the following key points were noted:

Safe 

• The data continues to show good compliance with key quality and patient safety
metrics overall.

• Two SIRI under investigation:

• Increased number of anaphylaxis incidents in theatre each case has been
reviewed at an internal panel. Two trainees are doing a review of anaphylaxis
over the last 2 years

• Essential skills training increased to 88.7 % in May and staff appraisals 93.2%.

Effective 

• ICNARC data SMR is 0.98 this is within the acceptable 1% range. Will continue
to be closely monitored through monthly M&M and Governance meetings.

• Delayed transfers and ‘out of hours’ discharges continue to be a concern.

• Critical Care continues to be in the national top 3 recruiters for research

• HSDU have successfully maintained Full BSI Accreditation with the Quality
Management System ISO 13485 2003 for the 5th Year. HSDU hoping to
purchase updated BSI standards, this is being done jointly with Microbiology.

• CCG visit to Theatre DSU and TAS in April 2017 with positive feedback.
Recommendations to improve quality of patient information implemented

• CQC ‘Well Led’ visit May 2017  to POA and Theatres to discuss

complaints and governance processes.  Inspection team seemed assured

of processes  with no issues raised- awaiting formal feedback in report

Caring 

• DSU FFT continues to show a high level of satisfaction with the service with an
average of 98.2% of patients recommending the service with an increased
response rate.  Key areas for improvement relate to cold temperatures/air
conditioning in the waiting areas and communication.

• POA FFT is 100%.

• ITU patient/relative satisfaction remains over 98% with improved ward
transitions since the introduction of ‘step down magnets’

Responsive 

• The Scheduled Care Improvement Group has noted an increase in theatre
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utilisation from 85% up to 88% and reduction of cancellations on the day 217 
down to 34.  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

• CHAT continues to be proactive in their response to complaints, due to staff who
try to resolve issues informally as quickly as possible. The lasted concerns have
been around pressure area care in Day Surgery unit and patient cancelled twice
due to lack of bed and communication about anaesthetic risks. Key actions in
place to prevent these issues happening again.

Well-led 
New and top 5 risks continue to be managed and mitigated effectively. Risks to highlight 
are: 

New risks 

• CIP (Finance): 6% will be difficult due to the demand for activity 2017/18. (12)

• Risk moved from S&C to CHAT risk register: poor quality image on
Laparoscopic stack theatre D2 (20) down (12)

• Risk moved from S&C to CHAT risk register: poor quality image on D level
theatre endoscopy stack and scope. (16) down to (8)

Increased risk 

• Recruitment of experienced orthopaedic scrub nurses in theatres (increased
from 12 to 15).  Recruitment is on-going with a rolling advert.  Skilled agency
staff continue to be used to mitigate risks until staff are trained.

Top CSC Risks 

• Water Quality failures for Endoscope RO Water System (NB on Trust Risk
Register (16)

• Delayed discharges ITU and out of hours transfers (15)

• Lack of DSU Capacity (15 )

• Outliers patients in recovery overnight (12)

Workforce 

• Appraisals: compliance has increased from 79.1% to 93.2 %. Action plans are in
place to improve this and do the quarterly staff reviews.

• Staff survey CHAT and departmental action plans completed and shared with
staff and progress monitored through CHAT Board. .

• On 24th June Theatres held a recruitment open day for HCSW and trained staff.
Over a 100 people attended and 11 people were given jobs offers.

MN asked about the number of anaphylaxis incidents in theatres.  LH reported that this 
is not unusual and all patients are made aware of the risks beforehand. 

JW commented on the delayed discharges and mixed sex breaches particularly with the 
CQC raising concerns over privacy and dignity for patients.  LH reported that the CSC 
use screens and side rooms to aid with privacy but there is unfortunately only one 
patient toilet within the unit for both sexes.  The CCG are aware and breaches are 
reported at daily Ops meetings.  SR acknowledged the need for any delays to be 
addressed.  MP reported that the Ops Centre will be ensuring that any delayed 
discharges are highlighted visually on the hospital status board. 

SB congratulated the CSC on the use of a ‘buddy’ to assist with the health and safety 
walk round. 
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(vi) Emergency Medicine
RB presented the above report and the following key points were noted:

Safe 

Emergency Department 

• 196 validated 12-hour breaches during the reporting period compared to 112 in
the last period. Audit undertaken in the reporting period and results reported.

• Reports have shown that patients waiting for a medical bed are still waiting in
the department longer than 7 hours.

• The trend of overcrowding continues to be a factor in various adverse clinical
events.

• Compliance with 15-minute assessments continues to be impressive
considering the challenges faced during the reporting period. Staff encouraged
to escalate and complete an SLE when this metric is not met.

• The CSC is the highest reporter of SLEs.

• The 2-hour time to assessment requirement in ED continues to improve
although it continues to be a challenge out of hours. This is mainly due to the
activity being greater than the workforce numbers out of hours.

• Interviews for Consultant positions (adult and paediatric) are taking place in July.

• Following a SIRI and the CQC visit in May, the EDU now has 24/7 RMN and
HCSW support in place and allocated to every shift.

• The backlog of incidents awaiting review has improved, with a notable reduction
from April onwards.

• The department continues to be compliant with the majority Essential Skills.

• Following receipt of Enforcement Notice, ED has commenced reporting weekly
MH metrics to the CQC.

Acute Medical Unit 

• Intensive support programme continues with weekly meetings with the Deputy
Director of Nursing and Director of Unscheduled Care.

• 30 day plan completed following the CQC visit.

• Following receipt of the Enforcement Notice, AMU have commenced reporting
bi- weekly metrics to the CQC.

• AMU nurse staffing levels must be green in order to comply with the conditions
outlined in the CQC’s Enforcement Notice.

• Improvement with MCA and DOLs training compliance.

• Continued challenges with ensuring patients are managed appropriately under
MCA and DOLS.

• Daily safety huddles continue to be developed.

• The SOP for managing GP referred patients has been revised and the process
is safer.

• Admissions sheet for GP expected patients has been developed; patients get an
immediate set of vital signs and any with suspected sepsis will be highlighted.

• Ambulatory Care has not been used as escalation capacity during this reporting
period. However, it was utilised for this reason during June.

• Regular gaps in the junior doctor rota experienced during reporting period.

• The back log of incidents awaiting review has further reduced.

Effective 

• Further work ongoing to increase the quality of appraisals and training records.
The CSC is still non-compliant but committed to achieve by end of July.

• Fewer than 95% of CSC staff have completed their IG training.
• Concerns were raised by CQC with regards to managing Mental Health patients.
• ED continues to do well with sepsis screening and administration of antibiotics

Caring 

• Number of FFT returns has been inconsistent. However, responses received
264



Item Resp 

highlight a consistent high score in likely to recommend. 

• Number of plaudits continues to outweigh the number of complaints received.

• Complaints remain low in relation to activity.

• The number of outstanding complaints has reduced

Responsive 

Emergency Department 

• Average 94% of patients assessed within 15-mins during reporting period.

• Department continues to submit weekly key performance metrics to the Director
of Nursing, which are submitted as a total monthly report to the CQC.

• The introduction of weekly dedicated non-patient facing DCC sessions has had
a positive impact on the timeliness of responses to ED complaints.

Acute Medical Unit 

• Sit and See sessions commenced in April to observe standards of respect and
dignity at meal times.

• Bi-weekly metrics are being reported to CQC.

• Number of complaints has reduced during this reporting period.

Well-led 

Emergency Department 

• Sickness has increased but turnover is low (in month).

• Regular Majors and Minors working group meetings continue to be held.

• CSC Governance meetings held monthly during the reporting period despite
operational pressures.

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 team to understand what is required of them.

• Handover meetings are becoming more Multi-disciplinary.

• Staff engagement meetings held but poor attendance continues.

SR reported that work is ongoing with the CCG regarding the format of the weekly 
report to reduce the time taken to complete.   

RB reported that the Pit-Stop and 15-minute triage are working well.  MN expressed the 
Committee’s appreciation of all the work undertaken within the Emergency Department 
and the difficulties the CSC face. 

PM asked about the number of incidents of tissue damage reported.  RB explained that 
all patients admitted with pressure damage are logged as an SLE although not hospital 
acquired.  These are then ‘rejected’.  Community acquired pressure damage of grade 3 
and 4 are also logged as a safeguarding incident.   

RB reported on a SIRI relating to a mental health patient who self-harmed.  As a 
consequence the unit now has 24/7 cover of mental health trained nurses to support 
staff along with a good working relationship with the mental health liaison team. 

RB stated that the CSC now allocates non-patient facing time to allow completion of 
complaints etc and this has reduced the backlog.  FMcN acknowledged this as good 
practice.  SR suggested sharing with other areas. 

MN noted that the report read very well.  MN confirmed that the Trust now has 3 new 
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non-executive directors who have an interest in the Emergency Department and will be 
visiting the unit soon. 

(vii) Operations Centre
MP presented the above report and the following key points were noted:

Safe 

• The Operations Centre Team work closely with ED, clinical and operational
teams across the hospital to avoid 12 hour DTA breaches.

• Month on month reduction in 12 DTA breaches since a zero tolerance policy.

• Ops Team conscious of the need to balance the safety and admission needs of
patients. Decision making process is made in full consultation with ED and AMU
team ultimately prioritising patients’ clinical needs.

• Standard agenda used at Operations Meetings refreshed ensuring safety issues
are raised and actions to mitigate agreed including:

- all 16-19 year old patients nursed in the Adult ED Observation Ward
(EDU)

- all patients on a MH Sections
- assurance from CSCs patients have undergone the appropriate

assessments and care plans are in place
- staffing,  including ED and AMU
- any additional safety issues concerning staff

• Newly appointed MH administrator is now working closely with the Ops Centre
Team ensure all administrative process are legally compliant

• Ops Centre Team follow agreed template to ensure any escalation areas
opened are safe to receive patients.  Impact on displaced day case patients
mitigated where possible

• The back log of incidents awaiting review has significantly reduced.

Effective 

• 87% appraisal compliance has been achieved and maintained

• Dedicated training programme created for all new Patient Flow Co-ordinators

Caring 

• Operations Centre Team continually make challenging decisions, based on the
information available at the time to ensure the safety of patients is balanced
across and outside the hospital

• The high number of outliers, overnight moves non-clinical moves continue to be
an area of concern

Responsive 

• Currently two key pieces of work the General Manager leading with CSCs;
- Review of outlier processes to reduce total number of patient moves both

non-clinical moves and moves out of hours
- Provision of a substantive Transfer Team ensuring safe and timely

transfers are a priority

Well-led 

• Monthly DHM and PFC meetings are held

• Each DHM now has a lead responsibility widening their portfolio and awareness
of Trust wide issues

MP reported that along with Michelle Dixon Deputy Chief Operating Officer and Mark 
Roland Chief of Service Medicine CSC, the process and number of outliers is being 
reviewed.  It is acknowledged, however, that a higher focus on discharges will impact 
on the number of outliers around the Trust.  FMcN asked how patients are risk 
assessed prior to moving following the case of a patient being outlied when they weren’t 
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suitable.  MP explained the outlier process to the Committee.  MN requested that the 
data table included within the report includes number per day and not averages.  MP to 
action for next report. 

PM commented on the excellent job the Duty Hospital Managers perform in what is a 
very difficult role.   

FMcN requested that consideration be given to compiling a risk register for the 
Operations Centre.  MP agreed and stated that the major incident plan will also be 
included within the next report. 

(viii) Health and Safety Committee
JM presented the above report and the following key points for the 2016/17 financial
year were noted:

• 702 staff incidents reported over the 2016/17 financial year with 9 RIDDOR
incidents. Top incident in Datix is inappropriate behaviour towards staff although
highest incident is sharps. Sub cut incidents being the biggest contributor.

• 18.5% decrease in the number of reported incidents from last year – incidents
are now being better categorised.

