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TRUST BOARD MEETING IN PUBLIC 
 

Wednesday 31st July 2019  
10:00 – 14.45 

 

Oasis 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 
 

Presentation: CHKS Top 40 Hospitals Award 

178.19 10.20 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 

179.19 10.25 Patient Story N  

180.19 10.50 Minutes of the last meeting –  26th June 2019 1 Chair 

181.19 10.55 Matters Arising/Summary of agreed actions 2 Chair 

182.19 11.00 Notification of any other business N/A Chair 

183.19 11.05 Chair’s opening remarks N/A Chair 

184.19 11.15 Chief Executive’s Report 3 CEO 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

185.19 11.40 

Workforce and Organisational Development 
Committee feedback 

 19th July 2019 (for discussion) 
 24th June 2019 (for information) 

4 
Committee 
Chair 

186.19 11.50 

 
Workforce and Organisational Development 
performance report analysis 
 

N** DWOD 

187.19 12.10 Learning and Development – Annual Report 5 DWOD 

QUALITY & SAFETY 

188.19 
 

12.20 
 

 
Quality and Performance Committee 
feedback 

6 
Committee 
Chair 

189.19 12.30 
 
Safety, quality and operational performance 
report analysis 

N** COO / MD 

190.19 13.10 Freedom to Speak Up – quarterly report 7 DGR 

Page 3 of 183



 

 

191.19 13.20 National Inpatient Survey 8 CN 

FINANCE AND INFRASTRUCTURE 

192.19 13.30 

 
Finance and Infrastructure Committee 
feedback 

 30th July 2019 (verbal) 
 28th May 2019 (included for information) 
 25th June 2019 (included for information) 
 

9 
Committee 
Chair  

193.19 13.40 
 
Financial performance report analysis 
 

N** 
 

FD 

AUDIT AND GOVERNANCE 

194.19 14.00 
 
Audit Committee feedback 
 

10 
Committee
Chair 

 
FOR NOTING / INFORMATION 

195.19 14.10 
Directors’ and Non-Executive Directors’ 
reflections on the meeting  

N Chair 

196.19 14.20 Record of attendance 
 

11 
 

Chair 

197.19 14.25 
Opportunity for the public to ask questions 
relating to today’s Board meeting 

N Chair 

198.19 14.30 Any other business N Chair 

 
199.19 

 
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 25th 
September 2019, Oasis Centre, QAH 

 
N 

 
Chair 

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

Held on Wednesday 26th June 2019 
 

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

MINUTES 
 

Present: Melloney Poole  Chairman  
 Roger Burke-Hamilton  Non-Executive Director (from minute 173.19 onwards) 
 Gary Hay  Non-Executive Director 
 David Parfitt  Non-Executive Director 
 Martin Rolfe  Non-Executive Director 
 Christine Slaymaker  Non-Executive Director  
 Mark Cubbon  Chief Executive Officer (CEO) 

 Chris Adcock  Chief Finance Officer (CFO)  
 Paul Bytheway  Chief Operating Officer (COO) 
 John Knighton  Medical Director (MD) 

 
In Attendance: 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) 

Ben Goodwin  Divisional Nurse Director (Surgery and Outpatients)  
(for minute 153.19) 

Alex Lister Divisional Operations Director (Surgery and Outpatients)  
(for minute 153.19)   

Mark Gardner Divisional Finance Manager (Surgery and Outpatients) 
 (for minute 153.19) 
Lorna Mills HR Business Partner (for minute 153.19) 

 Dave Gordon  Committee Clerk (minutes) 
 

 
Item No 

 
Minute 
 

152.19 Welcome, apologies and declarations of interest 
 
The Chairman welcomed everyone to the meeting. Apologies were received from Inga 
Kennedy (Non-Executive Director) and Liz Rix (Chief Nurse).  
 
No declarations of interest were made. 

  

153.19 Divisional Presentation – Surgery and Outpatients 
 
The division had embedded its structure over the past year, with clear delineation of its 
constituent departments (including the Private Patients Unit). Whilst there had been 
initial issues regarding the senior leadership team, the Divisional Director was now 
established in post and providing a clear link with the Trust’s relationship with the Royal 
Navy. The governance for the division had also been put in place, with monthly meetings 
of the Divisional Board and Divisional Governance Committee receiving updates from a 
comprehensive range of meetings. Since the division’s inception, it had worked on 
completing the reviews and closing the safety learning events it had inherited. This 
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allowed it to establish its own momentum and work on its priorities, with the level of work 
undertaken in theatre now significantly above national averages (96 – 97% as opposed 
to averages of 88 – 89%). It had also focused on areas which had historically provided 
challenges (e.g. ophthalmology, audiology) and had seen this work bolster performance. 
 
Whilst the early stages had encountered issues regarding leadership, with Care Group 
Managers appointed four months after the new division was created and the Divisional 
Director having changed, these had now been resolved. Delivering cancer standards 
within planned resources remained a challenge but the division was now in a better 
position to review safety learning events and put in place its own business plans. 
Meanwhile, the governance structure allowed divisional leaders to operate a high level of 
grip and control of matters such as expenditure. These benefits also allowed the 
message that good governance was not an onerous function which would distract from 
the vital work of the division, but rather support it, to be communicated. The integration 
of support staff such as business partners had been a key feature of the early stages of 
the division’s development.  
 
Over coming months, the division would develop mitigation and recovery plans for areas 
of variance from the Operating Plan. The areas requiring recruitment (e.g. cancer) would 
be a major focus, whilst the development of a Robotic Strategy (to be supported by the 
Clinical Division) offered an opportunity for innovation and impact. Relations with the Isle 
of Wight NHS Trust would be built as developments required, with appropriate support 
offered. The paperless clinic could also provide service improvements and efficiencies. 
 
The division acknowledged its ongoing challenges regarding referral to treatment waiting 
times and the 62 day cancer standard. The Trust Leadership Team had discussed 
resources required for the former, with systems and processes also investigated. With 
reference to the cancer standard, new practices were being introduced in June 2019 to 
release capacity for outpatients. Laser treatment was also being employed. The impact 
of military deployments which had not been anticipated during the construction of the 
Operating Plan would provide a further matter for action in 2019 – 20.  
 
Significant work had been undertaken to reduce patient risk. Weekly Patient Safety 
Meetings had seen high levels of engagement, which had assisted with learning from 
events and accelerating the process. A patient representative would be joining this group 
soon and provide valuable input and challenge. Weekly ward reviews were being 
conducted and were now held in wards to improve the leadership teams’ understanding 
of the situation. The recent quality reviews had led to changes in practice and 
recognition of good work, and the acknowledgement of human factors in treatment was 
reflected in training and learning. Support from the Trust would be required in the 
improvement of the robotic fleet and the implementation of fully electronic patient 
records in the Eye Unit. A strategy paper for robotic systems would be taken to the Trust 
Board later in 2019 – 20.  
 
The Chairman welcomed the presentation, in particular the depth of governance and 
planning in the division. Christine Slaymaker asked what plans were in place for the cost 
improvement programme; the division had identified £3.1 million of savings against the 
original requirement of £3 million. This included workforce matters associated with 
paperless notes, the transference of patients from biological to synthetic drugs 
(particularly in rheumatology) but encompassed aspects from across the division. 
Progress on this was monitored at weekly meetings. Gary Hay inquired how the 
divisional structure would continue to embed itself; this would be a matter of increasing 
the permanence of leadership at all levels and building relationships. The Chief 
Executive Officer noted the work that had been undertaken and in particular the ability of 
Human Resources and Finance specialists to discuss clinical aspects of their division.   
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The Board thanked the team for the presentation.   

  

154.19 Minutes of the last meeting – 29th May 2019 
 
The minutes of the meeting of 29th May 2019 were approved as a true and accurate 
record. 

  

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

  

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

  

157.19 Chairman’s opening remarks 
 
The Chairman expressed her appreciation of the three executives who were attending 
their final Trust Board meeting. The Chief Financial Officer’s ability to provide clarity on 
technical detail and his national reputation, the Director of Communication and 
Engagement’s ability to communicate in plain English and the Chief Operating Officer’s 
focus on patient care and imposition of robust processes despite a challenging 
environment were all particularly commended.     

  

158.19 Chief Executive’s Report 
 
The Chief Executive Officer addressed the following key issues: 
 
D Day commemorations (6th June 2019): this event had seen significant global attention 
on the city of Portsmouth. The Trust was proud of its relationship with the Royal Navy 
and had organised its own events as part of the 75th anniversary.  
 
Avoidable harm: a never event had been recorded in 2018 – 19 which had been 
reviewed. Whilst there had been discussions regarding where responsibility for the 
incident lay, given its nature, the Trust would be undertaking the review. 
 
Constitutional standards: the 62 day cancer standard had seen an increase in referrals 
and faced continued challenges regarding recruitment to the urology team. This would 
be discussed in greater depth under the operational section of minute 166.19. 
Meanwhile, the performance against the referral to treatment standard had been 
affected by unvalidated pathways. These issues relating to data had led to reported 
waiting lists as being higher than the position in reality and were being rectified; actual 
figures were on plan. 
 
Change agents: representatives of the Change Agents had attended the Board 
Development Day on 17th June 2019; the Board had been impressed with their impact 
over a short period of time. Staff were encouraged to express an interest in joining the 
next cohort. 
 
Executive Team: the Chairman’s comments regarding the three Executive Directors 
departing over coming weeks were echoed. In terms of new members, the Chief Nurse 
had now joined the Trust whilst the Chief Financial Officer had been appointed; his 
arrival was planned for October 2019. Interim arrangements would involve the Finance 
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Director assuming responsibility for finance, with the Director of Workforce and 
Organisational Development to oversee Estates and Facilities. Recruitment for the 
Director of Communication and Engagement was underway, whilst the Chief Operating 
Officer would be subject to extended interim arrangements. In addition, a new Chief 
Information Officer had been appointed and would report to the Director of Strategy and 
Performance. This role would have a particular importance in terms of implementing the 
recently agreed Digital Strategy. 
 
CHKS Healthcare Accreditation: on the basis of a range of relevant metrics, CHKS had 
assessed the Trust as being one of the top 40 hospitals in the United Kingdom.  A 
representative of CHKS would attend Trust Board on 31st July 2019 to present this 
award. 
 
Use of mechanical restraints: this matter had been raised by the Quality and 
Performance Committee at its last two meetings. A working group to address the Trust’s 
occasional use of mechanical restraint had been established, and training requirements 
for staff most likely to face such situations had been revised in order to ensure that safe 
alternatives to mechanical restraint could be introduced and use of mechanical restraint 
ended. A senior clinical responder for such events was also being nominated; new risks 
had been added to the register on this subject and work was underway to resolve the 
matter. Gary Hay sought assurance that all relevant organisations shared the view 
expressed in the Trust’s position; this assurance was given. 
 
The Board would also receive an agenda item on patient experience at a future meeting. 

Action: CN 
 
The Board noted the Chief Executive Officer’s report. 

  
159.19 Review of Divisional Structure 

 
The Chief Operating Officer had conducted the recent review which focused on the 
degree to which the new divisions had been embedded. The maturity of the structure 
was also analysed, with measures which would enhance this considered. The 
relationship between the Executive and divisional leadership teams was positive, 
although those between care group teams and divisions required further development. 
Training on leadership skills, influencing behaviours and related matters was also 
proving effective and encouraging collaborative working. 
 
The immediate priorities for the Trust would include establishing clear oversight 
arrangements, and engaging divisions in forming their own plans. Clarity on operational 
and corporate roles would be a focus for ensuring the new structure achieved the best 
possible results. Discussions had been held with senior leadership in Workforce and 
Organisational Development to assist with taking this work forward. 
 
Gary Hay raised the issue of the effectiveness of Performance and Accountability 
Meetings. The Chief Operating Officer stated that the monthly Performance and 
Accountability Meetings were very effective in enabling Executive oversight of the 
divisions. The Director of Governance and Risk added that these meetings were likely to 
take on some areas (e.g. risk registers) which would allow Quality and Performance 
Committee more time to focus on areas where it could have the most impact.  
 
The Chief Executive Officer informed the Board that the restructure was very much part 
of the wider work on culture change.  As divisional level relationships had been the initial 
priority, those between care groups and divisional leaders would increase in prominence 
with regard to planning for 2019 – 20. The next tier down was also crucial in making 
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arrangements as productive as possible. An annual appraisal of arrangements and their 
support for Trust objectives over that period could be developed as one area of 
monitoring this; as the metrics for this already existed, this would not be overly 
burdensome for divisions to compile. The Chairman noted that corroboration for the 
process of successful embedding would include improvements in divisionally reported 
performance metrics.                
 
The Board requested an update on the divisional structure in June 2020. 

Action: COO  
  

160.19 NHSI Undertakings 
 
The Director of Governance and Risk introduced the single oversight framework; the 
Trust was currently placed by NHS Improvement in level 3 (which involved regular 
involvement from NHS Improvement). Four formal undertakings had been requested by 
NHS Improvement and their successful implementation would move the Trust to level 2; 
these were being finalised but were expected to be in the broad terms set out in the 
report.  The Board was asked to delegate authority to the Chairman and Chief Executive 
Officer to give the requested undertakings to NHSI on behalf of the Board  
 
Christine Slaymaker highlighted the need for the Trust and NHS Improvement to be 
clear as to the ‘reasonable steps’ referred to in the documentation. The lessons learned 
from the operation of the Joint Planning Group should also be borne in mind during this 
process. David Parfitt referred to the high level nature of the statements in the 
agreement, and the need for these to be translated into specific actions with attached 
metrics which could be monitored.   
 
The Board delegated authority to sign the revised Section 106 enforcement undertakings 
to the Chairman and Chief Executive Officer. 

  

161.19 Finance and Infrastructure Committee 
 
The Committee Chair (Christine Slaymaker) noted the usefulness of the process of 
evaluating committee effectiveness. In particular, the need for committees to engage in 
governance matters rather than management issues was raised; a meeting with the 
Finance Director would be held to consider this matter and committee agendas. The 
Committee also wished to raise the governance of the Emergency Care Capital Project 
to the Board. Finance and Infrastructure Committee had received the Project Initiation 
Document which identified the Committee as the relevant body to would provide 
assurance to the Board on the project. The Director of Strategy and Performance 
commented on the Emergency Care Capital Project, which had a Project Board 
established to oversee the project and recommend the Business Cases to the 
Committee and Board as appropriate. The Strategic Outline Case would be presented to 
the Finance and Infrastructure Committee in August 2019 and subsequently the Trust 
Board. The Committee Chair asked that consideration be given to the role that the 
Finance & Infrastructure Committee would undertake. The Director of Strategy & 
Performance agreed to confirm the roles and responsibilities and indicated that it would 
likely require extraordinary meetings of the Finance and Infrastructure Committee. These 
would consider the Strategic Outline Case, the Outline Business Case and Full Business 
Case in due course. 
 
The Committee had also examined the Board Assurance Framework and concluded that 
BAF 7 (demand for capital spending to exceed capital sums available) was underrated. 
Given the nature of projects being undertaken by the Trust and the limited capital 

Page 9 of 183



 

 

allocation at present, there was a concern that there was an overdependence on 
alternative sources of funding.   The Finance Director would liaise with the Director of 
Governance & Risk to ensure that the BAF is updated. 

ACTION:  FD / DGR   
 
The overall financial situation in month two was largely similar to that of month one of 
2019 – 20, with pay and non-pay expenditure marginally over target. Whilst the Cost 
Improvement Programme required close monitoring, mitigation was being sought 
through carrying vacancies and use of contingency funds. Methods for re-establishing 
the contingency were being explored. Given this, the aspiration for meeting quarter one’s 
targets remained feasible, which was of particular significance given the additional 
funding associated with its achievement. The three year recovery plan had been 
discussed, which included prescribed assumptions; one aspect which required 
consideration was that an algorithm on market forces meant that tariffs would decline 
year on year during the plan’s operation.  
 
Service line reporting was evolving, with divisional boards sharing the information and 
evaluating their performance as a result. In particular, metrics to ensure that any 
reductions in expenditure remained neutral in terms of their impact on clinical 
performance were being identified. This may also be included in future integrated 
performance reporting to assist with the Board’s understanding of the feasibility of 
efficiency plans. Meanwhile, reporting from the Business Case Review Sub-Committee 
was being amended to allow for reviews of the performance of approved cases.  
 
The Board noted the update. 

  

162.19 Finance performance report analysis 
 
The Chief Financial Officer informed the meeting that the financial situation was broadly 
on plan for the end of month two of 2019 – 20, with an over performance on income and 
slight under performance in other areas such as expenditure and cost improvement. A 
clear programme of work to target adverse expenditure events had been defined, whilst 
delivery and oversight arrangements for cost improvement programmes had been 
enhanced. Control on expenditure on agency staff had been strengthened, although the 
level of identified risks and pressures exceeded the levels of contingency in the financial 
plan. Work on reducing demand on contingency and rebuilding the level of these funds 
was underway. 
 
The Aligned Incentive Contract had been signed - this would be formally reported to the 
Finance and Infrastructure Committee on 30th July 2019. Meanwhile, the Board 
Assurance Framework would be revisited as a full review of national financial 
architecture was completed. 
 
The Board noted the update.  

  

163.19 Workforce and Organisational Development Committee feedback 
 
The Committee Chair (Gary Hay) focused the report on Freedom To Speak Up, 
recruitment & retention and the review of committee effectiveness. On the former, the 
Freedom To Speak Up Guardian had considered the internal auditors’ review of 
reporting at the Trust and responded in her report on some key areas. Training and 
learning regarding the role of Freedom To Speak Up needed to continue to reinforce the 
message; however, all parties were encouraged by the fact that most respondents in 
recent surveys appeared to understand the correct situations in which to contact a 
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representative and who should be alerted prior to this.  
  

The recruitment and retention report had focused on overseas staff and flexible working. 
The efforts to reduce turnover rates appeared to be having a positive effect, although 
challenges in areas of staff shortages remained. The Committee has asked for two 
matters to return; firstly, reporting on the number of days taken to recruit staff (ensuring it 
focused on the time spent using bank or agency staff, rather than administrative 
procedures). The other issue was the Lampard Review and the use of the Disclosure 
and Barring Service. Meanwhile, good progress was being made on delivery of the Cost 
Improvement Programme. 
 
On committee effectiveness, whilst the Committee appeared to be meeting its 
objectives, the content of those objectives (with specific reference to improvement) was 
raised. For example, there were references to ‘monitoring’ and ‘reviewing’ areas but 
none as to the impact of this. The Chairman advised that including a commentary on the 
time any committee has saved the Trust Board and the level of assurance it has 
provided would benefit the process of reviewing effectiveness. The Director of 
Governance and Risk reminded the Board that the review of all committees would be 
taken by the Board on 31st July 2019, and include terms of reference and membership. 
The role of committees in ratifying policies may also require consideration. 
 
The Board noted the update. 

  

164.19 Workforce and Organisational Development performance report analysis 
 
The Director of Workforce and Organisational Development confirmed the maintenance 
of the establishment at existing levels; although some posts would be added in June 
2019 after due process had been completed. The completed review had ensured that 
the number and grade of posts and the related funding were now aligned. Bank fill was 
now at its highest level, which was reducing agency spend significantly (with a variance 
of £162.000 in the month reported). The new roster system was in effect, whilst over 350 
overseas nurses had now been recruited by the Trust. Turnover had also decreased to 
12.1% since the work with NHS Improvement had started.  
 
Sickness absence remained below the regional average; however, challenges remained 
with training and essential skills compliance. Improvement action plans were in place for 
these last two issues. Health and wellbeing had seen significant work, particularly with 
regard to mental health. A full time dedicated Mental Health Nurse was now in post, as 
well as a trainee specialist practitioner. Trained mental health first aiders were already 
nominated across the Trust. An ongoing review of the Trust’s mental health provision 
was being undertaken, supported by the Occupational Health Team and key clinical staff 
(including a psychologist). The level of staff referrals to mental health was being 
monitored, and at present was below national average. Board members were also 
invited to attend an NHS Improvement event on health and wellbeing. The Chairman 
was encouraged by the Trust’s increasing focus on mental health and the wellbeing of 
staff.  
 
The Board noted the update. 

  

165.19 Quality and Performance Committee feedback 
 
The Committee Chair (Martin Rolfe) highlighted incident reporting across the Trust, 
which was currently at a high level but indicating low levels of harm. This was endorsed 
as a sign of both improved openness and, given the small proportion of cases which 

Page 11 of 183



 

 

caused harm, clinical effectiveness. There was a backlog of reviews of reported 
incidents. Although actions were in place to eradicate this, the Committee would 
continue to monitor the number of such cases. The number of falls leading to harm had 
declined, with the introduction of champions for falls prevention appearing to have 
assisted. Meanwhile, whilst the introduction of electronic prescribing would have an 
overall positive impact on risk, the potential for the system to introduce new types of risk 
needed to be identified and mitigated as far as possible.   The Quality and Performance 
Committee would also be tracking progress made on the acquisition of the electronic 
prescription system and whether this was compromised by any issues on external 
funding. The Board was recommended to make a decision regarding whether 
expenditure on an electronic prescription would proceed should no external funding be 
available. The Director of Strategy and Performance updated the meeting that that the 
project is proceeding to the point at which funding is required to be committed. The 
Committee Chair asked that the Trust considered an options appraisal for funding to 
avoid delaying the implementation if a decision on additional funds from external source 
had not been reached by the point it was required.   
 
The national change in the definition of attribution for C.Difficile cases had been a cause 
of some concern for the Committee; it had been anticipated that the new definition may 
cause the Trust to exceed the related reduction target. However, this had not 
materialised. The audit of deteriorating patients had found no material risk relating to 
NEWS2 reporting, with work ongoing to ensure that the Trust’s response was 
appropriate and proportionate. Reporting on patient experience would continue to 
evolve.  Emergency performance had been affected by the level of bed occupancy and 
number of ambulance handovers. Seven out of eight cancer standards had been met in 
May 2019. 
 
The new heat map process had been well received, as it allowed key experts to sift 
through significant amounts of performance data in a highly effective manner. It also 
allowed discussions to be held at ward level to ascertain whether initial findings were 
confirmed by real life experience. It would also ensure that issues could be anticipated 
as they showed signs of emerging, rather than resolving situations which had already 
escalated in urgency. Future reporting of matters such as the Clinical Negligence 
Scheme for Trusts may be revised in light of comments regarding the appropriateness of 
referring technical matters to non-clinical Non-Executive Directors.   A focus on 
governance, rather than medical detail, may assist with committees having more 
appropriate input into the process. 
 
The Committee had been encouraged by the progress made on reducing the use of 
mechanical restraint. It now appeared to be the case that all parties concerned shared 
an understanding of the situation, the appropriate responses and realistic dates for 
enforcing policies, as well as the actions required to implement them. The situation for 
gastroenterology was improving but still required further effort; meanwhile, the issues 
identified in an ophthalmology harm review (e.g. records management, standardisation) 
may contain useful lessons across the Trust. The review of committee effectiveness had 
identified the need for further independent clinical expertise and a review of the manner 
in which sub-committees fed back to the Committee.   
 
The Board noted the report. 

  

166.19 Safety, quality and operational performance report analysis 
 
The Medical Director focused his update on serious incidents, never events, medication 
safety and deteriorating patients. Regarding incidents and never events, the Trust had 
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concerns regarding the time taken for investigations. Inconsistent incident management 
was one contributory factor; whilst there had been action to improve the standardisation 
of processes at divisional level, this still needed to filter down to care group and ward 
levels more fully. An external review of the incident management process would be 
commissioned and taken to the Quality and Performance Committee once complete. 

Action: MD 
 

A never event had occurred in February 2019, which had been reviewed and led to the 
removal of air rotameters.  
 
With reference to medication safety, medicines reconciliation rates were reported as 
below Trust ambitions, but above average regionally. Performance on incidents per 
1,000 bed days was also moving in a positive direction, whilst insulin related incidents 
remained a focus for improvement and training (especially with reference to 
prescriptions). Cannula care and positioning was an area of concerted work which had 
improved performance; new Junior Doctors arriving later in 2019 would be targeted for 
training in this area. 
 
The Medical Director advised that he had been advocating activity in this area. This 
related to those who entered hospital with sepsis, those who developed it whilst at 
hospital, and deteriorating patients. There had been issues regarding obtaining 
meaningful data on the matter given the relatively small number of cases involved. 
However, the information compiled appeared to conclude that compliance with NEWS2 
would not improve until cases which did not require as many observations (e.g. end of 
life) were identified more effectively. There had been work on this matter, with a policy 
expected to be ready for approval in the near future.  
 
Regarding deteriorating patients, there had been an increase in appropriate escalation 
with suitable documentation also provided for these patients. This demonstrated that the 
right plans were being put in place and supported with correct notes. The Trust had 
identified that in only 18% of cases had clinical review not been at the required standard; 
this was well below regional and national averages. The Time To Act Project which had 
led to this level of performance had been recognised across the Wessex region as an 
effective method of improving outcomes. Overall, mortality rates from sepsis had not 
been above national averages for a year (and were often significantly below). The 
Chairman appreciated the effort that had been made to present analytical information 
and the explanation provided for it. The Chief Executive Officer referred to the graph on 
the percentage of nursing shifts covered and the impact of Band 4 nurses on safer 
staffing. 
 
A new diagram reporting on the proportion of mortality cases which had undergone a 
required local review had been added to this iteration of the integrated performance 
report. The data reflected the length of times some departments had between mortality 
reviews, with some weekly and others quarterly (depending on the levels of mortality 
experienced). It had also been used to identify some areas which would be supported to 
ensure reviews were conducted on a more systematic basis. Mental health reporting 
reflected the increases in demand which had been experienced across the service; a 
Task & Finish Group was identifying the data which would assist with analysing the 
situation and necessary actions.  
 
The second Quality and Safety Conference had been well attended. A presentation on 
the evidence base for the direct correlation between civility and performance levels in 
complex tasks had been particularly impactful. This would be shared with the senior 
medical leadership team. David Parfitt enquired as to the status of patients who were 
being accommodated outside of the Deprivation of Liberty Safeguards legislative 
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framework; the Chief Operating Officer informed the Board that this referred to the seven 
day review of paperwork and was the responsibility of relevant local authorities.   
 
