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TRUST BOARD MEETING IN PUBLIC 

Wednesday 26th June 2019 
09:30 – 14.45 

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

A G E N D A 

Item 
No. 

Time Item Enclosure 
Y/N & 

Number 

Presented 
by 

152.19 09.30 Welcome, Apologies and Declaration of 
Interests (to ascertain whether any Board 
Member has any conflict of interest with any 
items on the Agenda) 

N Chair 

153.19 09.35 
Divisional Presentation – Surgery and 
Outpatients 

N 

154.19 10.00 Minutes of the last meeting –  29th May 2019 1 Chair 

155.19 10.05 Matters Arising/Summary of agreed actions 2 Chair 

156.19 10.15 Notification of any other business N/A Chair 

157.19 10.20 Chair’s opening remarks N/A Chair 

158.19 10.25 Chief Executive’s Report 3 CEO 

STRATEGY 

159.19 10.40 Review of Divisional Structure 4 COO 

160.19 11.00 NHSI Undertakings 5 DGR 

FINANCE AND INFRASTRUCTURE 

161.19 11.10 
Finance and Infrastructure Committee 
feedback 

To follow 
Committee 
Chair 

162.19 11.20 Financial performance report analysis N** CFO 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

163.19 11.45 
Workforce and Organisational Development 
Committee feedback 

To follow 
Committee 
Chair 

164.19 11.55 
Workforce and Organisational Development 
performance report analysis 

N** DWOD 
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QUALITY & SAFETY 

165.19 12.10 
 
Quality and Performance Committee 
feedback 

To follow 
Committee 
Chair  

166.19 12.30 

 
Safety, quality and operational performance 
report analysis 
 

N** 
 

MD/CN/ 
COO 

167.19 13.00 
 
Trust Quality Accounts 
 

6 DGR 

168.19 13.10 

 
Seven Day Services – Board Assurance 
Framework 
 

7 MD 

169.19 13.20 
 
Research and innovation – quarterly report 
 

8 MD 

170.19 13.30 
 
Children’s Safeguarding Annual Report 
 

9 CN 

171.19 13.40 
 
Safer Staffing 
 

10 CN 

172.19 13.50 
 
Board Risk Register 
 

11 DGR 

 
FOR NOTING / INFORMATION 

173.19 14.00 
Directors’ and Non-Executive Directors’ 
reflections on the meeting  

N Chair 

174.19 14.10 Record of attendance 
 

12 
 

Chair 

175.19 14.20 
Opportunity for the public to ask questions 
relating to today’s Board meeting 

N Chair 

176.19 14.30 Any other business N Chair 

 
177.19 

 
14.40 

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

 
N 

 
All 

  
Date of next meeting:  Wednesday 31st July 
2019, Oasis Centre, QAH 

 
N 

 
Chair 

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

Held on Wednesday 29th May 2019 
 

Oasis Centre, Queen Alexandra Hospital, Southwick Hill Road, PO6 3LY 
 

MINUTES 
 

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

 Chris Adcock  Chief Finance Officer (CFO)  
 
In Attendance: Nicole Cornelius  Director of Workforce and Organisational Development 
      (DWOD) 
  Penny Emerit  Director of Strategy and Performance (DSP)  
  Lois Howell   Director of Governance and Risk (DGR) 
 Emma McKinney  Director of Communication and Engagement (DCE) 
 Steven Vaughan Interim Chief Operating Officer (COO) (until minute 

141.19) 
 Simon Ward  Deputy Medical Director 

Cate Leighton Divisional Nurse Director (Clinical Division) (for minute 
128.19) 

Matthew Smith Divisional Operations Director (Clinical Division)  
(for minute 128.19)   

Matthew Wood Divisional Director (Clinical Division) (for minute 128.19) 
Philip Young Guardian of Safe Working (for minute 145.19) 

 Dave Gordon  Committee Clerk (minutes) 
 

 
Item No 

 
Minute 
 

127.19 Welcome, apologies and declarations of interest 
 
The Chairman welcomed everyone to the meeting, in particular the Clinical Delivery 
Division leadership team (minute 128.19). Apologies were received from Paul Bytheway 
(Chief Operating Officer), John Knighton (Medical Director) and Martin Rolfe (Non-
Executive Director).  
 
No declarations of interest were made. 

  

128.19 Divisional Presentation – Clinical Delivery 
 
The division had been establishing itself since its inception in July 2018, with 
approximately 2,000 staff involved in its operation. This included 23 different 
professions, illustrating the diverse areas covered by the new division.. The three 
divisional leaders were already in posts in the Trust prior to this arrangement, which 
assisted with the early stages of transition. A series of key projects (e.g. pharmacy) was 
also now underway, some of which had been supported by business cases recently 
approved by the Trust Board. 
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In terms of governance, a structure had been devised which incorporated all elements of 
the new division and allowed all professions to feed in their findings on quality of care. 
The Director of Governance and Risk had supported this work. In particular, weekly 
meetings dedicated to the Cost Improvement Programme and divisional workforce 
control ensured that financial control and quality were considered thoroughly. Clinical 
directors were integral to the process to establish genuine dialogue within the system. 
Each care group also had its own board meetings; they also undertook performance 
reviews for a comprehensive overview of the service. The divisional board meeting 
included all service leads. The risk register has been overhauled to reflect the realities of 
all areas of the division’s work (e.g. quality, performance, patient safety and finance).  
 
For the first nine months of the division’s existence, the leadership team had focused on 
staff engagement. This was to ensure that all parts of the division, not just the largest or 
most prominent, had the chance to take part in developing the new system. There had 
also been some key investment on infrastructure (e.g. temporary CT scanner, pharmacy 
hub) to improve delivery, as well as the development of a sustainable workforce for the 
future. In addition, the division had worked on areas included in the Section 29a notice 
(e.g. appraisal rates, information governance) which had seen rates of compliance 
increase. Point of care testing had improved preparedness for influenza. However, 
DM01 (monthly diagnostics waiting times and activity) remained a challenge, as did 
recruitment of workforce (which was being mitigated through innovative planning) and 
maintaining the division’s financial balance.  
 
The next year would see the division work on gathering data for DM01 to ensure that 
service levels are achieved as required. There would also be further work on mitigating 
issues arising from staffing levels. In addition, the CT scanner was currently housed 
outside the hospital building; this limited accessibility, and  a permanent home  within the 
building was being sought. The new pharmacy robot would be installed in the coming 
months, whilst the scoping for a new manufacturing unit and a pharmacy hub had been 
completed, with planning underway for the associated relocation projects. A bid to 
increase theatre capacity had been submitted and was progressing, with the intention of 
completing the work in 2020. The endoscopy project was also being completed, whilst 
the South 6 Project was making advances. 
 
The division’s cost improvement target was £3.6 million, with a current gap estimated at 
£1.1 million. Plans for this to be closed would be underpinned by analysis of pressure 
points at weekly Cost Improvement Programme meetings, with achievable targets and 
appropriate mitigation to be produced arising from this. Staff views on these matters 
would also be sought and integrated into planning. Any identified risks were shared 
across the division through all available channels. This would build on the existing 
culture of financial responsibility and develop future planning within the division.  
 
Christine Slaymaker welcomed the work on financial control, and advocated its 
dissemination across the Trust. The Divisional Operations Director emphasised the need 
for the message to be given that delivering a service within budget was required, rather 
than optional.  All requests for spending in the division had to be considered by a panel 
and had criteria by which to adjudicate. It was also imperative to ensure that the new, 
larger division did not lose its focus on maintaining control, with the work of supporting 
functions (e.g. finance, human resources) pivotal in this. Providing support as required 
and reinforcing messages about the wider context and processes used bolstered efforts. 
The Chairman added her support for the progress outlined above, noting the benefits 
from clear engagement with staff.    
 
The Trust Board thanked the team for the presentation.   
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129.19 Minutes of the last meeting 
 
The minutes of the meeting of 1st May 2019 were approved as a true and accurate 
record. 

  

130.19 Matters arising / summary of agreed actions 
 
The Board noted the Action Log.  

  

131.19 Notification of any other business 
 
No notification of any other business was given. 

  

132.19 Chairman’s opening remarks 
 
The Chairman referred the meeting to the recent mental health awareness week. She 
had recently visited the Trust’s occupational health department, and noted that the 
stressful nature of work in healthcare meant that more clinical and psychological support 
for staff may be required in the future. Given the impact that waiting times could have on 
individual employees and the organisation (as absence continued whilst treatment was 
awaited), an update on mental health and wellbeing services was requested. 
 
The recent activity levels and resultant pressures on the Trust also had the potential to 
have an impact on staff morale. Consequently, assurance was sought from the Director 
of Workforce and Organisational Development regarding actions taken to support staff 
and how the Trust Board could assist. 

Action: MD / DWOD     
  

133.19 Chief Executive’s Report 
 
The Chief Executive Officer addressed the following key issues: 
 
Quality Review (8th May 2019): This had taken a similar approach to the review in 
January 2019 and had examined areas requiring continued improvement or focus. Staff 
and volunteers had visited areas of the Trust with which they were not well acquainted 
as part of this to provide fresh insight. The review had been organised by the Director of 
Governance and Risk and her team, who were thanked for their efforts in a productive 
event.  
 
Christine Slaymaker raised the visibility to the Trust Board of issues related to quality of 
care. In particular, the Board required assurance on matters which may not be suited to 
standard metrics (e.g. tone of interactions with patients). The Director of Governance 
and Risk agreed to review oversight and reporting arrangements in these areas and 
produce a future update to Trust Board. 

Action: DGR   
 
Gary Hay reported that the Workforce and Organisational Development Committee had 
discussed the measurement of the ‘My Name Is…” campaign. The Culture Change 
Programme would address this once the level of action required had been established; 
this was owned by the Head of Organisational Development. The Chief Executive Officer 
added that the quarterly report on patient experience taken by the Quality and 
Performance Committee examined similar themes; as a result, cross referencing these 
findings could improve understanding of the area.  
 

Page 7 of 212



 

 

The Chairman referred to the Care Quality Commission’s winter pressures visit and the 
associated requirement to ensure that patients are treated with care and compassion, 
and the potential priorities of the new Chief Nurse. The Director of Governance and Risk 
referred to the item on quality governance (minute 140.19) as future assurance on 
progress being made. However, Christine Slaymaker noted the recurrence of some 
themes regarding patient experience and the imperative need for progress. The Chief 
Executive Officer acknowledged the matters raised and the need for reporting to address 
them.  
 
Senior management: An appointment had been made to the role of Chief Financial 
Officer, whilst a replacement for the Director of Communications and Engagement would 
be sought. It was also noted that the outgoing Director would be taking a role in the 
locality, which may assist with continuing our partner relationships locally. The incoming 
Chief Nurse would be starting on 10th June 2019 and was currently preparing for this 
date, with a series of meetings with staff being held.   

  
Urgent care: Activity levels across the Portsmouth and South East Hampshire region 
had continued to rise. The urgent care access standards pilot had started (as reported to 
the Trust Board on 1st May 2019), with the long standing 4 hour performance reporting to 
be removed from the integrated performance report. A system review had been held 
earlier in May 2019 to examine current plans for 2019 – 20 and how organisations were 
responding to variance from predicted activity levels. PricewaterhouseCoopers had also 
undertaken a review of required capacity; the system plan and the refreshed trust action 
plan would be considered by the Trust Board in the near future.   
 
The impact of these pressures on staff was recognised, especially in areas where 
recruitment remained problematic (e.g. middle grade emergency department doctors). 
Whilst creative plans were being put in place and the results analysed, the national 
shortage of staff in some areas was a challenge which would remain.  
 
David Parfitt enquired how reporting on the urgent care standards would alter, given the 
obsolescence of the four hour standard. The Chief Executive Officer responded that, 
whilst precise details were still emerging, the key consideration would be measuring the 
efficiency of patient flow and how it compared with Trust expectations. This would 
require an examination of existing data and how this could be integrated into the 
performance report. The Interim Chief Operating Officer informed the Board that weekly 
discussions were held at a national level regarding the implementation of the pilot; data 
integrity was recognised as a key area to be monitored.  
 
D Day Commemoration: The Trust had worked collaboratively with partner organisations 
to accommodate any increase in the number of people in the area during events in June 
2019. Planning for VIPs in attendance had also been addressed. The Chairman 
reminded the Board that additional volunteers would have to be organised by the Trust 
from its existing pool. The Director of Communication and Engagement added that a 
discussion with the co-ordinator of volunteers had been held, and they had been in touch 
with all departments on the matter. The Chairman emphasised the need for clarity on 
points of contact and the employment of volunteers on the front desk. 
 
The Board noted the Chief Executive Officer’s report. 

  
134.19 Communications Strategy 

 
The Director of Communication and Engagement introduced the strategy, covering the 
next three years. It had been based on research into best practice, external 
developments and feedback from staff. In particular, digital communications had 
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emerged as an area of significant change, with the Trust working to ensure it was 
relevant and engaged appropriately to a range of audiences. Input into the strategy 
would be ongoing, with particular reference to key groups such as Change Agents. 
There would be an annual refresh of the plan, with the potential for the incoming Director 
of Communication and Engagement to amend proposals. 
 
David Parfitt welcomed the strategy and suggested that the document would benefit 
from the inclusion of an executive summary; in addition, he inquired as to whether 
references specifically to Non-Executive Directors were appropriate given the unitary 
nature of the Trust Board. Regarding Facebook, he sought further information as to the 
reasons for people engaging with Trust posts. The Director of Communication and 
Engagement stated that she had undertaken analysis of the material which produced 
most interest. In particular, notifications regarding vacancies had high levels of 
interaction from users.  
 
Inga Kennedy noted the structure, which assisted with emphasising the benefits of 
proposals. Roger Burke-Hamilton suggested that the strategy could be more ambitious, 
with specific reference to the Trust’s role in the Southampton, Hampshire, Isle of Wight 
and Portsmouth area, and similar partnerships (as well as internal issues such as 
demand management). The Chairman asked if future major projects could be included 
as they arose; the Director of Communication and Engagement agreed. Patient 
engagement was also raised; the Chief Executive Officer informed the meeting that an 
appointment to a role focused on patient engagement had been made, with their work 
being linked to this strategy. 
       
The Board approved the strategy subject to the comments above.  

  

135.19 Corporate Strategy update 
 
The Director of Strategy and Performance highlighted the appendix to the report, which 
offered detailed coverage on progress made. Work with executive leads would be 
ongoing to refresh the implementation plan. Particular attention had been paid to the 
alignment of the 2019 – 20 plan and the balanced scorecard; this provided assurance as 
to the progress made on implementation of the Corporate Strategy. In addition, service 
reviews had been identified for completion in 2019 – 20, with clinical strategies to 
underpin this. Areas for this had been nominated and would report back through 
quarterly divisional reviews. 
 
Gary Hay referred to the ‘well led’ element, and asked whether the Trust Board was 
assured that all internal and external parties had the required training to ensure 
compliance with the strategy. The Director of Strategy and Performance noted the role of 
communications in this, with the implementation of the strategy converting theoretical 
plans into business as usual. As a result, engagement was of greater impact than 
training in this regard.  
 
Christine Slaymaker sought assurance that there would be continuity of strategy as new 
executive officers took their posts. The Chief Executive Officer had raised this matter 
during induction planning, with particular reference to the context of team workload. 
However, Christine Slaymaker posited that there may be a need to prioritise, as the new 
Chief Financial Officer would be completing the estates and commercial strategies early 
in his tenure. The Chief Financial Officer informed the meeting that discussions with 
Northumbria Healthcare NHS Foundation Trust were being held, with a focus on 
supplementing capacity, as required, to enable the formulation of the commercial 
strategy. The Chairman also recorded the impact of internal matters (e.g. executive 
recruitment) and external matters (e.g. potential partnership arrangements) on capacity. 
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The impact this may have on corporate ability to enact change was noted. 
 
The Board noted the update. 

  

136.19 Board Assurance Framework 
 
The Director of Governance and Risk introduced the latest iteration of the framework. 
Reporting could be refined and adapted as appropriate, with the version presented 
underpinned by highly detailed material. Since the last version taken at a Trust Board 
meeting, a new risk had been proposed (BAF 26: year-end financial forecast for 2019 – 
20) with two requested for removal (BAF 24: year-end financial forecast for 2018 – 19 
and BAF 20: Facilities Management service provider).  
 
Christine Slaymaker highlighted the rating of the impact of BAF 26 as ‘catastrophic’. The 
Chief Financial Officer advised the meeting that a small level of variance from the 
current forecast may have significant implications for cash flow. The Director of 
Governance and Risk added that the level of financial impact that saw the rating 
allocated was £100,000.  
 
The Board approved the proposed framework, including the addition and removal of 
risks as proposed. 

  

137.19 Quality and Performance Committee feedback 
 
Gary Hay (Committee member) provided the feedback, noting the recent positive 
indications on the integrated performance report. However, concerns regarding mental 
health (reflecting the Chairman’s comments in minute 132.19) were raised. Work with 
external partners to address these was ongoing. In addition, staffing levels in wards 
remained below targets, although there had been gradual improvement over the last 
three months. This was referred to the Workforce and Organisational Development 
Committee. The Director of Workforce and Organisational Development brought 
attention to the fact that the review of safer staffing had seen some registered nurse 
posts converted to Band 4 nursing associate posts. This had yet to be included in 
reporting and would further improve the situation. 
 
The committee had also received three reports relating to the Clinical Negligence 
Scheme for Trusts (CNST). The Committee had been assured by the level of reports 
presented, but questioned the degree to which non-clinicians could meaningfully 
interrogate them. As a result, a summary focusing on governance rather than medical 
procedure may prove more beneficial for the committee. The Board noted the CNST 
updates.  The use of mechanical restraint had also been discussed, and the Board noted 
the Committee’s concerns in this regard, as well as the Committee’s request for a further 
report as a matter of urgency.  
 
Concerns about services and care provided to mental health patients had been raised at 
the Committee meeting. The Medical Director had recently met with a consultant 
psychiatrist at University Hospitals Southampton, with a view to forming an alliance. In 
addition, the Head of Safeguarding had attended systems meetings, whilst a Band 8 
nursing lead for mental health was to be appointed. The Chairman referred to a 
presentation given to a previous Trust Board meeting; this had been led by the Clinical 
Psychologist. The Trust Board had committed to encouraging the necessary business 
activity to retain and improve clinical health psychology. However, the Chairman 
requested guidance as to who owned responsibility for this within the Trust. The Chief 
Executive Officer informed the meeting that the Trust has another year of funding for the 
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post of Clinical Psychologist; provision would be examined with future needs to be 
mapped. This would consider patients and staff. The Chairman welcomed this approach 
and would appreciate an update in due course. 
 
The Board delegated the authority to approve clinical negligence scheme for the Trust 
updates to the Quality and Performance Committee, and noted all other aspects of the 
Committee’s feedback.  

  

138.19 Safety, quality and operational performance report analysis 
 
The Deputy Medical Director recorded the continued decline in the hospital standardised 
mortality ratio (HSMR). The Serious Incident Review Panel had continued to prove an 
effective method of co-ordinating rapid responses to identified clinical issues, whilst the 
processes focused on falls, pressure ulcers and similar high incidence areas were also 
proving effective. A recent patient safety conference had highlighted key themes in care 
provision. Reporting had increased, which was indicative of a more open culture at the 
Trust, whilst the simultaneous decrease in the number of cases which required external 
reporting, reflecting better practice. The number of never events within the Trust had 
decreased; however the number of serious incidents which had not been closed had 
risen. This was being addressed through performance reviews and the patient safety 
team.  
 
Inga Kennedy asked if a more detailed analysis of reporting could be produced. In 
particular, identification of areas with abnormally low levels of reporting was requested. 
The Director of Governance and Risk agreed to conduct and report the relevant 
analysis. 

Action: DGR  
 
The Chairman pursued the matter of infections in the renal department. The Director of 
Governance and Risk informed the Board that the performance and accountability 
meeting for Networked Services addressed this. Christine Slaymaker referred to the 
dispensary and whether delays were responsible for impeding patient discharges. The 
Deputy Medical Director informed the Board that issues relating to sending patients to 
external pharmacies or installing an onsite chemist had been considered. The 
commercial strategy could include consideration of this matter. The pharmacy robot and 
electronic prescription software would underpin any improvements. The new Head of 
Pharmacy was also conducting a comprehensive review of the service.  
 
The Chairman discussed patient experience and engagement, with a request for more 
reporting on this. The Chief Executive Officer concurred with the need for progress, with 
improvements in some areas not mirrored across the Trust.  
 
The Interim Chief Operating Officer discussed progress on the operating standards, with 
each one led by a nominated division. Emergency care was already an area of high 
demand and experiencing a rise in this; as a result, there was greater pressure on 
discharges and the necessity to maintain flow across the hospital. This had led to an 
occupancy rate of 98% and 76.8% performance on the four hour standard. Ambulance 
handovers had been identified as an area for improvement, as well as ensuring that 
patient turn over allowed for the number of accident and emergency admissions to be 
matched by those leaving the hospital.  
 
At the time of the reported data, the Trust was meeting four of the eight cancer 
standards; this stood at six at the time of the meeting. At present, it was apparent that 
performance against the 62 day standard was very likely to be below target in April 
2019. Meanwhile it appeared that compliance with the 31 day diagnosis to treatment 
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standard may be narrowly missed. A variety of issues had contributed to this (e.g. 
performance for the prostate pathway); whilst cases were being dealt with appropriately 
according to their urgency, it was compromising compliance with constitutional 
standards. Innovative work on areas such as biopsy was being put in place to assist with 
rectifying the situation. Endoscopy was above trajectory at 82% but remained below the 
required 92%. Theatres were being used well, but waiting times and breaches of 
standards were both rising at present. Optimal pathway work had identified four key sites 
(urology, lung, and upper and lower gastrointestinal) for improved performance.  
 
Diagnostics performance had fallen from 97% to 92%; staffing issues appeared to be the 
major contribution. A recovery plan had been agreed with appropriate investment 
allocated (e.g. temporary scanner available for six days per week instead of three). This 
would be monitored on a weekly basis. For strokes, nine standards had been met but 
underlying challenges (e.g. one hour scanning, admission to stroke unit) remained. 
 
Roger Burke-Hamilton raised the spring sprints and asked about learning that was 
emerging from these events. The Interim Chief Operating Officer had discussed this with 
the Delivery Director; actions arising from the sprints were being compiled. However, the 
spring sprint programme had been affected by the need for clinical staff to cover 
operational work given high levels of demand. Gary Hay asked for the Interim Chief 
Operating Officer’s initial views on his priorities for his tenure. The Interim Chief 
Operating Officer identified the emergency floor and patient flow in this area as a major 
factor in the existing level of pressure. The number of patients medically fit to be 
discharged but not leaving the hospital was a key indicator of the challenges in this area. 
Resolving the areas directly controlled by the Trust would support these efforts for 
increased demand management; one key example would be the triage and redirection of 
non-urgent cases. However, he welcomed the Trust’s commitment to continue the 
monitoring of all standards rather than becoming overly focused on a small number of 
areas. 
 
The Board noted the update. 

  

139.19 Quarterly Mortality Review 
 
The Deputy Medical Director welcomed the movement on the hospital standardised 
mortality ratio, attributable to the robust mortality review process implemented over the 
last 18 months. In particular, this had assisted with understanding the causes of deaths 
and their recording; the impact had been sufficient to ensure other organisations were 
now visiting Portsmouth to learn from the Trust’s actions. Paediatric deaths were now 
included in the process and the introduction of the role of Medical Examiner had been 
agreed by the Trust. The Mortality Review Group met on a monthly basis and sought to 
ensure any learning was taken from cases and communicated clearly.  The Deputy 
Medical Director went on to advise that there had also been a reduction in the number of 
automated outlier alerts (issued where some groups experienced higher mortality rates 
than anticipated). The number of structured judgement reviews would also be increased 
to provide external assurance that judgements made by the Trust were verified. The 
crude number of deaths had reduced by 11% from April 2018; whilst some of this was 
due to appropriate alternatives being offered to those at the end of life, work on this was 
ongoing. 
 
The Board noted the update. 
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140.19 Revised quality governance arrangements 
 
The Director of Governance and Risk set out the revised process which had been 
designed prior to the requests made by the Trust Board in today’s meeting, and advised 
that further refinements to quality governance to meet the Board’s needs would 
continue.  In particular, the comments on patient experience (minute 138.19) will require 
consideration. The report presented also focused on the Quality and Performance 
Committee and bodies which reported to it.  As a result, it was intended that the 
proposed system would demonstrate interconnectivity and delivery of improvements. 
The heat map included as an appendix would be used to identify concerns and include 
more qualitative information than before (e.g. horizon scanning, feedback from quality 
reviews, views of clinical experts).  
 
The key lines of enquiry for each of the five Care Quality Commission domains were 
also included in the new arrangements. This was with a view to the rapid identification of 
any areas of deterioration  and the implementation of appropriate remedial action. In 
addition, the shared assurance programme allowed the Trust to analyse matters in 
conjunction with its partners and triangulate collective observations. Peer investigations 
by divisions, or observations using the Care Quality Commission format (undertaken by 
the Clinical Commissioning Group) were also areas that may be explored as 
appropriate. Any learning from these events, or other similar methods used (e.g. NHS 
Improvement work at the Trust) would be discussed at Shared Assurance and 
Improvement Programme meetings. The final report to Quality and Performance 
Committee would summarise this work, and the requested improvement action. 
Performance and Accountability meetings would cover matters at divisional level. In 
combination, this had been designed to create holistic assurance and divisional 
accountability and provided a high level of depth of assessment.      
 
The Chairman accepted the Director of Governance and Risk’s view that care, 
compassion and patient experience would be more appropriate for separate 
consideration. The role of the incoming Chief Nurse would also be vital on these matters. 
Roger Burke-Hamilton inquired as to where responsibility lay for ensuring that 
association between data points was consistent and understood. The Director of 
Governance and Risk reflected the heat map’s role in this, with vertical and horizontal 
trends to be traced through the process (i.e. what clinical areas of concern were there, 
and which areas of practice were under performing). This could also be triangulated with 
appropriate sources (e.g. information from the Freedom to Speak Up Guardian) 
depending on the nature of the issue. The heat map could also be used to initiate 
immediate action, rather than waiting for the meeting calendar to present an opportunity 
for discussion.   
 
David Parfitt noted the number of people involved in the new structure and sought 
assurance it was the appropriate method to collate data from disparate groups. The 
Director of Governance and Risk responded that the structure had been designed for 
this purpose; no new data was being created, but rather it was now being pulled together 
to create a central knowledge base. David Parfitt emphasised the need for a holistic 
view; the Director of Governance and Risk had created the heat map to provide a visual 
aid for this. PricewaterhouseCoopers had also been asked to provide their views on 
proposals and had been supportive. The Chief Executive Officer added that the new 
structure was actually a simplification given the range of information sources currently 
available and their reporting to numerous different meetings. The proposals ended this 
and created a central mechanism with a more comprehensive overview and the ability to 
look forward. Inga Kennedy welcomed the new arrangements and their potential to 
provide insight. 
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The Board noted the report. 
  

141.19 Finance and Infrastructure Committee feedback 
 
The Committee Chair (Christine Slaymaker) outlined the recent meeting’s main 
business, which had included an analysis of the month one financial position. An 
amended plan had been submitted to NHS Improvement which included the funding 
awarded for achieving targets and referenced the recent request for resubmission of 
capital plans. The Committee endorsed the position that any cuts to the capital allocation 
would be inappropriate at this stage. 
 
The importance of achieving monthly and quarterly financial targets to enable the draw- 
down of support funding would be emphasised by the Committee in 2019 – 20. As a 
result, the results at key monitoring points would be tracked rigorously. The Committee 
had been assured by the report examining financial performance in 2018 – 19, and its 
improvement from the previous year. The underlying operating position demonstrated 
stabilisation. Meanwhile, the procurement strategy had been well received and could 
form the starting point for a wider commercial strategy for the Trust.  
 
The QA @ Home commercial case had been approved by the Committee; the financial 
sum involved meant it did not require consideration by the Trust Board. The Capital 
Procedures Manual had also been approved with some minor amendments (e.g. 
prioritisation of bids if clinical and infrastructure investment was requested 
simultaneously).  
 
The main item for escalation to the Trust Board was Private Finance Initiative 
benchmarking. The Committee endorsed the proposal to make payment on account 
pending the outcome of the benchmarking process. External advisors had 
complemented the clarity and openness contained within submissions which would 
support working relationships.  
 
The Board noted the report. 

  

142.19 Financial performance report analysis 
 
The Chief Finance Officer informed the Board that the month one deficit for 2019 – 20 
had been £3.6 million, after assumed receipt of provider sustainability funding and 
financial recovery funds. The Cost Improvement Programme had not been in line with 
the profile in the Operating Plan for 2019 – 20, with profiling of the delivery plan to be 
concluded for quarter one; this would provide assurance that any variances were 
recoverable. Work with divisions was being undertaken to secure the position for the first 
quarter, whilst there was also a project to compile all learning to be taken from 2018 – 
19. Service line reporting would be evaluated and a use of resources assessment would 
be undertaken to assist with targeting the Cost Improvement Programme appropriately. 
Income was broadly on plan, whilst agency costs had been reduced although they 
remained higher than planned. It was anticipated that the Aligned Incentive Contract 
would be signed off imminently, with final discussions underway.  
 
Gary Hay noted the difference between the planned workforce savings from the Cost 
Improvement Programme (£6 million) and the risk adjusted figure of £1.5 million. The 
Chief Finance Officer advised that set percentages are applied to proposals depending 
on the level of completion or maturity of the plan and that therefore this was not a 
delivery forecast. Christine Slaymaker observed the divisional nature of reporting on the 
Cost Improvement Programme; however, were there cross-cutting projects that were 
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being missed in this format. This had been recognised, and the Chief Executive Officer 
stated it would be included in the next round of reporting. Accountability and ownership 
would be part of this.  
 
Roger Burke-Hamilton raised the need to prepare for winter pressures and ensure any 
required funding was in place. The Chief Finance Officer responded that 2019 – 20 
planning guidance was clear that trusts should plan on the basis that there would be no 
additional external seasonal support; this basis should be used as all funds had been 
incorporated into tariffs or control totals. As a result, the Trust had allocated its funds 
throughout the year accordingly. 
 
The Board noted the report. 

  

143.19 Workforce and Organisational Development Committee feedback 
 
The Committee Chair (Gary Hay) informed the meeting that the Committee had 
discussed the timing of the integrated performance report. Despite concerns raised over 
the relatively short notice the meeting was given, it had been deemed preferable to 
maintain present arrangements rather than discussing data a month in arrears. The 
Board was also referred to the review of committee effectiveness, which would be taken 
to Trust Board on 31st July 2019. 
 
The difference in the projected total of cost improvements and the risk adjusted value 
(noted in minute 142.19) had led to concerns over the feasibility of reaching the required 
level. As a result, the next Committee meeting would take a report on this. Safer staffing 
had been the subject of a report which had provided assurance to the Committee on 
work undertaken and mitigation for the national staff shortages. The pension proposals 
had been referred to the Remuneration Committee, whilst the salary sacrifice scheme 
had been approved.  
 
The Board noted the update. 

  

144.19 Workforce and Organisational Development performance report analysis  
 
The Director of Workforce and Organisational Development indicated that the 
establishment had risen by 37 posts; the number now stood at 7,240. This change, as 
with all such variations to the figure, had been through the planning and control process 
outlined previously. The total workforce capacity for April 2019 had decreased slightly in 
April 2019; however, Easter had been a significant contributory factor to this. Bank fill 
had been at a consistent level and performance remained strong, with work being 
undertaken with partners to continue growth in the area.  
 
The graph on overseas staff had been amended to illustrate the volume of recruitment 
since 2017. Retention in this group continued to be good. Overall staff turnover was 
down 1.3% since September 2018; this date had been chosen as it marked the start of 
the retention programme undertaken in conjunction with NHS Improvement. Sickness 
absence was also down, despite some seasonal variations. Vacancy rates fluctuated, 
with the figure of the establishment a key variable in this. 
 
Appraisal rates and essential skills compliance remained areas for development. On 
appraisals, all divisions were required to provide monthly action plans; on essential 
skills, compliance was above target but remained vulnerable to demand levels in the 
hospital. In terms of diversity, the workforce race equality standard had been published. 
Whilst 16.2% of the workforce was from a black and minority ethnic (BAME) background, 
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the issue of the seniority of these employees remained. Ongoing work (e.g. ‘Beyond 
Boundaries) was focusing on this matter. A BAME Network representative had also been 
appointed to the Workforce and Organisational Development Committee.   
 
The Board noted the report. 

  

145.19 Quarterly report of the Guardian of Safe Working Hours 
 
The Guardian of Safe Working Hours had been encouraged by the increase in exception 
reports submitted; a recent regional meeting of guardians of safe working hours had 
confirmed that the Trust’s position was similar to many neighbouring organisations. The 
Emergency Department and Ophthalmology were areas of particular challenge, whilst 
trauma and orthopaedics was also experiencing increased pressure. A work schedule 
review had been planned to address these trends. Vacancies in junior staff positions 
remained, whilst innovative fellowships had been designed to increase the appeal of 
employment and meet the corporate needs of the Trust. A level two work schedule 
review with trauma and orthopaedics had been conducted; the outcomes of this would 
be included in the next update to the Trust Board. The outcome of the contract review 
undertaken by NHS Employers and the British Medical Association were also anticipated 
soon; early indications were that changes arising would not be radical. 
 
Christine Slaymaker referred to a recent presentation on orthopaedic education and the 
high esteem in which the Trust was held in that field. As a result, the question was raised 
as to whether the information in this report indicated that this reputation may be 
diminishing. The Guardian of Safe Working Hours advised the meeting that there was no 
difficulty in attracting fellows to the Trust; the issues arose in foundation years one and 
two. Given the vacancies here, the Trust was exploring the potential employment of 
advanced nurse practitioners in these areas. The Chief Executive Officer added that the 
turnover of trainees was high (new intake every four months) and therefore could be 
variable.   
 
The Board noted the report. 

  

146.19 Self-certification against Provider Licence 
 
The Director of Governance and Risk indicated that, whilst the Trust did not require a 
licence as it was not a Foundation Trust, it was obliged to meet the same standards. The 
evidence included in the report had been based on NHS advice. 
 
The Board approved the self-certification statements as set out in the report. 

  

147.19 Directors’ and Non-Executive Directors’ reflections on the meeting  
 
The Deputy Medical Director was encouraged by the development of the governance 
structure and clear links between the committees and  the Trust Board. Roger Burke-
Hamilton commented on the divisional presentation and how it offered a fresh 
perspective from reporting driven by metrics. He also requested that presentations on 
the patient voice be included in future agendas. Gary Hay welcomed the conversations 
which had taken place at the meeting (e.g. the heat map and its use in detecting areas 
of concern). However, the progress in some areas was juxtaposed with issues remaining 
in others (e.g. urgent care) and noted the roles of leadership and accountability in 
enacting change. 
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The Director of Communication and Engagement felt that the agenda had mirrored staff 
concerns appropriately (e.g. pressures caused by high demand) and also had a good 
balance with strategies aimed at future improvements. The Director of Governance and 
Risk noted the appropriate nature of the challenge provided by the Board, which had 
been robust but suitable and met with clear, open responses. The Chief Finance Officer 
mirrored this view, referring to the nature of the issues faced by the Trust and the 
increased sense of governance bodies working in a co-ordinated manner. The Director 
of Strategy and Performance had been encouraged by the Clinical Delivery Division 
presentation; whilst some aspects of the service transformation had yet to have full 
impact, it was vital to be confident that the current focus was the appropriate one. 
 
David Parfitt saw a good balance of strategic and operational items in the agenda, and 
also a productive discussion on urgent care. However, he was mindful that it may be too 
early in the year to form a clear view on the Trust’s financial direction. Therefore, he 
emphasised the importance of planning the actions that would need to be taken in the 
event of a financial shortfall against budget of the early performance data regarding 
finance. Christine Slaymaker highlighted the divisional presentation as an example of 
what could be achieved; they were also able to engage fully with points made by the 
Board and had clearly identified the areas of performance requiring improvement. The 
positive impact on their work of business cases approved by members was a clear 
demonstration of the Board’s role. The Director of Workforce and Organisational 
Development welcomed the open discussion on challenges and their impact on staff, 
with a clear link between operational and strategic matters. 
 
The Chief Executive Officer mirrored Christine Slaymaker’s comments, with a need for 
consistent reporting to reflect quality of care. He also referred to the views on the Interim 
Chief Operating Officer and improvements in access to diagnostics at divisional level 
(which had been the ambition of the restructure). The Chairman thanked all for their 
participation and looked forward to future divisional presentations. 

  

148.19 Record of attendance  
 
The record of attendance was noted. 

  

149.19 Opportunity for the public to ask questions relating to today’s Board meeting  
 
There were no questions from the public.  

  

150.19 Any other business  
 
The timing of integrated performance reports for committee meetings was discussed. 
Whilst there were views expressed in favour of both the current situation and an 
alternative where previous data was in place to allow for analysis of trends, the debate 
was not concluded at this meeting. As a result, the Chairman requested that the Director 
of Governance and Risk consider this question. 

Action: DGR 

  
151.19 Additions to Board Assurance Framework and Risk Register  

 
No additions to either the Board Assurance Framework or Risk Register were requested. 

  

 Date of Next Meeting: Wednesday 26th June 2019, 9.30 am in the Lecture Theatre.  
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public                                                        
 

 

Minute Agenda Topic Summary of Action required  Owner 
Due 
Date  

Update 
 
Status 

December 2018 

263/18 

Safety Quality and 
Operational 
Performance 
report analysis 

Sustainability of the diagnostic 
standard is key to throughput, a paper 
is intended to be brought to Board on 
plans for increasing capacity further 
 

COO Mar ‘19 
Further work on trajectory and solution required 
in order to produce the report 
 

Ongoing 

January 2019 

007/19 
Maggie’s Centre 
proposal 

 
The Heads of Terms are to return to 
the Board. 
 
 

DSP Nov ‘19 

DSP discussed with Maggie’s Director who 
confirmed the Maggie’s Board would be formally 
considering the next wave of Maggie’s Centres 
at their September or November Board meetings 

Ongoing 

021/19 
FTSU Guardian’s 
report 

 
 
FTSU self-assessment to be reviewed 
at Board workshop 
 
 

DGR Mar ‘19 Item is on the Board workshop work programme Ongoing 

April 2019 

088.19 

Financial 
performance 
report analysis 
 

 
Given these points, the Trust Board 
resolved for a joint meeting of 
committee Chairmen to be organised 
for the mid-point of the 2019 – 20 
financial year. 
 
 

DSP 
Autumn 
2019 

Date for meeting confirmed as 15th November 
2019  Complete 
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public                                                        
 

 

29th May 2019 

132.19 
Chairman’s 
opening remarks 
 

The recent activity levels and resultant 
pressures on the Trust also had the 
potential to have an impact on staff 
morale. Given this, assurance was 
sought from the Director of Workforce 
and Organisational Development 
regarding actions taken to support 
staff and how the Trust Board could 
assist. 
 

MD / 
DWOD 

26th June 
2019 

Update included in workforce and organisational 
development section of IPR Complete 

133.19 
Chief Executive’s 
Report 
 

Christine Slaymaker raised the 
visibility to the Trust Board of issues 
related to quality of care. In particular, 
the Board required assurance on 
matters which may not be suited to 
standard metrics (e.g. tone of 
interactions with patients). Given this, 
the Director of Governance and Risk 
would include this in a future update 
to Trust Board. 

DGR 
31st July 
2019 

The DGR will work with the CN to produce a 
report for the Trust Board on 31st July 2019 
setting out how the quality of care provided will 
be measured and reported to the board in future 
months.  

Ongoing 

138.19 

Safety, quality and 
operational 
performance report 
analysis 
 

Inga Kennedy asked if a more 
detailed analysis of reporting could be 
produced. In particular, identification 
of areas with abnormally low levels of 
reporting was requested. The Director 
of Governance and Risk could 
incorporate this into future analysis. 
 

DGR 
18th July 
2019 

A detailed analysis of incident reporting patterns 
will be produced to the Quality & Performance 
Committee on 18th July 2019. 

Ongoing 

150.19 
Any Other 
Business 

The timing of integrated performance 
reports for committee meetings was 
discussed… The Chairman requested 
that the Director of Governance and 
Risk consider this question. 

DGR July 2019 
The Director of Governance and Risk and 
Director of Strategy & Performance  will provide a 
verbal update at the meeting 

Ongoing 
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Enc. 3a 3b 4 

Enc. 3a 3b 4  33 

 
Title of report CHIEF EXECUTIVE’S REPORT 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

158.19 

Executive lead Mark Cubbon – Chief Executive Officer 

Author Mark Cubbon – Chief Executive Officer 

Date report 
written 

19th June 2019 

Action required Noting 

Executive 
summary 

The Chief Executive has outlined issues of current interest to the Board, and 
indicated his top three areas of concern and clinical risk. 
 
 

Appendices 
attached 

Appendix A – Chief Executive’s report, 22nd May 2019 
 

Recommendations There are no recommendations arising from this report. 

Next steps There are no prescribed actions following from this report. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     
CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     
Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
 
Board Assurance Framework: 7, 8, 14, 24, 26 
 

Links to Corporate 
Risk Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
 
Corporate Risk Register ID: 1254, 1401, 1413, 1444, 1533, 1535 
 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Enclosure Number 

3 
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Quality Impact 
Assessment 

There is no direct impact on quality arising from this report. 
 

Equality Impact 
Assessment 

No equality implications. 
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Chief Executive’s Board Report 

26 June 2019 
 
1. OPEL status  

The hospital site was under pressure during April and May 2019 which is reflected below 
in the escalation status for May 2019. A further update will be provided in the Chief 
Operating Officer’s report.  
 

OPEL status  No of days   

May 

OPEL 1 0 
OPEL 2 9 
OPEL 3 19 
OPEL 4 3 

 

  
2. D Day commemorations 

Portsmouth was at the centre of national activity to commemorate the 75th anniversary of 
D-Day and events took place across the city. Here in the hospital we hosted our own 
service of remembrance on Thursday 6 June. It was an honour to mark the occasion 
alongside our colleagues from the Joint Hospital Group. Throughout the week we took 
the opportunity to demonstrate the pride we take in the strong relationship with our 
military colleagues with stories and profiles shared through social media and in our 
internal communications.   

  
3. Consultant starters  

During May we recruited two consultants to the Trust; one to the Medicine and Urgent 
Care Division in the specialty of Emergency Medicine and one to the Networked 
Services Division within the specialty of Renal.  

  
4. Avoidable harm 

The table below provides an overview of the harm incidents which have taken place in 
April.  
 
 Monthly 

figure  
(May) 

Monthly 
trajectory 

Year to date 
position 

2019/20 
ceiling  

C Difficile 5 5 9 63 
MRSA 0 0 0 0 
Ecoli  4 

 
n/a 10 n/a 

Community and hospital 
acquired category 3 and 
4 pressure ulcers   

4 0 8 n/a 

Falls which cause 
moderate, severe or 
catastrophic harm  

0 n/a 7 n/a 

Never Events*  1  0 1 0 
 

 
 
 
 

 
* The Never Event relates to an air oxygen event involving SCAS and PHT staff that 
occurred in February and has been reported retrospectively. Further detail will be 
provided by the Medical Director in his report.  
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5. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Constitutional standards  
Performance against constitutional standards is covered in the operational performance 
report from the Chief Operating Officer within the Integrated Performance Report however, 
I am highlighting here standards where performance has fallen below our planned levels 
as set out in our 19/20 operating plan for this month. 
  

 The 6 week diagnostic standard of 99% was not within our plan to achieve. May 
provisional performance of 93.7% exceeds the agreed recovery trajectory of 91.8% 
for the month. A recovery plan is in place to achieve the 99% standard later in the 
year.  

 
 Cancer performance against 62 day standard is currently provisional and there is a 

risk that the 85% standard will not be achieved. All teams are focused on recovery 
of the standard in the next months in order to recover the position. 

 
 While Referral to Treatment performance is in line with levels agreed with 

commissioners, the number of patients waiting for treatment has increased from the 
March 19 position by 1,800 patients to 34,864 against a trajectory of 32,894 
(provisional position). We believe a large proportion of this is related to data 
validation and a programme of work is in place to address it. There are no patients 
waiting more than 52 weeks for treatment and there has been no increase in long 
waiting patients.  

 
 For emergency care, the Trust is participating in a national pilot during which 

reporting of the 4 hour target is suspended. A verbal update on overall measures 
relating to urgent care will be provided in the Chief Operating Officer’s update. 
Extensive work has also been progressed in recent weeks to develop a system 
wide improvement plan, working closely with our key partners.  

 
7. 
 
 
 
 
 
 

Professor Brian Dolan visit 
On Wednesday 19 June Professor Brian Dolan returned to the Trust to host two 
consecutive workshops for staff on the subject of ‘Make patient time the most important 
currency in healthcare’. Chief nurse, Liz Rix introduced the sessions and we had strong  
engagement from a range of departments and professions across the Trust. This theme 
fits with our wider urgent care improvement plan and with our forthcoming Working 
Together campaign on embedding our values. Professor Dolan is an extremely 
passionate and inspiring speaker and we are extremely grateful to him for the time he 
devotes to benefit both our staff and our patients.  

  
8. 
 
 
 
 
 
 
 
 
 
 
9. 

Pride of Portsmouth Awards open for nominations 
Nominations for the 2019 Pride of Portsmouth Awards are now open. The awards provide 
a fantastic opportunity to recognise outstanding achievements and celebrate the many 
hard working teams and individuals working across the Trust. Each of the 10 award 
categories align with our Trust values and provide the opportunity for us to recognise 
leadership, fundraisers, apprentices and our dedicated volunteers. Members of the public 
are invited to put nominations forward for the Patient’s Choice Award, which will 
recognise an individual or team who have provided an exceptional service for patients, 
their relatives or carers or shown outstanding compassion and delivered excellent quality 
of care. Nominations close on 31 July.  
 
Cancer Strategy Day  
On 31 May our cancer services held a Cancer Strategy Day hosted by Mr 
Constantinos Yiangou, Divisional Director for Networked Services Division and Trust 
cancer lead. The day was focused on developing our vision for cancer services and 
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included a personal reflection from cancer patient, Mike Austin. There was fantastic 
engagement from staff during the day and a further event will take place on 27 June 
which both myself and Dr John Knighton will be attending.  

 
10. 