• Work towards the Wellbeing & flu CQUIN in progress with this year’s campaign
plans developed and a calendar of events established

• Very positive feedback and outcomes from the Health and Wellbeing initiatives
to date – with a member of the Oasis team receiving Employee of the Month for
the support he has given to staff members that have attended.

• 500 staff referrals to the counselling service over 2016/17

JM reported that the flu campaign for this coming winter will have a more management-
led focus than in previous years.  MN expressed concerns that up to a quarter of front 
line staff are not vaccinated and that this could potentially put patients at risk.  JM stated 
that vaccinators this year will include junior doctors and consultants with a view to 
increasing the number of medical staff receiving the vaccine.  AT suggested publishing 
articles about colleagues who have contracted the flu virus to highlight the benefits of 
being vaccinated.  This was acknowledged. 

RK asked if there was any assistance that could be provided to support the sharps 
agenda.  JM reported that a programme of events is being put together that will be 
targeting key areas.  Safety devices introduced have unfortunately not had an impact on 
the number of injuries and there is no definitive pattern around those reported. 

FMcN commented on the increase in referrals to the counselling service.  SB stated that 
the referrals are not always work related and for this to be noted in reports going 
forward. 

There were no further comments received. 

(ix) QA@Home
KY introduced herself and AE to the Committee and presented the above report.  The
key points were noted as follows:

• 198 patients have been taken onto service this reporting period saving 3,124
bed nights for the trust.

• New pathways continue to be developed within specialities that have not been
regular referrers.

• The risk noted on the risk register is in relation to pharmacy provision. The
recent loss of a permanent pharmacist to QA@Home has impacted on the
service; affecting capacity and the smooth running of the service.

MP 

MP 
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• Patient satisfaction feedback remains at 9.5/10 and above.

• Since loss of pharmacist difficulties in getting drug charts re-written and
reviewed by medical teams has been noted as patients are not physically on the
ward. Pharmacy has a new policy not to supply patients once they have left the
hospital potentially putting patients at risk.

KY reported that the QA@Home Operational Manual has been revised and is now 
awaiting ratification at the Medicine CSC Governance meeting.  SR offered to follow up 
ratification. 

FMcN asked about the current risk around Pharmacy and the fact a pharmacist is not 
present when a patient is discharged.  KY stated that an interim measure has now been 
put in place whilst this is reviewed. 

PM noted that the QA@Home bed capacity was exceeded in April but not in May or 
June of this year.  SR commented that the service is highlighted at each Ops meeting 
for areas to utilise.  KY reported that capacity has also been affected by the cancellation 
of orthopaedic operations. 

(x) Safeguarding Committee
FMcN presented the above report and the following key points were noted:

Adult 

• The number of adult safeguarding referrals has fallen for the second consecutive
year, likely due to changing safeguarding thresholds.

• Concerns have been raised regarding the application of MCA and DOLS legislation
into everyday practice. No evidence of patient harm or that treatment and care
decisions would have been different has been found when reviewing cases,
however there have been omissions of documentation to evidence robust capacity
assessment and best interest decision making processes.

• Changes to use of the MCA to accommodate patients in a ‘pre-DOLS’ situation has
given rise to a significant increase in DoLS application numbers and workload

• Underutilisation of training places has resulted in lower than projected training
compliance for Enhanced Level MCA and DOLS.

• Prevent - First referral made by the Trust

• Business Case for team administrator awaiting approval

• Training review scheduled within 2017/18 to ensure compliance with anticipated
intercollegiate training levels.

• Work required to improve staff understanding of safeguarding thresholds

• Develop Trust specific e-WRAP package

Children 

• Challenges- training compliance.

• Emergency department support.

• Data collection systems- systems require updating. We are currently using database
from external agency.

• Best practice- FGM /CPIS/office tasks to increase ward presence

FMcN reported that work is still ongoing around the MCA/DOLS process as highlighted 
by the CQC during their visit.  Resource within the Safeguarding Adults Team is being 
addressed with the replacement for Anne Taylor Lead Nurse due to start in September. 
A full-time administration assistant has also been recruited and is due to start in August. 
Portsmouth City Council has offered an Adult Safeguarding Lead to support the team 
for 2-days per week until the new staff are in place.  Tina Scarborough, Adult and Child 
Safeguarding Lead Portsmouth CCG is also assisting and reviewing the current 
safeguarding adult processes.  NR acknowledged the need to strengthen the 

SR 
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safeguarding adult team to maybe include a senior member with a mental health 
background. 

FMcN reported on the current low compliance with Prevent training as reported in the 
quarterly returns.  This is due to a lack of facilitators to deliver the training and limited 
attendance at sessions.  There are approximately 5000 staff within the Trust who 
require training and the area regional coordinator has offered to come down to facilitate 
train-the-trainer sessions with a view to the Trust achieving compliance during October 
and November 2017.  MN asked of the timeline to increase compliance.  FMcN stated 
that the Trust is working towards 85% compliance by March 2018 with a majority of staff 
included within the October/November sessions.  SR suggested that new colleagues 
who have received the training previously could be used to relieve staff to attend. 

(xi) Formulary and Medicines Group
No attendance.  To carry over to next month.

4 Assurance Framework 

PM presented the assurance framework to the Committee and the following risks 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, resulting in significantly more deaths than expected. 

PE4: Maintenance of compliance with CQC regulations 

PM reported that the risk for PE4 is to be rewritten.  FMcN commented that the risks 
and noted actions do not seem appropriate for strategic objectives.  PM stated that the 
whole Board Assurance Framework is to be rewritten and refocussed and if the 
Committee feel that the risks associated with this Committee do not belong here then 
this will be followed up.  MN asked when the framework is due to be rewritten.  PM 
stated that the Trust CEO is currently putting together a plan. 

5 Risk Register 

FMcN presented the assurance framework to the Committee and the following risks the 
Committee is responsible for: 

9-16/17 Failure to achieve internal and external set quality/patient safety
improvements
May position exceptions include HSMR, dementia screening, C difficile and non-clinical
patient moves after 21.00. No change to current rating of 12 (moderate) due to on-going
risks for these metrics

10-16/17 Unintended consequences to delivery and quality of care due to cost
improvement programme
Current rating of 12: Nil to note. Escalated to Director of Nursing and Medical Director
regarding need for risk owner

48-16/17 Lack of urgent access to specialist mental health clinical assessment
and advice.

Current rating increased back to 20 from 12: Further concerns raised by the CQC in
May regarding safe staffing in ED observation ward including lack of risk assessment
and care planning for patients with specialist mental health needs. Comprehensive
review undertaken by Solent NHS Trust. Report presented and recommendations have
been included in the CQC vulnerable patients’ action plan. Delivery of the plan being
over-seen by the weekly mental health working group chaired by the Medical Director.
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Weekly updates being provided to the CQC against the Enforcement Notice to deadline. 
Ligature risk assessment remains outstanding. Awaiting SHFT to respond. 

QT3 Lack of capacity to manage the increase of adult safeguarding agenda and 
associated workload. 

Current rating 20: Discussed under the Safeguarding Committee agenda item 
previously. 

21-16/17 Failure to comply with Mental Capacity Act and Deprivation of Liberty
Safeguards legislation.

Current rating 20: Discussed under the Safeguarding Committee agenda item
previously.

FMcN reported that a quality risk has also been added around information governance 
resources.  The new General Data Protection Regulations (GDPR) are due to be 
introduced in May 2018 and will have an impact on the workload.  A business case has 
therefore been put together for increased resources. 

MN felt assured that the risks the Committee are responsible for are reflected within the 
meeting agenda and discussions. 

6 Minutes to note: by exception only 

(i) Patient Safety Steering Group

For Committee to note.

(ii) Patient Experience Steering Group including Terms of Reference

SB reported on the updated terms of reference.  The Committee agreed ratification.

(ii) Clinical Effectiveness and Mortality Steering Group

For Committee to note.

7 Other 

(i) Complaints Concerns Comments and Compliments Management Policy
MB attended to present the above and reported on the revisions made to the policy
following comments received.  The Committee agreed ratification.

8 Confirm key messages from meeting 
MN confirmed the following key messages from the meeting: 

• Mental Health – much improved but ongoing challenges

• Bed capacity – work ongoing to address but further improvements required.

• Adult Safeguarding – Acknowledgement that summer months will be challenging
with limited resource.

• Prevent training – current low compliance and an urgent need to address.

9 Items for discussion at the next meeting 
There were no items for discussion at the next meeting. 

10 Any other business  

There were no other items discussed. 
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Date of next meeting: 

Thursday 10 August 2017 
  09.00 – 11.30 

E Level Boardroom, Education Centre QAH 

Committee attendance record: 

Attendees 

11 08 13 10 08 12 09 09 13 11 08 13 

A S O N D J F M A M J J 

Non-Executive Director (Chair) � � � � � � � � � � � � 

Non-Executive Director (Vice-Chair) A � � � � � A � 

Director of Workforce and Organisational 
Development 

A � � � � ® � ® ® ® � � 

Chief Operating Officer A A A A A A A A � � � � 

Medical Director � � � � A A ® � � � A 

Director of Nursing � A A � � A � � � � 

Director of Corporate Affairs � A � � � � � � � � � � 

Deputy Director of Nursing � � A � � � � A � A � � 

Associate Director of Quality and 
Governance 

� � � � � � � � � � A � 

Associate Director of Infection and Safety A A A A A A ® ® A ® ® ® 

Head of Patient Experience ® � � � � � ® � � � � � 

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 A 

Head of Nursing (representative) � A � � A � � � � � � A 

Director of Education ® ® A ® � A ® ® ® ® ® ® 

Defence Medical Group (South) 
Representative 

� A � A A A � A � � A A 

Trust Governor � � � � � � � A A A 

A Apologies ® Representative � Attended X No Attendance 
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RISK ASSURANCE COMMITTEE 
Thursday 15 June 2017, 15:00-17:00 

Theatre Seminar Room, Main Theatres, E Level, QAH 

Present: Christine Slaymaker (CSl) Non-Executive Director – Deputy Chair 
Peter Mellor (PM) Director of Corporate Affairs 
Nicola Ryley (NR) Interim Director of Nursing 
Simon Ward (SW) Associate Medical Director – Consultant Radiologist 
Fiona McNeight (FMcN) Associate Director Quality and Governance 
Annie Green (AG) Head of Risk Management 
Chris Tite (CT) Head of IT 
John A’Court (JA) Head of Estates and Facilities 
Lee Williams (LW) Head of Financial Accounting 
Lesley Coles (LCo) Head of Nursing Women and Children’s CSC 
Susie Lowe (SL) Corporate HR Manager 
Leann Hetherington (LH) General Manager for Head & Neck CSC and Trust Cancer 

Lead 

In attendance: Debbie Knight (DK) Head of Nursing and Midwifery Education 
Clare George (CG) Governance Coordinator – MOPRS CSC 
Stephen Hill (SH) Consultant in Acute Medicine and Governance Lead 
Michael Goodfellow (MG) Matron – Emergency Department 
Fiona Wright (FW) Matron – Acute Medical Unit 
Sharon Hackett (SHa) Senior Midwifery Manager Clinical Effectiveness, Quality & 

Safety 
Alison Fitzsimons (AF) General Manager Clinical Support CSC and Head of 

Professions 
Roland Howes (RH) Trust Governor 
James Roser (JR) Risk Administrator (Minutes) 

Apologies: Melloney Poole (MP) Non-Executive Director 
John Knighton (JK) Deputy Medical Director 
Ruth Carter (RC) Head of Nursing for Surgery & Cancer CSC and Trust Lead 

Cancer Nurse 
Linda Field (LF) Head of Nursing for MOPRS CSC 

Minute Ref Item Title Action 

1 Welcome and Apologies 

1.1 CSl chaired the meeting in the absence of MP. It was noted that the meeting had not 
convened for the past two months due to changes to the Trust Board membership. 
CSl welcomed those present and apologies were noted. 