The Interim Chief Operating Officer drew the meeting’s attention to emergency care, 
where issues regarding patient flow remained. There had been improvements in late 
May and early June 2019, whilst the national urgent care standards pilot meant that the 
Trust would no longer report performance against the four hour standard. Once the initial 
six week phase of the pilot had been completed, the Trust would submit its data 
regarding performance. The formal reporting of this to Trust Board would then be 
considered; the meeting on 31st July 2019 would be informed as to progress made on 
this matter. 

Action: COO 
 
Attendances in emergency care were still high, although May 2019 had seen less 
pressure on services than the preceding month. Occupancy rates remained high, with 
escalation beds still open, whilst ambulance holds also remained an issue. There had 
been some increase in the number of discharges, however this had been offset by a rise 
in admissions. Work with system partners on increasing the number of complex 
discharges was ongoing, but the impact on the number of patients who were medically fit 
for discharge remaining within the Trust had yet to occur.  
 
The Interim Chief Operating Officer reported that seven of the eight cancer standards 
had been met; it appeared probable that this would be maintained in May 2019. The 62 
day pathway remained the area of concern, with a small number of specialities driving 
the issue. Diagnostic pathways, as well as treatment pathways, required attention, with 
outpatient appointments and biopsies areas for development. Escalation with surgery 
would be taking place in late June 2019, whilst work on gastrointestinal tumour sites 
would be conducted with the Gastroenterology Team; some capacity issues in this 
speciality had been mitigated recently. As of the time of this meeting, 26 patients had 
been waiting over 100 days and would be a focus for activity.  
 
On referral to treatment, a sustained focus on delivery included a technical review of 
data quality and was delivering some improvement. There had been a moderate decline 
in the number of patients waiting 18 weeks, despite the overall increase in the waiting 
list.  
 
The Chairman focused on the impact on patients, rather than on performance data, and 
sought assurance that the overall situation was clearly under the Trust control. The Chief 
Executive Officer referred to his opening report (minute 158.19) and the fact that 
diagnostic performance was ahead of the improvement trajectory. The areas affecting 
cancer had been identified and action was underway to resolve them, whilst early June 
2019 had seen significant improvements in occupancy rates and patient flow.    
 
The Board noted the report. 

  

167.19 Trust Quality Accounts 
 
The Director of Governance and Risk set out the process by which the Accounts had 
been considered, including previous drafts presented to the Trust Board and the Quality 
and Performance Committee. A commentary from key stakeholders was now included, 
outlining the Clinical Commissioning Group’s clear support for the Trust’s objectives, 
amongst other comments. The external auditors had provided unqualified limited 
assurance of the Trust’s indicators as directed. The final document would be published 
on 28th June 2019.   
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The Board approved the Trust Quality Accounts. 

168.19 Seven Day Services – Board Assurance Framework 

The Chief Executive Officer informed the meeting that a revised paper would be sent to 
the Chair of Quality and Performance Committee (Martin Rolfe). This was subject to the 
Chairman approving this procedure.    

The Chairman delegated the authority to approve the paper to the Chair of Quality and 
Performance Committee. 

169.19 Research and innovation – quarterly report 

The Medical Director introduced the report, which advised that the Trust was now the 
national leader in research weighted by complexity. The Trust was well above the 
national benchmark for recruiting to studies, whilst the work of the respiratory service 
was recognised as a national exemplar. Collaborative work with the University of 
Portsmouth was developing, with the Research and Innovation Steering Group having 
held its second meeting. The Chief Executive Officer added that this joint work and the 
reshaping of the strategic alliance would see a high level of activity over the next three 
months. This would shape the relationship over the medium to long term, whilst there 
were also discussions with the University Hospitals Association over the Trust’s formal 
relationship with the University. 

Christine Slaymaker raised the University’s increased profile; the Chief Executive Officer 
noted this, and would update the Board as appropriate on any relationship between the 
Trust and the University. Joint appointments which allowed the University to benefit from 
work at the Trust could provide one element of any mutually beneficial alliance. Gary 
Hay added that there appeared to be increased interest within the NHS on such 
collaboration across organisations.   

The Board noted the report. 

170.19 Children’s Safeguarding Annual Report 

This item was deferred.  

171.19 Safer Staffing 

The Chief Operating Officer had discussed the report with the Chief Nurse, who 
emphasised the positive message of the information included. The vacancy rate for 
nursing was declining, with the staffing rate continuously above the 80% figure which 
could be managed safely. The introduction of Band 4 nurses as associate practitioners 
had assisted in this matter. International recruitment was bringing a regular stream of 30 
– 40 new recruits, whilst 57 local recruits had also joined the Trust. Further work on
midwifery was identified and being undertaken.

The new establishment allowed the Trust to meet safer staffing levels; however, the 
Board may request a paper on the position in maternity given the improvements desired 
by the Trust.  

The Board noted the report. 
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172.19 Board Risk Register 

The Director of Governance and Risk presented the register, which came to the Board 
with the recommendation of the Quality and Performance Committee meeting of 20th 
June 2019. It had been renamed ‘Board Risk Register’ for clarity, and seen significant 
movements (e.g. risks associated with D-Day commemorations had been added and 
removed since the last version taken by Trust Board). A recent internal audit of the 
process had provided reasonable assurance of its reliability. 

The Board adopted the Board Risk Register. 

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

The Chief Financial Officer was encouraged by the more focused use of the integrated 
performance report, with specific reference to the analysis of patients with sepsis. The 
Interim Chief Operating Officer saw a balance in the business of the meeting between 
operational and strategic matters. He also stressed the need for consideration on the 
presentation of improvement plans to provide the Board with assurance. Christine 
Slaymaker focused on committee effectiveness and the need for committees to centre 
on governance rather than operational management. The Director of Workforce and 
Organisational Development noted that the divisional presentation at the start of the 
meeting had reinforced the message contained in the review of the divisional structure.  

The Director of Strategy and Performance welcomed the attention given to staff at the 
Trust, including health and wellbeing in the integrated performance report and the 
leadership development programme covered by the Chief Operating Officer. Martin 
Rolfe saw the use of data as crucial, with meetings moving towards anticipating and 
managing situations rather than reacting to them. Gary Hay echoed this, citing a move 
towards strategy gathering momentum at the Trust Board. The Director of 
Communication and Engagement wished to thank the Board for their support during her 
tenure of office. 

The Director of Governance and Risk referred members to the upcoming review of 
committee effectiveness, and the importance of members’ input into the process. The 
Chief Operating Officer noted the level of progress made since his arrival at the Trust, 
with specific reference to the new post holders who had taken positions and the quality 
of reporting to the Trust Board. David Parfitt felt that the meeting had reflected the 
possible increased maturity of the Trust and Trust Board, with more focused analysis of 
the integrated performance report being one facet of this. He saw the forthcoming report 
on committee effectiveness as a potential barometer of this movement. The Medical 
Director echoed the importance of focusing on key matters in performance reporting as a 
method for raising the productivity of discussions.  

The Chief Executive Officer referred the meeting to the recent discussion of well led 
trusts at the Board Development Day in June 2019. The importance of seeing such 
matters in a wider context (i.e. Trust performance and quality improvement) rather than 
as issues in isolation was imperative. The Chairman recalled the views of Change 
Agents expressed in 2018, which included a call for the Board to take decisions which 
empowered staff to deliver better care. 

174.19 Record of attendance 

The record of attendance was noted. 
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175.19 Opportunity for the public to ask questions relating to today’s Board meeting  
 
There were no questions from the public.  

  

176.19 Any other business  
 
No other business was raised. 

  
177.19 Additions to Board Assurance Framework and Risk Register  

 
The Board requested that the Director of Governance & Risk and the Director of 
Workforce and Organisational Development discuss a possible risk relating to military 
deployment. 

Action: DGR / DWOD 

  

 Date of Next Meeting: Wednesday 31st July 2019, 9.30 am in the Oasis Centre 
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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 
2019 

Reporting against diagnostics (DM01) 
reviewing trajectory. Complete 

January 2019 

007/19 
Maggie’s Centre 
proposal 

The Heads of Terms are to return to 
the Board. DSP 

Nov 
2019 

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 

1st 
August 
2019 

Item is on the agenda for Trust Board Workshop 
on 1st August 2019. Complete 

29th May 2019 

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 
25th Sept 
2019 

The DGR will work with the CN to produce a 
report for the Trust Board setting out how the 
quality of care provided will be measured and 
reported to the board in future. This will be 
provided at the meeting on 25th September 2019. 

Ongoing 
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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 
was discussed at to the Quality & Performance 
Committee on 18th July 2019. Further actions to 
seek assurance about the cover of incident 
reporting are in hand. 

Complete 

26th June 2019 

158.19 
Chief Executive’s 
report 

The Board would also receive an 
agenda item on patient experience at 
a future meeting. 
 

CN 
25th Sept 
2019 To be taken at September meeting Ongoing 

159.19 
Review of 
Divisional 
Structure 

The Board requested an update on 
the divisional structure in June 2020. 
 

COO 
31st July 
2019 Added to work programme. Complete 

161.19 
Finance and 
Infrastructure 
Committee 

The Committee had also examined 
the Board Assurance Framework and 
concluded that BAF 7 (demand for 
capital spending to exceed capital 
sums available) was underrated...    
The Finance Director would liaise with 
the Director of Governance & Risk to 
ensure that the BAF is updated. 
 

FD / 
DGR 

25th Sept 
2019 

The BAF will be updated in time for presentation 
to the Board at its next quarterly slot. Ongoing 

166.19 

Safety, quality and 
operational 
performance report 
analysis 
 

An external review of the incident 
management process would be 
commissioned and taken to the 
Quality and Performance Committee 
once complete. 

MD 
25th Sept 
2019 

A meeting is to be held on 24th July 2019 to 
discuss the commissioning of the review Ongoing 

166.19 

Safety, quality and 
operational 
performance report 
analysis 
 

The Interim Chief Operating Officer 
drew the meeting’s attention to 
emergency care, where issues 
regarding patient flow remained...  
The formal reporting of this to Trust 

COO 
31st July 
2019 

The first phase of field testing has been 
completed.  Phase 2 begins at the end of July 
2019. As per pilot governance arrangements, 
data from the 14 sites is not being published; 
this will remain in place throughout the second 

Ongoing 
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Board would then be considered; the 
meeting on 31st July 2019 would be 
informed as to progress made on this 
matter. 
 

phase of field testing. The Quality and 
Performance Committee discussed themes 
emerging from the Trust’s data and aligning with 
the Urgent Care Improvement activities. 
 

177.19 

Additions to Board 
Assurance 
Framework and 
Risk Register  
 

The Board requested that the Director 
of Governance & Risk and the 
Director of Workforce and 
Organisational Development discuss 
a possible risk relating to military 
deployment. 
 

DGR / 
DWOD 

25th Sept 
2019 

To be included in the next presentation of the risk 
register to the Trust Board. 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 – 31ST JULY 2019 

Agenda item 
number 

184.19 

Executive lead Mark Cubbon – Chief Executive Officer 

Author Mark Cubbon – Chief Executive Officer 

Date report 
written 

23rd July 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, 31st July 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: 1, 2, 3, 8, 14 
 

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: 1402, 1405, 1412 
 

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 

31 July 2019 
 
1. Trust OPEL status  

 
While the frequency of the periods of higher escalation levels have improved compared 
to previous months, we have continued to experience some periods of ongoing pressure 
during June 2019, which is reflected in the table below. A more comprehensive update 
will be provided in the Chief Operating Officer’s report.  
 

OPEL status  No of days   

June 

OPEL 1 2 
OPEL 2 21 
OPEL 3 6 
OPEL 4 1 

 

  
2. Chief Nursing Officer visit to PHT 

 
On 30 July we were delighted to host a visit from the Chief Nursing Officer for England, 
Ruth May. During her time with us Ruth visited a number of wards and departments and 
met with members of our Nursing and Midwifery teams. 
 
The visit allowed us the opportunity to hear about the national priorities set for the 
professions, directly from Ruth, but also allowed us the opportunity to share some of the 
innovations in recruitment and practice during the visit.  

  
3. Consultant Appointments 

 
During the month of June we recruited two additional consultants to the Trust – a 
Consultant in Obstetrics and Gynaecology (Women and Children Care Group) and a 
Consultant Audiologist (Musculoskeletal, Head and Neck Care Group).  

  
4. Avoidable harm 

 
The table below provides an overview of the incidence of avoidable harm which has 
occurred in the month of June. 
 
 Monthly 

figure  

(June) 

Monthly 

trajectory 

Year to 

date  

Trajectory  

Year to 

date 

position 

2019/20 

ceiling  

C Difficile 8 5 16  17 63 
MRSA 0 0 n/a 0 0 
Ecoli  
 

6 n/a n/a 16 n/a 

Community and 
hospital acquired 
category 3 and 4 
pressure ulcers   
 

3 0 n/a 9 n/a 

Page 25 of 183



 
 

Falls which cause 
moderate, severe or 
catastrophic harm  

5 n/a n/a 12 n/a 

Never Events  1  0 n/a 1 0 
 

  
5. 
 
 
 
 
 

Constitutional standards  
 
As part of the planning process for 2019/20 we agreed with commissioners, in line with 
national guidance, that the total waiting list size at the end of 2019/20 should not exceed 
the size at the end of March 2018. Delivery of this is being monitored on a weekly basis 
against our operating plan trajectory at both Divisional and Trust level and further detail of 
the monthly position can be found in the Integrated Performance Report. 
 
The number of patients waiting for treatment has increased from the March 2019 position 
by 2,685 patients to 35,493 against a trajectory of 32,685 (provisional position). There are 
no patients waiting more than 52 weeks for treatment and the number of long waiting 
patients is stable. 
 
The proposal for both short term and long term management of this increase has been 
considered and additional resource has been agreed to undertake targeted validation 
whilst recruitment to a central validation team is progressed. 
 
The monthly trajectory for delivery of the 6 week diagnostic standard has been achieved 
with the June provisional performance being 95.3% against a recovery trajectory of 91.3%.  
A modality based recovery plan has been developed to ensure sustainable delivery of the 
standard from November 2019. 
 
Cancer performance against the 62 day standard is currently provisional and there is a risk 
that the 85% standard will not be achieved for the month. A recovery trajectory to deliver 
the standard for the year is currently being developed. Pathway level work continues to 
minimise delays at every stage of the pathway and reduce time to diagnosis in line with the 
new 28 days to diagnosis standard. 
 
The Trust is participating in an Emergency Care national pilot during which reporting of the 
4 hour target is suspended. The pilot is focused on mean time in A&E for admitted and 
non-admitted patients to ensure the sickest patients are prioritised. The pilot commenced 
on 22 May. 
 

6. 
 
 
 
 
 
 

Launch of the Working Together campaign 
 
Our Working Together campaign to promote greater awareness of our Trust values 
and celebrate their positive impact was launched this month. During July the focus has 
been on ‘Working Together with Compassion’, supported by a range of activities 
undertaken across the Trust. Tuesday 23 July was international “Hellomynameis” day 
and we were delighted to welcome Mr Chris Pointon, co-founder of the 
“Hellomynameis” campaign to launch the initiative here in Portsmouth. This drive 
brings a sharp focus to the importance of the initial communication we have with our 
patients and their loved ones which is something we all feel incredibly passionate 
about. 
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7. 
 
 
 
 
 
 
 
 
 
8. 
 
 
 
 
 
 
 
 
9. 
 

Junior Doctor Awards  
 
Our Trust-wide Junior Doctor Awards are now in their second year and the presentation 
to those receiving awards took place on 17 July. This event was hosted by our Medical 
Director, Dr John Knighton. This year the awards received an impressive 231 
nominations recognising over 153 of our junior doctors. Among the nominations were 
some incredible examples of compassion, professionalism and innovation. I would like to 
acknowledge the hard work of our Chief Registrar, Dr Amanda Laird who led the 
organisation and coordination of the awards this year. 
 
Cancer Strategy Day  
 
I recently attended the second of our Trust-wide Cancer Strategy days hosted by the 
Networked Services Division. The principal aim was to bring together all those with an 
interest in cancer services to develop our five year Cancer Strategy. During the day we 
heard from a range of partner organisations, including the Wessex Cancer Alliance and 
Public Health Portsmouth, as well as our own staff and importantly, our patients. Once 
approved, we plan to launch the strategy in the autumn.  
 
CHKS Insight Award 

 I was delighted to learn that the Trust had been recognised as one of the Top hospitals in 
England by CHKS Insight (a healthcare intelligence provider) and we are pleased to 
welcome a representative from CHKS who will be joining us during the Board meeting 
later today to present us with the award.  

  
  
  
 Top three concerns  

 
The top three concerns facing the Trust are: 
 

1. Despite notable improvements in the escalation levels across the Queen 
Alexandra site and the use of escalation areas, there continue to be short team 
peaks of pressure across the urgent care pathway due to our bed occupancy 
being higher than planned. This can contribute to longer waits for our patients 
and increased pressure for our staff. 

 
2. In clinical areas where we have the greatest vacancy pressures there is 

potential for there to be an impact on patient care and experience. While 
recruitment plans are underway, this is against a backdrop of national 
workforce shortages for a number of roles and specialties. This has been 
compounded by the loss of clinical capacity attributed to the NHS Pension 
issues. 

 
3. While we have delivered the Q1 financial position for the Trust, slightly better than 

planned, there is more work underway to improve the risk adjusted position for the 
full year of the cost improvement plan, to ensure delivery of the year end position. 
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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 during periods of peak pressure and 
occupancy on site. 

 
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. The work undertaken by the working group is progressing 
well, with changes to training being and practice being undertaken across the 
Trust. 

 
All of the above issues and risks are reflected in either the Corporate Risk Register or the 
Board Assurance Framework, as appropriate. 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

Date of Meeting: 19TH JULY 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 31ST JULY 2019 

Chair: GARY HAY 

Lead Officer: NICOLE CORNELIUS – DIRECTOR OF WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

Agenda Item 
Number: 

185.19 

 
 

Appendix 1: Agenda 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

074.19 
 

Workforce Integrated Performance Report  
 
The Director of Workforce and OD presented the IPR for June 2019 for consideration by the committee 
before submission to the Board. The report provided commentary on key workforce measures, 
performance, underlying issues and broader interdependencies, issues, risks and assurance. The 
committee noted the small increase in establishment in May and June. It also noted the steady increase 
in the use of Bank staff over agency usage and the consequent reduction in agency spend in June. It 
was also noted that the Trust had reached the staff turnover target of 12% which is the first time in 22 
months.  

 

075.19 Equality, Diversity and Inclusion    
The Organisational Development Manager presented the Equality, Diversity and Inclusion quarterly 
report outlining all the activity over the previous 3 months.  
Updates included details of: 

 Workforce Race Equality Standard (WRES) 

 Workforce Disability Equality Standard (WDES) 

 NHS Employers Diversity and Inclusion Partners Programme 

 Beyond Boundaries - BAME Staff Development Programme 

 BAME Staff Network – Elections 

 Listening into Action: Improving the Work Experience of Disabled Staff 

 LGBT+ Equality Forum 

 Portsmouth Pride 2019 

 KROMA 

 Trans Support Policy for Staff 

 Rainbow Badge Initiative  

 Equality, Diversity and Inclusion and Unconscious Bias Training for Managers 

Enclosure Number 

4 
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COMMITTEE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

The committee acknowledged the significant increase in activity and in particular the work that has 

been undertaken by Ruth Dolby as lead for EDI and expressed the committee’s thanks for her efforts. 

076.19 Workforce Cost Improvement Programme   
The committee received a report updating the current level of achievement against identified 
Workforce Cost Improvement Programs (CIP) based on the latest financial reporting for 19/20 which 
covers Month 2. The committee noted that the CIP requirement for the workforce schemes remains at 
£10.75M. However this is being driven by divisionally identified schemes rather than Trust wide 
schemes. There are currently schemes to the value of £6.7M  although it is recognised that there are 
still schemes that need to be pulled through the divisional schemes and link in with the corporate 
workforce programmes that relate to substantive nursing, agency rate reduction and the new rostering 
system. The committee noted that the workforce CIP had over-delivered against plan but recognised 
that there was still more work to be done to identify how to close the gap. 

077.19 Review of Committee Effectiveness  

The committee received the amended effectiveness review and terms of reference for approval. 
Following 2 minor adjustments, both documents were approved for submission to the Board. 

078.19 Learning and Development Annual Report 

The Head of Nursing and Midwifery Education presented the Learning and Development Annual report 
outlining achievements and actions during 2018/19 and the opportunities and challenges moving 
forward.  

The committee heard how the funding of £19M from Health Education England (HEE) in 2018/19 
supports the development of the Trust’s current and future workforce.  The majority of this funding 
stream supports the salary costs of doctors in training and staff working towards professional 
registration.  Funding received to support the development of existing staff, circa £200k is allocated to 
Divisions and Care Groups to support continuous professional development (CPD) activity, upskilling for 
new roles, development programmes and essential academic qualifications.  This year the criteria set 
by HEE for the use of these funds has been refined to focus on workforce transformation. Therefore the 
funding will not be available to support some of the CPD activity required to maintain professional 
registration historically paid by external funding. 

Changes in the allocation of LDA funds are under review, including the administration of funds by the 
Sustainability and Transformation Partnership in accordance with system priorities rather than 
allocated directly to the Trust.  This could directly impact the Trust as funds are used for LDD provision. 

The Trust had 3 visits by HEE (Wessex Deanery) in 2018/19:  School of Surgery (Trauma &Orthopaedics), 
Acute Medical Unit and Emergency Department and Ophthalmology.  Each visit highlighted areas of 
good practice and produced action plans to address any areas of concern. 

The Apprenticeship Target and use of the Apprenticeship Levy continued to be a challenge in 2018/19.  
However the number of apprentices on programme increased to 116, with 47 undertaking Higher Level 
Apprenticeships and 11 Degree Level Apprenticeships several undertaking higher apprenticeships at 
degree level. 

The Learning and Development Department introduced an Observed Structured Clinical Examination 
Preparation Programme which was delivered to 106 international nurses in 2018/19.  All of these have 
passed their OSCE assessment, with 85% passing on their first attempt.  This is significantly higher than 
the national average and the success rate of the most recent cohort was 100%  

079.19 Disclosure and Barring Service   

The committee received a report from the Deputy Head of Workforce following its request for a further 
update on the DBS and the recommendations from the Lampard Report. 

The Lampard Report recommended that: 
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COMMITTEE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

 All NHS hospital trusts should undertake DBS checks (including, where applicable, enhanced 
DBS and barring list checks) on their staff and volunteers every three years.  

 

A decision taken at the Workforce and OD Committees (26th October 2018) was to tolerate the risk 
regarding DBS (Disclosing and Barring) checks not being undertaken every three years for the following 
reasons: 

 Employers are not legally required to obtain periodic or retrospective checks on existing 
members of staff 

 The implementation of this recommendation has not been supported by NHS Employers 

 Locally out of 13 Trusts within the South Central Region, 4 undertook DBS checks every 3 years.  
Two were reviewing their processes with the view to extending the period to 5 years due to the 
very low numbers of certificate status that changed within the 3 year period, none of which 
was significant i.e. did not result in dismissal or a change to the employee’s job role 

 A member of staff who is arrested or subject to an investigation they are required to notify 
their employer 

 The Common Law Police Disclosure (CLPD) provisions ensure that where there is a public 
protection risk, the police will pass information to the employer or regulatory body to allow 
them to act swiftly to put in measures to mitigate any danger. The information is passed on at 
charge or arrest rather than conviction 

The Trust has put in further measures of assurance requiring managers to confirm annually, with each 
member of staff, their continued fitness to practice at their annual appraisal.   Director level employers 
are also required to confirm their continued fitness to practice during their annual Fit and Proper 
Person Test revalidation.  This was implemented with appraisal documentation and appraisal training 
being updated. 

The committee was advised that a review of all cases where a reason for concern had come to light had 
been undertaken to assess whether the Trust would have been aware of any materially different 
information had a process to re- check DBS status every three years been in place. 

Of the 4 cases reviewed, only one (relating to a domestic incident) would have resulted in further 
information being available to the Trust.  

Following the review of the cases, it is considered that the risk remains low that re DBS checking staff 
periodically would provide details of convictions.  It is also low risk that a member of staff would be 
convicted of an offence without the Trust becoming aware of this conviction or of that member of staff 
declaring the offence to their manager.   

On that basis the committee agreed with the recommendation to continue to tolerate the risk. 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None 

 
Agenda 
item 

Recommendations: 

 None 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

Friday 19th July 2019 
09:30 – 12:00 

Trust HQ Meeting Room, Level F, QAH 
 

A G E N D A    
 

Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
071.19 

 
09.30 

 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

072.19 09.35 Minutes of the last meeting – 24th June 2019 Y Chair 

073.19 09.40 Matters Arising/Summary of Agreed Actions Y Chair 

074.19 09.50 
Workforce Integrated Performance Report and 
Metrics 

To follow DWOD 

075.19 10.20 Equality, Diversity and Inclusion Y HOD 

076.19 10.40 Workforce Cost Improvement Programme Y DDW 

077.19 11.00 Review of Committee Effectiveness Y DWOD 

078.19 11.20 Learning and Development Annual Report Y HBME 

079.19 11.40 Disclosure and Barring Service Y DWOD 

080.19 11.50 

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

N All 

081.19 11.55 
 
Items to be raised with Trust Board 
 

N 
Chair / 
DWOD 

 
082.19 

 
11.58 Any Other Business 

 
N 

 
All 

 
083.19 

 
12.00 Record of Attendance 

 
Y 

 
Chair 

 
 

 
 

Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Wednesday 21st August 2019 at 14:00, in Trust HQ 
Boardroom, Level F, QAH 

 
N 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

Date of Meeting: 24TH JUNE 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 31ST JULY 2019 

Chair: GARY HAY 

Lead Officer: NICOLE CORNELIUS – DIRECTOR OF WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

Agenda Item 
Number: 

185.19 

 
 

Appendix 1: Agenda 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

060.19 
 

Workforce Integrated Performance Report  
 
The Director of Workforce and OD presented the IPR for May 2019 for consideration by the committee 
before submission to the Board. The workforce establishment had remained at the same level, 
although posts had been approved through the agreed control process in May 2019 and would be 
added in June. Bank usage had increased and was now at its highest level. As a result, agency spend 
had fallen in month two of 2019 – 20, at a variance of £162,000 from forecast. Turnover had reduced 
for the eighth consecutive month and was now at its lowest in two years, standing at 12.1% against a 
target of 12%. Sickness absence remained at 3.7%, whilst appraisal rates and essential skills training 
were also static.  On health and wellbeing, the Trust had appointed a full time Mental Health Nurse and 
trainee specialist practitioners.  In addition, trained mental health first aiders were in place with the 
Trust evaluating methods for employing them as effectively as possible.  
 
