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TRUST BOARD MEETING IN PUBLIC 

Wednesday 26th February 2020  
09:30 – 14.45 

Cosham Baptist Church, 48 Havant Road, Portsmouth PO6 2QZ 

A G E N D A 

Item 
No. 

Time Item Enclosure 
Y/N & 

Number 

Presented 
by 

027.20 09.30 Welcome, Apologies and Declaration of 
Interests (to ascertain whether any Board 
Member has any conflict of interest with any 
items on the Agenda) 

N Chair 

028.20 09.35 Patient Story – Nutrition N Chair 

029.20 10.00 
Minutes of the last meeting –  29th January 
2020 

1 Chair

030.20 10.05 Matters Arising/Summary of agreed actions 2 Chair

031.20 10.10 Notification of any other business N/A Chair

032.20 10.12 Chair’s opening remarks N/A Chair

033.20 10.20 Chief Executive’s Report 3 CEO 

STRATEGY 

034.20 10.50 Well-led Review response 4 DGR 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

035.20 11.10 

Workforce and Organisational Development 
Committee feedback 

 22nd January 2020
5 

Committee 
Chair 

036.20 11.20 
Workforce and Organisational Development 
performance report analysis 

N** DWOD 

037.20 11.30 
Trust Guardian of Working Hours – quarterly 
update 

6 MD 
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QUALITY, SAFETY AND PERFORMANCE 
 

038.20 11.40 

 
Quality and Performance Committee 
feedback 

 20th February 2020 
o Response to Care Quality 

Commission Inspection Report 
o Infection Prevention Annual Report 

2018 – 19   
 

7 
Committee 
Chair 

039.20 12.00 

 
Safety, quality and operational performance 
report analysis 
 

 
N** 

 

MD / COO 
/ CN 

040.20 13.10 Learning from deaths 8 MD 

 
FINANCE AND INFRASTRUCTURE 
 

041.20 
 

13.30 
 

 
Finance and Infrastructure Committee 
feedback 

 28th January 2020 (for information) 
 25th February 2020 (verbal) 

 

9 
Committee 
Chair 

042.20 13.40 
 
Financial performance report analysis 
  

N** 
 
CFO 
 

 
FOR NOTING / INFORMATION 

043.20 14.00 Record of attendance 
 

10 
 

Chair 

044.20 14.10 Any other business N Chair 

045.20 14.20 

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

N Chair 

 
046.20 

 
14.30 

Conclusions on key messages from the 
meeting – The Trust Board is asked to consider 
how it supported staff to look after patients and 
made decisions on the key challenges faced by 
the Trust. Appropriate actions in response 
should also be identified. 

N Chair 

 
047.20 

 
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 
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Date of next meeting:  Wednesday 25th 
March 2020, Oasis Centre, Queen Alexandra 
Hospital, Southwick Hill Road PO6 3LY 

N Chair 

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

Held on Wednesday 29th January 2020 
Lecture Theatre, Education Centre, Queen Alexandra Hospital, Southwick Hill Road, PO6 3LY 

MINUTES 

Present: Melloney Poole  Chairman  
Roger Burke-Hamilton  Non-Executive Director 
Gary Hay  Non-Executive Director 
Inga Kennedy  Non-Executive Director 
David Parfitt  Non-Executive Director 
Martin Rolfe  Non-Executive Director 
Christine Slaymaker  Non-Executive Director 
Mark Cubbon Chief Executive Officer (CEO) 
Nigel Kee  Interim Chief Operating Officer (COO) 
John Knighton Medical Director (MD) 
Mark Orchard Chief Financial Officer (CFO) 
Liz Rix Chief Nurse (CN) 

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) 
Dave Gordon Committee Clerk (minutes) 

Item No Minute 

001.20 Welcome, apologies and declarations of interest 

The Chairman welcomed everyone to the meeting, including members of the public. In 
particular, she welcomed the Care Quality Commission’s (CQC) recent publication of its 
inspection report. This had rated the Trust as ‘good’, and would be covered in greater 
depth in minute 007.20. The contributions of staff at all levels were acknowledged, as 
was the public reaction to the report.  

No apologies were received. 

No declarations of interest were made. 

002.20 Minutes of the last meeting – 27th November 2019 

The minutes of the meeting of 27th November 2019 were approved as a true and 
accurate record. 

003.20 Matters arising / summary of agreed actions 

The Board noted the action log. Given the fact that the action regarding the internal 
management process (minute 166.19) would be covered before the next Board meeting 
at Quality and Performance Committee, this could be designated as complete. 
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004.20 Notification of any other business 
 
No supplementary business was raised. 

  

005.20 Chairman’s opening remarks 
 
The Chairman highlighted the opportunity the CQC’s inspection report allowed for 
reflection. Whilst the report provided external assurance as to the progress made at the 
Trust, operational pressures within the Emergency Department remained high. However, 
the service had demonstrated a greater ability to recover from periods of peak demand 
this winter than previously. The help and support provided by recent initiatives were 
acknowledged and appreciated by all concerned.  
 
The Chairman also welcomed the report on compassionate care. This had been a 
subject of considerable focus for the Board in recent months and would form an 
essential part of quality improvement work at the Trust. The presentation of the Estate 
Strategy for approval was also welcomed. 

  

006.20 Chief Executive’s Report 
 
The Chief Executive Officer addressed the following key issues: 
 
Operational pressures: Whilst demand was not consistent, there had been periods when 
the number of patients in the Trust, particularly in the urgent care pathway, had 
exceeded planned levels. The Trust had been working alongside system partners in 
response; and was generally now able to recover much more quickly. In particular, 
increased out of hospital capacity had ameliorated matters; work was ongoing with 
partners to understand the issues arising and implement appropriate solutions. 
Nevertheless, given the fact that winter had not finished, it was anticipated that pressure 
would remain an issue to be monitored and managed. 
 
Hip Fracture National Audit: This had recently concluded, with the Trust having received 
strong ratings for the service. Given the high level of performance across metrics in all 
areas, a celebratory event had been organised. The ongoing support for patients once 
their initial treatment had been completed was also acknowledged, as were the positive 
outcomes delivered.    
 
Capital allocations: A bid for a programme replacing diagnostic equipment across the 
Trust had been included amongst a number of recent applications. In particular, CT 
scanners would be considered, with specifications being drawn up in collaboration with 
NHS England and NHS Improvement. The proposals would be submitted to the  Finance 
and Infrastructure Committee in due course.    
 
CQC inspection: The opportunity provided by the report, issued on 29th January 2020, as 
a platform for continued improvements in provision was recognised. The Board was 
thanked for its role in providing the strategic focus and support which had assisted the 
Trust over recent months and years.  
 
Defence Medical Services: The Director General for Defence Medical Services had 
recently visited the Trust. This had provided an opportunity to restate the Trust’s 
commitment to its relationship with the Armed Forces. The Trust had also been informed 
that this partnership was being used as an example for other NHS joint services. 
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Learning disabilities: The last Trust Board meeting had heard a patient story concerning 
the inconsistent care which had been given to an individual. Since then, an event had 
been held which had been attended by Paula McGowan (Oliver’s Campaign). This had 
been a very useful meeting, focusing on raising awareness of the issues involved and 
the training required to support staff. The Trust would continue to focus on ensuring that 
care was provided to the necessary level on all occasions. 
 
Ambulance handovers: During December 2019, a 10 day programme had been 
implemented and monitored to address the Trust’s longstanding issues with handovers. 
This was with a view to recalibrating services across the site and wider healthcare 
system to resolve previous delays in admitting patients from ambulances. The impact 
that the programme had delivered had provided an insight into the conditions required 
for sustainable improvement; this would be discussed with system partners, NHS 
England and NHS Improvement. The Interim Chief Operating Officer would share the 
revised operating model with Trust Board on 26th February 2020. 

Action: COO 
 

Unplanned capacity: This issue had placed financial pressures on the Trust and had 
been reflected in the Trust’s forecast end of year position.  
 
The Chairman wished to record her thanks to the Director of Governance and Risk for 
her work with the Veteran Aware programme, and associated application for Gold 
accreditation as a “Step into Health” organisation; the Director of Governance and Risk 
acknowledged the support she had received from the Director of Workforce and 
Organisational Development in this regard.   
 
Gary Hay referred to the CQC’s rating of Urgent and Emergency Care as ‘requires 
improvement’. Given that this contrasted with the other parts of the Trust, would support 
be offered both in terms of morale and performance. The Chief Executive Officer stated 
that a programme for this was underway, given the area’s recognised status as a 
pressure point, and noted that the CQC had observed a positive attitude within the 
department. In addition, a bespoke programme for the Emergency Department was 
included in the current leadership development programme. All staff would be involved 
over coming months, with a key theme being the empowerment for all to contribute to 
service improvement. Possible changes to provision arising from the Building Better 
Emergency Care Programme were also being used as an opportunity to engage with 
staff and consider ideas. 
 
The Director of Governance & Risk and the Interim Chief Operating Officer had also 
briefed the night shift on the Emergency Department about the CQC report. This had 
focused on the improvements within the service since previous inspections and 
recognised the context of the pressures being experienced during CQC’s visit. The Full 
Capacity Policy was also being revisited in conjunction with the Deputy Medical Director. 
 
Roger Burke-Hamilton asked about the involvement of partners in alleviating operational 
pressures and the Trust’s level of influence. The Chief Executive responded that 
relationships were well established and productive. The main requirement for 
consideration was to identify the underlying causes of pressure, which had been present 
for some time within the system. Arising from this, the creation of additional capacity to 
resolve these causes was imperative. This was a long term, iterative process which had 
improved on a year-on-year basis; the contributions required from all parties in 2020 – 
21 were being assessed at present. The recent move away from constant operational 
pressure to a series of peaks from which the Trust was able to recover more rapidly 
demonstrated the progress being made. However, it also demonstrated the continued 
improvement that was necessary. It was also recognised that bed occupancy levels 
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limited the Trust’s ability to improve patient flow on a consistent basis.    
 
Martin Rolfe raised the issue of coronavirus and the Trust’s preparedness for possible 
developments. The Medical Director advised that he was in regular contact with Public 
Health England, with regular updates being provided and their advice followed.    

  
 

007.20 Care Quality Commission inspection report and ratings 
 
The Director of Governance and Risk summarised the report, which had been published 
on the day of the meeting. It had covered the findings of three inspections; the review of 
quality in five core services, the well-led inspection and a review of the use of resources. 
The overall rating for each of these inspections had been ‘good’.  As a result of this 
report, nearly 80% of the ratings awarded under each domain in each service were now 
either ‘good’ or ‘outstanding’. Areas of outstanding practice identified in the report 
ranged from general observations on culture within the Trust, to specific matters (e.g. the 
meet and greet service in phlebotomy). The Medical Director referred to the lack of 
observations made by CQC which were at variance from the Trust’s expectations; this 
provided assurance that the leadership had an accurate understanding of issues within 
the organisation. A draft warning notice had been issued to the Trust, and would be 
published in due course. 
 
Inga Kennedy noted the observations made by CQC regarding maternity services. The 
Chief Executive Officer informed the meeting that specific work was being undertaken in 
this area. This would replicate the efforts in urgent and emergency care mentioned in 
minute 006.20, with a focus on oversight and learning from incidents.  
 
The Director of Governance and Risk would present a plan on the ‘must do’ actions 
specified by CQC to Quality and Performance Committee in February 2020. Similar 
responses to the ‘should do’ areas would be prepared through the quality improvement 
programme; both these matters would report to Quality and Performance Committee, for 
escalation to Trust Board as appropriate. The Executive team would support 
improvement efforts through visits to trusts rated as ‘outstanding’. In addition, all 
Executive Team members had expressed an interest in becoming executive reviewers 
for the CQC.  
 
The Chairman referred to some areas not included in the latest inspection. In particular, 
end of life care had made significant improvements recently. However, she queried 
whether the lack of seven day provision was an impediment to gaining a rating of 
‘outstanding’. The Medical Director stated that the Trust was seeking to recruit staff to 
resolve this; however, this was not a factor which would automatically debar the service 
from such accreditation.  
 
The Chief Executive Officer concluded that the line of sight within the Trust was 
improving and assisting with effective leadership and co-ordination. A key area for future 
development would be to support the interface between divisions and care groups. It 
would also be important to identify issues which could be resolved quickly in order to 
maintain momentum for quality improvement; this particularly applied to areas rated as 
‘requires improvement’.      
 
The Board noted the report. 
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008.20 Corporate Strategy update 
 
The Director of Strategy and Performance provided the quarterly review of progress on 
the ‘Working Together’ strategy. Key pieces of work which supported its delivery 
included the Urgent Care Improvement Programme; in addition, a Trust-wide operating 
model for improvement (‘Delivering Excellence’) was being developed. This would 
combine strategic deployment, performance and delivery capability building in quality 
improvement, leadership and development.  
 
In terms of the future, the strategy implementation plan would be refreshed on the basis 
of the points made above. This would also ensure that all learning taken from the first 
two years of the plan’s operation would be taken into consideration and review whether 
the proposed actions remained appropriate in the current context. 
 
The Chairman sought an update on the development of the Commercial Strategy; the 
Chief Financial Officer informed the meeting that a stock take was underway. 
Subsequently, a report on the main priorities for the strategy would be issued within the 
next month. This would then be used to form a draft strategy which would be presented 
to Trust Board in due course. 
 