2.1 (a) Minutes of the Risk Assurance Committee held on 16 March 2017 

2.1.1 The minutes of the last meeting were agreed as correct. 

2.2 (b) Matters arising 

2.2.1 November: 17.11.2016: Surgery and Cancer CSC Risk Register 
Lack of appropriate quiet room for patients and relatives on E level surgical floor: PM 
to follow up with Estates. 

June: AF informed the group that she had discussed further options with Andy 
Burrows who had identified the use of the old social club. The Medical Photography 
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2.2.2 

2.2.3 

2.2.4 

2.2.5 

2.2.6 

2.2.7 

2.2.8 

Team agreed that this was a suitable move and also accessible for patients. It was 
also noted that other break out rooms could be utilised as an interim solution. It was 
agreed that JA would discuss the options with the relevant estates team in order to 
progress the work. 

Ongoing 

November: 17.11.2016: Emergency Medicine CSC Risk Register 
The lack of functional emergency help (Crash) alarms in Majors Wait: 
RB to investigate what action is being taken around this.  If none, then to be escalated 
to CS and PM. 

June: PM confirmed that a temporary solution was in place. Action complete 

January: 19.01.2017: Historic BAF Risks 
1-1415 (Inability to maintain on-going compliance with all CQC standards and
implement the Quality Improvement Plan) - the committee agreed that the risk would
be assigned to the current BAF. It was also agreed that CS would liaise with PM with
regards to the inclusion of the risk on the BAF.

June: PM confirmed that the risk had been added to the BAF. Action complete 

January: 19.01.2017: Historic BAF Risks 
9-1516 (Failure to successfully implement the Trust’s IT Strategy eHospital
Programme to deliver an enterprise clinical  system that better supports delivery of
high quality, more efficient and cost-efficient patient centred care) – the committee
agreed that the risk would be assigned to the current BAF. It was also agreed that CS
would liaise with PM with regards to the inclusion of the risk on the BAF.

June: It was agreed that PM would include the risk on the BAF and assign Rebecca 
Kopecek as Executive Lead. Ongoing 

February: 16.02.2017 (3.2.5): Trust Risk Register: 
Risk ID 196 (Poor quality image on Laparoscopic stack theatre D2): 
LC requested an update from the Surgical & Cancer CSC to review the rating. 

June: It is a single Smith & Nephew laparoscopic stack that is the principle issue – it is 
outdated and does not provide the quality required by most surgeons 
That notwithstanding have not been a series of reported incidents regarding it. The 
other stacks are fit for purpose but are currently insufficient to service all the required 
theatres. A replacement process is under way and the (surgically) preferred stacks 
have been recommended to the Surgical Equipment Group for action. Action complete 

February: 16.02.2017 (3.2.8): Trust Risk Register 
Risk ID 257 (Foot clinic requires work to make it fit for purpose): 
LC requested an update and review of the risk from the Medicine CSC. 

June: Issue of non-attendance discussed at the Audit Committee (23/03/2017) and 
Trust Board Meeting (06/04/2017). Action complete 

February: 16.02.2017 (3.2.9): Trust Risk Register 
Risk ID 281 (Lack of availability of BNP measurement for inpatients): 
LC requested an update from the Medicine CSC to explain the term BNP. 

June: JKy advised the committee that BNP stood for B-type natriuretic peptide. Action 
complete 

February: 16.02.2017 (4.3.3): IT – Corporate Risk Register 
IT-14: Network Resilience Vulnerabilities in Retained Estate at QAH: 
It was agreed that JA would discuss with CT to establish further details about the risk. 
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2.2.9 

2.2.10 

2.2.11 

2.2.12 

2.2.13 

2.2.14 

2.2.15 

June: Incorporated into the Estates and Facilities workstream to assist ICT. Action 
complete 

February: 16.02.2017 (4.3.5): IT – Corporate Risk Register 
A discussion ensued regarding IT-18: Disaster Recovery Limitations for Systems on 
Physical Services and it was agreed that CT would be asked to provide an update at 
the next committee meeting. 

March: CT informed the committee that systems on a stand alone server were in a 
vulnerable state. The ageing hardware and reduced capital spending available 
increased the risk. CT advised that hardware was being updated with regards to PAS 
and Pathology applications. The risk was updated every two months. Action complete 

February: 16.02.2017 (4.4.4): HR – Corporate Risk Register 
Essential Skill Training – Conflict Resolution: 
It was suggested by CS that the Learning & Development discuss with other local 
Acute Trusts and providers with regards to how they undertake essential skill training 
in line with the NHS Protect standard. 

June: Report included on the agenda for committee to review. Action complete 

February: 16.02.2017 (5.2.4): Board Assurance Framework 
Inclusion of Clinical Strategy on the BAF: 
It was agreed that a discussion would be held at EMT to discuss the topic. 

June: PM advised that the BAF was under review and that the Trust Strategy would 
form the basis of the revised BAF. Action complete 

February: 16.02.2017 (5.3.3): Key Messages from the Committee 
Datix demonstration to Executive Team: 
It was agreed that KD would facilitate a session during an Executive Workshop which 
would be arranged by PM. 

June: PM noted that no workshops had taken place due to the changes to the Trust 
Board membership. It was agreed that the action was non-essential at the present 
time. Action complete 

March: 16.03.2017 (3.6): Trust Risk Register 
Risk ID 28 (Identification of clinicians/doctors taking responsibility for blood tests filing 
and viewing results): 
It was noted that the Responsible Lead should be amended to Simon Holmes, rather 
than CS. Action complete 

March: 16.03.2017 (3.6): Trust Risk Register 
Risk ID 28 (Identification of clinicians/doctors taking responsibility for blood tests filing 
and viewing results): 
It was agreed that JK would request an update from David Murday. 

June: Dr David Murday (Trust’s Chief Clinical Information Officer) has co-developed a 
pathology acknowledgement system for inpatients in response to the identified risk. 
This will be ready for piloting in July 2017. It offers significant advantages to junior 
doctors, as well as the required safety net, as it will link with the Bedview handover 
lists. Action complete 

March: 16.03.2017 (3.7): Trust Risk Register 
Risk ID 10 (Risk of patient injury following inpatient and outpatient falls in PHT care 
settings): 
It was agreed that the current risk rating should be reduced to 12 from 16. CS advised 
that Debra Elliott would liaise with Sharon Pipe to amend the risk entry. Action 
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2.2.16 

2.2.17 

2.2.18 

2.2.19 

2.2.20 

2.2.21 

complete 

March: 16.03.2017 (3.9): Trust Risk Register 
Risk ID 34 (Operating at full capacity levels for sustained periods): 
It was agreed that the Responsible Lead should be changed to Sheila Roberts in order 
to delegate as necessary. Action complete 

March: 16.03.2017 (3.11): Trust Risk Register 
Risk ID 301 (Members of Staff Engaged) and Risk ID 303 (Poor Treatment of BME 
Staff): 
It was agreed that SL would liaise with the Head of Organisational Development so 
that the risks could be reviewed. Action complete 

March: 16.03.2017 (3.13): Trust Risk Register 
Risk ID 23 (Completion of face-to-face essential skills training falls below 85% which is 
the acceptable level to the Trust Board): 
It was agreed that SL would liaise with the Learning & Development Department to 
review and decide on the priority areas of the training. Action complete 

March: 16.03.2017 (3.16): Trust Risk Register 
It was agreed that FMcN would present a Trust Level Risk Register in a new one page 
summary format at the next meeting. Action complete 

March: 16.03.2017 (4.1.1) Emergency Medicine CSC Risk Register 
It was agreed prior to the meeting that Emergency Medicine CSC Risk Register would 
be deferred to the next meeting of RAC. Action complete 

March: 16.03.2017 (5.1.7) CQC Update 
It was agreed that Debra Elliott, on behalf of CS, would request a risk assessment on 
all areas for GP expected admissions. 

June: Action superseded by communication by DE regarding CQC conditions imposed 
on the Trust. Action complete 

In addition to the listed matters arising, CSl noted from the minutes that FMcN was 
due to review and update Risk ID 21 (Mental Capacity Act (MCA) and deprivation of 
liberty safeguards). FMcN informed the committee that the risk had been updated. 

2.3 (c) Essential Skills Training – Conflict Resolution Refresher Training 
Delivery Methods 

2.3.1 

2.3.2 

2.3.3 

2.3.4 

DK attended the meeting on behalf of Lynn Hansell to present the benchmarking 
report into the delivery methods of Conflict Resolution Refresher Training from local 
NHS Trusts. DK informed the committee that all six providers delivered classroom 
based teaching for the initial training. PM noted that well performing Trust’s such as 
NHS Frimley Health Foundation Trust and University Hospital Southampton NHS 
Foundation Trust delivered e-learning for the refresher training with good compliance. 

SW questioned whether there were any results or studies into the effectiveness of the 
type of delivery method. DK advised that it was subjective due to the individual 
learning style of the member of staff. 

JA suggested that the work should be shared with the Local Security Management 
Specialist (LSMS) as it referred to NHS Protect. DK confirmed that the information 
would be shared with the LSMS and was seeking an informed decision from the 
committee in order to progress further. 

DK proposed that e-learning should be utilised to bridge the gap as well as face-to-
face learning. The committee agreed and approved the approach. 
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3 (a) Trust Risk Register 

3.1 

3.2 

3.3 

3.4 

3.5 

3.6 

3.7 

3.8 

3.9 

3.10 

3.11 

FMcN presented the Trust Risk Register report and informed the committee that the 
report had been redesigned following discussions from the previous meeting. FMcN 
noted that the report provided an overview of all risks with a current rating of 15 and 
above throughout the organisation. 

CSl queried the best way to use the information in order to effetely challenge the risks 
and asked whether there were any new or unfamiliar risks. CSl suggested that a front 
sheet should be provided to support the report in order to display an overview of the 
Trust risk state. It was agreed that a front sheet would be used to supplement the 
report. 

A discussion ensued regarding the process of rating a risk, with AG confirming that a 
risk was scored by the risk owner and then reviewed within the CSC to align with any 
update or mitigation. AG also noted that the CSCs presented their risk registers every 
6 months to the committee so that assurance could be provided and could be 
challenged where necessary. 

PM advised CSl that the previous Director of Nursing requested a full Trust overview 
of the risk register which incorporated all CSCs. NR confirmed that this was her 
experience to consider a Trust-wide approach. 

CSl and PM suggested the report should be grouped by specialty so that the flow of 
the risks were easier to read. It was agreed that a revised report would be produced 
for the next meeting whereby the risks were group by speciality. 

SW questioned whether there was a duplication of effort and work when reviewing a 
Trust-wide risk register as the CSCs would be presenting and updating the committee 
with their reports and providing an expert view of the risks owned by the CSC. The 
committee noted that a review of the CSC attendance may be required when going 
forward with the revised format of the Trust Risk Register report. 

RH queried why the risk titled ‘484: Dermatology Theatre Walls in disrepair (20)’ was 
listed on the report when it concerned an Estates/Carillion issue. CT advised RH that 
the issue would impact on patient care and therefore it was listed on the register. LH 
also informed RH that the issue was being rectified and would be downgraded on the 
register. 

RH also queried why the risks titled ‘677: RDPC leaking roof (16)’ and ‘624: Fire Doors 
on G2 (16)’ were listed on the risk register and with no apparent update. LW advised 
that the report did not show the updates and that the progress notes were available on 
the live Datix Risk Register. 

CSl requested a sense check with the relevant CSC Management Teams to update 
their risks and the current rating. It was agreed that AG would issue a report to each 
CSC to enable an update of the risks for the next meeting. 

A discussion ensued regarding the terminology used for each risk type. AG confirmed 
that the ‘Local Risk’ referred to a Ward/Department level risk and a ‘Specialty Risk’ 
referred to a CSC level risk. CSl requested that the ‘Trust Risk’ should be renamed 
‘Corporate Risk’ as this reflected the true element of the risk. 