 

061.19 Freedom to Speak Up 
 
The Freedom to Speak Up Guardian set out the figures for quarter four of 2018/19 of 105 cases, with 
80% being resolved locally. An analysis of staffing groups involved in cases indicated a higher number of 
referrals from allied health professionals. Cases involving behaviours were highly likely to be capable of 
resolution at local level. The Freedom to Speak Up Guardian had assessed the findings of the recent 
report on whistleblowing and incident reporting which had been taken by the Committee. 
Encouragement had been taken from the fact that respondents had given appropriate answers when 
asked the point at which a matter should be referred to Freedom to Speak. However, the feedback on 
feedback and outcomes indicated that training for line managers may need amending. Training for staff 
had been improved, with rates rising from 38% to 93% since a session on the matter was included in 
induction.  
 

 

Enclosure Number 

4 

 

Page 33 of 183



COMMITTEE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

062.19 Recruitment and Retention  

The Deputy Director of Workforce updated the Committee on reporting, which had amended the 
definition of the time taken to recruit. This had been done to reflect the requirements of Model 
Hospital; the statistic had been an average of 100 days for quarter four of 2018 – 19 but was likely to 
change as a result. This meant that the Trust would be in a better position to compare itself with other 
trusts in the future. A number of social media recruitment campaigns had been held; the most 
successful had involved Band Five nurses. The careers and apprentices open day had also proved 
popular. An audit had provided reasonable assurance on payroll activity. The key area of risk was 
management incorrectly identifying leaving dates, resulting in overpayment of salary. Communications 
for management would be sent out on this matter. The Trust had been involved in the NHS 
Improvement Retention Phase 3 scheme; this had included detailed discussions with those leaving 
employment. The main issues interviewees had highlighted were leadership & management 
development, health & wellbeing and flexible working. These were prominent themes across the NHS, 
with actions being put in place at the Trust (e.g. coaching and mentorship, support for ward managers 
in most challenging environments). 75 clinical staff had attended leadership training at the Trust, 
although the focus on flexible working in recent recruitment campaigns had proved less impactful. 
However, rostering was being used for existing staff to assist with increasing flexibility and was 
producing dividends in terms of staff turnover rates. The higher number of part time workers employed 
at the Trust was also indicative of greater willingness to accommodate employees’ requirements.  
 
 

063.19 Workforce Cost Improvement Programme   
 
The Programme Manager set out the current position. Of the required £10.75M savings, £6.7 M had 
been identified. The Chair referred to the Committee’s role in monitoring progress on the programme. 
Given the level of movement over recent weeks, he could see the process whereby savings were 
identified, signed off, achieved and realised. The full sum of £10.7 million still required fulfilling though; 
and questioned how this would be reached. The Programme Manager informed the meeting that the 
£6.7 million savings were based on work already identified by divisions. Other efficiencies (e.g. overseas 
nurses saving on agency spend, rostering) outside of the formal programme would assist in closing the 
gap between the £6.7 million of identified savings and the £10.7 million requirement. Christine 
Slaymaker raised the possibility of factoring in a vacancy rate (e.g. 10%) to ensure that the programme 
was more sustainable. 

 

 

 

064.19 Review of Committee Effectiveness  

The Chair invited comments on the draft presented in the agenda papers. It was agreed that 
management of the DBS process would be included together with adding a commitment to 
‘improvement’ in addition to ‘meeting legal obligations’, ‘monitoring’ or similar.  

 

 

 

065.19 Learning and Development Annual Report 

This item was deferred. 
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COMMITTEE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

066.19 Policy for approval: Advanced Practice Policy    

The Nurse Consultant in Emergency Care outlined the policy, which had been considered by the 
Advanced Practice Steering Group to ensure an overarching governance procedure. It covered 
registered clinicians and applied across the Trust; as a result, it was being brought to the Committee for 
final approval. The Chair sought assurance this had been based on NHS standard documentation which 
had been adapted for the Trust which was confirmed.  At present, the Trust did not have many 
Advanced Clinical Practitioners but many were in training to attain the status; as a result, it was 
imperative to ensure the Trust was in a position to anticipate future demand. The Divisional Director 
(Networked Services) added that the context of the Workforce for the Future would also necessitate 
freedom for specialists to undertake the work of which only they were capable. This would require 
clear governance of the Trust’s skill base and allow for parity within the Trust. Christine Slaymaker 
noted the comprehensive nature of the policy and its accessibility to non-specialists. However, she 
sought guidance as to how it had been created, validated and cross-referenced with any external input. 
The Trust had used the Advanced Practice Steering Group as the governance for the development of 
the policy. It was noted that the Committee would benefit from reporting focused on these areas 
rather than technical issues. In particular, external scrutiny would provide triangulation on any policies 
placed before Trust committees in future.  

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None 

 
Agenda 
item 

Recommendations: 

 None 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

Monday 24th June 2019 
14:00 – 16:30 

E Level Boardroom, Education Centre, QAH 
 

A G E N D A    
 

Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
057.19 

 
14.00 

 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

058.19 14.05 Minutes of the last meeting – 22nd May 2019 Y Chair 

059.19 14.10 Matters Arising/Summary of Agreed Actions Y Chair 

060.19 14.20 
Workforce Integrated Performance Report and 
Metrics 

Y DWOD 

061.19 14.40 Freedom to Speak Up Y FTSUG 

062.19 15.00 Recruitment and Retention Y DWOD 

063.19 15.20 Workforce Cost Improvement Programme Y DDW 

064.19 15.40 Review of Committee Effectiveness Y DWOD 

065.19 15.50 Learning and Development Annual Report Y HBME 

066.19 16.00 Policy for approval: Advanced Practice Policy Y HNME 

067.19 16.10 

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

N All 

068.19 16.20 
 
Items to be raised with Trust Board 
 

N 
Chair / 
DWOD 

 
069.19 

 
16.25 Any Other Business 

 
N 

 
All 

 
070.19 

 
16.30 Record of Attendance 

 
Y 

 
Chair 

 
 

 
 

Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Friday 19th July 2019 at 09:30, in Trust HQ Boardroom, 
Level F, QAH 

 
N 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 

Title of report LEARNING AND DEVELOPMENT ANNUAL REPORT 2018/19 
Board / 
Committee 

TRUST BOARD – 31ST JULY 2019 

Agenda item 
number 

187.19  

Executive lead Nicole Cornelius – Director of Workforce and Organisational Development 

Author Lynn Hansell – Head of Non-Medical Education and Head of Business 
Management (Education) 

Date report 
written 

7th June 2019 

Action required Noting  
 

Executive 
summary 

The purpose of this paper is to present the achievements of the Learning and 
Development Department (LDD) during 2018/19 and to outline the opportunities 
and challenges for the future. 
 

 The Trust received £19m from Health Education England (HEE) in 
2018/19 to support the development of the Trust’s current and future 
workforce.  The majority of this funding stream supports the salary costs 
of doctors in training and staff working towards professional registration.  
Education funding also supports 77% of the salary costs for staff working 
in LDD  
 

 The Trust receives funding to support the development of existing staff, 
circa £200k.  This funding is allocated to Divisions and Care Groups to 
support continuous professional development (CPD) activity, upskilling 
for new roles, development programmes and essential academic 
qualifications.  This year the criteria set by HEE for the use of these funds 
has been refined to focus on workforce transformation. Therefore the 
funding will not be available to support some of the CPD activity 
required to maintain professional registration historically paid by 
external funding. 

 Changes in the allocation of LDA funds are under review, including the 
administration of funds by the Sustainability and Transformation 
Partnership in accordance with system priorities rather than allocated 
directly to the Trust.  This could directly impact the Trust as funds are 
used for LDD provision. 
 

 The Trust had 3 visits by HEE (Wessex Deanery) in 2018/19:  School of 
Surgery (Trauma &Orthopaedics), Acute Medical Unit and Emergency 
Department and Ophthalmology.  Each visit highlighted areas of good 
practice and produced action plans to address areas of concern. 
 

 The Apprenticeship Target and use of the Apprenticeship Levy continued 
to be a challenge in 2018/19.  However the number of apprentices on 
programme increased to 116, with 47 undertaking Higher Level 
Apprenticeships and 11 Degree Level Apprenticeships several 
undertaking higher apprenticeships at degree level. 

Enclosure Number 

5 
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 The Learning and Development Department introduced an Observed 
Structured Clinical Examination Preparation Programme which was 
delivered to 106 international nurses in 2018/19.  All of these have 
passed their OSCE assessment, with 85% passing on their first attempt.  
This is significantly higher than the national average.  They are now 
working successfully as registered nurses within PHT. 
 

 

Appendices 
attached 

Appendix A: Learning and Development Annual Report 2018 – 19  
 

Recommendations The Trust Board is recommended to note this report 
 

Next steps No subsequent actions are currently planned in response to this report’s 
submission to the Trust Board. 
 

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 

Not applicable 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No impact on equality. 
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LEARNING AND DEVELOPMENT DEPARTMENT 

ANNUAL REPORT 2018/19 
 

Providing excellent education, training and development to support the current  
and future workforce in delivering the best patient care 

 
1. Purpose 

 
 The purpose of this report is to detail the activity of the Learning and Development 
 Department (LDD) during 2018/19 and to outline the opportunities and challenges for 
 2019/20 and beyond. 

 
 
2. Background 
 

The Trust’s LDD facilitates education, training, and development for all staff along with 
providing learning opportunities and placements for non-medical learners and medical trainees. 
The Department comprises of multi-professional teams which are responsible for providing the 
following activities and services: 

 

 Corporate Education  

 Postgraduate and Undergraduate Medical and Dental Education 

 Resuscitation Training 

 Simulation, which includes medical and surgical simulation via the Portsmouth Simulation 
Centre 

 Library and eLearning Services 

 ALERT (Acute Life Threatening Events) 

 Administrative support. 
 

In addition to supporting staff and students, the LDD also leads on Trust-wide projects, such as 
‘Time to Act’ as detailed in this report, and works closely with the Workforce Planning team to 
develop and support new roles as they are introduced. 

 
 
3. Education and Training Funding   

 
The LDD is mainly funded via Health Education England (HEE).  HEE is a Non-Departmental 
Public Body that is responsible for overseeing the development of the NHS workforce, ensuring 
that it has the right numbers and skills etc.  The Trust has a contract with HEE, the Learning and 
Development Agreement (LDA), which details the Trust’s responsibilities in return for funding to 
support staff development.  In 2018/19 the Trust received £19m to support the development of 
its current and future workforce.  The detail of this is provided below. 
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Table 1:   PHT Education Funding  
 
 
3.1. Learning and Development Department Pay Costs 

 
The Trust utilises the various LDA funding streams to support the salary costs of the 
Learning and Development Department, with the exception of the Resuscitation Training 
Department;  the LDA clearly states that Statutory and Mandatory Training cannot be 
supported by HEE funding.   This is detailed in the table below. 
 
 

 
Table 2:  Breakdown of funding streams for Learning and Development Department 
 

3.2. Postgraduate Medical (and Dental) Education 
 
This is the largest funding stream.  In 2018/19 the Trust received £11.7m to support doctors 
in training.  The tariff provides 50% of the trainee doctors’ salary and a placement fee.  The 
placement fee funds the infrastructure required to support doctors in training, such as the 
Postgraduate Department, Study Leave, Relocation Expenses, Foundation Programme Core 

£0

£5,000

£10,000

£15,000

£20,000

Total Postgra
duate

Medical
Tariff

Undergr
aduate
Medical

Tariff

Non
Medical
Salary

Support
and

Tuition

Non
Medical

Tariff

Bands 5
- 9

Develop
ment

Bands 1
- 4

Develop
ment

Ad hoc
non

medical
paymen

t

2018/19 £19,453 £14,489 £2,193 £1,674 £771 £141 £53 £132

2017/18 £16,659 £11,790 £1,993 £1,679 £730 £136 £52 £279

Fu
n

d
in

g 
£

0
0

0
s 

Education Funding Recieved from HEE in 2018/19 and 2017/18 

£771,000 

£345,373 

£235,308 

£126,141 
£80,069 

Non Medical Tariff
Funded Posts

Postgraduate Tariff
Funded Posts

Trust Funded Posts Income Generation
Funded Posts

Undergraduate
Tariff Funded Posts

Funding Streams for LDD Staff Costs 

Page 40 of 183



3 
 

Curriculum and Educational Supervision.  Also included in that figure are backfill costs for 
medical staff that have education roles within the Deanery, e.g. Head of School or 
Programme Director.  In 2018 the Trust became the lead employer for all GP Trainees in our 
region, which explains the increase of £2.45m in this funding from the previous year. 
 

3.3. Undergraduate Medical Education 
 
This funding stream supports the provision of placements for Undergraduate Medical 
Students. In 2018/19 this was £2.2m.  The tariff is predominately used to provide 
departments with funding to support the time taken by consultants in teaching and 
supervising the medical students whilst on placement.  The remainder contributes to the 
infrastructure required to support students, e.g. student accommodation, library facilities, 
the medical student mess and teaching space as dictated by the LDA.  This figure fluctuates 
each year as it is calculated according to the number of student placement weeks that the 
Trust provides in each academic year.   
 

3.4. Non-Medical Tariff 
 
This tariff funds Non-Medical, student placements, across the Trust.  The Tariff supports the 
infrastructure of the Learning and Development Department as outlined in 3.1 above, 
enabling them to continue to ensure the quality and effectiveness of the student 
experience. 

 
3.5. Salary Support 

 
HEE contribute towards the salary costs of unregistered staff who are undertaking training 
that will enable them to move into registered roles in the future.  These roles include 
pharmacy technicians, pharmacists and healthcare scientists on the scientific training 
programme.  This funding stream is being gradually phased out with the expectation that 
organisations will develop their staff via apprenticeships. 

 
3.6. Workforce Development 

 
In 2018/19 the Trust received funding from HEE to support the development of existing 
staff in line with HEE’s strategic objectives.  For Bands 5 – 9 this was £141k and for Bands    
1 – 4, this was £53k.   The funding was allocated to Divisions and Care Groups in accordance 
with the Training Needs Analysis which they submit to the LDD on an annual basis, 
reflective of Trust priorities.  This has supported continuous professional development 
(CPD) activity, upskilling for new roles, developmental programmes and essential academic 
qualifications for specialist staff groups such as clinical scientists and pharmacists.  A 
proportion of the funds were top sliced to support Trust wide priorities such as Mental 
Health Training. 
 
There are changes planned for 2019/20 which will combine the two funding streams.  
Workforce Development Funding will be available to support the development of new 
healthcare roles and the upskilling of the existing workforce to enable it to take on new or 
more complex tasks.  This funding will need to be used in accordance with system priorities 
as agreed by the Local Workforce Action Board/Sustainability and Transformation 
Partnership (STP).  HEE have made it clear that the funds cannot be used to support 
mandatory training or CPD activity required to maintain professional registration.  There is 
also consideration of a change in the funding to be administered by the STP in accordance 
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with system priorities rather than be allocated directly to Trusts.  This will directly impact 
the Trust as funds are used for the LDD provision.  
 

3.7. Additional ‘Ad Hoc’ Funding 
 

Each year opportunities arise to bid for funding to support projects within the Trust that 
support workforce transformation or development i.e. training expenses for Trainee Nurse 
Associates. 
 

4. Assurance to Health Education England 
 
The annual HEE funding received by the Trust is contingent upon fulfilling the requirements of 
the LDA.  The Agreement emphasises the need to ensure that education funding is used to 
provide students and trainees with excellent learning opportunities which in turn have a 
positive impact on patient care.  The Agreement permits HEE to seek the return of any funding 
that is not appropriately utilised in the support of students and trainees, as determined by the 
provisions of the LDA.  Performance of the LDA is monitored through regular reporting to HEE 
Wessex and an annual LDA review undertaken by HEE Wessex leads. 
 
The Trust is also obliged to submit biannual self-assessments which are compared with 
information collated from other sources, including: the Care Quality Commission (CQC); the 
General Medical Council (GMC) Annual Survey; reports from local Higher Education Institutions 
(HEIs); the annual NHS Staff Survey; Friends and Family Test results; the NHS Choices Safety 
Indicator; and routine Deanery-sponsored inspection visits. This multi-source assessment is 
required to provide assurance that students and trainees are being placed in an environment 
which is able to consistently provide a high-quality education and learning experience. 
 
4.1. Non-Medical Students and Trainees 

 
PHT facilitates a significant number of quality practice placements for Non-medical 
learners.  The number of placement weeks provided in 2018/19 was fewer than in the 
previous year; however this can be attributed to a drop in student numbers on the 
university programmes.   
 

 
Table 3:   Student Placement Activity 
 

0
1000
2000
3000
4000
5000
6000
7000

Nursing and

Midwifery

Undergraduate

Medical

Healthcare

Scientists and

Allied Health

Professions

2017/18 6822 2828 1724

2018/19 6307 1717 1254

N
o

. 
o

f 
st

u
d

e
n

t 
w

e
e

k
s 

Student Placement Activity 

Page 42 of 183



5 
 

Support is provided to learners on nursing and midwifery pre-registration programmes, 
along with trainee Nursing Associates.  In addition, the Trust provides placements for 
individuals undertaking Health Care Science, Pharmacy and Allied Health Professional (AHP) 
programmes. The latter include dietetics; radiography; operating department practice; 
paramedic training; dental therapy/nursing; pharmacy; occupational therapy; 
physiotherapy; and speech and language therapy.  We are working with HEIs to offer 
additional placements for new programmes to maximise student placements such as 
Winchester University for student physiotherapists and adult nurses. 

 
All learners are encouraged to participate in periodic facilitated group feedback sessions, 
which aim to ensure that the student voice is heard and any issues of concern are 
addressed in a timely manner.   Feedback is overall positive with comments such as 
‘supervisors were good role models’ or ‘not witnessed any incidents of poor patient care 
and felt that all the care witnessed was good’.  However there are some negative 
comments such as ‘I was used as a support worker’ or ‘some teams are more supportive 
than others’.  These are explored further with individual students and discussed with 
managers and the University.  Role expectation of students is now discussed at Trust 
induction.  
 

5. Doctors in Training 
 
In 2018/19, the trust employed 451 doctors in training (i.e. postgraduate), most were 
participants in the Wessex Deanery sponsored rotational training programmes.  However, 60 
posts are associated with non-Deanery training programmes at foundation and core level, co-
sponsored by PHT and Southampton University Hospital NHS Foundation Trust.  These doctors 
are supported locally in a similar way to their Deanery counterparts, with access to teaching and 
training provision, and have a dedicated programme lead.  Southampton and Portsmouth have 
now decided to undertake separate recruitment for these programmes and interviews for the 
2019 intake are already underway.  Despite active recruitment to junior doctor posts, significant 
vacancies exist in some departments affecting workload and educational experience for those 
doctors in existing posts i.e. Acute Medical Unit, Oncology, Trauma and Orthopaedics (T&O) and 
Renal. 
 
5.1. The annual GMC Survey is an important source of information in assessing the quality of 

education and training provision for doctors in training.  The survey for 2019 closed on 1st 
May and we are awaiting the outcome.  However, key results from the 2018 survey are 
summarised below: 

 
Areas of good practice (with 2 or more green outliers) included: 
 

 Cardiology (induction and rota design) 

 Core anaesthetics (reporting systems, teamwork, induction, rota design, educational 
governance) 

 General surgery (handover, induction, curriculum coverage) 

 Geriatric medicine (workload, local teaching) 
 

Areas where there were a number of red outliers included renal medicine and 
ophthalmology.  Both departments have engaged with action plans to improve the working 
lives of their trainers and trainees – these have included face-to-face meetings with trainees 
and specialty tutors, reorganisation of trainee rotas, improvement in departmental teaching 
ethos and redesign of other areas of the workforce. 
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Another function of the National Trainee Survey (NTS) is to highlight areas where trainees 
believe that patient safety may be of concern.   A small number of reports were responded 
to and the vast majority reflected the extreme clinical pressure that the trust was feeling 
during the winter months last year.  Two bullying/undermining issues were responded to 
appropriately.   
 
The Director of Medical Education (DME) continues to monitor trainee feedback through a 
rolling programme of departmental meetings with senior and junior trainees, as well as 
taking feedback from trainers at regular specialty tutor meetings.   
 

5.2. Deanery Inspection Visits 
 

A function of HEE, the Wessex Deanery is responsible for the management of training 
programmes for trainee doctors.  The Deanery undertakes routine inspection visits of all 
provider organisations, either planned or in response to concerns reported via the GMC 
Survey, CQC reports, or by individuals. The inspection visits involve discussions with 
trainees and their educational and clinical supervisors, as well as the DME, Medical Director 
and Chief Executive.  Within the year PHT has hosted several deanery-sponsored visits and 
the outcomes from these are summarised below.  Both areas of good practice and targets 
for improvement were identified.      
 

5.2.1. School of Surgery (T&O) 
 

This was a follow-up visit following an initial concern that was raised in December 
2017.  The visit was to assure the School that the temporary halt in elective 
operating that was in force last winter had passed and that trainees were now 
getting appropriate experience.  The visit highlighted that the trust had a plan to 
maintain elective work through the winter of 2018/19, the interface between the 
department and ED had improved and that trainees felt well supported. 

 
Areas where improvement was recommended included the workload of the trauma 
registrar and regular medical review of ward patients. 

 
Whilst the department had an action plan to address the concerns above, trainees 
have recently reported high workload levels, poorly staffed rotas and lack of senior 
medical support on the wards.  This is being addressed actively by the DME and 
clinical lead from the service. 
 

5.2.2. Acute Medical Unit (AMU) and Emergency Department (ED) 
 

This was a follow-up visit following concerns raised previously around workload and 
departmental culture on AMU.  Previous visits to ED had noted that workload was 
high. 

 
The results from the AMU report were broadly positive and reflected the hard and 
dedicated work that the senior clinicians had put into the unit over a period of time. 
The trainees reported highly positive experiences of many areas including induction, 
rotas, workload, handover, and supervision. The change to a three-shift system has 
proven popular. They commented on a clear improvement in culture and excellent 
teaching/consultant support.  
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The ED workload was still acknowledged to be high with trainers finding time for 
supervision, teaching and training difficult.  There was an acknowledgment that 
continued stress of this kind will result in burnout.   

 
Since this visit, time for recognised supervisors has been increased in job plans for 
those with a dedicated commitment.   HEE has, together with PHT, committed a sum 
of money to support time for clinical education within the department for 12 
months.  This started in January 2019 and 5 educators take one session a week in 
role.  Overall the feedback to date has been extremely positive.    
 

5.2.3. Ophthalmology 
 

This was a triggered visit due to adverse GMC survey 2018. There were red flags in 
overall satisfaction, teamwork, supportive environment, educational governance, 
local and regional teaching and rota design. 
 
Overbooking of clinics, and lack of administrative support has had significant impact 
on trainee experience.  These issues are actively being addressed by the department 
and the DME has had several meetings with trainees and trainers in order to monitor 
this issue.  It is still ongoing. 

 
Trainees had reported being pulled from theatre lists in order to cover service 
commitments elsewhere in the department.  This issue is now resolved. 

 
A lack of appropriate cataract experience and operating is ongoing and has been 
raised with the Clinical Commissioning Groups (CGs).  
 

 
5.2.4. Adverse Incident (Datix)  Reporting  

 
Tracking of trainees involved in amber/red Datix reports was not clearly defined.  
The DME has instigated a system whereby these trainees are now identified to her 
and she is able to follow-up with advice and support where required.   
 
 

 
5.2.5. Working Hours Exception Reporting 

 
Whilst a number of trainees expressed a general disengagement with reporting 
excessive working hours (partly because they often choose to work beyond their 
rota) PHT encourages reporting via the Guardian of Safe Working Hours and is 
committed to addressing any issues that are appropriately raised.  Trainees are 
encouraged to report not only for excessive time spent at work, but also for the loss 
of education commitments.   
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6. Essential Skills Training 
 

Within PHT, training that is designated as being either statutory (i.e. determined by national 
legislation and/or regulation) or mandatory (i.e. determined locally) is referred to as Essential 
Skills Training.  The LDD has overall responsibility for the commissioning and regular delivery of 
all elements of Essential Skills Training.   

 
6.1. The Trust’s locally-determined compliance target (i.e. the percentage of staff who are in 

date for all elements of their Training at any given time) is 85% and performance against 
that target is reported monthly, via the Integrated Performance Report.  Overall outturn 
performance for 2018/19 was 91%, but for those elements requiring ‘face to face’ only 78% 
was achieved.  A summary of the Essential Skills Training elements (or competencies) 
required by staff can be found in Appendix 1.  
 

6.2. Following the successful pilot of the Pick and Mix days, which enable staff to drop in and 
update training without pre-booking places, a further 7 days were delivered in 2018/19.  
This enabled 706 members of staff to update one or more subjects.  Mental Capacity Act 
and Deprivation of Liberty (MCA and DoLs) Level 2 was added to the programme to 
complement the existing subjects:  Basic Life Support, Clinical Fire Training, Moving and 
Handling and Blood Awareness.   
 

6.3. There were some additions to the Compliance Matrix in 2018/19, these included 
Safeguarding Adults Level 2, Preventing Radicalisation, Providing Very Brief Advice – 
Smoking Cessation and Providing Very Brief Advice – Alcohol Awareness.  For 2018/19 
Information Governance was removed from the Essential Skills Booklet as more in depth 
training was required following the implementation of  the General Data Protection 
Regulations (GPDR) 2018.  
 
 

7. Apprenticeships 
 

7.1. The Apprenticeship Levy 
 
The Trust accesses the Apprenticeship Levy to support a variety of clinical and non-clinical 
apprenticeship programmes across the Trust.  In 2018/19 the Trust paid £1.2m into the 
Levy (0.5% of the pay bill) and spent £340k.  Funds available from the Apprenticeship Levy 
expire if not used within 24 months of payment and are therefore forfeited; the Trust did 
not forfeit any funds in 2018/19.  It is anticipated that funds will be forfeited in 2019/20, 
however plans are in place to minimise this as far as possible.  The Trust has agreed to 
transfer some of its Levy Fund (£75k) to support staff in primary care undertake 
apprenticeships over the next 18 months. 