David Parfitt referred to previous discussions regarding the recruitment of medical staff, 
and asked whether this would be a subject for implementation during 2020 – 21. The 
Director of Strategy and Performance stated that this was included in the planning 
process which included the consideration of areas for investment in 2020 – 21. 
Currently, the process of prioritising investment for the coming year was in train; it was 
anticipated that the international nursing recruitment campaign would continue to be 
central to the Trust’s plans as well as international medical recruitment. The Director of 
Workforce and Organisational Development added that, at the end of 2019 – 20, there 
would be fewer than 50 nursing vacancies across the organisation. This compared 
extremely well with other trusts across the NHS.  
 
The Board noted the update. 

  

009.20 Board Assurance Framework 
 
The Director of Governance and Risk summarised the progress being made on the 
framework. One risk was proposed for removal; this related to data on waiting lists and 
had been the subject of external assurance. Six other areas (including capital spending, 
system partners’ ability to support the Trust, compassionate care) had seen their risk 
ratings decrease. However, urgent care remained a high risk; more sustained delivery of 
recent improvements would be necessary prior to de-escalation of this assessment. 
 
The Chairman sought an amendment to the risk on capital spending, acknowledging that 
demand may naturally exceed supply. Martin Rolfe added that it may be prudent to 
make explicit reference to cyber security in the document. The Director of Strategy and 
Performance would raise this in discussion with the Director of Governance and Risk. 

Action: DSP / DGR 
 
Christine Slaymaker raised the issue of the reporting of the Board Assurance 
Framework, with specific reference to the manner in which some areas cut across the 
remits of the Board’s committees. The Director of Governance and Risk indicated that 
this would be considered as part of the overall discussions on the recent well-led review.  
  
The Board approved and adopted the Board Assurance Framework, agreeing the 
removal of BAF 19. 
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010.20 Compassionate care 
 
The Chief Nurse provided an update on the development of the Trust’s plans for 
improving the patient experience. This was based on the report presented in October 
2019, the Board’s comments on it, and subsequent engagement with patients and staff. 
As a result, a framework and a questionnaire had been developed; the latter was 
designed to provide real time feedback. A dashboard of metrics would then report on 
performance, and would evolve as the programme continued. As further support, a 
programme for observing care would be designed and implemented. Eight wards had 
been identified to commence the programme imminently, with its roll out applied as 
appropriate afterwards. The Trust would work alongside Northumbria Healthcare NHS 
Foundation Trust given its considerable experience in the area. 
 
The Chairman sought further details as to the composition of the Quality Team. The 
Chief Nurse replied that this included Patient Safety, Corporate Nursing and some 
further allies (e.g. retired nurses who had returned to support the programme). Inga 
Kennedy welcomed the real time aspect of the proposals, which allowed for greater 
learning with more impact for staff. She added that, in the context of the points made in 
minute 006.20 by the Chief Executive Officer, learning disabilities should be an area of 
particular focus. 
 
Gary Hay asked how this programme would be embedded within the Trust. The Chief 
Nurse explained that this would be achieved through procedures such as appraisals, 
with innovations including 360º feedback being introduced as required. The Chief 
Executive Officer added that the wider Patient Experience Strategy (of which 
compassionate care was a constituent element) would be presented to Trust Board once 
completed. The Chairman expressed her support for the proposals and would seek to 
include related themes in recognition events such as Pride of Portsmouth. 
 
The Board noted the report and approved the next steps detailed within it. 

  

011.20 Estate Strategy  
 
The Chief Financial Officer had been working in conjunction with the Director of Estates 
and Facilities to develop the strategy now proposed. It had been considered by the 
Finance and Infrastructure Committee on 26th November 2019, which recommended it 
for approval. Clinical considerations had been central to the development of the strategy, 
which was not a prescriptive document and sought to outline the key principles for 
enacting over the next five years. In particular, clinical space would be prioritised over 
non-clinical facilities, with a view to improving the experience of patients and staff. A 
pledge on reducing the use of plastics was included. Should it be approved, 
implementation of the strategy would be monitored by Finance and Infrastructure 
Committee, which would escalate matters to Trust Board as appropriate.   
 
The Chairman observed the series of themes that were being co-ordinated through the 
strategy. She sought assurance that proposals for car parking and the transport plan 
which were environmentally sensitive would receive appropriate consideration. The 
Chief Financial Officer stated that the Air Quality Group would ensure that such issues 
were evaluated, whilst Trust Leadership Team would consider items on car parking and 
related matters in the near future. The Chief Executive Officer added that conversations 
were being held regarding strategic considerations for the periphery of the site. Roger 
Burke-Hamilton observed that it would be important to align this strategy with the others 
being implemented across the Trust; the second anniversary of ‘Working Together’ in 
July 2020 would provide an ideal opportunity for such analysis. 
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The Board approved the Estate Strategy.  
  

012.20 Quality and Performance Committee feedback  
 
The Chair of the Committee (Martin Rolfe) had invited Dr Paul Evans to the meeting on 
23rd January 2019 in his capacity as a Non-Executive Director at the Isle of Wight NHS 
Trust. In particular, his links with the military, and provision of additional clinical insight 
had been appreciated. The meeting also welcomed the Chief Nurse’s appointment to the 
position of Director of Infection Prevention and Control on 1st February 2020. 
 
Reporting on deteriorating patients and sepsis was being reviewed and would continue 
to be of particular interest to the Committee. The Committee had also undertaken a 
detailed discussion on the preparations which had been made for the complete removal 
of mechanical restraints at the Trust on 31st January 2020. Assurance had been 
received that training had been put in place and that all parties involved were ready for 
this deadline.  
 
The recent instance of coronavirus in China and its potential impact had also been 
raised, with the Trust monitoring developments in conjunction with Public Health 
England. The Medical Director informed the meeting that no cases had been diagnosed 
in the United Kingdom at the time of the meeting; operational meetings were also 
considering the issue as part of their overall remit. Suitable isolation facilities were in 
place within the Trust should they be required. GPs were also in discussion with the 
Trust to ensure communications were as clear as possible. Inga Kennedy advised that 
Armed Services were also developing a response.  
 
The Board approved the report for publication. 

  

013.20 Safety, quality and operational performance report analysis 
 
The Interim Chief Operating Officer updated the Board on the developments in the 
Emergency Department since the Board meeting in November 2019. In particular, a 10 
day initiative had focused on ambulance holds, with the Handover Recovery Plan 
seeking to reduce times spent by patients awaiting admission. Three areas of focus to 
support this were activity, capacity and patient flow. On the first of these, demand for 
ambulance conveyances remained high with some periods exceeding previous records. 
Despite this, the Trust had demonstrated an improved ability to return to lower 
operational pressure levels after such instances than previously.  
 
In terms of patient flow, the number of patients at the Trust evaluated as medically fit for 
discharge remained at a similar level. However, the ‘bed days’ involved had declined, as 
those waiting the longest for discharge were now being referred elsewhere as 
appropriate. Finally, work would continue on ensuring that discharges took place earlier 
in the day to maximise their positive impact. However, weekend discharge rates had 
increased. 
 
The Trust had achieved all eight cancer standards in December 2019, but had not met 
the required standard for diagnostic procedures. There was an increased level of 
visibility on individual diagnostic modalities, which enabled better insight into areas of 
improvement (e.g. sonography) and those which require further work. The Board noted 
the report. 
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014.20 Research and innovation – quarterly report 
 
The Medical Director informed the Board that patient recruitment to research trials was 
on schedule for 2019 – 20, and that all commercial studies had recruited on time and to 
target. The Health Service Journal had presented Professor Anoop Chauhan with its 
Clinical Leader of the Year award, and the Mission ABC respiratory study had been 
recognised as Acute Sector Innovation of the Year. The joint Annual Research 
Conference with University of Portsmouth would further reinforce the relationship 
between the organisations.  
 
The Board noted the update. 

  

015.20 Board Risk Register 
 
The Director of Governance and Risk presented the risk register, which was discussed.   
 
The Board adopted the Board Risk Register. 

  

016.20 Finance and Infrastructure Committee feedback 
 
The Chair of the Committee (Christine Slaymaker) reported that three business cases 
had been taken by the meeting on 28th January 2020. In addition, the first iteration of a 
contracts register had been received; this would be revised to ensure that it reflected the 
Committee’s remit. It had also discussed the end of year forecast, which despite recent 
operational pressures remained achievable. Next month’s integrated performance report 
would include a spotlight on Model Hospital analysis. 
 
The Board noted the update.  

  

017.20 Financial performance report analysis 
 
The Chief Financial Officer informed the Board that the forecast for quarter three of 2019 
– 20 had been achieved. As a result, £5.3 million of external support had been allocated 
to the Trust. The focus would now move to quarter four, which would prove challenging 
but could be delivered on target providing identified gaps were closed. Efforts had seen 
the £7 million risk reduced to approximately £2 million. However, a recent increase in 
expenditure on temporary staff would require offsetting.  
 
The Cost Improvement Programme was behind trajectory, as had been anticipated; 
alternative opportunities for efficiencies were being explored. At present, it was expected 
that 2019 – 20’s Programme would deliver £21 million of savings, as opposed to the 
original £24 million figure budgeted. The PFI Bond Sale was due to be completed 
around June 2020, with a £3 million benefit to the Trust. 
 
Roger Burke-Hamilton asked if the Cost Improvement Programme’s performance in 
2019 – 20 would have an impact on finances in 2020 – 21. The Chief Financial Officer 
responded that planning for 2020 – 21 was well advanced. It was likely that a similar 
level of savings would be targeted; at present, over half the necessary efficiencies to 
deliver this had been identified. 
 
The Board noted the report. 
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018.20 Workforce and Organisational Development Committee feedback 
 
The Chair of the Committee (Gary Hay) informed the meeting that the Director of 
Workforce and Organisational Development had provided an update on the pensions 
situation. This had assured the meeting that a response had been given both at a local 
and national level. Recruitment and retention had progressed well, whilst networks to 
support equality, diversity and inclusion had been established. Given this work on the 
latter, the Trust would now look to develop its ambitions as to how to achieve excellence 
for equality.  
 
The Freedom to Speak Up Guardian had alerted the meeting to the number of occasions 
on which employees sought to circumnavigate line management in the exit interview 
process. Work was underway to assess the underlying causes for this.  
 
The next meeting of the Committee would receive an item providing detail on planning 
for cost improvements for workforce in 2020 – 21.  
 
The Board noted the report.  

  
 

019.20 Workforce and Organisational Development performance report analysis 
 
The Director of Workforce and Organisational Development focused on pensions.  In the 
course of 2019, it emerged that the personal tax consequences of the operation of the 
NHS Pension Scheme may have an impact on the willingness of certain senior clinicians 
to undertake additional work as it would generally increase their pension contributions 
and may give rise to a disproportionate increased tax liability. Given this, NHS England 
and NHS Improvement had introduced a scheme for registered doctors and nurses to 
offset any liability in 2019 – 20 against their final compensation. A letter outlining a 
formal variation to standard NHS terms and conditions of employment had been issued 
and distributed to staff.  The impact of this variation on the Trust’s operational capacity 
would be monitored.  It was reported that the approach adopted by the Trust, prior to the 
introduction of NHS England NHS Improvements initiative, would continue. 
 
The Board noted the report. 
 

  
 

020.20 Audit Committee feedback (including revised financial and governance 
documents) 
 
The Chair of the Committee (David Parfitt) directed the Board to the governance 
documents included in the agenda papers. These had been initially discussed at the 
Committee’s meeting on 14th October 2019 and further amendments had been 
requested at the January meeting which have all been incorporated into the documents 
now presented to the Board. The Chairman thanked the Committee for the assurance it 
had provided on this matter. 
 
The Board approved the Reservation of Powers / Scheme of Delegation Policy. 
 
The Board approved the Standing Order Policy and Standing Financial Instructions. 
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021.20 Usage of Company Seal 

The Director of Governance and Risk set out the usage of the Company Seal. This 
would be an annual item, to be taken by Trust Board at the start of each calendar year, 
as a constitutional matter. 

The Board noted the report. 

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

No questions were raised. 

023.20 Record of attendance 

The record of attendance was noted. 

024.20 Any other business

No other business was raised. 

025.20 Conclusions on key messages from the meeting 

The Chairman reminded members that the Trust Board Development Day on 13th 
February 2020 would provide an opportunity for all to discuss the governance of the 
Trust. The Chief Executive Officer also stated that Non-Executive Directors may wish to 
consider areas they would like to visit at Western Sussex Hospitals NHS Foundation 
Trust as part of the continued improvement work at Portsmouth.    

026.20 Additions to Board Assurance Framework and Risk Register 

No additions were requested. 

Date of Next Meeting: Wednesday 26th February 2020, 9.30am at Cosham Baptist 
Church, 48 Havant Road, Portsmouth PO6 2QZ
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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 

January 2019 

007/19 
Maggie’s Centre 
proposal 

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

March 
2020 

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 

29th January 2020 

006.20 
Chief 
Executive’s 
Report 

The Interim Chief Operating Officer would 
share the revised operating model with 
Trust Board on 26th February 2020. COO 

26th Feb 
2020 

To be covered as part of the Integrated 
Performance Report Complete 

009.20 
Board 
Assurance 
Framework 

Martin Rolfe added that it may be prudent 
to make explicit reference to cyber security 
in the document. The Director of Strategy 
and Performance would raise this in 
discussion with the Director of 
Governance and Risk. 

DSP / 
DGR 

26th Feb 
2020 

The matter has been discussed with the Deputy 
Chief Information Officer. It has been 
determined that although cyber security 
breaches may present an operational risk to the 
Trust, it is unlikely that a cyber attack would 
compromise the Trust’s ability to deliver its 
strategic objectives. 