RH questioned why the risk titled ‘579: No fire doors from the main corridor into the 
entrance of the ward and bay room 25 (15)’ had not been resolved in light of recent 
events with the Grenfell Tower fire in Kensington. JA advised that the building was 
built in the 1970s and no fire doors were installed at the time of development. JA then 
confirmed that this was part of the Trust’s lifecycle works and was due for completion 
in 2018. CSl questioned whether this was suitable for a rolling programme of works or 

FMcN 

AG 

AG 

AG 
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essential in view of the high risk rating. JA confirmed that the risk was being managed 
and mitigated by staff on the ward. It was agreed that the current rating would be 
reassessed to align with any mitigating factors. 

JA 

4 CSC Risk Registers 

4.1 (a) MOPRS CSC Risk Register 

4.1.1 

4.1.2 

4.1.3 

4.1.4 

4.1.5 

4.1.6 

4.1.7 

4.1.8 

4.1.9 

CG presented the MOPRS CSC Risk Register report on behalf of LF. CG informed the 
committee that the CSC reviewed their Risk Register within their monthly CSC 
Governance meeting. The report was taken as read by the committee. 

CG informed the committee of two risks with a current rating of 25: 

 Risk ID 99 (Inadequate patient flow and capacity through inpatients beds to
meet MOPRS specialty demand): CSl was encouraged that this linked with the
Trust Risk Register report and that there was mitigation listed on the report.
CG advised the committee that those medically fit for discharge (MFFD)
continued to rise and in May there were 115 MFFD patients within MOPRS
CSC. CG informed the committee that discussions were being held with IDS
and Dr Rob Haigh, Executive Director – Emergency Care.

 Risk ID 406 (Inability to fully recruit Stroke Consultants): CG proposed that the
risk should be escalated to Corporate/Trust Risk Level on the Risk Register. In
addition, CG also advised the committee that there had been continual
recruitment, locum consultants had been used and the Trust had been liaising
with Southampton and Dorset teams to utilise the telemed thrombolysis
service.
NR confirmed that there was a recognised national shortage of stroke
consultants and there was a need to think laterally with regards to the inclusion
and further training of other health professional to bridge the gap. NR also
advised that there was a team setup within PHT to focus on 72 hour
discharges.

CSl accepted the recommendation to assign the risk to the Corporate Risk
Register with the Medical Director as the Executive Lead.

RH questioned why the risk surrounding the failure of the locking mechanism on the 
entrance doors to F1, F2, F3 and F4 had not been resolved. CG confirmed that this 
had led to 3 absconders and was part of the Estates lifecycle work. JA noted that the 
work was scheduled for 30 June but commented that this was unconfirmed. 

LCol requested further information on the Practice Educator Vacancy risk that had a 
current rating of 12. CG confirmed that there was 1 WTE vacancy and that the risk 
referred to the support that staff receive to facilitate learning. 

CSl asked the CSC to review and escalate where necessary the risk titled ‘On-going 
long term sickness within Stroke Specialist Nurse Term’. CSl noted that it was rated at 
16 and there was no supporting information provided within the report. 

Following the presentation of the report, a separate and wider discussion regarding 
CIP targets was held. LCol noted that individual CSCs reported on their risk registers 
the inability to meet CIP targets and questioned whether it should be recorded as one 
risk on the Corporate Risk Register. FMcN and LW confirmed that there was an 
overarching financial risk listed on the Corporate Risk Register with specific financial 
elements, including the inability to meet CIP targets, on the Board Assurance 
Framework. 

CG 

CG 
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4.2 (b) Emergency Medicine CSC Risk Register 

4.2.1 

4.2.2 

4.2.3 

4.2.4 

4.2.5 

4.2.6 

4.2.7 

4.2.8 

SH, MG and FW presented the Emergency Medicine CSC Risk Register report. It was 
noted that the report had been deferred from March and had since been updated. CSl 
commented that she was confident that the risks documented within the report were 
being discussed at Trust Board level. 

SH noted the continuing CSC and Trust-wide pressures. SH also informed the group 
that he had been appointment Associate Clinical Director and Governance Lead in 
March. 

CSl drew upon the risk titled ‘Financial deficit and inability to meet CIP targets’ rated at 
20. LW confirmed that there were unidentified options and delivery which warranted
the risk listing. CSl asked the CSC to review the risk.

PM requested further information about the risk titled ‘Inability to fill ED Consultant 
shifts’ rated at 15. MG confirmed that the risk referred to one vacancy within the 
department rather than shifts not being filled. It was requested that the risk would be 
re-worded and the rating reviewed to reflect the situation. 

FMcN asked about the risk titled ‘Insufficient number of nursing staff to adequately 
meet demand’ rated at 15. MG confirmed that a business case was working through 
the establishment levels to mitigate the risk. 

MG informed the committee that there has been a continual increase in patients 
attending ED with mental health needs. CSl noted that the risk was assigned to the 
Corporate Risk Register. NR also informed the committee that a KPI was recently 
introduced to measure therapeutic mental health care in order to work with NHS 
Improvement and the CCG to identify shared ownership with mental health providers 
as part of a collaborative approach. 

SH informed the committee that there were a number of absconders from the 
department, especially relating patients with mental health needs. SH noted that these 
events occurred whilst patients were awaiting a mental health assessment and were 
occupying a bed. A discussion ensued regarding the security of the Observation Ward 
and that work was ongoing to mitigate the issue but there were implications regarding 
restraint, restriction and the deprivation of liberty standards. MG advised that further 
CCTV installation was planned for the department. 

RH questioned the risk titled ‘H@N Matron does not have an allocated desk/office 
space’. SH commented that the risk referred to the Hospital at Night Matron who was 
required to ‘hot desk’ and that there were a number of other issues contributing to the 
risk. SH advised that these were being addressed. CSl requested a review of the 
scoring. 

SH 

SH 

SH 

4.3 (c) Surgery & Cancer CSC Risk Register 

4.3.1 It was noted that there was no representation from the CSC and it was agreed that the 
report would be deferred to the meeting in July. 

JR 

4.4 (d) Women and Children’s CSC Risk Register 

4.4.1 

4.4.2 

SHa and LCol presented the Women and Children’s CSC Risk Register report. 

SHa began by informing the committee of the risk titled ‘PROTOS – Maternity 
Information System not fit for purpose’ rated at 20. SHa advised that the system was 
working on technology from 1989 and that there were 2 elements to the risk; hardware 
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4.4.3 

4.4.4 

4.4.5 

4.4.6 

& software capabilities and the minimum dataset requirements for extracting data. It 
was noted that the hardware and software element was being reviewed by CT and 
SHa was drafting a report into the dataset element with a view to removing this 
element once the report was complete. 

PM questioned why the risk titled ‘Finance Upgraded – unable to find CIP £1.2 million’, 
rated at 16, had been open since 2014. LCol confirmed that the risk had been rolling 
each year since 2014 and commented that of the £1.2 million allocated, only £600,000 
had been identified. It was agreed that the risk would be closed and re-opened for the 
current year. LCol also confirmed that the risk had been upgraded to a rating of 20 and 
that feedback was given to the CSCs Finance Business Partner.  

It was agreed that risks would be closed at year end and re-opened if necessary for 
the current year. 

LCol informed the committee of the risk titled ‘Test results and delays across whole 
CSC but in particular Paediatric Unit’ rated at 16, and noted that there had been 2 
complaints and 1 SIRI regarding the issue raised in the risk. PM queried whether the 
mitigation was effective and reflected the scoring of 16 and suggested a review of the 
mitigation and score. CT confirmed that an interim solution was in place in the 
absence of e-hospital. 

LCol also raised a tolerated risk titled ‘Sewage leaks and decanting patients’, noting 
that there had been 4 leaks within the last 3 weeks that had occurred before reaching 
the newly installed alarms. JA advised the committee that the alarms could not be 
installed any higher within the sewage network but did note that further new 
technology that could be potentially considered. The focus at present though was on 
prevention. It was noted that a new idea was being considered whereby each level 
used different colour wipes so that the root cause could be identified. 

LCol 

LCol 

4.5 (e) Clinical Support CSC Risk Register 

4.5.1 

4.5.2 

4.5.3 

4.5.4 

4.5.5 

4.5.6 

AF presented the Clinical Support CSC Risk Register. CSl commented that she was 
encouraged by the ongoing mitigation listed by each risk. 

AF commented on the following risks from the report: 

 ‘Lack of reporting of plain films ED and AMU’ (20) – AF informed the
committee that the risk had been raised to the Trust Board and there were
solutions in place to resolve the issues. The mitigation included the training of
2 radiographers within PHT in order to build in resilience but that this was not
a ‘quick fix’.

 ‘Backlog of CT and MRI reporting in GI, MSK, Head and Neck and Oncology’
(20) – AF identified this as a particular concern as it involved patients on
cancer pathways. A temporary solution to reduce the backlog was to
outsource the reporting. AF informed the committee that there had been 1
SIRI which involved a patient waiting 54 days for the imaging to be reported.
AF noted that further cases could be identified as the backlog was being
cleared.

AF also advised the group of the following new risk: 

 ‘Failure to trace the fate of blood products which have been administered’ (12)
– AF informed the committee that there was a risk with closing the loop on
transfusions and that the risk rating would be increased to 15. AF advised that
these cases were reportable to the MHRA and that 4 had been reported in the
last year. It was anticipated that there would be increased attention from the
MHRA due to the number already reported. AF informed the committee that
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4.5.7 

4.5.8 

4.5.9 

4.5.10 

actions were in place to solve the issues by the end of July 2017 and would 
expect the risk to be downgraded to 10. AF confirmed that it was a Trust-wide 
issue with closing the loop and suggested it should be noted as a Corporate 
risk. CSl agreed that from a governance perspective the risk would be 
assigned as a Corporate risk. 

A further discussion was held in reference to the matters arising regarding the lack of 
an appropriate quiet room on E level surgical floor. It was noted that there were 
concerns from Medical Photography with the proposed move. AF provided an update 
and informed the committee of the roles undertaken by Medical Photography. It was 
noted that Medical Photography was a small team and the team members undertook 2 
functions of clinical (inpatient and outpatient) photography using a studio and also 
reprographics work. AF noted that the proposed plan was to split up the team, which 
would make the team less efficient, and access to the studio by patients was 
inappropriate. 

AF informed the group that she had discussed further options with Andy Burrows who 
had identified the use of the old social club. The Medical Photography Team agreed 
that this was a suitable move and also accessible for patients. AF did note that 
renovation and conversation would be required. 

CSl noted that LH had previously advised that other breakout rooms in other 
departments may be available for use. CSl suggested that this could be an interim 
solution with the long term solution being a move to the old social club building. 

It was agreed that JA would discuss the options with the relevant estates team in order 
to progress the work and the action would be linked to the current matters arising 
action. 

AF 

5 Standing agenda items 

5.1 (a) Internal Audit 

5.1.1 

5.1.2 

5.1.3 

5.1.4 

5.1.5 

5.1.6 

LW presented the Internal Audit update and noted that the audit reports had already 
been received by the Audit Committee. It was also noted that only the reports detailing 
limited assurance were presented due to the constraints of the agenda. The 
committee noted from the cover sheet the audit reports detailing significant assurance. 

LW informed the committee that the progress report had been completed and 
superseded by the year end position report for 2016/17 which had been presented to 
the Audit Committee.  

The committee discussed the Review of Cyber Security report and noted the limited 
assurance outcome following the audit. LW informed the committee that the report 
was completed at the time of the recent global cyber attack that also affected a 
number of NHS organisations. It was noted that the Audit Committee had decided that 
a cyber security audit would be included within the schedule of work for 2017/18. 

FMcN questioned whether there should be a risk associated to cyber security on the 
Corporate Risk Register. CT confirmed that the risk would be added to the Datix Risk 
Register and assigned as a Corporate Risk. 

It was noted that PM and Rebecca Kopecek, Interim Director of Workforce and OD, 
would be forming a workshop to share the concerns following a cyber security update 
from the Trust’s IT team. CT also informed the committee that the IT Strategy Group 
would begin receiving quarterly updates on cyber security. 