 

7.2. All public sector organisations have a target to recruit, annually, an 
apprenticeship cohort which totals 2.3% of their overall workforce:  for PHT this 
represents 171 new apprentice starts each year, across new and existing staff.  
Whilst the target was not achieved (there were 116 new starts) the number 
increased from the previous year. (Table 3).  Benchmarking with local NHS 
organisations for the previous year demonstrates that PHT is one of the more 
successful trusts in Hampshire and the Isle of Wight (Table 4). 
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Table 4 :  Apprenticeship Starts at PHT 
 
 
 

Organisation Name 

New 

apprenticeship 

starts as a 

percentage of 

headcount 

 2017-18 

Poole Hospital NHS Foundation Trust 1.7 

PORTSMOUTH HOSPITALS NHS TRUST 1.4 

Dorset County Hospital NHS Foundation Trust 1.3 

Solent NHS Trust 1.3 

Hampshire Hospitals NHS Foundation Trust 1 

Dorset HealthCare University NHS Foundation Trust 0.9 

ISLE OF WIGHT NHS TRUST 0.9 

Western Sussex Hospitals NHS Foundation Trust 0.9 

BRIGHTON AND SUSSEX UNIVERSITY HOSPITALS NHS TRUST 0.8 

The Royal Bournemouth and Christchurch Hospitals NHS 

Foundation Trust 
0.7 

University Hospital Southampton NHS Foundation Trust 0.6 

Southern Health NHS Foundation Trust 0.4 

SOUTH CENTRAL AMBULANCE SERVICE NHS FOUNDATION TRUST 0.1 

NHS WEST HAMPSHIRE CCG 0 

Local NHS Average 0.9 

Table 5 :  Public Sector Target Benchmarking 2017/18 
 

7.3. In 2018/19 the biggest staff group accessing apprenticeship programmes was clerical, with 
24 new members of staff undertaking the Business and Administration Level 2 Framework.   
This Framework is due to cease in August 2020.  Currently there is no equivalent standard 
to replace it which will have a negative impact on provision for young people joining the 
Trust.  LDD is part of a group of national employers who are submitting a bid to the 
Institute for Apprenticeships to create a Level 2 Business and Administration Standard.  At 
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the same time alternative options for this staff group are being explored with our 
apprenticeship provider. 

 

 
      Table 6:  Apprenticeship Starts by Standard/Framework 

7.4. In 2017/18 the Trust undertook a procurement exercise for the provision of Business and 
Administration, Healthcare Science and Pharmacy apprenticeships.  The contract for the 
next 3 years was awarded to HTP Apprenticeship College.   
 

7.5. The LDD team is taking a proactive approach in promoting and encouraging the use of 
apprentices within both clinical and non-clinical departments.  Interest in the opportunities 
presented by apprenticeship training and deployment as part of local workforce planning is 
increasing.  Members of the LDD undertake regular visits to both managers and apprentices 
in order to raise awareness and locally problem-solve, when necessary.  The team is also 
working with local universities to develop programmes around the apprenticeship 
standards, including the Degree Nursing Apprenticeship. 
 

7.6. Apprenticeship Standards require all learners to undertake an End Point Assessment (EPA) 
to complete the programme.  The EPA is undertaken by an organisation independent from 
the apprenticeship provider.  Nationally there are is a shortage of assessors to undertake 
this component, consequently the Trust has staff who have completed their formal training 
but are currently unable to finish the apprenticeship.  The LDD are working with providers 
to rectify this and have included it as a risk on the department’s risk register. 

 

8. Vocational Centre 
 
8.1. PHT has an established a ‘Vocational Centre’, through which the LDD is working in 

partnership with other apprenticeship providers to deliver a range of qualifications for 
healthcare scientists and AHPs.  The Centre’s purpose is to help the Trust grow its scientific 
workforce of the future.  By working in partnership to deliver components of the 
apprenticeship programmes we ensure a high standard of teaching, assessment and 
support is provided for each learner throughout each programme.  All training is quality 
assured internally and by external inspections. All inspections conducted in 2018/2019 
were extremely positive and the Vocational Centre was afforded a ‘low risk’ status.   

 

8.2. In 2018/19, we continue to grow the number of newly appointed apprentices for the new 
Level 2 Healthcare Science Apprenticeship standard, with an extra 6 apprentices in 
Pathology and Medical Equipment library, this brings a total of 14 Apprentices currently on 
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programme.  As well as new apprentices existing members of staff have undertaken these 
apprenticeships and four are working in the Hospital Sterilisation and Decontamination 
Unit. There have been problems with securing EPAs for these apprentices and this has 
resulted in a delay to complete the apprenticeship. Four apprentices from Pathology have 
successfully completed their EPAs, some of the first in the country to do so. 

 

8.3. Within the Pathology Department, seventeen existing staff members have completed the 
Level 3 Award in Pathology Support which has enabled them to apply for further 
qualifications and thus supporting staff retention. 
 

8.4. The Vocational Centre also supported staff and new apprentices from Southampton, the 
Isle of Wight and Salisbury to achieve these qualifications.  In the Pharmacy Department, 
four Level 2 apprenticeships were recruited in 2018; six members of existing staff are 
undertaking the Level 3.  

 
8.5. In order to further support the adoption and delivery of apprenticeship training, 6 members 

of staff undertook the Assessors award in 2018, whilst a further 23 have completed their 
BTEC in Education and Training to enable them to support learners in the workplace.   
 

8.6. The centre is also actively promoting and providing pathways to other departments 
including Respiratory and Audiology as the L2 Healthcare Science apprenticeship is key to 
succession planning for the future of PHT scientific workforce. 

 
8. Local Assessment and Assurance 

 
8.1. The LDD actively seeks assurance on the quality and effectiveness of the training that it 

delivers to PHT staff.  All training interventions are subject to ‘on the day’ and post-event 
evaluation.  For well-established programmes, assessment is undertaken on a sample basis 
to reduce the number of evaluations that staff and managers are asked to complete.  The 
collated results are regularly reviewed by the training lead and Head of Non-medical 
Education with key themes shared at the Education and Quality Standards Meeting. 
 

8.2. Data relating to staff participation in education and training interventions and their 
evaluations are published on the LDD Intranet pages.   
 

9. Future Workforce 
 
In addition to providing an educational and learning infrastructure to underpin the development 
of the Trust’s existing multi-professional workforce, a key consideration for the LDD is to 
support new and emerging healthcare roles.  These roles reflect both the changing nature of 
healthcare provision and the need to respond to sustained national shortages in a number of 
staff groups.  The creation of new roles that require individuals to work across traditional 
professional and physical ‘boundaries’ are becoming increasingly attractive to new entrants, 
whilst also offering development opportunities and enhanced career progression for existing 
members of staff.  Examples of such roles include Advanced Care Practitioners, Nursing 
Associates, and Physician Associates, which are being actively supported in PHT in response to 
the need to address persistent gaps in some medical and nursing rotas.  These particular roles 
are outlined below: 
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9.1. Advanced Care Practitioners 
 

The Trust receives support from HEE to develop Advanced Care Practitioners (ACPs).  This 
role spans the activities undertaken in the Emergency Department, Ambulatory Medicine, 
Surgical Assessment Unit, Renal, Orthopaedics and the work of the Frailty Intervention 
Team.  PHT supports the development of ACPs through a Master’s Degree education 
pathway, in partnership with the Universities of Southampton and Bournemouth.  These 
Universities are piloting an approach to enable experienced members of staff, at PHT and 
elsewhere, who need an academic qualification  to meet the requirements of the national 
Multi-professional Advanced Practice Framework.  The Trust is also involving AHPs, 
including Physiotherapists and Pharmacists, in advanced practice development and will  be 
partnering with the University of Portsmouth as it develops its postgraduate education 
provision.  An Advanced Practice Steering Group has been established to ensure an 
appropriate governance framework is maintained with respect to these roles and the 
associated expansion of the scope of practice.   

 
9.2. Nursing Associates 

 
This role is being introduced across health and social care settings in England.  Following 
the Shape of Caring review in 2015, a gap in care provision was identified between the roles 
of Health Care Assistants and Registered Nurses.  In response, the Department of Health 
created the Nursing Associate role to be both an important role in its own right, and to act 
as a ‘bridge’ for those who wish to progress in their careers to become a registered nurse.  
The first cohort of 7 Nursing Associates qualified in March 2019 and a further 27 are 
currently in training.  An internal progression programme has been developed to enable 
College graduates to enter healthcare and transition to an apprenticeship as a Nursing 
Associate in March 2020, creating a pipeline for recruitment into the role for the future. 

 
9.3. Physician Associates 

 
In September 2019 the University of Portsmouth is launching a two year Masters level 
Physician Associate Programme.  The students from the first cohort will be ready to 
undertake their first clinical attachment in April 2020.  Work is underway to determine how 
these will be provided by the Trust. 
 

10. Library and eLearning Service 
 

10.1. The Library and eLearning Service plays a key role in supporting efficient and effective 
hospital operations by providing information and knowledge services to clinicians, decision 
makers, and healthcare staff throughout the Trust. The Library and eLearning Service has a 
key role in assuring a well-informed clinical work force. The service offers a wide range of 
e-resources that can be accessed from work or home and anywhere that individuals have 
internet access. The service footprint has increased since the availability of Wi-Fi and 24/7 
access to its facilities. 

 
10.2. For 2018/19 the Library and eLearning Service was awarded 93% for the  Library Quality 

Assurance Framework (LQAF); one of only 7 NHS libraries out of 27 in the South to achieve 

this. LQAF accreditation is a prerequisite for funding from HEE. 
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10.3. The Clinical Librarian team continued to focus and develop the current awareness and 

literature searching services, the latter has seen an increase of 25%. These services are key 

to ensuring staff have the best evidence for decision making and support our Trust’s 

“journey to outstanding”.  

 

10.4. Outreach work and engagement with wider Trust activities has increased helping to raise 

the profile of the Library.  Links have been developed with Public Health and Portsmouth 

City Council to facilitate support for public and patient (outpatients) information. Patient 

and Public Information resources have been made available on the library website. We 

also conducted joint locality Induction programmes for the junior doctors in psychiatry 

from both Solent and Southern Health at St Marys Hospital. This is part of the Hampshire 

and Ilse of Wight STP joint collaborative training initiative. 

 

11. Other Notable Achievements 
 
11.1. Simulation Training 

 
11.1.1. In 2018/19 the TEAMS Centre ran a total of 196 courses providing training to 1,363 

learners.  This included newly developed courses and increase in the amount of in 
situ provision across the Trust.   
 

11.1.2. The Audio-Visual equipment used in the delivery of simulation education was 
upgraded in 2018 following a successful bid to Health Education England for £100k.  
The upgrade also enabled the purchase of equipment that can be used when carrying 
out in situ training in the workplace. 
 

11.1.3. In June 2018 the educators presented at the Human Patient Simulation Network on 
the subject of ‘The Exploration of Factors Designed to Enhanced Learning from 
Simulation’.  The Team were also the recipients of two local awards in 2018/19, Pride 
of Portsmouth and Hidden Heroes, both recognising the contribution that Simulation 
makes to improving patient safety and care. 

 
11.2. ALERT (Acute Life Threatening Events) 

 
11.2.1. The LDD manages the ALERTTM Headquarters which oversees a suite of courses that 

teach clinical staff the knowledge and skills to recognise, escalate and manage 
deteriorating patients, both in primary and secondary care settings.  The ALERTTM 
Course was developed at PHT in 1999 and is intended for registered healthcare 
professionals.  In 2018/19, 170 PHT members of staff attended internally provided 
courses. Other healthcare providers, both nationally and internationally, purchase 
licenses and training materials from the Trust to enable them to deliver the course to 
their own staff.  This provides a source of income generation for the Trust (£180k in 
2018/19, with income over expenditure of £7k). In 2018/19 ALERT gained 6 new 
customers (3 from the UK and 3 overseas). 
 

11.2.2. Initially developed for staff occupying unregistered clinical roles in secondary care, 
the BEACHTM (Bedside Emergency Assessment Course for Healthcare Staff) 
programme is now being provided for staff in the primary care setting (i.e. care homes 
and GP surgeries).  In 2018/19 this training was delivered to 95 PHT staff.   BEACHTM 
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was adapted for Health Education England (HEE) to include subjects such as Sepsis and 
has been delivered in partnership with HEE to GP practices across the region.  As with 
ALERTTM, other healthcare providers purchase training materials to enable them to 
deliver BEACHTM, the centre gained 7 new customers in 2018/19.  This generated 
income of £24.5k with an income over expenditure of £11k.  
 
 

11.3. Time to Act 
 

11.4. ‘Time to ACT’ is a Portsmouth Hospitals NHS Trust (PHT) patient safety initiative promoting 
recognition and early response to deteriorating patients.  It was support by the 
Resuscitation Department as part of their work with the Deteriorating Patient Group.   The 
initiative has three elements, all supported by an educational package:  Assessment, 
Contact and Treatment. 

 
11.5. ‘Time to ACT’ has led to an increase in the number of deteriorating patients being 

escalated by the bedside nurse and improved documentation of an escalation plan and 
senior review. The improvement in clinical documentation suggests that ‘Time to ACT’ is 
raising awareness of the deteriorating patients.  

 

 

12. International Nurses 
 
12.1. The LDD have actively supported the International Nurse Recruitment Programme in 

2018/19.  International Nurses are required to pass the Objective Structured Clinical 

Examination (OSCE) in order to work as a registered nurse in the UK.    
 

12.2. A five day OSCE Preparation Programme was developed and delivered to 106 international 
nurses in 2018/19.  They have all passed their OSCE assessment and 85% passed on their 
first attempt, which is significantly higher than the national average. They are now working 
successfully as registered nurses within PHT. 
 

 
Table 7:  PHT pass rates for Objective Structured Clinical Examination 

 

 
13. Mental Health First Aid Training 

 
13.1. Mental Health First Aid (MHFA) is an internationally recognised course which teaches 

people how to spot the signs and symptoms of mental ill health and provide help on a first 
aid basis.  The two day course is delivered by two facilitators using a range of teaching skills. 
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It enables participants to gain a deeper understanding of mental health and the factors that 
can affect wellbeing, providing practical skills to spot triggers and signs of mental ill 
health.  The course focuses on enhanced interpersonal skills such as non-judgemental 
listening providing candidates with that extra confidence to step in, reassure and support a 
person in distress. 
 

13.2. The Trust has four adult MHFA Trainers and a youth trainer will join the team in 2019/20.  
The plan is to have trained 108 Mental Health First Aiders across the organisation by the 
end of 2019/20. 
 

 

14. Routes to Registration #dreambig 
 
14.1.  We have created an opportunity for college leavers to apply for one of two 

apprenticeships. The Degree Nurse apprenticeship in conjunction with the University of 
Portsmouth and Nursing Associate apprenticeship with Solent University. Successful 
candidates will commence within the Trust in September and work as a Heath care Support 
Worker (HCSW) for 6 months. Completion of the Care Certificate and the Trust 
probationary period will determine successful progression on to the relevant programme 
that will commence in March of the following year. 
 
 

15. 2018/19 - Identified Challenges 

 

Whilst the Learning and Development Department continues to support the PHT workforce 

through its development, promotion and delivery of core and additional education and training 

programmes and interventions, it is also presented with a number of challenges that are 

impacting in the current financial year.  These are summarised as follows:     

 

15.1. Care Certificate 
 
Developed jointly by Skills for Care, Health Education England and Skills for Health, the Care 
Certificate is an agreed set of standards that sets out the knowledge, skills and behaviours 
expected of specific job roles in the health and social care sectors.  The qualification 
comprises 15 minimum standards, which all newly appointed non-registered staff that have 
direct contact with patients are expected to complete within three months.  

 
Consistent with many larger employing organisations, PHT experiences difficulty in 
complying with the three-month completion timeframe and most members of staff for 
whom the standards apply do not complete until their sixth month of employment.  The 
LDD team monitors the progress of all newly appointed non-registered staff and provides 
compliance data via the monthly Integrated Performance Report and to the Professional 
Forum. The LDD also works closely with line managers to provide advice and support.  
 
A new induction process was commenced in April 2019 so all newly appointed HCSWs (who 
are the largest staff group requiring the care certificate) attend a specific induction 
programme which will incorporate elements of the Care Certificate in an attempt to 
improve the process and aid completion. 
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  Table 8:   Care Certificate achievement within 6 months 
 

15.2. Funding for Continuing Professional Development 
 
Historically, the Trust has received annual funding from HEE to support Continuing 
Professional Development (CPD) for staff occupying roles in pay bands 5 to 9.   For 2019/20 
funding for Bands 5 – 9 has been merged with funding to support the development of 
Bands 1 – 4 and has decreased.  This funding stream comes with strict criteria for use to 
support workforce development and transformation.  This will limit the current use of this 
funding and may impact on CPD activity. 

 
15.3. Apprenticeship Target/Levy 

 
15.3.1. Meeting the 2.3% apprenticeship target will remain challenging, principally because 

of the problems associated with establishing sufficient numbers of apprenticeship 
posts and in providing the minimum 20% statutory learning time for each apprentice.  
Furthermore, previously available salary support to assist in the development of the 
unregistered workforce into registered roles is being discontinued in favour of 
increased access to the apprenticeship levy (i.e. a further ‘incentive’ for employers to 
promote apprenticeship opportunities). 
 

15.3.2.  Due to apprenticeship standards not being available from the beginning, the Trust 
has not been able to fully utilise its levy fund.  Therefore whilst some of this levy will be 
forfeited in 2019/20 work is underway to ensure that this is minimised e.g. through the 
introduction of nursing apprenticeships into the Trust and allocating funds for primary 
care apprenticeships to work collaboratively and support the local healthcare 
provision. 

 

15.3.3. Lack of a dedicated team to oversee, promote and manage apprenticeship 
programmes will impact on the Trust’s ability to grow its apprenticeship provision 
beyond the subjects currently made available. 

 
15.4. Essential Skills Training 

 
15.4.1. Compliance with those Essential Skills Training elements requiring face to face input 

regularly falls below the 85% Trust target.  This is exacerbated by the relatively high 
rates of non-attendance and short-notice cancellations for these elements (i.e. up to 
25% in some cases).  In part, this issue highlights the difficulties encountered by staff in 
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those areas regularly experiencing high workloads in being able to make time to attend 
their training.  In response, the LDD team will continue to capitalise on the 
opportunities afforded by the extension of eLearning and the further development of 
‘in-situ’ training delivery.  The underlying principles will be to make access to Essential 
Skills Training as simple as possible, whilst also reducing to an absolute minimum the 
time and frequency required for its completion.    
 

15.5. Resources 
 
Since the new build opened the Learning and Development have lost several large teaching 
rooms to accommodate clinical developments.  Consequently there is increasing pressure 
on the remaining education space which also doubles as meeting rooms for Trust business.  
This impacts on the department’s ability to deliver new and existing programmes in the 
quantity required.  It is worth noting that there is only one room capable of holding more 
than 30 people, the Lecture Theatre, which was booked out every day in 2018.  This has 
been added to the Learning and Development Department’s Risk Register. 
      

16.  Summary 
 

16.1. The Trust’s Learning and Development Department fulfils a vital role in developing, 
organising, delivering and promoting education and training programmes and interventions 
for the benefit of the organisation’s multi-professional workforce. The majority of the 
annual funding associated with the Department’s activities is received via Health Education 
England (HEE) Wessex, with whom the Trust has a contract referred to as the Learning and 
Development Agreement (LDA). Through the LDA, the Trust is accountable for providing 
high quality education and training for all local staff groups.  A significant proportion of the 
Department’s annual budget is allocated to the support (including salary support) of 
postgraduate medical placements, but provision is also made for nonmedical staff 
employed under agenda for change terms and conditions, and for student placements. 

 
16.2. LDA performance is regularly monitored and reported via self-assessment returns, 

surveys and routine inspections from HEE, the regional Deanery and other national bodies, 
including the General Medical Council.  The most recent inspection visits and performance 
reviews confirmed high levels of satisfaction in the standard and quality of PHT’s education 
and training provision, and the experience of staff undertaking postgraduate medical and 
student placements within the Trust.   In those few areas where concerns are raised, the 
LDD team responds quickly in taking appropriate corrective action. 

 
17.   Recommendation 
 
 The Trust Board is asked to note the contents of this annual report. 
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Essential Skills Training Elements (Competencies) 
 

Competency 
Refresher 

Period 

Statutory (S) 

Classroom 
Induction / 
Handbook 

e-Learning 
Mandatory 

(M) 

Blood Awareness Training 1 year M Y     

Bullying and Harassment Awareness N/A M     Y 

Clinical Fire Training 2 years S Y     

Complaints and Claims 1 year M   Y   

Conflict Resolution Training  3 years M Y   
Y (lower risk 
areas only) 

Dementia Care Awareness N/A M   Y   

Equality, Diversity and Human Rights 3 years S   Y   

Fire Safety  1 year S   Y   

Health, Safety and Welfare N/A S   Y   

Infection Prevention and Control – 
Level 1  

N/A M   Y   

Infection Prevention and Control – 
Level 2 

1 year M   Y   

Information Governance 1 year S     Y 

MCA and DoLS Level 1 2 years S   Y   

MCA and DoLS Level 2 2 years S   Y Y 

Medicines Management Training 1 year M Y     

Moving and Handling – Level 1  3 years S   Y   

Moving and Handling – Level 2  2 years S Y     

Non-Clinical Fire Training 3 years S Y     

Preventing Radicalisation - Level 1-2 N/A       Y  

Preventing Radicalisation - Level 3 -5 N/A       Y   

Resuscitation (BLS) – Level 2-  1 year M Y     

Risk Management 1 year M   Y   

Safeguarding Adults – Level 1  3 years S   Y   

Safeguarding Adults - Level 2 3 years S     Y 

Safeguarding Children – Level 1  3 years S   Y   

Safeguarding Children – Level 2 3 years S   Y   

Safeguarding Children – Level 3 1 year S     Y 

Specialty Specific Fire Training 1 year S Y     
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188.19 

 
 
Appendices 
A: Agenda 
B: Safeguarding Annual Report 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. The 
Safeguarding Annual Report (Appendix B) was considered by Quality and Performance Committee, 
which approved the priorities for 2019 – 20. 
 

 
Agenda 
item 

Items of particular note: 

111.19 Integrated Performance Report 

Urgent Care:  Pressure on the department continued throughout June with high levels of 
attendance, above plan for the year.  Type 1 attendances are higher than type 3, but all 
attendance numbers are inconsistent – there were 410 attendances on one day in June, the 
highest number ever seen in ED at QAH.  The Committee received a presentation setting out 
delivery against the pilot for revised ED performance measurement.  The data presented 
provided assurance that patients’ average total time in the department has reduced during the 
pilot, as has aggregated patient delay and the percentage of patients who experience a delay 
of 12 hours+ after a decision to admit them has been made.  Reasons for these improvements 
will be analysed and reported later.  The pilot reporting will continue until further notice, and 
phase 2 will include focus on the embedding of ‘critical hour’ practice, which will be a particular 
challenge for the Trust given recent performance.  The committee requested presentation of 
analysis of the reasons for delays at an appropriate date, and options for this were discussed. 

Ambulance handover delays were high in May but reduced in June.  The Trust remains 
focussed on eliminating ambulance handover delays as far as possible.  A potential 12 DTA 
breach has been identified in June – a final decision will be presented to the Committee next 
month.  The number of patients medically fit for discharge but still in Trust beds has increased 
during May and June, with consequent implications for flow and ED performance.    

Cancer access standards – Seven out of eight will be achieved during May.  The failed 
standard is 62 day waits, although the number of long waits over 62 days has reduced again.  
A detailed report will be presented to the Committee in August. 

18 week RTT – Performance is on plan, although the size of the waiting list remains larger than 
expected.  Focus on reducing the waiting list remains during July and August, along with work 
on data cleansing. The impact of the pension problem on the Trust’s ability to carry out 
additional work is noted.  Alternative means to address this are being developed, but the risk of 
failing to meet the access standard remains.  

Enclosure Number 

6 
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Agenda 
item 

Items of particular note: 

Diagnostic access standard – improvements have matched trajectory during May and June but 
may falter during July as a result of the departure of some temporary staff.   Alternative 
capacity at other facilities is being sourced.  A revision to the diagnostic elements of the cancer 
standards is anticipated in the coming months; planning to accommodate this is underway. 

Stroke care standards – performance deteriorated during May.  The national stroke GIRFT 
team will be working with the Trust to review practice in the coming months, and focus on the 
‘critical hour’ approach in ED (see above) will also support pathway review.  A recent 
resignation in the stroke team will put further pressure on the team, but efforts to address these 
challenges are underway. 

Regulation 28 report received:  HM Coroner has sought assurance that the Trust will address 
the risks identified in a recent inquest concerning a neo-natal death.  The Trust will respond in 
the required timeframe. 

Complaints:  the number of complaints increased in June, but with no discernible trends in 
themes.  There is continued focus on improving the quality of response as well as the 
timeliness. 

SIRIs and Never Events – The proportion of reported incidents which cause harm continues to 
fall.  The Trust has considered possible influences on this – these include the introduction of a 
revised approach to serious incident assessment and a change to required reporting on 
pressure damage.  The consideration has concluded that those influences have not been 
inappropriate.  The beneficial impact of improved nursing shift fill on the number of incidents 
occurring was noted.  The number of trained investigators available to look into reported 
incidents will be increased over the coming months.  An external review of the revised incident 
reporting process will be commissioned in the next two months. 

Pressure damage and harm relating to falls – a death associated with a fall was reported in 
June – investigation is underway.  Further focus on compliance with the requirement to 
complete lying and standing blood pressure checks, and the need to re-assess falls risks as 
patients’ condition varies, is required. 

Medication Safety incidents – the number of events reported has increased, as a result of 
increased awareness of the importance of reporting and reviewing.  The Trust’s performance 
compares favourably with national averages.  Themes remain consistent.  Review of one 
incident through the Incident Review Panel has led to considerable restriction of the use of 
particular medication.   

HCAI – The incidence of c diff is above the target as a result of changes to reporting and 
attribution arrangements.  There is a risk that this could drive the wrong behaviours but the 
committee was satisfied that the right actions are being taken irrespective of the out-turn 
performance.  There is continued focus on reducing the incidence of MSSA. 