Relevant entries on the Board Risk Register will 
be reviewed, but no addition concerning cyber 
security will be made to the Board Assurance 
Framework at this point. 

Complete 
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Enc. 3a 3b 4 

Enc. 3a 3b 4  33 

 
Title of report CHIEF EXECUTIVE’S REPORT 
Board / 
Committee 

TRUST BOARD – 26TH FEBRUARY 2020 

Agenda item 
number 

033.20 

Executive lead Mark Cubbon – Chief Executive Officer 

Author Mark Cubbon – Chief Executive Officer 

Date report 
written 

19th February 2020 

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, 26th February 2020 
 

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, 14 and 26 
 

Links to Board Risk 
Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
 
Board Risk Register ID: 1401, 1402, 1405, 1406 and 1413 
 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Enclosure Number 

3 
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Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications. 
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Chief Executive’s Board Report 

26 February 2020 
 
1. OPEL status 

 

As part of my monthly report to the Trust Board I have committed to providing an overview 
of our Operational Pressures Escalation Level (OPEL). This gives a good indication of flow 
across the QA site and across the Portsmouth and South East (PSEH) system. Below is 
an overview of the escalation status for January 2020. Further detail is provided by the 
Chief Operating Officer via the Integrated Performance Report (IPR): 
 

 
OPEL status  No of days   

January 

OPEL 1 0 
OPEL 2 4 
OPEL 3 14 
OPEL 4 13 

 
 
The frequency of periods at OPEL 3 and 4 during January reflects the bed occupancy 
pressures across the hospital site. 

  
2. National NHS Staff Survey 

 

Findings from the National NHS Staff Survey have now been published and I am delighted 
that the report shows significant improvements across nine of the 11 survey themes since 
2018, with strong performance being maintained in the remaining two areas. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

A total of 3,911 individuals from across the organisation completed and returned the 
confidential survey between September and November last year – a response rate of 52%. 
While our overall response rate was slightly lower than for the previous year, this remained 
5% higher than the average response rate nationally when compared to similar 
organisations. 
 
Independent analysis of responses submitted by individuals across the organisation has 
found that an increasing number of respondents would recommend PHT as a place to 
work and as a place for their relative or friend to receive treatment. The report also shows 
improvements in key areas including staff engagement, with respondents reporting feeling 
increasingly valued, respected and supported at work, with improved motivation and 
morale, as well as improvements across a broad range of other measures. 
 
The report follows the recent publication of the final report following our comprehensive 
inspection by the Care Quality Commission (CQC) in October and November. As you will 
recall, the Trust was rated “good” overall and improvements in the Trust’s culture, leading 
to the improved experience of individuals and teams and the care they provide, were 
among nine areas of excellence highlighted by the inspectors. I am pleased that this is 
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reflected in the staff survey findings.  
 
The survey is one of a number of ways in which we seek feedback from individuals across 
the Trust on their experiences at work, and the findings are key in helping us to understand 
areas where we are getting things right while identifying and acting on further areas for 
improvement. 
 
While progress has been made, we know that there is still more to do and we are 
committed to driving further improvements to help make PHT an even better place to work, 
for the benefit of patients, their relatives and carers and colleagues.  
 
The survey findings will also support ongoing work as part of our three-year Culture 
Change Programme, which is currently in the third phase, the “delivery phase.” Our Culture 
Change agents continue to work with colleagues to deliver on previous proposals agreed 
supporting the delivery of continuously improving, high quality and compassionate care. 
 

3. 

 

 

 

 

 

 

 

NHS single use plastics reduction campaign pledge 

We have recently signed the NHS Single Use Plastics Reduction Campaign Pledge, 
signalling our commitment as an organisation to helping the environment and reducing the 
use of single use plastics. The pledge forms part of the NHS sustainability programme, and 
follows commitments made in the NHS Long Term Plan. 

As one of the largest employers in Portsmouth we have a responsibility to take steps to 
protect our environment wherever possible and are fully committed to doing what we can. 
Working with our partners, we have already made progress and signing this pledge forms 
part of a wider programme of environmentally friendly initiatives we will be introducing in 
the coming months. 

Over the months ahead we will be focusing on the creation of further plans to engage with 
all who work across PHT, as we develop further initiatives to support the sustainability 
agenda.  

 
4. 

 

 

 

 

 

 

 

 

5. 

 

 

 

 

 

 

Hayling Island Residents’ Association 

 

On 13th February I attended a meeting of the Hayling Island Residents’ Association (HIRA). 
I was delighted to take up the offer of an invitation to talk about some of the improvements 
we have made as an organisation, our plans for the future, and to hear feedback. It was 
great to see such interest in our plans to drive further improvements for the benefit of 
patients. Our community engagement programme is just one of the many ways in which 
we seek direct feedback from those we serve and I look forward to returning in the future. 
 
Beyond Boundaries development programme launch  

 
I was delighted to welcome 27 individuals from across PHT who joined the second cohort 
of our Beyond Boundaries development programme. This bespoke, six-month programme 
is designed in-house to support the personal and professional development of Black, Asian 
and Minority Ethnic (BAME) colleagues. We are committed to the personal and 
professional development of all colleagues across PHT, but this is one element of our 
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6. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

plans to improve the diversity of our leaders across the Trust.  
 
 

Avoidable harm  

 

I have committed to providing an overview of harm incidents monthly as part of my routine 
report to the Trust Board. Further detail is provided by the Medical Director and Chief 
Nurse in the Integrated Performance Report (IPR). 

 
  
 *occurred in January - reported externally in February following confirmation process. 
 

 Monthly 
figure  
(January) 

Monthly 
trajectory 

Year to date 
position 

2019/20 
ceiling  

C Difficile 
 

4 6 57 63 

MRSA 
 

0 0 2 0 

Ecoli  
 

7 n/a 52 n/a 

Community and hospital 
acquired category 3 and 
4 pressure ulcers   
 

6 0 42 n/a 

Falls which cause 
moderate, severe or 
catastrophic harm  
 

2 n/a 36 n/a 

Never Events 
 

 1*  0 6 0 

7. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Working in partnership to provide new service supporting homeless people at QA 

 

We are working closely with our health and care partners to support a new service which is 
helping homeless people who attend or are admitted to our hospital. Portsmouth City 
Council is leading the initiative, which is running for an initial three months following their 
successful bid for Government funding.  
 
The service launched in January and means a specialist support worker from homeless 
charity Two Saints is now on duty at QA seven days a week to provide support, working to 
ensure that homeless people have a place to go to once they have received all of the 
acute care they need. There is an increasing need to find more ways to help people in our 
communities who are homeless and I am pleased that this new service is being piloted in 
conjunction with our partners.  
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Constitutional standards  

 

Performance against constitutional standards is covered in the operational performance 
report from the Chief Operating Officer within the Integrated Performance Report (IPR). I 
am highlighting key areas of focus related to this below. 
 
As part of our planning for 2019/20 we agreed with commissioners that we would deliver 
the diagnostic standard for 99% of patients within six weeks, reduce our waiting list size to 
32,488 and provide definitive treatment to 85% of cancer patients within 62 days of 
referral. 
 
We are progressing with plans to return our performance in diagnostics to 99%. This 
standard was narrowly missed in January with performance of 98%, due to capacity 
constraints for patients requiring cardiac MRI scans. The Trust is aiming to deliver at least 
98% for the remainder of this year. Additional external MRI capacity has been secured 
from March 2020, which will allow us to deliver the standard sustainably once the backlog 
of patients has been scanned. 

 
The number of patients on our waiting list for treatment remains higher than planned. 
However, the waiting list size has reduced to 35,099. This is a reduction of 1,337 since the 
beginning of the month and plans are in place to reduce the waiting list to 33,488 or less by 
the end of March. This is partly as a result of a significant growth in demand in 
ophthalmology, dermatology and ear, nose and throat specialties. 
 
The eight cancer standards were delivered for December with a performance of 86.1% 
against the 62-day standard of 85%. Provisional figures for January show that this 
performance standard is being maintained. We anticipate continuing to deliver all eight 
cancer standards for the remainder of 19/20. 
 
The Trust continues to participate in a national pilot, during which reporting of the four-hour 
emergency care standard is suspended. Improving performance in our urgent care 
pathway remains a priority. Urgent care performance is linked with flow throughout our 
organisation and the wider health and care system in Portsmouth and South East 
Hampshire (PSEH). Two key indicators relating to this are patients in a hospital bed who 
are Medically Fit For Discharge (MFFD) and the timeliness with which we are able to bring 
patients who arrive at our hospital by ambulance in to the Emergency Department (ED). 
 
In January an average 1,301 bed days were lost due to patients being MFFD (an average 
of 192 patients), which is more than our target of an average of 110 patients and no more 
than 1,000 bed days lost. Further information on actions to address this are included within 
the Integrated Performance Report.  
 
Our ongoing programme of improvement to support work to improve flow has resulted in a 
reduction in waiting times for patients to be handed over to our care after arriving at our 
hospital via ambulance. However, there is more to do to achieve the standard of handover 
within 15 minutes and we continue to work closely with our partners to improve flow 
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10. 

 

 

 

 

 

 

11. 

 

 

 

 

 

 

 

 

12. 

 

 

 

 

 

 

 

 

 

13. 

 

 

 

 

 

 

 

 

 

 

14. 

 

 

throughout the system. 

The UK’s Chief Medical Officers have stated that the risk to the general public from 
COVID-19 is moderate. The NHS across Portsmouth and Public Health England are well 
prepared for outbreaks of new infectious diseases and the NHS has put in place measures 
to ensure the safety of all patients and NHS staff while also ensuring services are available 
to the public as normal. Further information is available at gov.uk/coronavirus, at nhs.uk 
here and at porthosp.nhs.uk. 

Increase in flu vaccination uptake 

 

Our flu vaccination rates continue to increase, with 78% of front line staff having had the flu 
jab at the time of publication of this report. While this is a significant improvement from last 
year, we are continuing to ensure all staff are encouraged to take up the vaccination and 
protect our patients, themselves and their loved ones. 
 

Nursing and Midwifery Awards 2020 

 

I’m pleased to confirm that the Nursing and Midwifery Awards will be held for the third 
consecutive year on Friday 5 June, thanks to the continued generosity of former patient Mr 
Paul Thomas. The event forms part of our ongoing programme of celebrations during 
International Year of the Nurse and Midwife, and promises to be a fantastic opportunity to 
recognise and celebrate the achievements of Nurses, Midwives and Health Care 
Assistants across PHT.  
 
Paterson inquiry report 

 

A report from the independent inquiry set up following the conviction of surgeon Ian 
Paterson to review the circumstances surrounding his malpractice has made 15 
recommendations to improve the safety and quality of care provided nationally to all 
patients, in the independent sector and in the NHS. We are carefully reviewing the report 
and recommendations to identify any areas for learning. Lois Howell, Director of 
Governance and Risk, will present a report outlining next steps to the Trust Board meeting 
on 25 March. 
 

Healthwatch Portsmouth visit 

 

On Monday 11th February Liz Rix, our Chief Nurse, and I welcomed Board members from 
Healthwatch Portsmouth to the hospital as part of a series of regular meetings we hold, to 
discuss updates on our progress and our plans for further improvement. It was great to 
hear feedback from Board members and to have the opportunity to discuss our plans for 
strengthening our engagement with patients and our communities as we work to 
continually improve the experience of our patients, their relatives and carers. 
 

 

 

 

Top three concerns 
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The top three concerns facing the Trust are: 
 

1. We continue to experience periods of heightened escalation levels. Our bed 
occupancy is higher than we had planned for or expected and this is a key 
contributing factor to longer waits experienced by some patients accessing 
our urgent care services. We are working with our partners across the 
health and care system in PSEH to deliver improvements as an absolute 
priority. 

 
2. Operational challenges are contributing to additional pressure on teams and 

individuals across the organisation. Our focus remains on making 
improvements and getting experiences right for patients but also on 
ensuring that individuals and teams across the organisation are supported, 
particularly throughout the winter period. A programme of wellbeing events 
and initiatives will remain in place as long as they are required. 

 
3. Current pressures including heighted escalation levels and greater 

demands on our workforce are contributing further risk to our operating and 
financial plan for 2019/20. All options are being explored to mitigate any 
potential deterioration in our financial position. 

 
15. 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. Urgent care pressures are contributing to increased clinical risks due to longer 

waiting times for some patients attending our Emergency Department (ED), 
either as walk in patients or by ambulance. While there are additional measures 
in place to mitigate those risks as much as possible, there is an increased risk 
overall.  

 
2. Sustained additional unscheduled care pressures during the peak winter period 

have required significant changes to operating conditions across many areas of 
the organisation. There are significantly increased numbers of escalation space 
being required, with knock-on effects such as increased patient moves and 
impact on the elective operating programme. Bed occupancy levels have been 
consistently high since Christmas with potential consequent clinical risks. We 
have risk assessments in place for all areas and we are working to limit the 
impact on patient experience wherever possible. 