CSl noted that the CIP follow up was listed on the cover sheet and questioned the 
assurance surrounding CIPs following previous discussions held by the committee. 

CT 
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5.1.7 

5.1.8 

5.1.9 

5.1.10 

5.1.11 

LW informed CSl that a decision was taken in a previous year to not list the risk 
surrounding the inability to meet CIP targets on both the BAF and Risk Register. It was 
noted that the risk was marked as red on the BAF and an overarching financial risk 
was listed on the Risk Register. 

CSl aired her concern that as a risk assurance committee the risk regarding CIPs were 
not listed on the Risk Register and it would be safe to list the risk on both the BAF and 
the Risk Register so that it can be effectively reviewed by the committee. 

PM acknowledged that there was an acceptance that some risks would appear on 
both the BAF and the Risk Register. FMcN commented that operational risks 
appeared on the Risk Register and strategic risks appeared on the BAF. LW explained 
the there were detailed submissions regarding income, expenditure and CIP targets 
on the BAF and noted that the risk was visible to the organisation and the committee. 

CSl requested that the risk regarding CIP targets should be assigned to the Corporate 
Risk Register as it had been highlighted by many CSCs within their reports. 

The committee had no further comments regarding the Internal Audit update. 

LW 

5.2 (b) Board Assurance Framework 

5.2.1 

5.2.2 

5.2.3 

5.2.4 

5.2.5 

PM presented the June update of the Board Assurance Framework and noted that the 
front sheet detailed the financial risks with a year end position update. It was also 
noted that the risks for the current year had not yet been analysed. 

PM informed the committee that the BAF referred to the organisational priorities and 
that other forums had criticised this approach as the BAF should focus on the strategic 
objectives of the Trust. PM noted that the BAF was created around the operational 
problems due to the nature of the issues faced by the Trust and also noted that there 
had been no strategic objectives set by the Trust. 

PM also advised that the BAF was under review in terms of redesigning the format 
and the content in order to make it strategically focused following the outcome of the 
‘Defining our Future Together’ staff engagement groups. 

FMcN commented that she was due to discuss with NR the Patient Safety and Patient 
Experience elements of the BAF. FMcN did not anticipate the update would be 
available for the July Trust Board meeting. 

The committee had no further comments regarding the BAF. 

FMcN 

5.3 (c) Key messages from the Committee 

5.3.1 

5.3.2 

FMcN requested that the CSCs should review, refine and ensure accurate and current 
information was listed within their risk registers on Datix. AG noted that this would form 
part of the action following the re-assessment of the risk register but CSl confirmed 
that she would raise this item with the Trust Board. 

SW commented that there should be a more robust and interactive relationship with 
the CSCs and more frequent representation. PM noted that the relationship with the 
CSCs would be addressed within the governance review which was due to be 
discussed under any other business. 

CS 
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6 Any Other Business 

6.1 (a) Governance Review 

6.1.1 

6.1.2 

6.1.3 

PM informed the committee that in preparation for the CQC Well-Led inspection; NHS 
Improvement had supported the Trust Board with the Well-Led criteria. Feedback was 
given to the Trust Board surrounding the Trust’s governance arrangements including 
the arrangements of the Risk Assurance Committee. It was noted that it was planned 
for the Chief Executive to be involved in a risk committee as well as other members of 
the executive team.  

It was therefore noted that the Risk Assurance Committee would be reviewed and re-
scoped amid the review of the governance arrangements for the Trust. 

NR confirmed that in her experience the Chief Executive and Director of Finance 
would be part of the membership as well as Non-Executive Directors to ensure 
neutrality. 

6.2 Any Other Business 

6.2.1 

6.2.2 

6.2.3 

RH questioned whether the committee was a legal requirement as he was concerned 
it had been cancelled on the last two occasions. PM acknowledged that the meetings 
had been cancelled due to the changes within the Trust Board membership but 
confirmed that the committee was a sub-committee of the Trust Board. 

It was noted that the committee’s Terms of Reference were due to be presented at the 
Trust Board meeting in July. Amid the potential changes to the Terms of Reference in 
light of the governance review it was deemed appropriate to continue with the due 
process with a caveat that the terms were likely to change. PM confirmed that the ToR 
would be presented at the Trust Board meeting in July. 

There was no other business raised by the committee. 

Date of next meeting: 
20 July 2017 
15:00-17:00 
Boardroom, Education Centre, E Level, QAH 

282



Committee attendance record: 

Attendees 19 
Jan 

16 
Feb 

16 
Mar 

20 
Apr 

18 
May 

15 
Jun 

Non-Executive Director (Chair)   

M
ee

tin
g 

C
an

ce
lle

d 

M
ee

tin
g 

C
an

ce
lle

d 

A 
Non-Executive Director A A  

Director of Corporate Affairs    

Director of Nursing    

Deputy Director of Finance/Head of 
Financial Accounting A  X 

Deputy Director of Human 
Resources ® ® ® ® 

Associate Director of Governance 
and Quality    

Head of Risk Management    

Member of Council of Governors A   

Chief of Service Representative A X  

Head of Nursing Representative    

General Manager Representative X   

Head of IT    

General Manager Estates   A 

DMGS Representative    X 

A Apologies ® Representative  Attended X No Attendance 

283



RISK ASSURANCE COMMITTEE 
Thursday 20 July 2017, 15:00-17:00 

Boardroom, Education Centre, E Level, QAH 

Present: Christine Slaymaker (CSl) Non-Executive Director – Deputy Chair 
Nicola Ryley (NR) Interim Director of Nursing 
Fiona McNeight (FMcN) Associate Director Quality and Governance 
Annie Green (AG) Head of Risk Management 
Chris Tite (CT) Head of IT 
John A’Court (JA) Head of Estates and Facilities 
Lee Williams (LW) Head of Financial Accounting 
Lesley Coles (LCo) Head of Nursing Women and Children’s CSC 
Lucy Wiltshire (LWi) Head of Organisational Development 
Leann Hetherington (LH) General Manager for Head & Neck CSC and Trust Cancer 

Lead 

In attendance: Lisa Skinner (LS) Senior Nurse Diabetes 
Nicky Moya (NMo) Directorate Pharmacist – Neonatal and Women’s Services 
Hannah Docherty (HD) Matron for Surgery 
Danielle White (DW) Matron for Haematology and Oncology 
Nichola Martin (NM) Head of Nursing for Medicine CSC 
Mark Roland (MR) Chief of Medicine CSC 
Paul Bostock (PB) General Manager – Medicine CSC 
Sheila Humphrey (SH) Head of Nursing – Renal and Transplantation CSC 
Roland Howes (RH) Trust Governor 
James Roser (JR) Risk Administrator (Minutes) 

Apologies: Melloney Poole (MP) Non-Executive Director 
Peter Mellor (PM) Director of Corporate Affairs 
Simon Ward (SW) Associate Medical Director – Consultant Radiologist 
Alison Fitzsimons (AF) General Manager Clinical Support CSC and Head of 

Professions 
Jenny Kynes (JKy) Head of Nursing – MSK CSC 

Minute Ref Item Title Action 

1 Welcome and Apologies 

1.1 CSl chaired the meeting in the absence of MP. CSl welcomed those present and 
apologies were noted. 

2.1 (a) Minutes of the Risk Assurance Committee held on 15 June 2017 

2.1.1 The minutes of the last meeting were agreed as correct. 

2.2 (b) Matters Arising from the Minutes 

2.2.1 November: 17.11.2016: Surgery and Cancer CSC Risk Register 
Lack of appropriate quiet room for patients and relatives on E level surgical floor: PM 
to follow up with Estates. 

July: JA noted the following update: The chain of moves required to achieve the 
creation of the stoma quiet room space (including the Medical Photography move to 
the old Social Club) is not currently progressing due to non-availability of capital 
funding. 
The Development Team have raised with Cancer CSC Leads the suggestion of CSC’s 
sharing space but understand that no agreement to share quiet rooms has been 
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2.2.2 

2.2.3 

2.2.4 

2.2.5 

2.2.6 

2.2.7 

2.2.8 

2.2.9 

reached as yet. JA also noted that there was an additional suggestion of converting a 
room on SAU into a quiet room. It was agreed that LH would raise the use of quiet 
rooms with the General Managers and Head’s of Nursing in order to provide an interim 
solution. RH questioned why the action had been ongoing since December. CSl 
commented on the importance of completing this action. Ongoing 

January: 19.01.2017: Historic BAF Risks 
9-1516 (Failure to successfully implement the Trust’s IT Strategy eHospital
Programme to deliver an enterprise clinical  system that better supports delivery of
high quality, more efficient and cost-efficient patient centred care) – the committee
agreed that the risk would be assigned to the current BAF. It was also agreed that CS
would liaise with PM with regards to the inclusion of the risk on the BAF.

July: CSl noted an update from PM: BAF currently under review and this risk will be 
included on the refreshed version of the BAF by September 2017. FMcN raised a point 
that deferring the inclusion could be challenged and that the risk should be added to 
the current BAF. It was agreed that CT would lead on including the risk on the BAF. 
Ongoing 

June: 15.06.2017 (3.2): Trust Risk Register 
CSl suggested that a front sheet should be provided to support the report in order to 
display an overview of the Trust risk state. It was agreed that a front sheet would be 
used to supplement the report. Action complete. 

June: 15.06.2017 (3.5): Trust Risk Register 
It was agreed that a revised report would be produced for the next meeting whereby 
the risks were group by speciality. Action complete. 

June: 15.06.2017 (3.9): Trust Risk Register 
It was agreed that AG would issue a report to each CSC to enable an update of the 
risks for the next meeting. Action complete. 

June: 15.06.2017 (3.10): Trust Risk Register 
CSl requested that the ‘Trust Risk’ should be renamed ‘Corporate Risk’ as this 
reflected the true element of the risk. Action complete. 

June: 15.06.2017 (3.11): Trust Risk Register 
579: No fire doors from the main corridor into the entrance of the ward and bay room 
25 (15): 
It was agreed that the current rating would be reassessed to align with any mitigating 
factors. 

July: JA noted that the corridor does not present a significantly increased fire risk to 
the ward. Additional doors and fire rated walls are planned for other levels during life 
cycle events. JA suggested that the CSC had scored the risk too highly. It was agreed 
that JA would liaise with the Robert Burns, Fire Safety Manager, and the Matron for 
the area to reassess and review the rating for the risk. Ongoing. 

June: 15.06.2017 (4.1.5): MOPRS CSC Risk Register 
Risk ID 406 (Inability to fully recruit Stroke Consultants): 
CSl accepted the recommendation to assign the risk to the Corporate Risk Register 
with the Medical Director as the Executive Lead. 

July: Reviewed by CSC on 28/06/2017. Rating reduced from 25 to 20 and assigned as 
a Corporate Risk. Action complete. 

June: 15.06.2017 (4.1.8): MOPRS CSC Risk Register 
CSl asked the CSC to review and escalate where necessary the risk titled ‘On-going 
long term sickness within Stroke Specialist Nurse Term’. 

LH 

CT 

JA 
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2.2.10 

2.2.11 

2.2.12 

2.2.13 

2.2.14 

2.2.15 

2.2.16 

2.2.17 

2.2.18 

July: Reviewed by CSC on 28/06/2017. Rating remains at 16. Action complete. 

June: 15.06.2017 (4.2.3): Emergency Medicine CSC Risk Register 
Financial deficit and inability to meet CIP targets: 
CSl asked the CSC to review the risk. 

July: It was noted that the Emergency Medicine CSC were reviewing the risk in light of 
the outcome from discussions held at the previous meeting. Ongoing. 

June: 15.06.2017 (4.2.4): Emergency Medicine CSC Risk Register 
Inability to fill ED Consultant shifts: 
It was requested that the risk would be re-worded and the rating reviewed to reflect the 
situation. 

July: It was noted that the Emergency Medicine CSC were reviewing the risk in light of 
the outcome from discussions held at the previous meeting. Ongoing. 