 

 
Interim NHS People Plan  
On 3 June NHS England launched the Interim NHS People plan covering the entire 
NHS workforce. The plan focuses on three key areas – recruiting more staff; making the 
NHS a great place to work; and equipping the NHS to meet the challenges of 
21st century healthcare. The plan has good alignment with our own workforce strategy 
and Director of Workforce and Organisational Development, Nicole Cornelius is 
planning a future Board workshop session to cover this in more detail.  
 

11. 
 
 
 
 
 
 
 
 
12. 
 
 
 
 
 
 
13. 

Culture Change Programme 
The second phase of our Culture Change Programme has come to a close and our 
Change Agents fed back the outcomes of the ‘design’ phase to the Board and members 
of the senior leadership team on 17 June. The Change Agents have dedicated a huge 
amount of time and effort to the programme and this piece of work continues to be 
fundamental to the delivery of our Trust wide strategy. In the autumn the programme will 
move into the third and final ‘delivery’ phase and I look forward to continuing to work 
closely with the next cohort of Change Agents.  
 
UHS Strategy Development  
Nicole Cornelius, Director of Workforce and Organisational Development and I met with 
the Chief Executive and Medical Director from University Hospital Southampton NHS 
Foundation Trust to discuss the development of their Trust strategy. This was part of a 
wider stakeholder engagement process to get input into their strategy and was a helpful 
opportunity to further strengthen the relationship between our organisations.  
 
Health Summit 

 On 7 June I attended a Health Summit, organised by local MP for Fareham, Suella 
Braverman. I was joined on the panel by a number of representatives from local health 
organisations and partners. The event provided an opportunity for members of the public 
to question the panel on a range of topics and it was a welcome opportunity to hear 
feedback from our community on local services. 

  
 Top three concerns 

 
The top three concerns facing the Trust are: 
 

1. The QA site has been under significant pressure in first two months of the 
financial year. At the time of writing, there have been some notable 
improvements in the past two weeks, although there is still more to do to 
sustain this progress and make further improvements across the whole 
pathway.   

 
2. As highlighted in previous months, in our clinical areas where we have the 

greatest vacancy pressures there is potential for there to be an impact on 
patient care and experience. This includes the Emergency Department and 
acute medicine where there have been challenges in recruiting to ‘middle 
grade’ and consultant posts. While recruitment plans are underway, we have 
not yet secured the volume of individuals to join the teams.  

 
3.  Whilst the Trust has achieved its financial plan at the end of May, there are a 

number of emerging cost pressures that need to be managed and mitigated if the 
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Trust is to meet its quarterly position and annual plan. The Trust Leadership 
Team has discussed a number of approaches to secure the financial 
improvements required to achieve this, which focus on mitigating cost pressures, 
delivering at least the full £24m cost improvement target and undertaking further 
work with Divisions to establish robust financial recovery plans that align to 
operational plans.  

 
Top three clinical risks 
 
There are three clinical risks I would like to bring to the Board’s attention, some of which 
mirror those highlighted in recent months.  
 

1. The safety risks related to ongoing pressures in urgent care across the 
Portsmouth and South East system continues to present a risk to timely 
access to treatment for some patients.   

 
2. The ability of patients with mental health needs to get timely access to the 

support they need. As noted last month, the Portsmouth and South East 
Hampshire Mental Health Board are progressing a number of improvements in 
this area and our Medical Director as lead for mental health will brief the 
Board as soon as plans are agreed.  

 
3. We have identified the potential for inconsistency in the application of our 

policy on restraint. We have set up a working group to review the practice, 
working closely with our partners. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report DIVISIONAL STRUCTURE REVIEW   
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

159.19 

Executive lead Paul Bytheway – Chief Operating Officer  

Author Paul Bytheway – Chief Operating Officer 

Date report 
written 

18th June 2019 

Action required Noting  

Executive 
summary 

The Trust delivered a new organizational structure from July 2019 in response to 
a number of internal and external reviews that demonstrated that improved 
performance across areas would not be achieved unless an appropriate structure 
that allowed for greater oversight was implemented. 
 
Trust Board confirmed a structure based on the following principles, these 
principles have all been met  
 

 The standardisation of the structure through 4 tiers of management 

across the newly formed 4 Clinical divisions  (and corporate teams 

where appropriate) 

 A clinician as Divisional Director, to improve senior clinical leadership in 

the organisation  

 Support for each Divisional Director in the form of an Operations 

Director and Nursing /Allied Health Professionals Director, and aligned 

business partners for Finance and Human Resources 

 Replication of the triumvirate approach to management in Care Groups 

and Specialties  

 The creation of a Trust Leadership Team, to include both the Executive 

and Divisional Directors to improve decision making and governance 

through the organisation 

 The introduction of an improved framework for performance 

management and accountability  

 
This structure went live from July 2018, with many of the divisional posts filled by 
existing PHT staff, although full implementation of the structure was not 
achieved until January 2019.    There has been some movement across the 
Divisional Director posts, but there has been an established team in post since 
April 2019. 
 
The seven improvements that needed to be delivered to ensure the success of 
the divisions and answer many of the concerns raised about operational delivery 
and governancehave been achieved, in the main, through the enhanced 

Enclosure Number 

4 

 

Page 27 of 212



  

oversight and management that the new structure and the performance and 
accountability framework have delivered.   
 

It is widely accepted that the structure, once matured, will further improve 

operational and clinical performance, but there areas where leadership teams 

need to engage with both operational and corporate teams to embed new and 

systematic ways of working. 

The next phases of work with the new structure include:- 

 Engaging with the teams to develop a mature structure and to ensure 

that there is detailed understanding of what works well and what needs 

to be reviewed 

 Driving improvement of delivery through the use of business intelligence 

that drives improved planning and consequently improved performance 

 Integration of ways of working across the teams, through a consistent 

application of roles and responsibilities  

 

Appendices 
attached 

None 

Recommendations The Board is recommended to note the update on the structure   

Next steps Further update to be provided once the engagement sessions have been 
undertaken. 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     

Links to Board 
Assurance 
Framework 

BAF 5, BAF 14, BAF 21, BAF 23, BAF 24 

Links to Corporate 
Risk Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The Trust is obliged by regulation and the terms of its Provider Licence to seek 

specified improvements.  Failure to deliver the improvements may lead to 

deterioration of the Trust’s position with regard to the Single Oversight 

Framework and breach of its licence. 
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Quality Impact 
Assessment 

Delivery of the proposed undertakings will have the following impacts on quality:  
PATIENT EXPERIENCE: Major – Positive  
PATIENT SAFETY: Major – Positive  
CLINICAL OUTCOME: Major – Positive 
OPERATIONAL PERFORMANCE: Major – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Major – Positive  
STAFF: Major – Positive  

Equality Impact 
Assessment 

No equality implications. 
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Introduction 

The divisional restructure has now been in place since the 1st July 2018; this paper sets out 
how the divisions have become embedded since their formation and updates the board on 
the impact of this new structure against the original objectives 

Background  

The Board received a paper at its June 2018 meeting which set out the case for change and 
the challenges that the organisation had operating across the 11 Clinical Service Centres.  

The case for change was clear that without a refresh of the clinical structure then the Trust 
would not be able to deliver on all of the operational and quality related challenges that it 
was facing. 

The paper that the Board received in June 2018, clearly outlined: 

 The standardisation of the structure through 4 tiers of management across the newly 
formed Clinical divisions ( appendix 1) and corporate teams where appropriate 

 The Divisional Director will be a clinician to improve senior clinical leadership within the 
organisation  

 Trust Leadership Team would be formed to include both the Executive and Divisional 
Directors to improve decision making and governance through the organisation 

 The Divisional Director will be supported by an Operations Director / Nursing /AHP 
Director and aligned business partners for Finance and HR 

 Care Groups and Specialties should also follow the triumvirate approach to management 
 Improved framework for performance management supported by the appropriate 

accountability framework  

The revised structure has delivered on all of the areas outlined above as the foundations to 
improve but although the divisions have been ‘live’ for 12 months, the full structure did not 
come into place until 1st January 2019 when the last remaining divisional appointment.  

In April 2019, there was further change at the Divisional Director level but both new 
appointments have been made from within the organisation, to ensure some stability going 
forward. 

Ensuring that each of the four Divisional Directors are clinicians has allowed the Trust to 
have  an improved clinical leadership structure, the Divisional Directors are part of the Trust 
Leadership Team and this has allowed for improved clinical and operational leadership as 
part of the organisational leadership framework.  

This combined meeting has allowed for improving governance, improved communication & 
engagement alongside ownership of collective decision making not only through the 
Executive team but also through our senior clinical leaders again addressing some of the 
previous concerns about governance and oversight within the organisation. 

The new operating structure needed to be robust to ensure the delivery of improvement and 
oversight this improvement has also been supported through a revised performance and 
accountability framework, this framework commenced at the time the new structure was 
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implemented. This framework has supported the divisional and executive teams in the 
delivery, improvement and oversight of all aspects of organisational performance.  

The Integrated Performance Report has been refreshed twice since July 2018 to include 
some information at Divisional level, ensure there is greater triangulation of performance 
across operational delivery, quality, finance and workforce and to implement some of the 
approaches aligned to the measurement for improvement approach. The IPR provides 
greater understanding and oversight of performance and this addresses one of the previous 
key concerns that was raised both internally and externally, the use of the integrated 
performance report, supported by an improved accountability framework with improved 
organisational structure, has significantly improved oversight through the monthly executive 
led reviews, although recognising that there is still work to do embedding this oversight 
across care group and speciality teams.   

Impact of Restructure  

Following on from the June 2018 board paper, there were a number of outcomes that were 
identified as being delivered as part of the measurement of success for the new structure. 
These seven outcomes are listed below along with appropriate commentary against the 
relevant objective. 

1 Integration of teams based around clinical pathways that support performance across all 

areas. 

2 Manageable spans of control by reducing the number of teams accountable to the 

executive team 

3 Consistent Structures across the organisation of 4 tiers 

 

- The formation of the divisions has allowed the appropriate groupings across pathways 
of clinical specialties, the divisional sizes are broadly equitable  

- Each of the divisions has the same structure, which improves equity and 
organisational form, with clear lines of accountability throughout the organisation. 

- There has been Improved access for divisional teams to an executive led monthly 
performance review that allows for greater oversight of all areas of performance and 
allows for focused discussions and actions that support the improvement of 
performance  

- The agreed divisional structure allows for divisional led oversight over a smaller 
number of care groups (up to a maximum of three care groups per division) to further 
drive performance and quality of care alongside greater ownership of risk at a local 
level. 

- A divisional structure that is supported by improved access to both finance and HR 
functions through dedicated business partner support divisional teams through 
increasing capacity to oversee and manage these functions. 

Areas for Review 

- Engagement of the executive team with the care group / speciality teams given the 
introduction of 4 divisional teams 

- Review of the infrastructure that supports the performance and information team to 
further drive performance through appropriate business intelligence and analysis 
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- Review of the data used to drive performance as part of a consistent suite of 
analytical reports to support delivery 

4 Divisional ownership of an access or quality standard that will allow horizontal 

integration of divisional teams as they work together. 

 
- The divisional groupings have allowed for each of the constitutional standards to be 

allocated to a division who has responsibility for that standard, this responsibility is 
intended to drive greater collaborative working across specialities, care groups and 
divisions 

- Each constitutional standard now has the appropriate senior lead and a framework of 
oversight meetings have been established weekly to support delivery and provide 
mitigation  

o SAAM – Lead  Operations Surgery & OPD 
o DMOI Assurance – Lead Clinical Delivery 
o Cancer Performance Group – Lead Network Services 
o ED Improvement Meeting – Lead Medicine & Urgent Care/Delivery Director 

 
- Some of these meetings are embedded and have the appropriate information  

streams to support, some require further work to embed and sustain performance 
- A weekly group called the Operational Delivery Group is chaired by the Delivery 

Director, where all of the leads come together to review the standards and provide 
mitigation that supports all aspects of operational performance including finance and 
activity, this group consists of the Divisional Operations Directors, Director of Finance, 
Head of Performance & Head of Strategy, this feeds weekly into the Trust Leadership 
Team for oversight. 

Areas for Review 

- Coaching work across the senior operational leads that relates to horizontal working 
to further develop shared ownership, whilst some of this is being picked up through 
the Trust Wide leadership course further work is require on how as leads for areas of 
work, how we hold peers to account & provide assurance . 

- Embed those assurance meetings that are newly established and audit these to 
provide board level assurance 

- Clarity of roles across the operational and performance managers as part of the 
accountability framework, this will allow for role clarity between the 2 teams  

 
5 Focus support to operational clinical teams through dedicated finance, HR and 

information performance posts. 

 

- Each division has a business partner for finance and HR – these are embedded within 
the divisional teams as part of the divisional senior team 

- Ensuring that there are structured ways of working in support of the business partners 
across each of the divisions that support divisional and functional ways of working 

- Recruitment to information and performance teams has been identified as crucial to 
providing resilience to the existing teams but also to allow for the appropriate level of 
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analysis to support service delivery, a business case in under development of support 
and this sits alongside the CIO recruitment 

Areas for Review 

- Explore the relationship of the business partners and how we further improve their 
role a part of the divisional senior team 

- Complete a review of both operational and corporate teams and ensure there is clear 
role definition and understanding about accountability in terms of strategic decisions. 

 
6 A revised accountability framework that supports executives and divisional teams in 

managing improved performance.  

- Revised IPR delivered in time for the initial launch of the revised structure  
- Further review launched in February 2019, to support the oversight through enhanced 

analysis and drivers of performance 
- IPR will continue to further develop based on internal and external requirements  

 
7 Individuals within each division to have a much closer working relationship with the 

executive Directors. 
 

- Divisional teams have through a number of formal and informal channels regular 
access to the directors 

- TLT provides weekly engagement and discussion as part of the leadership framework 
for the organisation to improve commutation around decision making and 
engagement 

- Weekly team meetings of the relevant senior teams i.e. COO / CNO /MD professional 
forums 

- Executive led meetings such as Trust Leadership Forum & Leadership Summit are 
also held to engage the wider leadership community within the Trust. 

Areas of Review 

- Further work is required on building that working relationship with care groups and 
specialty teams. 

Governance and Oversight 

As the Board will be aware, the performance and accountability framework was introduced at 
the same time as the restructure, to support in the delivery of the organisational objectives 
and to address some of the concerns about the oversight and management of all aspects of 
performance.   

The monthly Performance & Accountability (P&A) meetings between the Executive team and 
the divisional leadership team are used to review performance, quality, risk management, 
financial management and workforce issues, and provide a useful opportunity to identify 
areas of concern, assess recovery arrangements and monitor improvement.   

Key to the success of the meetings is the blend of challenge and support, and it is the view 
of the Executive Team that the P&A process is generally effective.  Examples of issues 
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which have been or are being addressed through the P&A meetings include cancer standard 
performance, tendering for the dialysis service, use of the surgical robots, the stroke service 
and theatre utilisation.       

The Divisions are required broadly to replicate the P&A process within their divisions to 
ensure oversight and where necessary management of Care Group performance and quality 
etc. 

Quality governance arrangements are also divisionally based, with each Division required to 
maintain a clinical / quality governance committee.  The establishment and operation of 
these committees has been supported by the Director of Governance & Risk’s team, and 

after a period of settling in, these committees are now proving effective in ensuring that there 
is appropriate oversight of quality issues, the Deputy Director (Governance & Risk) has 
visited most of these committees and has provided feedback on both good practise and 
areas where there could be improvement.   

Examples of quality issues that have been raised at addressed through divisional 
governance meetings include revisions to risk registers, complaints backlogs ad the shift to 
the revised Incident Review process. 

In the coming months, focus will shift to Care Group governance meetings to ensure that 
they feed into divisional levels effectively and deliver appropriate assurance. 

The divisional structure also supports further developments in governance, including the 
heat-map quality diagnostics process, Quality Review programme and the planned ward 
accreditation scheme.  Improvement activity arising from incidents, complaints, audit, 
internal and external reviews and risk management activity will form part of divisional 
integrated improvement plans, along with aspirational quality improvement objectives, and 
will be managed and overseen via the P&A process mentioned above.         

Areas for Review 

- Focus at care group and speciality level to support the full integration of the oversight 
framework 

- Improved house keeping with the management of risk and the associated risk 
registers  

- Improving timeliness of complaint response to meet agreed Trust timescales 

Overview of Outcomes 

The five outcomes that we identified as the measurement of success are outlined below with 
commentary that identifies, where we are in relation to the delivery of these, 12 months after 
the implementation of the new structure. 

1. Clear line of sight from board to front line teams that is evident across the organisation. 

a. There is a clear accountability structure that demonstrates the relationship 
between the Board and the organisation as a whole 
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b. Across the Board and Sub Board Committees there has been interactions with 
divisional teams that has provided insightful into the divisional teams and their 
work 

c. There is further work on how the Executive / Board engages with speciality / care 
group management teams and to ensure the importance of local teams 
understanding the relationship 

 
2. Overall Trust improvement in performance across all of the domains, finance, quality and 

access. 

a. The Performance & Accountability framework supported by the IPR has allowed 
the Trust to track and have oversight of its performance across all of the 
domains, and has demonstrated control and improvement 

b. As the divisions have begun to embed we have seen more mitigation being 
sought for improvement 

c. As the weekly assurance meetings have become more mature we have seen 
actions take to look forward and predict, in the main this is through the Elective & 
Cancer Access meetings. There is further work to embed into ‘business as usual’ 

d. The Operational Delivery Group allows for early escalation and oversight in 
month through to the Trust Leadership Team 

e. Further work is required within the performance and information teams to provide 
the resilience to these teams that is required to deliver an enhanced business 
intelligence service  

f. The day to day delivery of the divisions has significantly improved, however there 
still needs to be further work on effective planning and processes to support that 
from both operational and corporate teams as part of the natural ‘battle rhythm’ 

for each division   
 

3. Improvement across all six of the corporate improvement objectives as measured within 
the Integrated Performance Report (IPR). 

a. The embedding of the Finance and Business partners has given greater capacity 
within each of the divisions to drive changes in how we oversee these 2 particular 
areas within the IPR 

b. Phase 2 of the IPR continues to improve the drive board level oversight and this 
needs to be now established as part of a care group / speciality and ward level 
oversight framework 
 

4. Improvement in staff engagement results with the monthly Friends and Family Test and 
ultimately the staff survey 

a. Each of the divisions as part of their introduction held a number of staff 
engagement sessions to introduce themselves to the various specialties and care 
groups across their division 

b. The divisions are actively looking to improve their staff engagement this year  as 
part of their annual objectives 

Page 35 of 212



 
 

7 
 

c. We continue to track the PULSE survey and this has recently bene updated to 
ensure that the questions asked, within this quarterly review reflect the themes 
from the staff survey 

5. Evidence of team working through the allocation of corporate access and quality 
standards. 

a. Each division has a constitutional standard allocated  
b. The Chief nurse will review the quality standards to identify if this will be 

appropriate for the allocation of a standard to Nurse Directors 

Evaluation 

Having spoken to and met with the divisional and care group leads, there is a belief that we 
have a structure that, once matured will drive the improvement agenda across the 
organisation. The stabilisation of the structure is key to the success, we now have senior 
divisional and care group teams that in the main are now embedding within their teams, and 
this begins to develop a understanding of their ‘core business’ to drive change. 

These teams are eager to progress and based on the feedback, there is a real need to 
engage again with the teams to drive how we mature further the divisions through a review 
of the structure alongside how the new structure works with corporate teams – not because 
the teams do not work well, but to further enhance the systems of work that support the 
organisation.  

We must now look at how we can further use the structure to:- 

 Engage with the teams to develop a mature structure and to ensure that we understand in 
detail what works well within the new structure and what needs to be reviewed 

 Drive improvement of delivery through the use of business intelligence, that drives 
improved planning and this is then used to drive performance 

 Integrate ways of working across the teams through a consistent application of roles 
responsibilities  

Following discussion with the Head of Organisational Development, we will plan to look at 
over the next few months how we can:   

 Engage with the various tiers of the structure to better understand the challenges and the 
positives from their perspective that the structure brings in support of their day to day 
running of the organisation 

 Engage with the relevant corporate and operational teams to identify streamlined ways of 
working that support consistency of role  

 Engage with the operational & clinical managers and the relevant performance teams to 
agree a consistent approach of working. 

Through this engagement, then we will be able to enhance our operating structure to 
continue with the improvement and oversight across the Trust. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report NHS IMPROVEMENT UNDERTAKINGS  
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

160.19 

Executive lead Lois Howell – Director of Governance & Risk 

Author Lois Howell – Director of Governance & Risk 

Date report 
written 

18th June 2019 

Action required Approval 

Executive 
summary 

The Trust is currently allocated to segment three of NHSI’s Single Oversight 
Framework, but is required to commit to making such improvements as are 
needed to effect its transition to segment two.   
 
Draft undertakings setting out the specific objectives and associated timeframes 
necessary to make such have been negotiated between NHSI and the Executive 
team and are presented to the Board for approval in principle.  The proposed 
undertakings address  

 Governance  

 Quality of care 

 Urgent Care 

 Financial sustainability    

Appendices 
attached 

Appendix 1 – draft undertakings in the form proposed by NHSI 

Recommendations The Board is recommended to delegate authority to sign the final version of the 

document and the giving of the undertakings to NHSI to the Chairman and Chief 

Executive.  

Next steps The undertakings, once approved by the Board, will be formalised with NHSI, 
prior to their signature. 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     
  

Enclosure Number 

5 
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Links to Board 
Assurance 
Framework 

BAF 1, BAF 3, BAF 7, BAF 11, BAF 15, BAF 17, BAF 21, BAF 23, BAF 24 

Links to Corporate 
Risk Register 

Datix risk nos 1401, 1402, 1404, 1405, 1406, 1411, 1412 

Compliance / 
Regulatory 
Implications 

The Trust is obliged by regulation and the terms of its Provider Licence to seek 

specified improvements.  Failure to deliver the improvements may lead to 

deterioration of the Trust’s position with regard to the Single Oversight 

Framework and breach of its licence. 

Quality Impact 
Assessment 

Delivery of the proposed undertakings will have the following impacts on quality:  
PATIENT EXPERIENCE: Major – Positive  
PATIENT SAFETY: Major – Positive  
CLINICAL OUTCOME: Major – Positive 
OPERATIONAL PERFORMANCE: Major – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Major – Positive  
STAFF: Major – Positive  

Equality Impact 
Assessment 

No equality implications. 
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Appendix A 

The Single Oversight Framework and associated undertakings 
 

1. The Single Oversight Framework (SOF) is the tool used by NHS Improvement (NHSI) to help 
deliver its obligations to “…support providers to give patients safe, high quality, compassionate 
care within local health systems that are financially sustainable”.      
 

2. NHSI guidance on the SOF last re-published in November 2017 advises that  
  
“The Single Oversight Framework:  

 provides one framework for overseeing NHS trusts and NHS foundation trusts  

 sets out how we will identify potential support needs, under five themes, as they 
emerge  

 allows us to tailor our support packages to the specific needs of providers in the context 
of their local health systems, drawing on expertise from across the sector and from 
other agencies and partner organisations, as well as within NHS Improvement  

 is based on the principle of earned autonomy.” 
 
3. NHSI is the issuer of Provider Licences, the holding and maintenance of which are necessary for 

the provision of services to the NHS.  Provider Licencees are assessed against the detailed 
provisions of the SOF in accordance with the process set out below. 

 

 
4. As indicated above, the assessment process includes allocation of the licensee in question to one 

of four segments, which dictate the subsequent level of NHSI’s oversight and support.  The 
guidance states that “A segmentation decision is not a performance rating, and it does not 
determine the specifics of the support package in each case.”   

 
5. The segments and associated level of support are described below: 
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Segment  Description of support needs  Level of support offered  

1 (Maximum autonomy)  No actual support needs 
identified across our five 
themes.  
Maximum autonomy and 
lowest level of oversight 
appropriate.  
Expectation that provider will 
support providers in other 
segments.  

Universal  

2 (Targeted support)  Support needed in one or 
more of the five themes, but 
not in breach of licence (or 
equivalent for NHS trusts) 
and/or NHS Improvement 
considers formal action is not 
needed.  

Universal  
+ Targeted support as agreed 
with the provider to address 
issues identified and help 
move the provider to Segment 
1  

3 (Mandated support)  The provider has significant 
support needs and is in actual 
or suspected breach of the 
licence (or equivalent for NHS 
trusts), but is not in special 
measures.  

Universal  
Targeted  
+ Mandated support as 
determined by NHS 
Improvement to address 
specific issues and help move 
the provider to segment 2 or 1  

4 (Special measures)  The provider is in actual or 
suspected breach of its licence 
(or equivalent for NHS trusts) 
with very serious/complex 
issues that mean it is in special 
measures.  

Universal  
Targeted  
+ Mandated support as 
determined by NHS 
Improvement to minimise the 
time the provider is in special 
measures  

 

6. Portsmouth Hospitals NHS Trust is currently in segment three.  

 

7. Provider Licencees are required to pursue improvements which will ensure their transition into 

higher segments.  In order to demonstrate commitment to making those improvements, 

providers may be required to give undertakings setting out specific objectives and timeframes. 

 

8. Following negotiations between NHSI and the Executive team, the following undertakings have 

been agreed in principle in order to effect the Trust’s transition to segment two: 

1 Governance 
1.1 The Licensee will take all reasonable steps to put in place principles, systems and 

standards of governance which would reasonably be regarded as appropriate for a 
supplier of healthcare services to the NHS. 

1.2 In meeting the requirements of paragraph 1.1, the Licensee will, in particular, 
consolidate the findings of relevant existing reviews and the CQC Well-led Review which 
took place in 2018/19, into a comprehensive plan, to be agreed by the Trust’s Board by 
31.12.19, and demonstrate by 30.04.20 that it can deliver that plan. 
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2 Quality of care 
2.1 The Licensee will take all reasonable steps to continue to address the concerns 

identified by the CQC in the inspection report dated October 2018, and to deliver 
standards of care quality which would reasonably be regarded as appropriate for a 
supplier of healthcare services to the NHS.  

2.2 In meeting the requirements of paragraph 2.1 the Licensee will, in particular, develop a 
quality improvement plan (likely to be known as the Integrated Improvement Plan), in 
consultation with relevant stakeholders, and agreed by the Trust Board by 30.09.19 and 
demonstrate by 31.12.19 that it can deliver that plan. 

  
3 Urgent Care 
3.1 The Licensee will continue to develop its comprehensive urgent care improvement plan, 

as agreed by the Licensee Board and by NHS Improvement (the ‘urgent care plan’) and 
demonstrate that it can deliver that plan. 

3.2 The Licensee will take all reasonable steps to deliver the urgent care plan and provide 
high quality care for patients in a manner which is financially sustainable for both the 
Licensee and its lead commissioners. 

  
4 Financial sustainability 
4.1 The Trust will take all reasonable steps to secure financial sustainability. This will include 

ensuring there is adequate clinical leadership and engagement in the development of 
strategies and the development and delivery of improvement and recovery plans.  

4.2 In meeting the requirements of paragraph 3.1 the Trust will in particular, develop and 
submit a financial recovery plan and trajectory (the ‘Financial Recovery Plan’), to be 
agreed by the Trust Board and by NHS Improvement by 30.09.19 demonstrate 
through  its 2020/21 plans that this can be delivered. 

 

9. The Board is requested to approve the giving of these undertakings. 
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Annex 1 – revised s.106 enforcement undertakings 

 

NHS Trust: 

Portsmouth Hospitals NHS Trust 

Decision: 

On the basis of the grounds set out below and pursuant to the powers exercisable by 
NHS Improvement under or by virtue of the National Health Service Act 2006 and 
the TDA Directions, NHS Improvement has decided to accept undertakings from the 
Trust.  

Definitions: 

In this document:  

“the conditions of the Licence” means the conditions of the licence issued by Monitor 

under Chapter 3 of Part 3 of the Health and Social Care Act 2012 in respect of which 
NHS Improvement has deemed it appropriate for NHS trusts to comply with 
equivalent conditions, pursuant to paragraph 6(c) of the TDA Directions; 

“NHS Improvement” means the National Health Service Trust Development 

Authority;  

“TDA Directions” means the National Health Service Trust Development Authority 

Directions and Revocations and the Revocation of the Imperial College Healthcare 
National Health Service Trust Directions 2016.  

Grounds 

1. The Trust  
 
The Trust is an NHS trust all or most of whose hospitals, facilities and 
establishments are situated in England. 

 

2. Issues and need for action   
 
2.1. NHS Improvement has reasonable grounds to suspect that the Trust has 

provided and is providing health services for the purposes of the health 
service in England while failing to comply with the following conditions of the 
Licence: FT4 (2), (4), (5) & (6).    
 

2.2. These failings by the Trust demonstrate a failure of governance 
arrangements including, in particular, failure to establish and effectively 
implement systems or processes 
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(a) to ensure compliance with the Licensee’s duty to operate efficiently, 
economically and effectively;  
(b) for timely and effective scrutiny and oversight by the Board of the 
Licensee’s operations;  
(c) to ensure compliance with health care standards binding on the 
Licensee including but not restricted to standards specified by the 
Secretary of State, the Care Quality Commission, the NHS 
Commissioning Board and statutory regulators of health care 
professions; 
(d) for effective financial decision-making, management and control 
(including but not restricted to appropriate systems and/or processes to 
ensure the Licensee’s ability to continue as a going concern);  
(e) to obtain and disseminate accurate, comprehensive, timely and up 
to date information for Board and Committee decision-making;  
(f) to identify and manage (including but not restricted to manage 
through forward plans) material risks to compliance with the Conditions 
of its Licence;  
(g) to generate and monitor delivery of business plans (including any 
changes to such plans) and to receive internal and where appropriate 
external assurance on such plans and their delivery. 
 

 
2.3. Need for action:  

 
NHS Improvement believes that the action which the Trust has undertaken to 
take pursuant to these undertakings, is action required to secure that the 
failures to comply with the relevant requirements of the conditions of the 
Licence do not continue or recur. 

 

Undertakings 

 
3. Urgent and Emergency care 

 
3.1. The Trust will take all reasonable steps to deliver a standard of emergency 

care which would reasonably be regarded as appropriate for a supplier of 
healthcare services to the NHS.    
 

3.2. In meeting the requirements of paragraph 3.1 the Trust will, in particular, 
keep under review and regularly refresh its comprehensive Urgent Care 
Improvement Plan (“UCIP”), regularly update the UCIP as agreed by the 
Trust Board and by NHS Improvement and demonstrate that it can deliver 
that plan.  
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3.3. The UCIP will include key quality and performance indicators, to be agreed 
with NHS Improvement, which will be used to demonstrate the improvement 
in emergency care performance which will be needed to meet the 
requirements of paragraph 3.1.   

 
4. Quality of care 

 
4.1. The Trust will take all reasonable steps to continue to address the concerns 

identified by the CQC in the inspection report dated October 2018, and to 
deliver standards of care quality which would reasonably be regarded as 
appropriate for a supplier of healthcare services to the NHS. 
 

4.2. In meeting the requirements of paragraph 4.1 the Trust will, in particular, 
develop a Quality Improvement Plan, in consultation with relevant 
stakeholders, and agreed by the Trust Board (the “Quality Improvement 

Plan”) and demonstrate that it can deliver that plan.     
 

5. Governance 
 
5.1. The Trust will take all reasonable steps to put in place principles, systems 

and standards of governance which would reasonably be regarded as 
appropriate for a supplier of healthcare services to the NHS.  
 

5.2. In meeting the requirements of paragraph 5.1 the Trust will, in particular, 
consolidate the findings of relevant existing reviews and the CQC Well-led 
review (2018/19) into a comprehensive plan to be agreed by the Trust’s 

Board, and demonstrate that it can deliver that plan.     
 

6.      Financial sustainability 
 
6.1. The Trust will take all reasonable steps to secure financial sustainability. This 

will include the development of robust activity and workforce plans and 
ensuring that there is adequate clinical leadership and engagement in the 
development of these.      

    
6.2. In meeting the requirements of paragraph 6.1 the Trust will in particular, 

develop and submit a financial recovery plan and trajectory (the ‘Financial 

Recovery Plan’), to be agreed by the Trust Board and by NHS Improvement 

and demonstrate that it can deliver that plan.  
 

Any failure to comply with the above undertakings may result in NHS Improvement 
taking further regulatory action. This could include giving formal directions to the trust 
under section 8 of the National Health Service Act 2006 and paragraph 6 of the TDA 
Directions. 
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THE TRUST 

Signed  

 

(Chair or Chief Executive of Trust)     

 

Dated 

 

 

NHS IMPROVEMENT 

Signed  

 

 [Chair OR Member] of the Regional Provider Support Group (insert region) 

(Note: undertakings can be accepted/signed by a DID where the RSG pass a 

resolution enabling the individual member to act for the Group pursuant to the TSG 

terms of reference) 

 

Dated 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report QUALITY ACCOUNTS 2018-2019 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

167.19  

Executive lead Lois Howell - Director of Governance and Risk 

Author Tracey Stenning – Head of Governance and Quality 
Jane Druce- Deputy Director Governance and Risk 

Date report 
written 

14th June 2019 

Action required Discussion / Ratification  

Executive 
summary 

Quality Accounts are annual reports to the public from providers of NHS 

Healthcare about the quality of services they deliver and are required to be 

published by the 30th June each year. 

 

This is the final draft of the 2018/2019 Quality Accounts. 

 
Following submission of the first draft of the Account to the April Quality and 
Performance Committee; the Account has been updated to include all 
outstanding information and stakeholders’ comments on the report.  The Trust’s 
external auditor has not, at the time of drafting this report, provided an opinion 
on the account - this will be circulated to the Board under separate cover upon 
receipt.    
 
Subject to Trust Board formal recommendation for publication, the statement of 
Directors’ responsibilities may be signed for inclusion (appendix A), and the 
Quality Account published in line with regulation requirements, by 30th June 
2019.  

Appendices 
attached 

Appendix A – statement of Directors’ responsibilities 
Appendix B - Quality Accounts 2018-2019 

Recommendations The Trust Board is requested to review and formally recommend the Account be 
submitted for formal publication and adoption in June 2019. 

Next steps The following actions will be taken after consideration of this report: 
a) Statement of Directors responsibilities may be signed (Appendix A) 
b) Quality Account published by 30th June 2019 

 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

Enclosure Number 

6 
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CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 

     

Links to Board 
Assurance 
Framework 

BAF2; BAF14; BAF1; BAF23; BAF8; BAF4; BAF11; BAF6; BAF3; BAF16; BAF5; 
BAF17; BAF15 

Links to Corporate 
Risk Register 

1402 Mismanagement of patient care, poor experience and patient harm arising 
from lack of suitably trained nursing staff. 
855 Failure to meet regulatory and contractual obligations as a result of non-
compliance with IG training and the DSP Toolkit 
1405 Mismanagement of patient care arising from poor flow across the Trust and 
beyond 
1406 Patient harm arising from lack of timely discharge 
1407 Patient harm arising from stretched pharmacy services in times of 
significant pressure  
1411 Risk of harm arising from poor identification and/or response to patient 
deterioration (including sepsis) 
243 Inadequate local induction potentially impacting on patient safety and staff 
performance 
1412 Inconsistent application of Mental Capacity Act could result in regulatory 
non-compliance and prosecution. 
1092 Medicines refrigerators across the Trust are inadequately managed creating 
a risk of patient harm from use. 
230 Risk of staff injury due to exposure to violent or threatening behaviour 
1110 Inadequate provision of supervision to staff may lead to poor decision 
making and patient harm 
462 Children may be harmed as a result of Safeguarding Level 3 training under 
Trust compliance target of 85% 
1461Risk of harm to patients through receiving medicines of low quality due to 
storage at room temperatures too high. 

Compliance / 
Regulatory 
Implications 

The National Health Service (Quality Accounts) Regulations 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Moderate Change – Positive 
PATIENT SAFETY: Moderate Change – Positive 
CLINICAL OUTCOME: Moderate Change – Positive 
OPERATIONAL PERFORMANCE: No change  
 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: No change  
ACCESSIBILITY / WAITING TIMES: No change  
STAFF: Moderate Change – Positive 

Equality Impact 
Assessment 

No equality implications  
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Appendix A 
 

 
 
Statement of directors’ responsibilities in respect of the Quality Account  
 
The directors are required under the Health Act 2009 to prepare a Quality Account for each 
financial year. The Department of Health has issued guidance on the form and content of 
annual Quality Accounts (which incorporates the legal requirements in the Health Act 2009 and 
the National Health Service (Quality Accounts) Regulations 2010 (as amended by the National 
Health Service (Quality Accounts) Amendment Regulations 2011).  
 
In preparing the Quality Account, directors are required to take steps to satisfy themselves that: 
  

• the Quality Accounts presents a balanced picture of the trust’s performance over the 
period covered;  
 
• the performance information reported in the Quality Account is reliable and accurate;  
 
• there are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Account, and these controls are subject to review to 
confirm that they are working effectively in practice;  
 
• the data underpinning the measures of performance reported in the Quality Account is 
robust and reliable, conforms to specified data quality standards and prescribed 
definitions, and is subject to appropriate scrutiny and review; and  

• the Quality Account has been prepared in accordance with Department of Health 
guidance.  

 
The directors confirm to the best of their knowledge and belief they have complied with the 
above requirements in preparing the Quality Account.  
 
By order of the Board  
 
NB: sign and date in any colour ink except black  
 
 
 
 
 
..............................Date.............................................................Chair  
 
 
 
 
 
 
..............................Date............................................................Chief Executive 
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE  

On behalf of the Trust Board and all staff at Portsmouth Hospitals NHS 

Trust I am delighted to introduce our Quality Account for 2018/19. 
 

As ever, the Trust and its staff have been dedicated throughout the last 

year to improving all aspects of quality.  The development of a systematic 

approach to quality improvement has been a key focus for our clinical and 

non-clinical teams, and a considerable number of our colleagues have 

completed QSIR (Quality, Service Improvement and Re-design) training at 

foundation and practitioner levels.   The development of a Trust-wide 

Quality Improvement Strategy is an important part of our plan for delivery 

of our strategic objectives in 2019/20. 
 

The Trust adopted its strategy “Working Together” in July 2018.  The 

strategy commits the Trust to delivery of a number of objectives, including 

the provision of ‘safe, high quality patient-focussed care’.  This Quality 

Account sets out details of the many ways in which the Trust has begun to 

fulfil that commitment, in line with the new Trust values 

 Working together, for patients 

 Working together, with compassion 

 Working together, as one team 

 Working together, always improving. 
 

The Trust has continued to see significantly more patients accessing our 

services than we had planned over the last year, and I am proud that staff 

have faced the associated challenges while remaining dedicated to 

improving quality. 
 

The Care Quality Commission carried out a comprehensive inspection of 

the Trust in April and May 2018, and visited the Trust again in February 

2019 as part of the Commission’s review of how trusts across the country 

were managing winter pressures.  Both visits provided the Trust with 

detailed feedback about the areas where the Trust can improve the care it 

provides for patients and their families and carers.    Responding to that 

feedback has been a key focus for the quality improvement work carried 

during 2018/19, and continues to be an important feature of plans for 

2019/20. 
 

Similarly, 2018/19 saw the further development of work with the Trust’s 

partners in the local and regional health and social care system, and there 

will be even closer collaboration in the coming year as we pursue 

improvements to the models of delivery of care to our patient 

population.  One of the most significant areas of progress has been in the 

creation of a shared assurance and improvement programme with 

Portsmouth and Fareham & Gosport CCGs, which will be starting in Q1 of 

2019/20 after extensive development work in Q4 of 2018/19. 

  

The Trust is delighted to have been successful during 2018/19 in securing  

approximately £58 million for the purpose of transforming urgent care 

services for the people of Portsmouth and south east Hampshire.  This 

investment will help to improve physical facilities on the Queen Alexandra 

hospital site, and a further significant proportion will be used to help 

address other aspects of the urgent care pathway to ensure that 

experience for our patients is improved.     

 

To the best of my knowledge the information 

presented in this report is accurate and 

represents a balanced view of the quality of 

services that the Trust provides. I sincerely 

hope you find it informative. 

 

Mark Cubbon, Chief Executive, Portsmouth Hospitals NHS Trust 

Trust Headquarters, F Level, Queen Alexandra Hospital, Southwick Hill Road, Cosham, Portsmouth, 

Hampshire, PO6 3LY   

Telephone: 023 9228 6877 Ext: 6670   E-mail: mark.cubbon@porthosp.nhs.uk  
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QUALITY IMPROVEMENT PRIORITIES 2019 / 2020 

 

The Trust develops its priorities for quality improvement by triangulating 

evidence available through a variety of internal and external sources.  

These include complaints, incident reporting, national quality initiatives, 

national and local patient surveys, clinical audit and NICE guidance.   

 

Each year, key priorities are chosen that are expected to have the 

greatest impact on reducing harm and mortality for patients and 

improving patient experience. From these the Patient Safety, Patient 

Experience and Clinical Effectiveness Steering Groups identify a number 

of proposed priorities. 

 

The proposed quality priorities were presented to and approved at the 

Trust’s Quality and Performance Committee in April. 

 

This Quality Account and associated priorities are presented around the 

three domains of quality; patient safety, patient experience and clinical 

effectiveness, and outline the targets the Trust Board has agreed for 

2019/2020.  

 

 

The Account summarises the Trust’s performance and improvements 

against the quality priorities and objectives the Trust set itself for 

2018/2019 (set out in the 2017/2018 Quality Account).  

 

 

The Trust constantly strives to improve the quality, safety and 

effectiveness of the care provided to patients and their families/carers.  

The Trust aims to improve services based on what patients say matters 

most to them.  To achieve this the Trust will deliver a number of 

initiatives and projects to improve the quality and safety of the care 

provided to patients which will ultimately improve and exceed their 

expectations.  A full range of quality measures and how the Trust is 

working towards achieving these will continue to be reported to the Trust 

Board and the Quality and Performance Committee on a monthly basis. 
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QUALITY IMPROVEMENT PRIORITIES 2018/2019 – OUR ACHIEVEMENTS 

The Quality Account published in June 2018 identified areas of quality improvement to focus on during the year.  A brief summary of the Trust’s 

achievements against the priorities is outlined below, with further detail contained in part 3 of this Account.   
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STATEMENTS OF ASSURANCE FROM THE BOARD  

 

Review of services 

During 2018/2019 Portsmouth Hospitals NHS Trust provided and sub-

contracted 36 NHS services. Three significant services are sub-contracted 

to non-NHS providers:  the Disablement Services Centre, orthotic service 

and community dialysis services. 

 

The Portsmouth Hospitals NHS Trust has reviewed all the data available 

to it on the quality of care in all 36 of these NHS services.  

 

The income generated by the NHS services reviewed in 2018/2019 

represents 98% of the total income generated from the provision of NHS 

services by Portsmouth Hospitals NHS Trust for 2018/2019.  

 

Participation in clinical audits  
During 2018/2019 47 national clinical audits and eight national 

confidential enquiries covered NHS services that Portsmouth Hospitals 

NHS Trust provides. 

 

During that period Portsmouth Hospitals NHS Trust participated in 100% 

(47/47) national clinical audits and 100% (8/8) of the national confidential 

enquiries in which it was eligible to participate. 

 

The national clinical audits and national confidential enquiries in which 

Portsmouth Hospitals NHS Trust participated, and for which data 

collection was completed during 2018/2019, are listed below alongside 

the number of cases submitted to each audit or enquiry as a percentage 

of the number of registered cases required by the terms of that audit or 

enquiry. 