 
3. The risk posed to the continuity and sustainability of some key services by 

medical and workforce issues, including both national shortages of trained 
consultants and the ability to recruit to some positions locally. Novel and 
innovative approaches are being pursued in several areas to target these risks. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report WELL-LED REVIEW RESPONSE 
Board / 
Committee 

TRUST BOARD – 26TH FEBRUARY 2020 

Agenda item 
number 

034.20 

Executive lead Lois Howell – Director of Governance and Risk 

Author Lois Howell – Director of Governance and Risk 

Date report 
written 

18th February 2020 

Action required Discussion / Approval 

Executive 
summary 

The recent Deloitte review of the Trust’s self-assessment provided assurance 
that recent improvements in governance and leadership were verifiable and 
being embedded. The findings of the review were presented to the Trust in 
January 2020 and are included in the supporting papers for this item. 

In order to continue with recent progress, a series of recommendations was 
made by Deloitte. The work on these is ongoing, and detailed summaries are 
provided against these in the report. However, Trust Board’s approval for two 
recommendations is required for their enacting. These are as follows: 

 Reduce the number of Trust Board meetings to six per year.

 Vary the terms of reference for the Workforce and Organisational
Development Committee to reduce the frequency of Committee
meetings to quarterly.

The first of these will be supported by four Trust Board Development Days, whilst 
both matters have been considered at recent events attended by all Board 
members. Each of these recommendations is intended to allow the Board to 
move from operational matters to more strategic considerations, reflecting the 
Trust’s intended trajectory towards becoming an outstanding healthcare 
provider. 

Appendices 
attached 

Appendix 1 – Deloitte Leadership and Governance Well-Led Review, 8th January 
2020 
Appendix 2 – Diary for Trust Board and Committees 2020 – 21 

Recommendations Trust Board is recommended to: 

 Reduce the number of Trust Board meetings to six per year.

 Vary the terms of reference for the Workforce and Organisational
Development Committee to reduce the frequency of Committee
meetings to quarterly.

Next steps The following actions will be taken should the recommendations be approved: 
a) Move to bimonthly Trust Board meetings from 25th March 2020 onwards
b) Move to quarterly Workforce and Organisational Development

Committee meetings from March 2020 onwards

Enclosure Number 

4 
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Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   

Links to Board 
Assurance 
Framework 

BAF 15 – Relationship between Trust Board and front line staff & teams 
BAF 23 – Governance systems across the Trust  

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The completion of a well-led review exercise on a regular basis is mandated by 
NHS Improvement. 

Quality Impact 
Assessment 

OPERATIONAL PERFORMANCE: Moderate Change – Positive 
By focusing on more strategic matters, Trust Board intends to ensure its impact 
on operation performance at the Trust is maximised. 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate Change –
Positive 
As part of this refocusing of its agenda, Trust Board will continue to develop its 
influence within the local healthcare system as a whole. 
 

Equality Impact 
Assessment 

No equality implications. 
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Well-led review response  

Background 

1. Inline with the NHS Improvement (NHSI) requirement for NHS Trusts to conduct a self assessment
against the Key Lines of Enquiry (KLOE) set out in the NHSI / Care Quality Commission (CQC) Well-
led assessment framework every three years or so, the Trust Board carried out a self assessment
against the framework in Q1 and Q2 of 2019/20.

2. NHS Trusts are required to seek external assessment of their self-assessment, and to publish the
associated report, with a plan for how identified areas for improvement will be addressed.

3. The Trust commissioned Deloitte to carry out the review of its self-assessment.  The review took
place over Q3 three of 2019/20, and the report was presented to the Trust in early January 2020.  A
copy of the report is attached at Appendix 1.

External well-led assessment 

4. The report was broadly positive in its tone, and identified a significant number of imporvements

made against the KLOES over the last two years:  “…the Board has worked to address some
fundamental challenges regarding leadership, governance, culture, performance and financial
sustainability.  It is positive that the Trust is able to demonstrate tangible improvement in each of these
areas…”.

5. A brief summary of findings in respect of each KLOE is set out below:

KLOE 1: “…significant areas of strength and improvement in relation to leadership capacity and 
capability…a cohesive board with positive and supportive dynamics which fostered 
value adding challenge and debate, and role modelled positive leadership 
behaviours…” 

KLOE 2: “Vision and strategy is a strength at PHT…strategy is clearly stated…and is clearly 
embedded within the organisation with high levels of awareness of values and 
priorities…” “…good practice includes use of effective, explicit, strategic progress 
reports” 

KLOE 3: “There are a number of indicators which point towards an improving culture at PHT, 
particularly around openness and raising concerns.” Staff survey results improved re: 
appraisal, raising concerns and fairness.  Staff also report “…an improving culture” 

KLOE 4: “…clear governance arrangements…which operate effectively (with) clarity of relative 
roles between committees and broad levels of challenge and debate across the Board 
agenda”  

KLOE 5: “…clear accountability framework in place , now well established and felt to work 
effectively…”  “…teams feel the Exec strikes the right balance between challenge and 
support.”  “…risk management…has improved significantly over recent years…” 

KLOE 6: “…an acknowledged area where there is significant room for improvement…”  “ 
…would point to the IPR as an excellent example which incorporates many areas of
best practice we often recommend elsewhere.  The use of balancing measures is 
particularly innovative”  

KLOE 7: “…staff reported positively on engagement levels form the Execs and their leadership 
teams…multiple avenues in place to obtain views and feedback.”  PHT has “invested in 
staff well-being agenda and strengthened infrastructure to foster equality & diversity” 
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Well-led review response                                                                 

KLOE 8: “The Trust has undertaken significant work to develop its arrangements for clinical 
audit and effectiveness…accompanied by reform of the incident investigation process 
to focus on learning and improvement”.  Need to develop a QI strategy is 
acknowledged.  

Response to the recommendations 

6. The report includes a series of recommendations intended to support the Trust in the delivery of further 
improvements to its governance, leadership practice, risk management and use of information.  The 
recommendations are set out in full at Appendix 1 of the Deloitte report, and summarised below, with 
an outline of the Trust’s response to each. 
 

KLOE 1 Recommendation 1:   Bring Executive level debate and discussion into the Board 

Response: Reports presented to the Trust Board will, from February 2020 onwards, include 
summarised details of the Executive level discussions which have taken place during the 
development of the proposal or consideration of the circumstances described.  The details 
will include identification of the fora at which the discussions took place , an outline of 
other options considered , and any notable changes made to the proposal as a result of 
the discussions.     
 

KLOE 1 Recommendation 2:   Create additional resilience and succession planning in the Chief 
Operating officer (COO) function  

Response: This process has commenced, and interviews for a Deputy COO are booked to take place 
on 16 April 2020.  The outcome of this process will be covered in the Chief Executive’s 
report to the following Board meeting.  The resilience and effectiveness of the COO 
function will also be supported by the completion of the Trust’s Leadership Development 
Programme.  The current staff in tiers 2 and 3 have completed the programme, and it will 
be extended to tier 4 during 2020/21.  Ensuring that all staff engaged in the operational 
management of the Trust have the skills, knowledge and confidence to make and enact 
effective decisions about the day to day running of services will support the COO function 
at all levels of the Trust.   

Further support for the effectiveness of the operational management of the Trust will 
come from implementation of the Delivering Excellence model further referenced below.      
 

KLOE 2 Recommendation 3:   Monitor  and report the delivery of enabling strategies 

Response: Reports on the progress of the development and implementation of key enabling 
strategies will be included in the quarterly Corporate Strategy updates to the Trust Board 
from April 2020 onwards.   
 

KLOE 2 Recommendation 4:   Spread annual business planning processes into divisional 
“business as usual” throughout the  year 

Response: Business planning will be highlighted as part of Performance & Accountability meetings, 
and the revisions to the structure of P&A meeting packs (see recommendation 13 below) 
will help to structure this.  The implementation of the Delivering Excellence model 
previously outlined to the Trust Board will also support the acceptance of business 
planning as ‘business as usual’ throughout the year.  The importance of effective and 
timely planning has also been a key part of the curriculum of the Leadership 
Development Programme referenced above at Recommendation 2 above.  As leaders 
across the organisation implement the learning acquired during the programme, the 
planning process will become smoother.  
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Well-led review response                                                                 

KLOE 3 Recommendation 5:   Ensure Quality Assurance Committee (QAC) sub-committees 
report quarterly on attendance and function 

Response: This will be incorporated into the QAC’s work plan and take place from April 2020 
onwards.  The requirement to provide such reports will be communicated to the Chairs of 
each of the sub-committees by the Director of Governance & Risk. 
 

KLOE 4 Recommendation 6:   Review the frequency, duration and structure of 
Board/committee meetings  

Response: It is proposed that the Trust Board will meet formally six times per year from April 2020 
onwards, instead of ten times.  Board development days will take place four times per 
year rather than six times, and the current monthly Board workshops will be removed 
from the calendar.  Practice at the Board’s formal meetings will be revised to ensure 
increased efficiency; in particular items which have been previously considered by one or 
more of the Board’s committees will not be presented on the Board’s agenda as separate 
items of Board business.   A revised Board work plan and calendar is attached as appendix 
2 to this report.   The Board will review the revised arrangements after approximately six 
months to ensure that they continue to meet the Trust’s needs. 
 

KLOE 4 Recommendation 7:   Make committee reporting into Board more concise and value-
adding. 

Response: Committee Chairs have already acted on this recommendation, and from February 2020 
committee feedback reports will focus on the assurance issues raised and addressed at 
the committee meeting.   
 

KLOE 4 Recommendation 8:   Ensure at least three working days between committee meetings 
and the Trust Board’s meetings 

Response: Committee dates have been revised to implement this recommendation. 
 

KLOE 4 Recommendation 9:   Introduce standardised assurance reporting for sub-committees 

Response: The Director of Governance & Risk has sent the standard template and associated 
instructions (reflecting recommendation 7 above) to all sub-committee chairs, and will 
require use of the revised template from March 2020 onwards. 
 

KLOE 4 Recommendation 10:   Review the frequency, agenda and forward cycle of the 
Workforce & Organisational Development Committee 

Response: It is proposed that the Workforce & Organisational Development Committee will meet on 
a quarterly basis from the beginning of 2020.  The standing agenda and work-plan will be 
revised by the Committee Chairman and Director of Workforce & Organisational 
Development and presented to the next meeting of the Committee.  The revised schedule 
of Committee meetings is included in the plan set out at Appendix 2. 
 

KLOE 4 Recommendation 11:   Quality & Performance Committee should review its 
effectiveness once the Quality Assurance Committee and Quality Delivery Group 
arrangements are in place and operational 

Response: The routine annual review of the effectiveness of all of the Board’s committees will take 
place in Q2 of 2020. 
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KLOE 4 Recommendation 12:   Review positioning of maternity and the Private Patient Unit 
within current divisional structures 

Response: The Executive Directors have reviewed the current divisional structure and do not 
propose change at this point.  However, arrangements to raise the profile and oversight of 
the strategic and operational management of these functions have been changed.  These 
changes include:   

 the inclusion of the Director of Midwifery in the Networked Services Division’s 
Performance & Accountability meeting 

 the establishment of a Maternity Committee, chaired by the Chief Nurse 

 the appointment of an experienced manager to run the Private Patient Unit 

The effectiveness of these revisions will be kept under review through the Performance & 
Accountability meetings. 
 

KLOE 5 Recommendation 13:   Review size / content of Performance & Accountability packs to 
improve focus 

Response: Work is underway to refine the P&A packs to reduce the administrative burden of their 
production, and to support use of the P&A meetings as a key element of the Delivering 
Excellence programme previously described to the Trust Board.  The revisions will include 
the increased focus on delivery of strategy and the identification and management of 
risks, as outlined in the recommendation.  
 

KLOE 4 Recommendation 14:   Introduce earned autonomy model of accountability for 
divisional Performance & Accountability meetings 

Response: As previously indicated to the Board, the Delivering Excellence model to be implemented 
through 2020/21 will enable the Executive team to take a proportionate approach to the 
oversight of operational management of the divisions, according to prevailing 
circumstances.  The level of support, scrutiny and/or intervention applied will vary 
according to performance, context and risk in all aspects of delivery, including quality, 
finance, workforce and constitutional / contractual standards.   

As outlined above at Recommendations 2 and 4, by now Tier 2 and 3 leaders have 
completed the Trust’s Leadership Development Programme.  The programme has 
included discussion of, and reflection on, the expectations of leaders in service areas.  It is 
expected that as leaders exercise new skills and knowledge, confidence and use of 
initiative will increase, meaning that the current level of oversight can be flexed 
accordingly. 
 

KLOE 4 Recommendation 15:   Re-consider how Board Assurance Framework (BAF) is used to 
drive agendas and manage risks 

Response: It is proposed that the Trust Board continues to receive the BAF on a quarterly basis, at 
the same time as the quarterly updates on delivery of the strategy, Working Together.  
From its next presentation to the Trust Board in May onwards, the approved BAF will be 
forwarded to the next scheduled meeting of each of the Board’s committees, with a 
request for the committees to  

 Note the contents of the BAF, and reflect the identified risks in their work 
programmes, both in terms of managing the risk and improving the quality of 
positive or negative assurance available 

 Indicate whether the committee believes that the risk rating is appropriate 
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 Identify whether any of the committee’s business provides positive or negative 
assurance about the management of each of the identified risks 

Each Board and committee agenda will continue to conclude with a reflection on whether 
any of the Board / committee’s discussions have indicated that there are additional risks 
which should be considered for addition to the BAF or Board Risk Register. 
 

KLOE 4 Recommendation 16:  Review corporate oversight of operational risk registers 

Response: Each division’s risk register is reviewed at every Performance & Accountability meeting.  
The composite Board Risk Register is reviewed at the Quality & Performance Committee 
on a quarterly basis, prior to its presentation to the Trust Board.  It is proposed that this 
pattern continues. 
 