June: 15.06.2017 (4.2.8): Emergency Medicine CSC Risk Register 
H@N Matron does not have an allocated desk/office space: 
CSl requested a review of the scoring. 

July: It was noted that the Emergency Medicine CSC were reviewing the risk in light of 
the outcome from discussions held at the previous meeting. Ongoing. 

June: 15.06.2017 (4.3.1): Surgery & Cancer CSC Risk Register 
It was noted that there was no representation from the CSC and it was agreed that the 
report would be deferred to the meeting in July. Action complete. 

June: 15.06.2017 (4.4.3): Women and Children’s CSC Risk Register 
Finance Upgraded – unable to find CIP £1.2 million: 
It was agreed that the risk would be closed and re-opened for the current year. Action 
complete. 

June: 15.06.2017 (4.4.5): Women and Children’s CSC Risk Register 
Test results and delays across whole CSC but in particular Paediatric Unit: 
PM queried whether the mitigation was effective and reflected the scoring of 16 and 
suggested a review of the mitigation and score. 

July: CSC feel that the risk is not mitigated and errors still occur. We need an IT 
solution for risk to be reduced or closed. C Tite fully aware. Action complete. 

June: 15.06.2017 (4.5.6): Clinical Support CSC Risk Register 
Failure to trace the fate of blood products which have been administered (12): 
CSl agreed that from a governance perspective the risk would be assigned as a 
Corporate risk. 

July: AF confirms that the risk will remain as a Specialty Risk as it will soon be 
reduced. Action complete. 

June: 15.06.2017 (5.1.4): Internal Audit 
Cyber Security: 
CT confirmed that the risk would be added to the Datix Risk Register and assigned as 
a Corporate Risk. Action complete. 

June: 15.06.2017 (5.1.10): Internal Audit 
CSl requested that the risk regarding CIP targets should be assigned to the Corporate 
Risk Register as it had been highlighted by many CSCs within their reports. 

July: Added to the Datix Risk Register as a Corporate Risk (ID 785). Action complete. 
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2.2.19 

2.2.20 

2.2.21 

June: 15.06.2017 (5.2.4): Board Assurance Framework 
FMcN commented that she was due to discuss with NR the Patient Safety and Patient 
Experience elements of the BAF. Action complete. 

June: 15.06.2017 (5.3.2): Key Messages from the Committee 
FMcN requested that the CSCs should review, refine and ensure accurate and current 
information was listed within their risk registers on Datix. CSl confirmed that she would 
raise this item with the Trust Board. 

July: The last Trust Board had the RAC mins from 16 March. The RAC mins from 15 
June will be reported at the next Trust Board meeting. CSl met and discussed the 
items with the Chief Executive. CSl requested that the minutes from this July meeting 
be sent for Trust Board review along with the minutes from the June meeting to ensure 
the Board were up to date with the Committees activity. Ongoing. 

CSl noted from the minutes of the last meeting that item 4.1.6 should be included on 
the matters arising as an action. It was agreed that JA would provide and update and 
confirmation of the work being completed. 

JR 

JA 

3 (a) Trust Risk Register 

3.1 

3.1.1 

3.1.2 

3.1.3 

3.1.4 

3.1.5 

Diabeta3 Risk 

LS presented the report into the risk surrounding patient data held on Diabeta3. LS 
informed the committee that the risk was highlighted further by the Women and 
Children’s CSC following a recent incident. It was noted that the system was working 
on technology from 1998 and included patient record notes and a database function 
which was utilised for research and safety purposes. The risk had been raised 
previously as it has been on the risk register for Diabetes since 2011. The risk 
surrounds staffing and the inability to merge records with EPRO.  

LCo advised the committee that the risk had been highlighted by a Consultant 
Paediatrician as information regarding a patient was held on separate systems which 
were not available to the clinicians at the time  LCo highlighted that it was a risk to 
patient safety. 

There was a level of confusion within the committee as to the reasons why the risk 
had been presented to the committee. LCo confirmed that it had been agreed with AG 
that the risk would be discussed and raised at the committee to consider whether any 
further action was necessary. CT recognised the risk and informed the committee that 
it was not feasible to transfer the information between Diabeta3 and EPRO due to 
technical reasons. CT also confirmed that there was a national requirement by 
September 2018 for electronic communication with GP Surgeries and it was therefore 
being considered that the Diabetes Team would be setup on EPRO. 

CSl warned that the committee was at risk of turning into a discussion forum of 
business cases and that the real purpose of the committee was to ascertain the 
mitigation surrounding the risk. LS confirmed that work was already underway to 
ensure letters were included onto EPRO and that the required training and equipment 
was in place. It was noted that the risk was initially rated at 15 but downgraded to 9 
with the plans put in place to mitigate the risk. 

FMcN questioned whether the purpose of presenting the risk to the committee was to 
establish whether it should be considered a Corporate Risk rather than a Specialty 
Risk. CSl noted the rating of 9 and suggested that it didn’t appear to be a Corporate 
Risk. FMcN suggested that the risk should remain a Specialty Risk as it was not as 
great an issue as first thought. It was agreed that LCo would review the risk in liaison 
with the Diabetes Team. 

LCo 
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3.1.6 

3.2 

3.2.1 

3.2.2 

3.2.3 

3.2.4 

3.2.5 

3.2.6 

3.2.7 
3.2.8 
3.2.9 

3.2.10 

3.2.11 
3.2.12 
3.2.13 

3.2.14 

3.2.15 

3.2.16 

3.2.17 

LCo commented that the risk was a Corporate Risk and it could affect other adult 
patients as data was being held in separate and inaccessible systems and was a more 
serious issue than being discussed by the committee. AG commented from an 
assurance viewpoint that there had been no incidents raised. 

Trust Risk Register 

CSl asked the committee whether the risks listed on the risk register were up to date. 
FMcN commented that she felt the major corporate risks were listed. 

There was a query with regards to the risk entitled ‘B6 Green Risk Assessment’ as 
there was no further information describing the risk. There was also a question as to 
whether the risk was correctly assigned a as Corporate Risk. 

FMcN advised that the committee should be challenging whether the risks were 
correctly assigned as well as rated fairly. It was agreed that AG would refer back to the 
responsible leads for the risks that had been recorded as Corporate Risks to ask for it 
to be presented to the committee for consideration as a Corporate Risk. It was noted 
that the report template would specifically outline the action required by the committee 
and the mitigation in place. 

CSl also highlighted that the titles of the risk were not adequate descriptions of the 
risk. It was agreed that AG would request the CSCs to revisit the titles to ensure they 
were more descriptive. 

LW raised that he was unclear of the process with regards to closing a risk from a 
previous year and reopening the relevant risk for the current year. LW questioned 
whether it would need to be presented again the committee. AG advised that the 
process and Risk Register on Datix was a work in progress. 

CSl questioned whether the following were covered on the Trust Risk Register: 

 Mental Health – it was agreed this was covered.
 Safeguarding – it was agreed this was covered.
 Fire risk / external cladding – LW confirmed that cladding had been covered as

part of the mandatory fire training update and the cladding used within the
Trust had been agreed as clear. It was agreed that AG would check the risk
register to see whether a fire risk with regards to external cladding was
covered.

 Duty of Candour – it was agreed that AG would check the risk register to see
whether a risk with regards to Duty of Candour breaches was covered.

 Radiology & X-ray reporting – it was agreed this was covered.
 Cyber Security – it was agreed this was covered.
 CIP – it was agreed this was recently covered.

NR questioned whether any risks relating to the CQC were listed on the risk register. 
FMcN confirmed that the risk was listed on the Board Assurance Framework with 
regards to CQC standards. 

FMcN also commented that she would include adult and child safeguarding within the 
risk listed on the Board Assurance Framework. 

CSl asked whether any risks had not been listed. LCo questioned whether the sewage 
leaks and blockages within the Trust should be a Corporate Risk but it was confirmed 
by FMcN that the risk was held as a Specialty Risk and was rated lower than 15 and 
was therefore not listed on the report being presented. 

LWi highlighted that risks surrounding staff engagement and leadership had been 
removed from the Risk Register as it was listed on the Board Assurance Framework. 
CSl requested that in the interest of safety that the risks should be assigned to the 

AG 

AG 

AG 

AG 

FMcN 

AG 
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3.2.18 

Risk Register as well. 

RH asked whether there was any risk listed regarding potential internal sabotage of 
data and/or cyber attacks by staff. LWi advised that staff were bound by professional 
accountability and standards. CT noted that the Information Governance Steering 
Group monitored staff activity. CSl wished to cover this query further within the Internal 
Audit item as there was an item linked to this discussion. 

4 Risks for Consideration as Corporate Risks 

4.1 (a) Neonatal TPN Prescribing Software Failure Risk ID 647 

4.1.1 

4.1.2 

4.1.3 

4.1.4 

4.1.5 

4.1.6 

NMo presented the report regarding a risk of a software failure for the Neonatal TPN 
prescribing service. NMo provided background to the service explaining that the 
software system was used on two computers that ran Windows 98 with no back up 
and where technical support was no longer provided. NMo advised the committee that 
the risk of a system failure could lead to inadequate nutrition for babies. 

CSl questioned how the risk was being mitigated. Following further discussion it was 
agreed that AG would produce a new report template that allowed for risks to be 
outlined as well as the mitigation in place. 

LCo confirmed that the risk with mitigation was scored at a rating of 10. CSl 
commented that the system appeared to work but was unrefined. Further discussion 
ensued regarding the process of the TPN service and it was highlighted that a FAX 
system was also utilised. Initially this raised concerns with NR due to the risks 
surrounding inaccuracies with FAX systems but it was confirmed by NMo that the FAX 
number is pre-programmed into the system dialling and there was no additional risk of 
human error. NR acknowledged the vulnerability of the patient group and the 
understanding of the risk at a corporate level. LCo confirmed that the risk had been 
initially opened on the Women & Children’s Risk Register in 2011 and the risk being 
discussed (Risk ID 647) had been listed since October 2016. It was also noted that the 
loss of technical support had occurred within the last 12 months. 

NMo highlighted that the service was used by Paediatrics as well as Neonates. It was 
noted that the mitigation in place would be to use standard stock bags that were non 
specific. CSl noted that a business case was required for the application of funding 
and that the committee was not the forum to discuss or allocate funding requirements. 

CSl acknowledged the risk being presented but wished to gain more understanding of 
the mitigation and further understanding before considering the risk as a Corporate 
Risk. It was therefore agreed that the risk would be re-presented to the committee with 
the new report template, discussed previously, outlining the mitigation and noting 
whether the risk has been tabled elsewhere within the Trust. 

LWi questioned whether the risk could be part of an overarching Corporate Risk that 
linked similar IT risks of this nature that were part of the capital programme. 

AG 

NMo/ 
LC 

4.2 (b) IT Risks 

4.2.1 

4.2.2 

4.2.3 

CT informed the committee that the IT Governance Group had reviewed a number of 
risks that were not specifically owned by IT but concerned the IT Department’s 
customers within the Trust. It was on this basis that the risks being presented were to 
be considered as Corporate Risks. 

CSl commented that it was helpful to have the risks listed within this one report. 

CT advised the committee that IT13 (Effects to be expected from continued under 
investment in IT infrastructure) and IT18 (Failure of and inability to recover legacy 

289



4.2.4 

4.2.5 

4.2.6 

4.2.7 

system hosted on physical servers) related to underinvestment within IT across the 
Trust.  

CT also highlighted that IT14 (Network resilience vulnerabilities in retained estate at 
QAH) was scored lower than the other risks being presented due to the likelihood of 
the risk happening as there had been an event for the first time in seven years.  

CT commented on IT19 (Multiple patient IDs in the ICE system may result in 
unacceptable patient care being provided) noting that there was a risk of using an 
incorrect record for a patient. 

The committee questioned the rating of IT21 (Threat and consequence of 
malicious/denial of service attack) and thought the likelihood and overall score should 
be increased. CT provided context to the risk of a cyber attack and noted that the 
Trust’s firewalls were attacked everyday and that the security measures were 
effective. The committee agreed that the score would remain at 12. 