Deteriorating patients – performance in this area continue to improve. The incidence of cardiac 
arrests on wards is low, indicating effective early identification of deterioration. 

Mental Health – There is considerable activity underway to improve the quality, scale and 
nature of services available in the Trust for patients with mental health problems.  A bid for 
significant funds to help the Trust achieve the Core 24 standards has been made to the STP.  
Additional adult MH nursing resource in ED is expected from September, although there 
continues to be a deficit in the resources available to meet the MH needs of children.  Further 
resource bids to address this are underway.  A previous temporary CAMHS provision for ED is 
also anticipated before winter.  The CCG has warned that recruitment to these posts, if funded, 
will be a challenge as these skills are in short supply. 
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Items of particular note: 

112.19 Quality Assurance & Improvement 

The heat map process continues to improve and is feeding effectively to the Shared Assurance 
& Improvement Programme with the CCG, NHS England and Healthwatch. There are further 
revisions to the data set in hand which will further enable improvements.  The participation of 
NHSE and Healthwatch was particularly welcomed, as was the noted alignment of the shared 
areas of concern, indicating effective oversight of potential concerns and issues. 

113.19 Clinical Negligence Scheme for Trusts  

The Committee received the final report which summarised action taken to address the CNST 
safety standards.  Using its delegated authority form the Board, the Committee approved the 
submission of the information to the CNST / NHS Resolution.  The department’s achievement 
of all the key standards was commended. 

114.19 Clinical Effectiveness   

The report was noted and commended as clear, accessible and thorough.  The Clincal 
Effectiveness Committee has undergone significant revision and is now working much more 
effectively.  Key audit findings had been reviewed and relevant learning identified for 
implementation.    

115.19 Cost Improvement Programme 

The report set out the quality impact assessments carried out in respect of proposed cost 
improvement programmes.  The report was presented to provide assurance that appropriate 
safeguards of quality are in place to ensure that planned savings do not have a detrimental 
impact on quality, and the Committee accepted that the report will provide evidence of the 
existence or otherwise of such assurance in future iterations, to be provided on a quarterly 
basis.   The Committee was pleased to note that some scheme have been rejected as a result 
of concerns about quality, indicating that the process is robust. 

116.19 Analysis of incident reporting 

Further to a previous request from the Committee, analysis of incident reporting patterns was 
conducted and presented.  It was noted that the incidence of incident reporting amongst 
doctors is low by comparison with other groups, and will be investigated further to ensure there 
are no practical or cultural barriers to effective reporting.  The opportunity to benchmark with 
other organisations is limited as a result of limited national reporting.  It was also noted that 
that the highest reporting staff group (nursing) provides the highest proportion of care and it 
was not therefore surprising that doctors report a smaller proportion of incidents.  The rate of 
reporting remains high which the committee welcomed. 

118.19 Portsmouth & South East Hampshire Urgent Care Improvement Plan 

The updates to the plan and monitoring arrangements and metrics were noted.  The plan is in 
its very early stages of implementation and reporting will begin in more detail next month. 

119.19 Safeguarding Annual Report 

The Committee acknowledged the significant and effective efforts made to improve the profile 
of safeguarding in the Trust and its impact on the Trust’s patients and its regulatory reputation.  
The report provides evidence that there is increasing awareness amongst most staff of how to 
respond appropriately to a safeguarding incident or disclosure.  The Committee endorsed the 
annual report.  The further close alignment of activity which supports all people with 
vulnerabilities was noted and welcomed.  The priorities for 2019/20 were approved. 

120.19 Policy status report  

The Committee noted the activity in hand to reduce the number of out of date policies and 
associated risks. 
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Agenda 
item 

Items of particular note: 

121.19 Risk management – internal audit review 

The Committee noted and commended the improvements made to risk management over the 
last 12 months which have led to a ‘reasonable assurance’ opinion being issued by the Trust’s 
internal auditor. 

122.19 Review of Committee effectiveness  

The Committee endorsed the self-assessment of committee effectiveness set out in the report 
and agreed to adopt it for 2018/19. 

123.19 Committee feedback 

The Committee noted feedback from  

 Safeguarding Committee 
 Clinical Effectiveness Committee 
 Mortality Review Steering Group 
 Research Governance Group 

 

124.19 Board Assurance Framework and/or Corporate Risk Register 

There were no recommendations for addition to the Board Assurance Framework. 
 
Agenda 
item 

Items for escalation to the Trust Board: 

111.19 The Committee is concerned that improvements to services for mental health patients, 
particularly in ED, is dependent on the outcome of bids being made to the STP for the 
reinstatement of a previous temporary CAMHS provision and additional funds to help achieve 
the Core 24 standards. 

The Committee notes that stroke performance is not optimal, and may suffer further as a result 
of a recent resignation.  Focus on stroke pathways and performance will be enhanced by 
development of the ‘critical hour’ protocols in ED.  Permanent recruitment continues to be 
pursued.    

 

119.19 The Committee commended the Annual Safeguarding Report to the Trust Board – a copy is 
attached as Appendix B for information 

 

121.19 The Committee draws the Board’s attention to the improved internal audit opinion on the 
Trust’s risk management arrangements, from ‘limited assurance’ in 2017/18 to reasonable 
assurance in 2018/19. 

 
Agenda 
item 

Recommendations: 

 There are no recommendations on this occasion. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Thursday 18th July 2019 
09:30 – 12:00  

E Level Boardroom, Education Centre, Queen Alexandra Hospital 
 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 
 

 
 

108.19 09.30 

 
Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

109.19 09.32 

 
Minutes of the last meeting  
20th June 2019 
 

1 Chair 

110.19 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 
 

111.19 09.35 

 
Quality and performance integrated 
performance report 
 

 
To follow 

 
COO/MD/CN 

112.19 10.00 Quality Assurance and Improvement 3 DDGR 

113.19 10.10 Clinical Negligence Scheme for Trusts 4 DOM 

114.19 10.20 Clinical Effectiveness 5 HGQ 

115.19 10.30 Cost Improvement Programme 6 DSP 

116.19 10.40 Analysis of Incident Reporting 7 HRM 

 
PERFORMANCE 
 
 

 
117.19 

 
10.50 Cancer Sustainability Plan 8 COO 

118.19 11.00 Urgent Care Improvement Plan 9 COO 
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119.19 11.10 Safeguarding Annual Report 10 CN 

POLICIES 

120.19 11.20 Policy Status Report 11 HCQ 

RISK MANAGEMENT 

121.19 11.30 Risk Management – internal audit 12 DGR 

COMMITTEE FEEDBACK 

 
122.19 

 
11.40 

 
Review of Committee effectiveness 
 

 
13 

 
DGR 

 
123.19 

 
11.50 

Committees Report to the Quality and 
Performance Committee: 

 Safeguarding Committee 
 Clinical Effectiveness Steering Group 
 Mortality Review Steering Group 
 Research Governance Group 

14  

 
124.19 

 
11.55 

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

 
N 

 
All 

 
125.19 11.57 

 
Any other business 
 

 
N 

 
Chair 

 
126.19 12.00 

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 19th August 2019, 09:30, Trust HQ Meeting Room  

 

 
Chair 
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Safeguarding Annual Report – Appendix B 
  

Date:   4 June 2019 

Paper Title: Safeguarding Annual Report 2018/19  

Prepared by:   

Sarah Thompson Head of Safeguarding 
Sharon Ward Deputy Head of Safeguarding 
Carole Moss Interim Adult Safeguarding Lead 
Anne Taylor Interim Adult Safeguarding Lead 
Paula Reynolds Specialist Safeguarding Practitioner 
 

Presented by: Sarah Thompson, Head of Safeguarding 

 

Action:   Assurance  

Recommendation: 

 
The Quality Committee is asked to note and take assurance from the 
content of this report. 
 

 

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. 
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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.  
 
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.    
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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. 
 

2. Multi-Agency Working 
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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 

Pre-Birth 
Planning 

1  1  2  2    2 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.    
 

3.7 The Safeguarding Service has undertaken / supported a wide range of additional audits as 
set out below: 

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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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. 

 
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 

 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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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% 

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% 
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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 
 General Medicine 

Doctors 

 Mental Capacity Act & 
Deprivation of Liberty 
Safeguards  

 Simulation MCA & DoLS 
 Domestic Violence & Abuse 
 Multi Agency Risk 

Management (MARM) 
Framework  
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 Nurse Preceptors 
 Audiology 
 Resus Department  
 Cardiology OPD 
 Portsmouth 

Safeguarding Adult 
Board 

 Maternity 
 Paediatrics 
 Neonatal Unit 
 Research 
 Maxillofacial Team 
 Orthopaedics 

 

 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 
Prevent Face to Face  31 face to face sessions 

@2 hours each  
62 hours 
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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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          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.    
 
Fig 15 
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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  
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6 

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. 

 
 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, 
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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.  
 
The unlawful period varies from a couple 

                      70.7 % 

Page 88 of 183



 

 

 

 
  
Quality Committee 
Page 27 of 41   
 

 
 
 
 
 
 
 
 
 
 
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. 
 
9. Developing Policies and Procedures 
 

of days to several months. 
Patients not assessed by LA prior to 
discharge  
 
 
 

93% 
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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 
the information and make additions as needed.  Feedback from the CDOP coordinators is 
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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 99 of 183



 

 

 

 
  
Quality Committee 
Page 38 of 41   
 

 
 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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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report FREEDOM TO SPEAK UP – QUARTERLY UPDATE 
Board / 
Committee 

TRUST BOARD – 31ST JULY 2019 

Agenda item 
number 

190.19 

Executive lead Lois Howell – Director of Governance and Risk 

Author Jenny Michael – Freedom To Speak Up Guardian 

Date report 
written 

10th July 2019 

Action required Noting  

Executive 
summary 

Following on from the Mid Staffordshire NHS Foundation Trust public inquiry Sir 
Robert Francis made recommendations designed to make the culture of the NHS 
patient focused, open and transparent – one in which patients are always put 
first and their safety and the quality of their treatment are the priority. For this to 
succeed there needs to be recognition of the contribution staff can make to 
patient care through speaking up. 
 
In his “Speaking Up” review published in 2015 it set out 20 key recommendations 
that would enable organisations to foster a culture of safety with openness and 
transparency, where staff are valued and their concerns are listened to and acted 
upon. To support this NHS trusts were required, as part of the NHS standard 
contract, to have Freedom to Speak up Guardians in post by October 2016. 
 
The Freedom to Speak Up (FTSU) Guardian works alongside Trust leadership 
teams to support the organisation in becoming a more open and transparent 
place to work, where all staff are actively encouraged and enabled to speak up 
safely. The Guardian provides independent, impartially and objective advice to all 
staff groups about the process of raising concerns at work, at any stage of raising 
a concern. 
 
Freedom to Speak Up Guardians help: 

 Protect patient safety and the quality of care 

 Improve the experience of workers 

 Promote learning and improvement 
 

This is by ensuring that: 

 Workers are supported in Speaking up 

 Barriers to speaking up are addressed 

 A positive culture of speaking up is fostered 

 Issues raised are used as opportunities for learning and improvement 
 
Portsmouth Hospital NHS trust (PHT) appointed its first Guardian to the role in 
late 2016. The post holder continued until stepping down in January 2018. 
Following an open application process the Trusts current Guardian was 
appointed in January 2018.   

Enclosure Number 

7 
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This report will outline the progress, successes and challenges of the FTSU 
agenda for Q4 (January - March) in line with DATA submission for the national 
Guardians Office as well as reconciled annual DATA for 1st April 2018 – 31st March 
2019. 
 
 

Appendices 
attached 

There are no appendices to this report 
 

Recommendations For the Committee to note this report and recommend the following key actions 
to Trust Board: 
 

 To ensure that the board self-review tool produced by NHSi is agreed and 
finalised (9.0) 

 To ensure that reference to FTSU forms part of the Workforce and 
Organisational strategy (9.0) 

 

Next steps The following actions will be taken after consideration of this report: 
a) This report will be considered by Trust Board at its meeting on 31 July 

2019 
 

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 

Not applicable 

Quality Impact 
Assessment 

PATIENT SAFETY: Major Change – Positive  
CLINICAL OUTCOME: Major Change – Positive 
OPERATIONAL PERFORMANCE: Major Change – Positive 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Major Change – Positive  
STAFF: Major Change – Positive  

Equality Impact 
Assessment 

No equality implications. 
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1.0 Glossary 

FTSU Freedom to Speak up 

FTSUG Freedom to Speak Up Guardian 

NGO National Guardians Office 

NHSi NHS Improvement 

NED Non-executive Director 

 

2.0 FTSU accountability arrangements and structure 

In line with NHSi and NGO recommendations the FTSU Guardian has direct access to both the Chair 

and the CEO. The Trust has a named executive lead and NED. 

2.1 CEO & Chair – Are accountable for ensuring that FTSU arrangements meet the needs of the staff 

within the Trust, that the annual report contains information about FTSU. Both the CEO and chair 

are key sources of advice and support for the Guardian and should meet with them regularly. The 

FTSUG and CEO meet on a monthly basis and the Guardian has access to meet with the chair as 

required. 

2.2 Exec Lead – Provides leadership and oversees the supportive arrangements for speaking up 

within the Trust. The FTSUG and named exec meet on a monthly basis. 

2.3 NED – Acts as an independent advisor and is available to the FTSUG and the CEO to seek second 

opinions and support in progressing complex matters. The independent NED also acts as an 

independent route between the Trust and any party who raises concerns. 

 

 

2.4 Other executive members and leads - The FTSUG has open and supported access to all other 

board members and Divisional Executive Leads as required. 

 2.5 FTSUG – In line with NGO recommendations was selected following an open application process 

and is responsible for: 

 Supporting any worker to raise concerns.  

 Collating and recording details of those that raise concerns for the purpose of learning and 

data collection 

Freedom to 
Speak Up 
Guardian 

Trust Chair 

CEO 

Director of Governance & Risk 

NED 

Freedom to Speak up 
Advocates 
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 Provide a quarterly FTSU report to the Board and Workforce and Organisational Committee 

 Liaising with managers, human resources, staff bodies and union representatives as required 

ensuring that where workers raise concerns relevant to their employment that they are 

provided with appropriate guidance and support.  

 Sending quarterly data to the NGO office 

 Ensuring that the board are informed of areas of significant concerns or concerns that may 

have direct impact on patient safety or staff wellbeing. 

 Maintaining and developing mechanisms for raising concerns. 

 Proactively promoting a culture of speaking up 

 Undertake FTSU educational and awareness programmes throughout the organisation 

 Provide support and guidance to the FTSU Advocates 

2.6 FTSU Advocates 

To support the role of the FTSUG, a network of FTSU advocates have been developed across the 

organisation. There are currently 20 advocates in post from a variety of clinical and non-clinical 

backgrounds across a selection of grades, including our BAME staff group. A selection of the more 

experienced advocates are confident, with support, to oversee cases that come to them where as 

others hold more of a signposting role. The Advocates undertake these posts in a voluntary capacity 

and whilst they do not have protected time to undertake the role they are supported to participate 

by the departments in which they work, allowing them time to fulfil the role as required. 

The Guardian holds monthly meetings for the Advocates. These meeting provide opportunities for 

information sharing and learning alongside guidance, peer and emotional support. 

3.0 FTSU Activities Q4 

The FTSU Guardian continues to provide support and guidance across the organisation to a variety of 

staff groups and teams. Periodical walkabouts are undertaken throughout the Trust by both the 

Guardian and Advocates to raise awareness. 

 FTSU sessions with BAME champions 

 Meeting with culture change agent to discuss FTSU 

 Freedom Friday drop in session theatres 

 FSTU cluster group meeting 
 

 

3.1 FTSU Regional Meetings 

The FTSUG attends the South East (west) regional meetings when they are held. These meetings 

provide the FTSUG with an excellent opportunity to form supporting links with other FTSUG’s within 

the region along with a mechanism for sharing ideas and best practice. Outcomes from these 

meetings are shared with the FTSU Advocates. 
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4.0 Speaking up DATA 

FTSUG’s are required to keep records of all cases with which they have had dealings in their role as 

Guardian. This includes those that have raised concerns with advocates. Data is collected from the 

FTSUG’s on a quarterly basis, collated and publicised on the CQC website. 

4.1 National DATA Summary Q4 

Introduction 

The National Guardian’s Office asked Freedom to Speak Up Guardians in all trusts and foundation 
trusts for information on Freedom to Speak Up cases raised with them in the fourth quarter of 
2018/19 (1 January to 31 March 2019). The latest results are set out in the attached table and reveal 
that 97 per cent of trusts have provided data this quarter. 

Q4 data headlines 

 3,406 cases were raised to Freedom to Speak Up Guardians / ambassadors / 
champions 

 928 of these cases included an element of patient safety / quality of care 
 1,312 included elements of bullying and harassment 
 122 related to incidents where the person speaking up may have suffered some form 

of detriment 
 506 anonymous cases were received 
 5 trusts did not receive any cases through their Freedom to Speak Up Guardian 
 220 out of 227 NHS trusts sent returns 

Who is speaking up? 

Based on the information provided, most cases were received from nurses: 

Profession % Recorded 
Nurses 29% 
Administrative / Clerical workers 15% 
Allied health professionals (other than pharmacists) 13% 
Other* 13% 
Healthcare assistants 9% 
Doctors 8% 
Corporate service staff 5% 
Cleaning/catering/maintenance/ancillary staff 5% 
Midwives 1% 
Pharmacists 1% 
Board members <0.5% 
Dentists <0.5% 
 

*includes health visitors, union reps and anonymous reports 
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4.2 PHT DATA Q4 

Throughout the year communication of the FTSUG and Advocates and the promotion of the service 

has been influential on the number of cases that have been seen to date. 

The figures detailed below are representative of those that have been recoprded for Q4 (January – 

March 2019). This falls in line with the reporting requirements that are required to be submitted to 

the NGO. 

A total of 19 cases have been seen during this times and recorded via the FTSU route. These details 

were submitted to the NGO in line with quaterly reporting requirements. Whilst these figures are 

slightly lower than previous months the Guardian and Advocates continue to provide support to 

those that have ongoing cases.  

Cases by staff group 

 

 % by staff group included in annual reconciled DATA 

 

Cases per division 
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Cases by type 

 

 

Case status Q4 

 Closed 11 

 Open/ongoing 8 

Annual DATA: Year 1st April 2018 – 31st March 2019 

Over the past financial year 105 cases have been raised with either the FTSUG or Advocates which is 

a significant increase from 2017/18.  Whilst there has been a slight drop in the numbers coming 

through in the last quarter the numbers do not give case for concern.  

 

Of the cases that have come through 80% are successfully managed and resolved at a local level 

without need for escalation. 
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Total cases to date seen by FTSUG & Advocates 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Currently there are 20 Advocates within the team. 

 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Without the network of Advocates the additional 

workload for the FTSUG would be significant. 

 

Cases by staff group 01.0418 – 31.03.19 

The highest areas of staff groups to raise concerns throughout the year are our Nursing &Midwifery 

and AHP staff groups, with Doctors and Dentists being the lowest level of staff group to utilise the 

FTSU route to raise concerns. 

          

Percentage of cases based on WTE of staffing groups 

Staff Group 
Sum of 
FTE concerns 

% of 
WTE 

Add Prof Scientific and Technic 133.8 2 1.49% 

Additional Clinical Services 1570.01 16 1.02% 

Administrative and Clerical 1219.59 6 0.49% 

Allied Health Professionals 447.23 20 4.47% 

Estates and Ancillary 5.8 5 
 Healthcare Scientists 187.37 

  Medical and Dental 968.68 4 0.41% 

Nursing and Midwifery Registered 2037.14 52 2.55% 

Grand Total 6569.62 105 1.59% 
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Cases by type 

Like many Trusts the cases that go through the FTSU route to raise concerns are very broad. The 

numbers of patient safety concerns, raised via this route continues to remain low in comparison to 

those that are related to behaviours or other organisational factors. 

Those that are classified as other vary in their nature with the top themes being: 

 Sickness absence management 

 Role clarity 

 Work- life balance 

 Environment/working conditions 

Almost all of these concerns are either appropriately managed with support at a local level or given 

appropriate support and guidance in line with relevant trust policies. 

Of the patient safety concerns that have been raised one was resolved, two are being managed as 

part of a wider scope of safer staffing and the fourth is undergoing a clinical audit. 

Incidents relating to behaviours are managed in line with PHT bullying & harassment and grievance 

policies. 

Q1 – Q4 by Division 

 

5.0 Other progress to date 

On the commencement of post the FTSUG developed an action plan to promote the service and 

insure that PHT is in line with recommendations from NGO and NHSI, progress against the plan has 

remained well on target. 

5.1 Review of Tiaa report – Whistleblowing and Incident reporting March 2019 

INTRODUCTION 

1. TIAA was engaged to carry out an independent review of the whistleblowing and incident reporting 
arrangements at the Portsmouth Hospitals NHS Trust (the Trust) following the receipt of an 
anonymous whistleblowing allegation. The review was requested by the Medical Director and was 
carried out between August 2018 and October 2018. 
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CONCLUSION 

2. Based on the findings of the review, we conclude that: 

 No further specific evidence directly relating to the CQC disclosure made has been identified 
during the course of our review. 

 Whilst the Trust has invested significantly in the appointment of a FTSU Guardian and 
number of Advocates, there is still significant work to be conducted in embedding the 
awareness and confidence of the roles across the Trust. The findings of this review and 
specific responses can assist in developing work further. 

 The FTSU arrangements would benefit from a structured work programme of measures to 
provide greater assurance to the Board over its approach and use of resources, to 
demonstrate effectiveness of the initiative.  

 Management training on handling and responding to concerns raised / incidents requires 
development. Middle and operational manager level is most commonly the area where issues 
were raised through line manager type reporting. It is an area that many organisations find 
problematic, as issues often stem from this interaction, whereby occasionally referrals are not 
handled correctly, often without ill intention, but an absence of knowledge, experience or 
appreciation of the importance of the issue that an individual has gained the courage to 
report. Providing the skills and inspiring confidence to managers will increase the referrers 
experience as part of the reporting, handling and feedback process. 

 The feedback and update cycle to referrers of concerns requires attention and development. 
This area is recognised as being a common area requiring improvement, as outlined within 
the National Guardians Office Freedom to Speak Up Survey 2018. 

 Further focussed work on the communications driven from the senior leadership team across 
the Trust would assist in improving the culture across the Trust 

 Concerns surrounding the suppression of DATIX reports should be addressed by senior 
management through clear guidance and the setting of expectations to Trust users. 

 

5.2 FTSGU Responses and Actions  

Whilst the report identified that there is still work to be done to embed FTSU across the organisation it is 
important to note one of the key areas that was sited within the initial scoping exercise. 
A survey asked staff whom they would contact to report a concern. 10 options were provided and 
respondents were asked to prioritise these in order from most to least likely. 

Rank Option 
No. of 

Rankings 

1 Line Manager 1,420 

2 Senior Manager 1,381 

3 Trust Freedom to Speak Up Guardian or Advocate 1,368 

4 Clinical Supervisor 1,324 

5 Work colleague 1,317 

6 Whistle Blowing Hotline 1,333 

7 Respect Me Bullying & Harassment Hotline 1,315 

8 Union Representative 1,311 

9 External body (CQC, Professional Regulator, MP, Press) 1,320 

10 Other 1,188 
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Q – Have you ever has cause to report any 
concern? 

Q- if yes do you believe that you were listened 
to and actions were taken to address your 
concerns? 

YES 25.2% YES 53.8% 

NO 74.8% NO 46.2% 

 

 

All staff are encouraged to report concerns to their manager in the first instance and the survey 

identified that this had the highest ranking score. However it is also an indicator that work still needs 

to be done at local management level to ensure that concerns are acknowledged, valued and that 

relevant feedback is given. 

The FTSUG has taken ensured that relevant recommendations have been acknowledged and 

appropriate actions identified: 

 Training: 38% of survey respondents identified in the survey that they had not received any 

training on FTSU. Training now forms part of corporate induction and annual essential 

training and current Trust compliance rate for this is 93%. The FTSUG will continue to work 

with organisational development leads to ensure that FTSU forms part of leadership and 

management training. 

 Dissemination of FTSU arrangements: A FTSU webpage has been developed with contact 

details of the FTSUG and all of the advocates. Advocates have posters with their details on 

displayed within the work areas and there is a dedicated FTSU board outside b level 

restaurant. Both the FTSUG and the Advocates will continue to actively promote the service 

via regular walkabouts across the Trust. 

 Reference Guide: Whilst a FTSU leaflet has already been produced it is planned that ‘step by 

step’ guide to raising concerns will be developed and circulated with payslips later in the 

year. 

 Process: The FTSUG has worked hard with the Advocates over the past year to ensure that 

processes for managing concerns are effective. This will continue to be monitored with 

adjustments made as required. 

 Policy: The Raising Concerns policy is due for review this year, whilst it already meets 

standard requirements consideration will be given to making amendments in line with end 

user suggestions.  

Reasons why respondents did not feel listened to or that actions had been 

taken to address their concerns 
% 

No apparent change / Nothing happened 41.42% 

Management not interested 23.08% 

Ignored / Concerns dismissed 17.16% 

Bad personal experience 11.83% 

No feedback received 6.51% 
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5.3 FTSU training/awareness 

FTSU Training continues to be delivered to all new starters as part of our induction training, is also 

included in the setting direction sessions for new nursing staff and is part of the annual essential 

update. The FTSUG and advocates continue to deliver awareness sessions to all staff groups within 

departments as requested. FTSU is not yet included within junior doctors induction however the 

FTSUG attempts to attend as many of the induction days as possible to introduce herself and the 

team. 

PHT current compliance with FTSU is 93% 

5.5 Networking 

Excellent links have been made and continue with a variety of relevant groups including JCNC, trade 

union representatives, the BAME network group, culture change group and diversity & inclusion 

lead. 

5.6 Feedback 

Feedback from those that have access the service continues to be positive, with no negative 

responses to date. Examples of feedback include: 

 ‘’I just wanted someone to listen to me – thank you’ 

 ‘I felt really well supported’ 

 ‘I feel more positive that our culture is changing’ 

 ‘I feel like a weight has been lifted from my shoulders’ 

 ‘I have been really well supported’ 

 ‘I was given confidence to take some actions forward’ 

 

5.7 Access to FTSU 

Staff can access FTSU by confidential email or by phone/mobile. In addition to this a means of 

reporting has recently been included within DATIX. This allows staff to raise a concern direct to the 

Guardian through the DATIX portal. This system gives the option to raise a concern anonymously. 