KLOE 4 Recommendation 17: Address availability and timeliness of data 

Response: The Board has an approved Digital Strategy, implementation of which will support the 
increased availability, accessibility and timeliness of data.  The Digital Strategy will be 
supported by the development and implementation of an Information Strategy during Q1 
and Q2 of 2020/21 – oversight of the implementation of the information Strategy will be 
carried out by the Information Technology Committee (a sub-committee of the Finance & 
Infrastructure Committee).   

The Trust has also appointed a shared data analyst post to the Quality and Governance 
teams in the Trust, which will support the collation, assessment and use of more timely 
information (particularly in respect of the quality heat-map), principally through increased 
automation of the data collection. 
 

KLOE 4 Recommendation 18: Implement business intelligence platform to strengthen 
analytics capability 

Response: The Information Strategy outlined above at recommendation 18 will deliver the outcomes 
anticipated by this recommendation.  This will be supplemented by the implementation 
of the Delivering Excellence model, which will facilitate enhanced use of data and 
information, along with the improved clarity around expectations of leaders’ and 
managers’ use of data and information to drive performance and improvement arising 
from the education delivered by the Leadership Development programme. 
 

KLOE 4 
Recommendation 19: Bring patient experience assurance into board considerations / 
decisions 

Response: The Trust Board received a comprehensive report on how patient experience assurance 
will be obtained more effectively and in a more timely way at its meeting in January 2020.  
The new datasets and information will form part of the Integrated Performance Report 
presented to the Trust Board from April 2020.   The Quality & Performance Committee 
has also established a Quality Assurance Committee to seek and assess assurance, and 
provide appropriate analysis, on both patient safety and patient experience.  Feedback 
from that Committee will form part of discussions at the Quality & Performance 
Committee, and thus be escalated to the Trust Board as appropriate, for inclusion in 
Board discussion and decision making. 
 

7. The Board is recommended to note the achieved and planned responses to the recommendations 
made in the external well-led review.  A further update will be presented to the Board at its July 
meeting. 
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Well-led review response  

8. The Board is also recommended to agree to reduce the number of its formal meetings to six per
year, supplemented by four Board Development Days, as described in the response to
recommendation 6

9. The Board is further asked to agree to vary the terms of reference of the Workforce &
Organisational Development Committee to reduce the frequency of the Committee’s meetings to
quarterly, again as indicated at Appendix 2.
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Board of Directors 
Portsmouth Hospitals NHS Trust 
Queen Alexandra Hospital 
Cosham 
Portsmouth 
PO6 3LY 

 
8 January 2020 

 

Dear Board of Directors 

 
Portsmouth Hospitals NHS Trust – Review of leadership and governance against the well-led framework 

 
In accordance with our Engagement Letter dated 3 October 2019, (‘the Contract’) for an independent review of governance at 
Portsmouth Hospitals NHS Trust (the ‘Trust’) against the well-led framework, we enclose our Report dated 8 January 2020. 

 

The Report is confidential to the Trust and is subject to the restrictions on use specified in the Contract. No party, except the 
addressee, is entitled to rely on the Report for any purpose whatsoever and we accept no responsibility or liability to any party in 
respect of the contents of this Report. This report is prepared for the Board of Directors as a body alone, and our responsibility is 
to the full Board and not individual Directors. 

 

The Report must not, save as expressly provided for in the Contract be recited or referred to in any document, or copied or made 
available (in whole or in part) to any other person. The Board is responsible for determining whether the scope of our work is 
sufficient for its purposes and we make no representation regarding the sufficiency of these procedures for the Trust’s purposes. If 
we were to perform additional procedures, other matters might come to our attention that would be reported to the Trust. 

 

We have assumed that the information provided to us and management's representations are complete, accurate and reliable; we 
have not independently audited, verified or confirmed their accuracy, completeness or reliability. In particular, no detailed testing 
regarding the accuracy of the financial information has been performed. 

 

The matters raised in this Report are only those that came to our attention during the course of our work and are not necessarily 
a comprehensive statement of all the strengths or weaknesses that may exist or all improvements that might be made. Any 
recommendations for improvements should be assessed by the Trust for their full impact before they are implemented. 

 

Yours faithfully 
 

 
 

 
Deloitte LLP 
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Scope of work and approach 
 

 
Our scope of work and approach 

 

This report sets out the findings from our independent leadership and governance 
review at Portsmouth Hospitals NHS Trust (hereafter ‘PHT’ or ‘the Trust’), against 
the well-led framework. 

 

As set out in our contract dated 3 October 2019, our approach to delivering our 
work with you has consisted of: 

 

1. A desktop review of relevant documentation including Board and Committee 
papers and a range of key governance reports and documents; 

 

2. Undertaking 1.5 hour non-attributable interviews with each member of 
the Board which included: the Chair; the CEO; 7 Executive Directors; and 7 
Non-Executive Directors; 

 

3. Undertaking 1 hour non-attributable interviews with key members of staff 
in leadership and governance positions, including divisional leadership teams; 

 

3. We undertook meeting observations of the Audit Committee on 14 October, 
the Finance and Infrastructure Committee on 29 October, your private and 
public Board meetings on 30 October, the Quality and Performance Committee 
on 18 November and the Workforce and Organisational Development 
Committee on 29 November; and 

 

4. We facilitated focus groups with three Care Groups which included: Medicine 
for Older Persons; Critical Care; and Women and Children’s. 

 

As important context to our review it is important to note that our work did not 
involve directly seeking the views of patients or external stakeholders as the Trust 
had separately commissioned a survey of External Stakeholders from another 
provider. 

 

Following the conclusion of these activities we facilitated a workshop with the 
Board on Thursday 12 December 2019 to collectively explore future ways of 
working and improvement opportunities which would inform the shape of our 
recommendations. 

 

This report sets out the findings from our review. We would like to thank Board 
Members and Staff for their support and engagement in this project. 

How to read this report 
 

In preparation for this Review, the Board undertook a detailed self-assessment 
exercise in July 2019, and this Report should be read in conjunction with the 
output of this work. We have not sought to describe every aspect of the Trust’s 
governance in our work and our report has instead been produced on an 
exception basis, capturing those points of significant strength or progress and 
those where we feel there is most scope for further improvement. 

 

The executive summary sets out an overview of our key findings in relation to 
both strengths and areas for further improvement. A detailed overview of our 
findings and associated recommendations against all eight key lines of enquiry 
(KLOE) can be found from page 11 onwards in this report. 
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Context 

 
Portsmouth Hospitals NHS Trust (hereafter ‘the Trust’) is a large District General 
Hospital (the largest non-teaching hospital in England with a turnover in excess 
of £500 million) providing a comprehensive range of acute and specialist 
services to a local population of over 650,000 people. The Trust also provides 
specialist renal services to a population of 2.2 million people across Wessex.  
The Trust has four Hospital sites with the majority of services provided from the 
Queen Alexandra Hospital site. The Trust employs over 7000 members of staff. 

 
The Trust is currently placed in Segment 2 by NHS Improvement due to  
‘support needs identified in Operational performance’. A CQC inspection was 
undertaken at the Trust in April 2018 where all areas were rated as requires 
improvement This followed a responsive focused inspection of the corporate and 
leadership functions in May 2017 which inspected the well-led aspects of the 
CQC inspection framework. The 2018 inspection covered seven of the core 
services provided by the Trust. In relation to ’well-led’ CQC pointed to a number 
of areas for improvement at this time, including: governance processes, culture 
and behaviours, and information systems 

 
Since early 2018 the Trust has undergone significant changes across many 
areas, including organisation/divisional structure, Board and committee 
arrangements, governance risk management processes and Board composition. 
In relation to the latter of these points the Trust has needed to utilise interims 
in a number of key Executive positions throughout much of 2018 and 2019, but 
has now recruited substantively to these posts, with the only remaining interim 
being the Chief Operating Officer. 

 
Over this period the Trust has worked to address some fundamental challenges 
regarding leadership, governance, culture, performance and financial 
sustainability. It is positive that the Trust is able to demonstrate tangible 
improvement in each of these areas, a number of which we have highlighted in 
this report. There remain a number of areas for further improvement, however 
in the majority of instances the Board are already conscious of these and have 
plans or proposals in progress to address them. 

 
This independent review was commissioned proactively by the Trust, both to 
complement its existing self-assessment and CQC action plans, and to provide 
additional assurance regarding any further improvement priorities which may be 
required. 

The Board undertook a self-assessment process in July 2019, against all of the 
well-led KLOEs, identifying strengths and gaps in compliance across each area. 
Our work has not sought to restate each of these and has instead focussed on 
identifying the key strengths of current leadership and governance 
arrangements and those areas where there is most scope for further 
improvement. We have outlined the most significant of these in this executive 
summary. 

 

Key findings 
 

Is there the leadership capacity and capability to deliver high quality, 
sustainable care? (KLOE 1) 

 

Our work found significant areas of strength and improvement in relation to 
leadership capacity and capability, many of which were founded on a Board and 
Executive Team which are widely felt to have had a positive impact on the 
culture and performance of the organisation over the past 18 months. In 
particular, we found a cohesive Board with positive and supportive dynamics 
which fostered value adding challenge and debate and role modelled positive 
leadership behaviours. Our overall findings in this area are similar to the   
Board’s own self assessment position, with the main areas for focus moving 
forward being succession planning / building further resilience, and improving 
the visibility of leaders, particularly the Non-Executives. In addition, we found 
scope to develop further the role of the corporate director at Board to effectively 
Executive challenge and debate into Board discussion more effectively. 

 

Is there a clear vision and a credible strategy to deliver high quality 
sustainable care to people, and robust plans to deliver? (KLOE 2) 

 

Vision and strategy is an area of strength at PHT. The organisation’s strategy is 
clearly stated, was developed using a broad and effective process of  
engagement and is clearly embedded within the organisation, with high levels of 
awareness of the values and priorities amongst staff and good alignment in 
appraisal and business planning processes. An area of good practice observed 
includes the use of effective, explicit, strategic progress reports which are 
presented to the Board on a quarterly basis. The Trust was positive about its 
performance in this area in its self assessment, a view supported by our work. 
An area for further improvement is to provide the whole Board with a clearer 
picture of progress towards delivery of supporting/enabling strategies on a 
periodic basis as we found uncertainty at Board in some of these areas (for 
example in relation to the progress of the Digital Strategy). 

 

 
 
 

Portsmouth Hospitals NHS Trust well-led review - Final Report 7 Page 41 of 149



Deloitte Confidential: Government and Public Sector - For approved external use 

Executive summary (continued)  

 

 

Key findings (continued) 
 

Is there a culture of high quality. Sustainable care? (KLOE 3) 
 

There are a number of indicators which point towards an improving culture at 
PHT, particularly around openness and raising concerns. These include: a high 
rate of incident reporting compared to peers; improved staff survey results in 
relation to appraisals, raising concerns and fairness, which are now above 
average in a number of areas; and Freedom to Speak Up arrangements which 
have received national recognition. The feedback we received from staff during 
our work also indicated an improving culture, with consistent role modelling of 
values based leadership behaviours from the Executive Team. Whilst the Trust’s 
self assessment also reflected a broadly similarly position regarding an improving 
culture, it could more explicitly capture the issues regarding resilience of some 
quality governance structures (particularly those overseeing patient safety and 
patient experience) and the actions being taken to address these (such as the 
establishment of an Executive-led Quality Assurance Committee and Quality 
Delivery Group). 

 

Are there clear responsibilities, roles and systems of accountability to 
support good governance and management? (KLOE 4) 

 

The Trust has clear governance arrangements at Board and committee level  
which operate effectively. This is supported by the clarity of relative roles  
between committees and broad levels of challenge and debate across the Board 
agenda. Our overarching finding in this area is that whilst the intensive 
governance arrangements currently in place were necessary and served a  
purpose at a point in time, there is now scope to review these to reduce the 
administrative/time burden they generate and to further devolve accountability in 
some areas to the Executive/Divisions. More specifically we feel there is scope to 
reduce the frequency of the Workforce and OD Committee whilst still retaining  
the value it delivers, and that a better balance could be struck by the Quality and 
Performance Committee between its focus on quantitative performance related 
assurance and more qualitative quality governance related assurance. 

 

Are there clear and effective processes for managing risks, issues and 
performance? 

 

The Trust has a clear accountability framework in place that is now well 
established and is felt to work effectively. Divisional leadership teams feel that 
the Executive strikes the right balance between challenge and support in 
performance and accountability meetings, and generally felt that expectations of 
them were clear. Risk management arrangements were widely described to have 
improved significantly over recent years and we observed a number of elements 
of good practice, including the BAF and the escalation process for risk between 
the Divisions and the Executive. 

 

We found scope to introduce more consistently effective use of the BAF across 
committees and to evolve further and develop the accountability framework to 
reduce the burden this places on Divisions administratively and introduce an 
earned autonomy model. Our findings in this area broadly align with the Trust’s 
self assessment position. 

 

Is appropriate and accurate information being effectively processed, 
challenged and acted on? (KLOE 6) 

 

We have deliberately not recounted all of the areas for improvement that the 
Trust has self identified in its self-assessment as this is clearly an acknowledged 
area where there is significant room for improvement at PHT. We would instead 
point to the need to improve the timeliness of data production (particularly 
around some quality measures) and introduce a clear plan as part of the Digital 
Strategy, to introduce and exploit a business intelligence system to support 
analytics capability and areas for further focus moving forwards. Despite this 
being an area for improvement we would point to the Integrated Performance 
Report (IPR) as an excellent example which incorporates many areas of best 
practice we often recommend elsewhere. The use of ‘balancing measures’ within 
this is particularly innovative. 