 

The reports of 30 national clinical audits (including a number from 

2018/19 and some reports published from data supplied in 2017/18) 

were reviewed by the provider in 2018/2019.  Appendix A highlights the 

actions Portsmouth Hospitals NHS Trust intends to take to improve the 

quality of healthcare provided. 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Adult Cardiac Surgery Audit Not applicable Not applicable 

Adult Community Acquired Pneumonia Audit 
 Data collection ongoing 

(Dec 18 – May 19 

BAUS Cystectomy Audit Surgeon Outcomes 
 100% 

(2015-2017) 

BAUS Nephrectomy Audit Surgeon Outcomes 
 94% 

(2015-2017) 

BAUS Percutaneous Nephrolithotomy (PCNL) Surgeon Outcomes 
 59 cases 

(2015-2017) 

BAUS Radical Prostatectomy Audit Surgeon Outcomes 
 92% 

(2015-2017) 
BAUS Female Stress Urinary Incontinence Audit Surgeon Outcomes Not applicable Not applicable 
Cardiac Rhythm Management Audit  100% 

Case Mix Programme (CMP) -  Intensive Care National Audit and Research Centre (ICNARC) Audit  
100% (661 cases) 

(Apr-Sep 2018) 

Elective Surgery (National PROMs Programme) 
Overall Score  35% 

Hip Replacement  41% 
Knee Replacement  30% 

Falls and Fragility Fracture Audit Programme 

Fracture Liaison Service 
Database (FLS-DB)  

49% 
(2017) 

Hip Fracture Database  100% 
Inpatient Falls Audit 

(NAIF)  
100% 
(2017) 

Inflammatory Bowel Disease Programme (IBD Programme) Audit  Data collection ongoing 
Learning Disability Mortality Review Programme (LeDeR) Audit  100% 
Major Trauma Audit - Trauma Audit and Research Network (TARN) Audit  100% 
Mandatory Surveillance of Bloodstream Infections and Clostridium Difficile Infection Audit  Data collection ongoing 

Myocardial Ischaemia National Audit Project (MINAP) Audit  
1144 cases 

(Jan18 - Dec 18) 

National Asthma and COPD Audit Programme Audit  
68% 

(Apr 18 – Sep 18) 
National Audit of Anxiety and Depression Audit Not applicable Not applicable 
National Audit of Breast Cancer in Older People (NABCOP) Audit  100% 
National Audit of Cardiac Rehabilitation Audit  81% 
National Audit of Care at the End of Life (NACEL) Audit  99% 
National Audit of Dementia Audit  100% 
National Audit of Intermediate Care Audit Not applicable Not applicable 
National Audit of Percutaneous Coronary Interventions (PCI) Audit  100% 
National Audit of Pulmonary Hypertension Audit Not applicable Not applicable 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

National Audit of Seizures and Epilepsies in Children and Young People Organisation Audit  100% 
National Bariatric Surgery Register (NBSR) Audit  Data collection ongoing 
National Bowel Cancer Audit (NBOCA) Audit  100% 
National Cardiac Arrest Audit (NCAA) - ICNARC Audit  100% 

National Clinical Audit for Rheumatoid and Early Inflammatory Arthritis (NCAREIA) Audit  Data collection ongoing 
(May 18 -  April 19) 

National Clinical Audit of Psychosis Audit Not applicable Not applicable 
National Clinical Audit of Specialist Rehabilitation for Patients with Complex Needs following 
Major Injury (NCASRI) Audit Not applicable Not applicable 

National Comparative Audit of Blood Transfusion Programme 

Audit of massive 
haemorrhage  100% 

Audit of O negative red 
cells  100% 

National Congenital Heart Disease (CHD) Audit  Not applicable Not applicable 

National Diabetes Audit - Adults 

Transition  Data collection ongoing 
Diabetes in Pregnancy  Data collection ongoing 
Inpatient Audit  Data collection ongoing 
Foot Care  Data collection ongoing 

National Emergency Laparotomy Audit (NELA) Audit  78% 
National Heart Failure Audit Audit  100% 
National Joint Registry (NJR) Audit  100% 

National Lung Cancer Audit (NLCA) Audit  
Final dataset not available 

until mid-2019 
National Maternity and Perinatal Audit (NMPA) Audit  Data collection ongoing 
National Mortality Case Record Review Programme Audit  100% 
National Neonatal Audit Programme (NNAP) Audit  100% 
National  Oesophago-Gastric Cancer (NOGCA) Audit  71-80% 
National Ophthalmology Audit Audit  100% 
National Paediatric Diabetes Audit (NPDA) Audit  289 cases 
National Prostate Cancer Audit Audit  625 cases 
National Vascular Registry Audit Not applicable Not applicable 
Neurosurgical National Audit Programme Audit Not applicable Not applicable 

Non-Invasive Ventilation – Adults Audit  
Data collection ongoing 

(Feb 19 – Jun 19 
Paediatric Intensive Care Audit Network (PICANet) Audit Not applicable Not applicable 
Prescribing Observatory for Mental Health (POMH-UK) Audit Not applicable Not applicable 
Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) - CQUINN Antibiotic Consumption  Data collection ongoing 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Antimicrobial Stewardship  Data collection ongoing 
Royal College of Emergency Medicine -  Feverish Children Audit  100% 
Royal College of Emergency Medicine -  Vital Signs in Adults Audit  100% 
Royal College of Emergency Medicine -  VTE risk in lower limb immobilisation Audit  100% 

Sentinel Stroke National Audit Programme (SSNAP) 
Audit  >90% 
Organisational  100% 

Serious Hazards of Transfusion (SHOT): UK National Haemo-vigilance Scheme Audit  100% 
Seven Day Hospital Services Audit  100% 
Surgical Site Infection Surveillance Service Audit  Data collection ongoing 
UK Cystic Fibrosis Registry Audit Not applicable Not applicable 
 

NATIONAL CONFIDENTIAL ENQUIRIES 

Audit title Participation 
% cases 

submitted 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Maternal Mortality  100% 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Perinatal Mortality  100% 

Child Health Clinical Outcome Review Programme – Long Term Ventilation  Ongoing 

National Confidential Enquiry into Patient Outcomes and  Death – Cancer in Children, Teens and young adults  100% 

National Confidential Enquiry into Patient Outcomes and  Death – Peri-operative Diabetes  75% 

National Confidential Enquiry into Patient Outcomes and  Death – Heart Failure  100% 

National Confidential Enquiry into Patient Outcomes and  Death – Pulmonary Embolism  Ongoing 

National Confidential Enquiry into Patient Outcomes and  Death – Bowel Obstruction  Ongoing 

National Confidential Enquiry into Suicide  and Homicide by People with Mental Illness Not applicable Not applicable 

 
The reports of five local clinical audits were reviewed by the provider in 2018/2019.  Appendix B shows examples of local audits and the actions Portsmouth 

Hospitals NHS Trust intends to take to improve the quality of healthcare provided. 

 
 

 

 

Page 60 of 212



QUALITY ACCOUNTS 2018 / 2019 
Statements of assurance from the Board 

Portsmouth Hospitals NHS Trust  
Quality Accounts 2018-2019 
Page 12 of 75 

 

Research: participation in clinical research  

Commitment to research as a driver for improving the quality of care and patient experience  

The number of patients receiving NHS services provided or sub-

contracted by Portsmouth Hospitals NHS Trust in 2018/2019 recruited 

during that period to participate in research approved by a research 

ethics committee was 11,653. Of these patients, 11,533 (99%) were 

recruited into clinical studies adopted onto the National Institute for 

Health Research (NIHR) Portfolio, with 120 (1%) recruited into other, non-

Portfolio research projects.   

 

Participation in clinical research demonstrates Portsmouth Hospitals NHS 

Trust’s commitment to improving the quality of care offered, and to 

making a contribution to wider health improvement. The Trust’s clinical 

staff stay abreast of the latest possible treatment possibilities, and active 

participation in research leads to improved patient outcomes. 

 

During 2018/2019, Portsmouth Hospitals NHS Trust participated in a total 

of 354 clinical research studies; 86% of these studies were NIHR Portfolio 

adopted. More than 25 clinical departments participated in research 

approved by a research ethics committee at Portsmouth Hospitals NHS 

Trust during 2018/2019, covering a number of specialities and clinical 

support departments. 

 

 

 

 

Goals agreed with Commissioners  

Portsmouth Hospitals NHS Trust income in 2018/19 was not conditional 

on achieving quality improvement and innovation goals agreed through 

the Commissioning for Quality and Innovation (CQUIN) payment 

framework, as the Trust’s CCG income from most CCGs was agreed as an 

overall year-end settlement, and did not rely on detailed CQUIN 

performance. 

 

NHS England CQUIN performance has yet to be determined and agreed as 

part of month 12 finance discussions. 

 

Statements from the Care Quality Commission  (CQC) 
The CQC published its reports on the comprehensive and well led 

inspections carried out at the Trust in April and May 2018, and rated the 

Trust as ‘Requires Improvement’. In response to its findings during the 

inspection, the CQC issued the Trust with a list of 54 requirements and 71 

recommendations. The Trust was also formally served with a notice under 

section 29A of the Health & Social Care Act 2012 requiring action to be 

taken by 31st October 2018.  A quality recovery plan was produced to help 

steer the Trust back to full compliance with its regulatory obligations. 

Management of the actions required is led clinically by divisions, and 

overseen by the Quality Recovery Group chaired by the Chief Executive 

each month. 

 

A number of enforcement actions that had previously been in place and 

reported in the 2017/18 annual report have now been removed by the 

CQC in response to the improvements the Trust has made.  
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These include: 

 

Notice issued under section 31 (AMU) issued 3rd March 2017   

The notice imposed a condition on the Trust’s CQC registration, requiring 

the Trust to ensure sufficient staff (numbers and skill mix) are available to 

meet the needs of patients in AMU and the GP triage referral area, and to 

ensure appropriate Standing Operating Procedures are in place.  The 

Trust was required to report fortnightly against these Conditions.  

Condition removed 19th October 2018. 

 

Notice issued under section 31 (Mental Health) issued 12th May 2017   

The notice imposed conditions on the Trust’s CQC registration requiring  

 the provision of adequate numbers of suitably qualified and 

competent staff to provide safe, good quality care to patients with 

mental health problems in the Emergency Decision Unit 

 the completion of appropriate risk assessments and treatment plans 

are completed for patients presenting to the ED 

 the identification and oversight of vulnerable patients across the 

organisation 

 The appropriate application of Deprivation of Liberty Safeguards and 

the Mental Capacity Act  

 

The Trust was required to report weekly against these conditions. 

 

All Conditions were removed 27th December 2018, with the exception of 

“The Registered Provider must ensure that Deprivation of Liberty 

Safeguards are applied as per the requirements of Mental Capacity Act, 

2005, prior to depriving a person of their liberty”.  This condition remains 

in place and the Trust continues to oversee and manage improvement, 

supported by the oversight process detailed below. 

 

Notice issued under Section 31 (Diagnostic and Screening Procedures) 

issued 28th July 2017 

The notice imposed a condition on the Trust’s CQC registration requiring 

weekly reporting on the backlog of radiology reporting.  Following the 

clearing of the backlog, the condition was removed 20th December 2018. 

 
As a result of the enforcement notices in place, the Trust must declare 

itself as not fully compliant with the registration requirements of the Care 

Quality Commission.  

 

 

 

 

 

Data quality  

Portsmouth Hospitals NHS Trust submitted records during 2018/2019 to 

the Secondary Users Service (SUS) for inclusion in the Hospital Episode 

Statistics (HES) which are included in the latest published data. The latest 

available scores from NHS Digital’s Maturity Index (mid 2018-2019, 

focusing on the previous 12-months) show the following data quality 

scores: 

 

 

Included the patient’s valid NHS number:  

 97.87% for admitted patient care (national average 99.3%) 

 99.95% for outpatient care (national average 99.4%) 

 99.27% for accident and emergency care (national average 

97.7%) 
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Included the patient’s valid General Medical Practice Code:  

 99.97% for admitted patient care (national average 98.4%) 

 99.97% for out-patient care (national average 98.9%) 

 98.74% for accident and emergency care (national average 

99.3%) 

 

Portsmouth Hospitals NHS Trust will be taking the following actions to 

improve data quality: 

• Continuing to review processes that promote delivery against the 

Data Security and Protection (DSP) Toolkit metrics relating to data 

quality 

• Ensuring all data quality procedures are reviewed regularly and up to 

date 

• Ensuring all data submission standard operating procedures detail 

proxy/ready reckoner values for reference 

• Maintaining completeness and validity checks, as detailed specifically 

within the DSP Toolkit. 

• Maintaining governance arrangements to ensure PAS / Data 

Warehouse / master files are kept up to date (including GP Details, 

Patient Address) 

 

The payment by results audit programme no longer exists; therefore the 

Trust was not subject to an external audit.  

 

Data Security and Protection Toolkit attainment levels  

Information Governance is concerned with the way the Trust handles or 

“processes” information. It covers personal data (relating to 

patients/service users and employees) and corporate information (such 

as financial and accounting records). 

 

The Data Security and Performance (DSP) Toolkit is a performance tool 

produced by the NHS Digital which draws together the legal rules and 

central guidance surrounding data protection and presents them in one 

place as a set of information governance standards. The Trust is required 

to carry out a yearly self-assessment of compliance against these 

standards.  

 

Portsmouth Hospitals NHS Trust Information Governance Assessment 

Report overall score for 2018/2019 was ‘standards not met’ because it 

was able to make only 98 of 100 required statements.  The Trust has 

submitted an improvement plan for the two areas where assurances 

could not be given.  NHS Digital has evaluated the improvement plans and 

is satisfied with them, and has consequently changed the score to 

‘standards not fully met (Plan Agreed)’. 

 

The Trust reported five serious incidents to the Information 

Commissioner’s Office (ICO).  One remains open and relates to personal 

information about Trust patients being accessed by an employee of 

Southern Health NHS Foundation Trust. The remaining four are all closed 

and no further action was required to be undertaken by the Trust. 

 

Learning from deaths  

 During 2018/2019, 2,222 of Portsmouth Hospitals NHS Trust patients 

died. This comprised the following number of deaths which occurred 

in each quarter of that reporting period:  
 570 patients died in Q1 

 522 patients died in Q2  

 497 patients died in Q3 

 633 patients died in Q4 

 

 By 31st March 2019, 2,000 case record reviews had been carried out. 

This figure includes all inpatient deaths, with the exception of 10 
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cases. All cases from September onwards were subject to a case 

record review. 363 investigations 1 have been carried out in relation 

to 2,001 of the deaths included in first bullet point (inpatient). In 

addition, 221 deaths occurred in the Emergency Department, and all 

received an investigation. 
 

The number of deaths in each quarter for which a case record review 

was carried out was: 

 Q1 493  

 Q2 468  

 Q3 450  

 Q4 589  

 

The number of deaths in each quarter for which an investigation was 

carried out was: 
 Q1 131  

 Q2 109  

 Q3 97  

 Q4 26  

This data reflects completed investigations only, those still ongoing, 

particularly from quarter 3 and 4, are not be included in the numbers 

above. 
 

 11 cases, representing 0.49% of the patient deaths during the 

reporting period, were initially judged to be more likely than not to 

have been due to problems in the care provided to the patient. All 

cases received further investigation, and 10 of these were subject to 

a Serious Incident investigation. Four of the cases have since been 

deemed unavoidable and two cases were felt to have been possibly 

avoidable but not very likely.   
                                                                 

 
1
 Investigations equal review by the relevant morbidity and mortality meeting. 

 

 

In relation to each quarter, this consisted of: 

 Seven, representing 1.23% for the first quarter (2 cases 

subsequently downgraded). 

 One, representing 0.04% for the second quarter (case 

subsequently downgraded). 

 One, representing 0.04% for the third quarter. 

 Two, representing 0.09% for the fourth quarter (both currently 

being investigated).   

 

These numbers have been derived from case reviews at mortality 

review panels and in-depth reviews by Mortality & Morbidity groups 

(M&M). 

 

 The following the key patient care and treatment themes identified 

from Mortality Review Panel (MRP) and M&M reviews.  There has 

been an improvement in timely decision making relating to setting a 

ceiling of care and moving to end of life care, although there continue 

to be a small number of specialties where this could be improved. 

Earlier discussions with patients about their wishes and improved 

documentation of these discussions have been noted. There has been 

an improvement in the number of patients wishing to receive end of 

life care in a non-hospital setting who are being discharged to their 

preferred place of care using the Fast Track process. However there 

continue to be a significant number of cases where appropriate and 

timely anticipatory care planning could have prevented an admission 

to hospital for end of life care. There are also patients who suffer 

significant delays in their discharge processes and subsequently 

deteriorate. 

 

 Actions taken to address the themes identified include the sharing of 

the information with partner organisations, including CCGs, primary 
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care providers and other NHS trusts with a focus on increasing 

awareness of the importance of anticipatory care planning. Early 

discussions have been initiated with the CCG regarding development 

of support for patients at end of life due to lung cancer. This group of 

patients has been identified as particularly difficult to manage at 

home due to their symptoms, and often present to the hospital for 

palliative care. Sharing of the learning from mortality reviews 

continues both internally and externally, with Trust staff presenting 

to local GP training sessions. Work by the unscheduled care board to 

reduce the delays in the discharge process is ongoing.  

 

 There has been a further improvement in the documentation of 

decision making around end of life care and a noticeable increase in 

the number of patients where ceiling of care is clearly identified early 

in the patient’s inpatient stay, particularly in specialties which have 

been attending the MRP for a longer period. Improvements in 

documented anticipatory planning for patients being discharged from 

the Trust have been sustained, although the impact on this in 

reducing the number of patients admitted for end of life care has not 

been demonstrated.  

 

 26 case reviews and 175 investigations completed after 31st March 

2018 related to deaths which took place before the start of the 

reporting period.  

 

 One case, representing 0.13% of the patient deaths before the 

reporting period, was judged to be more likely than not to have been 

due to problems in the care provided to the patient. This number has 

been estimated using the case review methodology. Following further 

investigation this case was subsequently downgraded. 

 

 Five cases, representing 0.2% of the patient deaths during 2017-18, 

were judged to be more likely than not to have been due to problems 

in the care provided to the patient, although four of these cases were 

subsequently downgraded. 

 

 

 

 

 

Seven day services - progress in implementing the priority clinical standards for seven day hospital servic es  

Substantial evidence exists which indicates significant variation across the 

NHS in England in outcomes for patients admitted to hospitals in an 

emergency at the weekend, rather than on a week day. This variation is 

seen in patient experience, length of hospital stay, re-admission rates, 

and to a lesser extent, mortality rates.  In December 2012 the NHS 

Commissioning Board (now NHS England) published “Everyone counts: 

Planning for patients 2013/14”, which set out the initial steps towards 

identifying how there might be better access to services seven days a 

week. 

 

 

The Ten Clinical Standards for seven day services in hospitals were 

developed in 2013 through the Seven Day Services Forum, chaired by Sir 

Bruce Keogh and involving a range of clinicians and patients. These 

standards define what seven day services should achieve, no matter 

when or where patients are admitted. The purpose of the standards is to 

deliver safer patient care, improve patient flow through the acute system, 

enhance patient experience of acute care and reduce the variation in 

appropriate clinical supervision at weekends. 
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The Ten Clinical Standards 

1. Patient experience 2. Access to key Consultant-directed 

interventions * 

3. Time to first Consultant review * 4. Mental Health 

5. MDT Review 6. Ongoing daily review by a 

Consultant or a delegate * 

7. Shift handovers 8. Transfer to community and 

primary and social care 

9. Access to diagnostics * 10. Quality Improvement 

*Priority Clinical Standards 

 

To support quality improvement and measure progress in the 

achievement of seven day hospital services, all acute Trusts were asked to 

participate in self-assessment surveys since the spring of 2016.  These 

surveys covered the management of patients admitted as an emergency 

during a specified seven-day period, measured against the four priority 

clinical standards. 

 

A national self-assessment tool had been developed to allow 

organisations to conduct baseline assessments of the provision of seven 

day services. The tool enabled Trusts to self-assess current level of service 

provision, using nationally agreed definitions, and helped understand 

local needs and requirements to deliver extended services. 

 

The Trust has participated in all six national surveys to date, the last five 

by using the online tool described above. The results for all four priority 

clinical standards were initially satisfactory and encouraging, and 

following a sustained effort by many colleagues in different specialties, 

the Trust has witnessed a significant improvement in performance which 

led to full compliance for all four priority clinical standards in the spring 

2018 survey. Benchmarking shows the Trust is above the national average 

for clinical standards 2 and 8.  The results also confirm that Trust 

compliance at weekends is very similar to that for weekdays. 

 

 

Freedom to Speak Up (FTSU) 

Everyone who works at the Trust should feel free to speak up, even when 

they are not sure whether there is a serious issue at stake or not.  The 

Trust’s senior managers and Board are committed to providing an honest 

and open culture.   

 

Set out below are the ways in which staff can speak up, details of how the 

Trust ensures that staff who do speak up do not suffer detriment, and the 

different methods staff can use to speak up if they have concerns over 

quality of care, patient safety or bullying and harassment within the 

Trust.  

 

 New Freedom to Speak up (FTSU) Guardian has been in post since 

January 2018, supported by 20 FTSU Advocates 

 The FTSU Guardian can be contacted by confidential email, telephone 

extension or mobile, and there is also a section within DATIX where 

staff can raise a concern – this has the option to submit a concern 

anonymously if required. 

 Whistleblowing hotline and a ‘respect me’ hotline; these will be 

amalgamated in the early part of 2019 

 FTSU is included in corporate induction for all new starters and is part 

of the essential training programme 

 There is a dedicated web page for FTSU that contains information on 

FTSU as well as all of the contact details for the Guardian and the 

advocates 

 There are  named executive director and nonexecutive leads for FTSU 
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 The Guardian meets with both the Chief Executive and the executive 

director lead for FTSU (Director of Governance & Risk) on a monthly 

basis 

 The Guardian is well supported by senior management teams and is 

confident that items that need to be escalated are managed in an 

appropriate and timely manner 

 All ‘cases’ that come through the FTSU route are followed 

up/supported until they are closed so feedback is naturally given 

  Regular contact is maintained where required to ensure that no 

person who speaks up suffers detriment, and to date there have been 

no cases where detriment has been identified 

 The majority of concerns that come through FTSU are managed 

appropriately at a local level, without requirement to escalate 

 A quarterly report is submitted and presented by the FTSU guardian 

at both the Workforce & Organisational Development Committee and 

Trust Board - this report is then made available on the FTSU web 

pages 

 The FTSU Guardian submits quarterly FTSU data to the National 

Guardian’s Office. 
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NATIONAL QUALITY PRIORITIES 

The following are a core set of indicators which are to be included in the 2018/19 Quality Accounts.  All trusts are required to report against these indicators 

using standardised statements.  The information is based on data made available to the Trust by NHS Digital.  This data is presented in the same way in all 

Quality Accounts published in England; this allows fair comparison between hospitals. 

 

It should be noted that the most up-to-date data provided by NHS Digital, stated below, may relate to a different reporting period to that of the Quality 

Account (Data source: http://content.digital.nhs.uk/qualityaccounts). 

 

National Quality Priorities 

Preventing people from dying prematurely.  Enhancing quality of life for people with long-term conditions 

SHMI 

July 2016 – June 2017 
October 2016 – September 

2017 

October 2017 – 

September 2018 

PHT 
National 

Average 
PHT 

National 

Average 
PHT 

National 

Average 

The value of the summary hospital-level mortality indicator (“SHMI”) for the Trust. 1.0912 1 1.0719 1 1.0212 1 

The banding of the summary hospital-level mortality indicator (“SHMI”) for the Trust. As expected 

(2) 

As expected 

(2) 

As expected 

(2) 

As expected 

(2) 

As expected 

(2) 

As 

expected 

(2) 

The percentage of patient deaths with palliative care coded at either diagnosis or 

specialty level for the Trust. 

The palliative care indicator is a contextual indicator 

21.50% 31.10% 23.10% 31.50% 29.2% 33.6% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust intends to, or has taken the following actions to improve mortality and harm, and so the quality of its services:    

 Maintaining a sustained focus on mortality, ensuring all mortality data, provided from both internal and external sources, is reviewed by the Trust’s Mortality Review Group  

 Undertaking case review of all inpatient deaths, both adult and child, through the multi-professional mortality review panel 

 Increasing the number of in-depth case reviews, using Structured Judgement Review (SJR) methodology, to include of all cases of concern identified by Dr Foster and/or initial case 

review with an internal Trust aim of completing SJRs on 5% of all cases 

 Continued development of the electronic Mortality Review Tool to improve the depth and quality of data collected during mortality reviews, enabling better identification of any 

issues, their reporting for action and sharing of learning outcomes. 

Note: banding category: 1 – where the Trust’s mortality rate is ‘higher than expected’, 2 – where the Trust’s mortality rate is ‘as expected’, 3 – where the Trust’s mortality rate is ‘lower than expected’. 

For the SHMI, a comparison should not be made with the highest and lowest trust level SHMIs because the SHMI cannot be used for direct comparison of  mortality outcomes between trusts and, in particular, it is 

inappropriate to rank trusts according to their SHMI. 
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National Quality Priorities 

Helping people recover from episodes of ill health or following injury. 

Patient Reported Outcome 

Measures (PROMs) finalised (EQ5D 

Index) 

April 2015 – March 2016 April 2016 – March 2017 April 2017 – March 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Groin hernia surgery * 0.088 0.157 0.021 0.11 0.086 0.135 0.006 0.108 0.089 0.13 0.029 

Varicose vein surgery * 0.096 0.15 0.018 * 0.092 0.155 0.01 * 0.095 0.134 0.034 

Hip replacement surgery (primary) 0.447 0.438 0.512 0.32 0.44 0.445 0.537 0.31 0.463 0.458 0.566 0.376 

Knee replacement surgery (primary) 0.309 0.32 0.398 0.198 0.342 0.324 0.404 0.242 0.318 0.338 0.416 0.233 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the nationally published dataset using responses provided by the patients experience at the 

Trust. 

The Trust intends to take the following actions to improve this rate, and so the quality of its services:   

 Continuing to monitor the patient’s experience of its performance to ensure the operations patients receive continue to improve their health compared with their health before 
they had their operation 

 To improve patient participation rates to ensure they meet the national average for each procedure. 

*Data not published due to small numbers of procedures. 

 

National Quality Priorities 

Helping people recover from episodes of ill health or following injury. 

Re-admission within 28 days of being  discharged 

Percentage of patients aged 0 to 15 

Data not updated since 2013. 
Percentage of patients aged 16 or over 

Trust statement 

A statement on the NHS Digital Website shows that there is a methodology problem which has not been resolved since 2014; NHS Digital is hoping to produce its first report for several 

years later in 2019. This is a national issue and not a Trust specific issue.   

 

A Nuffield paper from 2018 shows that national hospital readmission rates have been increasing over recent years from 7.5% in 2010/11 to 8.0% in 2016/17. This would suggest that the 

Trust’s reported figures below are within the national range but have shown an annual increase in line with the picture seen in the whole country.  
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National Quality Priorities 

Helping people recover from episodes of ill health or following injury. 

Re-admission within 28 days of being  discharged 

The Nuffield paper from 2018, describes ‘changes in readmission rates over time may reflect differences in the patient population, with more severely ill and older patients being more 

likely to be admitted. When taking account of this via risk adjustment, the rate of readmissions is broadly stable, suggesting that quality of care has been maintained.  

 

Examples of strategies adopted in the Trust and across the local health economy to reduce readmissions include the development of community integrated services such as those 

available for respiratory and heart failure patients, where discharged patients are reviewed by nurse specialists in the community with consultant support and advice available. The Trust’s  

ward teams are increasingly using virtual follow-up strategies to prevent readmissions and reduce the burden on patients and their families to return for outpatient appointments - strong 

examples of this are found in AMU and respiratory. 

  

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total 

2015/16 

Total Patients Discharged 9228 9115 9648 9990 9239 9715 10103 9579 9455 9365 9428 10617 115482 

Total readmissions 581 577 603 690 682 648 655 564 605 588 616 616 7425 

Percentage 6.3% 6.3% 6.3% 6.9% 7.4% 6.7% 6.5% 5.9% 6.4% 6.3% 6.5% 5.8% 6.4% 

2016/17 

Total Patients Discharged 9553 10017 10291 9922 10269 10302 10333 10336 9510 10045 9101 11001 120680 

Total readmissions 600 663 693 635 697 714 687 710 691 705 612 766 8173 

Percentage 6.3% 6.6% 6.7% 6.4% 6.8% 6.9% 6.6% 6.9% 7.3% 7.0% 6.7% 7.0% 6.8% 

2017/18 

Total Patients Discharged 9346 10241 10356 10204 9875 9878 10169 10267 9127 9386 9091 9938 117878 

Total readmissions 719 675 699 748 729 698 750 731 722 631 635 711 8448 

Percentage 7.7% 6.6% 6.7% 7.3% 7.4% 7.1% 7.4% 7.1% 7.9% 6.7% 7.0% 7.2% 7.2% 

2018/19 

Total Patients Discharged 9875 10438 10421 10460 10469 9791 10892 10947 10119 10904 9918 0 114234 

Total readmissions 664 746 778 781 798 747 877 766 794 831 701 0 8483 

Percentage 6.7% 7.1% 7.5% 7.5% 7.6% 7.6% 8.1% 7.0% 7.8% 7.6% 7.1% No Data 7.4% 

 

 

 

 
  

Page 70 of 212



  QUALITY ACCOUNTS 2018 / 2019 
National quality priorities 

Portsmouth Hospitals NHS Trust  
Quality Accounts 2018-2019 
Page 22 of 75 

National Quality Priorities 

Ensuring that people have a positive experience of care. 

In-patient survey 

April 2016 – March 2017 April 2017 – March 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

In-patient survey (based on the average score of five questions from the 

National Inpatient Survey) 
67.6 68.1 85.2 60 65.9 68.6 85 60.5 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

 Increasing the access to feedback opportunities for people from seldom-heard groups to ensure the views received are more representative of the hospital community 

 Using feedback to inform service improvement and practice changes 

 Developing continuous feedback systems by working with local community groups. 

 

National Quality Priorities 

Ensuring that people have a positive experience of care. 

National Staff Survey results 

2017 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

National Staff Survey results 

(The percentage of staff employed by, or under contract to, the Trust during the 
reporting period who would recommend the Trust as a provider of care to their 
family or friends) 

69% 70% 86% 47% 68% 70% 87% 41% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action to improve this percentage, and so the quality of its services, by:  

 Commencing, in April 2018, a three stage Culture and Leadership programme to be implemented over three years to develop strategies which deliver collective and compassionate 

leadership and aims to create high quality care cultures.  Having identified improvement recommendations in Phase 1 ‘Discover’, the current Phase 2 ‘Design’ is designing the 

interventions required to address those recommendations.  Using a best practice toolkit and led by a team of trained Change Agents with full support from the Board, the Trust will: 

 Define a leadership culture to deliver the Trust’s strategy, values and behaviours ethos 

 Develop a leadership model(management and clinical) 

 Create and implement a comprehensive leadership development plan aligned to the business strategy and leadership model 

 Gain insight into current and future leadership capacity, skills, capabilities, structures and roles 

 Examine and address core HR business processes 

 Examine and address equality and diversity and staff health and wellbeing 
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National Quality Priorities 

Ensuring that people have a positive experience of care. 

A&E - patients who would recommend the 

Trust as a provider of care to their friends or 

family 

Reporting 

period 

Total Responses Total Eligible Response Rate 
Score 

 (% recommend) 

Score 

 (% not 

recommend) 

England PHT England PHT England PHT England PHT England PHT 

A&E - patients who would recommend the 

Trust as a provider of care to their friends or 

family 

Jan-19 136,601 2,798 1,147,053 11,236 11.90% 24.90% 86% 89% 8% 6% 

Dec-18 125,967 2,509 1,105,321 11,052 11.40% 22.70% 86% 90% 8% 6% 

Nov-18 137,002 2,634 1,132,729 10,725 12.10% 24.60% 87% 90% 8% 5% 

Oct-18 139,923 2,985 1,147,817 11,696 12.20% 25.50% 87% 89% 8% 6% 

Sep-18 135,651 2,756 1,116,355 11,409 12.20% 24.20% 86% 90% 8% 6% 

Aug-18 143,963 3,001 1,119,703 11,213 12.90% 26.80% 88% 91% 7% 5% 

Jul-18 153,049 3,295 1,196,782 13,042 12.80% 25.30% 87% 90% 8% 6% 

Jun-18 152,357 3,154 1,171,521 11,466 13.00% 27.50% 87% 89% 7% 6% 

May-18 143,888 2,239 1,161,748 11,704 12.40% 19.10% 87% 90% 7% 4% 

Apr-18 135,533 1,211 1,054,105 10,270 12.90% 11.80% 87% 96% 8% 1% 

Mar-18 139,409 1,084 1,088,774 10,795 12.80% 10.04% 84% 95% 9% 1% 

Feb-18 129,639 1,102 966,992 8,107 13.41% 13.59% 85% 94% 8% 2% 

Jan-18 126,236 1,084 1,038,385 9,078 12.20% 11.90% 86% 94% 8% 2% 

Dec-17 118,368 1,432 1,018,820 9,409 11.60% 15.20% 85% 96% 8% 1% 

Nov-17 131,651 1,088 1,019,592 9,711 12.90% 11.20% 87% 94% 8% 1% 

Oct-17 138,135 1,121 1,089,747 10,539 12.70% 10.60% 87% 96% 7% 1% 

Sep-17 128,891 1,066 1,032,466 9,994 12.50% 10.70% 87% 94% 7% 2% 

Aug-17 140,504 1,173 1,034,292 10,026 13.60% 11.70% 87% 95% 7% 2% 

Jul-17 140,600 1,228 1,100,516 10,851 12.80% 11.30% 86% 95% 8% 2% 

Jun-17 137,985 973 1,061,434 10,635 13.00% 9.10% 88% 95% 7% 2% 

May-17 136,434 1,517 1,095,333 10,423 12.50% 14.60% 87% 95% 7% 2% 

Apr-17 127,328 1,451 1,017,271 9,979 12.50% 14.50% 87% 94% 7% 2% 

Mar-17 138,932 1,487 1,077,657 10,308 12.90% 14.40% 87% 94% 7% 1% 

Feb-17 117,835 1,197 930,633 8,308 12.70% 14.40% 87% 94% 7% 2% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

 Increasing access to feedback opportunities for people from seldom-heard groups to ensure the views received are more  representative of the hospital community 

 Using feedback to inform service improvement and practice changes 
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National Quality Priorities 

Ensuring that people have a positive experience of care. 

National Staff Survey results 

2017 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

 Developing continuous feedback systems by working with local community groups. 

National Quality Priorities 

Ensuring that people have a positive experience of care. 

Inpatients - patients who would 

recommend the Trust as a provider of care 

to their friends or family 

Reporting 

period 

Total Responses Total Eligible Response Rate 
Score (% 

recommend) 

Score (% not 

recommend) 

England PHT England PHT England PHT England PHT England PHT 

Inpatients - patients who would 

recommend the Trust as a provider of care 

to their friends or family 

Jan-19 220,244 3,717 927,670 8,651 23.74% 43.00% 95% 96% 2% 1% 

Dec-18 181,132 3,376 833,946 8,107 21.70% 41.60% 95% 97% 2% 1% 

Nov-18 230,587 2,551 951,374 8,747 24.20% 29.20% 95% 99% 2% 0% 

Oct-18 235,399 2,799 958,914 8,681 24.50% 32.20% 96% 98% 2% 0% 

Sep-18 208,101 2,159 858,780 7,824 24.20% 27.60% 96% 98% 2% 0% 

Aug-18 223,118 2,010 906,496 8,200 24.60% 24.50% 96% 97% 2% 1% 

Jul-18 223,904 2,722 898,044 8,379 24.90% 32.50% 96% 98% 2% 0% 

Jun-18 227,629 1,763 918,947 8,038 24.80% 21.90% 96% 98% 2% 0% 

May-18 227,503 2,745 906,470 8,478 25.10% 32.40% 96% 97% 2% 0% 

Apr-18 204,733 2,577 838,509 7,967 24.40% 32.30% 96% 98% 2% 1% 

Mar-18 201,789 2,173 893,246 8,019 22.59% 27.10% 95% 97% 2% 1% 

Feb-18 196,614 2,210 823,476 7,246 23.88% 30.50% 96% 97% 2% 1% 

Jan-18 204,295 1,917 898,542 7,424 22.70% 25.80% 95% 97% 2% 0% 

Dec-17 177,504 1,970 827,543 7,330 21.40% 26.90% 95% 97% 2% 1% 

Nov-17 215,472 2,418 857,976 8,156 25.10% 29.60% 96% 97% 2% 1% 

Oct-17 226,762 2,345 912,514 8,345 24.90% 28.10% 96% 97% 2% 1% 

Sep-17 213,492 2,409 866,467 7,975 24.60% 30.20% 96% 96% 2% 0% 

Aug-17 225,997 2,436 876,973 8,042 25.80% 30.30% 96% 97% 2% 1% 

Jul-17 227,610 2,644 890,608 8,165 25.60% 32.40% 96% 97% 2% 1% 

Jun-17 231,063 2,137 908,723 8,326 25.40% 25.70% 96% 96% 1% 1% 

May-17 228,858 2,848 896,356 8,253 25.50% 34.50% 96% 97% 1% 0% 

Apr-17 205,417 2,574 812,896 7,508 25.30% 34.30% 96% 97% 1% 1% 

Mar-17 240,539 2,667 946,249 8,766 25.40% 30.40% 96% 96% 2% 1% 

Feb-17 201,513 2,263 827,936 7,395 24.30% 30.60% 96% 97% 2% 1% 
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National Quality Priorities 

Ensuring that people have a positive experience of care. 

National Staff Survey results 

2017 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

 Increasing access to feedback opportunities for people from seldom heard groups to ensure the views received are more representative of the hospital community 

 Using feedback to inform service improvement and practice changes 

 Developing continuous feedback systems by working with local community groups. 

 

National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

VTE Risk Assessment 

Percentage of patients receiving 

a VTE Risk Assessment 

PHT National Average Highest Lowest 

Quarter 3 2018-19 95.48% 95.7% 100% 54.9% 

Quarter 2 2018-19 94.28% 95.5% 100% 68.7% 

Quarter 1 2018-19 95.50% 95.6% 100% 75.8% 

Quarter 4 2017-18 94.59% 95.2% 100% 67.0% 

Quarter 3 2017-18 94% 95% 100% 76% 

Quarter 2 2017-18 95% 95% 100% 72% 

Quarter 1 2017-18 96% 95% 100% 51% 

Quarter 4 2016-17 95% 95% 100% 63% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action to improve this percentage, and so the quality of its services, by:   

 reviewing and updating the electronic system used for accessing the risk assessment to improve  visibility and therefore compliance 

 working to identify a new Consultant lead for Thrombosis to help support the embedding of processes and actions to improve compliance further 

 reviewing and updating its VTE policy in line with NICE guideline NG89. 
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National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

Rate per 100,000 bed days of 

c.Difficile infection 

April 2015 – March 2016 April 2016 – March 2017 April 2017 – March 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Rate per 100,000 bed days of 

c.Difficile infection amongst patients 

aged 2 or over 

8.4 14.9 67.2 0 9.2 13.2 82.7 0 13.3 14 91 0 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken the following actions to improve this rate, and so the quality of its services, by:   

1. 2018-2019 has been  one of the most successful years in terms of the Trust’s c.Difficile performance – the Trust has the lowest rate of c.Difficile infections in the Hampshire and Isle 

of Wight region (Public Health England (PHE) benchmarking data) 

2. The decrease in the number of cases is due to two main factors:- 

I. Increased focus on cleaning and decontamination 

II. Increased focus on antimicrobial stewardship 

3. The rate of C.difficile attributed to the Trust in the coming year is going to increase significantly due to a substantial change in the case attribution algorithm, which means that every 

patient diagnosed with c.Difficile who has attended the Trust in the preceding 4 weeks is automatically attributed to the Trust’s trajectory of cases.   

- Further reduction in the rate of c.Difficile infections can be attained through the early and appropriate sampling of patients, even in the outpatient setting.    

 

National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

Patient Safety Incidents (per 1,000 bed days) 

(Acute non-specialist) 

October 2016 – March 2017 April 2017 – September 2017 Oct 2017 – March 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Number of patient safety incidents 7108 5122 14506 1301 768

2 

5226 15228 1133 751

9 

5449 19897 1311 

Rate of patient safety incidents 39.2 41.1 69 23.1 42.6 42.8 111.7 23.5 41.4 42.6 124 24.2 

Number of patient safety incidents that resulted 

in severe harm or death 
44 19 92 1 50 18 121 0 60 19 99 0 

% of patient safety incidents that resulted in 

severe harm or death 
0.24% 0.15% 0.53% 0.01% 

0.28

% 
0.15% 0.64% 0.00% 

0.33

% 
0.15% 0.55% 0.00% 
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National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

Patient Safety Incidents (per 1,000 bed days) 

(Acute non-specialist) 

October 2016 – March 2017 April 2017 – September 2017 Oct 2017 – March 2018 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action to sustain and improve on this number, and so the quality of its services, by:   

 Working with staff to improve understanding of the importance of identification and reporting of patient safety concerns 

 Continuing to review and refine the incident reporting form within the Datix system to encourage use and provide a more usable source of data 

 Undertaking a full review and redesign of the Trust incident review process, including serious incident panels and investigations, to improve consistency of approach and reduce 

unnecessary investigations 

 Continuing to develop and strengthen investigation and shared learning processes to simplify refine and extract relevant lessons 

 Improving the timeliness and robustness of overview of actions developed via investigations to ensure these are completed and effective 
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REVIEW OF QUALITY PERFORMANCE  

 

This part of the Quality Account provides an overview of how the Trust has performed against quality initiatives in 2018/2019.  This information is 

presented under the three quality domains (safety, effectiveness and experience).   

 

The Trust monitors and tracks all aspects of quality through detailed reporting to the Trust Board and the Quality and Performance Committee in the 

Integrated Performance report and quarterly reports analysing performance. 

 

The identified quality priorities for 2019/2020 aim to address the above concerns, amongst other priorities, and to improve patient safety, experience and 

outcomes. 
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Introduction  
 
During the first year since its inception in 2017 the Senior Patient Safety 
Team (SPST) has focussed on a number of key priorities, including but not 
limited to, Serious Incidents Requiring Investigation (SIRIs) and Never 
Events, mortality and learning from deaths, sepsis and the deteriorating 
patient, and falls and pressure ulcers.  Following on from these the team 
has agreed updated priorities for the forthcoming year. 
 
 
These priorities are  

 

 Understanding safety, and developing a positive patient safety culture 

 Improving patient outcomes related to Unexpected Patient 

Deterioration (including Sepsis) 

 Ensuring timely access to emergency care, Trust-wide 

 

The team will continue to oversee and support improvement in the 

following areas: 

 Learning from deaths 

 Reducing patient harm from Pressure ulcers and inpatient falls 

 Reducing the number of healthcare associated infections 

 Reducing patient harm from medication safety events 
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The Trust has implemented a new process for the review and management of SIRIs within the organisation. This commenced in October 2018 with the 

establishment of a weekly incident review panel. Cases occurring in the previous seven days are triaged by the SPST and are then presented to the panel by 

a senior clinician involved in the patient’s care. Each case is discussed in order to confirm the severity of harm and the opportunity for learning. Decisions 

are made regarding the type of investigation required and any immediate actions that should be put in place to reduce the risk of recurrence. 

 

The Trust continues to face challenges in completing SIRI investigations within 60 days. This is due to a number of factors including a shortage of suitably 

trained and experienced incident investigators, in particular medical staff.  Actions to improve completion of investigations within the required timeframe 

are in place, including additional training sessions and work to streamline and simplify the SIRI process, removing unnecessary delays. 

 

The objective of providing feedback to patients and families within 30 days of sign off by the CCG of completed SIRI investigations has been achieved. In 

addition, the Trust has worked to improve the involvement of patients and families in the investigation process, offering them the opportunity to have their 

questions and concerns addressed as part of the investigation. Patients and families are offered the opportunity to meet to discuss the final report so that 

any additional questions can be answered in a timely way. 

 

There has been a reduction in the rate of SIRIs as a percentage of patient safety 

incidents, as demonstrated in the adjacent graph. The number of SIRIs per 1000 bed 

days has reduced.  

 

Additional training sessions in both Root Cause Analysis (RCA) and Structured 

Judgement Review have been held. The Trust now has over 70 staff trained in SJR. 

Whilst many of these staff are consultants, there continues to be a shortage of senior 

medical staff trained in RCA; work continues to improve this position. 
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The Trust has continued to develop and embed the principles and processes involved in ensuring effective learning from deaths. The Mortality Review Panel 

(MRP) now undertakes a case review of all inpatient deaths, including any in-hospital child deaths. The Mortality Review Group (MRG), chaired by the 

medical director, meets monthly to scrutinise all data and information relating to learning from deaths, and formally reports to the Board on key work-

streams and outcomes. 

 

The Trust HSMR is at its lowest level for over three years and is now as 

expected. HSMR for January to December 2018 was 101.9 with the lower 

confidence interval below 100- see adjacent graph. 

 

The number of cases reviewed using the SJR methodology has increased but 

remains below 2% of all deaths. The Trust has therefore identified an 

internal target of 5% of deaths to be reviewed using the SJR approach.  

 

 

 

Actions to increase the number of deaths subjected to SJR have been 

identified and include  

 Introduction of a process to provide MRP members with guidance on which cases should be referred for SJR or as potential Serious Incidents  

 Development of the Mortality Review Tool (MRT) to enable SJR requests to be sent directly to the SPST. This will ensure no requests are missed and also 

enable reporting on numbers requested, rather than numbers completed 

 Database of SJR trained staff to be created to ensure staff are completing reviews 
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The Trust has appointed a Specialist Nurse for Improving Patient Outcomes whose role incorporates the improvement of sepsis identification and 

management. The nurse was appointed last year and commenced in post in January 2019. The post holder is working collaboratively with the Deteriorating 

Patient Group to address the issues leading to delays in the identification and prompt treatment of sepsis. Processes to improve data collection and data 

quality have been put in place to enable improved understanding of the areas for improvement. 

 

The ‘Time to Act’ project has been rolled out across the Trust, designed to improve the timely identification and management of deteriorating patients. This 

programme is supported by the Deteriorating Patient Group and has started to demonstrate improvements in patient care and treatment. 

 
  

 
The Trust has reported a reduction of 14% in the number of injurious falls (severe or moderate harm) since 2017/18. Factors identified as contributing to 

the reduction include: continued development and roll out of the approaches used in the Falls Collaborative work commenced in 2017; the use of post- falls 

reviews to identify modifiable risk factors and learning; the use of simulation training to improve staff awareness, knowledge and response, and the 

introduction of a revised falls assessment and care plan. 

 

The Trust has reported a reduction of 15% in overall incidence of hospital acquired pressure damage in 2018/19 compared to 2017/18. Factors identified as 

contributing to the reduction include the introduction of the ‘Purpose T’ risk assessment tool in April 2018; continued targeted training sessions (both Trust 

wide and within specific clinical areas), the use of pressure ulcer reviews within the clinical area to identify learning with clinical teams at the time of the 

event; adoption of the national consensus guidance on removal of the terms ‘avoidable’ and ‘unavoidable’, and moving the focus of investigation to the 

learning. 

 

Both falls and pressure ulcers are now investigated using a new template which is designed to improve the speedy identification of areas of learning and 

root cause of incidents, to enable investigations to be completed in a more timely way with the emphasis on the learning and actions to reduce risk of 

recurrence.  
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Due to the changes in the structure of the organisation, namely the introduction of Divisions, it has been identified that the Clinical Effectiveness Steering 

Group (CESG) required review to ensure appropriate accountability, ownership and appropriate levels of assurance by the Divisions.  A complete review of 

the Group has been undertaken and new Terms of Reference have been developed. 
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There is a national requirement to assess all patients over the age of 75 who are admitted through the unscheduled care pathway, with a target of 90% per 

month. 

 

A steady increase in compliance with dementia screening has been seen since June 2018. The Trust has reported compliance with the national dementia 

screening target since November 2018. 

 

Actions taken to achieve compliance: 

 Appointment of Senior Lead Nurse (SLN) - Dementia and End of Life Care to 

drive forward compliance 

 Dedicated support from the Chief Nurse and Divisional Management Teams 

 Daily review of all outstanding dementia assessments; report sent daily to the 

Senior Lead Nurse – Dementia and End of Life Care for review  

 List of patients sent to individual Care Group teams   

 Monitoring and support of every patient to ensure that no breaches of the 

dementia assessment standard completed daily by the SLN, in discussion with 

ward level medical staff 

 Focus on outstanding assessments on Fridays and Mondays to cover weekend 

admissions  

 Improved and sustained focus on AMU and SAU to ensure that the dementia 

assessment is completed as part of the patient’s admission  
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The Trust has seen a reduction in performance from a Level B to C.  This is an indication of the difficulties around flow and managing unscheduled care 

demand, in addition to the ongoing workforce shortages.   

 

Despite the challenges currently faced, the service remains committed to improving its SSNAP performance, as it reflects progress in standards of care and 

outcomes for patients. 

 
Summary of actions to be taken: 

 Improve CT scan <1hr performance to SSNAP Level A standard 

 Improve direct admission to a specialist stroke ward <4hrs performance to SSNAP Level B standard 

 Improve swallow screen <4hrs performance to SSNAP Level A standard 

 Improve Speech and Language Therapy (SLT) Assessment <72hrs to SSNAP Level C standard 

 

 

 

The National Lung Cancer Audit (NLCA) on the quality of lung cancer care for patients diagnosed between 1st January and 31st December 2016 was 

published in January 2018.  The audit highlighted a few areas requiring improvement in terms of surgical and chemotherapy treated cases, and identified 

the Trust as an outlier for three areas. A detailed action plan was submitted to the National Lung Cancer Audit. 