Concerns via DATIX are just starting to be raised with the majority of these being anonymous. 

6.0 Challenges 

There have been no significant challenges to note over this period. General challenges that all FTSUG 

have include: 

 Ensuring there is adequate support and guidance for staff who do not hold union 

membership for matters related to their employment. 

 Empowering staff to take forward concerns of poor behaviour 

6.1 One item of challenge for our staff that has been raised in many of our drop in sessions or 

awareness days is that we appear to have a number of means across the trust where staff can raise 

concerns outside of their normal reporting lines. 
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For example: 

 FTUG contact details 

 Respect me line 

 Whistleblowing hotline 

Many staff that have come to the Guardian have stated that they were not sure where they should 

go first for support. The FTSU Guardian has discussed this at regional and national meetings and the 

general consensus is that all of these channels are ports for raising concerns however to provide 

ease of access many Trusts have moved towards having one central point of raising concerns – via 

the FTSUG, who can then monitor and field out to relevant area for support as required. 

The FTSUG would support this recommendation going forward. 

7.0 Contribution to cultural change 

The role of Freedom to Speak Up forms part of a wider move across the Trust to create an open and 

honest culture and as such the FTSUG and Advocates will continue to support and have input into 

the culture change programme. Many of the items that are brought to the FTSUG or Advocates are 

similar to those that were identified within phase 1 of the culture change programme EG: Work life 

balance, flexible working, HR policies and processes. 

8.0 Monitoring progress against best practice 

Alongside both regional and national FTSU meeting the FTSUG continues to share and learn from 

best practice across other organisations. 

The NGO over the past year has undertaken four case reviews within other NHS Trusts over the past 

year: 

 Southport and Ormskirk Hospital NHS Trust 

 North Lincolnshire and Goole NHS Foundation Trust 

 Derbyshire Community Health Services NHS Foundation Trust 

 Nottinghamshire Healthcare NHS Foundation Trust 

 Royal Cornwall NHS trust 

When these reviews are published the recommendations are reviewed by the FTSUG to ensure that 

PHT are working towards or have in place items that have been identified as requiring improvement 

or action. Further details of case reviews and outcomes can be seen on the NGO web pages 

9.0 Key priorities for 2019 

 To ensure that the FTSU agenda does not lose momentum and that staff continue to be 

encouraged and supported to raise concerns within the workplace 

 To review the points of access to raising concerns with a view to one centralised point if 

agreed 

 To ensure that the self-review tool is completed 
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 To ensure that there is better triangulation of information between FTSU, HR, BAME, Aquilis, 

patient safety to enable the Trust to identify specific areas or departments of concern – 

FTSU now forms part of the quality heatmap 
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9.1 FTSU Action Plan 

 

Action Target  Date Measure of 
Success 

Progress Sept 
18 

Progress Dec 18 Progress Mar 19 

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

July 2018 Evidence of FTSU 
agenda 
embedded 
within PHT 
Strategy 

PHT strategy 
now complete – 
working 
together with 
compassion 

Reference FTSU will 
also be included 
within the workforce 
and OD strategy 

Workforce & OD strategy in production – 
Assurance needed that FTSU in 
incorporated within this strategy enough 
to fulfil the recommendations of NHSi self-
review tool 
 
June 2019 – as above 

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

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

Quarterly 
reports 
continue and 
meetings are 
held with CEO & 
Exec lead 
monthly 

Quarterly reports 
continue and 
meetings are held 
with CEO & Exec lead 
monthly 

Quarterly reports continue and meetings 
are held with CEO & Exec lead monthly 

To ensure that FTSU forms part 
of the workforce and OD 
strategy 

January 2019   Meeting held with 
NED, Dir HR, Exec 
lead  and agreed 

As Above 

For the board to complete the 
self review tool as guided by 
NHSi 

January 2019 Review tool 
completed and 
available for 
review by 
external bodies 
as required 

Board 
agreement and 
workshop held 

In the final stages of 
completion 

Planed to be complete August – TB 
workshop planned 

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

September 
2018 

 Benchmarking 
complete and 
identified 
shortfalls 

No obvious 
discrepancies 
noted to date 

5 case reviews have 
been undertaken 
within other NHS 
trusts by the NGO – 

ongoing 
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recommendations they 
received 

incorporated 
into action plan 
to address 

these are reviewed 
to ensure that PHT 
are aligning with any 
recommendations  

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

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

FTSU now forms 
part of essential 
training for all 
staff. FTSU 
advocates & 
Guardian 
continue to 
deliver at 
department 
level when 
requested. FTSU 
also included 
within ‘setting 
direction’ for 
newly 
appointed 
clinical staff. 

 Training continues to be delivered at 
induction and now will form part of annual 
essential update for all staff. FTSU is also 
incorporated within setting direction for 
newly appointed clinical staff and is 
delivered at local level as required. 
A pilot session for new consultants 
included FTSU and this will continue into 
future courses. 
 
Need to ensure that FTSU forms part of all 
leadership & management training in 
future courses  

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

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

All relevant 
policy holders 
have been 
contacted 

These will be 
included as policies 
are due for renewal 

These will be included as policies are due 
for renewal 

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

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

This is not 
achievable with 
the current IT 
(sharepoint) 
system that is 
utilised without 

A ‘raising concerns’ 
section has now 
been included into 
DATIX – where staff 
have the option to 
submit an 

Some cases are starting to come forward 
via this route, this will need to be 
publicised more as a route for staff to 
utilise 
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maintaining the 
confidentiality 
of end user 

anonymous DATIX if 
required 

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

Continuous 
but reviewed 
alongside 
next staff 
survey 
results 

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

ongoing ongoing ongoing 

To increase the number of FTSU 
Advocates across the 
organisation  
 

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

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

Now have 20 
advocates in post 

Advocate posts continue to be supported 
and developed which is providing vital 
support to the FTSUG 

To continue to develop the 
skills and knowledge of 
advocates  

Ongoing and 
as future 
advocates 
join  

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

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

Monthly meeting 
continue for 2019 
with training needs 
identified 

Monthly meeting continue to be 
facilitated. 
Training needs identified and all advocates 
have been encourage to attend: 

 Sage & Thyme session 

 MHFA training 
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To further review the Raising 
Concerns Policy  
 

July 2018 Reviewed & 
ratified policy 
available to all 
staff 

Policy meets 
the 
requirement of 
NGO and is in 
line with NHSI 
standard 
template 

Policy will be 
reviewed in 2019 

As required 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report NATIONAL ADULT INPATIENT SURVEY 2018 
Board / 
Committee 

TRUST BOARD – 31ST JULY 2019 

Agenda item 
number 

191.19 

Executive lead Liz Rix – Chief Nurse 

Author Linda Field – Interim Lead Nurse for Patient Experience 

Date report 
written 

23rd July 2019 

Action required Discussion / Noting 

Executive 
summary 

The national adult inpatient survey is one of a suite of surveys which help us 
understand the experience of people who use our services. 
This survey invites 1250 people, aged 16 or over, who were admitted for one 
night of more in July 2018 to Portsmouth Hospitals NHS Trust, to provide 
feedback.493 people responded,  a response rate of 41.4 %.  
The National response rate was 44%. 
 
This report outlines the key results from report published by the CQC on June 
20th 2019. 
 
Our results were about the same as other trusts for 63 questions, against a total 
of 72 questions. 
Our results were significantly higher this year for 2 questions. 

 Did you have confidence in the decisions made about your condition 
or treatment? 

 Did hospital staff tell you who to contact if you were worried about 
your condition or treatment after you left hospital? 
 

Our trust’s results were significantly lower this year for 1 question. 

 If you brought your own medication with you to hospital, were you 
able to take it when you needed to? 

 
Initial improvement priorities have been identified from this report: 

 Able to take own medication 

 Staff explaining reasons for changing wards at night 

 Noise at night from other patients and staff 

 Discharge process  

 Having a member of hospital staff to talk to about your worries or 
fears 

 
There is a Patient Experience Improvement plan for 2019-2021 in progress that 
includes the majority of these priorities however it will be updated to reflect the 
survey results. 
 
 

Enclosure Number 

8 
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Appendices 
attached 

Appendix A – National Inpatient Survey 2018 
Appendix B – CQC Patient Survey Report 2018 
 

Recommendations The Committee is asked to note the survey and resulting initial action plan. 
 

Next steps No actions are prescribed as a result of this report being considered.  
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

  
 

 

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   
 

Links to Board 
Assurance 
Framework 

As indicated in the report. 
 

Links to Corporate 
Risk Register 

As indicated in the report. 
 

Compliance / 
Regulatory 
Implications 

As indicated in the report. 
 

Quality Impact 
Assessment 

As indicated in the report. 
 

Equality Impact 
Assessment 

As indicated in the report. 
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NHS Inpatient Survey 2018  

Introduction 

The national adult inpatient survey is an important way by which patients can provide feedback 

about their experience of care.  This report contains the results from the CQC validated national 

report which was published on 20th June 2019. 

The Trust has a Patient Experience Priorities plan for 2019-2021 which was developed following the 

2017 National Survey and in partnership with our Patient Collaborative.  

Response Rate  

1250 people were invited to complete the survey, 493 completed the survey – a response rate of 

41.4%. The national response rate was 44%. 

Analysis of results 

Our results were about the same as other Trusts for 63 questions from a total of 68 questions. There 

were no statistically significant differences between last years and this year’s result for 58 questions. 

The report ranked the Trust for 16/77 for overall experience of care improvement. 

Positive Results 

Our results were significantly higher this year for 2 questions. 
 

 2017 Results 2018 Results 

Did you have confidence in the decisions made about your 
condition or treatment?  
(485 responses) 

81% 85% 

Did hospital staff tell you who to contact if you were worried 
about your condition or treatment after you left hospital? 
(438 responses) 

74% 80% 

 
There are also areas where we continue to score highly which include; 
 

 2017 Results 2018 Results 

Waiting list patients 
Had the specialist the you saw in hospital been given all of the 
necessary information about your condition from the person 
that referred you  
(167 responses) 

89% 92% 

Overall did you feel you were treated with respect and dignity? 
(482 responses) 

90% 90% 

During your time in hospital did you get enough to drink? 
(468 responses) 

93% 93% 
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Areas for improvement  
 
The Trust has a Patient Experience Priorities plan for 2019-2021 which was developed following the 

2017 National Survey and in partnership with our Patient Collaborative.  

This includes work streams in relation to Noise at Night, Nutrition, Discharge, Respect and Dignity 
which are also identified in the 2018 survey as areas for improvement. 
 
There was one area where we were statistically significant lower this year: 
 

 2017 Results 2018 Results 

If you brought your own medication with you to hospital, were 
you able to take it when you needed to? 
( 273 responses) 

75% 67% 

 

There are two other areas that are not statistically significant as lower but require action, which are; 

 2017 Results 2018 Results 

Did the hospital staff explain the reasons for being moved in a 
way you could understand? 
( 139 responses) 

64% 62% 

Did you find someone on the hospital staff to talk to you about 
your worries and fears? 
(298 responses) 

54% 53% 

 

Actions required 

The Patient Improvement Priorities action plan is in the process of being updated to reflect the 

additional areas that need improvement. 

This will be approved at the Patient Experience and Engagement Committee later this month. The 

plan will continue to be monitored monthly with each work stream having named leads. 

The updated plan and survey outcomes will also be shared with the Patient Collaborative to ensure 

that their views and opinions are included. 

Summary  

The National Inpatient survey provides us with the opportunity to gain feedback from our patients 

on a wide range of subjects and the 2018 results are on the whole similar or the same as last year as 

described. The next steps in terms of understanding what matters to our patients and their families 

are to gain real-time feedback through a variety of methods such as linking closely with the Patient 

Advice and Liason Service and supporting our volunteers with the ‘Happy to Chat’ initiative who will 

spend time with patients. A report summarising the Patient Experience feedback and activities will 

be tabled at the next Trust Board.  

 

Linda Field, Interim Lead Patient Experience. 
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Patient survey report 2018

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust
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139 trusts sampled additional months because of small patient throughputs.

NHS Patient Survey Programme
Adult Inpatient Survey 2018
The Care Quality Commission
The Care Quality Commission is the independent regulator of health and adult social care in
England. We make sure health and social care services provide people with safe, effective,
compassionate, high-quality care and we encourage care services to improve. Our role is to register
care providers, and to monitor, inspect and rate services. If a service needs to improve, we take
action to make sure this happens. We speak with an independent voice, publishing regional and
national views of the major quality issues in health and social care.

Adult Inpatient Survey 2018
To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used health services to tell us about their experiences.

The 2018 survey of adult inpatient (sixteenth iteration of the survey) involved 144 acute and
specialist NHS trusts. 76,668 people responded to the survey, yielding an adjusted response rate of
45%.

Patients were eligible for the survey if they were aged 16 years or older, had spent at least one night
in hospital and were not admitted to maternity or psychiatric units. Trusts sampled patients
discharged during July 20181. Trusts counted back from the last day of July 2018, including every
consecutive discharge, until they had selected 1,250 patients (or, for a small number of specialist
trusts who could not reach the required sample size, until they had reached 1st January 2018).
Fieldwork took place between August 2018 and January 2019.

Surveys of adult inpatients were also carried out in 2002 and annually from 2004 to 2018. Although
questionnaire redevelopments took place over the years, the survey results for this year are largely
comparable to those from previous iterations.

The Adult Inpatient Survey is part of a wider programme of NHS patient surveys which covers a
range of topics, including children and young people’s services, community mental health services,
urgent and emergency care services and maternity services. To find out more about the programme
and to see the results from previous surveys, please see the links in the ‘Further information’
section.

CQC will use the results from the survey in the regulation, monitoring and inspection of NHS acute
trusts in England. We will use data from the survey in our system of CQC Insight, which provides
inspectors with an assessment of performance in areas of care within an NHS trust that need to be
followed up. Survey data will also be used to support CQC inspections. NHS England will use the
results to check progress and improvement against the objectives set out in the NHS mandate, and
the Department of Health and Social Care will hold providers to account for the outcomes they
achieve. NHS Improvement will use the results to inform their oversight model for the NHS.

This research was carried out in accordance with the international standard for organisations
conducting social research (accreditation to ISO20252:2012; certificate number GB08/74322).

Interpreting the report
This report shows how your trust scored for each evaluative question in the survey, compared with
other trusts that took part. It uses an analysis technique called the ‘expected range’ to determine if
your trust is performing ‘about the same’, ‘better’ or ‘worse’ compared with most other trusts. For
more information on the expected range, please see the 'methodology' section below. This
approach is designed to help understand the performance of individual trusts, and to identify areas
for improvement.

2
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This report shows the same data as published on the CQC website
(http://www.cqc.org.uk/surveys/inpatient). The CQC website displays the data in a more simplified
way, identifying whether a trust performed ‘better’, ‘worse’ or ‘about the same’ as the majority of
other trusts for each question and section.

Standardisation
People’s characteristics, such as age and gender, can influence their experience of care and the
way they report it. For example, research shows that men tend to report more positive experiences
than women, and older people more so than younger people. Since trusts have differing profiles of
people who use their services, this could potentially affect their results and make trust comparisons
difficult. A trust’s results could appear better or worse than if they had a slightly different profile of
people.

To account for this, we ‘standardise’ the data, which means we apply a weight to individual
responses to account for differences in demographic profile between trusts. For each trust, results
have been standardised by age, gender and method of admission (emergency or elective) of
respondents to reflect the ‘national’ age-gender-admission type distribution (based on all
respondents to the survey). This helps to ensure that no trust will appear better or worse than
another because of its respondent profile. It therefore enables a more accurate comparison of
results from trusts with different population profiles. In most cases this standardisation will not have
a large impact on trust results; it does, however, make comparisons between trusts as fair as
possible.

Scoring
For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of zero the
worst. The higher the score for each question, the better the trust is performing.

It is not appropriate to score all questions in the questionnaire as not all of the questions assess the
trust. For example, they may be descriptive questions such as Q1 asking respondents if their
inpatient stay was planned in advance or an emergency; or they may be ‘routing questions’
designed to filter out respondents to whom the following questions do not apply. An example of a
routing question would be Q44 “During your stay in hospital, did you have an operation or
procedure?” For full details of the scoring please see the technical document (see ‘Further
information’ section).

Section scoring is computed as the arithmetic mean of questions’ score after weighting is applied.

Graphs
The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:

• If your trust’s score lies in the grey section of the graph, its result is ‘about the same’ as most
other trusts in the survey;

• If your trust’s score lies in the orange section of the graph, its result is ‘worse’ compared with
most other trusts in the survey;

• If your trust’s score lies in the green section of the graph, its result is ‘better’ compared with
most other trusts in the survey.

The text to the right of the graph states whether the score for your trust is ‘better’ or ‘worse’
compared with most other trusts. If there is no text, the score is ‘about the same.’ These groupings
are based on a rigorous statistical analysis of the data, as described in the following ‘Methodology’
section.

Methodology
The ‘about the same,’ ‘better’ and ‘worse’ categories are based on an analysis technique called the
‘expected range’ which determines the range within which the trust’s score could fall without
differing significantly from the average, taking into account the number of respondents for each trust
and the scores for all other trusts. If the trust’s performance is outside of this range, it means that it
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2The section score is not displayed as it would include fewer questions compared with other trusts hence it is not a fair comparison.

performs significantly above or below what would be expected. If it is within this range, we say that
its performance is ‘about the same’. Where a trust is identified as performing ‘better’ or ‘worse’ than
the majority of other trusts, it is very unlikely to have occurred by chance.

In some cases, there will be no orange and/or no green area in the graph. This happens when the
expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible score for all trusts (no orange section). This could be
because there were few respondents and/or a lot of variation in their answers.

Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (and the corresponding section2). This is because the uncertainty around the result
is too great.

A technical document providing more detail about the methodology and the scoring applied to each
question is available on the CQC website (see ‘Further information’ section).

Tables
At the end of the report you will find tables containing the data used to create the graphs, the
response rate for your trust and background information about the people that responded.

Scores from last year's survey are also displayed where available. The column called 'Change from
2017' uses arrows to indicate whether the score for this year shows a statistically significant
increase (up arrow), a statistically significant decrease (down arrow) or has shown no statistically
significant change (no arrow) compared with 2017. A statistically significant difference means that
the change in the result is very unlikely to have occurred by chance. Significance is tested using a
two-sample t-test with a significance level of 0.05.

Please note that comparative data is not shown for sections as the questions contained in each
section can change year on year.

Where a result for 2017 is not shown, this is because the question was either new this year, or the
question wording and/or the response categories have been changed. It is therefore not possible to
compare the results as we do not know if any change is caused by alterations in the survey
instrument, or variation in a trust's performance.

Comparisons are also not able to be shown if a trust has merged with other trusts since the 2017
survey, or if a trust committed a sampling error in 2017.

Notes on specific questions
Please note that a variety of acute trusts take part in this survey and not all questions are applicable
to every trust. The section below details modifications to certain questions, in some cases this will
apply to all trusts, in other cases only to some trusts.

All trusts
Q50 and Q51: The information collected by Q50 “On the day you left hospital, was your discharge
delayed for any reason?” and Q51 “What was the main reason for the delay?” are presented
together to show whether a patient's discharge was delayed by reasons attributable to the hospital.

The combined question in this report is labelled as Q51 and is worded as: “Discharge delayed due
to wait for medicines/to see doctor/for ambulance.”

Q52: Information from Q50 and Q51 has been used to score Q52 “How long was the delay?” This
assesses the length of a delay to discharge for reasons attributable to the hospital.

Q53 and Q56: Respondents who answered Q53 “Where did you go after leaving hospital?” as “I
was transferred to another hospital” were not scored for Q56 (“Before you left hospital, were you
given any written or printed information about what you should or should not do after leaving
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hospital?”). This decision was taken as there is not a requirement for hospital transfers.

Trusts with female patients only
Q11: If your trust offers services to women only, the score for Q11 “While in hospital, did you ever
share a sleeping area, for example a room or bay, with patients of the opposite sex?” is not shown.

Trusts with no A&E Department
Q3 and Q4: The results to these questions are not shown for trusts that do not have an A&E
department.

Notes on question comparability
The following questions were new questions for 2018, and it is therefore not possible to compare
with previous years:

Q66. Was the care and support you expected available when you needed it? (section 9 “Leaving
hospital”)

Q69. During this hospital stay, did anyone discuss with you whether you would like to take part in a
research study? (section 10 “Overall views of care and services”)

The following question was removed from the 2018 questionnaire (2017 numbering):

Q59. Were you told how to take your medication in a way you could understand?

For more information on questionnaire redevelopment and the rationale behind adding or removing
individual questions please refer to the Survey Development Report, available here:
http://nhssurveys.org/survey/2117

Further information
The full national results are on the CQC website, together with an A to Z list to view the results for
each trust (alongside the technical document outlining the methodology and the scoring applied to
each question):
http://www.cqc.org.uk/inpatientsurvey

The results for England, and trust level results, can be found on the CQC website. You can also find
a ‘technical document’ here which describes the methodology for analysing the trust level results:
http://www.cqc.org.uk/inpatientsurvey

The results for the adult inpatient surveys from 2002 to 2017 can be found at:
http://www.nhssurveys.org/surveys/425

Full details of the methodology for the survey, including questionnaires, letters sent to patients,
instructions for trusts and contractors to carry out the survey, and the survey development report,
are available at:
http://www.nhssurveys.org/surveys/1203

More information on the NHS Patient Survey Programme, including results from other surveys and a
schedule of current and forthcoming surveys can be found at:
http://www.cqc.org.uk/content/surveys

More information about how CQC monitors hospitals is available on the CQC website at:
http://www.cqc.org.uk/what-we-do/how-we-use-information/monitoring-nhs-acute-hospitals
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Section scores
S1. The Accident & Emergency Department
(answered by emergency patients only)

S2. Waiting list or planned admissions
(answered by those referred to hospital)

S3. Waiting to get to a bed on a ward

S4. The hospital and ward

S5. Doctors

S6. Nurses

S7. Your care & treatment

S8. Operations & procedures (answered by
patients who had an operation or procedure)

S9. Leaving hospital

S10. Overall views of care and services

S11. Overall experience

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Accident & Emergency Department (answered by emergency patients only)
Q3. While you were in the A&E Department, how
much information about your condition or
treatment was given to you?

Q4. Were you given enough privacy when being
examined or treated in the A&E Department?

Waiting list or planned admissions (answered by those referred to hospital)

Q6. How do you feel about the length of time
you were on the waiting list?

Q7. Was your admission date changed by the
hospital?

Q8. Had the hospital specialist been given all
necessary information about your condition/illness
from the person who referred you?

Waiting to get to a bed on a ward
Q9. From the time you arrived at the hospital, did
you feel that you had to wait a long time to get to a
bed on a ward?

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The hospital and ward

Q11. Did you ever share a sleeping area with
patients of the opposite sex?

Q13. Did the hospital staff explain the reasons
for being moved in a way you could
understand?

Q14. Were you ever bothered by noise at night
from other patients?

Q15. Were you ever bothered by noise at night
from hospital staff?

Q16. In your opinion, how clean was the
hospital room or ward that you were in?

Q17. Did you get enough help from staff to wash
or keep yourself clean?

Q18. If you brought your own medication with you
to hospital, were you able to take it when you
needed to?

Q19. How would you rate the hospital food?

Q20. Were you offered a choice of food?

Q21. Did you get enough help from staff to eat
your meals?

Q22. During your time in hospital, did you get
enough to drink?

Q72. Did you feel well looked after by the
non-clinical hospital staff?

Doctors
Q23. When you had important questions to ask a
doctor, did you get answers that you could
understand?

Q24. Did you have confidence and trust in the
doctors treating you?

Q25. Did doctors talk in front of you as if you
weren't there?

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Nurses
Q26. When you had important questions to ask a
nurse, did you get answers that you could
understand?

Q27. Did you have confidence and trust in the
nurses treating you?

Q28. Did nurses talk in front of you as if you
weren't there?

Q29. In your opinion, were there enough nurses
on duty to care for you in hospital?

Q30. Did you know which nurse was in charge of
looking after you? (this would have been a different
person after each shift change)

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Your care & treatment

Q31. Did you have confidence and trust in any
other clinical staff treating you?

Q32. In your opinion, did the members of staff
caring for you work well together?

Q33. Did a member of staff say one thing and
another say something different?

Q34. Were you involved as much as you wanted
to be in decisions about your care and
treatment?

Q35. Did you have confidence in the decisions
made about your condition or treatment?

Q36. How much information about your
condition or treatment was given to you?

Q37. Did you find someone on the hospital staff
to talk to about your worries and fears?

Q38. Do you feel you got enough emotional
support from hospital staff during your stay?

Q39. Were you given enough privacy when
discussing your condition or treatment?

Q40. Were you given enough privacy when
being examined or treated?

Q42. Do you think the hospital staff did
everything they could to help control your pain?

Q43. If you needed attention, were you able to get
a member of staff to help you within a reasonable
time?

Operations & procedures (answered by patients who had an operation or procedure)
Q45. Did a member of staff answer your questions
about the operation or procedure in a way you
could understand?

Q46. Were you told how you could expect to
feel after you had the operation or procedure?

Q47. Afterwards, did a member of staff explain
how the operation or procedure had gone in a way
you could understand?

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Leaving hospital

Q48. Did you feel you were involved in
decisions about your discharge from hospital?

Q49. Were you given enough notice about when
you were going to be discharged?

Q51. Discharge delayed due to wait for
medicines/to see doctor/for ambulance.

Q52. How long was the delay?

Q54. Did you get enough support from health or
social care professionals to help you recover and
manage your condition?

Q55. When you left hospital, did you know what
would happen next with your care?

Q56. Were you given any written or printed
information about what you should or should not
do after leaving hospital?

Q57. Did a member of staff explain the purpose of
the medicines you were to take at home in a way
you could understand?

Q58. Did a member of staff tell you about
medication side effects to watch for when you
went home?

Q59. Were you given clear written or printed
information about your medicines?

Q60. Did a member of staff tell you about any
danger signals you should watch for after you went
home?

Q61. Did hospital staff take your family or home
situation into account when planning your
discharge?