 

Are the people who use services (the public, staff and external 
partners) engaged and involved to support high quality sustainable 
services? (KLOE 7) 

 

As important context to our review it is important to note that our work did not 
involve directly seeking the views of patients or external stakeholders. 

 

Throughout our work, staff reported positively on the engagement levels from 
the Executive and their leadership teams, reflecting that this had improved 
considerably over recent years. In addition, the Trust has multiple avenues in 
place to obtain the views and feedback of staff, whether through pulse surveys 
or through the Culture Change Programme. The Trust has also invested in the 
staff wellbeing agenda and has strengthened the infrastructure which fosters 
the quality and diversity agenda over recent years. The effective use of patient 
experience information as assurance at Board and committee level is an area 
for improvement, however, we are assured that the Trust is sighted on this 
issue as the Chief Nurse is currently revising the resource, approach and 
reporting in this area. 
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Executive summary (continued)  

 

 
 

Key findings (continued) 
 

Are there robust systems and processes for learning, continuous 
improvement and innovation? (KLOE 8) 

 

The Trust has undertaken significant work over the past year to develop its 
arrangements for clinical audit and effectiveness. This has been accompanied by 
reform of incident investigation processes to refocus them on learning and 
improvement. The Trust’s self assessment correctly acknowledges the need to 
develop and deliver a QI Strategy that fosters a clear PHT approach and 
methodology and leverages the capacity and capability of the wider workforce to 
drive improvement. We understand that the Trust is currently in the process of 
appointing an improvement partner to move the QI agenda forwards over the 
coming years. 

 

Recommendations 
 

Throughout this Report we have made a number of recommendations for 
improvement (see Appendix 1), Our key recommendations include: 

 

R2: Greater focus should be placed on building leadership capability, capacity and 
resilience within Operations. In particular, the deputisation arrangements for the 
COO and the pathway for gaining experience of operating at a corporate level for 
divisional operational leaders could be explored and expanded to support this. 

 

R5: Introduce quarterly assurance reporting to the new Quality Assurance 
Committee which explicitly provides assurance on the frequency, attendance and 
functioning of the underpinning governance structures for safety, experience and 
effectiveness. 

 

R6: The Board should step back and review the frequency, duration and structure 
of Board and committee meetings with a view to lightening the burden of 
governance at this level of the organisation. This work should be undertaken with 
a view to ensuring that where appropriate, responsibility for more 
granular/operational aspects of assurance are pushed down to 
corporate/Executive level. 

 

R10: The frequency, agenda and forward cycle of the Workforce and OD 
Committee should be reviewed to ensure that the committee retains a more 
strategic focus. We would recommend introducing a quarterly cycle for this Board 
committee. 

R11: The Quality and Performance Committee should review its effectiveness 
once the new reporting arrangements are in place. This should, in particular, 
focus on whether the committee is striking a better balance of time focussed on 
operational/quantitative assurance and qualitative quality governance 
assurance. 

 

R13: Work that is underway to rationalise and reduce the size of the Divisional 
Performance and Accountability information packs should ensure that they are 
significantly more focussed and include a more balanced coverage of: 

 

— Key performance information; 
 

— Progress towards delivery of strategy, plan and objectives; and 
 

— Escalation of risks and concerns. 
 

R14: The Trust should explore whether an earned autonomy model of 
accountability could be introduced ‘in principle’ from April 2020, by using a 
threshold based model to describe the circumstances under which increased 
autonomy is offered to Divisions. 

 

R18: A plan should be developed for the procurement and implementation of a 
business intelligence platform that provides the Board with assurance as to how 
analytics capability of the Trust with be strengthened and exploited. 

 

R19: The Board should look to give patient experience assurance (including 
complaints performance) a more prominent role in Board and committee 
discussions and to bring patient experience into the considerations around 
decision-making at Board and committee level more consciously. 

 

Next steps 
 

Throughout this report we have made a number of points for the Board to 
consider. We suggest the Chair and Chief Executive, in consultation with the 
Board, reflect on the findings outlined within this Report and collectively agree a 
response to the matters raised. The Board should determine clear timelines for 
the delivery of actions required, and define a clear process to oversee the 
implementation and subsequent impact of actions undertaken. 
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Well-led framework 

Section 1: Leadership capacity and capability 

 

 

 

Is there the leadership capacity and capability to deliver high quality, sustainable care? (KLOE 1) 
 

Summary of findings in the context of the Trust’s self assessment 
Our work found significant areas of strength and improvement in relation to leadership capacity and capability, many of which were founded on a Board and Executive 
Team which are widely felt to have had a positive impact on the culture and performance of the organisation over the past 18 months. In particular, we found a 
cohesive Board with positive and supportive dynamics which fostered value adding challenge and debate and role modelled positive leadership behaviours. Our overall 
findings in this area are similar to the Board’s own self assessment position, with the main areas for focus moving forward being succession planning / building further 
resilience, and improving the visibility of leaders, particularly the Non-Executives. In addition, we found scope to develop further the role of the corporate director at 
Board to bring Executive challenge and debate into Board discussion more effecetively. 

 

1.1 Context 
 

The Trust is emerging from a period of significant financial and operational 
challenge, which coincided with equally significant turnover and reliance on 
interims in key Board positions over recent years. This has included changes at 
both Chair and CEO, and more recently changes in key Executive positions 
including at Chief Nurse and Chief Financial Officer. The Trust is (positively) now 
entering a more stable footing at Board level, particularly in Executive positions, 
where the majority of post holders are now substantive appointments (with the 
exception of the Chief Operating Officer). 

 

The Board now has a strong balance of experience across both the Executive and 
Non-Executive, with for example, the Chair and Chief Nurse bringing extensive 
experience of operating at Board level within the NHS. A consistent theme of our 
work was the frequency with which staff at all levels referenced the positive 
impact the current CEO and his team have had on the organisation. 

 

1.2 Key strengths 
 

• Our review found the Board to be a cohesive group with positive and 
supportive working dynamics. This is supported by the Board’s incorporation 
of a diverse range of skills and experience. 

 

• The Non-Executive includes a range of skills aligned to the key challenges 
faced by the organisation, including financial, strategic, information 
technology, legal and clinical. We observed this broad base of experience to 
be brought to bear effectively to effect challenge and debate. This includes 
developing first time NEDs and work to increase the diversity of the Board, 
although it is acknowledged that further steps could be taken in this area. 

 

• We observed positive examples of challenge and debate across the Board 
agenda (in both Board and committee). In our view, this effectively 
maintained a balance of focus at Board level across the quality, finance, 
workforce and operational aspects of the Trust’s strategy and performance. 

• The Board at PHT has implemented a comprehensive programme of board 
development and workshop activities focussed on the effectiveness of the 
Board and engagement in key strategic decisions and initiatives (for example 
the Culture Change Programme). We found this to have had a positive effect 
on Board cohesion and the collective level of understanding amongst Board 
members of the Trust’s strategic priorities and challenges. 

 

• We found quality to be a focal point of Board discussion, with patient flow and 
the effectiveness of the Emergency Department an area of consistent focus 
during both our observations and our review of minutes and papers from the 
past 12 months. 

 

• The Trust has recognised the need to build greater resilience across the 
leadership of the organisation in key areas and a number of steps have 
already been taken to address this issue. This includes the commencement of 
a talent mapping exercise across all leadership positions, and a commitment 
by the CEO to present an annual report to the remuneration committee 
outlining the succession planning arrangements for Executive positions. 

 

• A number of Executive portfolios have been effectively structured to build in 
high levels of resilience. We observed a clear pathway and pipeline for talent 
in both the finance and medical director portfolios (the deputisation 
arrangements for the Medical Director are particularly innovative and 
effective). The Chief Nurse has also begun to take steps to revise and 
strengthen her deputisation arrangements and portfolio in order to build 
greater resilience in nursing leadership at the Trust. 

 

• Of particular note was the high level of visibility of the CEO and Executive 
Team. This was frequently commented on as a positive feature of the current 
leadership team during our work, with most staff reflecting that the Executive 
felt ‘much more connected to the front line’ under its current leadership than 
it did in the past. 
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Well-led framework 

Section 1: Leadership capacity and capability (continued) 

 

 

 

1.2 Key strengths (continued) 
 

• Finally, it is important to acknowledge the work being done to develop and 
strengthen leadership throughout the organisation, including initiatives such 
as the ‘Beyond Boundaries’ campaign for leaders and the ‘Passport to Manage’ 
programme which were cited positively by staff during our work. 

 

1.3 Summary of areas for further focus 
 

1.3.1 Role of the corporate director 
 

• Whilst we have acknowledged the breadth of challenge and debate at Board 
and committee, we found this to originate almost exclusively with Non- 
Executive Directors (NEDs). To a degree, this is understandable given the 
time the Executive Team spends in meetings and discussions outside of the 
Board. However, in our view, it would add colour and value to Board 
discussion and debate to bring more of the challenge and debate which takes 
place between Executives outside of Board, into Board discussion and debate. 

 

1.3.2 Board experience and visibility 
 

• As part of our work, we asked Board Members about the skills and experience 
base of the current Board and where they might see this developing in the 
future in light of strategic priorities and challenges. Whilst most were clear 
that they would like to see additional clinical experience amongst NEDs when 
exploring future appointments, a number also pointed out what they felt was 
scope for greater commercial expertise to be sought looking forwards. This 
included a view that the existing commercial skills of NEDs could be better 
utilised by the organisation than is currently the case. This also aligned with 
the points made by some Executives and divisional leaders about the need for 
a more commercial focus in some areas, particularly regarding the Private 
Patients Unit. 

 

• Executives were frequently described as highly visible during our review. 
However, this was not the case in relation to Non-Executive Directors, whom 
most staff felt were not visible. This is in part a result of the lack of a 
structured Board visit programme at the time of our review and should be 
seen in the context of the heavy burden of committee and Board governance 
that places constraints on the flexibility of the NEDs time spent at the Trust. 
During our work, the Board has agreed to explore using part of its time during 
Board development days to undertake a programme of focussed visits to 
services, in which both NEDs and Executives will participate. 

1.3.3 Succession planning 
 

• Operations continues to be an area where succession planning requires 
further focus and attention. We are aware of steps being taken by the CEO to 
develop resilience in operations through recruitment, however more could be 
done to focus on the pathway for divisional leaders to build experience and 
capability which would enable them to deputise for, or operate at, Chief 
Operating Officer (COO) level in some areas. 

 

1.3.4 Role/portfolio clarity 
 

• We received some comments regarding the need for greater role clarity 
between the Medical Director, Chief Nurse and Director of Governance and 
Risk. Whilst we found no issues with dynamics between these individuals 
(who work together well), there are acknowledged areas where portfolios 
could be rationalised and brought together in some areas (for example 
regarding complaints and patient experience). We are aware that work is 
currently underway to refresh the structures that sit in these Executive 
portfolios and have therefore determined not to raise a recommendation in 
this area. 

 
 

Recommendations: 
 

R1: The Board should explore ways to bring some of the debate which takes 
place within the Executive into the Board discussions more effectively. 
One means of doing this would be to incorporate an outline of key areas 
of debate, difference of opinion and challenge that led to the final position 
when presenting/describing items at Board. It is important that this 
‘corporate director’ role is shared across the Executive and does not rest 
solely with the CEO. 

 

R2: Greater focus should be placed on building leadership capability, capacity 
and resilience within Operations. In particular, the deputisation 
arrangements for the COO and the pathway for gaining experience of 
operating at a corporate level for divisional operational leaders could be 
explored and expanded to support this. 
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Well-led framework 

Section 2: Vision and strategy 

 

 

 

Is there a clear vision and a credible strategy to deliver high quality sustainable care to people, and robust plans to deliver? (KLOE 2) 

 
Summary of findings in the context of the Trust’s self assessment 
Vision and strategy is an area of strength at PHT. The organisation’s strategy is clearly stated, was developed using a broad and effective process of engagement and is 
clearly embedded within the organisation, with high levels of awareness of the values and priorities amongst staff and good alignment in appraisal and business  
planning processes. An area of good practice observed includes the use of effective, explicit, strategic progress reports which are presented to the Board on a quarterly 
basis. The Trust was positive about its performance in this area in its self assessment, a view that our work supports. An area for further improvement is to provide 

the whole Board with a clearer picture of progress towards delivery of supporting/enabling strategies on a periodic basis as we found uncertainty at Board in some of 
these areas (for example in relation to the progress of the Digital Strategy). 

 

2.1 Context 
 

The Trust refreshed and reset its corporate strategy in 2018. The strategy is 
clearly stated and structured around the Trust’s core values of ‘Working 
Together: 

• For people; 

• With compassion; 

• As one team; and 

• Always improving’. 

The strategy was developed following widespread engagement and consultation, 
including a series of strategic development workshops held with the Board, 
enabling the whole Board to provide input into the strategy’s development. 
Board members were consistent in their praise of the clarity and structure of the 
process used to undertake this work, and in particular, cited the role of the 
Director of Strategy and Performance in leading this as an area of strength. The 
strategic priorities and objectives clearly incorporate and integrate quality, 
finance, performance and workforce as mutually supporting and interdependent 
priorities to enable the success of the organisation, a point that is reinforced 
through the use of ‘balancing measures’ in the IPR. 