CT proposed that the risks being presented should be classed as Corporate Risks. 
The committee agreed that the following risks would be assigned as Corporate Risks 
with CT remaining as the Responsible Lead: 

 IT10 - Consequences of failure to implement eHospital programme
 IT13 - Effects to be expected from continued under investment in IT

infrastructure
 IT14 - Network resilience vulnerabilities in retained estate at QAH
 IT18 - Failure of and inability to recover legacy systems hosted on physical

servers
 IT19 - Multiple patient IDs in the ICE system may result in unacceptable patient

care being provided
 IT21 - Threat & consequence of malicious/denial of service attack

AG 

5 CSC Risk Registers 

5.1 (a) Surgery & Cancer CSC Risk Register 

5.1.1 

5.1.2 

5.1.3 

5.1.4 

HD and DW attended the meeting to present the Surgery & Cancer CSC Risk Register 
on behalf of Ruth Carter, Head of Nursing for Surgery & Cancer CSC. 

HD began by informing the committee of the top rated risks within the CSC. The first to 
be highlighted was the risk entitled ‘Vascular department had clinically inadequate 
ultrasound machine’ with a rating of 16. It was noted that the machine was not fit for 
purpose and that a capital bid had been submitted with a view to replacing the 
machine. HD advised the committee that the risk was exposing patients to multiple 
attendances to complete the required scanning and that there was no ‘one stop’ 
service available. It was noted that this contributed to longer waiting times and 
capacity issues within the department. The effect on the patients’ experience was also 
discussed. 

HD advised the committee that a business case had been approved for the scanning 
of case notes with regards to the risk surrounding the lack of storage for case notes 
which had a rating of 15. It was noted that the risk would be reviewed with a view to 
removing it from the risk register once the process was underway. 

HD and DW highlighted the risk entitled ‘Provision of PICC line service in HODU’ with 
a rating of 15. DW noted that she had recently been appointed as Matron for 
Haematology & Oncology and a review of the service with the appropriate cover 
arrangements for the PICC line service was being undertaken. It was noted that the 
mitigation at present was for a service provision on a Wednesday and Friday due to 
trained staff availability. There was a long term view of attaining dedicated nurses for 
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5.1.5 

5.1.6 

5.1.7 

PICC line services. 

The final top risk highlighted was with regards to ‘chemotherapy capacity’ rated at 15. 
HD advised the committee that the risk was linked to immunotherapy patients and 
scheduling to ensure appropriate patients were seen. The risk also referred to the 
capacity in the Haematology & Oncology Day Unit (HODU). 

HD informed the committee of a new risk added to the risk register that was jointly 
owned with CHAT CSC entitled ‘Laser on CEPOD list’ rated at 15. The risk related to 
the insufficient power supply for the type of laser to treat conditions such as renal colic 
with laser stone fragmentation. The risk specifically referred to the pathway of the 
patient and HD explained that if treatment was undertaken via an elective pathway 
then the correct laser in an elective theatre would be utilised but under an emergency 
pathway there was no access to the correct laser. HD noted that it would lead to 
multiple attendances under an elective pathway for patients. The consultant of the 
week would review the elective capacity for any emergency patient as part of the 
mitigating actions for this risk. 

FMcN highlighted the risk entitled ‘patients waiting for FASTTRACK discharge process 
to go home for terminal care’ rated at 10 and commented on the high impact of the 
risk. HD noted that any delayed patients were escalated quickly and a Safety Learning 
Event on Datix was completed. AG noted that there had not been any reported for 
some months. 

5.2 (b) Medicine CSC Risk Register 

5.2.1 

5.2.2 

5.2.3 

5.2.4 

5.2.5 

5.2.6 

5.2.7 

NM, MR and PB attended the meeting to present the Medicine CSC Risk Register. 

NM began by highlighting a new risk regarding patient safety within the CSC that had 
a rating of 25. NM noted that the risk combined all areas of concern from within the 
CSC with regards to patient safety, specifically; outlying patients, reflecting on 
complaints and PALS enquiries, the high number of open SIRI investigations and high 
number of moderate severity Safety Learning Events. 

MR advised the committee that the CSC were working to mitigate the risk on a daily 
basis but the risk management in place was saturated and it was difficult to manage 
the risk. MR informed the committee that on average there were 50 to 60 outliers over 
more than 20 wards and staffing was on a red/amber status on a regular basis. MR 
also advised that the risk had been articulated to the Executive Directors of the Trust 
and noted that wider staff awareness would allow for greater management of the risk. 

CSl questioned whether a previous risk of this nature had been listed. MR confirmed 
that there had not been an overarching risk before but noted the CSC felt it was 
sensible to bring many aspects together as one risk. 

CSl was comfortable that the risk highlighted the aspects that affected the operations 
and business of the CSC as well as the Trust and the control factors that were in 
place. CS posed a question as to whether the risk should be classed as a Corporate 
Risk. MR felt that the proposal was a healthy outcome of raising the risk. MR also 
noted that there were c.1000 discharges a month from a third of the Trust’s bed base 
under the Medicine CSC. MR also advised that the CSC was at 130% bed occupancy. 

NR commented on a meeting she attended with NHS Improvement and the CQC with 
regards to the management with other providers and the health economy system 
within the area. It was noted that there was a requirement for greater incorporation 
with the local health economy which linked to the risk being identified by the CSC. 

The committee agreed that the risk would be assigned as a Corporate Risk. AG 
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5.3 (c) Renal and Transplantation CSC Risk Register 

5.3.1 

5.3.2 

5.3.3 

5.3.4 

5.3.5 

5.3.6 

5.3.7 

5.3.8 

SH attended the meeting to present the Renal and Transplantation CSC Risk 
Register.  

SH began by highlighting the capacity issues throughout the CSC rated at 20. SH 
advised that there was a lack of capacity within the satellite units, specifically towards 
the east of the region. It was noted that a formal dialysis tender went out to advert in 
June. SH also advised that there was no renal provision at Southampton General 
Hospital. 

SH also raised the issue of medical outliers within the Renal Day Unit and the risk to 
the CSC. SH advised that there had been internal changes with regards to patient flow 
from direct admission with the creation of the ReACT Area. It was noted that despite 
the changes, the Renal Day Unit was at capacity and there was a knock on effect 
risking patients requiring dialysis and patients within the ReACT Area. It was noted 
that relinquishing 4 beds for renal patients would be sufficient. SH advised that there 
was operational mitigation in place but drew upon the CQC comments with regards to 
the risks associated with using the Renal Day Unit for outliers. 

LWi commented that the risk regarding outliers related specifically to the Patient 
Safety risk owned by the Medicine CSC. It was noted that the risk had been assigned 
as a Corporate Risk and would receive a greater level of attention as to the impact 
being felt across the Trust. 

It was noted further that Renal patients cannot be outlied due to their complex needs 
and supervision.  

SH raised the risk regarding PROTON and noted that the risk had recently increased 
to 25 on the perception that the server was likely to fail. It was noted that the long-term 
trajectory was to move to e-hospital. CT provided further detail by explaining that there 
was no backup server and to provide a backup would mean using a like for like stand 
alone historic server. CT advised that the long-term prospect would be to transfer the 
system onto a virtual server which would provide robust recovery procedures and 
greater mitigation for the risk. 

SH commented on the patient transport risk rated at 15. It was noted that Renal 
services used a third of the SCAS Patient Transport Service provision and that any 
issues with the service were being reported directly with SCAS. It was also noted that 
there was a reporting mechanism in place at the satellite units and retrospective 
working with SCAS to learn from the issues experienced. CSl commented that there 
was a fragmented service within the local area and the concern was that of the 
provision for patients. 

SH also identified a new risk added to the risk register regarding a fire risk for patients 
on the top floor of the old QAH building. SH advised that there was limited access for 
evacuation due to no link corridor on the level. It was also noted that there was no 
sprinkler system. SH informed the committee that there was due to be a dry run to test 
evacuation plans and that discussions had been held with the Fire Safety Manager 
with regards to the installation of fogging machines. It was agreed that FMcN would 
liaise with Robert Burns, Fire Safety Manager, to ensure a full risk assessment was 
undertaken with the CSC and for the risk and rating to be reviewed on completion of 
the risk assessment. 

FMcN 

6 Standing Agenda Items 

6.1 (a) CQC Update 
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6.1.1 

6.1.2 

FMcN noted the report as read by the committee and highlighted that the risk on the 
Board Assurance Framework was to be increased due to the escalation in scrutiny by 
the CQC.  It noted that the risk would be updated for the next Trust Board meeting and 
would potentially be rated at 20 instead of the current 16. 

It was also noted that further information in the form of bullet points would be included 
within the risk description. 

6.2 (b) Internal Audit 

6.2.1 

6.2.2 

6.2.3 

6.2.4 

6.2.5 

6.2.6 

The committee noted that NR had left the meeting and that no decisions could be 
made as the group was no longer quorate. 

CSl advised the committee that she had discussed with LW before the meeting that 
the front page would read ‘Key points for the Risk Assurance Committee’ instead of 
‘Key points for Trust Board members’. 

CSl advised that the key areas for noting were bed blocking, cyber security, Board 
Assurance Framework and Risk Management. 

CSl also drew upon the section entitled Briefings on Developments in Governance, 
Risk and Control within the Internal Audit Progress Report. LWi noted that tackling 
bullying in the NHS was listed on the Trust’s Board Assurance Framework. 

There was also a discussion surrounding confidentiality and good practice in handling 
patient information. CSl drew comparison to the previously raised item by RH with 
regards to wilful sabotage by staff members. FMcN commented that the briefing note 
referred more specifically to information governance rather than cyber security. 

The committee discussed further the item raised by RH with regards to wilful sabotage 
and it was agreed that there were two aspects to review; technical and staff practice. 
CT confirmed that the technical aspect was reviewed by the Information Governance 
Steering Group (IGSG) as part of current cyber security measures. It was agreed that 
LW, as a member of the IGSG, would liaise with the chair of the group with regards to 
how staff practice was monitored. 

LW 

6.3 (c) Key Messages from the Committee 

6.3.1 

6.3.2 

6.3.3 

6.3.4 

It was agreed the CSl would raise the following with the Trust Board: 

 To acknowledge that the risks highlighted by the committee were felt to be the
main risks for the Trust.

 To raise the non-attendance and representation of members from CSCs at the
committee.

 To raise and advise of the Medicine CSC risk associated with patient safety
rated at 25.

CSl 

7 Any Other Business 

7.1 

7.2 

7.3 

It was requested by CSl to move the Trust Risk Register item further down on the 
agenda as it seemed beneficial to review the Trust Risk Register after reviewing 
specific CSC Risk Registers. 

CSl requested a copy of the schedule of business for each of the forthcoming meeting 
dates for the Risk Assurance Committee. 

There was no other business raised by the committee. 

JR 

JR 
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Date of next meeting: 
17 August 2017, 15:00-17:00 
Boardroom, Education Centre, E Level, QAH 
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FINANCE & PERFORMANCE COMMITTEE 

M I N U T E S 
Thursday 29 June 2017 

9.30am – 12noon 
Trust HQ Meeting Room  

 
Present: Michael Attenborough-Cox – Non Executive Director (Chair) 
 Christine Slaymaker – Non Executive Director Designate 
 Sheila Roberts – Interim Chief Operating Officer 
 Rebecca Kopecek – Director of Workforce 
 Peter Mellor – Director of Corporate Affairs and Business Development 
 Nicola Ryley – Director of Nursing 
 Kevin Nederpel – Deputy Director of Finance  
 Gary Bryant – Operational Director of Finance  
 Richard MacKay – Council of Governor 
 Eddie Tuke – Assistance Director of Commissioning 
Minutes: Susan Boyle – PA to the Director of Finance  
In Attendance: Lee Williams – Head of Financial Accounting (for item 44/17 2) 
 Ian Howe – Head of Financial Planning and Information (for item 44/17 3) 
 
ITEM MINUTE 
40/17 Apologies 

Apologies were received from: David Parfitt – Non Executive Director and Chair of the 
Committee, Chris Adcock – Director of Finance and Ed Donald – Chief Operating Officer.  
 