Q62. Did the doctors or nurses give your family,
friends or carers all the information they needed to
help care for you?

Q63. Did hospital staff tell you who to contact if you
were worried about your condition or treatment
after you left hospital?

Q64. Did hospital staff discuss with you whether
additional equipment or adaptations were needed
in your home?

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Q65. Did hospital staff discuss with you whether
you may need any further health or social care
services after leaving hospital?

Q66. Was the care and support you expected
available when you needed it?

Overall views of care and services

Q67. Overall, did you feel you were treated with
respect and dignity while you were in the hospital?

Q69. During this hospital stay, did anyone discuss
with you whether you would like to take part in a
research study?

Q70. During your hospital stay, were you ever
asked to give your views on the quality of your
care?

Q71. Did you see, or were you given, any
information explaining how to complain to the
hospital about the care you received?

Overall experience

Q68. Overall...

I had a very poor
experience

I had a very good
experience

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Best performing trusts

About the same

Worst performing trusts

‘Better/Worse’ Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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The Accident & Emergency Department (answered by emergency patients only)
S1 Section score 8.2 7.7 9.1

Q3 While you were in the A&E Department, how much information
about your condition or treatment was given to you?

8.0 7.4 9.0 236 8.3

Q4 Were you given enough privacy when being examined or treated
in the A&E Department?

8.5 7.7 9.5 270 8.6

Waiting list or planned admissions (answered by those referred to hospital)
S2 Section score 8.9 8.0 9.7

Q6 How do you feel about the length of time you were on the waiting
list?

8.3 6.1 9.7 176 8.4

Q7 Was your admission date changed by the hospital? 9.1 8.3 9.9 177 9.1

Q8 Had the hospital specialist been given all necessary information
about your condition/illness from the person who referred you?

9.2 7.9 9.6 167 8.9

Waiting to get to a bed on a ward
S3 Section score 7.8 5.9 9.5

Q9 From the time you arrived at the hospital, did you feel that you had
to wait a long time to get to a bed on a ward?

7.8 5.9 9.5 479 7.5

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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The hospital and ward
S4 Section score 7.7 6.9 8.8

Q11 Did you ever share a sleeping area with patients of the opposite
sex?

9.2 7.5 9.7 486 9.3

Q13 Did the hospital staff explain the reasons for being moved in a way
you could understand?

6.2 4.7 8.8 139 6.4

Q14 Were you ever bothered by noise at night from other patients? 6.0 4.6 8.5 484 6.1

Q15 Were you ever bothered by noise at night from hospital staff? 7.9 6.9 9.3 484 7.5

Q16 In your opinion, how clean was the hospital room or ward that you
were in?

9.0 8.0 9.7 488 9.0

Q17 Did you get enough help from staff to wash or keep yourself
clean?

7.5 6.8 9.2 288 7.8

Q18 If you brought your own medication with you to hospital, were you
able to take it when you needed to?

6.7 6.0 8.8 273 7.5

Q19 How would you rate the hospital food? 5.4 4.4 7.9 465 5.4

Q20 Were you offered a choice of food? 8.9 7.7 9.5 480 8.8

Q21 Did you get enough help from staff to eat your meals? 7.2 4.6 8.8 81 7.1

Q22 During your time in hospital, did you get enough to drink? 9.3 8.6 9.9 468 9.3

Q72 Did you feel well looked after by the non-clinical hospital staff? 9.2 7.9 9.7 445 9.3

Doctors
S5 Section score 8.6 7.9 9.5

Q23 When you had important questions to ask a doctor, did you get
answers that you could understand?

8.0 7.5 9.4 432 8.0

Q24 Did you have confidence and trust in the doctors treating you? 9.0 8.4 9.7 483 8.9

Q25 Did doctors talk in front of you as if you weren't there? 8.7 7.7 9.4 483 8.6

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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Nurses
S6 Section score 7.7 7.0 9.1

Q26 When you had important questions to ask a nurse, did you get
answers that you could understand?

7.9 6.9 9.4 421 8.0

Q27 Did you have confidence and trust in the nurses treating you? 8.8 7.7 9.6 484 8.7

Q28 Did nurses talk in front of you as if you weren't there? 9.0 7.8 9.6 486 9.0

Q29 In your opinion, were there enough nurses on duty to care for you
in hospital?

7.1 6.1 9.1 480 7.3

Q30 Did you know which nurse was in charge of looking after you? (this
would have been a different person after each shift change)

5.6 5.3 8.4 484 5.9

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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Your care & treatment
S7 Section score 7.9 7.1 9.2

Q31 Did you have confidence and trust in any other clinical staff
treating you?

8.6 7.7 9.4 293 8.6

Q32 In your opinion, did the members of staff caring for you work well
together?

8.6 7.7 9.6 457 8.5

Q33 Did a member of staff say one thing and another say something
different?

7.9 6.9 9.3 486 7.9

Q34 Were you involved as much as you wanted to be in decisions
about your care and treatment?

7.2 6.2 8.8 485 7.1

Q35 Did you have confidence in the decisions made about your
condition or treatment?

8.5 7.4 9.4 485 8.1

Q36 How much information about your condition or treatment was
given to you?

8.8 8.1 9.7 464 8.6

Q37 Did you find someone on the hospital staff to talk to about your
worries and fears?

5.3 4.1 8.0 298 5.4

Q38 Do you feel you got enough emotional support from hospital staff
during your stay?

7.1 5.8 8.9 285 6.8

Q39 Were you given enough privacy when discussing your condition or
treatment?

8.6 7.7 9.5 479 8.5

Q40 Were you given enough privacy when being examined or treated? 9.5 9.1 9.9 481 9.6

Q42 Do you think the hospital staff did everything they could to help
control your pain?

7.8 7.0 9.3 282 8.1

Q43 If you needed attention, were you able to get a member of staff to
help you within a reasonable time?

7.3 6.2 9.2 444 7.6

Operations & procedures (answered by patients who had an operation or procedure)
S8 Section score 8.2 7.6 9.1

Q45 Did a member of staff answer your questions about the operation
or procedure in a way you could understand?

8.9 8.3 9.6 269 9.1

Q46 Were you told how you could expect to feel after you had the
operation or procedure?

7.6 6.7 8.7 291 7.8

Q47 Afterwards, did a member of staff explain how the operation or
procedure had gone in a way you could understand?

8.1 7.3 9.2 295 8.1

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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Leaving hospital
S9 Section score 6.9 6.2 8.4

Q48 Did you feel you were involved in decisions about your discharge
from hospital?

6.8 5.9 8.4 460 6.5

Q49 Were you given enough notice about when you were going to be
discharged?

6.8 6.3 8.4 484 7.0

Q51 Discharge delayed due to wait for medicines/to see doctor/for
ambulance.

5.6 5.0 8.2 466 6.1

Q52 How long was the delay? 7.2 6.3 9.1 463 7.4

Q54 Did you get enough support from health or social care
professionals to help you recover and manage your condition?

6.3 4.8 7.9 256 6.6

Q55 When you left hospital, did you know what would happen next with
your care?

6.9 5.8 8.4 415 6.4

Q56 Were you given any written or printed information about what you
should or should not do after leaving hospital?

6.8 5.3 8.8 471 6.8

Q57 Did a member of staff explain the purpose of the medicines you
were to take at home in a way you could understand?

8.2 7.6 9.4 361 8.1

Q58 Did a member of staff tell you about medication side effects to
watch for when you went home?

4.6 3.4 7.4 299 4.5

Q59 Were you given clear written or printed information about your
medicines?

7.9 6.6 8.9 329 8.1

Q60 Did a member of staff tell you about any danger signals you should
watch for after you went home?

5.4 4.0 8.0 354 5.2

Q61 Did hospital staff take your family or home situation into account
when planning your discharge?

7.1 5.7 8.7 306 7.0

Q62 Did the doctors or nurses give your family, friends or carers all the
information they needed to help care for you?

6.4 4.2 8.1 323 6.2

Q63 Did hospital staff tell you who to contact if you were worried about
your condition or treatment after you left hospital?

8.0 6.4 9.7 438 7.4

Q64 Did hospital staff discuss with you whether additional equipment or
adaptations were needed in your home?

7.7 6.1 9.5 148 8.0

Q65 Did hospital staff discuss with you whether you may need any
further health or social care services after leaving hospital?

7.7 6.4 9.5 248 7.8

Q66 Was the care and support you expected available when you
needed it?

8.2 7.2 9.3 314

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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Overall views of care and services
S10 Section score 3.8 2.8 5.5

Q67 Overall, did you feel you were treated with respect and dignity
while you were in the hospital?

9.0 8.2 9.8 482 9.0

Q69 During this hospital stay, did anyone discuss with you whether you
would like to take part in a research study?

1.7 0.6 4.8 418

Q70 During your hospital stay, were you ever asked to give your views
on the quality of your care?

2.0 0.5 3.7 397 2.2

Q71 Did you see, or were you given, any information explaining how to
complain to the hospital about the care you received?

2.4 1.1 4.6 357 2.4

Overall experience
S11 Section score 8.2 7.3 9.1

Q68 Overall... 8.2 7.3 9.1 478 8.0

Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

or Indicates where 2018 score is significantly higher or lower than 2017 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2017 data is available.
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Adult Inpatient Survey 2018
Portsmouth Hospitals NHS Trust

Background information
The sample This trust All trusts
Number of respondents 493 76668

Response Rate (percentage) 41 45

Demographic characteristics This trust All trusts
Gender (percentage) (%) (%)

Male 46 48

Female 54 52

Age group (percentage) (%) (%)

Aged 16-35 4 5

Aged 36-50 8 8

Aged 51-65 22 23

Aged 66 and older 66 64

Ethnic group (percentage) (%) (%)

White 93 89

Multiple ethnic group 0 1

Asian or Asian British 1 3

Black or Black British 0 1

Arab or other ethnic group 0 0

Not known 5 5

Religion (percentage) (%) (%)

No religion 19 18

Buddhist 0 0

Christian 77 75

Hindu 0 1

Jewish 0 0

Muslim 1 2

Sikh 0 1

Other religion 1 1

Prefer not to say 2 2

Sexual orientation (percentage) (%) (%)

Heterosexual/straight 94 94

Gay/lesbian 2 1

Bisexual 0 0

Other 1 1

Prefer not to say 4 4
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Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

081.19 
 

2019/20 Financial position: 
Financial position is on plan at month 2 as a result of over-recovery of income offsetting 
expenditure pressures & slippage on CIP. This position includes 2/12ths of the AIC risk reserve 
& provider sustainability/financial recovery funding. 
 
F&I noted the agreement of the AIC contract for 2019/20 & the key issues supporting the 
agreement, the detail of which will be shared at the July meeting. The meeting was updated 
about the system wide work to manage the financial impact of operating plans, and the joint 
responsibility to find savings as part of the contractual agreement. The meeting learned about 
the joint programme of work in place to address this and the Trust mitigations currently in 
place. 
 
Capital risks were discussed, including the continuing risk re the £3m application for ECRL 
where a decision is still awaited from NHSI. Nationally capital is over–committed and it is 
expected that there will be a national request to reduce capital plans to be co-ordinated by 
STPs.  
 
Securing 2019/20 Financial Position: 
There was a detailed discussion regarding the in-year cost pressures and proposed 
deployment of contingency. Although some lessons have been learned, the establishment of a 
contingency in the financial plan has gone some way towards managing the identified cost 
pressures and financial risk. The focus of the leadership team to mitigate cost pressures and 
target areas of identified opportunity was discussed and progress on this will be reported to FIC 
and the Trust Board as part of the Quarter 1 year end forecast presentation. The committee 
discussion focussed on whether risks were understood, actions were appropriate and were 
likely to succeed.  
 
Baselining of the 3 year financial recovery plan: 
The committee was presented with the outputs of the financial modelling exercise to determine 
the size of the financial challenge over the next two years. The committee noted that at this 
stage it is a modelling exercise, based on prescribed assumptions, and the work will be 
developed over the coming months to develop this into a comprehensive financial strategy for 
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Agenda 
item 

Items of particular note: 

the Trust. 
 
FIC discussed that the contractual penalty indicators in the national contract could be used as 
a balancing factor in IPR reports as a measure of whether financial constraints were impacting 
quality indicators. This will be considered for the future. 
 
SLR/PLICS/Reference Costs:  
FIC discussed how to engage the Trust more widely in SLR and PLICS and heard about the 
current areas of clinical focus and plans to create a strategic group to progress this agenda. 
FIC explored what had been learned so far and what action could be taken as a result of the 
report. It was agreed that as part of the Clinical Services Reviews drugs expenditure should be 
a focus and an update on this will be included as part of the next SLR report to FIC. 
 
Financial Improvement Action Plan 
FIC sought and received assurance this included all the outstanding actions from the NHSI 
Financial Investigation Report from November 2017. An update on the plan will be brought 
back to FIC in November/December. 

 

082.19 
 

Infrastructure: 
FIC received an update on Estates including a presentation of the approach to the Trusts’ 
statutory requirements and programme of work. A structured review had been undertaken 
based on the NHS Premises Assurance Model, and the output of this work will be monitored 
via the Estates and Facilities Committee. A report on how assurance is provided will form part 
of the Estates Report presented in January 2020. 
 

083.19 
 

Investment: 
BCRC update: There was a discussion regarding the governance and oversight of the 
Transforming Emergency Care business case, and whether FIC could reasonably provide 
oversight to a project of this size as part of its normal business, or whether something more 
specific should be in place. The Committee Chair is to raise this at Trust Board for advice. 
 

085.19 
 

Committee Effectiveness: 
The meeting discussed the importance of balance between management business and 
discharging Board oversight and assurance through sub-Committees and the consistency of 
governance structures. Work will be undertaken between meetings to review this item and 
discuss how improvement in the governance structure and reporting flows could enhance the 
effectiveness of the Committee, and inform future meeting agenda structure. 
 

 

Agenda 
item 

Items for escalation to the Trust Board: 

081.19 

 

 

 

Capital risk BAF 7: 
Given the continuing risks regarding capital related to the national capital position and the 
outstanding bid for ECRL, the Committee recommended the BAF risk should be increased from 
12 to 16. 
 

083.19 
 

Investment: 
Transforming Emergency Care business case – should there be a specific joint committee to 
provide oversight to this project given its size? 
 

085.19 
 

Committee effectiveness:  
To update the Board on the nature of the conversation and work to review committee 
effectiveness. 
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Recommendations: 

 

 

To note the update and items for escalation to the Board. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 28th May 2019  
1pm – 4pm  

E Level Boardroom, Education Centre, Queen Alexandra Hospital  
 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information  

Encl. Time Lead 

062.19 Welcome and Apologies 
 

Noting No 1.00 Chair 
 

063.19 Conflicts of interest  
 

Noting No 1.02 Chair 

064.19 Minutes from 23rd April 2019 
 

Approval Yes 1.05 Chair 

065.19 Action Log from 23rd April 2019 
 

Discussion/ 
decision 

Yes 1.10 Chair 

066.19 CFO Report  
 

Discussion/ 
Noting 

Yes 1.15 CFO 

067.19 2019 – 20 Financial Position 
1. Month 1 Finance Position (including cash and 

working capital) 
2. 2018/19 Financial Analytical Review 

Discussion/ 
Noting 

 
Yes 

 
Yes 

1.35  
FD 
 
FD 

068.19 Infrastructure 
1. Estates monthly update  
2. Procurement and Commercials Services 

monthly update 
3. PFI Governance Structure 
4. PFI Benchmarking  

Discussion/ 
Noting 

 

 
Yes 
Yes 

 
Yes 
Yes 

2.20  
CFO 
DPCS 
 
CFO 
CFO(JS&TR) 

069.19 Investment 
1. Business Case Review Sub-Committee 
2. QA @ Home 
3. Capital Procedures Manual 

Discussion/
Decision 

 
 

 

 
Yes 
Yes 
Yes 

2.50  
DSP 
DOD 
CFO(LW&JS) 

070.19 Papers for noting  
1. IT Committee (agenda attached – update to 

follow) 
2. Estates Committee feedback  
3. Liaison Committee agenda  
4. Capital Priorities Group (verbal update) 

Noting 
 
 

 
Yes 

 
Yes 
Yes 
No 

3.30  
DSP 
 
CFO 
CFO 
CFO 

071.19 Committee Admin 
1. Work plan – to be reviewed and consideration 

given to the next agenda.  

 
 

Decision 
 

 

 
Yes 

 

3.40 
 

 
Chair/CFO 
 

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

Decision Yes 3.45 Chair 

073.19 Any Other Business Discussion No 3.50 Chair 

074.19 Items to be raised with the Trust Board Decision No 3.55 Chair 

075.19 Date of Next Meeting: 
Tuesday 25th June 2019 (1pm – 4pm)   
E Level Boardroom  

Noting No 4.00 Chair 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 28TH MAY 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 31ST JULY 2019 

Chair: Christine Slaymaker  

Lead Officer: Chris Adcock – Chief Financial Officer 

Agenda Item 
Number: 

192.19 

 
 

Appendix A: Agenda  

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item 

Items of particular note: 

067.19 2019/20 Financial Position 

The Committee reviewed the Month 1 financial position noting the adverse variance to plan 
related predominantly to the shortfall in delivery against the in month cost improvement target 
profile.  It was noted also that there have been improvements in expenditure levels on 
temporary staffing although more progress on this was required, and capacity constraints 
continued to create financial pressure, although non elective activity was broadly on plan.  

Overall, the Committee felt that the indicators and pressures were familiar themes and the 
Committee will seek assurance from management that these issues are better controlled than 
in previous years through subsequent reporting. 

The Committee also discussed the changes to the profile of the financial plan which had been 
made as part of a national resubmission exercise in May, confirming that there were no 
changes to the annual split of income and expenditure and no virements between recurrent 
and non-recurrent budgets contained in the revised profile submission, and that the revised 
profile was reflective of the finalisation of operational delivery plans.  On this basis the 
Committee was content with the re-profiling of the 2019/20 plan. 

It was also noted that the Trust had reconfirmed its original capital plan as part of the 
resubmission to NHSI. 

The Committee noted the complexity associated with the system risk management 
arrangements associated with the Aligned Incentives Contract given the affordability challenge 
associated with the output of the joint planning process if left unmitigated.  A paper providing 
more detail on this was requested for the next meeting. 

The Committee was also advised that conclusion of the detailed delivery requirements 
associated with the operating plan had identified a number of additional cost pressures, which 
along with cost pressure and risk identified since the completion of the planning process, would 
exceed the financial contingency contained within the plan.  It was noted that a rigorous review 
and challenge process to confirm consistency of key planning assumptions was being 
undertaken in order to minimise additional expenditure requirements where possible however 
in the meantime the Trust would be seeking further efficiencies in order to restore the 
contingency levels contained in the plan to the extent that it is required for these purposes.  

Enclosure Number 
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Agenda 
item 

Items of particular note: 

This will work will be completed and reported to the Committee in June.  The Committee was 
concerned that previous experience had been that generating and then delivering new Cost 
Improvement plans takes time and therefore this position would be reviewed at that time. 

As a result of this, along with the challenge associated with finalisation of the cost improvement 
plans contained within the original plan, a more detailed report on the Cost Improvement Plan 
and specifically the key assumptions behind the profiling and monitoring of the plan would be 
presented for review at the next meeting. 

The Committee was pleased to receive a report on the Analytical Review of the 2018/19 
financial statements.  This provided the committee with additional insight to the underlying 
financial position relative to previous year’s performance and provided reassurance and 
assurance in respect of a number of important areas. 

 
Agenda 
item 

Items for escalation to the Trust Board: 

068.19 

 

 

 

 

 

 

 

 

 

 

 

 

Infrastructure 

The Committee noted the progress made on the development of the Procurement and 
Commercial Services report and that the assurance that it is seeking requires the articulation 
and presentation of a more rounded work programme capturing the wider agenda envisaged to 
be covered by a Trust Commercial Strategy.  The Committee as advised that the Trust is 
seeking to progress this work as part of its wider partnership programme with Northumbria and 
an initial engagement session has been established in June. Oversight of the development of 
this agenda will continue through the Finance and Infrastructure Committee. 

The Committee noted the final presentation of the revised PFI Management and Governance 
arrangements and has requested regular briefings on the effectiveness of the proposals for the 
purposes intended. 

The Committee received the latest report setting out the progress on the PFI Benchmarking 
exercise and in particular noted the £1.3m in year identified cost pressure this has created.  
The report sets out the Trust approach to mitigating these pressures, and the Committee 
approved the proposal to make payments on account in line with the benchmarked prices 
whilst final position is established. 

 
Agenda 
item 

Recommendations: 

069.19 

 

 

Investment 

The Capital Procedures Manual was welcomed and represents good progress in improving 
processes and controls in respect of the Trust’s capital agenda.  It was noted that the Trust 
Leadership Team had provided some feedback which would be factored into the procedure in 
due course. 

The Committee received assurance that the business cases reported as approved within the 
Business Case Review Sub Committee report were consistent with the Trust’s strategy. 

A paper was received in relation to the proposed contract award in respect of the Trust’s 
QA@Home contract.  The Committee has reviewed the procurement approach and is satisfied 
that the Chief Financial Officer can sign off the award of the contract subject to the satisfaction 
of the Business Case Review Sub Committee. The longer term plans and consequent 
contractual arrangements will be set out and presented to the Committee in due course. 
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FINANCE & INFRASTRUCTURE COMMITTEE 

A G E N D A 
Tuesday 25th June 2019  

1pm – 4pm  
Trust HQ Meeting Room, Level F, Queen Alexandra Hospital  

 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information  

Encl. Time Lead 

076.19 Welcome and Apologies 
 

Noting No 1.00 Chair 
 

077.19 Conflicts of interest  
 

Noting No 1.02 Chair 

078.19 Minutes from 28th May 2019 
 

Approval Yes 1.05 Chair 

079.19 Action Log from 28th May 2019 
 

Discussion/ 
decision 

Yes 1.10 Chair 

080.19 CFO Report  
 

Discussion/ 
Noting 

Yes 1.15 CFO 

081.19 
 
 
 
 
 
 
 

2019 – 20 Financial Position 
1. Month 2 Finance Position (including cash and 

working capital)  
2. Securing the 2019/20 Financial Position  
3. Baselining of the 3 year Financial Recovery Plan 
4. SLR/PLICS/Reference Costs full report  
5. Financial Improvement Action Plan  

Discussion/ 
Noting 

 
 
 
 
 
 
 
 
 
 
 

 
Yes 

 
Yes 
Yes 
Yes 
Yes 

 

1.35 
 
 
 
 
 
 
 

 
FD 
 
FD 
FD 
DDF/CDF 
FD 

082.19 Infrastructure 
1. Procurement and Commercials Services  - monthly 

update  
2. PFI Commercial Settlement 

  
3. Estates Statutory Requirements  

 

Discussion/ 
Noting 

 

 
Yes 

 
To 

follow 
Yes 

2.20  
DDPCS 
 
CFO/DEF 
 
DEF 

083.19 Investment 
1. Business Case Review Sub-Committee 

Discussion/ 
Decision 

 
Yes 

2.50  
DSP 
 

084.19 Papers for noting  
1. IT Committee 

 

Noting 
 
 

To 
follow 

3.30  
DSP 
 

085.19 Committee Admin 
1. Review of Committee Effectiveness 
2. Committee Terms of Reference 
3. Work plan – to be reviewed and consideration given 

to the next agenda.  
 

 
 

Decision 
 

 

 
Yes 
Yes 
Yes 

 

3.40 
 

 
Chair 
Chair 
Chair 
 

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

Decision Yes 3.45 Chair 

087.19 Any Other Business Discussion No 3.50 Chair 

088.19 Items to be raised with the Trust Board Decision No 3.55 Chair 

089.19 Date of Next Meeting: 
Tues 30 July 2019 (1pm – 4pm), Trust HQ Meeting Room  

Noting No 4.00 Chair 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 15TH JULY 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 31ST JULY 2019 

Chair: David Parfitt 

Lead Officer: Lois Howell – Director of Governance and Risk 

Agenda Item 
Number: 

194.19 

 
 
Appendices  
A: Agenda 
B: Annual Audit Letter 
 

 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. Trust 
Board is recommended to accept the Annual Audit Letter taken under agenda item 073.19 (Appendix B) 

 
Agenda 
item 

Items of particular note: 

070.19 
                                                                                                                                                                                                                                                                                                                                                                                               

Internal Audit 

All 2018/19 audits were now complete, bar two. TIAA does not feel this is a concern. Four new 
reports issued, 3 of which are “reasonable assurance” and one did not include an option. The 
committee sought additional assurance re: action on salary overpayments and expressed 
concern that a key cause is late notification that staff have left the Trust. 

071.19 
                                                                                                                                                                                                                                                                                                                                                                                                                 

The Trust’s responses to the client briefings issued by TIAA were noted and welcomed. 

072.19 The tracker indicates considerable progress on the implementation of recommendations. The 
Estates Committee has been asked to address the recommendation concerning EFN as a 
matter of urgency. 

 

073.19 
                                                                                                                                                                                                                                                                                                                                                                                              

External Audit: The Annual Audit letter for the year ended 31.03.19 was accepted and referred 
to the Board of Directors. 

The committee welcomed the unqualified conclusion on the Trust’s financial statements and 
the conclusion that the tested elements of the Quality Account and Governance Statement 
were accurately stated. The only potential weakness identified referred to oversight and 
delivery of cost improvement plans necessary to support operational delivery, although it was 
noted that this was a general statement. 

 

074.19 Debt write-off:  Aged debts of £55,841 were approved for write off after scrutiny of efforts made 
to recover the sums involved. 
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Agenda 
item 

Items of particular note: 

075.19 Standing Financial Instructions compliance:   No significant breaches of the SFIs were 
reported, although continued low level breaches persist. The work of Finance Business 
Partners to address this was noted. 

 

076.19 
                                                                                                                                                                                                                                                                                                                                                                                               

Counter Fraud:   The Annual Report for 2018/19 was welcomed. 

077.19 The progress update on the 2019/20 plan was noted. The responsive proposals to revise the 
Standards of Business Conduct Policy were acknowledged as an example of response to 
counter fraud work. 

 

078.19 Clinical Audit Annual Plan:  The Audit was noted and accepted. 

079.19 Committee effectiveness:  The self-assessment was endorsed for inclusion in the Private Board 
report due to the Trust Board on 31st July. Further comments on the need to include a review of 
system / STP governance on the Work Plan. The importance of ensuring appropriate Executive 
attendance, and the committee’s role in review of risk and the BAF were discussed and noted. 