 

Local monitoring of improvements in NLCA Data Results for Patients Diagnosed in the first half of 2017 revealed: 

 Performance Status (PS) recording has improved from 75.1% to 80.2% (audit standard 90%) 

 The number of patients seen by a lung Clinical Nurse Specialist has improved from 54.1% to 65.5% (audit standard is 90%) 

 A slight improvement in patients receiving anti-cancer treatment from 55.5% to 56.9%; area requires further improvement (audit standard is 60%) 

 Non-small cell lung cancer treatment with chemotherapy improved from 55.9% to 60% (audit standard is 65%) 

 Small cell lung cancer treatment has improved from 65% to 76.6% (audit standard is 70%) 

 Surgical resection rates have improved from 10.5% to 14.1% audit standard is 17%) 

 Curative treatment rates have improved from 61.3% to 75% (audit standard is 80%) 

 Survival rates have improved from 32.7% to 42.1% (audit standard is 42 %) 
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The Trust has seen a reduction in the number of patients whose operations were cancelled on the day due to non-clinical reasons. 

 

This is thought to be due to a number of factors including: 

 Introduction of a text messaging service, supporting reduction of 

patients who fail to attend for their procedure  

 introduction of a  weekly meeting with the Surgery colleagues, 

resulting in a reduction of operations cancelled because they are no 

longer necessary. 

 bed availability has been consistent and controlled in quarter 3 

 

There has, however, been an increase in quarter three in the number of  

cancellations due to patients being unfit for surgery.   Pre-Op Assessment 

pathways are currently being reviewed to address contributory issues 

including medicines management and patient information. 

 

 

 

 

Work continues to reduce these numbers by all specialities through the Theatre Utilisation Group (TUG) meeting weekly to monitor the number of 

operations cancelled on the day, late starts and early finishes, as well as in session utilisation. This group is chaired by the Care Group Manager for Critical 

Care, Theatres, Anaesthetics and Hospital Sterilisation and Disinfection Unit (HSDU) and reports to the Network Services and Surgery and Outpatients 

Divisions, as well as the Clinical Delivery Division. 
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Patients, families and carers who use Trust services have said that they 

need care that is safe and of high quality, resulting in a positive 

experience. A positive experience of care is an essential element of the 

services the Trust provides to the local community, and the Trust is 

committed to continual improvement of patient experience from the first 

contact to the last, which may be a successful recovery from ill health or a 

peaceful and dignified death. 

 

The Trust actively encourages people who use its services to comment on 

their experience and receives over 6000 pieces of feedback a month 

which helps identify what is done well, and what could be done 

differently or better. The Trust is proud to have a vibrant community of 

volunteers who support the Trust in its endeavours to meet the 

expectations of patients and their families. The Trtust is now moving 

towards the full integration of the patient voice in everything from 

service development and design, to quality monitoring and learning and 

development for staff from all groups. Over the next year, the Trust will 

integrate patients and community representatives into the developing 

Quality Improvement Strategy, ensuring that the Trust focuses on what 

matters to patients rather than what Trust staff, as health professionals, 

believe is important. 
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Key Developments 2018 – 2019 

 The Trust has introduced more accessible ways for people who use 

Trust services to provide feedback about their experience. These 

include easy-read surveys and questionnaires for people with 

additional communication needs, text messaging for the Friends and 

Family Test, and face to face visits to community groups to receive 

direct feedback. 

 The Trust’s Patient, Family and Carer Collaborative won the Pride of 

Portsmouth Inclusivity Award in December 2018, in recognition of its 

contribution to ensuring that the voice of people from all walks of life 

are heard and acted on.  

 A working party comprising patient and community representatives, a 

speech and language therapist with a specialist interest in accessible 

information, and a physiotherapist working with people after a stroke 

have co-designed a survey based on “What matters to me”. The 

survey has been piloted and will be published in the spring 2019 in a 

variety of fully accessible formats. 

 By improving access to feedback opportunities, the Trust has 

increased the number of patients who provide feedback about Trust 

services from about 3500 to over 6000 per month. 

 
 

Key Developments 2018 - 2019 

The increase in feedback by the improvement in accessibility of feedback opportunities has enabled the Trust to identify what matters most to people who 

use Trust services.   The Trust has identified the issues that people say could be improved as: 

1. What matters to me” – improving the accessibility of feedback 

opportunities  

2. “Keep me informed, keep me involved” – improving communication  

3. “Home first” – improving timeliness and experience of discharge  

4. “Food and drink, menus and meals” – improving nutrition and 

hydration and the overall experience of meal times  

5. “Supporting those who support others” – improving the early 

identification of family carers and increasing their support  

6. “Shh – sleep helps heal” – reducing noise at night  

7. “Treat me well” – ensuring all patients are treated with respect and 

dignity.  

In November 2018,  working in partnership with patients, families, carers and members of the local community, the Trust started a programme of work to 

deliver the improvements patients said the Trust needs to make. Each piece of work has a way of measuring success designed by and with patients, 

ensuring that the Trust measures what is important, rather than what is easy.   
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Key Developments 2018 - 2019 

 Ensure service developments and improvements are based on what 

really matters most to patients, by enabling the meaningful 

participation of patients, families, carers and members of the local 

community in service design, quality monitoring and evaluation.  

 The Trust’s Patient, Family and Carer Collaborative acted as advisers 

to the Trust for the development of the Trust Strategy – Working 

Together. Published in July 2018, the group said “we hear our 

conversations with the Executive Team in this paper”. They are now 

supporting the development of the Trust’s Information Technology, 

Cancer and Quality Improvement Strategies.  

 The programme of care quality reviews (the way in which the Trust 

reviews progress on Trust wide quality improvements) now routinely 

includes patient and community partners in the on-site visits. The 

programme has been so successful that it has attracted more 

volunteers than can be accommodated on each occasion, and there is 

now a rotation in place to ensure that all who wish to contribute are 

able. 

 The Trust’s approach to participation has been used as an example of 

best practice across Hampshire and Isle of Wight, and has been 

shared via a national webinar.  

 

 

 

 

 
Key Developments 2018 - 2019 

 Patient experience improvement priorities have measures agreed 

with patients, families and carers which represent what they feel is 

most important. 

 The IT Strategy has started to be co-designed with patients and 

members of the local community, with the starting point being  ‘How 

can the voice of the patient be put at the centre of this strategy? 

What really matters to patients?’  

 Significant improvements are needed in service development and 

quality improvement overall, and this work has commenced.  
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Staff feedback 
National Staff Survey

The NHS National Staff Survey (NSS) is recognised as an important way of 

ensuring that the views of staff working in the NHS inform local 

improvements and are input to local and national assessments of quality, 

safety, and delivery of the NHS Constitution. The results of the 2018 NSS 

conducted in the Trust between September and December 2018 can be 

found below.   

 

A full census survey took place between September and December 2018, 

meaning that all staff employed as at the 1st September 2018 had the 

opportunity to take part.  4,076 (57%) completed and returned their 

survey, which is 2% lower than 2017, but 23% higher than the average 

England acute trust response rate.  There is a total of 89 acute trusts 

within the benchmark group. 

 

Table one below summarises the survey results by ten themes against the 

acute trust benchmark.  Of the ten themes, three are better than 

average:  

 immediate managers 

 safe environment – violence 

 safety culture 

Four are average:  

 equality, diversity and inclusion 

 health and well-being 

 morale 

 safe environment – bullying and harassment  

and three are worse than average: 

 quality of appraisals 

 quality of care  

 staff engagement 

 

 

 

  

The overall staff engagement* theme is made up of responses to nine 

questions within three sections: motivation, ability to contribute to 

achievements, and recommendation of the Trust as a place to work and 

receive care and treatment.  Table two presents the results for this theme 

since 2014 and shows a decline in the year on year score, which for 2018 

is just below the acute trust average. 

* The staff engagement score is based on a 0-10pt scale.  
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The full findings report of the 2018 NSS was presented to the Workforce 

and Organisational Development Committee of the Board in March and, 

the Trust Board in April 2019. An improvement plan will be agreed with 

the Committee to address those areas most in need of improvement.  

The plan be aligned to other key work streams, such as the three year 

culture and leadership programme.  This is an evidence-based staff-led 

change programme, focussed on developing compassionate leadership 

for cultures of safe, high quality, sustainable care.  The framework is 

supported by NHS Improvement and has been piloted in a number of 

acute trusts.   

 

Quarterly Staff Friends and Family Survey 

Since April 2014, the Staff Friends and Family Test (FFT) has been carried 

out in all NHS trusts.  The Staff FFT is helping to promote a significant  

cultural shift across the NHS, ensuring that staff have both the 

opportunity and confidence to speak up, and that the views of staff are 

increasingly heard and are acted upon. 

 

Research has shown a clear relationship between staff engagement and 

individual and organisational outcome measures; relevant indicators 

include staff absenteeism and turnover, patient satisfaction and 

mortality, and safety measures, including infection rates. The more 

engaged staff members are, the better the outcomes for patients and the 

organisation generally. It is therefore important that the Trust 

strengthens the staff voice, as well as the patient voice. 

 

On a quarterly basis, staff are asked to respond to the Staff FFT.  The 

following graph presents the response by question, which shows a 

downward trend since 2016/2017. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Workforce 
Equality Delivery System and Workforce Race Equality 

Standard (WRES) 

This standard is part of national reporting to measure the experience of 

Black, Asian, Minority Ethnic (BAME) staff at Portsmouth.  437 BAME staff 

completed and returned a NSS which is 12% of the total response and is 

representative of the total BAME employed workforce.  The WRES is 

made up of nine indicators, four of which are taken from the NSS results.  

It is pleasing to see improvements in NSS reporting for the WRES in all 

four indicators (see graph):  

 

 

 

 

 

 

 

 

 

 

 

 

This 
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encouraging movement suggests that the focussed work during 2018 on 

improving the experience of the Trust’s BAME staff has had a positive 

impact.    

 

Workforce Disability Equality Standard (WDES)  

The Trust is beginning to gather data for the Workforce Equality Disability 

Standard (WDES) which will become a national requirement in August 

2019.  There is no comparison to previous years available, and at this 

point in time there is no national benchmark.  719 staff who said they 

have a disability completed the NSS; this is 22% of all responses and 

shows disparity with the 5% of staff reporting a disability on the 

Electronic Staff Record.  

 

 

 

 

 

 

 

 

 

 

 

The overall staff engagement score for disabled staff was 6.6 compare to 

7.00 for non-disabled staff.  To support the implementation of the WDES 

a Disabled Staff network is being established to help gain further insight 

and understanding of the experiences of disabled staff, and further shape 

improvement priorities. 

 

 
 
 
 
 

Doctors and Dentists in training 
As part of the Doctors and Dentists in Training Terms and Conditions of 

Service introduced in 2016, Trusts are required to annually report on the 

number of rota gaps and for the plan for improvement to reduce these 

gaps. 

 

Background 

The Trust has 451 training posts and 102 Trust appointed posts for 

service. This is a total of 553 junior doctor posts.  The Trust treats training 

doctors and Trust-appointed doctors the same in terms of working hours 

and rotas.  

 

The training posts are appointed regionally via the Health Education 

Wessex Deanery and allocated to the Trust based on the trainee’s 

requirements for training and personal requests.  Trust-appointed posts 

are advertised and appointed directly by the Trust. If the Health 

Education Wessex Deanery does not provide a trainee for one of their 

allocated posts, the Trust will directly appoint to these posts. 

 

For the purposes of this report doctors in training and Trust-appointed 

posts for service will be described as Junior Doctors. 

 

Junior Doctors are allocated to a rota when they join the Trust. Junior 

Doctors will work different rotas during their time in Portsmouth – 

depending on their training requirements and contract. 

 

There are 67 established rotas covering the trust, plus ad hoc rotas to 

meet short term needs of a junior doctor or department.  Training 

doctors and Trust doctors work the same rotas. 

 

Gaps 

If a vacant post is not filled, it will become a gap. This can also be called a 

vacancy.  There are also occasions when gaps occur due to long term 

sickness, maternity leave, or reduced working for health reasons.  
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There can be partial gaps where the whole post is not vacant, for example 

if there is a junior on less than full time hours, or is unable to work for 

example nights due to health reasons. 

 

How gaps are managed 

There are three approaches to managing rota gaps: 

 

1. Change the rota template 

Some rota templates are written to match the number of junior 

doctors that are available to work that rota. This will reduce the gap, 

but could impact on the service provided by the department.  It also 

could mean that Consultants are acting down to cover work which 

should be undertaken by Junior Doctors. 

 

2. Fill the gap with locums 

The department may fill the gap with a locum.  The gaps could be 

filled on a shift by shift basis by junior doctors already employed in 

the Trust, or via external agencies.  Potentially a long term external 

locum could fill the whole gap i.e. all the shifts this gap has 

generated. This option does mean full service provision can be given, 

but can cause uncertainty in the quality of patient care or the lack of 

contractual responsibility the doctor has to the Trust. This is also a 

highly expensive route with significant risk if the doctor is unknown to 

the Trust. 

 

3. Leave gaps on rota 

This can occur if locum requests have not been filled.  This approach 

means that departments do not have a constant changing of junior 

doctors from shift to shift with the uncertainty of quality of the junior 

doctor, however does put pressure on the remaining staff to provide 

a high quality service. This can also generate a risk to patient safety if 

there are not enough Junior Doctors to maintain ward cover. 

 

Number of gaps in the past year 

During the period in 

question, 1st April 18 to 31st 

March 2019, there has 

been an average vacancy 

rate for junior doctor posts 

of 12% (65 WTE).  The 

highest vacancy rate was 

14% (79 WTE) and occurred 

in July 2018. 

 

The lowest vacancy rate was 10% (57 WTE) and this was in November 

2018. 

 

The vacancy rate has mostly remained stable, however naturally rises in 

the summer when Trust Doctors leave posts early to have a break before 

starting training posts in August. September to November tend to have 

the lowest vacancy rates as international doctors who have been 

appointed obtain their right to work permits and start at the Trust. 

 

Training doctor numbers change at every rotation so February, March, 

April, August, September, October and December all have the potential 

for the gaps to fluctuate.  

 

How the Trust reduces gaps 

 Rostering  

In line with NHS England’s recommendations, the Trust will be 

moving to an electronic rostering system for Junior Doctors. The aim 

of this initiative is to allow greater oversight into staffing levels and 

reduce the number of shift gaps by utilising Junior Doctors more 

effectively across the Trust. 
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 Clinical Fellowship     

The Clinical Fellowship was introduced in 2015 as a combined 

recruitment programme with University Hospital Southampton NHS 

Foundation Trust (UHS) and designed as another route for doctors to 

enter training either as international doctors trying to train in the 

NHS, or UK trainees who need additional time to make a formal 

specialty decision. This was considered a priority in areas that were 

routinely facing challenging staffing numbers due to increasing 

Deanery vacancies. The aim of the programme is to reduce locum 

doctor expenditure and increase medical workforce quality and 

stability by attracting and retaining Trust Doctors with supportive and 

high quality training and education.  

 

 Innovative Medical Fellowship 

The Trust is introducing an Innovative Medical Fellowship in August 

2019 to appoint Trust doctors into a variety of medical specialties 

with enhanced opportunities for flexibility or non-clinical time. This 

Fellowship has been designed to allow doctors to work 4 days within 

their chosen specialty and 1 day a week in a fellowship post eg 

simulation, research, public health, palliative medicine, intensive 

care, quality improvement. The aim of this programme is to retain 

high quality doctors who require a break in the traditional training 

route or wish to add to their CV with additional skills and experiences.  

 

 Flexibility  

Many junior doctors wish to work less than full time, have career 

breaks or work outside the traditional training pathway. Divisions are 

now working with these junior doctors to enable them to work at the 

Trust at the same time as maintaining a work life balance.  The Trust 

is looking to accommodate those junior doctors who may not get 

employment else where due to their working day requirements for 

personal, career development or health reasons. This route is also 

suitable for encouraging doctors to work towards Specialty Doctor 

posts if they decide that they do not wish to become a Consultant in 

the future. 

 Guardian of Safe Working 

As part of the Doctors and Dentists in Training Terms and Conditions 

of Service, each Trust is required to have a Guardian of Safe Working 

to oversee the hours of work undertaken by Junior Doctors.  The 

Guardian produces a quarterly report for the Trust Board.  This report 

includes data on exception reporting, work schedule reviews, rota 

shifts vacant, locum booking and any other issues relating to junior 

doctors’ working hours or training experience in the Trust. 

 

 Chief Registrar 

Alongside the Future Hospital Programme, the Royal College of 

Physicians introduced a scheme for Chief Registrars to bridge the gap 

between junior doctors and management, and to enhance the 

working lives of all junior doctors. This role was piloted in 2016 and 

from August 2017, the Trust has had a least one senior Deanery 

trainee in post. They spend 50% of their time clinically and 50% of 

their time on the project to enable them to remain connected to the 

medical community and provide a stable link between junior doctors, 

Consultants, SAS doctors and management. So far, the Chief 

Registrars have improved communication in between the various 

groups and introduced a colour coded lanyard scheme to make it 

easier to identify the different grades of doctors at a glance. 

 

 Junior Doctor Forum 

Both the Guardian and the Chief Registrar support a monthly Junior 

Doctor Forum where junior doctors can raise any issues they may 

have in relation to hours and their rotas.  This has already resulted in 

rota changes to improve the overall working lives of junior doctors. 

 

 International Recruitment 

The Trust has recently sent representatives to the Academy of Royal 

Colleges Medical Training Initiative (MTI) Hosts day to investigate the 
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different opportunities available for recruiting junior and senior 

training doctors from overseas. These doctors are usually sponsored 

by a Royal College for their training in the UK and are in the UK for a 

maximum of 2 years. Currently the Trust has  International Training 

Fellows in Critical Care, Renal Medicine, Cardiology, 

Gastroenterology, Respiratory, Obstetrics and Gynaecology, General 

Medicine and Emergency Medicine. 

 

 

 

 

 

Learning and Development  
The Trust is committed to developing new and existing staff to ensure 

they have the necessary skills, knowledge and experience to deliver the 

Trust strategy, Working Together.    

 

As part of a national programme, 16 members of staff commenced their 

training to become Nursing Associates a further 12 commenced this two 

year programme in March.  This role will support the nursing workforce 

delivering direct care to patients.   

 

The Trust continues to recruit apprentices into the organisation and as a 

route to develop its own staff.  Many new apprentices join the Trust 

straight from local schools and colleges and their role in the Trust is their 

first full time employment.  The Trust is currently supporting 169 

members of staff undertaking apprenticeships.  Trust staff work closely 

with apprenticeship providers to deliver key clinical components of the 

training ensuring that the specialist knowledge required is embedded into 

the programme.  

 

The Trust continues to recruit international nurses and the Learning and 

Development Department provides the requisite education to enable 

these nurses to gain their UK registration and join the nursing workforce.  

In 2018-19 110 international nurses passed the required examinations 

and are now on the NMC Register. 

 

The Library has retained its national accreditation and is rated in the top 

seven NHS Libraries in the country.  In 2018-19, the eLearning Support 

Team assisted a total of 3551 members of staff, averaging 303 

ESR/eLearning queries per month. 168 training sessions and 205 evidence 

searches were also undertaken over the year.  

 

The Trust’s Simulation Team continues to develop programmes to 

enhance patient safety, including a variety of interventions delivered in 

wards and departments.  The Resuscitation Department took part in the 

national ‘Restart a Heart Day’ with local school children which was well 

received,  and is leading on patient safety initiatives such as Time to Act 

which supports timely intervention when a patient becomes unwell. 

 

The Trust works closely with local universities to provide health care 

students with practical placements, thus supporting the development of 

the future workforce. 
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Research and Innovation 

Research at the Trust has grown exponentially over recent years, with 

over eleven thousand participants recruited into trials in 2018/19, the 

highest number yet, demonstrating a significant step change in activity. 

Over 200 active studies are open to recruitment at any one time and the 

Trust maintains a nationally strong position, year on year. Currently, in 

the national league of large acute Trusts, the Trust is ranked number one 

for complexity weighted recruitment into clinical studies, and second in 

terms of actual patient numbers.  

 

Over 30 specialties are research active within the Trust and the number 

of staff involved in research continues to grow. The fixed Research 

workforce equates to over eighty whole time equivalents (WTE) while the 

number of consultants involved in research has increased every year; 

currently there are over 160 Principal Investigators listed as research 

study leads.  

                 

Research is a reoccurring theme within the Trust strategy, with a strong 

commitment from the Trust Board to embed research into everyday 

practice and grow partnerships with academic institutions. The local 

research community has an exemplary track-record and with the health 

challenges presented by the local population, there are many 

opportunities to grow both  non-commercial and commercial research 

activities for the benefit of patients. Importantly, a number of patients 

within the Trust have spoken about their life-changing treatment received 

as part of a clinical trial (e.g. patients in surgery, dermatology, oncology, 

respiratory and hepatology to name a few); in several cases, Portsmouth 

Hospitals NHS Trust was the first trust to offer them an innovative 

approach to manage their condition when all other treatment options 

had failed. 

 

In June 2018 the Trust established the Portsmouth Technologies Trials 

Unit (PTTU).  PTTU is a collaboration between the Trust and the University 

of Portsmouth, and provides the skilled staff and infrastructure to 

develop and deliver clinical research studies for the benefit of patients in 

the local region. Alongside developing  research studies, the department 

also continues to develop clinical academic training pathways for nurses, 

midwives and junior doctors who are trained in the design and conduct of 

high quality research. 

 

The department continues to be competitive at a national level and 

attract awards and grants from national funders. The academic impact of 

the department is also significant with over one hundred peer reviewed 

journal papers published by Trust staff this year. 
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Divisional highlights 2017/2018 
 

July 2018 saw the launch of our four new Divisions, replacing the eleven Clinical Service Centres.   

 

The four Divisions are each led by a team made up of a consultant, a nurse or allied health professional and a manager. Each leadership team is accountable 

for the quality, performance and financial sustainability of their division as well as being responsible for working together across the other divisions to 

ensure patients receive a seamless pathway of care. 

 

Each of our divisions has made a number of service improvements over the year; a sample of these is highlighted below: 

 

MEDICINE AND URGENT CARE DIVISION
Urgent Care: 

 £58m award from Department of Health for the transformation of 

unscheduled care 

 Butterfly suite – fundraising by one of the ED sisters to provide a 

quiet, purpose built area in the ED for relatives to spend time with 

their loved ones at their end of their life 

 Mental Health (MH) nurses – two MH nurses have been employed in 

ED to increase support for patients presenting with MH crisis 

 Improvement board in ED – encourages all members of staff to be 

involved in improvement and engaged in the associated 

processes.  All ideas so far considered have led to changes in practice 

in the ED 

 Clinical Educator shifts – Consultant delivered shop floor 1 to 1 

education for junior EM doctors (4 hours/day). 

 Opening of a designated Frailty Assessment Unit based in the 

Emergency Department 

 Appointment of a senior nurse to run Ambulatory Emergency Care 

AEC 

 Quality Improvement (QI) project on the management of GP 

expected patients to AMU, with an associated poster and verbal 

presentation at a regional QI day 

 Development of an ambulatory scoring system, personalised to the 

Portsmouth population 

 Winners of the HSJ awards for Consultancy Partnership of the year for 

Urgent Care Performance and Culture Change 

 Shortlisted for the BMJ awards in the “Anaesthetic and perioperative 

team of the year” for work on the management of pain relief for 

patients with a fractured neck of femur.  
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SURGICAL AND OUTPATIENTS DIVISION
Surgery Care Group: 

 Shared Governance project: Shared Governance is about creating a 

culture on the wards/units where staff feel empowered, they have a 

voice and can make changes that affect patients and the staff.    
The project is currently running on E2, about to launch on Surgical 

High Care Unit and Surgical Assessment Unit and to start on E3 in the 

summer.  E2 Ward is running the programme very successfully; some 

of their projects include: 

 Changing the time of the meals on the ward to make it easier to 

manage transfers coming from the assessment unit and to ensure 

all patients are fed and not missed 

 Creating a communication board to link in with all the staff so 

that they all have a voice 

 Collecting patient feedback to identify patient-led change and 

improvement opportunities. Arranging an Easter fun day to boost 

staff morale and to raise funds.  

 Understanding Safety sessions for Multi-Disciplinary Team (MDT) 

staff, to allow them to provide feedback about their 

understanding of  safety and what they feel they need to know, 

how they want information shared with them etc. 

 Commenced using risk assessment form for patients identified as 

requiring support in the Recovery area 

 Surgery school: Surgery School, in conjunction with the Clinical 

Delivery Division, is a project funded by Macmillan for patients 

who are undergoing major abdominal surgery (bladder, bowel, 

uterus, and oesophagus). The Surgery School is successfully 

running each week and has demonstrated a median reduction in 

length of stay of two days compared with those patients who do 

not attend Surgery School having the same surgery. There are 

demonstrable high rates of patient satisfaction and active lifestyle 

modification following attendance. 

 

Musculo-Skeletal (MSK) 

 New Trauma Coordinator - Ensures prompt starts in theatre for the 

trauma lists, allocation of patients to lists / correct Surgeon allocated 

 Emergency Nurse Practitioners – a staff nurse has just commenced a 

three year training programme to support junior doctors in the 

delivery of fascia blocks 

 Hip Fractures – Trail of Nurse Practitioners holding the Registrar 

Bleep at weekends to expedite early discharge from ED with 

Consultant on call support  

 The development of a Junior Sister Role for succession planning and 

retention, to achieve increased clinical and managerial knowledge 

 New bowel care competency for spinal injuries 

 New Neurological Observation charts - presently on trial, reviewed by 

SPST 

 MSK team has also been nominated for a BMJ award for their work 

around optimising fascia iliaca block with patients with neck of femur 

fractures 

 Fracture Liaison: Recruitment of new part time fracture liaison 

specialist, Trust training complete within 3 months 

 Rheumatology: Patient Education continues, sessions videoed for 

patients and carers unable to attend.  New Programmes for support 

in early stage development include  ‘Put your best foot forwards’ - 

foot and ankle pain in arthritis, and ‘Keep your Chin up’ - mood and 

depression management 

 Personalised Care Plan - Polymyalgia Rheumatica- launched winter 

2018 

 Love your Bones Tour - completed summer 2019 
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 Tired of Being Tired - abstract presented at 2018 British Society of 

Rheumatology Conference 

 Paper light clinic now running in the rheumatology clinic 

 Teaching - Community and council CCG training Fibromyalgia. 

 Patient Advice and Information line continues - 94% of calls 

responded within 24 hours and 97% within 48 hours - even with 

growth in demand. 

 Matron Focus: Working with Partners/ Friends through pain. 

 PMR/GCAuk- Patient conference hosted at QAH Autumn 2019. 

Fracture Clinic: Wound care record now fully embedded within the 

Fracture and Orthopaedic service.   

 

Head and Neck: 

 The ward area has implemented ‘Registrar of the week’ to ensure 

continuity on the daily ward rounds 

 Human factors training delivered to administration staff to improve 

customer service 

 New wound care clinic implemented for head and neck patients with 

complex dressings post cancer treatment/surgery  

 Bi- annual wellbeing days held at the Mountbatten centre for patients 

“ Life after cancer “  

 Ear, nose and throat micro suction audit to ensure that patients are 

following the correct pathways to help reduce waiting times for those 

patients who are regular attenders 

 Dedicated nursing team for emergency ward attenders to improve 

patient pathways 

NETWORKED SERVICES DIVISION 
Women’s Services 

 The Hologic company has been working closely with the Trust for 

many years to support the ambulatory gynaecology service.  This 

service enables women to have procedures to investigate and treat 

abnormalities inside the uterus under a local anaesthetic in an 

outpatient setting, allowing them to return to their normal daily 

activities much quicker. 

 

 This service also helps  to support healthcare professional education 

by inviting Consultants, Nurses, Senior Registrars and Business 

Managers to view these procedures in an outpatient setting, so they 

can learn best practice and understand how they can also set up a 

successful service. 

  

Maternity:  

 Reconfiguration of band 7 leads following consultation with staff –

this created two public health midwifery roles. 

 Recruitment to Perinatal Mental Health role to develop  the  perinatal 

service 

 Birth Centres now have dedicated leads; ownership within areas of 

practice will ensure improvements/enhancements to practice 

 Promotion of services through dedicated social media pages – 

showcasing variety of services available to women 

 Successful open days in Portsmouth Maternity Centre which raised 

the profile of the centre and has seen an increase in out of hospital 

births 

 Waterbirth education sessions to support women and their partners 

in their labour choices 
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 Breast feeding drop in service to support woman with feeding 

concerns 

 Prevention of Cerebral Palsy in Preterm Labour programme – 

(PReCePT) using Magnesium Sulphate for the preterm baby – 

overachieving on compliance on 85% 

 Multiple Birth Clinics – providing continuity of care and expertise in 

multiples pregnancies – recognised as an outstanding achievement 

and exemplar service by TAMBA  (Twins and Multiple Birth 

Association) 

 Avoiding Term Admissions into Neonatal – developments on skin to 

skin, thermoregulation and feeding have contributed keeping our 

term babies out of Neonatal Intensive care 

 Preterm Clinics have contributed to lower levels of preterm births 

and dedicated pathways for previous preterm deliveries 

 Learning and improvements from incident and investigation process 

within Maternity:  

- Improved MDT discussion at the Incident Review Panel has led to 

an increase in independent investigations and findings. which has 

further led to improvements within team relationships in 

maternity services 

- Introduction of a process to ensure that families are updated 

weekly on the progress of external and independent 

investigations by the Risk and Governance Lead, thereby 

improving relationships and communications with families 

- Process change arising from learning from experience to ensure 

that investigation reports will be shared with families before a 

meeting takes place to allow the family to digest the report and 

prepare questions in advance of the meeting.  Evidence has 

shown that family meetings on the whole have a better outcome 

for all if this process is followed. 

 

Renal and transplantation  

 Inpatient services now running a seven days a week in University 

Hospitals Southampton (UHS), with improved care for those who 

require ongoing treatment in UHS. A pilot of dialysis on ICU was 

successful and is now progressing to the second phase of ward level 

dialysis. A five year plan for the delivery of a sustainable dialysis 

service in UHS is in development. 

 Two further substantive transplant surgeons appointed (both joint 

posts with general surgery and paediatric surgery respectively). This 

has been essential to support the growing number of renal 

transplants which has again reached more than 100 in the last year, 

ensuring a safe and sustainable service. 

 A new renal outpatients’ service has been set up at Badgers Farm GP 

practice in Winchester, meeting the demands of the service in that 

part of the region. This will bring the new patient waiting times in line 

with the Trust target. 

 The vascular access referral pathway has been remodelled to ensure 

accurate recording of waiting times and the 18 week pathway. This 

will allow more accurate audit of the service and help increase the 

fistula rate. 

 A new joint medical and renal consultant post has been created and 

appointed to substantially support the AMU medical model and the 

increasing demands on the renal service. 

 New renal matron has been appointed, to focus on dialysis within the 

Care Group, improving care and standards. 

 A dialysis quality review MDT has been commenced across three 

dialysis units and home dialysis, with a plan to role out to all satellite 

centres in 2019/20, with the aim of improving dialysis outcomes. 

 A governance newsletter is now being produced to share learning 

from Safety Learning Events (SLEs), mortality and morbidity reviews 

and the plans for managing departmental risks. 
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 Progress is being made with both North Hampshire Hospitals NHS 

Trust and Salisbury NHS Foundation Trust to develop an renal in-  

reach service provided by Wessex Kidney Centre (WKC) to support 

care closer to home, reduce the need for inpatient transfers and 

facilitate rapid discharge from the peripheral hospitals (in line with 

the model already in place in St Richard’s Hospital). 

 Advanced nurse practitioner now in substantive post delivering care 

and continuity for the inpatient renal service, supporting the shortfall 

of junior doctors. A second post will soon be advertised focusing on 

support for the renal and transplant surgical service. 

 ‘My Renal Care’ app has undergone further development and is now 

in extensive use within dialysis services, facilitating MDT working and 

patient care. Trials have also started looking at its use to support the 

acute transplant patients and reduce the frequency of follow up 

appointments required. 

 Tender process for Haemodialysis is on-going but now progressing 

well, with expected contract start dates early in 2020. The home 

haemo-dialysis service tender has also commenced. 

 The new renal IT system will go live in June 2019, super user training 

has taken place and feedback and amendments are currently taking 

place to ensure it works for the service. 

 The new home therapies hub based at Fareham community hospital 

is expected to be ready in summer 2019, which will enhance the care 

of home dialysis patients.  

 The transplant team has performed 100 transplants again this year, 

second biggest year on record, including 11 patients from Dorset. 

 WKC has joined the South East KQUIP programme (regional quality 

improvement programme), supported by the renal registry and will 

be working on the quality improvement project decided by the region 

this year. 

 

CLINICAL DELIVERY DIVISION 
 Temporary CT scanner introduced for winter to ensure that patient 

experience in scheduled and unscheduled care is maintained. 

 In the process of replacing four LINAC machines, meaning that 

radiotherapy treatments are more safe and stable for some of the  

most vulnerable patients. 

 Utilisation of alternative workforce by training Operating Department 

Practitioners who are Allied Health professionals to assist as 

orthopaedic Scrub nurses. 

 Point of Care testing for flu winter implemented in the ED, with input 

from the pathology services, meaning turnaround of testing 

completed in 30 minutes, allowing a much faster patient experience. 

 Removal of the condition on the Trust’s CQC registration following 

the clearing of the plain film reporting backlog and introduction of 

robust processes to ensure that quality patient experience and high 

levels of patient safety are maintained  

 Celebrated the 1st National Allied Health Professionals’ Day across the 

Trust 

 Hospital Sterilisation and Disinfection Unit (HSDU), Pathology and 

Pharmacy all achieved compliance in British Standards Industry (BSI), 

Medicines and Healthcare products Regulatory Agency (MHRA) and 

United Kingdom Accreditation Service (UKAS) inspections 

 Successful recruitment of International Radiographers from Jamaica 

to boost recruitment gaps within the Imaging Department 

 Improved efficiency in HSDU due to the agreement of the business 

cases for new Endoscopes 
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Pharmacy: 

 Pharmacy Distribution at Hedge End serves huge areas of the South 

Coast for drug distribution and maintains excellent 99% accuracy in 

its pick rate, ensuring the correct drugs go out with the correct order. 

 Drug library developed for the new BBraun Volumetric pumps to 

provide additional safety in the administration of intravenous 

medicines on the wards.  

 Successful Medication Safety Day delivered for Trust staff highlighting 

high risk areas and providing education. 

 Pilot project with the CCG Nursing Home Pharmacy Team starting in 

May to improve medication review, facilitate discharge and prevent 

re-admission of patients. 

 Enhanced weekend pharmacy service with the addition of a 

pharmacist to provide a ward based service to improve the discharge 

process and improve medicines reconciliation.  

 Pharmacy assistant employed within the Renal Department to reduce 

wastage of medicines.   

 Set specification for medicine fridges introduced, with a managed 

service.  

Critical Care: 

 CQC rating of Outstanding across all categories for the Critical care 

Unit 

 Individualised care for patients prioritised including a marriage 

ceremony  and a pet visit 

 New staff welfare initiatives including relaxation room, ‘mindfulness’ 

sessions, pilates. Critical Care Relaxation Room up and running with 

sessions to help staff de-stress 

 ‘Green’ group looking at a number of issues including waste reduction 

and green supplies 

 Early rehabilitation for patients including early mobilisation, a 

booklet, the motomed (a bike used in bed) and staff to support 

rehab) 

 New Critical Care Intubating Scopes procured, ensuring a better 

intubation experience for the most unwell patients 

  

Theatres and Day Surgery Unit 

 Upgraded Da Vinci robot now in the Trust, within Theatres 

 CHAT representation on the  Culture Change programme  

 Safety Lead for the Department appointed and continued Freedom to 

Speak Up Advocate presence. 

 Implementation of Iron Infusion service through Day Surgery Ward 

 Ongoing Stock control and introduction of single item scanning for 

patients across the department from Department of Health initiative 

 Refurbishment of D Level theatres completed 

 36,032 patients operated on during 2018/19  

 MAKO robot introduced for Orthopaedic Surgery – the first NHS 

hospital in the country to offer this ground breaking surgery 

 Funding sought and successfully achieved to oversee  the build of two 

new theatres, increasing operating capacity for the future. 
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Day Surgery Unit 

You said We did 

Communication skills with patients was very poor The Sister of the department will do a reception check first thing in the morning and at 

3pm in the afternoon.  The co-ordinator in 3rd stage recovery will do regular checks 

throughout the evening.  Reception checks of documentation to be implemented. 

Communication in the ward was poor between staff and 

patients.  A lot of waiting around with no explanation. 

The co-ordinator in admissions, will meet at midday to discuss how they can support 

each other and discuss any concerns. 

It is totally disorganised with no communication with patients 

left sitting for 3 hours with no update. 

The Department is looking to implement a patient journey board in 3rd stage recovery to 

improve communication. 
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STATEMENT OF DIRECTORS’ RESPONSIBILITIES  IN RESPECT OF THE QUALITY ACCOUNT 

 
To follow……… 
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CCG COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST 

(PHT) QUALITY ACCOUNTS 2017/2018 
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HAMPSHIRE HEALTH AND ADULT SOCIAL CARE SELECT 

COMMITTEE COMMENTARY ON PORTSMOUTH HOSPITALS NHS 

TRUST (PHT) QUALITY ACCOUNTS 2018/2019 

 

 

PORTSMOUTH HEALTH OVERVIEW AND SCRUTINY PANEL 

COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) 

QUALITY ACCOUNTS 2018/2019 

 
Portsmouth HOSP do not comment on quality accounts.   
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HEALTH WATCH HAMPSHIRE COMMENTARY ON PORTSMOUTH HOSPITALS NHS TRUST (PHT) QUALITY ACCOUNTS 2018/2019 
 

"The Quality Accounts are overall a much more positive read than previous years. Healthwatch Portsmouth has been engaged with Portsmouth Hospitals 

NHS Trust working with them on a number of issues, including a Healthwatch Portsmouth Board member sitting on their Quality Recovery Group. We look 

forward to working with them, as they say they will do this year, by being involved in looking at the Quality Standards throughout the Trust. 

 

We are concerned though and will continue to monitor the items in this report that state where they are not achieved which include some of last years 

highlighted plans and will want to see clear plans of how this year’s priorities will be measured. For example, there seems to be some low figures within the 

Clinical Audits that the Trust are involved with and we will work with them to fully understand these figures.  In addition, we see that under Patient Safety 

the Trust is struggling to complete Serious Incident Investigations within the timeframe of 60 days and we will wish to better understand why this is due to 

its potential effect on patients and their families.  Healthwatch Portsmouth works with Portsmouth Hospitals NHS Trust annually to deliver a critique to the 

emergency care pathway and will continue to do so and use the process to understand other aspects of the care pathways using our Board members and 

volunteers. 

 

We do though commend the Trust with the positive outcomes from their patient experience and engagement and again would offer to work with them to 

support this process.  In particular we congratulate Portsmouth Hospitals NHS Trust on their progress on improving the patient experience process of 

gathering views, acting on what they can and reporting back to the community.” 

 

 

Siobhain McCurrach 

Healthwatch Portsmouth Manager 
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AUDITOR’S ASSURANCE REPORT 

 

 
To follow……… 
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APPENDIX A - NATIONAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 

 

NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 

2017/2018 

Audit Title Outcome/Actions to improve quality of healthcare 

Adult Community Acquired 

Pneumonia 

Data collection ongoing until March 2019.   

BAUS Cystectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier.  

BAUS Nephrectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier.  

BAUS Percutaneous 

Nephrolithotomy (PCNL) 

Individual consultant surgeon outcomes.  No surgeons identified as an outlier. 

BAUS Radical Prostatectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier. 

Cardiac Rhythm Management The National Audit of Cardiac Rhythm Management (CRM) collects procedure information on all patients with 

implanted devices or receiving interventional procedures for management of cardiac rhythm disorders.   

Awaiting publication of the national report; results due in June/July 2019.   

Case Mix Programme (CMP) – 

Intensive Care National Audit and 

Research Centre (ICNARC)  

Awaiting publication of the national report/results; results due in June/July 2019.   

Elective Surgery Patient Reported 

Outcome Measures (PROMS)  

Hip and Knee - There were 1,305 eligible hospital episodes with 765 pre-operative questionnaires returned; a 

participation rate of 58.6% (86.7% in England), an improvement on the previous reporting period of 57%. Of the 

760 post-operative questionnaires distributed, 543 have been returned, a response rate of 71.4%, compared 

with a national average of 70.1%.  The Trust is looking for further opportunities to improve patient participation 

rates.   

Falls and Fragility Fracture Audit 

Programme 

Fracture Liaison Service Database (FLS-DB) - The National Audit report published in December 2018 is currently 

being reviewed by the Trust; an action plan will be developed to address any areas highlighted for improvement. 

National Hip Fracture Database (NHFD) – The national report published in November 2018 compares local 

figures with benchmarking performance data within the South Central region and for all hospitals in the NHFD. 

The Trust saw a slight increase in hip fracture numbers to 752, compared with 749 in 2016.  The Trust is in the 

top ten of the highest performing trusts nationally, with the fifth highest number of patients submitted.   The 

Trust was one of only three trusts to achieve top or 2nd quartile in all 9 rated assessment domains. Further 

opportunities to improve are being reviewed with regard to delays in time to theatre and flow of patients from 

the Emergency Department to the Hip Fracture Unit.  

National Audit Inpatient Falls Audit (NAIF) - The NAIF is transitioning from its previous methodology of a 
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snapshot audit in 2015 and 2017 to a new methodology to enable continuous audit. The organisational audit has 

been on-going since 1st January 2019.  The first NAIF continuous audit summary report is expected to be 

published in spring 2020. 

Inflammatory Bowel Disease (IBD) 

Registry 

The programme is aimed at improving the care of patients and their understanding of the treatments they 

receive, to enable research, and to increase knowledge about IBD in the UK.  Data submission is quarterly as part 

of the standard Registry Data Submission schedule.  The last upload that will contain data for the 2019-20 

analysis is January 2020. 

Learning Disability Mortality Review 

Programme (LeDeR) 

The (LeDeR) programme was established to support local areas to review the deaths of people with learning 

disabilities, identify learning from those deaths, and take forward the learning into service improvement 

initiatives. From the published recommendations the Trust and Solent NHS Trust are to form better links with 

the Trust’s mortality review processes and learning from death reviews, with the local LeDeR mortality reviews 

undertaken with support from the local area contact.   

Major Trauma Audit - Trauma Audit 

and Research Network (TARN) 

The outcome of this audit has demonstrated the Trust has: 

 Above national average reported data quality 

 Excellent reporting – identifying more patients than expected for reporting 

 Improved the proportion of patients meeting NICE head injury guidelines from below to above national 

average 

 Above average performance against the target for patients being seen by consultant led trauma teams within 

30mins.  However, there remains room for improvement, partly due to documentation, partly due to 

passage of information to the consultant team. 

 Well above average performance against the target for ensuring that trauma teams of Specialty Trainees 

(ST3) and above being pre-alerted before the patient’s arrival 

 Performed above average for ST3 led trauma teams without pre-alert; however, there remains room for 

improvement.  This relies on early recognition by the triage staff and is work in progress. 

 Well above average scores for ensuring definitive airway management when required. 

There was good performance overall showing that the Trust is  similar to other trauma units across the country.  

The Trust needs to improve early identification of the elderly injured patient, which requires a reduction in time 

between arrival and CT scanning.   

Mandatory Surveillance of 

Bloodstream Infections and 

Clostridium Difficile Infection (CDI) 

This is a surveillance study where data is submitted nationally for each quarter. The data identifies counts of CDI 

by NHS acute trust and CCG, defined as counts and rates per 100,000 bed days and per 100,000 population.  This 

will identify a trend in the number of CDI in an acute trust or CCG over a series of financial years. 
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2018-2019 has been  one of the most successful years in terms of the Trust’s c.Difficile performance; with the 

Trust having the lowest rate of c.Difficile infections in the Hampshire and Isle of Wight region (PHE benchmarking 

data). 

Myocardial Ischaemia National Audit 

Programme (MINAP) 

This national audit examines and improves service delivery and outcomes for patients admitted to hospital with 

an acute coronary syndrome (unstable angina or heart attack).  The national report was published in November 

2018 and is currently being reviewed by the Trust. 

A business case was submitted to employ further coronary nurses to improve coverage outside of the Cardiology 

department. Twice yearly ambulance training days take place within the Trust led by the interventionist 

consultants to highlight the importance of bringing patients direct to the Cath Lab to  improve further ‘Door to 

Balloon’ times. 

National Asthma and Chronic 

Obstructive Pulmonary Disease 

(COPD) Audit Programme (NACOP) 

The National Asthma and COPD Audit Programme (NACAP) for England, Scotland and Wales aims to improve 

quality of care, services and clinical outcomes for patients (adults, children and young people) with asthma and 

chronic obstructive pulmonary disease (COPD). 

Asthma  – Commenced collecting adult continuous data from November 2018.  Collection of continuous children 

and young people’s data will commence from June 2019.  The planned publication date of the first national and 

hospital level clinical report is December 2019. 

COPD  – The first 6 months of the National COPD audit data collection (Feb-Sept 2017) highlighted the need for 

resource to deliver best practice care. The COPD specialist team started at the end of this audit period and now 

routinely delivers this care. The Trust ranked 11th nationally for delivery of COPD best practice in Q4 2017/18. A 

business case has been submitted to expand the COPD team to take on the role of an acute Non Invasive 

Ventilation (NIV) “flying squad” to improve the Trust’s time to NIV initiation. 

National Audit of Breast Cancer in 

Older People (NABCOP) 

The National Audit report published in June 2018 is currently being reviewed by the Trust; an action plan will be 

developed to address any areas highlighted for improvement. 

National Audit of Cardiac 

Rehabilitation 

This is a British Heart Foundation strategic project that aims to support cardiovascular prevention and 

rehabilitation services to achieve the best possible outcomes for patients with cardiovascular disease, 

irrespective of where they live.  The national audit report was published in November 2018.  The Trust achieved 

five out seven ‘Gold Standards’.  Only those achieving all seven  standards are accredited.   To meet the criteria 

the Trust requires more resources to run extra exercise classes, have a multi-disciplinary team (currently all 

nursing staff) in place and run a low impact class and a class providing Cardiac Rehab out of normal working 

hours which people who have returned to work are able to attend.  A business case has been submitted. 
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National Audit of Care at the End of 

Life (NACEL) 

The National Audit of Care at the End of Life (NACEL) focuses on the quality and outcomes of care experienced by 

those in their last admission in acute, community and mental health hospitals throughout England and Wales.  