 

The external environment locally is particularly important at this time for the 
Trust, given the opportunities regarding potential partnerships with other local 
providers and the development of the Portsmouth and South East Hampshire 
strategic plan with which PHT is heavily engaged. Taken in the context of closer 
working with higher education providers, there are significant strategic decisions 
being explored by the Board in relation to external partnerships and relationships 
at present. Whilst strong and effective external relationships will be important 
through this period of the Trust’s development, it is important to note that we 
have not spoken to external stakeholders as part of this review in order to 
explore or evaluate the strength of these. 

The Trust has a business planning cycle which commences in the autumn and is 
structured to seek engagement from each of the Divisions to develop their 
annual business plans in alignment with the Trust’s overarching strategic 
priorities. The Divisional leadership teams we spoke to were positive about the 
clarity with which a line can be drawn between the planning process and the 
overarching strategy. 

 

2.2 Key strengths 
 

• The process used to develop the Trust’s strategy fostered broad levels of 
engagement, with the result that staff at all levels were able to demonstrate 
consistent understanding and awareness of the Trust’s values and strategic 
priorities, and also felt positively engaged in their development. 

 

• At Board level, a quarterly strategic update report is received, which provides 
a clear and concise overview of progress towards delivery of the overarching 
corporate strategy. This is an area of good practice that we find is often 
neglected at other Trusts. 

 

• The Trust’s appraisal process is clearly aligned to the organisation’s values 
and strategic objectives. This was borne out by the 2018 staff survey results 
where the Trust scored highly in relation to appraisal being linked to values. 

 

2.3 Summary of areas for further focus 
 

• Whilst finding that the Board receives clear reporting on overarching strategic 
progress, during interview some Board Members were less clear in relation to 
progress regarding some of the supporting strategies. A notable area related 
to the Digital Strategy, with a number of those interviewed unclear where 
assurance flows were routed regarding this strategy and/or what progress  
was being made. This aligns to a broader point that there is scope to integrate 
a high level view of progress and risks towards delivery of enabling strategies 
as part of the quarterly strategy update provided to the Board. 
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Well-led framework 

Section 2: Vision and strategy (continued) 

 

 

 

2.3 Summary of areas for further focus (continued) 
 

• The business planning cycle in place at the Trust has already commenced for 
2020/21, with clear links back to the corporate strategy, incorporating many 
aspects of good practice. However, a number of the Divisions felt that the 
starting point of the cycle was overly compressed, presenting challenges in 
relation to timescales which might be overcome with a greater lead in time to 
the commencement of the process. In our own view, there is scope to 
integrate the planning cycle into the business of the Divisions/organisation 
across the whole year more effectively to help address this. 

 

 

Recommendations: 
 

R3: Further develop the quarterly strategic update report to incorporate a high 
level overview of progress/risks towards the delivery of key supporting 
strategies (for example the Digital Strategy). 

 

R4: Explore ways of more clearly integrating the annual business planning 
cycle into the business as usual activities of the Divisions throughout the 
calendar year. 
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Well-led framework 

Section 3: Culture 

 

 

 

Is there a culture of high quality. Sustainable care? (KLOE 3) 

 
Summary of findings in the context of the Trust’s self assessment 
There are a number of indicators which point towards an improving culture at PHT, particularly around openness and raising concerns. These include: a high rate of 
incident reporting compared to peers; improved staff survey results in relation to appraisals, raising concerns and fairness which are now above average in a number 
of areas; and Freedom to Speak Up arrangements which have received national recognition. The feedback we received from staff during our work also indicated an 
improving culture, with consistent role modelling of values based leadership behaviours from the Executive Team. Whilst the Trust’s self assessment also reflected a 
broadly similarly position regarding an improving culture, it could more explicitly capture the issues regarding resilience of some quality governance structures and the 
actions being taken to address these (such as the establishment of an Executive-led Quality Assurance Committee and Quality Delivery Group). 

 
 

3.1 Context 
 

A number of staff we spoke to described a culture, as recently as three years 
ago, which was not values led and was described as a ‘blame culture’ or ‘fear of 
failure’. This aligns with CQC reports from 2018 which describe a number of 
issues regarding organisational culture, including behaviours amongst staff in 
some areas of the Trust (CQC rated the Trust ‘requires improvement’ in the 
caring domain in October 2018). 

 

The previously perceived ‘blame culture’ is an area which the Trust has actively 
addressed through new, learning-focussed incident reporting and review 
arrangements, Freedom to Speak Up arrangements which have been recognised 
nationally and fostering a more inclusive leadership culture. This can be seen to 
have had a positive impact on the culture of openness at the Trust in both NRLS 
data, which now shows the Trust to be a high reporter of incidents and the most 
recent staff survey, where PHT scored above average for staff feeling 
comfortable raising concerns. 

 

A Culture Change programme is in place aimed at continuing the progress made 
to address the contextual issues described above and focus on staff wellbeing. 
This programme is promoted and overseen at Board level, which was observed 
to provide both leadership and continued focus on this area as a priority for the 
Trust. We also observed the Board focussing time and challenge on the staff 
wellbeing agenda during our observations as part of discussions with divisional 
attendees. This aligns with an intensified focus on the wellbeing agenda over the 
past 12 months, with an expanded offer for staff which includes access to a 
counselling service, the Oasis centre, mindfulness training and the use of 
Schwartz rounds. 

3.2 Key strengths 
 

• The Board, and in particular the Executive Team, were widely praised for 
‘leading by example’ and for displaying leadership behaviours which clearly 
align to the Trust’s values. This was felt by many we spoke with to have had a 
positive impact on the organisation and the extent to which staff feel able to 
approach and raise concerns to those in leadership positions. The above point 
fits into a wider view put forward by staff that they work in an organisation 
with an ‘improving culture’. 

 

• A wide range of initiatives are in place (and were referenced by staff) to 
promote the Trust’s values and create a connection between leadership and 
the workforce’s wellbeing, including: 

 

• Hidden heroes; 
 

• Pride of Portsmouth awards; 
 

• Weekly CEO message; 
 

• Team brief; and 
 

• The Working Together programme 
 

• The Board meeting we observed clearly focussed a significant part of its time 
and discussion on the provision of high quality care. Significant time was  
spent in Board and in the Quality and Performance Committee discussing the 
approach to improving the performance of, and experience for patients in, the 
Emergency Department. Quality was also a focus of discussions in the Finance 
and Investment Committee, where business cases were challenged regarding 
their impact on quality and patient experience. 
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Well-led framework 

Section 3: Culture (continued) 

 

 

 
3.2 Key strengths (Continued) 

 

• Of particular note is the high level of clinical engagement at PHT. This was 
commented on positively at all levels and was notable in our discussions with 
divisional leadership teams and our committee observations. 

 

3.3 Summary of areas for further focus 
 

• We understand that some of the key corporate fora related to patient safety 
and patient experience have not been meeting consistently over the past year 
and have experienced challenges in relation to their attendance and reporting 
arrangements. Whilst this is a concern, it is positive that the Trust is sighted 
on and is acting on this issue by establishing an overarching, Executive-led 
Quality Assurance Committee and Quality Delivery Group. This should, if 
implemented effectively, help to provide greater rigour and oversight of the 
totality of the quality governance agenda, and enable the Quality and 
Performance Committee to operate more strategically. 

 

• Acknowledging the positive point above, it will be important that the Trust 
actively monitors the quality governance arrangements in place corporately 
which sit directly below the new Quality Assurance Committee to ensure that 
they meet regularly, remain quorate and operate effectively moving forwards. 

 

• Having made a point earlier about a generally ‘improving culture’ being 
reported by staff, we did receive some feedback that there remained work to 
do in order to ensure that leaders at divisional level consistently displayed 
positive leadership behaviours and that more widely, when staff behave 
contrary to the Trust’s values, they are more visibly and consistently held to 
account. Board members and particularly Executives were able to 
demonstrate that they are clearly sighted on the need for further 
improvement in this area and see the Culture Change Programme as a key 
plank of the work being undertaken to bring about further improvement. As a 
result we have not raised a recommendation in this area. 

 

Recommendations: 
 

R5: Introduce quarterly assurance reporting to the new Quality Assurance 
Committee which explicitly provides assurance on the frequency, 
attendance and functioning of the underpinning governance structures 
for safety, experience and effectiveness. 
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Well-led framework 

Section 4: Good governance 

 

 

 

Are there clear responsibilities, roles and systems of accountability to support good governance and management? (KLOE 4) 
 

Summary of findings in the context of the Trust’s self assessment 
The Trust has clear governance arrangements at Board and committee level which operate effectively. This is supported by the clarity of relative roles between 
committees and broad levels of challenge and debate across the Board agenda. Our overarching finding in this area is that whilst the intensive governance 
arrangements currently in place were necessary and served a purpose at a point in time, there is now scope to review these to reduce the administrative/time burden 
they generate and to devolve accountability in some areas to the Executive/Divisions. More specifically we feel there is scope to reduce the frequency of the Workforce 
and OD Committee whilst still retaining the value it delivers, and that a better balance could be struck by the Quality and Performance Committee between its focus on 
quantitative performance related assurance and more qualitative quality governance related assurance. 

 

4.1 Context 
 

A number of the longer standing Board Members described a ‘lack of governance’ 
as a significant feature of PHT as an organisation as recently as two years ago. 
The Board appointed a Director of Governance and Risk in response to this and 
implemented an enhanced and intensive set of governance and oversight 
arrangements, to introduce a greater degree of grip and control in order to 
enable the organisation's recovery. These arrangements include: 

 

• A monthly Board meeting with additional monthly Board workshops; 
 

• A monthly committee cycle including a Workforce and OD Committee, 
Quality and Performance Committee, and Finance and Infrastructure 
Committee (in addition to the statutory committees such as the Audit and 
Remuneration/ Nominations Committees); 

 

• Trust Leadership Team meetings; 
 

• Restructured Divisions with leadership triumvirates; and 
 

• A monthly programme of Divisional Performance and Accountability 
Reviews. 

 

These enhanced arrangements have clearly served a purpose, with performance 
across many areas having improved (with the notable exception of the 
Emergency Department and Patient Flow) and the Trust is now on a more 
sustainable workforce and financial footing. 

 

4.2 Key strengths (general) 
 

• In broad terms, we observed strong and consistent governance arrangements 
across the Board and committee structure. Cover sheets are clear and well 
used, the purpose of papers is well understood, agendas are well organised 
and clear, and strategically aligned forward cycles of business are in place for 
the Board and Committees. 

 

• Significant credit was attributed to the Director of Governance and Risk for 
the key role she has played in delivering robust governance arrangements by 
interviewees at all levels. 

 

• We also found committee terms of reference to be indicative of many 
elements of good practice and as a result found limited overlap or duplication 
of effort across committees. The holding of periodic meetings of all committee 
chairs was widely cited as a value adding initiative which helped develop a 
collective understanding of relative roles of committees between committee 
chairs and helped to ensure complete coverage of assurance. 

 

• Finally, we found that papers across Board and committee meetings were of a 
generally high standard. However, as is the case with many NHS Trusts, there 
remains scope to further focus papers on the key issues that require the 
Board’s attention to reduce the size of Board and Committee paper decks. 

 

4.3 Summary of areas for further focus (general) 
 

• We acknowledge that the heavy burden of governance in place at PHT was a 
necessary and effective reaction to the circumstances the current Board were 
faced with two years ago. However, now that the organisation is on a more 
sustainable footing with a clearer strategy and more robust governance 
arrangements, there is significant scope to review this to ensure it continues 
to be fit for purpose for current and future circumstances. 

 

• In our view there is a need to review the number and frequency of Board and 
committee meetings in order to reduce the proportion of Executive and Non- 
Executive time spent in meetings and, where appropriate, push the more 
granular and operational aspects of assurance being considered down to 
executive level oversight and delivery structures. A number of Board Members 
shared this view and would like an open discussion about how this could be 
taken forward as part of a Board development workshop. 
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Well-led framework 

Section 4: Good governance (continued) 

 

 

 

4.3.1 Board 
 

• Our observation of the Board and our interview discussions found positive 
evidence of broad, strategic and value adding challenge. Challenge was well 
received and responded to in an open and constructive manner by the Executives 
(and Non-Executives who occasionally engage in challenge and debate as a 
group). 

 

• As previously stated, the governance of the Board is well organised and clear, 
whilst papers are generally of a high standard which facilitates its effective 
functioning. However, Board meetings at PHT often run across lunch and take up 
the large part of a whole working day (the Board we observed ran to over five 
hours in duration). Given the amount of workshop and development time which 
takes place in addition to formal Board meetings, there is scope to review this 
and bear down on the duration of meetings. In our experience of undertaking 
such work, the effectiveness of Board and committee meetings noticeably begins 
to fall off after around three hours. We therefore find scope to reduce the 
duration of Board meetings and the frequency of development/ workshop 
sessions at PHT. 

 

• Aligned to the above point is our observation that the Board has yet to strike the 
right balance between receiving/hearing assurance information and active 
challenge, discussion and debate. In the meeting we observed, the Board spent a 
significantly greater proportion of its time in ‘receiving’ rather than discussion 
mode and we would question whether this drives the greatest value from 
available Board time. 

 

• Finally, whilst it is good practice that Non-Executive committee chairs report 
assurance into the Board from their respective committees, we feel that the 
impact and effectiveness of this could be significantly improved towards both 
brevity and driving greater discussion and debate. At present the approach is 
highly narrative in form and includes a level of detail that overlaps with the role  
of the Executive. In our experience a short, concise, single page escalation report 
which highlights the top two or three areas of significant assurance, and the top 
two or three risks or concerns for discussion, has greater impact and tends to 
drive more debate and discussion at Board (through being more focussed and 
allowing more time for debate). 