 

080.19 Minor revisions to Standards of Business Conduct Policy:  The proposals were agreed subject 
to a further minor amendment. The expected improvements to the associated processes were 
welcomed. 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

070.19 The committee is concerned that late notifications of staff departures from the organisations 
employment are a key cause of salary overpayments. The committee would like to refer the 
report to the Workforce and Organisation Development Committee. 

 

073.19 That the External Auditors’ report on the Quality Account is forwarded to the Quality and 
Performance Committee. 

 
 

Agenda 
item 

Recommendations: 

073.19 That the Board accepts the Annual Audit letter for the year ended 31 March 2019 presented by 
the Trust’s external auditors (Appendix B). 
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Audit Committee 
 

Monday 15th July 2019 
09:00 – 12:00 

Trust Headquarters Meeting Room, F Level, QAH 
 

  Encl Lead 

066.19 Welcome, Apologies for Absence, Declaration of Interests 
 

No Chair 
 

067.19 Any other business not raised in advance of the meeting 
 

No Chair 

068.19 Minutes from 22
nd

 May 2019 
 

Yes Chair 

069.19 Action Log from 22
nd

 May 2019 
 

Yes Chair 

070.19 Internal audit – progress report 
 

Yes TIAA 

071.19 
 

Internal auditor client briefings Yes HFA 

072.19 Internal audit – recommendations tracking 
 

Yes DGR 

073.19 External audit – assurance on quality account and annual audit letter Yes Ernst & Young 
 

074.19 Debt update and write off  Yes HFA 
 

075.19 SFI compliance report Yes 
 

HFA 

076.19 Counter fraud – annual report (including self-review) and work plan 
 

Yes CFS 

077.19 Counter fraud – progress report (2019 – 20 quarter 1) 
 

Yes CFS 

078.19 Annual clinical audit plan  
 

Yes CAAM 

079.19 Review of Committee effectiveness Yes DGR 
 

080.19 Revisions to Standards of Business Conduct Policy 
 

Yes DGR 

081.19 Meeting Administration 
a) Dates for 2019 – 20 
b) Work Plan 

 
Yes 
Yes 

 

 
Chair 
Chair 

082.19 Additions to the Board Assurance Framework and/or Risk Register – The 

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

N All 

083.19 Referrals from other committees and/or the Trust Board  
 

N DGR 

084.19 Any other business 
 

N All 

085.19 Date of Next Meeting: Monday 14
th

 October 2019 9:00am, E Level 
Boardroom, Education Centre, QAH 

  

 Meeting Close 
Opportunity for discussions with internal and external auditors 
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Portsmouth Hospitals NHS Trust 1

The contents of this report are subject to the terms and conditions of our appointment as set out in our engagement letter dated 19 April
2017.

This report is made solely to the Audit Committee, Board of Directors and management of Portsmouth Hospitals NHS Trust in accordance
with our engagement letter. Our work has been undertaken so that we might state to the Audit Committee, Board of Directors and
management of the Trust those matters we are required to state to them in this report and for no other purpose. To the fullest extent
permitted by law we do not accept or assume responsibility to anyone other than the Audit Committee, Board of Directors and
management of the Trust for this report or for the opinions we have formed.
Our Complaints Procedure – If at any time you would like to discuss with us how our service to you could be improved, or if you are
dissatisfied with the service you are receiving, you may take the issue up with your usual partner or director contact. If you prefer an
alternative route, please contact Steve Varley, our Managing Partner, 1 More London Place, London SE1 2AF. We undertake to look into
any complaint carefully and promptly and to do all we can to explain the position to you. Should you remain dissatisfied with any aspect of
our service, you may of course take matters up with our professional institute. We can provide further information on how you may contact
our professional institute.
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We are required to issue an Annual Audit Letter to Portsmouth Hospitals NHS Trust following completion of our audit procedures for the year ended 31 March 2019.
The tables below set out the results and conclusions on the significant areas of the audit process.

Executive Summary

Portsmouth Hospitals NHS Trust 3

Area of Work Conclusion

Opinion on the Trust’s:

► Financial statements Unqualified – the financial statements give a true and fair view of the financial position of the Trust as at 31 March 2019 and of its expenditure and
income for the year then ended

► Parts of the remuneration and staff report to be audited We had no matters to report.

► Consistency of the Annual Report and other
information published with the financial statements

Financial information in the Annual Report and published with the financial statements was consistent with the Annual Accounts.

Area of Work Conclusion

Reports by exception:

► Consistency of Governance Statement The Governance Statement was consistent with our understanding of the Trust.

► Referrals to the Secretary of State On 28 May 2019, we issued a report to the Secretary of State for Health under Section 30(2)(b) of the Local Audit & Accountability Act 2014,
reporting that the Trust had breached its statutory duty to breakeven over a rolling period. The statutory accounts indicate the Trust has a
cumulative deficit at 31 March 2019 of £110.5 million, and therefore has not met its rolling breakeven duty.

We referred the matter to the Secretary of State under section 30 of the Local Audit and Accountability Act 2014 because we had reason to believe
that the Trust, or an officer of the Trust, is about to make, or has made, a decision which involves or would involve the body incurring unlawful
expenditure, or is about to take, or has begun to take a course of action which, if followed to its conclusion, would be unlawful and likely to cause a
loss or deficiency.

► Public interest report We had no matters to report in the public interest.

► Value for money conclusion We have considered your arrangements to take informed decisions; deploy resources in a sustainable manner; and work with partners and other
third parties. In our Audit Planning Report we identified  two significant risks in respect of:
• the Trust’s ability to secure financial resilience; and,
• the Trusts ability to take informed decisions.
We to concluded that you had proper arrangements in place, except for the weaknesses identified in planning finances effectively to support the
sustainable delivery of strategic priorities and maintain statutory functions. Further detail is outlined on page 12.
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Portsmouth Hospitals NHS Trust 4

Area of Work Conclusion

Reporting to the Trust on its consolidation schedules We concluded that the Trust’s consolidation schedules agreed, within a £300,000 tolerance, to your audited financial statements.

Reporting to the National Audit Office (NAO) in line
with group instructions

We had no matters to report.

As a result of the above we have also:

Area of Work Conclusion

Issued a report to those charged with governance of the
Trust communicating significant findings resulting from our
audit.

Our Audit Results Report was issued on 29 May 2019.

Issued a certificate that we have completed the audit in
accordance with the requirements of the Local Audit and
Accountability Act 2014 and the National Audit Office’s
2015 Code of Audit Practice.

Our certificate was issued on 29 May 2019.

We would like to take this opportunity to thank the NHS Trust staff for their assistance during the course of our work.

Kevin Suter

Associate Partner
For and on behalf of Ernst & Young LLP
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Purpose

Portsmouth Hospitals NHS Trust 6

The Purpose of this Letter
The purpose of this Annual Audit Letter is to communicate to Audit Committee, the Board of Directors and external stakeholders, including members of the public, the
key issues arising from our work, which we consider should be brought to the attention of the Trust.
We have already reported the detailed findings from our audit work in our 2018/19 Audit Results Report to the 22 May 2019 Audit Committee, representing those
charged with governance. We do not repeat those detailed findings in this letter. The matters reported here are the most significant for the Trust.
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Responsibilities

Portsmouth Hospitals NHS Trust 8

Responsibilities of the Appointed Auditor
Our 2018/19 audit work has been undertaken in accordance with the Audit Plan that we issued in March 2019 and is conducted in accordance with the National Audit
Office's 2015 Code of Audit Practice, International Standards on Auditing (UK), and other guidance issued by the National Audit Office.

As auditors we are responsible for:
Expressing an opinion:
► On the 2018/19 financial statements;
► On the parts of the remuneration and staff report to be audited;
► On the consistency of other information published with the financial statements, including the annual report; and
► On whether the consolidation schedules are consistent with the Trust's financial statements for the relevant reporting period.
Reporting by exception:
► If the governance statement does not comply with relevant guidance or is not consistent with our understanding of the Trust;
► To the Secretary of State for Health if we have concerns about the legality of transactions of decisions taken by the Trust;
► Forming a conclusion on the arrangements the Trust has in place to secure economy, efficiency and effectiveness in its use of resources; and
► Any significant matters that are in the public interest.
► Reporting on an exception basis any significant issues or outstanding matters arising from our work which are relevant to the NAO as group auditor.

Responsibilities of the Trust
The Trust is responsible for preparing and publishing its financial statements, annual report and governance statement.
The Trust is responsible for putting in place proper arrangements to secure economy, efficiency and effectiveness in its use of resources.

Page 167 of 183



Ref: EY-000092651-01

Section 4

Financial Statement
Audit
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Key Issues
The Annual Report and Accounts is an important tool for the Trust to show how it has used public money and how it can demonstrate its financial management and
financial health.
We audited the Trust’s financial statements in line with the National Audit Office’s 2015 Code of Audit Practice, International Standards on Auditing (UK), and other
guidance issued by the National Audit Office and issued an unqualified audit report on 29 May 2019.
Our detailed findings were reported to the 22 May 2019 Audit Committee.
The key issues identified as part of our audit were as follows:

Significant Risk Conclusion

Misstatements due to fraud or error
The financial statements as a whole are not free of material
misstatements whether caused by fraud or error.
As identified in ISA (UK and Ireland) 240, management is in a unique
position to perpetrate fraud because of its ability to manipulate
accounting records directly or indirectly and prepare fraudulent
financial statements by overriding controls that otherwise appear to be
operating effectively.

In response to this risk, we:

• Identified fraud risks during the planning stages.
• Inquired of management about risks of fraud and the controls put in place to address those risks.
• Obtained an understanding the oversight given by those charged with governance of management’s processes over fraud.
• Considered the effectiveness of management’s controls designed to address the risk of fraud and did not identify any significant

deficiency.
• Reviewed material accounting estimates, specifically the valuation of Property, Plant & Equipment and PFI liabilities. No evidence of

bias was identified.
• Tested a sample of journal entries and other adjustments in the preparation of the financial statements. Testing criteria included

(but were not limited to) reviewing journals posted by senior individuals, journals containing specific descriptions, account
combinations and material journals posted around year end.

• Confirmed there were no unusual transactions.

Our audit work has not identified any material issues, inappropriate judgements or unusual transactions which indicated that there had
been any misreporting of the Trust’s financial position, that revenue or expenditure had been incorrectly recorded or that management
had overridden control.

Risk of fraud in non-NHS income and expenditure recognition

Under ISA 240 there is a presumed risk that revenue may be
misstated due to improper revenue recognition. In the public sector,
this requirement is modified by Practice Note 10 issued by the
Financial Reporting Council, which states that auditors should also
consider the risk that material misstatements may occur by the
manipulation of expenditure recognition.
The NHS as a whole continues to experience significant financial
pressures and there is pressure on the Trust to achieve its forecast
financial position. The need to achieve a specific targeted outturn

In response to this risk we:
• Tested revenue relating to accrued Non-NHS income back to supporting documentation to confirm it had been recognised in line

with the Trust’s recognition policies. No errors were identified;
• Tested expenditure relating to accrued other operating costs (excluding payroll and finance expenditure) back to supporting

documentation. No errors were identified;
• Tested the completeness of expenditure by completing cut-off procedures from 1 March through to May 2019, and by testing for

unrecorded liabilities at the balance sheet date through to May 2019. No errors were identified;
• Compared the outturn position for income and expenditure back to budgets and obtained an understanding of any material

variance. We were satisfied we understood the reason for the variance between both the initial budget and the outturn position and
the Trusts revised budget position and the outturn; and,

• Considered and discussed with management accounting estimates on revenue or expenditure recognition for evidence of bias.

Financial Statement Audit
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Significant Risk Conclusion

position increases the risk of manipulation of the reported financial
position in order to achieve that forecast outturn.
We believe this manipulation is possible through both non-NHS income
and expenditure transactions, specifically accrued non-NHS income
and other operating costs (excluding payroll and finance expenditure).
NHS Income is excluded as this is verified through the Agreement of
Balances exercise, which significantly reduces the opportunity for
manipulation. We also recognise manipulation of significant estimation
balances is possible, such as those related to the Trusts disputed PFI
commercial balances and long-term debtors, as a risk.

This included a testing of the disputed PFI commercial balance and long-term debtors (PFI Lifecycle prepayments) back to supporting
evidence and considering the reasonableness of any judgements made. No evidence of bias was identified.

Overall, our audit work did not identify any evidence of fraud in non-NHS income and expenditure recognition.

Accounting for PFI Refinancing
There is a risk the Trust fails to account properly for any revisions to
the PFI contract or refinancing of the bond.
The Trust confirmed in April 2019 that the PFI bond refinancing
exercise did not occur in the 2018/19 financial year, and there would
be no changes or accounting entries that would impact the financial
statements.
Therefore, the risk identified did not materialise.

We confirmed that the PFI bond refinancing transaction did not occur in the 2018/19 financial year, or in advance of our audit opinion
being signed.

Going Concern
The Trust has been reporting deficit outturn positions for a number of
years, and had a cumulative deficit balance of £72 million as at 31
March 2018 and £110.5 million as at 31 March 2019. Further deficits
are expected over the medium term as the Trust implements it’s
turnaround plan.
The Trust is reliant upon Working Capital Loans to support its cash
flow. The Trust has a turnaround plan in place, which aims to improve
both its operational and financial performance over a three year period.
However there is a risk that should the Trust not progress in line with
this plan, the nature of the support from the Department of Health and
NHS Improvement could change.
There is a risk that the Trust will not continue as a going concern if its
financial performance does not improve in line with the turnaround
plan.

In response to this risk, we:

• Reviewed management’s assessment of going concern as part of our work under ISA (UK) 570 (Revised June 2016) Going
Concern, and were satisfied that the required disclosures had been included within the Annual Report, subject to amendment to
refer to material uncertainty;

• Considered the Trust’s future cash flow projections and were satisfied that they supported the use of the going concern assumption;

• Considered the Trust’s progress in achieving the outcomes set out in the turnaround plan and whether there is a risk to continued
funding arising. We noted the failure to meet the expected outturn position in 2018/19 and obtained an understanding on the impact
of this on the turnaround plan and NHS Improvement support of it;

• Obtained evidence that management’s assumptions (for example on increases in pay and other costs) included in financial plans
were appropriate and reviewed the disclosures around the going concern disclosures in the draft financial statements; and

• Considered the implications for our Audit Report under ISA (UK) 700 (Revised June 2016) Forming an Opinion and Reporting on
the Financial Statements and made specific reference to Going Concern in our Audit Report.

Financial Statement Audit
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Areas of Audit Focus Conclusion

Valuation of Property, Plant and Equipment:

In our Audit Planning Report, we identified the valuation of property,
plant and equipment (PPE) as an area that was not a significant risk,
but was an area of audit focus due to its complexity and size within the
financial statements. PPE, in particular land and buildings, is the most
significant figure in the Trust’s balance sheet. The valuation of land
and buildings is complex and is subject to a number of assumptions
and judgements. A small movement in these assumptions can have a
material impact on the financial statements.

In response, we completed the following procedures:

• We reviewed the output from the Trust’s valuer (District Valuer / Valuation Office Agency) and confirmed that the output was in line
with our expectations, based upon our testing of assumptions used to create the valuation and comparison of valuation data to our
own experts data.

• We confirmed the valuer’s report had been correctly accounted for in the Trust’s financial statements. This included confirming the
basis of the valuation and methodology was reasonable and whether there were any specific instructions to the valuer that may
influence their valuation. None were identified.

• We challenged the assumptions used by the Trust’s valuer by reference to external evidence and our EY valuation specialists and
concluded they were in line with our expectations (such as floor plans, applicable indices, etc.); and

• We tested the journals for the valuation adjustments and confirmed they had been accurately processed in the financial statements.

We are therefore satisfied that the Trust had correctly accounted for the valuation of property, plant and equipment in the 2018/19
financial statements.

Public Finance Initiative Valuation and Disclosure:

In our Audit Planning Report, we noted the PFI liability and associated
expenditure makes up the second largest balance on the balance
sheet.  The accounting for the PFI involves a number of judgements
and impacts a number of accounts that can have a material impact on
the financial statements.

In response, we completed the following work:

• Reviewed the Trust’s PFI disclosures and confirmed they were consistent with the accounting model.

• Tested the journals posted to record PFI balances in year and were satisfied they had been accurately processed into the financial
statements.

• Reviewed the PFI assets, liabilities and unitary charges within the financial statements, confirming they agreed back to the
accounting model and were in line with our expectations.

We are satisfied that the PFI balances within the financial statements are not materially misstated and are in line with the PFI
accounting model.

IFRS 9 – Financial Instruments:

In our Audit Planning Report, we outlined the new requirements
relating to Financial Instruments. The new requirements change:

• how financial assets are classified and measured;

• how the impairment of financial assets are calculated; and

• the disclosure requirements for financial assets.

In response, we completed the following procedures:

• we confirmed the Trust’s accounting policies had been correctly updated for the new standard, and that this new policy had been
appropriately applied.

• we confirmed the additional disclosure requirements had been included within the draft financial statements.

• we assessed the Trust’s implementation arrangements, which included its assessment of the impact of the new standard. Based
upon our procedures we identified no evidence that this standard would have a significant impact on the Trust accounts beyond
new disclosure requirements.
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Areas of Audit Focus Conclusion

IFRS 15 – Revenue from Contracts with Customers

IFRS 15 is another new accounting standard relevant for the 2018/19
financial period. The key requirements of the standard cover the
identification of performance obligations under customer contracts and
the linking of income to the meeting of those performance obligations.

In response to the new standard, we have:

• Assessed the Trust’s implementation arrangements for the new standard, confirming there is no material impact of the standard on
the Trust’s accounts.

• Confirmed the Trust’s accounting policies have been properly updated to reflect the new standard.

• Confirmed that the additional disclosure requirements have been included in the financial statements.

Our application of materiality
When establishing our overall audit strategy, we determined a magnitude of uncorrected misstatements that we judged would be material for the financial statements as a
whole.

Item Thresholds applied

Planning materiality We determined planning materiality to be £5.964 million (2017/18: £5.742 million), which is 1% of operating expenditure reported in the
accounts.
We consider operating expenses to be one of the principal considerations for stakeholders in assessing the financial performance of the
Trust.

Reporting threshold We agreed with the Audit Committee that we would report to the Committee all audit differences in excess of £0.298 million
(2017/18: £0.287 million)

We also identified the following areas where misstatement at a level lower than our overall materiality level might influence the reader. For these areas we developed an
audit strategy specific to these areas. The areas identified and audit strategy applied include:
► Remuneration disclosures including any severance payments, exit packages and termination benefits; and,
► Related party transactions.
For both these areas we applied a materiality of £1 or the level of disclosure in the financial statements (e.g. nearest thousand).
We evaluate any uncorrected misstatements against both the quantitative measures of materiality discussed above and in light of other relevant qualitative
considerations. We identified no uncorrected misstatements over our reporting threshold or that warrant reporting for qualitative reasons.
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Value for Money
We are required to consider whether the Trust has put in place ‘proper arrangements’ to secure economy, efficiency
and effectiveness on its use of resources. This is known as our value for money conclusion.
Proper arrangements are defined by statutory guidance issued by the National Audit Office. They comprise your
arrangements to:
► Take informed decisions;
► Deploy resources in a sustainable manner; and
► Work with partners and other third parties. Proper

arrangements for
securing value

for money

Informed
decision
making

Working with
partners and
third parties

Sustainable
resource

deployment

We identified two significant risks in relation to these arrangements. The tables below presents the findings of our
work in response to the risks identified and any other significant weaknesses or issues to bring to your attention.
As a result of our work we had matters to report about your arrangements to secure economy, efficiency and
effectiveness in your use of resources, as set out in the table on the following page.

We therefore issued an value for money conclusion which stated that you had proper arrangements in place, except
for the weaknesses identified in planning finances effectively to support the sustainable delivery of strategic
priorities and maintain statutory functions.
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Significant Risk Conclusion

Deploying resources in a sustainable manner: The Trust has reported a deficit of £35.8 million against its breakeven duty for 2018/19, which is in line with its revised forecast for the
year, but higher than the initial planned deficit of £29.9 million. This in-year deficit means that the Trust now has a cumulative deficit
position of £110.5 million at 31 March 2019. Some of the main reasons for the increase in the in year deficit included under-performance
of planned activity and under-delivery of Cost Improvement Plans (CIP), with only 68% of the target for the year delivered (£23.9 million
against a target of £35.3 million).

2019/20 is the second year of the Trust’s 3-year financial recovery plan. This plan indicates a baseline deficit for 2019/20 of £20.1 million
based on an initial CIP requirement of £28 million. This forecast has been updated to reflect the 2018/19 outturn and the CIP reduced to
£24 million. The Trust’s Operational Plan shows an in-year breakeven for 2019/20, which would be achieved through additional funding,
including from the Provider Support Fund (PSF) and Financial Recovery Fund (FRF), of £32.1 million. This funding would mean
achievement of breakeven and a lower CIP target of £24 million and a contingency.  While this is in line with the CIP achieved in
2018/19, plans to deliver this target are not yet fully developed.  Other assumptions underpinning the Plan are broadly in line with NHS
Planning Guidelines, though with some variations to reflect local circumstances.

The Trust has been clear with its assumptions in setting the 2019/20 Operational Plan but data from the previous year and information
gathered from the Trust indicates that there are risks associated with their achievement, including those around agency costs and CIP
delivery. There is also a significant assumed increase in income, although a large proportion of the increase is to be generated in
partnership with NHS England Specialised Commissioning. The process for setting of the operational plan has involved appropriate
oversight and challenge.

We have therefore concluded that there remain weaknesses in the Trust’s arrangements for planning finances effectively to support the
sustainable delivery of strategic priorities and maintain statutory functions

.
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Value for Money

Significant Risk Conclusion

Taking informed decisions The Trust has produced a 2018-2021 Risk Management Strategy, that has been implemented and maintained new risk management
arrangements since July 2018. The Risk Management Strategy document clearly lays out the Trust’s aims in terms of risk management
and how it intends to achieve them, and through the monitoring and oversight of the Board meetings this appears to be achieved. The
new arrangements appear to be operating effectively, and review of the risk registers between implementation and March 2019 shows a
lower proportion of red risks in March 2019, indicating progress in reducing the overall risk level.

The Trust has three main ways in which it monitors its performance and how far it is achieving its objectives.  Each month the Trust
produces an Integrated Performance Report (IPR) which covers its performance (operational, financial, quality and safety, and against
numerous patient care metrics) against targets, and also shows any variances to date. The IPR is reviewed monthly in the Trust Board
meetings.

From a more forward-looking perspective, the Trust has also developed the Quality Review Programme (QRP), the aim of which is to
help to address areas of non-compliance and poor performance. Use of the QRP has continued after the end of the section 29a notice
period that had been issued to the Trust by CQC in October 2018. This has helped the Trust to continue highlighting the areas where it
is making improvements, and the areas where more work and resources are needed. At its final meeting the Quality Recovery Group
agreed that of the 59 relevant indicators (all previously rated as Inadequate), three were rated as Inadequate, 20 as Requires
Improvement, 34 were Good and two Outstanding.   The Trust will continue to monitor progress in improving all areas, but in 2019/20 will
broaden its focus from recovery to wider quality improvement aspirations, again involving key stakeholders.

Since the CQC’s findings in its report in October 2018, the Trust has made efforts to address the concerns and has reported progress in
addressing the issues identified.  The CQC’s report was accompanied by the issue of a Warning Notice under section 29A of the Health
& Social Care Act  2008, which required the Trust to take a range of actions to deliver improvements to the quality of care provided by 30
October 2019.  The Trust worked throughout 2018/19 to address the concerns raised in the Notice, and has engaged with the CQC and
other relevant stakeholders throughout this process, principally through their attendance meetings of the at the Quality Recovery Group,
established to oversee delivery of the Quality Recovery Plan (QRP), produced in response to the Warning Notice.  The CQC had
previously placed four conditions on the Trust’s CQC registration. In January 2019 all bar part of one of those conditions was lifted as a
result of the improvements demonstrated to the CQC. The remaining part-condition will be addressed through the work described above.

We have therefore concluded that we have nothing to report in our audit report regarding our risk relating to taking informed decisions.
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Department of Health and Social Care
We are only required to report to the NAO on an exception basis if there were significant issues or outstanding matters arising from our work. There were no such issues.

Governance Statement
We are required to consider the completeness of disclosures in the Trust’s governance statement, identify any inconsistencies with the other information of which we are
aware from our work, and consider whether it complies with relevant guidance.
We completed this work and did not identify any areas of concern.

Referral to Secretary of State
On 28 May 2019, we issued a report to the Secretary of State for Health under Section 30(2)(b) of the Local Audit & Accountability Act 2014, reporting that the Trust had
breached its statutory duty to breakeven over a rolling period. The statutory accounts indicate the Trust has a cumulative deficit at 31 March 2019 of £110.5 million, and
therefore has not met its rolling breakeven duty.

We referred the matter to the Secretary of State under section 30 of the Local Audit and Accountability Act 2014 because we had reason to believe that the Trust, or an
officer of the Trust, is about to make, or has made, a decision which involves or would involve the body incurring unlawful expenditure, or is about to take, or has begun to
take a course of action which, if followed to its conclusion, would be unlawful and likely to cause a loss or deficiency.

Report in the Public Interest
We have a duty under the Local Audit and Accountability Act 2014 to consider whether, in the public interest, to report on any matter that comes to our attention in the
course of the audit in order for it to be considered by the Trust or brought to the attention of the public.
We did not identify any issues which required us to issue a report in the public interest.

Control Themes and Observations
As part of our work, we obtained an understanding of internal control sufficient to plan our audit and determine the nature, timing and extent of testing performed. Although
our audit was not designed to express an opinion on the effectiveness of internal control, we are required to communicate to you significant deficiencies in internal control
identified during our audit.
We have adopted a fully substantive approach and have therefore not tested the operation of controls.

Other Reporting Issues
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We have undertaken additional work in 2018/19 in relation to the significant risks identified to our value for money conclusion and the issuance of a Section 30 referral.
We will need to charge additional fee for this work. We will agree this with the Chief Financial Officer and report this to the Audit Committee once finalised.

Audit Fees
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