Publication of the national report/results is awaited - due May 2019. 

National Audit of Dementia The National Audit report was published in August 2018.  This examined aspects of care received by people with 

dementia to look in more detail at an area where hospitals have seemed to be underperforming and to clarify 

inconsistencies in the data. The Trust is taking action to improve as delirium assessments are not routinely 

documented for patients on admission and there is no standardised tool. There is a Quality Improvement project 

in progress looking at this aspect of care, with the aim of devising a tool to use by the end of the summer. The 

outcomes of this project will inform future steps and actions.  The progress of this project will be reviewed by 

the Trust’s Dementia Steering Group.  All Dementia training now includes sessions on delirium.  The electronic 

discharge summary will require updating to reflect the requirement to include delirium. Discussions are in 

progress. 

National Audit of Percutaneous 

Coronary Interventions (PCI) 

This national audit aims to examine and improve service delivery and outcomes for patients undergoing 

coronary angioplasty. The national report was published in November 2018 and is currently being reviewed by 

the Trust. The individual consultant surgeon outcomes for this procedure have not been updated by the national 

team since 2016.  No surgeons were identified as outliers. 

National Audit of Seizures and 

Epilepsies in Children and Young 

People (Epilepsy12) 

Established in 2009, Epilepsy12 has the continued aim of helping epilepsy services, and those who commission 

health services, to measure and improve the quality of care provided for children and young people with 

seizures and epilepsies. 

The national report of the organisational audit was due to be published on 10th January 2019; however, it has yet 

to be released as is undergoing the sign-off process by NHS England and the Welsh Government. 

National Bariatric Surgery Register 

(NBSR) 

The National Bariatric Surgery Register is a comprehensive, prospective, nationwide analysis of outcomes from 

bariatric surgery in the United Kingdom and Ireland. It contains pooled national outcome data for bariatric and 

metabolic surgery in the United Kingdom, and individual consultant surgeon outcomes.  No surgeons were 

identified as outliers. 

National Bowel Cancer Audit 

(NABOCA) 

The National Audit report published in December 2018 is currently being reviewed by the Trust; an action plan 

will be developed to address any areas highlighted for improvement.  The individual consultant surgeon 

outcomes have not identified any surgeons as outliers.   

National Cardiac Arrest Audit 

(NCAA) – ICNARC 

The National Cardiac Arrest Audit (NCAA) is the national clinical audit of in-hospital cardiac arrests in the UK and 

Ireland.  The Trust is awaiting publication of the national report/results; anticipated June/July 2019. 
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National Clinical Audit for 

Rheumatoid and Early Inflammatory 

Arthritis (NEIAA) 

The aim is to improve the quality of care for people living with inflammatory arthritis by assessing the 

performance of rheumatology units against NICE Quality Standards. There is compelling evidence that early 

intensive treatment greatly improves the outcome of these disabling diseases, which predominantly affect 

people of working age. Awaiting publication of the national report/results, which are  due May 2019. 

National Comparative Audit of Blood 

Transfusion Programme 

The National Comparative Audit of Blood Transfusion programme comprises a series of audits of the safe and 

appropriate use of blood.  The Trust is awaiting publication of the national report/results for 2019. 

National Diabetes Audit - Adults The National Diabetes Audit (NDA) is a major national clinical audit, which measures the effectiveness of 

diabetes healthcare against NICE Clinical Guidelines and NICE Quality Standards in England and Wales, 

split into five distinct areas (the Trust does not participate in the Core Audit as this relates to Primary 

Care): 

Transition – A joint enterprise between the National Diabetes Audit (NDA) and the National Paediatric Diabetes 

Audit (NPDA) to measure if young people experience a smooth transition of care from paediatric diabetes 

services to adult diabetes services. Awaiting publication of the national report/results. 

Diabetes in Pregnancy – The National Pregnancy in Diabetes (NPID) Audit aims to support clinical teams to 

deliver better care and outcomes for women with diabetes who become pregnant. 

The Trust has demonstrated a high uptake of folic acid 5mg - 52.4% compared to 43.9% nationally for women 

with type 1 diabetes and 36.4% compared with 23.1% nationally for women with type 2 diabetes.  Early contact 

with antenatal diabetes team before 10 weeks pregnant is at 85.7% compared with 75.3% nationally (type 1) 

and 69.7% compared to 57.3% nationally (type 2).  Babies born large for gestational age 46.9% compared to 

23.2% nationally in type 2 diabetes. No real difference to national figures for babies born to mothers with type 1 

diabetes.  Preterm deliveries 57.1% compared to 41% nationally (type 1 diabetes) and 28.1% compared to 22.1% 

nationally (type 2 diabetes).  The Trust will continue to provide education within primary and secondary setting 

on the importance of pre-conceptual care, including early referral to pregnancy team, good glycaemic control 

and the use of folic acid 5mg pre-conceptually and in pregnancy.  Education will be provided for women with 

diabetes of child bearing age at diabetes appointments such as retinal screening, annual reviews, family planning 

and at structured education programs. 

Inpatient Audit - The National Diabetes Inpatient Audit (NaDIA) is a snapshot audit of diabetes inpatient care in 

England and Wales.   The 2018 NaDIA annual report and local service data will be published in May 2019.  

Foot Care - The National Diabetes Foot care Audit (NDFA) enables all diabetes foot care services to measure their 

performance against NICE clinical guidelines and peer units, and to monitor adverse outcomes for people with 

diabetes who develop diabetic foot disease.  The fourth annual report will be published in May 2019. 
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National Emergency Laparotomy 

Audit (NELA) 

NELA aims to enable the improvement of the quality of care for patients undergoing emergency laparotomy, 

through the provision of high quality comparative data from all providers of emergency laparotomy. 

Overall, especially given the high numbers of cases with which it deals, the Trust is proud of its mortality and 

length of stay data. Not highlighted with the report, but clinically relevant is the high number of cases that are 

both started laparoscopically and completed laparoscopically in the Trust. This data has been published and 

presented at several national meetings recently. 

The Trust will look at improving documentation of risk as well as discussions between surgery and radiology with 

respect to CT scans and between consultant surgeons, anaesthetists and intensivists. 

The Trust’s admission rate to Critical Care when required is appropriate, although this figure may have a 

detrimental effect with respect to the Best Practice Tariff.  Regular input from elderly care is something the Trust 

is keen to develop further.  

National Heart Failure Audit This national audit aims to examine and improve service delivery and outcomes for patients admitted to hospital 

with heart failure.  The national audit report was published in November 2018.  The vast majority of patients are 

seen within 14 hours by the admitting consultant. However, not all patients with acute heart failure are 

discussed with a member of the heart failure multidisciplinary team.  Access to the heart failure multidisciplinary 

team is improving but requires further heart failure specialist team expansion. Additional training is being 

arranged for the cardiology ward pharmacist to gain expertise in specialist prescribing for heart failure. There are 

ongoing discussions with commissioners/primary care providers to drive forward an improved integrated Heart 

Failure Service. 

National Joint Registry (NJR) The National Joint Registry (NJR) was set up by the Department of Health and Welsh Government in 2002 to 

collect information on all hip, knee, ankle, elbow and shoulder replacement operations, to monitor the 

performance of joint replacement implants and the effectiveness of different types of surgery, improving clinical 

standards and benefiting patients, clinicians and the orthopaedic sector as a whole. 

The National Audit report was published in September 2018.  The NJR was not set up to compare the 

performance of Trusts; however, it does provide feedback on performance of surgeons and implants. The Trust is 

one of 24 hospitals that are statistically better for hip replacement revision rates over the 15 years of the NJR’s 

existence (below the 99.8% control limit).  One individual consultant surgeon was identified as an outlier; this 

was due to the use of a poorly performing prosthesis and has been addressed.  All other surgeons’ results are 

satisfactory.  The arthroplasty surgeons are achieving good outcomes with satisfactory mortality and revision 

rates.     
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National Lung Cancer Audit (NLCA) The NLCA was developed in response to the finding in the late 1990s that outcomes for lung cancer patients in 

the UK lagged behind those in other westernised countries, and varied considerably between organisations 

within the UK. 

The audit highlighted a few areas requiring improvement in terms of surgical and chemotherapy treated cases 

and identified the Trust as an outlier in three areas.  A detailed improvement plan was implemented by the 

Trust.  This included improvements in the documentation of performance status assessed at the time of 

diagnosis.  Regular reviews of the data and missing data have found data entry errors. A review of the lung 

cancer pathway to reduce waiting times for procedures, diagnosis and treatment is underway.  A new GP cancer 

referral form is to be introduced.  A review of local data has demonstrated improvements in the Trust results.   

Awaiting publication of the national report/results due in July 2019.   

National Maternity and Perinatal 

Audit (NMPA) 

The audit aims to evaluate a range of care processes and outcomes in order to identify good practice and areas 

for improvement in the care of women and babies looked after by NHS maternity services. 

This is a continuous prospective audit; maternity services are not required to collect any additional clinical data 

specifically for the prospective audit, data already collected routinely as part of women’s and babies’ care is used 

for this.  A repeat organisational survey will be conducted by NMPA during winter 2018/19.  A publication date 

for the national report/results is unknown at the time of producing this report. 

National Neonatal Audit Programme 

(NNAP) (Neonatal Intensive and 

Special Care) 

The NNAP assesses whether babies admitted to neonatal units in England, Scotland and Wales receive 

consistent, high-quality care. Areas for quality improvement in relation to the delivery and outcomes of care are 

identified. 

The eleventh National Neonatal Audit Programme report covered the calendar year 2017. The Trust is 

performing at or around the national and network average for all defined standards and is one of the best 

performing units in the country in regards to temperature control. The Trust needs to maintain these excellent 

results and is constantly monitoring outcomes. Some areas have been identified where further improvements 

can be made and plans are in place for these, including improving retinopathy of prematurity (ROP) screening 

and entry of blood cultures. 

National Oesophago-Gastric Cancer 

(NAOGC) 

This audit works to improve the quality of hospital oesophago-gastric cancer care in England and Wales. 

The Trust is one of 35 specialist Upper GI Cancer Centres offering the full range of treatments for oesophageal 

and gastric caner, both early and advanced. The Trust participates fully in the National Oesophago-Gastric 

Cancer Audit, enabling the Trust to benchmark both nationally and against local units. The Trust compares well 

with other units in all measures, and could be considered progressive in the treatment of high grade dysplasia, 

neoadjuvant treatments, and implementation of minimal access surgery. The Trust has a culture of open 
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discussion and continuous improvement, which benefits the staff and patients.  

National Ophthalmology Audit The audit prospectively collects, collates and analyses a standardised, nationally agreed cataract surgery dataset 

from all centres providing NHS cataract surgery in England and Wales to update benchmark standards of care 

and provide a powerful quality improvement tool. 

The audit demonstrates the Trust has a lower complication rate for cataract surgery than the national average.  

Both posterior capsule rupture rate (the most common complication during cataract surgery and an accepted 

marker of surgical skill) and visual loss rate were lower than the overall national rate.  The Trust will continue to 

monitor its performance through this national audit. 

National Paediatrics Diabetes Audit 

(NPDA) 

The National Paediatric Diabetes Audit (NPDA) was established to compare the care and outcomes of all children 

and young people with diabetes receiving care from Paediatric Diabetes Units (PDUs) in England and Wales. 

The national audit report was published in July 2018.  The Trust median HbA1c (haemoglobin A1c blood test) is 

better than the national average.  The number of patients with good control (HbA1c <58) has improved 

significantly and is also better than the national average.  The number of patients with poor control has reduced 

significantly across all three measured levels. The numbers of those with an HbA1c >80mmol/mol are now better 

than the national average.  The audit has identified the Trust has significantly more patients with diabetes and 

coeliac disease (7.1% in comparison with the national average of 4%).  The number of incomplete care processes 

(seven parts to the annual review) has improved compared with 2013/14 results but this remains just below the 

national average in comparison with other trusts.  The Trust is performing comparably with the other units in the  

region.  There is room for further improvement and focus at clinic visits. 

National Prostate Cancer Audit This national clinical audit assesses the quality of services and care provided to men with prostate cancer in 

England and Wales. The National Prostate Cancer Audit collects clinical information about the treatment of all 

patients newly diagnosed with prostate cancer in England and Wales and information about their outcomes. 

The National Audit report published in February 2019 is currently being reviewed by the Trust; an action plan will 

be developed to address any areas highlighted for improvement. 

Non-Invasive Ventilation – Adults The aim of the audit programme is to drive improvements in the quality of care and services for patients with 

respiratory conditions across the UK. The Non-Invasive Ventilation Audit seeks to identify where improvements 

could be made in this area to align practice to Quality Standards and other guidance. 

The date for publication of the national report/results is unknown at the time of producing this report. 

Reducing the impact of serious 

infections (Antimicrobial Resistance 

The ‘reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) Antibiotic Consumption/ 

Antimicrobial Stewardship is a National CQUIN.  The CQUIN agreements made at the start of the year were 
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and Sepsis) Antibiotic Consumption/ 

Antimicrobial Stewardship 

replaced in agreement between the Trust and CCG to instead demonstrate close adherence to the Antimicrobial 

policy in lieu of this CQUIN, as performance against the unmodified CQUIN indicators were not anticipated to be 

as helpful in assessing antimicrobial stewardship at the Trust in 2018/19.  A Trust wide audit was accordingly 

carried out in Q4.  

 

The full Trust data is not yet available for analysing.  Initial data analysed so far comprises 197 patients on 

antibiotics across a number of wards. Of 289 antibiotic prescriptions, 12  (4.1%) were deemed inappropriate, 

which is an improvement on 4.3% inappropriate prescriptions identified in 2018 audit.  We anticipate the 

remaining data to be available in early May 2019. 

 

The Trust has achieved an 18.7% reduction in carbapenem prescribing in 2018/19 compared to 2016 baseline 

which is a huge achievement and in excess of the 1% reduction required by the CQUIN.  Carbapenems are the 

most broad spectrum antibiotic available and need to be preserved by prudent stewardship, and it should be 

particularly noted that PHT have shown frugal and appropriate use of this most critical antibiotic. 

Royal College of Emergency 

Medicine 
 

The Royal College of Emergency Medicine (RCEM) sets standards organisations are expected to meet to ensure a 

good quality service and that improvements are made where appropriate, and to benchmark against other 

organisations.  These audits are against the RCEM standards. 

Feverish Children -  Awaiting publication of the national report/results, due late May 2019. 

Vital Signs in Adults - Awaiting publication of the national report/results, due late May 2019. 

VTE risk in lower limb immobilisation - Awaiting publication of the national report/results, due late May 2019. 

 

The following reports were published during 2018/19, reporting on data submitted in January 2018: 

Fractured Neck of Femur - This report illustrates the pressures Emergency Departments (EDs) have been under 

nationally. Locally, the Trust is performing well at initial pain score assessments within 15 minutes; however, 

work is required to ensure all patients have their pain score recorded and then re-assessed. The data 

demonstrates that those with a recorded high pain score do receive analgesia quicker than those with a lower 

score. Unfortunately, the Trust’s time to x-ray and time to analgesia has increased since 2008. Ongoing quality 

improvement projects and audit around fascia iliaca blocks aim to improve analgesia in this group of patients - a 

collaborative project between the ED, Orthopaedics and Anaesthetics has led to the introduction of a fascia iliaca 

block trolley in the ED and a ag for use on the wards, to facilitate these blocks. The project has led to a significant 

increase in the number of blocks performed in this complex group of patients and consequently to improved 
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safety.  A quality improvement project looking at ensuring pain scores are re-assessed in these patients is 

required and is being considered. 

Pain in Children - This audit looked at pain management of children with limb fractures in ED. The results 

highlight that the Trust is good at initial assessment of pain in a timely manner, however, focus is required in 

documentation of pain re-assessment. The trend both locally and nationally is that analgesia is being given more 

slowly, presumably due to the increasing pressures in ED. The findings of this audit will be disseminated to the 

ED team. A quality improvement project has commenced, focussing on a ‘pain passport’ for paediatric patients. 

Procedural Sedation in Adults (care in emergency departments) – This audit report, published in May 2018 is 

currently being reviewed by the Trust. Initial review has demonstrated that the Trust performed above the 

median in seven out of eight standards when compared with other EDs.  Improvements are required with regard 

to providing a local invasive procedure checklist. An action plan will be developed to address any areas 

highlighted for improvement 

Sentinel Stroke National Audit 

Programme (SNNAP) 

SSNAP measures both the processes of care (clinical audit) provided to stroke patients, as well as the structure of 

stroke services (organisational audit) against evidence based standards. The aim of SSNAP is to provide timely 

information to clinicians, commissioners, patients, and the public on how well stroke care is being delivered so it 

can be used as a tool to improve the quality of care provided to patients.  

Stroke care remains a challenging specialty nationally, with evidence for interventions in the hyper acute phase 

well established.  Intra-arterial thrombectomy pathway development is gathering pace nationally and regionally.  

The national plan is to focus on thrombectomy, as well as rehabilitation and long-term care. 

The opportunities for improving outcomes and reducing morbidity and mortality are considerable; however, 

continued investment in the service will be necessary in order to realise the benefits for the whole health and 

social care community.  Recruitment across all disciplines remains an on-going challenge, particularly to nursing 

and medical teams, as is the retention of staff.  The development of specialist skills and knowledge is also proving 

difficult to maintain due to staff turnover. 

The service remains committed to maintaining and furthering this improvement in SSNAP performance, as it 

reflects the improvement in standards of care and outcomes for patients. 

Serious Hazards of Transfusion 

(SHOT): UK National Haemovigilance 

Scheme 

SHOT has been collecting and analysing anonymised information on adverse events and reactions in blood 

transfusion from all healthcare organisations that are involved in the transfusion of blood and blood 

components in the United Kingdom. Where risks and problems are identified, SHOT produces recommendations 

to improve patient safety.  Awaiting publication of the national report/results, due July 2019. 
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Seven Day Hospital Services The Seven Day Services project has moved from a national survey based assessment to a Board Assurance 

Framework. Full implementation is expected by June 2019.  The purpose of the standards is to deliver safer 

patient care, improve patient flow through the acute system, enhance patient experience of acute care and 

reduce variation in appropriate clinical supervision at weekends.  The results for all four priority clinical 

standards were initially satisfactory and encouraging, and following a sustained effort the Trust has witnessed a 

significant improvement in  performance which has led to full compliance for all four priority clinical standards in 

the spring 2018 survey. Benchmarking shows the Trust is above the national average for two of the priority 

clinical standards. They also confirm that compliance at weekends is very similar to that on weekdays.  Further 

improvements include recommendations to introduce electronic systems to monitor audit compliance and to 

appoint leads for the six non-priority clinical standards. 

Surgical Site Infection Surveillance 

Service 

This service allows hospitals to record incidents of infection after surgery, track patient results and review or 

change practice to avoid further infections.  The national report was published in December 2018 and is 

currently being reviewed by the Trust; an action plan will be developed to address any areas highlighted for 

improvement. 

UK Cystic Fibrosis Registry The UK Cystic Fibrosis Registry is a secure centralised database, sponsored and managed by the Cystic Fibrosis 

Trust. It records health data on consenting people with cystic fibrosis (CF) in England, Wales, Scotland and 

Northern Ireland.  Registry results are published each year in the annual report, and include data about 

individual cystic fibrosis centres, to help the centres benchmark themselves against their peers, and provide 

people with cystic fibrosis with information that applies to their specific care team. 

The Trust submits data for all patients as part of the Southampton Network, in line with national best practice 

recommendations. Awaiting publication of the national report/results, due August 2019. 

Mothers and Babies: Reducing Risk 

through Audits and Confidential 

Enquiries (MBRRACE) – Maternal, 

Infant and Perinatal Confidential 

Enquiry 

The aim of MBRRACE-UK is to provide robust information to support the delivery of safe, equitable, high quality, 

patient-centred maternal, newborn and infant health services.  The MBRRACE-UK programme of work comprises 

national surveillance of late fetal losses, stillbirths and infant deaths, confidential enquiries into perinatal 

mortality and serious infant morbidity, and the national confidential enquiry into maternal deaths.  

Maternal Mortality - The Trust is compliant with the majority of recommendations made within the report 

published in November 2018. An action plan has been developed to address recommendations where the Trust 

is partially compliant.  Improvements are required in the provision of epilepsy guidance and provision of 

thermometers in the community setting. 

Perinatal Mortality - The National Audit report was published in June 2018.  The Trust meets four of the six 

recommendations relevant to the Trust.  The service is actively reviewing its compliance against the national 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 

2017/2018 

Audit Title Outcome/Actions to improve quality of healthcare 

recommendations and this will be monitored through the Maternity Clinical Effectiveness, Quality and Safety 

committee and the Maternity Board.  The service is compliant with the majority of the recommendations and 

has planned actions in place. The service recognises that it needs to re-assess compliance and this will form part 

of the service audit plan for 2018/19 and potentially onwards.  

Child Health Clinical Outcome 

Review Programme – Long Term 

Ventilation 

The aim of this study is to identify remediable factors in the care of patients before their 25th Birthday who are 

receiving, or have received, long-term ventilation (LTV). This study is ongoing with a publication date due in 

November 2019. 

Child Health Clinical Outcome 

Review Programme – Young Persons 

Mental Health 

The aim of this study is to identify the remediable factors in the quality of care provided to young people treated 

for mental health disorders,  with specific reference to depression and anxiety, eating disorders, and self-harm.  

Awaiting publication of the national report/results; a due date is not currently available. 

Child Health Clinical Outcome 

Review Programme – Cancer in 

Children, Teens and Young Adults 

This NCEPOD report highlights the quality of care for patients aged 0-25 years who died or were admitted to 

critical care within 60 days of receiving systemic anti-cancer therapy. The report takes a critical look at areas 

where the care of patients might have been improved. Remediable factors have also been identified in the 

clinical and the organisational care of these patients.  Learning points picked up from the study will be fed back 

to staff to ensure the Trust is giving ongoing high standards of care to these patients and their families.  

Oncology Multidisciplinary Team (MDT) members will be encouraged to increase attendance at the paediatric 

Morbidity and Mortality meetings. In addition, performance status for children receiving chemotherapy will now 

be documented on the electronic prescribing system (ARIA), using a Lansky score. In line with national guidance, 

the Trust will perform ongoing monitoring of consultant review of oncology patients within 14 hours of 

admission.  This will be further reviewed within the next scheduled paediatric audit. 

National Confidential Enquiry into 

Patient Outcomes and  Death –  

Peri-operative Diabetes 

This NCEPOD report highlights the quality of diabetes care for patients aged 16 years or older who underwent a 

surgical procedure. The report reviews areas where the care of patients might have been improved. Remediable 

factors have also been identified in the clinical and the organisational care of these patients. The Trust is 

currently undertaking a gap analysis of the recommendations made in the report, published December 2018; an 

action plan will be developed to address any areas highlighted for improvement. 

National Confidential Enquiry into 

Patient Outcomes and  Death –  

Pulmonary Embolism 

The aim of this study is to identify and explore avoidable and remediable factors in the process of care for 

patients diagnosed with pulmonary embolism.  Awaiting publication of the national report/results, due date is 

summer 2019. 

National Confidential Enquiry into 

Patient Outcomes and  Death – 

Heart Failure 

This NCEPOD report highlights the process of care for patients aged 16 years or older who died in hospital 

following an admission with acute heart failure. The report reviews areas where the care of patients might have 

been improved. Remediable factors have also been identified in the clinical and the organisational care of these 
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NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 

2017/2018 

Audit Title Outcome/Actions to improve quality of healthcare 

patients. The Trust has reviewed the recommendations made in the report, published November 2018; an action 

plan has been developed to address areas highlighted for improvement.  The vast majority of patients are seen 

within 14 hours by the admitting consultant. However, not all patients with acute heart failure are discussed 

with a member of the heart failure multidisciplinary team.  Access to the heart failure multidisciplinary team is 

improving but requires further heart failure specialist team expansion. Additional training is being arranged for 

the cardiology ward pharmacist to gain expertise in specialist prescribing for heart failure. There are ongoing 

discussions with commissioners/primary care providers to drive forward an improved integrated Heart Failure 

Service. 

National Confidential Enquiry into 

Patient Outcomes and  Death – 

Bowel Obstruction 

The aim of this study is to identify remedial factors in the process of care of patients with both large and small 

intestinal obstruction. This study is ongoing.  This study is ongoing with a publication date due in winter 2019. 
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APPENDIX B – LOCAL CLINICAL AUDIT: ACTIONS TO IMPROVE QUALITY 

Examples of local audits and the actions Portsmouth Hospitals NHS Trust intends to take to improve the quality of healthcare provided: 

LOCAL CLINICAL AUDITS 

Audit Title Comments and actions to improve quality of healthcare 

Fascia iliaca blocks performed in 

patients sustaining Neck Of Femur 

(NOF) fractures 

This collaborative project between the Emergency Department, Orthopaedics and Anaesthetics has led to the 

introduction of a fascia iliaca block trolley in the Emergency Department and bag for use on the wards, to 

facilitate these blocks. The project has lead to a significant increase in the number of blocks performed in this 

complex group of patients leading, to increased safety. The team has been shortlisted at the British Medical 

Journal Awards in the category of ‘Best Anaesthetic and Perioperative Team of the Year’ for its work.  

The Safety & Efficacy of the Enhanced     

Recovery Pathway following DIEP flap 

breast surgery (re-audit) 

This re-audit was conducted by the Plastic Surgery Department to assess the outcomes of inpatients who  

underwent Deep Inferior Epigastric Perforator (DIEP) breast reconstruction at the Trust following the 

implementation of the Enhanced Recovery Protocol.  

The audit highlighted that since introduction of the Enhanced Recovery Protocol, there has been a reduction in 

length of post-operative stay from 4.4 to 3.6 days, a decrease in post-operative complication rates from 18% to 

16.3%, and the rate of total flap loss has also reduced from 1.3% to 0%. 

The improvements highlighted have obvious advantages to the patient, with a quicker return to home and safer 

recovery, as well as the positive implications for the Trust.  

 The team involved in conducting this audit were the winners of ‘Best Poster’ at the Mammary Fold Academic 

and Research Meeting. 

Review and documentation of 

radiology on critical care (re-audit) 

It is a national requirement that all radiography requests should be reviewed and documented, and  measured 

against the Ionising Radiation (Medical Exposure) Regulations (IRMER) standard. The original audit (July 2017) 

found a Chest X-ray (CXR) documentation rate of 69%, well below the 100% IRMER standard.  A clear way of 

documenting radiology on the computer system (with a template that ensures standard documentation) was 

proposed and implemented in one place on the Trust’s ITsystem.   

The re-audit identified the Trust was still not reaching the 100% target despite education and reminders. In part 

this could be due to doctors having rotated in this time leaving a gap in teaching the new rotation how to 

document this correctly.  This re-audit identified further improvements were required to re-educate the current 

doctors and all future rotational staff who would be expected to order and interpret radiological imaging.  A 

‘Watch out’ poster was designed to highlight the safety issues.   

A further re-audit is planned later in 2019 to determine if this has improved or if there is a further indication to 

change how imaging is documented. 

Renal Anaemia Audit This audit identified that fewer patients on erythropoietin (EPO) are exceeding their haemoglobin target.  

However, there was suboptimal monitoring of iron levels on dialysis units (often delayed) compared with unit 

guidelines; ferritin and transferrin saturations were often not requested together (as per NICE guidelines) leading 
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LOCAL CLINICAL AUDITS 

Audit Title Comments and actions to improve quality of healthcare 

to a delay in prescriptions of IV iron.  

This audit identified further improvements were required, including a need for better anaemia nurse staffing 

levels and education to improve the participation of dialysis units in iron monitoring.  Pro-active IV iron 

administration on dialysis units was required to improve haemoglobin (Hb) outcomes (in line with unit’s anaemia 

guidelines).  

Plans have been put in place for the haemodialysis units to take over the iron monitoring and generation of IV 

iron prescriptions based on a newly generated simplified iron protocol. This will release more time for the 

anaemia nurses and allow them to concentrate more on pre-dialysis patients. The audit has strengthened the 

business case for an additional anaemia nurse (currently in preparation), which will help further to improve 

patient outcomes. 

NICE: Standards for Bronchiolitis in 

children: immediate referral and 

management of bronchiolitis (NG 9) 

The audit was intended to review the standards for bronchiolitis (blockage of the small airway in the lungs due to 

a viral infection) management in children. The results demonstrated a number of areas of good practice: primary 

care, ambulance and ED colleagues are referring those who need immediate referral appropriately.  With a 

couple of exceptions, the in-hospital management of those with bronchiolitis is in keeping with the NICE 

guidance.  Those who did receive antibiotics generally received them as a result of concerns about sepsis, rather 

than for bronchiolitis.  This is appropriate and in all cases reviewed there was clear documentation of this clinical 

reasoning. Areas for further improvement were identified including poor information of oxygen saturations from 

GP referrals, and some treatment options outside  the guidelines.  

An action plan to improve adherence to the guidelines was put in place, including ensuring that nursing and 

medical teams are aware via a number of measures that antibiotics should be avoided. However, if sepsis is part 

of the differential they are appropriate.  Nasal suctioning should be performed in those with bronchiolitis who 

have apnoea.  Hypertonic saline, salbutamol and ipratropium nebulisers should not be used in the management 

of bronchiolitis.  Venous blood gases should not routinely be performed in children with bronchiolitis, rather they 

should be considered if there are concerns about severely worsening respiratory distress or impending 

respiratory failure.  

A further re-audit is planned in 2019.    
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report SEVEN DAY HOSPITAL SERVICES SELF ASSESSMENT –  

SPRING / SUMMER 2019-20 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

168.19 

Executive lead John Knighton – Medical Director  

Author Mark Roland – Interim Deputy Medical Director 

Date report 
written 

15th June 2019 

Action required Discussion  

Executive 
summary 

This is the first entry that has not required an accompanying short internal audit. 
NHSE have also made it clear than an accompanying data pack is not required on 
this occasion. 
 
There are more red domains on this submission than in our last return in 
February due to: 
 

 Deteriorating position re CMA (consultant medical assessment) 
completion. Lower proportion achieved as taken from BedView data feed 
rather than smaller audits done previously to inform the submissions. 
However we do know that this position has deteriorated over the past 
year from a large 2020 review. Work is currently underway to review the 
coordination of the medical take and its interaction with the Emergency 
Dept as a component of our Unscheduled Care Improvement plan.   

 

 Interventional radiology position described is more representative of the 
current status of the service as Dr Osborn sees it 

 

 We fail on standard 5 for the stroke service due to non availability of MRI 
across 7 days – we are working on a joint business case between 
radiology and the stroke service to help us understand what would be 
required to move towards 7 days access 

 
Positive outcome to flag: 
 

 encouraging feedback from Aileen Sced re reported OOH support for 
juniors (standard 10) 

 
Appendices 
attached 

There are no appendices to this report 
 

Recommendations The Trust Board is recommended to support submission of self assessment to 
NHSE as stands. 

Next steps No actions are recommended as a result of this report. 
 

Enclosure Number 

7 
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Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   

Links to Board 
Assurance 
Framework 

n/a 

Links to Corporate 
Risk Register 

n/a 

Compliance / 
Regulatory 
Implications 

This submission is part of our compliance and assurance process in relation to 
the delivery of 7 day services  

Quality Impact 
Assessment 

 
PATIENT EXPERIENCE: Minor Change – Negative – longer waits for first 
consultant review after admission on average  
 
PATIENT SAFETY: Minor Change – Negative - longer waits for first consultant 
review after admission on average; informal arrangements for OOH 
interventional radiology cover; lack of access to on site 7 day MRI for hyepracute 
stroke service   
 
CLINICAL OUTCOME: Minor Change – Negative – as for patient safety 
 
OPERATIONAL PERFORMANCE: Minor Change – Negative – longer wait for CMA; 
delays to stroke pathway due to MRI access 
 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Minor Change –  
Negative – longer waits for CMA may contribute to ED performance  and 
crowding; interventional radiollogy and 7 day MRI issues may imapct more 
wodely, particularly on UHS 
 
ACCESSIBILITY / WAITING TIMES: Minor Change – Negative – the MRIU position is 
not new and we’re representing the ongoing position in this report  
 
STAFF: Minor Change – Negative – impact on workforce for delayed CMA 
position, believed due to increased medical take size in particular.  
 

Equality Impact 
Assessment 

No equality implications 
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Portsmouth Hospitals NHS Trust:  7 Day Hospital Services Self-Assessment -  Spring/Summer 2019/20

Priority 7DS Clinical Standards

Template completion notes
Trusts should complete this template by filling in all the yellow boxes with either a free text assessment of their performance as advised or by choosing one of the options from the drop down menus. 

Weekday Weekend Overall Score

Weekday Weekend Overall Score

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site
Yes mix of on site and off site 

by formal arrangement

Trust Board

26.06.2019

Board/sub-committee that signed off this template as an accurate reflection of the Trust's position:

Date the template and supporting documentation went to Board/sub-committee:

NoWas this template accompanied by supporting documentation, if so what?

Ultrasound

Clinical standard

Clinical Standard 2: 
All emergency admissions must be seen 
and have a thorough clinical assessment 
by a suitable consultant as soon as 
possible but at the latest within 14 
hours from the time of admission to 
hospital.

Self-Assessment of Performance
Data realting the the medical take is monitored centrally on a daily basis as a product of the Acute Medical Unit electronic Take list on Bedview. Data for 
surgical and other takes around the hopspital is monitored as part of a specific audit cycle which has not been repeated since our last return on 7 day services. 
Data for Q14/18/19 showed that 72% of medical pts achieved CMA within 14 hours, a detriorating position compared to Q4 17/18 when the figure was 80% 
across 7 days. The AMU team attribute this to increased medical attendances and admissions during the more recent quarter. The Trust provides an 08.00hrs 
to 22.00hrs consultant general physician service 7 days per week with the addition of a job planned Physician of the Day role (14.00-22.00 7-days per week) 
since Sept 2017. A Frailty take also runs as part of the medical take from 08.00-20.00 7-days per week, the data for that take being included within the overall 
figures for the medical take. Work is currently underway to review the coordination of the medical take and its interaction with the Emergency Dept as a 
component of our Unscheduled Care Improvement plan.  

No, the standard is not 
met for over 90% of 

patients admitted in an 
emergency

Self-Assessment of Performance

No, the standard is not 
met for over 90% of 

patients admitted in an 
emergency

Standard Not Met

Clinical standard

MicrobiologyClinical Standard 5:
Hospital inpatients must have scheduled 
seven-day access to diagnostic services, 
typically ultrasound, computerised 
tomography (CT), magnetic resonance 
imaging (MRI), echocardiography, 
endoscopy, and microbiology. Consultant-
directed diagnostic tests and completed 
reporting will be available seven days a 
week:
• Within 1 hour for critical patients

Standard Met
Magnetic Resonance Imaging (MRI)

Computerised Tomography (CT)

Q: Are the following diagnostic tests and reporting always or usually available on site or off 
site by formal network arrangements for patients admitted as an emergency with critical and 
urgent clinical needs, in the appropriate timescales?

Provide a brief summary of performance against this standard, highlighting any areas for improvement 
in the case of non-compliance - We are fully compliant with this standard as all listed investigations are 
available on a daily basis. OOH echocardiography is often preformed by the cardiology registrar on-call 
in emergencies. Weekend MRI scans are only available for threatened spinal cord compression with 
other urgent MRI scans requiring referral to University Hosptial Southampton. 

Echocardiography
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Yes available on site Yes available on site

Weekday Weekend Overall Score

Yes available on site Yes available on site

No the intervention is only 
available on or off site via 
informal arrangement

No the intervention is only 
available on or off site via 
informal arrangement

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Yes available on site Yes available on site

Weekday Weekend Overall Score

Once daily: Yes the 
standard is met for 
over 90% of patients 
admitted in an 
emergency

Once Daily: No the 
standard is not met for 
over 90% of patients 
admitted in an 
emergency

7DS Clinical Standards for Continuous Improvement

• Within 1 hour for critical patients
• Within 12 hour for urgent patients
• Within 24 hour for non-urgent patients

Standard Not Met

Self-Assessment of Performance against Clinical Standards 1, 3, 4, 7, 9 and 10

g  q g y p p

Clinical standard Self-Assessment of Performance

Clinical Standard 6:
Hospital inpatients must have timely 24 
hour access, seven days a week, to key 
consultant-directed interventions that 
meet the relevant specialty guidelines, 
either on-site or through formally 
agreed networked arrangements with 
clear written protocols. 

Critical Care

Interventional Radiology

Interventional Endoscopy

Emergency Surgery

Emergency Renal Replacement Therapy

Urgent Radiotherapy

Stroke thrombolysis

Standard Not Met

Clinical Standard 8:
All patients with high dependency 
needs should be seen and reviewed by 
a consultant TWICE DAILY (including all 
acutely ill patients directly transferred 
and others who deteriorate). Once a 
clear pathway of care has been 
established, patients should be 
reviewed by a consultant  at least ONCE 
EVERY 24 HOURS, seven days a week, 
unless it has been determined that this 
would not affect the patient’s care 
pathway.

Provide a brief summary of performance against this standard, highlighting any areas for improvement in the case of non-compliance -  Following the first 
survey in the Spring of 2016, our performance against this standard has improved significantly with full compliance in the Autumn 2016 survey. When 
patients require twice daily review, this is being delivered and compliance is either near or at 100%. However, we have seen a slight deterioration in our 
weekend performance to below the 90% threshold for patients requiring once daily review which is mainly due to inadequate documentation of which 
patients do not require daily review. Delegation of reviews to junior doctors or other health care professionals has improved. In the last survey in the Spring 
2018, overall performance was 91%, ie compliant, but a further breakdown of the figures showed 98% on weekdays and 83% on weekends (89% and 77% on 
Saturdays and Sundays, respectively). Benchmarking shows that we are performing well against our peers and above the national average. Better 
documentation and handover between shifts have helped sustained our performance and job planning has also contributed to a great extent (surgeon or 
physician of the week in some specialties and dedicated time to ward rounds). Bed reconfiguration and cohorting of medical/care of the elderly outliers have 
helped conduct daily ward rounds in these specialties. 

Twice daily: Yes the 
standard is met for 

over 90% of patients 
admitted in an 

emergency

Twice daily: Yes the 
standard is met for 

over 90% of patients 
admitted in an 

emergency

Percutaneous Coronary Intervention

Upper GI endoscopy

Q: Do inpatients have 24-hour access to the following consultant directed interventions 7 days 
a week, either on site or via formal network arrangements?

Provide a brief summary of performance against this standard, highlighting any areas for improvement 
in the case of non-compliance - We are fully compliant with the 8 of the 9 interventions specified. We 
do not have a fully staffed interventional radiology team at present. We are actively recruting for gaps 
on our interventioanl radioolgoy rota and looking at alternatives including a non vascular 
interventionalist for things like nephrostomies and drains. We have approached UHS re establishing a 
formal arrangement to support the rota but this has not yet been resolved. Some proecdures do have 
to be done in UHS now as our vascular service moved there 2 years ago (in a hub abd spoke 
arrangement). There is a standard agreed protocol for the emergency transfer of vascular emergencies 
to UHS. 

Cardiac Pacing

Clinical standard Self-Assessment of Performance
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7DS and Urgent Network Clinical Services

Assessment of Urgent Network Clinical Services 7DS performance (OPTIONAL

Provide a brief summary of issues in cases where not all standards are met
Hyperacute stroke service - All acutely ill patients on the Hyperacute Stroke Unit are re
required.  All other patients on the Hyperacute Stroke Unit  or Acute Stroke Unit receiv
Consultant rotas are devised to support delivery of this standard with them allocated t
ED support and additional ward support. Tvice only has access to emrgency MRI 5 day  
service to try to progress to 7 day coverage in due course.

Provide a brief overall summary of performance against these standards, highlighting areas where progress has been made since 2015 -                                                                                                                                                                                   Clinical Standard 1 : patient experience is being mon
the annual NHS inpatient survey and the Friends and Family Test. These surveys don't look specifically at the seven day services picture althoughthere have been no clear indications though the work that patient experience was different between weekdays and weekends. Indeed the Trust ha
12 months enabling more patients to get home at the weekends rather than waiting till the following week.                                                                                                                                                                Clinical Standard 3 : An MDT approach is adopted through all stages of the inpatient pathwa
Emergency Dept and a wide range of braodly reourced MDTs throughout the wards to support discharge planning and optimal care. We have introduced a Board Round Scoring tool over the past 12-months which allows us to compare and monitor the depth and effectiveness of MDT workin
correlate to the SAFER domains.                                                                                                                                                                                                                                                      Clinical Standard 4 : Shift Handovers are much improved and take two forms: face to face meetings between shifts an
proforma and filed in the patient's medical notes. These have helped identify who needs to be seen again and by whom and the frequency of reviews. This has led to improvements in performance against clinical standard 8. Handovers take place between shift chnges for ward medical and n
Clinical Standard 7 : Mental Health. Our Mental Health Liaison Team is available 16/24 hours to the Emergency Department: 0800-2400, and 0900-1700 for inpatients. PHT is driving work within the PSEH ICP to increase the provision towards the Core 24 standard over this year, supported by 
Clinical Standard 9 : Transfer to community, primary and social care. The Trust adn its syestem partners meet all the requirements attributed to this metric including 7 day discharge support services. A colaborative approach including further investment in Domicilliary Care has seen reduction
LOS reduction across the whole adult pathway. A considerable amount of work has been done on discharge planning including EDD accuracy, Home First and recruitment of ward based discharge planning assistants. 
Clinical Standard 10 : Quality Improvement. Weekend mortality is consistently in line with, or even lower than, weekday hospital mortality. HSMR has reduced steadily over the last years and is now within expected control limitis.Our readmission data shows us to be well within expected rang
week with extended consultant working days job planned to support this. We run compliant rotas with close supervision through our guardian and Director of Medical Education. The DME reports as follows: I’ve met with a number of groups of trainees from different specialties – I ask all of t
concerns about this area currently from those that I’ve spoken to.  There are often different models of supervision OOH and at weekends, and these are usually driven by historical ways of working.  However, all trainees report easy access to senior support when patient care demands it.

Hyperacute Stroke
Paediatric Intensive 

Care
STEMI Heart Attack Major Trauma Centres

Emergency Vascular 
Services

Clinical 
Standard 2

Clinical 
Standard 5

Clinical 
Standard 6

Clinical 
Standard 8

Yes, the standard is met for over 
90% of patients admitted in an 

emergency

Yes, the standard is met for over 
90% of patients admitted in an 

emergency

Yes, the standard is met for over 
90% of patients admitted in an 

emergency

N/A - service not provided by 
this trust

Yes, the standard is met for 
over 90% of patients admitted 

in an emergency

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

No, the standard is not met for 
over 90% of patients admitted in 

an emergency

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

Yes, the standard is met for 
over 90% of patients admitted 

in an emergency

Yes, the standard is met for 
over 90% of patients admitted 

in an emergency

Yes, the standard is met for 
over 90% of patients admitted 

in an emergency

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust

N/A - service not provided by 
this trust
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Title of report RESEARCH AND INNOVATION – QUARTER 4 2018/19 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

169.19 

Executive lead John Knighton – Medical Director 

Author Prof. Anoop Chauhan – Director of Research & Innovation 

Dr Alice Mortlock – Research and Development Manager 

Date report 
written 

17th June 2019 

Action required Noting 

Executive 
summary 

 When compared to 42 Large Acute Trusts (that includes 14 University 

Hospitals with an allied Medical School) PHT finished second in terms of 

patient recruitment into research studies 2018/19 (Chart 1). 

 When adjusted for complexity weighted recruitment (Chart 2), PHT was 

ranked first when compared to other large acute Trusts. 

 Nationally, when compared to all Trusts, PHT ended the financial year ranked 

number 20 in terms of patient recruitment (Chart 3). This rose to 17 when 

adjusted for complexity weighted recruitment; the group includes Oxford, 

Cambridge, Southampton and Imperial. 

 Patient recruitment into clinical trials and research studies in 2018/19 was 

11,454 - well above the target set by the Wessex Clinical Research Network 

of 5,149. 

 The respiratory specialty is a national exemplar: in the last 4 years across 742 

Trusts in England, the majority of recruitment to respiratory trials nationally 

has come from PHT.  

 In the last quarter, 85% of all commercial studies have recruited to time and 

target, exceeding national benchmarks set at 80%.  

 PHT and the University of Portsmouth held their joint annual research 

conference in June 2019 attended by over 200 delegates from both 

organisations. 

 Collaborations with the University of Portsmouth continue to grow and we 

have recently secured investment from the European Regional Development 

Fund (ERDF) to support the SIGHT project. SIGHT is 3 year, £1.8m project 

aimed at improving the competitiveness of small and medium sized 

enterprises (SMEs). 

 The Research and Innovation Steering Group met for a second time in June 

2019. The group will oversee the implementation of the research strategy for 

PHT aligned closely with the University of Portsmouth.  

Enclosure Number 

8 
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 The R&I department is currently installing the Redcapp data management 

platform, providing an effective data management solution for the 

Portsmouth Technologies Trials Unit that is in line with MHRA regulatory 

requirements. 

 The externally funded smoking cessation research project opened at the 

beginning of June. This project was initiated following a request from the 

Trust in response to the smoke free initiative and will assess support 

strategies to help staff stop smoking. 

 PHT continues to deliver high impact research and offer more patients the 

opportunity to take part in studies. A patient story is included from the 

Ironman study. Ironman is a multicentre Trial funded by the British Heart 

Foundation and led by Dr Paul Kalra from PHT. 

 Researchers from PHT produce a high number of quality academic articles; a 

recent publication from Thorax is featured.  

 The Patient Research Ambassadors helped showcase PHT research at the 

cascades shopping centre recently to highlight International Clinical Trials 

day. 

 Research Nurse Jayne Longstaff was awarded ‘Outstanding Research 

Professional’ at the recent Wessex Clinical Research Network awards. 

Appendices 
attached 

There are no appendices to this report 
 

Recommendations Progress the collaboration with the University of Portsmouth.  

Develop more home grown research to support PHT recruitment and retain our 
national position. 