41/17 Minutes from Previous meeting 27 April 2017 (Mays meeting was cancelled) 
The minutes were agreed as a true and accurate record of the meeting.   
 

42/17 Action Log 27 April 2017 (Mays meeting was cancelled) 
05/17 Satellite Unit - The Chair raised his concern and disappointment that the letter to each 
CSC regarding contracts has not yet been circulated.  Eddie Tuke advised the Committee that 
Chris Adcock was not happy with the wording on the draft letter as it was suggesting the CSCs 
do additional work as opposed to Procurement supporting them in pulling this information 
together.  It was agreed for Eddie Tuke and Alan Hoskins (Director of Procurement) to attend 
the Heads of Nursing & General Managers meeting Chaired by Sheila Roberts the following 
week, to discuss what information is required and how they can help support the CSCs.  It was 
requested for this action to be complete by the time of the next meeting.  
Action: Eddie Tuke & Alan Hoskins 
 
12/17 Month 9 Ops Report – Kevin Nederpel apologised for not circulating an update previous 
to the meeting relating to the concerns raised on the equipment failure and whether there is 
any compensation to be had and advised he will follow this up. 
Action: Kevin Nederpel  
 
All other actions were either complete, on the agenda or not yet due.   
 

43/17 Finance and Performance Reports 
(1 & 2) Director of Finance Update / Month 2 Finance Board Report  

In Chris Adcock’s absence, Kevin Nederpel gave an update highlighting the following key 
points: 
 
The Trusts Income and Expenditure position for the year to date to May 2017 was an actual 
deficit of £4.1m which is marginally favourable by £0.1m to the planned £4.2m position 
submitted to NHS Improvement (NHSI).  Kevin advised the biggest risk is currently around the 
£1m reported income position due to uncoded activity.  He highlighted that at Month 2 
closedown, Month 1 showed 10% of uncoded activity which was estimated around £4m.  Since 
then, the team have focused on this area and can report today that this has been reduced to  
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£29k.   He also advised of a further risk relating to the Aligned Incentive Contract as the Trust 
significantly over performed due to outsourcing and WLIs.  
 
Kevin advised there was an overspend on expenditure of £4m relating to PAYE which was 
mainly due to agency staff, a total of £3.2m which was up in May due to the use of Thornberry 
staff based on the CQC visit.  
 
Kevin went onto advise that there is a risk in achieving the STF for quarter 1 due to a £750k 
risk to deliver the control total.    
 
The Chair highlighted his concerns regarding the Trusts lack of control.  Nicola Ryley advised 
that there have been added pressures relating to Mental Health, bringing down agency spend 
and ensuring safety for patients and that a paper is going to be presented to the Board the 
following week on staffing in clinical areas, sourcing and resource. 
 
Christine Slaymaker asked what was the real concern and whether that was for income or 
PAYE.  Kevin advised he wanted to raise his concerns regarding the risks today in order to 
keep the committee briefed, however his main concern is around pay.   Rebecca Kopecek 
confirmed that locums have been used in order to deliver the service required for Unscheduled 
Care.  A discussion then ensued relating to the volume of patients presenting to A&E and bed 
blocking.   
 
The Chair thanked Kevin for bring his concerns relating to the income to the Committee and 
agreed that the main concerns relate to pay highlighting the risk to quarter 1.   
 
Christine Slaymaker suggested going forward, if the Committee could have a coversheet 
summarising all issues.  
Action: Kevin Nederpel 
 
The Chair concluded that he is comfortable with the risk to income however his concerns 
remain around pay running away with the budget and the likelihood of not meeting the planned 
deficit for Quarter 1 or Quarter 2.  
 

3) Month 2 Contract Management Report  
It was agreed to cover this item under the Aligned Incentives Contract update later on the 
agenda.  
 

4) Cash and Working Capital  update 
Gary Bryant presented the paper the Committee highlighting key points.  Richard McKay 
queried the amount relating to the 180+ days overdue and Kevin Nederpel advised this is 
mostly due to RTAs with insurance companies disputes and property services in which a paper 
is presented to the Audit Committee on a regular basis.    
 

5) Capital Programme 
Gary Bryant advised that the Capital Programme is not currently managed via any 
management approval group so the Terms of Reference for a new Capital Priorities Group was 
circulated and approved at the Senior Management Team meeting the day previous.  He 
advised MDMC, IT and Estates will all report into this group which will then provide a capital 
programme balance to this Committee on a regular basis.  He confirmed it was agreed that this 
would be Operationally Lead rather than financially however it will be the Trust Board who will 
make the overall decision on what items can be approved, declined or deferred.    
 
Gary then highlighted the letter sent to NHS I indicating the difficulties the Trust is facing in 
relation to the PFI which has being followed up.  The Chair suggested for a letter to be sent to 
NHSI highlighting stronger concerns and suggested for a discussion to take place at Board in 
order to bring these issues to the attention of the public. 
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6) Month 12 CIP Report 

Due to time constraints and as this item will be discussed in length at the Trust Board 
Workshop later that afternoon, it was agreed to go onto the next item.  
 

44/17 Other Updates 
1)  Draft Aligned Incentives Contract Update (AIC) 

Due to time constraints and as this item will be discussed at length at the Trust Board 
Workshop later that day, Eddie just gave the Committee a high level overview of the 
presentation.   
 

2) Update on the Da Vinci Robot 
Lee Williams attended the Committee to give an update on the current financial status of the 
Da Vinci Robot.  He advised that the Charity Accounts have now closed and the shortfall 
totalled £150k.  He advised that Cancer and Surgery CSC agreed to provide the £150k to bring 
the Rocky’s balance to a zero on the condition that this is reimbursed going forward.  Lee then 
advised of a legacy which had been received of which was given direct to the CSC confirming 
that this complies with the rules and code of procedures.   
 
Lee confirmed that the appeal is ongoing and will be monitored to see if it is manageable, if not, 
the Trust will have to pick up the costs for running the equipment which will result in a further 
£75k as it is no longer tax recoverable.  He also confirmed that this position has been noted on 
the Charitable Funds Risk Register and now that it is red, will be escalated to the Risk 
Assurance Committee.  
 
Lee went onto advise that the Charitable Funds Committee is now strengthening its Terms of 
Reference to include an Executive Director and that himself, Peter Mellor and Chris Adcock are 
due to meet to discuss.  
  

3) Reference Costs Submission 
Ian Howe briefed the Committee on the reference cost submission process advising that the 
PLICS system is now in use and that the data from Quarter 3 and Quarter 4 has been used in 
order to make the submission on the 4th August.  
 
Christine Slaymaker asked for assurance that there has not been any variation from the 
guidance published.  Ian Howe confirmed that the process used is compliant based on the 
guidance issued and approved by NHS Improvement, however in some instances there are 
variances.  Christine Slaymaker question how much the Trust variances from the guidance and 
requested for Ian to provide the Non-Executive Directors of the Committee and email with the 
information in order for them to give assurance to the Board.  
Action: Ian Howe 
 

45/17 Month 11 Operational Performance Report  
Rob Haigh briefed the Committee members on key headlines from the report advising that 
discharge requirements have moved from Red to Green and that there has been an 
improvement in the amount of discharges and timings in Renal, the next focus will be on 
MOPRs and Medicine.   
 
He advised in April and May, the number of occupied bed days come down and that the work 
around Stranded patients has highlighted some further opportunity for improvement.   
 
Richard McKay questioned whether the Medically Fit For Discharge patients are being 
assessed.  Sheila Roberts confirmed that they are however there has been some delay in 
assessment and the Trust is working with partners as the IDS team are already stretched.     
 
Michelle reported RTT had delivered 91.37% against the 91.4% revised trajectory for 
May.  There had been 1 52 week breach, due to an admin error and the clock being closed 
inappropriately.  The patient had now received their treatment on the 7th June and had not 
suffered any clinical harm.  Michelle advised that overall the waiting list size had increased by 
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609 patients.  Patients waiting greater than 18 weeks had reduced by 223 and the number of 
patients waiting more than 35 weeks had reduced to 173. 
 
Provisional cancer performance reports 7 of the 8 standards being delivered.  62 day screening 
standard is currently failing and unlikely to recover due to low breach tolerance.  There were 
only 4 patients treated at 104 days or more on a cancer pathway.  Michelle advised that this is 
improving, however late referrals from other providers and complex diagnostic pathways meant 
that currently we were unable to deliver the zero tolerance of this standard. 
 
Diagnostic performance has remained challenging due to increased inpatient demand for CT 
and MRI, with outpatient appointments being displaced to accommodate.  There have also 
been some decontamination issues resulting in cancelled endoscopy procedures.  However, 
the 99% standard has been achieved at 99.2% for May, with June likely to also be delivered. 
 

46/17 Papers for noting 
The Committee noted the papers.  
   

47/17 Any other Business  
There were no items of any other business. 
 

48/17 Date of Next Meeting – Finance and Performance Committee 
The next meeting will be held on: 27 July 2017. 
Trust HQ Meeting Room 
9am and 12 noon 
 
The meeting closed at 11.45 
 

 

Attendees Jan Feb Mar Apr Cancelled Jun Jul Aug Sept Oct Nov Dec 
Steve Erskine (Chair)    LEFT THE TRUST 
Liz Conway  Chair   LEFT THE TRUST 
David Parfitt (New 
Chair) 

            

Mike Attenborough-Cox      Chair       
Christine Slaymaker             
Chris Adcock             
Sheila Roberts             
Ed Donald             
Michelle Dixon             
Peter Mellor             
Simon Holmes    No longer Medical Director 
Cathy Stone     LEFT THE TRUST 
Nicola Ryle         
Rebecca Kopecek             
Richard MacKay CoG             
 
 
Kevin Nederpel             
Steve Smith             
Gary Bryant           
Lee Williams             
Eddie Tuke             
Ian Howe             
Sir Ian Carruthers    Chair  LEFT THE TRUST 
Tim Powell             
 

    Apologies Representative Attended No Attendance Not required 
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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) 
§ Review Finance & Performance Committee 

TOR 

 
§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q3 forecast review 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 
 

March 

§ Urgent Care 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 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account Priorities 
§ 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 
§ Draft Quality Accounts 
§ 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 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
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July 

§ Urgent Care Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Safer Staffing Report Nursing & Midwifery 
§ Board Assurance Framework (BAF) 
§ Final Annual Governance Statement 
§ Final Annual Accounts 
§ Final 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 
§ Department of Infection Prevention 

Committee 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 

§ Urgent Care 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 
§ 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 
§ Quarterly Research and Innovation Report 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 
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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

04-M
ay-17

01-Jun-17

06-Jul-17

Directors

Tim Powell ü ü ü ü ü ü X ü ü ü
Peter Mellor ü ü ü ü ü ü ü ü ü ü
John Knighton X
Ed Donald ü ü X ü ü ü ü ü ü ü
Chris Adcock ü ü ü ü ü ü ü ü ü X
Rebecca Kopecek ü ü ü ü ü ü ü ü X ü
Rob Haigh X ü ü ü ü X ü ü ü ü
Sheila Roberts ü ü ü ü ü
Nicola Ryley ü ü
Simon Holmes ü ü ü ü ü ü ü ü ü
Simon Jupp ü ü ü ü
Cathy Stone ü X ü ü ü ü

Non-Executive Directors

Mark Nellthorp ü ü ü ü ü ü ü ü ü ü
Michael Attenborough-Cox ü ü X X ü ü X ü ü X
Melloney Poole ü X ü
David Parfitt ü ü
Christine Slaymaker ü ü
Sir Ian Carruthers ü ü ü ü X ü ü ü ü
Elizabeth Conway ü ü ü ü X ü ü
Steve Erskine ü ü ü ü ü ü
Dr John Smith X X ü ü X X

ü

X

t

Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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