Next steps For information  

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     

Links to Board 
Assurance 
Framework 

Not applicable 

Links to Corporate 
Risk Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

All research contracting is supported by NHS South of England Procurement 
Services. 
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Research and Innovation Office 

research.office@porthosp.nhs.uk 

Tel: 023 9228 6236 
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SECTION 1: NATIONAL POSITION 

 

CHART 1: PHT POSITION IN ENGLAND BY 2018/2019 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n=42) 

 
Source: NIHR Open Data Platform  

 

 

CHART 2: PHT POSITION IN ENGLAND BY 2018/2019 COMPLEXITY WEIGHTED RECRUITMENT (LARGE 

ACUTE TRUSTS ONLY n=42) 
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CHART 3: PHT POSITION IN ENGLAND BY 2018/2019 RECRUITMENT (ALL TRUSTS) 

 
 

SECTION 2: LOCAL PERFORMANCE 
 
 
CHART 4: PHT PORTFOLIO MONTHLY AND CUMULATIVE RECRUITMENT SET AGAINST WESSEX CLINICAL 
RESEARCH NETWORK (CRN) TARGET 

Source: Edge data platform 

Chart 4 shows all PHT monthly and cumulative Porfolio recruitment for April 2018 to March 2019 against the recruitment goal set by the 

Clinical Research Network (CRN) Wessex. Porfolio recruitment includes all patients and staff recruited into high quality research studies as 

defined by the National Institute of Health Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not include recruitment into 

other studies i.e student studies etc (non-portfolio). 
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SECTION 3: RESEARCH IMPACT 
 

 

PATIENT IMPACT - PAUL MOODIE ‘TAKING PART IN RESEARCH TRIALS SAVED MY LIFE’ 

Paul’s Story 

Paul Moodie, 70, is originally from Australia, but moved to the UK back in 1972 after meeting his wife. They were 

married in 1974. Paul spent his entire professional career at sea working his way up from cadet to captain in the 

Merchant Navy.  Now retired, Paul lives in Warsash with his two dogs Flossie and Phoebe.  

In 1984, Paul was diagnosed with an enlarged heart. In fact it is around 30 per cent bigger than it should be. He said 

“People always said I had a big heart! The truth of the matter though was that I had a very short life expectancy. 

How I’ve managed to last this long is mystery!” 

Paul was approached by the research team during a normal routine appointment at Queen Alexandra (QA) Hospital 

in Portsmouth and asked if he would be interested in joining the IRONMAN Study. 

Paul signed up immediately and said: “I strongly believe in medical research and doing everything I can to help the 

health service. I started giving blood at age 14 in Australia and continued to do it whenever I could until I was 

diagnosed with an enlarged heart. Anything you can do in life to help you should do. Big or small, it will make a big 

difference somehow.”  

The Research Trials 

Paul has been part of IRONMAN Study, for a number of years. Patients with heart failure commonly have iron 

deficiency and this is thought to contribute to the symptoms they experience, including shortness of breath and 

fatigue. Some previous studies have suggested that by correcting iron deficiency with iron injections patients may 

feel better.  

However, more information is needed to find out whether treating iron deficiency in patients with heart failure can 

reduce the need to be admitted to hospital for worsening heart failure and improve life expectancy.  It is not 

currently routine practice to give iron injections when treating iron deficiency in heart failure patients.  

The IRONMAN study has been set up to investigate whether or not the use of iron injections when added to present 

standard treatments is better than the use of standard treatments alone.   

This is a British Heart Foundation funded study which has been prioritised by the National Institute of Healthcare 

Research (NIHR). There are currently 65 sites across the UK aiming to recruit a target of 1300 patients.  Around 750 

patients have been recruited across the UK so far with 68 recruited at Portsmouth alone.  

Paul is part of the control group and comes in every 6 months for regular check. The control group is very important 

for the study as they receive standard care for their heart problems, and are used a compare group against those 

receiving the iron injections.  
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Paul’s Feedback 

Paul’s story had an unusual turn of events when he came into the hospital for one of his routine appointments. The 

research team get to know their patients very well and it was noticed that Paul was not his usual self. Paul reported 

that he was feeling unwell. 

In order to find out what was wrong. The team measured Paul’s blood glucose levels. A normal reading on a blood 

glucose monitor is between four and six, but Paul’s reading just said ‘High’. After further test were completed it was 

revealed that his actual reading was 40! 

Paul said: “My blood sugar was dangerously high and they wanted to admit me there and then. However, I said I had 

to get back for my two dogs, as they could not be left on their own. I promised to come back as soon as they were 

sorted, and it was a good job I did as I was in hospital for five days in the end! 

“Being part of this research trial literally saved my life. Although I am part of the control group, the nurses keep a 

close eye on me and that’s a good thing as I had no idea how ill I actually was. The team are not only efficient and 

competent, but are always cheerful and my dogs can’t thank them enough.” 

If you are interested in taking part in a PHT clinical trial, you can get involved by asking your doctor about clinical 
research and whether it would be a good thing for you. You can find out more at 
http://portsmouthtechnologiestrialsunit.org.uk or you can contact research.office@porthosp.nhs.uk  

 

 

ACADEMIC IMPACT: EARLY PALLIATIVE CARE OFFERS NO EXTRA BENEFT FOR MESOTHELIOMA PATIENTS 

 

Early specialist palliative care treatment does not improve quality of life for patients diagnosed with an 

uncommon cancer called mesothelioma when compared to standard care alone, new research led by 

Portsmouth Hospitals NHS Trust has found. 

The research, published in this month’s edition of Thorax, explored whether early specialist palliative care, 

which involves managing the physical, emotional and spiritual aspects of care, soon after the diagnosis of 

malignant pleural mesothelioma (MPM) led to an improved quality of life and mood for patients and 

carers, compared to standard care alone. 

Co-author and Chief Investigator, Professor Anoop Chauhan a Respiratory Consultant at Portsmouth 

Hospitals NHS Trust, explained that the study was the largest randomised controlled trial to date to 

examine this question in patients with mesothelioma living in the UK and Western Australia. 

“Our findings may help health professionals, carers and family members to further understand the role of 

early specialist palliative care when treating mesothelioma and to recognise when it is required and when 

it is not,” Professor Chauhan said. 
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“Further research is needed to explore which patients and when in their disease trajectory, will most 

benefit from early specialist palliative care, but it should continue to play a key role in the treatment plan 

when patients’ pain, symptoms, and psychological care are no longer met by standard care alone.” 

Co-author Professor Fraser Brims, from the Curtin Medical School at Curtin University, said malignant 

pleural mesothelioma was an uncommon cancer of the chest cavity and the lungs caused by exposure to 

asbestos fibres and effects more than 2,500 people in the UK and 700 Australians each year. 

“The global burden of mesothelioma largely reflects the high use of asbestos throughout the last century, 

with Australia and the UK having the highest rates in the world. People diagnosed with mesothelioma 

experience significant symptoms, low quality of life and a low survival, and the treatment of mesothelioma 

remains a significant challenge,” Professor Brims said. 

“Previous research has shown that patients diagnosed with other types of cancer may benefit from early 

specialist palliative care, in conjunction with other relevant treatments, but our research aimed to examine 

if this was also the case for patients with mesothelioma. 

“We found that the current level of standard care in the UK and Australia is adequately meeting the needs 

of patients early after the diagnosis of mesothelioma and specialist palliative care was only required on a 

case-by-case basis.” 

The research, sponsored by Portsmouth Hospitals NHS Trust and funded by the British Lung Foundation 

and Australian Communities Grant, was co-authored by researchers the UK and Australia.  
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report SAFEGUARDING ANNUAL REPORT 2018/19 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019  

Agenda item 
number 

170.19  

Executive lead Liz Rix – Chief Nurse  

Author Sarah Thompson – Head of Safeguarding and Mental Health and Team  

Date report 
written 

May 2019 

Action required Approval 

Executive 
summary 

The Safeguarding report is a Statutory Requirement and provides the Trust 
Board, Quality and Performance Committee, CCG (including the Designated 
Nurses for Safeguarding) and Safeguarding Boards with assurance and 
understanding of the Safeguarding Activity for 2018/19. 
 
Overall, the profile of the Safeguarding Service has become better embedded 
within the trust and externally with partners. There has been greater and more 
consistent visibility at multi agency events, safeguarding board meetings and 
involvement in trust operational workstreams. This is evidenced by an increase in 
advice calls to the service, greater referral rates and better training compliance. 
In addition, the Safeguarding Boards and CCG have been provided with improved 
assurance due to their participation in the Safeguarding Committee and regular 
meetings with the safeguarding Team. 
 
There have been some persistent challenges namely, the difficulty in recruiting 
and retaining adult lead roles which is a national and local problem, the number 
of mandatory safeguarding training expectations for front line staff and the 
continued work to ensure consistency around the documentation related to 
MCA.  
 
There have been many challenges and achievements within the year and the top 
3 in each area are highlighted below. 
 
 
The 3 top achievements for the Safeguarding Service for 2018/19 were: 
 
The assurance gained by The Safeguarding Boards regarding the Improvement 
made in PHT Safeguarding Practice and therefore the discontinuation of the 
Safeguarding Improvement Board 
 
The improvement in the training compliance figures in all areas but especially in 
Prevent, Safeguarding Adult Level 2 and Safeguarding Children Level 3 
 
The Development and roll out of the Simulation training on MCA/DoLS which was 
endorsed by the CCG and Safeguarding Boards.  

Enclosure Number 

9 
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The 3 top outstanding issues that were not achieved from the 16 priorities set at 
the beginning of the year are: 
 
To Introduce Domestic Abuse training across the Trust. This has had some 
traction at Safeguarding Operational Lead level but is not embedded in frontline 
practice fully. 
 
Practice Influencers development programme (safeguarding operational leads). 
Due to the recruitment issues to the Safeguarding Adult Lead this is an area that 
has not been progressed. It means that the Safeguarding Operational Leads have 
not been provided with consistent leadership and supervision.  
 
Allegation Management Training programme for frontline staff. The Policy has 
been better embedded in practice and at each allegation meeting the Head of 
Safeguarding provides an explanation of policy and reason for the concern at the 
time. The Trust Board has been trained but Senior Managers/ Middle Managers 
have not been trained effectively 

Appendices 
attached 

Appendix A – Case studies demonstrating Learning  

Recommendations That the Committee  
• acknowledges the work for 2018/19 
• approves the proposed priorities for 2019/20 

 
 

Next steps The following actions will be taken after consideration of this report: 
a) Implementation of the agreed work plan based on priorities  
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

   
 

  

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   

Links to Board 
Assurance 
Framework 

BAF 3 
BAF11 
BAF6 
BAF8 

Links to Corporate 
Risk Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

As Per Section 1 in the report  
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Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major Change – Positive – psychological impact improved. 
 
PATIENT SAFETY: Major Change – Positive -  reduction in abuse to patients 
 
CLINICAL OUTCOME: Moderate Change – Positive / Negative 
 
OPERATIONAL PERFORMANCE: Major Change –Negative – Staff will require 
training in safeguarding as part of the ongoing focus in this area 
 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Major Change – Positive 
/ Negative (both) reputation risk intially but change in practice will demonstrate 
change ( mainly linked to restraint) 
 
ACCESSIBILITY / WAITING TIMES: No change 
 
STAFF: Major Change – Positive / Negative (both) staff will recognise poor pratice 
in others, being better equipped to undertand levels of abuse 

Equality Impact 
Assessment 

AGE: No change 
DISABILITY: No change 
GENDER REASSIGNMENT: No change 
MARRIAGE / CIVIL PARTNERSHIP: No change 
PREGNANCY AND MATERNITY: No change 
RACE: no change 
RELIGION / BELIEF: No change 
SEX: No change 
SEXUAL ORIENTATION: No change 
HUMAN RIGHTS: No change 
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Safeguarding Annual Report 2019/20 
 
1. Introduction 
 
1.1 Portsmouth Hospitals NHS Trust (PHT) within its corporate duty of care to patients has a 

responsibility to safeguard those who are vulnerable, based on legislation for both Children 
and Adults. 

 
1.2 It is a statutory requirement to present an Annual Report to the Quality and Performance 

Committee and Trust Board which demonstrates how the Trust has met its safeguarding 
responsibilities in line with Working Together to Safeguard Children (H.M. Government 
2018) as well as confirming compliance with The Children Act 2004. 

 

1.3 In addition, The Care Act 2014 sets out statutory responsibility for the integration of care 
and support between Health and the Local Authority in the field of safeguarding adults. 

 
1.4        This year there have been some landmark achievements which have resulted in major 

cultural change within safeguarding this year; The use of the CP-IS system has meant that 
PHT have used the system to protect children, which country wide means 172,000 
children have been protected due to its use. PHT contributed to the new Working Together 
Statutory Guidance which was launched in July 2018 which has resulted in new child 
protection and safeguarding partnership arrangements. Lastly the new Mental Capacity 
Amendment bill which is about to become legislation, will have a significant impact on 
safeguarding and mental health professionals alike.     

 
1.5 Safeguarding is a fundamental part of patient safety and is rightly embedded in the 

outcomes expected of the NHS, our regulators and our Trust policies and supporting 
documents. 

 
1.6 The Safeguarding Service touches every part of the Trust’s clinical service and currently 

represents 0.1% of the total Trust budget.  
 
1.7 NHS England has set out clear priorities for the coming year regarding safeguarding which 

are: 
 

 Trauma – informed care, an organisational structure and treatment framework that 
involves understanding recognising and responding to the effects of all types of 
trauma. 

 Think Family strategy, which promotes co-ordinated thinking and delivery of 
services to safeguard children, young people, adults and their families/carers as 
none of these exist or operate in isolation from each other. 

 Contextual Safeguarding which is an approach to child protection that recognises 
that children and young people are often vulnerable to abuse outside of the family 
environment such as CSE ,drug dealing and knife crime.  

 Domestic Abuse Bill – continue to promote awareness of DA and support eh and 
enhance the safety of victims and improve the support they receive. 

 MCA Amendment – embed the amendment reforms into the NHS Safeguarding 
agenda 
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 Armed Forces Health – formalise the arrangements for Armed Forces Health 
notably with MOD and single services boundaries. 

 Health and Justice – particular focus to children/ young people in secure settings, 
women offenders and those with LD 

 Sexual Assault and Abuse Services – hold regional workshops on the delivery and 
implementation plans for the SAAS. 

 
1.8        The above guide the priorities for PHT in the coming year, which are outlined in Section 15  
              with the top 6 above being most relevant to the trust.  
    
1.9 The external strategic drivers such as CQC, policy and legal changes, government 

leadership and the priorities of the aligned Safeguarding Boards will always shape the 
direction of travel and will provide focus for the coming year. However, in addition there 
have been internal changes which have had and will have an impact on the Service. 

 
 

 These include: 
 

 The Service re-structure to include MH and LD 
 Retirement of the Named Nurse and creation of new Deputy Head of Safeguarding 

position which incorporates the Named Nurse and Named Midwife statutory roles.  
 The increase in safeguarding referrals and DOLS Applications 
 The increase in the complexity of patients 
 The fragility of the team capacity by high turnover in the adult section of the team 
 The change in Line Management of a new Chief Nurse 
 The challenge of safety over operational demand 
 The scrutiny by the Safeguarding Improvement Board  
 CQC 29A Enforcement Notice  

 
 

1.10       The most notable work stream for the Service from last year was the intense scrutiny PHT 
were exposed to with 7 separate scrutiny activities (inc. CCG, External Reviews, Peer 
Review) combined to form the overarching workplan for 2017/18. The 61 
recommendations from this were formally monitored by the Safeguarding Improvement 
Board until November 2018. At this time, the Safeguarding Boards were satisfied with the 
progress made and the Improvement Board was closed down with the instruction that the 
continued workplan would be ‘business as usual’. Other achievements are outlined in 
Section 14. 

 
1.11     The embedding of MCA/DOLS in practice is still the most challenging area for this year, 

despite staff asking for more advice on the subject, an increase in DOLs applications and 
training compliance increasing. The documentation of MCA is still inconsistent across the 
trust.  

 
 
1.12 This report depicts the work and progress in safeguarding in PHT during 2018/19. 
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2. Multi-Agency Working 
 
2.1 PHT is aligned to 4 Adult and Child Safeguarding Boards within the operational area – 

(Hampshire and Portsmouth Adult and Child Boards) and works closely with Southampton 
and Isle Of Wight Boards .The Trust maintains relationships with all of these organisations 
in the interests of their responsibility to safeguard. The Head of Safeguarding represents 
the Trust at all safeguarding boards and delegates responsibility for attendance at 
subgroups of the boards to the Named Professionals. 

 

2.2 A representative from PHT’s Safeguarding Service attends the following strategic multi 
agency safeguarding meetings:  

 

 

 Hampshire Safeguarding Adult and Children Boards (HSAB / HSCB) 
 

 Portsmouth Safeguarding Adult and Children Boards (PSAB / PSCB) 
 

 Hampshire and Portsmouth Safeguarding Adult Review (SAR) & Serious Case Review 
(SCR) Sub Groups 

 
 Hampshire and Portsmouth Health Sub Groups 

 
 Portsmouth Child Death Overview Panel (CDOP) 

 
 Portsmouth Prevent Delivery Board 

 
 Hampshire Police Joint Agency Response [to unexpected child deaths] Meeting  

 
 

2.3 Multi agency safeguarding children meetings that relate to specific patients are routinely 
attended by the frontline practitioner(s) working with the patient and/or their parent/carer. 
The number of such meetings is in excess of 500 per annum, with the majority being 
attended by the Maternity and Paediatric Services.  

 

2.4       On occasion, the Safeguarding Service will support frontline practitioners to manage highly 
complex and/or challenging cases by accompanying them to specific case related single 
and multi-agency safeguarding meetings as part of the specialist support function. The 
below data demonstrates the activity of the Safeguarding Service in this regard. It shows 
that of the approximate 500 meetings frontline staff attend, the Safeguarding Service 
attends 20% of them. 

 

Fig. 1 
 

Meeting  
Type 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Totals / 
Annum 

Allegations 1 5 2 1  1 1 1 2 2 2 2 20 

Strategy 11 7 4 5 3 1 1 1 2 2 4 4 45 

Discharge 
Planning 

1 2 3 1   1     1 9 
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2.4        Adult Safeguarding activity can not be compared with the above due to the nature of the 
work. The Adult Team have close liaison with the ASC Lead LA on case by case basis. 

 
3. Safeguarding Governance/Accountability Arrangements 
 
3.1 The Chief Nurse is the accountable Executive Director for safeguarding of vulnerable 

groups including children and adults at risk. This enables PHT to fulfil its functions in 
partnership with others and secure effective operation of LSCB/SAB functions and 
ensuring that the organisation is effectively engaged. 

 
3.2 In addition, the Head of Safeguarding provides a safeguarding report as part of the 

integrated performance Report (IPR) to the Quality and Performance Committee, the 
Safeguarding Committee and the Trust Board, in order to provide safeguarding activity 
information to these groups, detailing progress against Serious Case Review (SCR) action 
plans, legislation and trust safeguarding activity.  

 
3.3 The Quality and Performance Committee, Trust Board and the Safeguarding Committee is 

just one vehicle to assess performance of the Safeguarding Service. 
 
3.4 Due to the nature of the safeguarding ‘business’ there are many other medians used to 

assess performance including outside monitoring bodies such as the Care Quality 
Commission, the clinical commissioning groups and scrutiny and challenge by the 
safeguarding boards. 

 

3.5 Main examples of external scrutiny this year were as described in section 1.9 
 
3.6       All Local Safeguarding Children Boards and Safeguarding Adult Boards (LSCBs and  
            SABs) require a yearly ‘Section 11’ audit or equivalent. This is an annual audit which  
            assures the Safeguarding Boards as to whether an organsiation has met its duty to  
            safeguard. The trust were written to and it was reported that ‘The audit team recognised  
            the open and reflective approach to the self-assessment including the resulting action  
            plan. Across a number of standards, there is good consistency between the self- 
            assessment ratings and the results of the staff survey’. The outstanding actions formed  
            part of the work plan for the year.    
 

Pre-Birth 
Planning 

1  1  2  2    2 1 9 

Initial CP 
Conference 

      1 1     2 

Professionals            1 1 2 

Review CP 
Conference 

  1          1 

Rapid Response 
(Child Death) 

 1 2 1 2 1   1 2   10 

Public Law 
Outline 

1            1 

Totals Per 
Month 

15 15 13 8 7 3 6 3 5 6 9 9 99 
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3.7 The Safeguarding Service has undertaken / supported a wide range of additional audits as 
set out below: 

Fig 2  
 

 
 
4. Specialist Safeguarding Advice 
 
4.1 Specialist safeguarding advice and support is provided to managers and frontline clinician 

by the Safeguarding Service on request. If an advice call is received into the department it 
is dealt with according to the urgency or nature of the call, often on the same day. The 
service has trained administrators who triage calls and who signpost staff to relevant 
guidance where appropriate. The administration staff have taken in excess of 2000 calls to 
the Service. 

 

 Audit Topic Audit Type Date(s) Audited 
PHT Paediatric ED Night Closure 

Impact 
Comprehensive January 2019 

PHT ED Referrals for Children of 
Adult Patients Attending with 
Concerning Behaviours 

Basic July 2018  

PHT Admission Location for 16 & 17 
year olds presenting with a 
mental health crisis 

Basic August 2018 

PHT Bruising Protocol Compliance 
ED 

Basic June 2018 

HSAB Hampshire Mental Capacity 
Toolkit  

Comprehensive – 
Self Assessment  

October 2018  

HSCB Child Sexual Abuse Comprehensive -  
JTAI Dry Run – 
Multi Agency 

December 2018  

NHS 
Improvement 

Learning Disability  Comprehensive November 2018 

PHT Child Protection Conference 
Report Authorship 

Basic October 2018 

PHT Maternity Compliance with 
Routine Screening for 
Domestic Violence and Abuse  

Comprehensive April 2018 

PHT Pre and Post Birth 
Safeguarding Planning 

Basic November 2018 

PHT Child Safeguarding (Maternity, 
Paediatrics and ED)  

Comprehensive – 
Mock CQC  

January / 
February 2019 

PSCB  Children Subject to Repeat 
Child Protection Planning 

Comprehensive – 
Multi Agency 

October / 
November 2018 

PHT  Record Keeping Standards – 
Safeguarding Service 

Basic November 2018 

PHT  Safeguarding and consent 
(Women & Children’s Care 
Group) 

Comprehensive - 
Mock CQC 

26/03/19 
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4.2 The Safeguarding Service attend all phase one Rapid Response child death meetings held 
in respect of children who have died here or with whom we have had significant recent 
involvement. The Safeguarding Service will attend phase two and three meetings when 
appropriate which is determined on a case by case basis. Any staff who attend Rapid 
Response child death meetings are supported by a Safeguarding Specialist or Named 
Professional who attends with them. Frontline staff will usually represent their own service 
and the Safeguarding Specialist / Named Professional contribute to the process from the 
Safeguarding and wider Trust perspective.  

4.3 The Safeguarding Service has permanent membership on the weekly Trust Incident 
Review Panel. The Service also contributes to Divisional and Care Group Incident Review 
Meetings / Panels, Allegations management, Incident reporting, Multi Agency Risk 
Assessment Conferences (MARAC), Child Death Overview Panels and Rapid Response 
meetings and other agendas as appropriate, offering a safeguarding slant to the cases.  

4.4 During 2018/19 the Safeguarding Service has developed new record keeping 
arrangements to ensure that safeguarding records relating to specific unborn babies, 
children and young people are held in a central place where they can be accessed by 
frontline practitioners working directly with them and their parents/carers. This has been 
successfully implemented for unborn babies and phase two has commenced in relation to 
children and young people.  

 

5. Training 
 
5.1 Safeguarding training is critical to protecting children, young people and adults from harm. 

Frontline staff must have the competencies and support to recognise signs of 
maltreatment and to take appropriate action. 

 
5.2 All staff employed by PHT have a duty to safeguard and promote the welfare of children, 

young people and adults and should know what to do if they have any concerns. The 
Training Strategy was updated and ratified this year so staff and managers can 
understand the level of trailing required for individual roles. 

 
5.3 Safeguarding training compliance is provided monthly as part of the Integrated 

Performance Report (IPR) to Quality and Performance Committee and forms part of the 
‘sit rep’meetings commenced, to monitor action against the Section 29A Enforcement 
Notice. It is also a standard agenda item at the Safeguarding Committee. 

 
5.4        A Training Compliance Report is sent weekly to Divisions with a bespoke footnote 

provided to staff when there is a particular area of focus e.g to a care group with a slow 
compliance or a pocket of staff who have not been trained or where we have concerns 
about practice due to an increase in incidents. Each Divisional Nurse Director and Clinical 
Director have been met with to discuss a training needs analysis in their area. 

 
5.5        The table below demonstrates the training compliance for year end covering all aspects of 

safeguarding training.  
 
Fig 3  
  

Metric Target Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 

MCA & DoLS Level 1 85% N/A N/A N/A 92% 95% 95% 95% 96% 96% 96% 97% 97% 
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MCA & DoLS Level 2 85% N/A N/A N/A 46% 49% 57% 60% 70% 76% 79% 82% 85% 

Preventing Radicalisation Level 1 85% 91% 91% 93% 93% 94% 94% 94% 95% 96% 95% 94% 95% 

Preventing Radicalisation Level 2/3 85% 23% 35% 52% 65% 73% 76% 76% 77% 80% 79% 79% 80% 

Safeguarding Adults Level 1 85% 98% 99% 99% 98% 98% 97% 97% 98% 98% 98% 98% 99% 

Safeguarding Adults Level 2 85% N/A N/A N/A N/A N/A N/A N/A N/A 19% 40% 53% 64% 

Safeguarding Children Level 1 85% 99% 98% 98% 98% 98% 98% 98% 98% 99% 98% 99% 99% 

Safeguarding Children Level 2 85% 92% 93% 94% 93% 93% 92% 92% 92% 92% 92% 92% 93% 

Safeguarding Children Level 3 85% 74% 81% 79% 84% 78% 78% 79% 75% 78% 78% 87% 88% 

Safeguarding Children Level 4 85% 100% 50% 50% 100% 100% 100% 100% 100% 100% 100% 100% 50% 

 
 
5.6       There are particular areas to highlight: 
 
MCA/DoLS is now at target in 8 months – This has been a targeted area with 5 medians 
introduced to achieve compliance – bespoke, online, face to face classroom, SIMS and external 
speakers. 
 
Prevent – This was recognised by the CCG and NHSE with the following comment sent to PHT by 
the CCG  
 
Just wanted to express my thanks and say well done. The improvement in the Prevent training stats is 
outstanding. PHT have moved from one of the lowest to one of the highest compliance for Prevent training. 
 
Well done to the whole team for their hard work. 
 

Safeguarding Children level 3 is now at target due to the blended approach to the refresher annual 
sessions having a greater range of subject matter. 
 
Safeguarding Adults level 2 This is the first year Safeguarding Adults level 2 has been introduced 
on e –learning and is already at 64% in 4 months. 
 
Safeguarding Children Level 4 This percentage pertains to 2 staff members one who was on long 
term sick and one new to the team  
 
 
5.7         The Impact from Training can be hard to evidence a change in practice but to help show  
              the impact of learning see the Case studies included in Appendix A   
 
 
5.8 In addition to the generic safeguarding training programme, the whole team have also 

delivered a wide range of bespoke training to different services and teams across the Trust 
and on a range of specific topics.  

 
Fig 4  

Services / Teams Specific Topics 
 Emergency 

Department 
 Individual Wards 
 Dermatology 
 Safeguarding 

Operational Leads 

 Mental Capacity Act & 
Deprivation of Liberty 
Safeguards  

 Simulation MCA & DoLS 
 Domestic Violence & Abuse 
 Multi Agency Risk 
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 General Medicine 
Doctors 

 Nurse Preceptors 
 Audiology 
 Resus Department  
 Cardiology OPD 
 Portsmouth 

Safeguarding Adult 
Board 

 Maternity 
 Paediatrics 
 Neonatal Unit 
 Research 
 Maxillofacial Team 
 Orthopaedics 

 

Management (MARM) 
Framework  

 Birthmark or bruise 
 Prevent  
 Learning from Case Review 

– Child G 
 Learning from Case Review 

– Child KM 
 Learning from Case Review 

– Child E 
 Reflective Practice Meeting 

– Child HL 
 Child Abuse Investigation 

Team (CAIT)  
 Child Death Processes 

(Rapid Response) 
 
 
 
5.9 The following table demonstrates the extent of training delivered by the team which is an  
       average of 8 hours per week or one day a week, dedicated to training front line staff from the  
       Safeguarding Service. 
 
Fig 5  
 
Title of course  Number of courses run Total Hours  
Generic Safeguarding 
children level 3 

10@4hrs each 40hrs 

Bespoke Safeguarding 
Children level 2 and  3 
including the following 
subjects: 
bruising/birthmark, CPiS, 
Allegations management, 
CQC compliance, Domestic 
abuse, Rapid Response, 
Max Fax, Fracture Clinic, 
Child  E and  G reflection, 
Prevent 
Bespoke to the following 
areas (outside maternity, 
Paediatrics, NICU) 
including: 
Obs and Gynae, 
Dermatology, Audiology, 
Research, Rheumatology, 
ED, Enablement, 
Anaesthetics   

75 courses 155.5hours 

MCA/DoLS SIMS sessions 10@2hrs each 20 hours 
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Prevent Face to Face  31 face to face sessions 
@2 hours each  

62 hours 

MCA/DoLS Face to Face  81 face to face sessions 
@ 2 hours each 

162 hours 

Total 207 sessions 439.5 hours minimum*  
* this does not include 
adhoc or supervision 
sessions 

 
  
 

6. Supervision 
 
6.1 Safeguarding supervision is the most influential and effective of all of the tasks undertaken 

by Safeguarding Specialists and Named Professionals.  
 
6.2 Safeguarding Supervision is a formal process of professional support and learning which 

enables individual practitioners to develop knowledge and competence and assume 
responsibility for their own practice. Through reflection and sensitive challenge, 
supervisors are supported to reflect on their safeguarding work with the ultimate aim of 
reducing risk and promoting the welfare of the children and vulnerable adults they are 
working with.  

 
6.3 Safeguarding Supervision provides a safe space for practitioners to explore how they 

manage the emotional impact of their safeguarding work on them as individuals. It is a 
supportive mechanism in which anxieties are contained, resilience increased and 
practitioners are enabled to continue to engage positively with the demands of their work.   

 
6.4 The Safeguarding Service have been involved in a multi agency working group that 

reviewed and updated the 4LSCB Safeguarding Supervision principles and standards. 
This was a key opportunity to influence the content of this document to ensure these high 
level expectations are achievable for acute provider organisations. This document is now 
awaiting formal ratification by the four local safeguarding children boards and will then be 
used to underpin the Trust’s Safeguarding Supervision policy that is due for review in the 
coming year.  

 
6.5       The Safeguarding Service has continued to support Portsmouth Safeguarding Children 

Board’s multi-agency training programme. This year the service was involved in reviewing 
and updating their Safeguarding Supervision training module. The Service has also co-
delivered this module throughout the year with trainers from other agencies. It has been 
good to see practitioners from the Trust’s Paediatric and Maternity Services attending this 
training.  

 
6.6 The focus areas for embedding Safeguarding Supervision into practice for 2018 / 2019 

have been practitioners that hold a caseload of children in Maternity, Neonatal and 
Paediatric Services. The Senior Management Teams in these areas are committed to 
ensuring these staff (Community Midwives, Paediatric Specialist Nurses and Neonatal 
Senior Sisters) accessed safeguarding supervision at least once a quarter. This included 
ensuring that the protected time needed to enable supervisors and supervisees fully 
engage was available.  
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6.7 The Safeguarding Service has facilitated quarterly group safeguarding supervision 

sessions throughout 2018 / 2019 for the Neonatal Service, Paediatric Specialist Nurses, 
Maternity Clinical Lead Midwives / Safeguarding Supervisors, Band 3 Maternity Support 
Workers and the Maternity Vulnerable Families Team.  

 
6.8  The Paediatric Service has provided data that demonstrates a significant improvement in 

compliance with quarterly safeguarding supervision for Paediatric Specialist Nurses from 
6.25% in quarter one to 77% across quarters two, three and four.  

 
6.9 Raw Maternity Service data from the Maternity Service suggests a modest improvement in 

the number of Community Midwives that have accessed Safeguarding Supervision at least 
once in 2018 / 2019 and in the quarterly compliance figures. The Maternity Service is 
committed to ensuring further improvements in this area and changes to the way their 
community teams work are progressing which  will overcome some of the practical barriers 
to this.  

 
6.10 All Named Professionals and the Head of Safeguarding receive safeguarding supervision 

externally to the Trust as part of and a requirement of their role. There is budget allocated 
to this requirement. 

 
6.11 The themes from supervision this year include: 

 Transition of young people to adult services 
 Mental Capacity Act and how this applies to 16 and 17 year olds 
 Escalation of concerns 
 General confusion about the difference between safeguarding and safety-netting 

 Responsibilities in domestic abuse, particularly when consent is not given 

 Self-neglect 
 Management of allegations 
 Breaking bad news 

 
6.12     Supervision for adult Practitioners will be introduced next year. 
 
7. Safeguarding Referrals 
 
7.1 The Safeguarding Referral process is the ‘bread and butter’ of the whole team. It is the 

window to external agencies demonstrating PHT action or inaction and therefore needs to 
be consistently applied in a timely and efficient framework.  

 
7.2 A revised process is now in place in order to gather Safeguarding Referral data with a 

drive for accuracy to enable effective service planning and provision.  The table below 
shows the comparison from 2017/18 to 2018/19 

 
7.3       The table below shows the increase in referrals from 2018/19. It can be seen that from 

June 2018 there is a significant increase in referral activity which continue throughout the 
remainder of the year. Notably the peaks of activity are in the months of October and 
November. Overall there is an increase of 37%. An increase is not necessarily a ‘bad 
thing’. It demonstrates better awareness in the clinical team and as an outcome of greater 
training. There has been no feedback of significance about inappropriate referrals from the 
Local Authority regarding children.    
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Fig 6  
 

 
 
 
 
7.4    In Fig 7 below, The age of referrals is consistent with the national picture with most being  
          within the  antenatal period, under 1’s, and then in early teenage years when children learn  
         more ‘risky’ behaviours. 
 
Fig 7  
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7.5   The table below shows that 40% of all referrals in the County of Hampshire are related to  
        families living in Portsmouth City. This relates to the areas of deprivation within Portsmouth  
        City compared to the Hampshire population as a whole.  
 
 Fig 8  

 
 
 
7.6  In the graph below,45% of all child referrals are within the Neglect category. With 26.5%   
        the second highest in the Emotional Abuse category. 
 
Fig 9  

 
 
7.7 The comments here refer to the three tables below Fig 10 - 12. Network Service Division,  
           which includes Maternity and Paediatrics, is the expected referrer for the majority of child  
           referrals, at 54%, closely followed by Medicine and Urgent Care Division namely from ED  
           at 44%. Almost half of all child referrals originate from Maternity Services.  
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Fig 10  
 

 
 
Fig 11 
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Fig 12  

 
 
7.8 Whilst it is pleasing to note that at a minimum 30% of referrals have converted to an  
           intervention by the local authority, there is however a significant percentage of cases where  
           PHT have not been provided with feedback by them.This are a national issue with 30%  
           being  the benchmark.  There is multi-agency work ongoing to address this issue and is  
           frustrating for PHT staff and the service as it does not allow provide staff with the  
           appropriateness of  their referral. 
 
Fig 13  
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 There is considerable variability in the number of adult referrals over recent years. See Fig  
           14 below. Prior to 2014, the trend of increasing numbers of referrals was felt to reflect  
           growing awareness of staff relating to adult safeguarding. Legislative changes introduced            
 
 
          within the Care Act 2014 and changes to safeguarding thresholds, particularly in relation to  
          tissue damage, contributed to the downward trend in referrals.  
 
 7.10   In  2018/19 has seen an increase in referral numbers of approximately 25% compared to  
           last year. Reasons for this are not entirely clear, however the following areas are believed  
           to have contributed to this: 
 

 Organisational and team changes resulting in increased resources, a higher profile 
and focus on safeguarding within the Trust. 

 Response to previously raised CQC concerns.  
 Increased safeguarding team participation in preventative safeguarding activity such 

as provision of advice, ‘hands-on’ support to wards and departments and  increased 
presence within clinical areas 

  
 

Fig 14  

 
 

 
7.11 Adult Safeguarding referrals are raised by a variety of sources – the Trust, Local Authorities,  
          CCG, CQC, Police, other care or health providers. As can be seen below over 90% of adult  
          safeguarding referrals are raised by the Trust. These can be about ourselves or about  
          external partners. This demonstrates that staff are protecting the community as a whole and  
          not just our patients.    
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Fig 15 
 

 
 

7.12 A safeguarding referral can be about Trust provided care, community care or a mixture of  
           both. Of the total adult referrals shown in Fig. 16 below, 520 relate to concerns we have  
           raised about external providers, 342 relate to concerns we have raised or have been raised  
           externally about us and 40 relate to a mixture of both e.g. were omission of care such as  
           pressure damage which can be attributed to both ourselves and an external provider.  
           Historically, approximately 20-25% of referrals related to internal care concerns, however  
           this has risen  to 44.4% in 2018/19 which shows that we and others have reported more  
           concerns about PHT care. Thi scan be attributed to changes to data collection to more  
           accurately reflect team activity including internal requests for advice and an increased focus  
           on preventative safeguarding  measures.This is an area we need to remain focussed on. 
 
Fig 16   

 

 
 

7.13 A safeguarding referral or concern as above is an allegation  or concern that there may  
           have been abuse or missions of care and in many cases following initial enquiry a  
           determination can be made that the concern does not meet safeguarding threshold. Initial  
            enquiries may be requested by PCC as the Trusts Host Safeguarding Authority or internally  
            by the Safeguarding Team.  
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7.14    In total, there were 176 (just over half of the 342 above) safeguarding referrals relating to  
            allegations about Trust provided care and managed via Safeguarding processes. The  
            PCC triage then determines which cases will be managed via statutory Section 42  
            Enquiry and those for which there will be no further safeguarding specific action.   At the  
            time of this report, 27 cases remain open, either awaiting triage or completion of enquiries  
            (statutory or initial).  This leaves 149 cases that have been closed and are the subject of  
            further analysis.   

 
7.15 Of the 176 that met the threshold for safeguarding the graph below (Fig 17) shows that  
           neglect and   omission of care is the highest concern. This includes incidents where the  
           Trust may have defaulted in some aspects of care such as, general care, Falls Prevention  
           and Tissue Damage. Within this period 77% of all internal allegations are categorised as  
           Neglect/Omissions of Care. It is for consideration that possible factors which may contribute  
           to this outlier is ongoing nurse vacancy rates, difficulty in provision of 1:1 care and pressure  
           for early discharges. 
 
Fig 17  
 
  

 
 
 

.  
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Fig 18  

 
 
7.16 Looking in more depth at the pie chart above the 4 highest categories are: 
 

1.   General Care which includes alleged omissions relating to hygiene needs, nutrition and  
  hydration. 

2.   Clinical category which contains concerns relating to missed diagnosis, clinical treatment   
  and observation. 

3.   MH /DOLS / Self harm – This includes actual / attempted self-harm whilst under the care of   
  PHT, incorrect processes around application of MHA / DOLS legislative framework 

4.   Inpatient falls resulting in harm to the patient. 
 

 
7.17 57.7% of the internal care concerns / allegations were triaged by PCC and resulted in No  
           Further Action (NFA).   

 
Reasons for NFA include: 
 

 Appropriate action has been taken /is planned by the Trust e.g. care /treatment 
plan amended in line of events 

 Internal SI process being followed and this is considered a proportionate 
response. 

 The allegation is considered not to have met requirements for formal S42 Enquiry 
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Fig 19  

 

 
 

7.18 Section 42 Enquiry and Outcomes 
 
A Section 42 enquiry may follow a safeguarding concern where the concern reaches the 
threshold for a full investigation under the Care Act. As the commissioning authority, PCC 
can choose to be the lead for a S42 Enquiry or can delegate it to the Trust for completion. 
On the occasions PCC lead, the Trust supplies a nominated point of contact for them to 
facilitate notes reviews, co-ordination of staff meetings and interviews.  
 
On completion of a S42 Enquiry, case outcome and closure is determined by PCC in 
negotiation with the Trust. Possible outcomes are: 
 

 Inconclusive – Evidence found during the enquiry is contradictory or cannot 
demonstrate a probability that the allegation can be upheld or refuted e.g. two people 
both giving different accounts of the concern with no other corroborating evidence. 

 Part Substantiated – some elements of the allegation are upheld, others are not or 
did not actually result in any harm to the person. 

 Substantiated – All elements of the allegation are upheld. 
 

7.19 In 2018/19, 63 S42 have been completed and closed.  Of these 39.6% of cases  
           were not substantiated and 23% totally or partially substantiated. See below in Fig 20 
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Fig 20 

 

 
 

 
7.20 In May 2018 The Head of Safeguarding escalated the concern of delay in submission of 

S42 enquiries to the Trust Board. At that point there were 17 out of date S42 enquiries with 
one report being a year old. It was agreed for the Safeguarding team to provide a weekly 
position statement via the Head of Nursing meeting.  At the end of March 2019, the positon 
is 9 outstanding enquiries with the oldest being 18 weeks overdue, a significant 
improvement but further work is required.  

 
7.21 The below table sets out by Care Group how many statutory Section 42 enquiries the Trust 

has been instructed by the Local Authority to undertake. Once completed the Trust is 
required to submit their report to the Local Authority (who retains overall accountability) to 
enable them to decide what (if any) action is needed. It appears that most arise from 
Medicine, MOPRS, and ED, which is to be expected.  

 
Fig 21  

Section 42 

enquiries by 

Care Group 

Abuse or 

Neglect 

Substantiated 

by the Local 

Authority  

Abuse or 

Neglect 

Unsubstantiated 

by the Local 

Authority 

Open enquiries 

Emergency 

/MAU 12  

 3  6 3 remain under 

investigation 

Medicine               

15 

3 4 8 remain under 

investigation 

MOPRS                   

10 

2 3 5 remain under  

investigation 

Renal/ 

transplantation 

1 

 0  

Surgery and 

cancer   4 

2  2 remain under 

investigation 

Trauma, ortho    
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and 

rheumatology       

6 

1 2 3 remain under 

investigation 

Other                           

2 

 1 1 under 

investigation 

 
 

8. Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS)  
 
8.1 The main driver of activity in relation to MCA and DoLS was the CQC Section 29A  
             Enforcement Notice which required all staff to apply the MCA and associated DoLS in the  
             provision of care and treatment to patients and to ensure a consistent improvement in  
             documentation.  Activities undertaken regarding this agenda, by the Safeguarding Team  
             are detailed below by quarter.  
 
 
8.2 Quarter 2  

 
In conjunction with the Learning and Development Team (L&D) an MCA and DoLS 
simulation training package was developed. This allowed the immersion of trainees in 
staged clinical situations involving a live actor. Initially 100 key organisational influencers 
undertook training. The training has been very well evaluated by both PHT participants 
and external visitors. This training session provides trainees with laminated quick 
reference guidance relating to the MCA for display in their clinical area. The Safeguarding 
Team continues to deliver this form of training on a monthly basis.  

 
  
Example of feedback following MCA simulation training:  
 
I feel I am able to question other professionals when it appears that the mental capacity act has 
not been applied 
 
Encouraged more effective preplanning for situations that may need the use of chemical restraint 
 
This has been helpful on my own ward with a patient whose social situation is extremely complex 
 
Plan to use a form of simulation during safeguarding study day held bi monthly with in the 
Emergency CSC 
 
I refer to policy more readily e.g. DoLS policy or mental capacity policy, if I am unsure about 
something. 
 
I have feedback about the training to my SLT colleagues.  I plan to feedback to the Therapies 
Leads and Therapy team meetings too.   

 
 

 A Deprivation of Liberty (DoLS) Tracker was introduced for use on all wards to provide 
clinical areas with clarity of the legal framework by which the patient was accommodated in 
hospital.  It is also a tool to ensure a consistent approach throughout PHT. 
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 An electronic DoLS project was commissioned with IT. The objective of the project was to 
provide clinical staff with an IT based visual solution for the recording of DoLS applications, 
the dates at which the legal framework of DoLS is in place and at which point the patient is 
no longer protected by the legal safeguards of DoLS. This project is ongoing and has been 
given high priority within the IT department. 

 
 Trust wide communication by the Medical Director advising staff of the availability of the free 

NHS Safeguarding App and its excellent section relating to the MCA.  
 

 The Divisional Nurse Directors provided a baseline audit from the Hants Toolkit. 
 

8.3 Quarter 3 
 

  At the request of the 4LSAB’s the Hampshire County Council (HCC) MCA toolkit was 
introduced. This toolkit aids documentation in relation to the assessment of mental capacity 
and Best Interest decision making. The resources are available from Medical Photography 
and via the Adult Safeguarding intranet site. The Safeguarding Team visited every ward to 
raise awareness of these documents and to ensure every ward had a supply and knew how 
to replenish stock.  
 

 Following discussion with L&D, level 2 MCA was added to the e-learning platform.  
 

 To achieve level 2 learning, staff members are now able to choose from three different 
delivery styles of MCA training- face to face, e-learning and simulation. 

            
 
   8.4  Quarter 4  
 

 Approval of updated MCA/DoLS Policy at Safeguarding Committee was given. 
 

 Increase in training compliance for Level 2 MCA and DoLS to recognised target of 85%  
 
 
 
8.5 Deprivation of Liberty Safeguards    
            
            The number of DoLS applications has risen year on year since the Supreme Court ruling  
            in March 2014 that provided the ‘acid test’ (test used to determine if a patient has been             
            deprived or their liberty i.e. Is the person subject to continuous supervision and control and             
            is the person free to leave) for DoLS, which is far less restrictive than previous judgements  
            on the definition of deprivation of liberty. This ruling resulted in a tenfold increase in DoLS  
            applications nationally. 
 
8.6  In 2018/2019 2657 DoLS applications were made by the Trust, an increase from 2179  
              applications in 2017/2018. This is a 22% increase.  As can be seen below in Fig 22, the  
              number of DOLS applications continues to rise year on year, indicating increased staff  
              awareness and understanding in relation to the current DOLS legislation. 
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Fig 22 
 
 

 
 
 
 
8.7 DOLS Outcomes 
 
            The Local Authority DOLS Offices are responsible for arranging the required independent  
            DOLS assessments. There are several possible outcomes: 
 

 Urgent Discharge: Patient is discharged during the 7-day Urgent DOLS Authorisation and 
prior to assessments being completed.  

 
 Withdrawal: The patients circumstances have changed and they no longer meet the DOLS 

Acid Test e.g. mental capacity for relevant decision has returned. 
 

 Granted: A Standard DOLS Authorisation is given. This may have Conditions attached to it 
which the Trust is legally required to comply with or recommendations which the Trust must 
evidence have been considered. 

 
 Not Granted: Any remaining time on the Urgent DOLS Authorisation is terminated and no 

further Authorisation is given.  
 

 ‘Unlawful’ DOLS: The required independent assessments by the Local Authority of the 
patients home address have not been completed within time-scales laid down in the MCA 
and 7-day Urgent DOLS Authorisation has expired.  
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8.8          In the graph below it shows that the majority of DOLs are unlawful i.e. not assessed by  
               the Local Authority. This is not a reflection of care provided by PHT but it does  
               demonstrate that we are aware of the legal status of our patients. 
               There is currently a back log in Hampshire of over 3000 patients that have not been  
                assessed by the LA. In training we equip staff to alert the LA when we feel adults are  
                high risk to try and ensure this group are seen. 
 
 
 
Fig 23 
 
 
 
 

 
 

 
 
Fig 24 
 

The data below provides information relating to the DoLS status at 
discharge  

Patients  discharged within the 7-days of 
urgent DoLS 

22.6% 

Discharged after expiry of the 7-days 
urgent DoLS. 
 
This can be considered as unlawful on 
the part of the LA. No DoLS is in place, 
the patient is ’being accommodated in 
hospital in their Best Interests and if 
necessary prevented from leaving.  

                      70.7 % 
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8.9 The Local Authority will refuse to grant a DOLS Authorisation if the independent assessor  
             believes the DOLS Acid test is not met. Reasons for this include: 
 

 The patient is assessed as having mental capacity to make the relevant decision. Due to 
the time lag between application and assessment it is entirely possible that the person did 
lack capacity at the time of the application but has since improved and capacity has been 
regained.  

 
 The assessor considers that it is not in the persons best interest for them to remain in 

hospital. 
 

 An alternative legal framework is required to prevent the person from leaving hospital  
 I.e. Mental Health Act.  

 
8.10 Of the 9 applications that were refused following LA assessment all were assessed to  

       have capacity to make the decision to be accommodated in hospital for treatment and  
       care.   

 
8.11 The CQC require the Trust to inform them of all DOLS applications via a Notification Form.  
             The outcome of the application is required on the form, therefore this cannot be  
              undertaken until completion of external DoLS Assessments, or the patients discharge.   
              Due to vacancies within the Safeguarding Team in April 2018 there was a significant  
              backlog of more than 2000 notification forms.  Additional administration hours has largely  
              resolved the situation and at the time of this report there only 116 notifications awaiting  
              final completion and sending, with a further 56 patients still in hospital from Q3 and Q4  
              awaiting assessment. These 56 patients are accommodated in their best interests as  
              discussed below. 
 
8.11 Following the 2014 House of Lords Select Committee review of the Mental Capacity Act  
             2005 the conclusion was that the Deprivation of Liberty Safeguards were ‘not fit for  
             purpose’.  The Government tasked the Law Commission to undertake a three year  
             consultation with a wide range of stakeholders in which PHT participated. The Law  
             Commission’s report proposed the new model of the ‘Liberty Protection Safeguards’ (LPS).   
             The Mental Capacity (amendment) Bill is currently under review by Parliament. At the time  
             of reporting it is not known the full extent of how this change in law will affect patients  
             under the care of PHT. 
 
 
 

 
The unlawful period varies from a couple 
of days to several months. 
Patients not assessed by LA prior to 
discharge  
 
 
 

93% 
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9. Developing Policies and Procedures 
 
9.1 PHT has the following Policies and Procedures, related to Safeguarding, which are 

available on the Intranet and Trust Website: 
 

 Integrated Safeguarding Policy – Review Date April 2020  
 Alcohol and Substance Misuse – Review Date May 2019 (not the responsibility of the 

Safeguarding Service) 
 Serious Incident reporting Investigation Management Policy - Review Date Jan 2019 

(not the responsibility of the Safeguarding Service.) 
 Raising Concerns (Whistleblowing) -  Review Date November 2019 ( not the 

responsibility of safeguarding service) 
 Abduction Policy Infant and Child – Review Date April 2020 (not the responsibility of 

the Safeguarding Service) 
 
 
9.2         The following were completed this year and are in addition to the above.  
 

 MCA/ DOLS Policy March 2019  
 Safeguarding Training Strategy March 2019 
 Allegation Management Policy March 2019 
 Chaperone Policy May 2018 
 Domestic Abuse Policy July 2018 
 Was Not Bought July 2018 
 VIP Plan September 2019 

 
9.3          The following are due for review in 2019/20 and are the responsibility of the Safeguarding  
                Service to Lead 
 

 Hand Control Mittens in adults Clinical Guidance 
 Restrictive Physical Intervention in Children and Young People  
 Restriction and Restraint in Adult Care Policy 
 Supervision Policy for Children YP and Adults  
 Ligature Risk Policy  

 
 

 
10. Child Death Reviews 
 
10.1 The new Child Death Review Guidance was published in October 2018 and set out key 

features of what a ‘good’ child death should look like. 
 
10.2 There has been little impact for PHT with the Named Doctor remaining as the PHT lead for 

child deaths which occur within PHT and the Trust being represented at Portsmouth 
CDOP by the Deputy Head of Safeguarding.  

 
10.3  In response to feedback from CDOP co-ordinators in Hampshire and Portsmouth and from 

frontline teams, the Safeguarding Service took over completing Form B’s (Agency Report 
Form for CDOP Panels) during 2018/19. Frontline clinicians are now only asked to review 
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the information and make additions as needed.  Feedback from the CDOP coordinators is 
that this new system has improved response times and the quality of information being 
provided by PHT.  

 
10.4  All child death data is gathered by the CDOP panels and is published in the 4LSCB CDOP 

Annual Report which is published in September of each year.  
 
10.5 In this financial year a total of 17 children have died whilst under PHT care. Eleven were 

inpatients under maternity or neonatal care and six died in the Emergency Department. Six 
of the deaths were unexpected and therefore required full multi-agency rapid procedures 
to be followed.  

 
11. Significant Case Reviews  
    
11.1  The Trust has been involved in 11 multi-agency safeguarding reviews of significant child 

safeguarding cases as detailed below:  
 

Identifier Area Type 
TF Hampshire Scoping 
GC Hampshire Scoping  
DS  Hampshire Scoping  
AR  Portsmouth Scoping 

Child H  Portsmouth Scoping & Full Serious Case Review  
Child I Portsmouth Scoping & Full Serious Case Review 

HL Portsmouth LSCB Learning Event 
LS Portsmouth Scoping & LSCB Learning Event 
TM Portsmouth Scoping & LSCB Learning Event Planned for September 2020  
JLH Portsmouth Scoping  
NJ Hampshire  Scoping & Learning Event Planned for Summer 2020 

 
11.2 Themes from the above include the dangers associated with  co-sleeping, abusive head 

trauma, fabricated and induced illness, recognition of neglect in children with complex 
disabilities and obesity.  

 
11.3 All notifications require research of Trust IT software systems and medical records for the 

relevant child, parents and siblings. Statements are obtained from key staff and often 
followed up with face to face interviews. The timeframe under review is always in terms of 
years rather than months. A detailed chronology is completed and critical analysis is 
undertaken. A report is then produced outlining finding and recommendations. This is a 
significant aspect to the Named Professional role. 

 
11.4 All learning from significant case reviews is incorporated in the yearly training updates or in 

the local Continuous Professional Development (CPD) events. Front line staff are invited 
to ‘practitioner events’ and learning workshops. Dissemination of learning is distributed to 
the Heads of Service for Trust wide learning. 

 
11.5  Action plans are developed from these reviews and each division is responsible for 

ensuring their actions are completed. The Safeguarding Service coordinate providing 
updates to the Safeguarding Boards upon request.  
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11.6 In 2018/19 there were four requests from our Local Safeguarding Adult Boards to 

undertake scoping exercises in relation to Safeguarding Adult Review’s.   At the time of 
writing this report none have progressed to a full SAR. In 2018/2019 The Portsmouth 
Safeguarding Adult Board have commissioned one SAR relating to a scope undertaken in 
2017/18
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12. PREVENT – National and Local Threat 
 
12.1 At the time of writing this report, the threat from islamist terrorism remains the foremost 

and most significant; however, the threat from extreme right wing terrorism has evolved in 
recent years and is growing. In the past six years, four terrorist attacks in the UK were 
carried out by lone actors motivated to carting degrees by extreme right wing ideologies. 
This included the murder of Jo Cox MP in June 2016. 

 
12.2 Before 2014, extreme right-wing activity was confined to small, established groups with an 

older membership, which promoted ant immigration and white supremacist views but who 
were assessed to present a very low risk to national security. The emergence of National 
Action in 2014 increased community tensions and the risk of disorder.  

 
12.3     The latest statistics on the use of terrorism legislation shows that the proportion of terrorist 

prisoners holding far right ideologies is 13% and this has increased over the past 3 years 
with the number up from 21 to 28 this year.  

 
12.4     In March 2019, New Zealand faced its terrorist attack which targeted muslims attending 

two mosques in New Zealand. The UK are reviewing plans to address issues that may 
arise following this attack including how to keep our communities safe. Such events show 
the importance to PHT of the role we must take to safeguard our communities and 
citizens.  

 
12.5     It is sad to note that there has been a significant rise in hate crime incidents within our 

communities following the NZ attack so this will be an area of focus for the coming year. 
 
12.6     Locally, there are several areas of note including the fact Prevent is now one of the KLOE 

(Key Lines of Enquiries) for CQC. Within the Portsmouth demographics: 
 

 There has been an increase in extreme right wing activity in the last few months 
 From Police: 5 of the Prevent cases in Hampshire to reach Police are in Portsmouth 
 The most common age group referred are 16-34 years 
 Stickering/graffiti is a growing problem 
 We have 2/3rds of the service fleet in the Navy based in Portsmouth so this area is a 

potential terrorist target 
 BME demographics have changed from 11% to 24% since 2008 
 112 languages are spoken in Portsmouth schools 

 
 
12.7 This year staff have completed one Prevent referral which was well received by Police but 

no feedback was given which hinders staff feedback. The details of the referral are set out 
below:  

 
A        Dialysis patient had voiced on 28th Sept 2018 that he was wanting to go a holiday in December  

           (second week) to Syria to meet up with his friends. No other information was obtained at this point.  

           Today 1/10/18 after a conversation with Safeguarding Operational Lead, who asked if we could  

           obtained some more information staff, where advised by Patient  that he was going there for  a  

           Private Military Contracts meeting. This he said would be his first time in Syria. Patient has a military  
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           back ground whilst in the Philippines. We are concerned about the reasons for him going. When  

           asked he said he needs to sort out dialysis, he is to get his wife to sort out but she does not know  

           yet. He hadn’t even spoken to her about it. Advised patient that his renal consultant had declined his  

            recent request to go home to the Philippines in view the health. 

           Also stated that he face timed with his friend today on 01/10/18 and found out there are no dialysis    

           units over there, so he is now saying he is not going to Syria. 

Prevent Training  

 
 
12.8 The table below illustrates that Prevent basic awareness compliance is at 95% and 

Prevent level 3 is 80%. The increase in level 3 training was a priority for the trust this year 
as it sat at 21% at the start of the year. The compliance rate of 80% satisfied the CCG and 
NHSE with acknowledgement of progress noted as follows-   Just wanted to express my 

thanks and say well done. The improvement in the Prevent training stats is outstanding. PHT have 
moved from one of the lowest to one of the highest compliance for Prevent training 

 
  
 
By Care Group: 

 
Prevent BPAT 

Division / Care Group 

No. staff 

requiring 

No. of 

staff 

received % 

No. staff 

requiring 

No. of 

staff 

received % 

Clinical Delivery 1450 1259 86.8% 2064 2008 97.3% 

CHAT CG 690 585 84.8% 805 779 96.8% 

Clinical Delivery MGT 2 2 100.0% 8 8 100.0% 

Imaging 311 268 86.2% 427 412 96.5% 

Pathology 60 49 81.7% 349 343 98.3% 

Pharmacy 169 151 89.3% 175 171 97.7% 

Pharmacy Trading Directorate 0     70 69 98.6% 

Therapies 218 204 93.6% 230 226 98.3% 

Corporate Services 198 169 85.4% 792 743 93.8% 

Chief Executive 1 1 100.0% 26 25 96.2% 

Chief Operating Officer 3 1 33.3% 16 15 93.8% 

Clinical Standards 28 25 89.3% 52 50 96.2% 

Development 0     20 17 85.0% 

Finance and Procurement 1   0.0% 175 173 98.9% 

Fundraising 0     4 4 100.0% 

General Surgery Charitable 

Funded 0     1 1 100.0% 

Human Resources 38 25 65.8% 160 127 79.4% 

Integrated Governance 2 2 100.0% 32 32 100.0% 

IPHIS ICT 0     87 85 97.7% 

Learning & Development 4 4 100.0% 7 7 100.0% 

Learning & Development Services 13 13 100.0% 39 39 100.0% 
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Research and Innovation 72 67 93.1% 108 105 97.2% 

Site Operations 36 31 86.1% 54 53 98.1% 

Strategy and Performance 0     11 10 90.9% 

Medicine and Urgent Care 1569 1173 74.8% 1775 1658 93.4% 

Medicine CG 626 428 68.4% 711 659 92.7% 

Older Persons Medicine CG 477 373 78.2% 512 492 96.1% 

Urgent Care CG 466 372 79.8% 552 507 91.8% 

Networked Services 1233 1033 83.8% 1448 1381 95.4% 

Corporate Cancer Team (CG) 0     15 15 100.0% 

Networked Services Mgt 0     3 3 100.0% 

Regional Cancer Center CG 266 207 77.8% 323 301 93.2% 

Renal CG 274 233 85.0% 300 290 96.7% 

Women and Children CG 693 593 85.6% 807 772 95.7% 

Surgical and Outpatients 854 629 73.7% 1228 1138 92.7% 

MSK and Head/Neck CG 548 382 69.7% 705 650 92.2% 

Patient Administration Services 

CG 23 23 100.0% 175 174 99.4% 

Private Patient Unit CG 18 17 94.4% 22 22 100.0% 

Surgery CG 265 207 78.1% 326 292 89.6% 

Grand Total 5304 4263 80.4% 7307 6928 94.8% 

 
 

Metric 
 

Apr 
18 

May 
18 

June 
18 

July 
18 

Aug 
18 

Sept 
18 

Oct 
18 

Nov 
18 

Dec 
18 

Jan 
18 

Feb 
18 

March 
18 

Prevent L1 91% 91% 93% 93% 94% 94% 94% 95% 96% 95% 94% 95% 
Prevent L2/3 23% 35% 52% 65% 73% 76% 76% 77% 80% 79% 79% 80% 

 
13. Allegations 
 
13.1 The management of allegations remains a challenging, complex and emotive field. There 

have been 41 cases which have fallen under the allegation management policy. Of the 41, 
eleven have been external notifiable occupations so 30 relate to PHT staff members. 

 
13.2 The charts below illustrate the themes and distribution of these 30 cases. 
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 13.3 Of the 30 cases, the outcomes are expressed below: 
 

 Not known  - 11 
 Welfare support offered – 6 
 NFA – 6 cases 
 Resignation by staff member – 2 
 Disciplinary procedure – 2 
 Case ongoing - 2  
 Criminal Conviction - 1  
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13.4     In May 2018, the Chief Nurse requested that Portsmouth Hospital Trust revisit the 9  
            recommendations from the Lampard Report of 2015, due to a change in tenure of the  
            Executive team and there being no evidence to assure the Trust Board of compliance  
            against the recommendations. This was completed and all 9 recommendations were  
            closed with evidence.  
 
 14. Key Progress and Achievements 2019/20 

 
14.1 The Safeguarding Service is a small team but has successfully managed to achieve the 

following this year: 
 

 Simulation Training was introduced to support learning to frontline staff and was well 
recognised as good practice  

 The Safeguarding Improvement Board was closed due to assurance received 
 MCA/DOLS Level 2 Compliance achieved  
 Child safeguarding Level 3 training compliance is now compliant in all areas 
 The referral process is fully embedded and recorded in both teams 
 Delivery of CQC action plan has been completed 
 Safeguarding is represented fully on Integrated Performance Report monthly 
 E-Dols project commenced 
 Increased the PREVENT training compliance in all areas 
 The Training strategy has been approved 

 Level 2 adult safeguarding training was introduced in November 2018 and is now at 
70% compliance. 

 Relocation of team has been achieved 
 Supervision arrangements and recording of supervision has improved 
 MCA/DOLS is better embedded and there is better understanding 
 Female Genital Mutilation Risk Indicator System (FGM-RIS) has been introduced  

within Maternity Services 
 Section 42 enquiries are reported monthly to Divisions   
 The Lampard Review achieved all recommendations 
 All CQC notifications of DOLS achieved and a backlog of 2000+ from last year 

included 
 Adaptation and aide memore to incident reporting to ensure safeguarding is included 

in any patient safety  incident  
 Safeguarding Service included at every SI Panel 
 Adaptation to DNACPR and TVN guidelines to include consideration of safeguarding 

and MCA. 
 Launched Hants toolkit trust wide 
 MARM Framework introduced 
 Best Interest Assessor from Hampshire LA supported staff in MOPRS for 3 months 

regarding MCA  
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15. Priorities for 2019/20 
 
15.1 From the Priorities determined in last years report 13 of the 16 have been achieved. The  
             outstanding priorities are: 
 

 Introduce Domestic Abuse training across the Trust 
 Practice Influencers development programme (safeguarding operational leads) 
 Allegation Management Training  

 
15.2      These plus the following will form the work plan for next year: 
 

 Increased visibility of the Safeguarding Service in ward/department areas 
 Safeguarding Service members to be attend National Conferences to improve 

knowledge and adhere to Level 4 competency 
 Continue workplan associated with the management of restraint practices 
 Continue the integration of adult and child safeguarding  
 Continue the workplan associated with the MH agenda 
 Development of the Level 3 Safeguarding Adult  training 
 Finalise the e- DoLS Project 
 Establish the ICON Training and awareness campaign 
 Increase the use of MARM as a framework to support complex decision making 
 The Action Plan from the TIAA Report on Restrictive Practice to be embedded in 

Practice 
 Commencement of a Supervision Programme for Adult practitioners 
 Phase 2 of new recordkeeping for Paediatrics in line with unborn and maternity. 
 Provide a workplan in response to the changes in DOLS Legislation - LPS 

 
 
16. Examples of Good Practice 
 
16.1 As part of evidencing the positive outcomes of safeguarding intervention within PHT the 

Head of Safeguarding includes examples of such practice in reports to the Safeguarding 
Committee and the Trust Board.  

 
16.2 This is felt to provide ‘line of sight’ examples and evidences the voice of the child and the 

adult. 
 
16.3 Below are some good practice examples that have been reported this year: 
 
Example 1 Paediatric 

 
15 year old male arrived with mother.(DSH with knife)Some level of Suicidal ideation. 
Was very distressed in department. He required distraction and de-escalation, however once these 
had failed support was called for from security team. His distress escalated resulting in need for 
chemical restraint. The child was given medication to reduce his distress as per policy.  
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Staff made every effort to speak to the child with mother and alone in a quiet area away from 
harm. 
 
An out of hours CAMHS referral was made and a consultant from CAMHS arrived after 45 mins to 
assess the child. 
 
A Safeguarding Referral was made to childrens social care to ensure ongoing support and early 
intervention was offered at home 
 
A clear safety plan was devised and he was able to be discharged home under care family with 
community crisis team support on hand. 
 
This was a well-planned patient focused approach. It built on the recent project in ED with CAMHS 
staff being on site. The relationships and better understanding of cross agency process meant that 
the child was reviewed in a timely manner to ensure the best outcome. 
 

In the past a case with this history may have required admission overnight waiting for CAMHS 
review.  
 
The actions on this case prevented an unnecessary admission. 
 

Example 2 Midwifery    
 
We recently had a woman who’s partner was Registered Sex Offender (RSO); a plan was in place 
to support staff for when he attended maternity services. The case was closed to CSC. A midwife 
became increasingly suspicious as the partner appeared controlling and at times aggressive with 
staff and the woman. There were also concerns about the woman’s ability to care and feed her 
baby. The partner had restrictions on whom and where he could take the baby and mother. The 
midwife raised her concerns to CSC. A planning meeting was arranged with the multi professional 
team with a plan in place for discharge. However the midwife overheard the partner say ‘just play 
the game we will go to see… on the way home’. This was in breech of the RSO and CSC plan so 
was escalated again to CSC, the case is now open. 
 

The midwife acted on her instinct and was tenacious in ensuring that the baby was safe with 
support in the community. 
 

Example 3 Adult Radiography Dept 
 
A patient attending outpatient Ultrasound divulged longstanding domestic abuse to the 
Radiographer. The patient was very distressed and scared and stating she didn’t want to return 
home that day. Her husband was in the waiting room.  
 
The department escalated the concern and ensuring the patients safety alerted Security and the 
Police, both of whom worked together with the hospital team to support the patient. The Police 
accessed domestic abuse support services and the patient was moved to a place of safety. 
 
The actions taken by the Radiographer showed respect and compassion to the patient along with 
a good understanding of actions required.   

Page 176 of 212



 

 

 

 
 Example 4 Feedback from SIMS Training CCG 

 

Thank you for kindly inviting me to your MCA/DOLS SIMS Training Session last week. As far as I 
am aware this is the first simulation type training used to deliver MCA/DOLS Training. The training 
was very well managed and delivered. It has clearly been well thought through and I think it bought 
MCA and DOLS alive. Well done for this innovative approach. I was able to listen to some of the 
comments and feedback that participants made on the day and I think it was very positive. The 
Simulation helped to demystify MCA/DOLS and helped staff understand it was everyone’s 
responsibility.  
 
It would be lovely if you could present what you are doing to the PSAB and I have copied PSAB 
Chair and manager in to inform them of the outstanding and innovative work you are doing in this 
field.  
 

    Example 5 Feedback from Best Interest Assessor on MCA Practice  
    on one day MOPRS 
 

 Five HCSWs on G1 – I started to speak to one HCSW who found the discussion so useful 

she made another four HCSWs join in (two were trainees). 

We covered principles of MCA; how to assess/write; every ones responsibility; supporting 

decision making.  What a fab group – had understanding of MCA and being person 

centred.  They raised use of appropriate communication and were going to check if ward 

has a picture system they can use and if not, going to develop one! 

 D1 – went to assess someone for a DOLS process – (Ward Sister) had written a very 

appropriate DOLS referral accompanied by a very good MCA supporting the referral!  The 

person being assessed appeared to have communication difficulties due to English not 

being her first language and staff who were able to speak to the patient in her first language 

were found to try to assist the patient in her communication.  Very person centred care in 

evidence. 

 D6 – met Safeguarding Operational Lead who was just showing another member of staff 

how to assess capacity with a specific patient.  She  showed me how she was approaching 

it which was spot on!  Leadership in action! 

All of the above staff are good champions in promoting MCA. 

 

Example 6 Midwifery 

 

Community midwife contact the safeguarding service for advice about a antenatal lady with 
learning disabilities. 
 
Midwife had already using her own initiative. Done an IARF at booking. She then undertook a 
Hampshire MCA toolkit assessment to determine the patients capacity to consent to antenatal 
screening. From this assessment she deemed the patient able to consent to a dating scan but not 
to the nuchal fold translucency screening. This highlighted to me that she was appropriately 
focused on capacity for decision specific and time specific decisions. She was able to put in a plan 
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that supported the patient with her decision making and best interest decisions making by the 
practitioner. 
 
She was aware of safeguarding concerns within the family so was calling for service of an IMCA. 
 
 
 

 Example 7 Medicine Urgent Care – MOPRS  
 

A patient who had been medically fit for discharge but remained  in hospital for a prolonged period 
of time due to conflict with the patients son relating to discharge destination .  There had been at 
times very challenging communications between the son and hospital representatives.  When a 
discharge destination and date was finally confirmed the son threatened to kill his father to prevent 
him from leaving hospital. The Sister of the ward took advice and alerted Security and contacted 
the Police. The plan was to provide one to one care to the patient overnight, unfortunately the shift 
didn’t fill and the ward Sister on her day off spend the night by the patients’ bed.  The patient was 
successfully discharged the following day.  The Ward Sister showed great compassion and her 
actions were exemplary.  
 
Example 7 Network Services – Renal  
 

Multiagency Risk Management (MARM) was successfully utilised to provide a support to a patient 
cared for by the renal department.  The lady had very challenging behaviours, often did not attend 
for treatment, made allegations against staff and self-neglected. The MARM approach brought 
together GP, ambulance service, Adult Social Care and hospital health representatives  involved 
with the patients care, with the aim of  developing  a plan to support the patient to access the level 
of care and support  that was acceptable to the patient.   
 

Example 8 Medicine Urgent Care – Medicine  
 

A patient with profound learning disabilities and complex physical health needs was admitted via 
ED to a medical ward. A funding agreement with the patients care home was agreed to ensure the 
carers who knew the patient best were on hand to support the delivery of care whilst at PHT. The 
Head of Nursing organised a daily safety review inviting representation from the nursing, medical, 
LD liaison, Safeguarding and Patient Safety Team to ensure optimal care and treatment of the 
patient and support to the staff caring for a patient with very multifaceted needs. 
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Appendix A - Case Studies demonstrating the effect of training  
 

MCA/DoLS level 2 Face to Face change in practice  
Really positive conversation with Dr who is head of vascular assessment unit, particularly about 
people refusing when they get down, lack of notes / capacity assessments accompanying patients 
etc. Their current practice tends to be to document any issues on the report (as notes are not 
always there), however as the report isn’t often printed off and filed in the notes, and certainly 
wouldn’t be where many would look for capacity comments this probably isn’t the best way 
forward.  She was going to get hold of some continuation sheets, so at least they could return a 
page to the ward with the patient for filing, and also have some capacity assessment forms around 
that they can complete if felt appropriate. Also a very useful discussion about planning for 
undertaking investigations where there may be lack of capacity and non-compliance.  
 

Safeguarding Children level 3 and evidence of challenge theme  
 

Plaudit to a Paediatric Nurse - In my experience, very few frontline practitioners challenge a plan 
developed by a safeguarding specialist in conjunction with Children’s Social Care. You did today 
and you were absolutely right to do so, (as you had information I didn’t have) which contributed 
massively to keeping this child safe. 
 
I know today has been tough and you heard some horrible stuff when you supported this child 
when he gave his police interview, but again I want you to know that your safeguarding practice 
has been brilliant today and you have made a real difference to this child. 
 

Safeguarding Level 3 and Fii Knowledge  
 

As you know has been leading on our 2nd Fii case this week 
 
It went to court yesterday and an ICO has been placed on the child 
 
He will now go to foster care 
 
 Professional  states that he is eating well, putting on weight and has been discharged from all 
specialists as they have seen him flourish on the ward. His NG tube has been removed   
 
Letter from safeguarding Board to CEO  
 
We are pleased to report that, following a meeting of the Improvement Board on 6th November, it 
was recommended that the Improvement Board should be closed. Both Adults and Children's 
Safeguarding Boards now have assurance that significant improvements have been made since 
2017. Reporting on the remaining actions will be included in 'business as usual' for both 
Safeguarding Boards in future.   
  
The evaluation and reflection on the work of the Improvement Board was very positive, and we 
were pleased that PHT found the process helpful and supportive.  
We enclose the final report on the Safeguarding Improvement Board which was presented to the 
Safeguarding Adults Board in December. 
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We were impressed at the way PHT staff at all levels have engaged with the process, and would 
particularly like to thank and congratulate the team who have been highly effective at delivering 
change  
 
MCA/DOLS Feedback external Partner  
Feedback: 

 The session was well planned, delivered and completed within the allocated 2 hours   

 The contents of the training was appropriate and relevant for the staff members attending  

 The 3 scenarios were well thought out and appropriate and there was time to discuss the 
scenarios and what this would look like in practice 

 There was good opportunity at the session for staff to share challenges and learning from 
their areas  

 There was opportunity for the training team to highlight the resources within PHT  

 The input of the consultant was very valuable (I hope he will be able to encourage his 
colleagues to attend)  

 It was good that the safeguarding adult team and the head of safeguarding were there to 
meet staff  

 
Safeguarding Level 1 – receptionist preventing a father from entering the ward as she had 
suspicions about him (later found out DA perpetrator)  
 
I just wanted to say thank you for your swift actions this morning with the partner of one of our 
women on the ward.  You were put in a very difficult situation and your actions prevented 
altercations on the ward.  I am very aware of how difficult your role, as receptionist, can be with 
confrontational people so just wanted to say well done for how you handled the situation. 
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Executive 
summary 

The National Quality Board (NQB) publication ‘Supporting NHS providers to 
deliver the right staff, with the right skills, in the right place, at the right time:  
Safe, sustainable and productive staffing’ (2016) outlines the expectations and 
framework within which decisions on safe and sustainable staffing should be 
made to support the delivery of safe, effective, caring, responsive and well-led 
care on a sustainable basis. 
 
The paper provides the Board with the findings from the November 2018 ward-
based staffing review; undertaken using the Safer Nursing Care Tool (SNCT) 
overlaid with professional judgement and use of available benchmarking 
information. This includes the formal introduction of two band 4 roles, the 
‘Nursing Associate’ and the ‘Assistant Practitioner (Nursing)’.  These posts will 
support Registered Nurses during the current recognised national shortage. 
 
This paper highlights: 

 There is a 12.7% nursing vacancy rate, presenting operational challenges. 

 Recruitment and retention are beginning to improve. 

 Quality of care for patients remains consistent and within national 
norms, demonstrating our wards remain safe (as highlighted in the Trust 
IPR report). 

 There is a clear recruitment plan for UK Registered Nurses, Overseas 
Nurses and HCSW. 

 Variations in HCSW shifts are due to enhanced care (ECO) shifts and 
current reporting of Band 4 staff as HCSW (they actually offset RN 
numbers). 
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attached 

Appendix 1 - National Quality Board Report 
Appendix 2 – Red Flags 
Appendix 3 – Quality Metrix 
Appendix 4 - Summary of divisional Plans 

Recommendations - To note this report. 
- To agree the revised staffing levels set by the Corporate and Divisional 

Nursing teams, which includes the strategic placement of band 4 Nursing 
Associates and Assistant Practitioners (Nursing) to support the 
Registered Nurse workforce and enhance patient care. 

- To incorporate the agreed changes into the Trust Board reporting, as part 
of the workforce planning and quality monitoring 
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Next steps The following actions will be taken after consideration of this report: 
 
The approved staffing levels will be adopted into the Trust NQB reporting 
processes.  From July 2019 the NQB reporting tool will be updated nationally to 
enable reporting of band 4 posts.   

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

    
 

      

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

    
 

      

Links to Board 
Assurance 
Framework 

Not applicable 

Links to Corporate 
Risk Register 

Corporate Risk Register: 1.2, 1,2, 1.3, 1.4, 1.9, 4.1, 4.3 

Compliance / 
Regulatory 
Implications 

Compliance following the National Quality Board publication ‘Supporting NHS 
providers to deliver the right staff, with the right skills, in the right place, at the 
right time:  Safe, sustainable and productive staffing’ (2006) 

Quality Impact 
Assessment 

Staffing has been assessed and stregnthened to meet national guidance and local 
need. 
PATIENT EXPERIENCE: Minor Change – Positive 
PATIENT SAFETY:   Minor Change – Positive 
CLINICAL OUTCOME:  Minor Change – Positive 
OPERATIONAL PERFORMANCE:  Minor Change – Positive 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY:  Minor Change, Positive 
ACCESSIBILITY / WAITING TIMES:  Minor Change – Positive 
STAFF:  Minor Change – Positive 

Equality Impact 
Assessment 

No equality implications. 
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1 Introduction 
 

The 2016 National Quality Board (NQB) guidance for boards regarding staffing levels on wards is that 
these levels should be formally reviewed by Trust Board a minimum of twice per annum and staffing 
levels should be determined using an evidence based approach, overlaid by professional judgement 
and comparison to peers.  This is summarised in the two diagrams below.  These have been provided 
by the National Quality Board. 

 
Diagram 1: Expectations required to deliver safe, effective, caring, responsive and well-led care 
 

 
 

 
 
Diagram 2: Triangulation to achieve safe staffing 
 

 
This triangulation process ensures a 
rigorous process balancing statistical 
information through SNCT data, 
assessment against peers through 
benchmarking and local balance through 
use of senior level professional judgement. 
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2 Current Nurse Workforce Position 
 

The RCN report a gap of 47,000 Registered Nurses (RNs) in England and NHS Digital Data shows 97,000 
vacant posts as a whole within the NHS.  The national RN vacancy rate is 11.8%. 
 
Within PHT, the patient facing (ward) nurse vacancies as of the end March 2019 are: 

o RN vacancies are 210 full time equivalent staff, a 13.7% vacancy rate.  This position will 
improve with 62 International staff currently in post progressing to UK registration.  

o HCSW’s vacancies are 57 full time equivalent staff. 
o Band 4 Assistant Practitioners (Nursing) vacancy rate is 23 full time equivalent staff.   

 
The overall vacancy rate for all Nurse and Midwifery staff is 12.7 %.  This shows a steady improvement 
from December 2018 (16.7%).  A full breakdown by ward of vacancy data can be found in Appendix 1.  
The expectation is that by March 2020 band 5 RN posts will be fully recruited to. 
 

2.1 National Quality Board reporting 
 

As part of the NQB requirements, staffing levels are reported monthly to NHS England.   
 
Current Performance 
May analysis indicates that overall staffing levels increased from 92.4% in March to 93.5% against plan 
(Table 1).  The RN:HCSW skill mix has remained steady at 63% for RNs and 37% for HCSW (Table 2).  
Planned skill mix is 70:30. 
 
This steadying of the position is due to overseas nurses completing their assessments and becoming fully 
registered RNs (see section 6).  There is also better RN temporary fill through Bank Partners.  
 
Table 1: May Staffing Numbers, Planned v Actual 

 

 
 
 
Table 2.  Nurse staffing fill rates and skill mix 

 

The current NQB report in Table 2 shows 
the nurse staffing fill rates reported.  A 
RN fill rate of below 80% is seen as a 
potential trigger for harm and is 
reportable nationally and to the CCG.  

 
Band 4 (unregistered) staff are reported 
as HCSW.  It should be noted that the 
introduction of band 4 roles cannot be 
included in the NQB report until 
approved by Trust Board and following 
national changes by NHSI/E (July 2019).   
 

P A % P A % P A %

18,881 15,910 84.3% 8,130 9,359 115.1% 27,011 25,269 93.5%

P A % P A % P A % P A %

108,453 94,296 86.9% 49,144 55,274 112.5% 78,430 72,600 92.6% 31,729 41,216 129.9%

Registered Nurse

Planned vs Actual Staff Hours (Day)NHS Choices
These figures do not include ED, 

Day Units, or Flexible/Unfunded 

Capacity

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, 

Day Units, or Flexible/Unfunded 

Capacity

Queen Alexandra Hospital

Planned vs Actual Staff Hours (Day and Night)

Combined RN & HCSW figure

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

Registered Nurse Healthcare Support Worker Combined

NHS Choices
These figures do not include ED, 

Day Units, or Flexible/Unfunded 

Capacity %P A

98.4%

Healthcare Support Worker

Planned vs Actual Staff Hours (Night)

Registered Nurse Healthcare Support Worker

267,755 263,385Queen Alexandra Hospital

Actual Staff Numbers and Skill Mix 

  Average Fill Rate Skill Mix 

  Registered 
Nurses HCSW Planned 

Actual 

  % % RN:HCSW RN:HCSW 

Jun-18 92.8% 118.5% 69.1% : 30.9% 63.6% : 36.4% 

Jul-18 86.4% 109.4% 69.2% : 30.8% 64.0% : 36.0% 

Aug-18 79.4% 121.1% 70.6% : 29.4% 61.1% : 38.9% 

Sep-18 76.5% 111.1% 70.4% : 29.6% 62.0% : 38.0% 

Oct-18 78.6% 112.3% 70.3% : 29.7% 62.4% : 37.6% 

Nov 18 81.6% 113.6% 70.3% : 29.7% 63.0% : 37.0% 

Dec-18 81.1% 116.7% 70.1% : 29.9% 62.0% : 38.0% 

Jan-19 81.4% 116.5% 70.2% : 29.8% 62.2% : 37.8% 

Feb-19 82.1% 116.2% 70.2% : 29.8% 62.5% : 37.5% 

Mar-19 81.8% 117.4% 70.2% : 29.8% 62.2% : 37.8% 

Apr-19 83.8% 117.2% 70.0% : 30.0% 62.5% : 37.5% 

May19 84.3% 115.1% 69.9% : 30.1% 63.0% : 37.0% 
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Actions in Response to the NQB Data 
 

 52 International Nurses have started in the Trust in Q4 (18/19).  A further 27 commenced in 
Apr 19, 17 in May 2019 and 19 in June 2019. 

 There is a 100% OSCE pass rate for overseas nurses (all converting to RN posts). 

 58 Newly Qualified RN’s have received offers starting Sept 2019 with continued recruitment. 

 Tender process complete for International recruitment 2019/20 and 2020/21. 

 First Nursing Associates (Band 4) have graduated (7 staff). 
 

3    Ward Staffing and Patient Safety 
 
3.1   Ward Staffing (Care Hours Per Patient Day) 

 
Care Hours Per patient Day (CHPPD) is a nationally recognised measure of workforce deployment that 
can be used at ward, service or aggregated to a Trust level.  The CHPPD value is the total hours 
available in a 24 hour period for each patient as an average across the Trust.   
 
There is no nationally accepted CHPPD level however the national average is 8 hours of nurse time per 
patient per day.  PHT planned (budgeted) CHPPD is 7.9 hours (5.4 RN, 2.4 HCSW).  In April, the Trust 
reported 7.5 hours (4.7 RN, 2.8 HCSW).  This has seen a slow improvement in recent months as 
overseas nurses gain UK registration and Bank Partners improve temporary fill rates. 

 
 Table 3. CHPPD data for PHT over last 15 months 

 

 
 
 
Current Analysis 
Over the previous 24 months, RN CHPPD has tracked marginally below the planned level, whilst for 
HCSWs, the planned level has been exceeded.  This is, in part, due to new Band 4 roles supporting the 
RN staff noted at table 2.   
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Midnight bed occupancy January to March increased, contributing to a drop in CHPPDD for both RN 
and HCSW despite maintaining percentage fill rates.  This may have contributed to an increase in red 
flag incidents, (identifying where staffing levels were below minimum recognised levels) as shown in 
Appendix 2. 
 
Actions taken to improve CHPPD 
 
PHT are in phase 3 of a NHSI retention project, working on three work streams to improve retention.  
There is early indication of improvement in staff turnover which will continue to be monitored. 
 
Band 5 Turnover 
 

 
 
The introduction of band 4 roles has had a positive impact on staffing levels, with many teams 
reporting they are happier with a skilled band 4 that an agency RN.  It should be noted that Band 4 
Associate Practitioners (Nursing) are not a registered workforce.  However the Trust also has seven 
Band 4 members of staff who have gained registration as Nursing Associates through the NMC.  This 
number will increase over time. The Associate Practitioner (nursing) role is envisaged as a temporary 
measure while RNs are recruited. 
 
Both roles in Band 4 can now work at a higher level within the ward teams and can actively support 
the RN establishment requirements on a shift by shift basis if skill mix allows. To ensure the band 4 
staff are used effectively and safely, maximum establishments have been mapped into each ward mix.  
These proposed temporary changes to ward based staffing require close monitoring in relation to 
impact on quality and patient experience, and each ward must retain the option of replacing the band 
4 Associate Practitioner with a Registered Nurse as vacancy levels improve. The majority of band 4 
posts are filled by EU RN’s who continue to have the option to progress to Registration and a band 5.  
 
Individual Divisional plans and data is available in appendix 4. 

 
 
3.2 Patient Safety 
 
Although staff levels have been challenging, it is important to note that high level quality metrics 
(Appendix 3.) remain positive and consistent.  The Trust continues to have: 

 Low episodes of cardiac arrest against national picture.   

 Measures around sepsis care remain within national norms. 

 Fall and falls with harm have not increased. 

 Pressure ulcers have reduced in number 

 Patient feedback remains consistent. 

 Incidents of Acute Kidney Injury remains low 

 Low MRSA and reducing Clostridium Difficile 
 
These are indicators that despite pressures, care is not being adversely affected.   
 

Year 2018 2018 2018 2018 2018 2018 2018 2018 2018 2018 2019 2019 2019

Month MAR APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Turnover - Rolling 12 months (%). 18.7% 19.2% 19.1% 20.0% 19.3% 18.6% 19.6% 19.4% 18.2% 18.6% 18.3% 17.5% 17.1%

Turnover - In month (%). 2.0% 2.1% 1.4% 1.5% 1.6% 0.9% 2.4% 1.3% 0.9% 1.5% 1.4% 0.5% 1.6%
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This has been triangulated by regular assessment of patients by the DCNs and DNDs:   
There is a national early warning system to identify a patient who may deteriorate (known as a NEWS 
score).  This has recently changed and now more patients require much more frequent observation.  
PHT is in an unusual position of being able to monitor this measure live due to the use of VitalPAC, the 
Trust electronic patient monitoring system.   
 
Diagram 3 From the IPR report, Chart 1 shows when NEWS was first introduced in 2017 (with 

performance dip and recovery) and the recent NEWS 2 introduction (with dip and 
beginnings of recovery) 
Chart 2 shows that despite the dip in performance, the number of observations has 
increased (with more patients falling into the frequent observation category): 
 

 
 
The senior nurse team have directly assessed patients where observations have been delayed to 
identify if harm had occurred as a result.  No harm was identified.  It is likely the increase in 
observations is as a result of staff prioritising the sicker patients. 
 

The most noticeable quality impact of staffing is with non-clinical interventions, for example a drop-in 
audit compliance and documentation.  

 
 
4.0  Annual Workforce Review 
 
4.1   Meeting the Safer Nursing Care Tool (SNCT) and NICE guidelines 

 
A full ward based staffing review is required by NHS organisations annually.  The Trust review took 
place in November 2018 using the nationally recommended Safer Nursing Care Tool (SNCT) 
methodology as an evidence based assessment tool. Further evidence based tools were used to assess 
safe staffing levels in relation to skill mix (the ratio of registered nurses to health care support 
workers), Nurse to Bed ratio, Care hours per Patient Day (CHPPD) and information from Model 
Hospital for benchmarking. In addition daily staffing planned numbers were mapped against NICE 
Guidelines. 
 
The process entailed wards recording the dependency and acuity of their patients every day for a 20 
day period.  These assessments were recorded against the patient on bedview.  The results have been 
used as part of the required triangulation process which considers professional judgment of all, 
comparison with peers, consideration of quality information by the Chief Nurse, Deputy Chief Nurse 
and the Lead Nurse for Workforce in conjunction with the Divisional Nurse Directors.  The data 
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Month

Registered 

Nurses
HCSW

% %

May-18 93.9% 123.0% 69.1% : 30.9% 63.1% : 36.9%

Jun-18 92.8% 118.5% 69.1% : 30.9% 63.6% : 36.4%

Jul-18 86.4% 109.4% 69.2% : 30.8% 64.0% : 36.0%

Aug-18 79.4% 121.1% 70.6% : 29.4% 61.1% : 38.9%

Sep-18 76.5% 111.1% 70.4% : 29.6% 62.0% : 38.0%

Oct-18 78.6% 112.3% 70.3% : 29.7% 62.4% : 37.6%

Nov-18 81.6% 113.6% 70.3% : 29.7% 63.0% : 37.0%

Dec-18 81.1% 116.7% 70.1% : 29.9% 62.0% : 38.0%

Jan-19 81.4% 116.5% 70.2% : 29.8% 62.2% : 37.8%

Feb-19 82.1% 116.2% 70.2% : 29.8% 62.5% : 37.5%

Mar-19 81.8% 117.4% 70.2% : 29.8% 62.2% : 37.8%

Apr-19 83.8% 117.2% 70.0% : 30.0% 62.5% : 37.5%

RN : HCSW RN : HCSW

Skill Mix

Planned Actual

Average Fill Rate

Actual Staff Numbers and Skill Mix

submitted is mostly good quality, however 3 areas required further review.  The assessment has 
resulted in a net reduction of 9 posts across the organisation.  See Appendix 4 for full staffing 
establishments and metrics for each ward. 

 

4.2   Plans to mitigate gaps in Registered Nurse staffing levels 
 
The detailed Ward Based Staffing review in November 2018 recommended the introduction of band 4 
Nursing Assistant and Assistant Practitioner (Nursing) roles to replace a maximum of one Registered 
Nurse per day shift on some wards.  It is not appropriate for all wards to take this approach and 
consequently the band 4 roles have not been rolled out to all wards.  This is a planned short-term 
measure (1-3 years) to provide a consistent skilled workforce. This approach is comparable with other 
organisations and is recognised by HEE.  The addition of these roles formally to the workforce reduces 
need for some of the temporary RN workforce and provides stability, progression and opportunities.   
 
The impact of changing the establishment on nationally reported staffing and skill mix data.  
 
Table 4 shows 6 months of data with current staff levels as reported to NQB.  In February 2019 this 
shows an RN fill rate of 82.1% of RNs.  The rate of 116.2% for HCSW looks high, however consists of 
Band 4 staff who are off-setting RN vacancies within a structured plan.  These staff should be reported 
separately for a clear picture.   
 
Table 4  Six months NQB data using the current reporting structure: 
 
The first column in ‘Average Fill Rate’, shows the percentage of RN planned shifts that have been 
achieved through a combination of substantive and temporary workforce. The RN column, in ‘Skill Mix’ 
shows the planned skill mix based on budgeted establishment and the skill mix that is achieved. 
Temporary shifts are requested to achieve the planned skill mix but not always filled. 
 
 

 
 

 
 

 
 
  

  

Month

Registered 

Nurses
HCSW

% %

May-18 93.9% 123.0% 69.1% : 30.9% 63.1% : 36.9%

Jun-18 92.8% 118.5% 69.1% : 30.9% 63.6% : 36.4%

Jul-18 86.4% 109.4% 69.2% : 30.8% 64.0% : 36.0%

Aug-18 79.4% 121.1% 70.6% : 29.4% 61.1% : 38.9%

Sep-18 76.5% 111.1% 70.4% : 29.6% 62.0% : 38.0%

Oct-18 78.6% 112.3% 70.3% : 29.7% 62.4% : 37.6%

Nov-18 81.6% 113.6% 70.3% : 29.7% 63.0% : 37.0%

Dec-18 81.1% 116.7% 70.1% : 29.9% 62.0% : 38.0%

Jan-19 81.4% 116.5% 70.2% : 29.8% 62.2% : 37.8%

Feb-19 82.1% 116.2% 70.2% : 29.8% 62.5% : 37.5%

Mar-19 81.8% 117.4% 70.2% : 29.8% 62.2% : 37.8%

Apr-19 83.8% 117.2% 70.0% : 30.0% 62.5% : 37.5%

RN : HCSW RN : HCSW

Skill Mix

Planned Actual

Average Fill Rate

Actual Staff Numbers and Skill Mix
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Table 5 provides an adjusted view of the data, taking allowance of the new Band 4 roles and how they 
impact on the reported staffing position.  The skill mix improves when reporting band 4 Nursing 
Associates and Assistant Practitioner (Nursing) in a structured way: 
 
Table 5 Six months data adjusted to show impact of new Band 4 role. 
 
 
 
 
 
 
 
 
 
 
 
In February, RN fill rate increases from 82.1% to 84.8%.  The HCSW rate reduces to 101%.  This 
provides a more balanced view of the actual Trust position.  There is a planned skill mix change from 
70:30 to 66:34. With the ongoing recruitment and retention plans, both of which are on track, this will 
be achieved towards the end of the calendar year. 
 
In conclusion, the proposed changes will provide safe staffing levels for clinical areas and TLT is 
requested to approved these prior to Board approval.  
 
 
5     Midwifery Staffing  

 
Maternity services are currently undertaking an external review of its establishment and are currently 
awaiting its report. This is due in June 2019 and will be used to benchmark existing staffing of the 
service and used to inform future workforce development and recruitment where needed.  
 
The Royal College of Midwives (RCM) and the Royal College of Obstetricians and Gynaecologists 
(RCOG) recommend the use of Birthrate Plus (BR+) which has been endorsed by the RCM. There is no 
other research based tool available to undertake this type of workforce planning in maternity services. 
Birthrate Plus is a recognised tool for calculating the number of midwives required to provide clinical 
care to women and babies across the childbirth continuum. This tool also measures clinical outcomes 
including the requirement to provide 1-1 care to a woman during the labour and birth of her baby. 
 
The last time this level of analysis was undertaken in Portsmouth Hospitals Maternity service was in 
2015, therefore it is expected that this review will identify increasing acuity and reflect the social 
complexities of our local population. 
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Current Midwifery Staffing (NQB) data 
 

Actual Staff Numbers and Skill Mix 
 
   Average Fill Rate Skill Mix 

 

 
Registered 
Midwives MSWs Planned 

 
Actual 

   % % RM:MSW RM:MSW 
 Apr-18 91.7% 123.6% 69.1% : 30.9% 62.4% : 37.6% 
 May-18 93.9% 123.0% 69.1% : 30.9% 63.1% : 36.9% 
 Jun-18 92.8% 118.5% 69.1% : 30.9% 63.6% : 36.4% 
 Jul-18 86.4% 109.4% 69.2% : 30.8% 64.0% : 36.0% 
 Aug-18 79.4% 121.1% 70.6% : 29.4% 61.1% : 38.9% 
 Sep-18 76.5% 111.1% 70.4% : 29.6% 62.0% : 38.0% 
 Oct-18 78.6% 112.3% 70.3% : 29.7% 62.4% : 37.6% 
 Nov-18 81.6% 113.6% 70.3% : 29.7% 63.0% : 37.0% 
 Dec-18 81.1% 116.7% 70.1% : 29.9% 62.0% : 38.0% 
 Jan-19 81.4% 116.5% 70.2% : 29.8% 62.2% : 37.8% 
 Feb-19 82.1% 116.2% 70.2% : 29.8% 62.5% : 37.5% 
 Mar-19 81.8% 117.4% 70.2% : 29.8% 62.2% : 37.8% 
  

The above table is reflective of midwifery staffing within the ward setting and does not take 
community midwifery or community support workers into consideration.  Currently community 
midwifery staffing is not captured via NQB data and the establishment is calculated on the BR+ ratio of 
midwife to caseload.  Birthrate Plus states that safe staffing should reflect 1:1 care in labour and a ratio 
of 1:28 (midwife to birth).  At Portsmouth hospitals we have, over the last six months, seen a 
fluctuating birth rate and this has been reflected in our midwife to birth ratio.  On average this birth to 
midwife ratio is sitting at 1.26. 
A recent consultation of band 7 practitioners enabled reconfiguration of roles, responsibilities and 
working patterns of clinical lead midwives within the new community organisational structure.  
Ultimately this new way of working improved clinical standards and quality across all clinical areas of 
maternity through leadership and management.   
 
Current Midwifery Establishment 

 

Band 
Funded 
WTE 

Contract 
WTE Variance 

8C 1.00 0.00 (1.00) 

8B 1.00 0.00 (1.00) 

8A 3.00 3.00 0.00 

7 33.41 32.84 (0.57) 

6 158.83 139.31 (19.52) 

5 11.00 23.48 12.48 

4 1.00 1.00 0.00 

3 33.78 33.72 (0.06) 

2 54.52 51.70 (2.82) 

Grand Total 297.54 285.05 (12.49) 
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The maternity services actively recruit to all vacancies to ensure our compliance with BR+ (2015).  
Newly qualified midwives are recruited to band 5 level and are offered a period of preceptorship which 
continues for 12 months.  After this qualifying period, band 5 midwives are upgraded to a band 6 – the 
table above shows over and under establishment for bands 5 and 6 which is reflective of the automatic 
upgrading.  The vacant post of 8c Consultant Midwife has been recruited to under a band 8b.   

 
The staffing model within PHT’s Maternity service is under review, in particular across our community 
services. Within the service, as a whole, recent analysis has identified a significant increase in the use 
of temporary staff. It is unknown at this time whether this is correlated to high level of staff sickness, 
maternity leave (n=14) or as a result of the current staffing model. On average, over the last 6 months, 
there has been 10 – 15% of staff on maternity leave and between 3 - 6.5% sickness absence. One 
possible explanation for this might be related to integrated working models across the service and 
where staff work flexibly across all areas of the service. On completion of this review we will be in a 
better position to identify areas of potential improvement and a solution to the higher rate of 
temporary staff requested.  

 
 
6      RN Recruitment 
6.1   Registered Workforce 

 
There is a detailed multifaceted approach to the RN recruitment plan. Generic and specialty specific 
actions have been implemented, using alternative approaches and increased use of social media. This 
includes a UK targeted recruitment campaign and some recent investment into advertising materials 
and a bespoke campaign including the Respiratory You Tube song.  Applicants are contacted 
immediately following an application submission and we offer ‘next day’ interviews to applicants. 

 
Newly qualified nurse recruitment has been continuous since Feb 2019 and the Trust has 58 live offers.  
We expect to see 30 starters from 50 job offers following attrition.  The Trust is continuing to 
communicate with all successful candidates using postcards and emails.  All will be invited into the 
Trust for pre-employment induction/orientation support. 
 
In previous years we had been very successful in recruiting RN’s from Europe, however this pipeline 
has all but ceased.  We have however been able to recruit EU RN’s to work as band 4 Assistant 
Practitioners. 
 
Being mindful of the length of time it takes to recruit International RN’s, we have actively been 
recruiting in the Philippines and India since 2015. From July 2017 to July 2018 we have been 
interviewing in India or the Philippines every other month. This has now created a healthy pipeline of 
RN’s due to arrive in PHT. The pipeline currently has 400 nurses progressing through to UK 
registration. It is likely that a total of 150 of these nurses will arrive in PHT by end of 2019. 

 
Following a pause and a review of our International recruitment strategy, we have now commenced a 
new International Recruitment procurement process with the plan to achieve full recruitment of RN’s 
by end 2019 (a further 100 overseas nurses). 
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Table 4 below shows the full recruitment plan for Registered Nurse 
 
Table 4. RN recruitment plan 
 

 

 

6.2 Non-Registered Workforce 

PHT has been very successful in recruiting HCSW through various routes. We offer apprentice and 
trainee programmes, in addition to trained Band 2 posts. Most recruitment is generic and we always 
aim to have a pipeline of HCSW’s available to fill vacancies as soon as they arise. The increase in band 2 
posts following the ward based staffing review has resulted in some vacancies with a clear plan to fill 
these over the next 2-3 months. 

 
 
7     Conclusion 
 

 The new in-patient ward based establishments and budgets achieve safe staffing.  This will be 
closely monitored and reviewed over the next few months to ensure the skill-mix is satisfactory.  
There will also be further monitoring of the use of Enhanced Care Observation shifts (ECO’s) 

 The impact of high numbers of RN vacancies can be mitigated, to some extent, with the use of 
Nursing Associates and Assistant Practitioners (Nursing), This paper formalises these numbers to 
maintain safe staffing levels and skill mix across the 24 hour period.  

 The skill mix of registered to unregistered workforce must be closely monitored using workforce 
and quality metrics. 

 There will be a decreasing reliance on temporary staff as the Trust continues to recruit between 20-
30 new RN starters each month 

 The retention project is beginning to show progress as turnover is beginning to reduce. 
 
 
8     Recommendation 

It is requested that the Board support this approach to achieving safe staffing levels.  The Board are 
asked: 
- To note this report. 

- To agree the staffing levels set by the Corporate and Divisional Nursing teams, which 

includes the strategic placement of band 4 Nursing Associates and Assistant Practitioners 

(Nursing) to support the Registered Nurse workforce and enhance patient care. 
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Appendix 1 Nursing Workforce dashboard, May 2019 
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Appendix 2 Red Flags 
 

NICE Safer Staffing Guidelines identified the requirement for Trusts to report any red flag incidents 
that occur.  NICE specify a list of red flag incidents which include less than 2 Registered Nurses per 
shift, a reduction of more than 8 hours of RN time or 25% (whichever is reached first) reduction in 
planned staffing, care omissions e.g. turns, feeding, observations, and pain relief.   
  
Table 5 below demonstrates the incidents reported in 2018 in relation to nursing and midwifery 
staffing. Table 6 shows the number of red flags in relation to reduction in RN cover 
 

 
 
Table 5. Reported Staffing Events 

 
 
Table 6  Reported Red Flags in relation to reduction in RN’s 
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Appendix 3 Quality Metrics 
 
Taken from the IPR report, April 2019. 
This demonstrates that although staffing levels are lower, SIs have not increased and are low. 

 
 
As a further example, Pressure Ulcer incidents have not increased.  This is similar for Acute Kidney Injury, 
cardiac arrests within the hospital and other measures available on the IPR Report. 
 
 
 
 
 
 
 
 
 
 
Ward level Quality metrics for are monitored each month and form part of the overall quality dashboard 

for the Trust. When looked at individually, the majority of wards demonstrated high levels of harm free call 

 
Table 7 Quality Metrics for wards April 18 – Dec 18 
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Appendix 4 Summary of Divisional plans 
 

Each Division has undertaken a full, detailed review of their ward and department nurse staffing 
establishments. All reviewed and agreed budgets have been signed off by DND, SLN, Matron, Ward 
Managers, Chief Nurse or Deputy Chief Nurse and Lead Nurse for Workforce. In addition to the overall 
review, each Division has undertaken an assessment on how safely to utilise the increasing number of 
RN’s progressing to UK registration (band’s 3 and 4) , career Associate Practitioners (Nursing) and the 
new registered Nursing Associates, whilst maintaining a safe skill mix and nurse to bed dependency. 

 
 

1. Medicine and Urgent Care Division 
 

Table 5. Summary of Medicine and Urgent Care Division ward based staffing 
 

 
 
The SNCT review in medicine and urgent care, along with professional judgement, suggested that 
several wards required adjustment. Careful consideration was given to the use of Associates to replace 
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D3 34 1.50 1.41 1.46 1.24 90% 21.58 2.59 18.11 42.28 57:43 51:49

Approved by DND. Potential increasing dependency 

but some inconsistencies in SNCT over last 2 

recording episodes, additional training and support 

to ward. Next review planned June 19

C5 36 1.50 1.51 1.50 1.24 90% 26.69 2.59 15.52 44.8 65:35 60:40

Approved by DND. Some inconsistencies in SNCT in 

Nov 18, additional training and support to ward. Nxt 

review planned June 2019

C6 36 1.28 non sub 1.28 1.16 90% 23.73 2.59 15.52 41.84 63:37 57:43

Approved by DND.. Additional training and support to 

ward following non-submissoin. Next review planned 

June 2019. 

C7 23 1.35 1.44 1.40 1.46 90% 28.45 0.00 5.17 33.62 85:15 Approved by DND

E6/7 40 1.44

E6 10 1.55 1.88 1.72 2.36 60% 18.47 0.00 5.17 23.64 78:22

Ward based staffing review with Professional 

judgement has increased staffing. Approved by DND

E7 30 1.32 1.50 1.32 1.24 90% 19.09 2.59 15.52 37.20 68:42 51:49

Some inconsistencies in SNCT Nov 18, additional 

training and support to ward. Next review planned 

June 2019. 

E8 36 1.33 non sub 1.33 1.24 90% 26.63 2.59 15.52 44.74 65:35 60:40

Non submission. Additional training and support to 

ward. Next review planned June 2019

D7 36 1.24 1.36 1.30 1.24 90% 27.52 2.59 14.49 44.60 66:34 60:40

SNCT undertaken prior to move from surgical to 

medical ward. Continue on current numbers until 

next review June 19

D2 30 1.24 non sub 1.24 1.23 90% 21.51 2.59 12.94 37.04 58:42 58:42

Approved by DND. Additional training and support to 

ward following non-submissoin. Next review planned 

June 2019. 

AMU 63 1.38 1.48 1.43 2.08 300% 81.23 10.35 39.6 131.18 70:30 62:38 Approved by DND

E4 18 1.72 1.72 1.71 90% 14.6 0.00 16.2 30.80 47:53 Approved by DND

F1 13 1.72 1.72 1.72 1.73 60% 12.09 0.00 10.39 22.48 54:46 Approved by DND

F2 30 1.57 1.66 1.62 1.53 90% 24.00 2.86 19.17 46.03 58:42 52:48 Approved by DND

F3 29 1.71 1.69 1.70 1.55 90% 20.26 2.86 21.76 44.88 52:48 45:55 Approved by DND

F4 34 1.60 1.69 1.65 1.67 90% 35.9 5.17 15.57 56.64 73:27 64:36 Approved by DND

G2 29 1.56 1.64 1.60 1.59 90% 24.00 2.86 19.17 46.03 58:42 52:48 Approved by DND

G3 30 1.68 1.67 1.68 1.53 90% 24.00 2.86 19.17 46.03 58:42 52:48 Approved by DND

G1 23 1.68 1.64 1.66 1.59 90% 20.35 0.00 16.2 36.55 56:44 Approved by DND

G4 21 1.69 1.52 1.61 1.71 90% 22.31 0.00 13.61 35.92 62:38 Approved by DND

Medicine 

and Urgent 

Care

Page 199 of 212



Safer Staffing Board Report June 2019  
 
 

  
Page | 19 

RN’s and how this impacts on skill mix. This Division currently has the highest number of vacancies 
within the Trust. 
 
The SNCT review showed that the wards have their required staffing levels to meet the needs of their 
patient group. There are inconsistencies in some of the medical wards with regards to SNCT 
assessment, these are being addressed with further training and support. Three wards did not submit 
the required amount of assessments to use the data correctly; these have been highlighted as non-
submission.  For clarity, non submission does not mean the ward is unsafe or has not been reviewed 
by the DND.  
 
Band 4 Associate Practitioners (Nursing) have been introduced in 13 of the 19 wards. This will require 
regular review within the Division in relation to Quality and Safety. It is agreed that ideally a vacancy 
would be filled by a Registered Nurse, but due to shortages in the registered workforce it is acceptable 
to recruit band 4 staff up to the agreed establishment number. 

 
 

2  Surgical Division 
 

Table 6. Summary of Surgical ward based staffing 
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E2 30 1.28 1.27 1.28 1.27 90% 22.4 2.59 13.27 38.21 65:35 58:42

Approved by DND. Professional judgement applied 

and establishment signed off

E3 34 1.46 1.36 1.41 1.19 90% 24.7 2.59 13.27 40.52 67:33 61:39

Some inconsistencies in SNCT data, snapshot to be 

undertaken with DND. Possibly due to high numbers of 

MFFD patients. Professional judgement applied and 

establishment signed off

SAU 28 1.21 1.24 1.23 1.35 90% 27.2 0.00 10.49 37.71 72:28

Further 6 month review to potentially implement 

band 4's. Professional judgement applied and 

establishment signed off

SHCU 10 1.72 1.84 1.78 2.31 60% 17.8 0.00 5.33 23.12 77:23

Approved by DND. Professional judgement applied 

and establishment signed off

D1 28 1.47 1.66 1.57 1.49 90% 22.9 2.59 16.2 41.64 61:39 55:45

Complexity of patient type requires high number of 

clinical staff to undertake some essential care. 

Professional judgement applied and additional Band 

2 posts approved. Introduction of Band 4's and 

increase to band 2's has impacted on the skill mix and 

will require very careful monitoring. Approved by DND

D4 26 1.51 1.38 1.45 1.38 90% 22.6 2.59 10.65 35.87 71:29 63:37

Approved by DND. Professional judgement applied 

and establishment signed off

D5 36 1.14 1.16 1.15 1.21 90% 27.1 2.59 13.8 43.53 68:32 63:37

Approved by  DND. Professional judgement applied 

and establishment signed off

D6 36 1.60 1.66 1.63 1.54 90% 28.4 2.59 24.3 55.33 56:44 51:49

Due to high requirement for HCSW ECO it was agreed 

that additional HCSW should be added to day and 

night shifts and introduce Band 4 to replace a Band 5 

in the day. It should be noted that this does shift the 

skill mix to 51:49 and will require close observation of 

quality metrics. Agrred as a pilot and approved by 

DND.

D8 28 1.47 1.48 1.48 1.35 90% 27.4 0.00 10.53 37.92 70:30

Approved by  DND. Professional judgement applied 

and establishment signed off

Surgery
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Band 4 Associate Practitioners (Nursing) have been introduced in six of the nine wards. This will 
require regular review within the Division in relation to Quality and Safety. It is agreed that ideally a 
vacancy would be filled by a Registered Nurse, but due to shortages in the registered workforce it is 
acceptable to recruit band 4 staff up to the agreed establishment number. 
 
Within surgery SNCT assessments on D1 and E3 require further review with the relevant senior nursing 
staff as inconsistencies were picked up in the application of the criteria. 

 
 
3  Networked Services Division 
 
Table 7. Summary of Networked Services ward based staffing 
 

 
 
Band 4 Associate Practitioners (Nursing) have been introduced into one of the 5 adult wards. This will 
require regular review within the Division in relation to Quality and Safety. It is agreed that ideally a 
vacancy would be filled by a Registered Nurse, but due to shortages in the registered workforce it is 
acceptable to recruit band 4 staff up to the agreed establishment number. 
 
An additional review has taken place since the increase in beds on A5/6 taking into account  
the new geography of the ward. This new establishment has been approved by the DND. 
 
The next SNCT review in June 2019 will include the children’s wards using the newly developed SNCT 
tool for children. 
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G6 14 1.77 1.86 1.82 1.82 60% 20.34 0.00 5.18 25.52 80:20 80:20 Approved by DND

G7 22 1.68 1.75 1.72 2.09 90% 31.88 0.00 14.07 45.95 69:31 69:31 Approved by DND

G9 14 1.90 1.71 1.81 2.05 60% 20.15 0.00 8.55 28.7 70:30 70:30 Approved by DND

F5/6/7 40 1.46 1.58 1.52 1.48 90% 43.3 0.00 15.86 59.16 73:27 Approved by DND

A5/6 22 1.43 1.34 1.39

A5/6 34 1.45 1.45 1.49 90% 31.33 3.00 16.31 50.64 68:32 62:38 Approved by DND

Networked 

services
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report BOARD RISK REGISTER 
Board / 
Committee 

TRUST BOARD – 26th JUNE 2019 

Agenda item 
number 

172.19 

Executive lead Lois Howell – Director of Governance & Risk 

Author Annie Green – Head of Risk Management 

Date report 
written 

31st May 2019 

Action required Discussion /Approval - adoption of the revised Board Risk Register. 

Executive 
summary 

Please note: to clarify the terminology used to define identified risks across the 
Organisation, the risk register has been renamed ‘Board Risk Register’ 
(previously Corporate Risk Register) making clear it describes Trust executive 
level risks. 
 
There are eight new risks: 
BRR 4      Compromised care of patients with primary mental illness due to lack of 

specialist knowledge, provision and training. 16 (4x4) 
BRR 14    Patient harm arising from inappropriate management of mechanical 

restraint. 15 (4x5) 
BRR 15    Damage to Trust reputation arising from non compliance with internal 

policy and Nice Guidance relating to restraint. 15 (3X5) 
BRR 16    Risk of reputational damage/harm to regulatory relationships arising 

from failure to deliver annual financial outturn forecast. 15 (5x3) 
BRR 18    Risk of poor patient experience if Trust has insufficient capital to 

provide required equipment/ICT and upgrade ED floor. 12 (4x3) 
BRR19     Risk of mismanagement of patient care arising from reduced staff 

attendance, caused by D Day event travel disruption. 12 (4x3) 
BRR20     Risk of harm to safety and/or wellbeing of staff as a result of high ED 

attendances associated with D-Day celebrations. 12 (4x3) 
BRR21    Risk of mismanagement of patient care arising from high levels of 

attendance in ED associated with D-Day event. 12 (4x3) 
 
One risk has increased in score: 
Four risks have decreased in score. 
Five risks have been closed. 
 
Set out at appendix A is a heat-map style presentation of the Board Risk Register, 
which is set out in more detail at Appendix B. 

Appendices 
attached 

Appendix A – Board Risk Heat-map  
Appendix B – Board Risk Register 

Recommendations That the Board adopts the Board Risk Register, as set out at appendix B. 

Next steps No actions will be taken after consideration of this report: 
 

  

Enclosure Number 

11 
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Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     
CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     
Links to Board 
Assurance 
Framework 

Not applicable 

Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Not applicable 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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1. The Board should be assured of the continued focus on the identification, recording and management 

of risk across the Trust.    In line with the Trust’s risk management strategy, the Board Risk Register is an 

amalgamation of all operational risks which require Trust level management and oversight, plus those 

risks on divisional risk registers which, although managed at divisional level, are rated as “high”.   

 

2. Presented to the Board today at appendix B is the most recent iteration of the Board Risk Register, 

updated to reflect the risks added since it was last presented to the Board in April 2019 and to show the 

revised ratings of existing risks.    

 

3. There are eight new risks: 

BRR 4      Compromised care of patients with primary mental illness due to lack of specialist 

knowledge, provision and training. 16 (4x4) 

BRR 14    Patient harm arising from inappropriate management of mechanical restraint. 15 (3x5) 

BRR 15    Damage to Trust reputation arising from non compliance with internal policy and Nice 

Guidance relating to restraint. 15 (3x5) 

BRR 16    Risk of reputational damage/harm to regulatory relationships arising from failure to deliver 

annual financial outturn forecast. 15 (5x3) 

BRR 18    Risk of poor patient experience if Trust has insufficient capital to provide required 

equipment/ICT and upgrade ED floor. 12 (4x3) 

BRR 19    Risk of mismanagement of patient care arising from reduced staff attendance, caused by D 

Day event travel disruption. 12 (4x3) 

BRR 20    Risk of harm to safety and/or wellbeing of staff as a result of high ED attendances 

associated with D-Day celebrations. 12 (4x3) 

BRR 21    Risk of mismanagement of patient care arising from high levels of attendance in ED 

associated with D-Day event. 12 (4x3) 

The Board will note that the risks associated with the local D Day celebrations were transient and are 

also proposed for closure now that the events have ended.   

 

4. One risk has increased in score. 

BRR 17    Risk of service interruption arising from inadequate working capital. 12 (4x3 previously 8 

4x2) – linked to level of risk BRR16 

 

5. Four risks have decreased in score: 

BRR 22     Risk of serious mismanagement of patient care if shortages of essential supplies and/or  

staff occur should UK leave the EU. 9 (now 3x3, previously 4x4) – date for withdrawal 

moved to 31.10.2019, and risk assessments conducted in anticipation of earlier departure 

have indicated that the risks are lower than previously thought.  

BRR 23     Inadequate local induction potentially impacting on patient safety and staff performance. 

12 (now 4x3,  previously 4x4) – this matter has been reviewed – recent re-assessment 

indicates that the likelihood score can be reduced. 

BRR 24     Mismanagement of patient care arising from poor flow across the Trust and beyond. 12  

(now 4x3, previously 4x4) – review reduced likelihood score to possible. 

BRR 35     Risk of harm if first dose of antibiotics is delayed for patients with suspected sepsis. 9 (now 

3x3, previously 4x4) - Title amended to describe current risk, and score reduced as 

surveillance data shows improvement.  

Page 204 of 212



 

  

6. Eight risks are proposed for closure: 

BRR 41     Failure to meet regulatory and contractual obligations as a result of non-compliance with  

IG training and the DSP Toolkit – this risk has been re-described for 2019/20 and 

designated a Corporate Division risk. 

BRR 42     Delayed feedback following DoLS applications to local authorities could result in illegal 

detention – the rate of feedback from the local authority has improved, and the automated 

DoLS tracker makes monitoring those where feedback has not been received reliable and 

effective. 

BRR 43     Poor compliance with PREVENT Health WRAP training could result in staff missing potential 

radicalisation – training levels have increased significantly, meaning that this risk is now 

considerably lower. 

BRR 44     Risk of regulatory action arising from a limited return of DoLS applications to CQC – the risk 

has ended as the backlog of notifications has been cleared and a sustainable system for 

notification has been embedded.  

BRR 45     Children may be harmed as a result of Safeguarding Level 3 training under Trust 

compliance target of 85% - the training completion rate has reached required levels. 

BRR 19    Risk of mismanagement of patient care arising from reduced staff attendance, caused by D 

Day event travel disruption. 12 (4x3) 

BRR 20    Risk of harm to safety and/or wellbeing of staff as a result of high ED attendances 

associated with D-Day celebrations. 12 (4x3) 

BRR 21    Risk of mismanagement of patient care arising from high levels of attendance in ED 

associated with D-Day event. 12 (4x3) 

 

The Board will note that four of the closed risks are associated with safeguarding training and practice.  

There is assurance that these risks are being managed effectively. 

 

7. The Board will also note that the three highest risks are associated with continued high demand for 

services into Quarter 1 and levels of trained staff – these risks will need to be reflected in planning for 

winter 2020/21, and the next iteration of the winter plan will need to include measures to mitigate. 

 

8. Management of all other risks continues, and oversight is maintained via the Divisional Performance & 

Accountability meetings and the newly instated Quality Heat Map meeting. 

 

9. Set out at appendix A is a heat-map style presentation of the same information. 
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Appendix A 
 

   Impact/Consequence Score 

Li
ke

lih
o

o
d

 s
co

re
 

 1. Insignificant 2. Minor 3. Moderate 4. Major 5. Extreme 

5. Almost Certain: Will 

undoubtedly happen 
5 10 

34 

15 
11, 12, 13, 14(new) 

15(new) 

20 
1, 2, 3  

25 

4. Likely: Will probably 

happen 
4 8 12 

23(↓16), 29, 30, 31, 

33 

16 
4(new), 5, 6, 7, 8, 9, 

10 

20 

 3. Possible: Might 

happen occasionally     
3 6 

44 

9 
35(↓16), 36, 37, 38, 
39, 40 

12 
17(↑8), 18(new), 

19(new), 20(new) 

21(new), 22(↓16) 

24(↓16), 25, 26, 27, 

28, 32 

15 
16(new) 

2. Unlikely: Do not 

expect it to happen 
2 4 6 

43 

8 
41, 42  

10 

1. Rare: This will 

probably never happen 
1 2 3 4 5 

 KEY (↓number) 
(↑number)  

Risk score has decreased since previous report 
Risk score has increased since previous report 

 Closed Risks since last 

report 

45, 46, 47, 48, 49 – refer to full report for details. 
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

1 1401 01/01/2018
16

(4x4)

Harm to health and wellbeing of staff arising from 

sustained unplanned pressure on services
Corporate Services Division 08/04/2019

Annie Green 

02/05/2019 

09:40:37

20

(4x5) 
System wide demand management plans being implemented

Winter plan being implemented

8

(4x2)
30/09/2019

2 1402 14/11/2018
16

(4x4)

Mismanagement of patient care, poor experience and 

patient harm arising from lack of suitably trained nursing 

staff.

Corporate Services Division 08/04/2019

Annie Green 

02/05/2019 

09:42:12

20

(4x5) 

Implement outcome of staffing and skill mix review

Further recruitment on-going.

Careers open day 23 March.

8

(4x2)
30/09/2019

3 1404 14/11/2018
16

(4x4)
Regulatory impact of breaching 4 hour access standard Corporate Services Division 30/09/2019

Bostock, Paul 

22/05/2019 

12:56:41

20

(4x5) 
Further implementation of the urgent care delivery plan and the winter 

plan.

8

(4x2)
31/10/2019

4 1535 02/05/2019
16

(4x4)

Compromised care of patients with primary mental 

illness due to lack of specialist knowledge, provision and 

training.

Corporate Services Division 03/06/2019

Annie Green 

02/05/2019 

11:54:48

16

(4x4)
NEW

Business case to be completed for additional specialist resource.

Training strategy to be updated to reflect additional skills and 

knowledge required.

8

(4x2)
30/12/2019

5 1409 14/11/2018
16

(4x4)

Disruption to clinical services arising from breakdown in 

sterilisation and high level disinfection equipment  

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/12/2019

Helen Campbell 

09/04/2019 

10:08:48

16

(4x4)  Install equipment once procured
8

(4x2)
01/06/2020

6 1410 14/11/2018
16

(4x4)

Harm to health of staff arising from injuries associated 

with lifting and moving clinical equipment on soft floor.

Medicine and Urgent Care 

Division - Older Persons 

Medicine

28/06/2019

Annie Green 

14/05/2019 

13:36:02

16

(4x4) 

Hand stripping of 1st cubicle on F4 scheduled for 27 February.

Result will inform the additional replacement schedule planned to be 

completed by end Q1 19/20.

1

(1x1)
28/06/2019

7 1406 14/11/2018
16

(4x4)
Patient harm arising from lack of timely discharge Corporate Services Division 28/06/2019

Bostock, Paul 

22/05/2019 

12:59.20

16

(4x4)  New plans for 19/20 are being updated and additional capacity in 

place.

8

(2X4)
31/05/2019

8 1407 14/11/2018
16

(4x4)

Patient harm arising from stretched pharmacy services 

in times of significant pressure 

Clinical Delivery Division - 

Pharmacy
03/06/2019

Annie Green 

13/05/2019 

14:18:11

16

(4x4)  Implement actions in response to review
8

(2X4)
31/12/2019

9 1482 26/01/2019
16

(4x4)

Patient Harm due to inability to treat with bespoke 

aseptic products due to failur of pharmacy 

manufacturing unit

Clinical Delivery Division - 

Pharmacy
30/06/2019

Luke Groves 

23/04/2019 

21:30:20

16

(4x4) 

Full scale review of PMU facility for refurbish / rebuild in liaison with 

NHSE.

Business case to be commenced

8

(2X4)
31/12/2019

10 1393 07/11/2018
16

(4x4)

Risk of enforcement action/financial penalty from the 

ICO for failing to meet SAR deadlines
Corporate Services Division 29/07/2019

Annie Green 

30/04/2019 

11:17:56

16

(4x4) 

IT looking at ways to speed up identification of information and 

downloading.

? Trust to look at purchasing own redaction software

8

(2X4)
29/07/2019

11 1328 30/08/2018
16

(4x4)

Increased demand for NTProBNP Clinic could result in 

breaching pathway.

Medicine & Urgent Care 

Division - Medicine
29/07/2019

Martin Drew 

15/04/2019 

14:55:07

15

(3x5) 
6

(3x2)
31/12/2019

12 1254 13/07/2018
16

(4x4)

Patient safety may be compromised due to the excess 

demand across clinical areas for SLT services

Clinical Delivery Division- 

Therapies
28/06/2019

Claire Winterford 

11/04/2019 

13:39:47

15

(3x5) 

Recruit additional post. 

SLT recruitment and training across PHT is underway. Posts out to 

advert 9/4/19 following successful business case approval 7/3/19

6

(3x2)
30/10/2019

13 1107 07/04/2018
16

(4x4)

Potential severe patient self harm if potential ligature 

points are not removed trust wide.
Corporate Services Division 03/06/2019

Annie Green 

02/05/2019 

14:51:16

15

(3x5) 
To develop risk assessment policy and associated action plan.

High risk ward areas to be completed initially.

10

(2X5)
31/10/2019

14 1533 02/05/2019
15

(3x5)

Patient harm arising from inappropriate management of 

mechanical restraint.
Corporate Services Division 03/06/2019

Annie Green 

02/05/2019 

11:31:29

15

(3x5)
NEW

Commence Task and Finish group to review restrictive practice. 

Implement recommendations arising from TIAA, task and finish group 

and local audits.

Agree training strategy for Organisation on restraint methods.

Benchmark practice with neighbouring acute trusts.

Arrange meeting with Engie regarding change in practice.

6

(3x2)
30/12/2019
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

15 1534 02/05/2019
15

(3x5)

Damage to Trust reputation arising from non compliance 

with internal policy and Nice Guidance relating to 

restraint.

Corporate Services Division 03/06/2019

Annie Green 

02/05/2019 

11:38:21

15

(3x5)
NEW

Commence Task and Finish group to review restrictive practice.

Implement recommendations arising from TIAA, task and finish group 

and local audits.

Agree training strategy for Organisation on restraint methods.

Benchmark practice with neighbouring acute trusts.

Arrange meeting with Engie regarding change in practice.

6

(3x2)
30/12/2019

16 1413 14/11/2018
15

(5x3)

Risk of reputational damage/harm to regulatory 

relationships arising from failure to deliver annual 

financial outturn forecast.

Corporate Services Division 31/07/2019

Annie Green 

31/05/2019 

11:14:14

15

(5x3)
NEW

Comprehensive year end forecast review and submission of revised 

year end forecast to NHS Improvement through formal process 

following specified governance route.

Detailed risk management arrangements reported to CEO and Trust 

Leadership Team weekly

10

(5X2)
01/04/2020

17 1444 14/12/2018
12

(4x3)

Risk of service interruption arising from inadequate 

working capital 
Corporate Services Division 31/07/2019

Annie Green 

31/05/2019 

11:14:14

12

(4x3) 

Further monitoring of cost improvement programme and spending.

Submission of revised year end forecast through formal process results 

in revision to the Trust's working capital facility.  

On-going dialogue and communication with NHS Improvement through 

appropriate channels.

4

(4x1)
01/04/2020

18 1583 30/05/2019
12

(4x3)

Risk of poor patient experience if Trust has insufficient 

capital to provide required equipment/ICT and upgrade 

ED floor

Corporate Services Division 31/07/2019

Annie Green 

31/05/2019 

11:14:14

12

(4x3)
NEW

Develop and implement long term financial model (LTFM),  and 5 year 

capital strategy including capital and revenue resourcing plan, to 

support revised clinical and organisational strategy.

Create dedicated capital development function within Finance Team.

New Capital Procedures Manual to be adopted to enhance capital 

programme planning and delivery arrangements.

8

(4x2)
01/04/2020

19

1580

28/05/2019
12

(4x3)

Risk of mismanagement of patient care arising from 

reduced staff attendance, caused by D Day event travel 

disruption.

Corporate Services Division 05/06/2019

Annie Green 

30/05/2019 

11:14:14

12

(4x3)
NEW Full EPRR contingency plans in place.

8

(4x2)
30/06/2019

20

1581

29/05/2019
12

(4x3)

Risk of harm to safety and/or wellbeing of staff as a 

result of high ED attendances associated with D-Day 

celebrations.

Corporate Services Division 06/06/2019

Annie Green 

30/05/2019 

11:14:15

12

(4x3)
NEW Full EPRR contingency plans in place.

8

(4x2)
30/06/2019

21

1582

30/05/2019
12

(4x3)

Risk of mismanagement of patient care arising from high 

levels of attendance in ED associated with D-Day event
Corporate Services Division 07/06/2019

Annie Green 

30/05/2019 

11:14:16

12

(4x3)
NEW Full EPRR contingency plans in place.

8

(4x2)
30/06/2019

22 1451 27/12/2018
12

(4x3)

Risk of serious mismanagement of patient care if 

shortages of essential supplies and/or staff occur should 

UK leave the EU.

Corporate Services Division 30/09/2019

Bostock, Paul 

22/05/2019 

12:52.07

12

(4x3) 
Implementation of national guidance as it is issued. 

EU exit has been delayed to September.

4

(2X2)
31/12/2019

23 243 08/06/2016
9

(3x3)

Inadequate local induction potentially impacting on 

patient safety and staff performance
Corporate Services Division 08/07/2019

Annie Green 

30/04/2019 

14:29:28

12

(3x4) 
Local Induction is being championed by the Trust's Change Agents 

who are meeting with L&D in April to discuss options for improvement.

6

(3x2)
30/12/2019

24 1405 14/11/2018
16

(4x4)

Mismanagement of patient care arising from poor flow 

across the Trust and beyond
Corporate Services Division 31/07/2019

Bostock, Paul 

22/05/2019 

13.03.31

12

(4x3) 
Further implementation of the winter plan. 

Additional capacity from system planned for 19/20           

8

(4x2)
31/12/2019

25 1412 14/11/2018
16

(4x4)

Inconsistent application of Mental Capacity Act could 

result in regulatory non-compliance and prosecution.
Corporate Services Division 01/07/2019

Annie Green 

02/05/2019 

12:00:26

12

(4x3) 

Further spread training and awareness programmes. 

E-Dols project to be fully launched.

Dols 'stamp' to be launched.

8

(4x3)
30/12/2019

26 651 01/02/2017
12

(4x3)

Financial loss arising from cost of sourcing asceptic 

pharmacy services externally if PMU fails.

Clinical Delivery Division - 

Pharmacy
30/06/2019

Luke Groves 

23/04/2019 

21:28:26

12

(4x3) 

Business case for re-build of asceptic pharmacy unit in development. 

External advice to be sought on using redundant radiopharmacy 

facilities at PHT as contingency for part of the PMU facility.

8

(4x2)
01/08/2019
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27 648 13/04/2017
12

(4x3)

Higher harm from medicines at PHT due to lack of 

electronic prescribing for QA Hospital in-patients

Clinical Delivery Division - 

Pharmacy
30/06/2019

Luke Groves 

23/04/2019 

21:21:37

12

(4x3) 
Board support case regardless of funding outcome, risk remains until 

system in place.

3

(3x1)
01/07/2020

28 240 01/04/2016
20

(4x5)

If Cardiac Day Unit beds are used as escallations 

spaces there is a risk to delivery of RTT

Medicine & Urgent Care 

Division - Medicine
27/06/2019

Martin Drew 

15/04/2019 

14:54:31

12

(4x3) 
8

(4x2)
29/08/2019

29 1054 28/01/2018
16

(4x4)

Inappropriate handling of Controlled Drugs in Schedule 

3, 4 and 5 may lead to diversion, patient harm and 

regulatory action.

Clinical Delivery Division - 

Pharmacy
31/05/2019

Luke Groves 

23/04/2019 

21:43:00

12

(3x4) 

Ensure pharmacy medicines management audits assess this issue and 

implement actions in partnership with ward and department managers 

where necessary.

4

(1X4)
31/10/2019

30 1092 14/03/2018
20

(4x5)

Medicines refrigerators across the Trust are 

inadequately managed creating a risk of patient harm 

from use.

Clinical Delivery Division - 

Pharmacy
31/05/2019

Luke Groves 

23/04/2019 

21:45:25

12

(3x4) 

A separate fridge action plan to be progressed with the Trust-wide 

fridge inventory to ensure hard-wiring and removal of any combination 

locks.

8

(2X4)
31/05/2019

31 1417 14/11/2018
16

(4x4)

Patient harm arising from inadequately maintained 

equipment
Corporate Services Division 28/06/2019

Annie Green 

02/05/2019 

09:54:28

12

(3x4)  Improve central oversight of equipment
12

(3X4)
31/12/2019

32 87 02/01/2015
16

(4x4)

Potential patient harm if water quality fails and 

endoscopes are unavailable to clinical departments; 

delaying procedures. 

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

28/06/2019

Helen Campbell 

14/02/2019 

13:24:05

12

(4x3)  Business case for replacement of RO water systems.
4

(4X1)
31/12/2020

33 230 01/07/2015
15

(3x5)

Risk of staff injury due to exposure to violent or 

threatening behaviour
Corporate Services Division 30/04/2019

Annie Green 

22/02/2019 

10:39:33

12

(3x4)  Respect and protect & 7 point action plan being developed
9

(3X3)
30/04/2019

34 1460 13/01/2019
10

(2x5)

If PHT is non compliant with EU falsified medications 

directive then potential for MHRA fine.
Corporate Services Division 01/07/2019

Annie Green 

02/05/2019 

10:01:54

10

(2x5)  See separate pharmacy action plan.
2

(2X1)
30/12/2019

35 1411 14/11/2018
16

(4x4)

Risk of harm if first dose of antibiotics is delayed for 

patients with suspected sepsis.
Corporate Services Division 29/07/2019

Annie Green 

21/05/2019 

12:44:18

9

(3x3)  Action plan to be determined following review of Quarter 1 data.
6

(3X2)
30/12/2019

36 1110 10/04/2018
12

(3x4)

Inadequate provision of supervision to staff may lead to 

poor decision making and patient harm
Corporate Services Division 03/06/2019

Annie Green 

02/05/2019 

10:01:54

9

(3x3)  Supervision arrangements to be introduced in adult areas as per child.
6

(3X2)
30/12/2019

37 1443 13/12/2018
9

(3x3)

Mismanagement of care of mental health patients 

arising from removal of CAMHS service from ED  

Medicine and Urgent Care 

Division - Urgent Care
31/07/2019

Annie Green 

30/05/2019 

15:08:07

9

(3x3) 

6 months funding from NHS E to recommence CAMHS Liaison pilot 4 

pm to midnight 7/7. 

Solent are recruiting currently to operationalise the service.

Longer term business case in development with CCGs  

3

(3X1)
30/09/2019

38 652 13/04/2017
12

(3x4)

Poor patient experience and risk of harm due to 

Insufficient POD lockers for Trust-wide Self-medication 

results in delay to meds

Clinical Delivery Division - 

Pharmacy
31/05/2019

Luke Groves 

23/04/2019 

21:33:05

9

(3x3) 

Spec for new lockers to be approved and established Trust-wide 

followed by inventory and survey of Trust wide locker status.

Individual clinical areas to be then set an action plan to resolve.

3

(3x1)
31/12/2019

39 1398 13/11/2018
15

(3x5)

Risk of non-conformance on external audit for no CE 

mark on invasive medical devices

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/12/2019

Helen Campbell 

14/02/2019 

13:29:44

9

(3x3) 

PPQ needs to be completed before purchase of invasive medical 

devices
3

(1X3)
30/06/2020

40 699 05/05/2017
15

(3x5)

Risk of patients being harmed by their medicines due to 

PHT partial compliance with NICE guidance NG5.
Corporate Services Division 01/07/2019

Annie Green 

02/05/2019 

10:05:08

9

(3x3) 

Much of this will be resolved with the introduction of an EPMA system 

and a separate software system to enable refer of patients to 

community pharmacists for follow up with their medicines post-

discharge: Pharmoutcomes.

6

(3x2)
02/09/2019

41 1439 11/12/2018
8

(4x2)

Distruption of service provision due to failure of 

Endoscope Washer Disinfectors.

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

24/06/2019

Tanya Mapp 

14/02/2019 

17:01:31

8

(4x2)  Business case for replacement of water plant and washers.
4

(4x1)
31/12/2019
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42 1403 14/11/2018
20

(4x5)

Patient harm arising from inconsistent application of 

policy on non-18 week waiting lists
Corporate Services Division 28/06/2019

Paul Bostock 

22/05/2019 

13:05:41

8

(4x2)  Develop actions in response to review outcome
8

(4x2)
30/06/2019

43 1138 18/04/2018
15

(3x5)

Potential for theft of POMs resulting from inadequate 

secure storage for those to be returned to pharmacy.

Clinical Delivery Division - 

Pharmacy
31/05/2019

Luke Groves 

23/04/2019 

21:47:51

6

(3x2)  New secure bins to be installed.
3

(1x3)
30/06/2019

44 1461 13/01/2019
8

(2x4)

Risk of harm to patients through receiving medicines of 

low quality due to storage at room temperatures too 

high.

Corporate Services Division 01/07/2019

Luke Groves 

23/04/2019 

21:47:51

6

(2x3) 

ALl areas to have real-time temperature monitoring so early 

identifications of breaches can be actioned by nursing staff with 

pharmacy support and medicines promptly moved to appropriate 

storage.

Review guidance in Trust medicines policy.

6

(3x2)
30/09/2019

45 855 13/09/2017
16

(4x4)

Failure to meet regulatory and contractural obligaions as 

a result of non-compliance with IG training and the DSP 

Toolkit

Corporate Services Division

Annie Green 

02/05/2019 

10:05:08

16

(4x4)
CLOSED

46 992 12/12/2017
15

(3x5)

Delayed feedback following DoLs applications to local 

authorities could result in illegal detention
Corporate Services Division

Annie Green 

02/05/2019 

10:05:08

9

(3x3)
CLOSED

47 860 14/09/2017
20

(4x5)

Poor compliance with PREVENT Health WRAP training 

could result in staff missing potential radicalisation
Corporate Services Division

Annie Green 

02/05/2019 

10:05:08

8

(4x2)
CLOSED

48 1121 13/04/2018
12

(3x4)

Risk of regulatory action airising from a limited return of 

DOLS applications to CQC  
Corporate Services Division

Sarah Thompson

26/03/2019

16:30

6

(3x2)
CLOSED

49 462 27/06/2013
12

(4x3)

Children may be harmed as a result of Safeguarding 

Level 3 training under Trust compliance target of 85%
Corporate Services Division

Sarah Thompson

26/03/2019

16:30

6

(2x3)
CLOSED

Risk reviewed and updated for 2019/20 as Divisional/Trust Wide risk

E-Dols to be launched March/April 2019 - Launch by local authority still awaited, but improved 

evidence of transition to Best Interests detention now in place

Training levels now at 80% - performance commended by local PREVENT network

Backlog of notifications to CQC now cleared and arrangements in place to maintain position

Training rate now 88%
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Executive Directors
Mark Cubbon              
Nicole Cornelius      X   
Mark Power     
John Knighton              X
Chris Adcock              
Theresa Murphy    X      
Paul Bytheway              X
Emma McKinney     X         
Lois Howell              
Penny Emerit              

Non-Executive Directors
Melloney Poole              
Christine Slaymaker         X     
David Parfitt           X   
Gary Hay              
Jon Watson  X X X
Inga Kennedy   X   X X  X X  X  
Martin Rolfe X X       X
Roger Burke-Hamilton    X    
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