 

4.3.2 Committees 
 

• We found the Finance and Infrastructure Committee (F&IC) to be effective 
and well chaired, with high levels of engagement from all members and 
attendees. Its forward cycle of business is clear and well aligned to the BAF and 
strategic priorities. We would point out its handling and scrutiny of the BAF as 
good practice which the other committees at PHT could model moving forwards. 

 
• The effectiveness with which the F&IC is able to report and escalate assurance 

into Board is constrained by current scheduling arrangements. In order to 
provide the most up to date information possible to the Board, the Trust has 
arranged scheduling such that the F&IC often takes place on the day prior to 
the Board meetings. This presents challenges for the Chair in feeding 
effectively into the Board, and for Executives in updating assurance papers, 
which have been subject to scrutiny at F&IC, ready for the Board. The Trust 
should work towards creating a gap of at least three working days, but ideally 
five working days, between the committee and Board meeting. The most 
productive means of achieving this would be through bearing down on the 
close-down date for finance and performance data packs. 

 

• Finally, in regard to the F&IC, we feel more could be done to improve and 
standardise the way in which its sub-groups report assurance into the 
committee. At present this is inconsistent, and in some instances provides 
limited assurance and does not effectively drive discussion and debate. The 
introduction of a standard assurance and escalation template would be an 
effective means of addressing this issue. 

 

• The Board clearly values the Workforce and OD Committee and collectively 
feels that given the degree to which the Trust’s performance and  
sustainability is reliant upon effectively addressing and managing workforce 
challenges, a committee overseeing this agenda is important. However, some 
Board members questioned whether a monthly committee was necessary and 
whether some of the focus of the committee was overly operational. 

 

• Whilst there are clearly areas of strategic focus at the Workforce and OD 
Committee, our own review and observation also found issues regarding a 
tendency towards an operational focus in the papers and debate taking place. 
In our view, a quarterly cycle for this committee would be sufficient to enable 
time for receipt of strategic assurance and would help to lift the committee 
out of the monthly operational cycle of more HR focussed matters. 

 

• The Quality and Performance Committee (Q&PC) is highly regarded by all 
Board members who consistently reported that they had high levels of trust in 
its work and felt the assurance reported by it into Board was clear, concise  
and value adding. Significant praise was reserved for the Chair of this 
committee, and our own observation also found the committee to be well 
chaired. We also found impactful and insightful challenge and debate to take 
place at the Q&PC, particularly regarding operational pressures and their 
interdependencies with measures of quality. 
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Well-led framework 

Section 4: Good governance (continued) 

 

 

 

4.3.2 Committees (continued) 
 

• Having quality and performance assurance within the same committee 
structure is positive in that it enables assurance across the interdependent 
agendas to be seen in the round, rather than separately in silos. We observed 
some positive examples of triangulation and challenge of these 
interdependencies during our review. 

 

• However, it is important to acknowledge the challenge of achieving balance of 
time afforded to the quality and operational performance agenda that 
combining the two areas within a single committee presents. Our observation 
and interviews found that an effective balance in this area was not always 
effectively struck. Our review of papers and our observation found the 
committee to focus more time, discussion and debate on measurable, 
quantitative assurance than on areas of qualitative assurance, particularly in 
relation to the quality governance agenda. This has been recognised by the 
Chief Nurse and Medical Director who are reforming the patient safety and 
experience reporting presented to the committee to help address this issue.  
At the time of our review this remained under development. 

 

• As previously referenced in this report, the work planned to create an 
Executive-led oversight group across the quality governance agenda (to be 
called the Quality Delivery Group), should help to support Q&P to achieve 
greater balance of focus between the IPR and quality governance assurance 
reporting. It should also help reduce the membership of the Q&P Committee 
to bring even greater focus to debate. Again it should be noted that at the 
time of our review these changes remain a work in progress. 

 

• Finally, it was not clear where policies and guidelines are reviewed and 
approved within the current corporate governance structure. As a result, we 
feel it would be helpful for the Trust to agree and document the process for 
ensuring that policies and guidelines are up to date and aligned to national 
and local guidance. 

 

4.3.3 Divisional structure 
 

Whilst all those spoke to were positive about the need for and impact of the 
divisional restructure in 2018, a number of both Executives and other staff we 
interviewed commented that they felt Maternity did not have a high enough 
profile in the current divisional structure and questioned whether its current 
positioning supported effective escalation up through the Trust's governance 
structures. Similarly, both Executives and Divisional teams commented on the 
low profile of the Private Patients Unit (PPU) and the need for its location in the 
structure and its commercial leadership to be reviewed and refocussed. 

 
Recommendations: 

 

R6: The Board should step back and review the frequency, duration and 
structure of Board and committee meetings with a view to lightening the 
burden of governance at this level of the organisation. This work should 
be undertaken with a view to ensuring that where appropriate, 
responsibility for more granular/operational aspects of assurance are 
pushed down to corporate/Executive level. 

 

R7: There is scope to make committee reporting into Board more concise 
and value adding. A standardised one page template should be 
introduced to drive this and a more clearer expectation established that 
this assurance escalation should drive active debate at the Board (see 
example at appendix 4). 

 

R8: The Trust should review its committee scheduling to ensure that at least 
three working days elapse between committee and Board meetings. This 
will require work to bear down on the monthly data close down date  
over time, as part of the Digital Strategy. 

 

R9: A standardised assurance reporting template should be introduced for 
committee sub-groups to standardise and improve the effectiveness with 
which they report assurance goes up to committee level. 

 

R10: The frequency, agenda and forward cycle of the Workforce and OD 
Committee should be reviewed to ensure that the committee retains a 
more strategic focus. We would recommend introducing a quarterly cycle 
for this Board committee. 

 

R11: The Quality and Performance Committee should review its effectiveness 
once the new reporting arrangements are in place. This should, in 
particular, focus on whether the committee is striking a better balance of 
time focussed on operational/quantitative assurance and 
quantitative/quality governance assurance. 

 

R12: The Executive Team should consider the points raised regarding the 
positioning of both maternity and the PPU within the current divisional 
structures to determine whether this is optimal in terms of both 
effectiveness and profile/visibility. 
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Are there clear and effective processes for managing risks, issues and performance? 
 

Summary of findings in the context of the Trust’s self assessment 
The Trust has a clear accountability framework in place that is now well established and is felt to work effectively. Divisional leadership teams feel that the Executive 
strikes the right balance between challenge and support in performance and accountability meetings, and generally felt that expectations of them were clear. Risk 
management arrangements were widely described to have improved significantly over recent years and we observed a number of elements of good practice, including 
the BAF and the escalation process for risk between the Divisions and the Executive. We found scope to introduce more consistently effective use of the BAF across 
committees and to evolve and develop the accountability framework further to reduce the burden this place on Divisions administratively and introduce an earned 
autonomy model. Our findings in this area broadly align with the Trust’s self assessment position. 

 

5.1 Context 
 

The Trust restructured its Divisions and accountability arrangements in 2018 and 
these have now been in place for over a year, which has given them time to 
embed and to begin to demonstrate progress. Those interviewed at all levels 
were positive about the divisional restructure and the positive impact it has had 
on clarity of leadership and accountability arrangements at the Trust. 

 

At Divisional level, the framework in place has developed standardisation and 
consistency in relation to governance, with consistent leadership structures, 
governance structures, agendas and reporting in place at this level. 

 

The interface between the Executive and Divisions is clearly outlined in the 
Performance Accountability Framework and incorporates many aspects of good 
practice. The monthly performance review cycle has now been in place for some 
time and as a result is well embedded and there is a clear understanding of what 
is required of Divisions in terms of reporting and escalation. 

 

5.2 Key strengths 
 

5.2.1 Accountability 
 

• A Divisional Performance and Accountability Review cycle is in place, which is 
described in the Performance and Accountability Framework. We consider 
such accountability arrangements to be good practice and the fact that they 
are so clearly documented is a strength of current governance arrangements 
at the Trust. Divisional leadership teams felt that the accountability meetings 
with the Executive struck the correct balance between holding them to 
account for delivery and providing the opportunity to reflect and seek support 
where needed. 

• Divisional teams are clear about the relative routes for reporting and 
escalation of concerns, whether via the performance review meetings or 
through other governance structures to oversee performance and recovery in 
specific areas (for example related to financial recovery or urgent care). 

 

• The Trust has implemented a ‘heatmap’ process which seeks to triangulate 
metrics across the performance, quality and workforce agenda to identify 
arising and/or interdependent concerns at ward and service level. This is 
overseen corporately with good engagement from the Divisions. We consider 
this to be good practice which we do not often see being used as effectively in 
other organisations with which we work. It is important to note that the Chief 
Nurse is currently in the process of developing a Ward Assurance and 
Accreditation programme which should eventually incorporate the heatmap 
process currently in place. 

 

5.2.2 Risk 
 

• The Trust has clear arrangements at corporate level for risk management and 
particularly for oversight of strategic risk via the BAF. The content and 
structure of the BAF incorporates elements of good practice and the Board has 
been clearly engaged in its content and development. We also observed some 
good, impactful discussion using the BAF in committee meetings, particularly 
in the F&IC. 

 

• More broadly, risk registers are consistently and regularly received and 
reviewed across the Divisions, with escalation via the performance and 
accountability meetings. This process was found to work effectively upon 
review, with all involved clear as to the routes of escalation. 
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Well-led framework 

Section 5: Managing risks and performance (continued) 

 

 

 

5.3 Summary of areas for further focus 
 
5.3.1 Accountability 

 

• Whilst Divisions were positive about the clarity and tone of the accountability 
arrangements currently in place, they consistently reflected that these were 
overly burdensome, both due to their frequency, the size of the reporting 
requirements placed on them and the manual nature of building the reporting 
which is required for the Divisional Performance and Accountability Reviews. 
Our own review found the information packs for these meetings to be large 
(running to around 100 slides), and we find significant scope to reduce this to 
a more focussed presentation of performance and progress towards delivery 
of planned objectives. 

 

• We are aware that the Director of Strategy and Performance is in the process 
of revisiting and revising the accountability meeting information packs as part 
of the business planning cycle for 2020/21, and that new reporting 
arrangements should go live from April 2020. It will be important that this is a 
more focussed presentation and that a balance is achieved between 
presenting: 

 

• Key performance information; 
 

• Progress towards delivery of strategy, plan and objectives; and 
 

• Escalation of risks and concerns. 
 

• A point to acknowledge here is the intention to create an 
information/performance business partner in each division to aid with the 
current burden of producing performance information and analysis. 

 

• Finally on this point, there is scope to further develop accountability 
arrangements towards an ‘earned autonomy’ model. This is clearly already 
the intention of the Executive team members who discussed some of their 
plans for this during our interviews. We feel it would be helpful to set out a 
framework for earned autonomy, that sets out clear thresholds which trigger 
the offer of increased autonomy to Divisions, ready for the 2020/21 
performance year. 

• We found scope for clearer expectations to be established in relation to 
governance and accountability at Care Group level. Whilst some Divisions 
have mirrored the accountability arrangements between themselves and the 
Executive at Care Group level, this was not consistently the case. As a result, 
we found governance and accountability arrangements for Care Groups to 
vary in structure, frequency, core agenda and membership. It would be 
helpful for the Trust to extend the current Performance and Accountability 
Framework to include an outline description and expectation of the 
governance (and accountability) arrangements that should be in place as 
standard at Care Group level. 

 

 
5.3.2 Risk 

 

• Whilst we observed some good examples of committees using the BAF, this 
was not consistent across our observations (with limited evidence that it  
drove debate at Workforce and OD and Q&P Committees). It would be helpful 
to standardise the expectations of committees in relation to the BAF to ensure 
it forms a more consistent part of discussion and debate. 

 

• Under current corporate governance arrangements there is no a place where 
operational analysis and assurance from the risk register is considered ‘in the 
round’ and in its totality, as this is currently done division by division at the 
Divisional Performance and Accountability Meetings (and quarterly through 
presentation of the corporate risk register as part of the Q&P Committee 
agenda). There is scope to ensure that this role is integrated into either the 
Quality Assurance Committee or the Quality Delivery Group which are 
currently under development. 

 

Recommendations: 
 

R13: Work that is underway to rationalise and reduce the size of the Divisional 
Performance and Accountability information packs should ensure that 
they are significantly more focussed and include a more balanced 
coverage of: 

 

• Key performance information; 
 

• Progress towards delivery of strategy, plan and objectives; and 
 

• Escalation of risks and concerns. 
 

R14: The Trust should explore whether an earned autonomy model of 
accountability could be introduced ‘in principle’ from April 2020, by using 
a threshold based model to describe the circumstances under which 
increased autonomy is offered to Divisions. 
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Well-led framework 

Section 5: Managing risks and performance (continued) 

 

 

 

5.3 Summary of areas for further focus (continued) 
 

 

Recommendations: 
 

R15: Two clear questions should be introduced at each committee regarding 
the BAF in order to drive consistency as to its use and greater impact of 
its discussion at Board. We would recommend using: 

 

1. What information have we considered as part of our agenda that 
provides us with assurance related to this strategic risk? (If none or 
insufficient then what do we expect/need to receive on future 
agendas to provide us with assurance); and 

 

2. On the basis of the information we have received as a committee, 
how assured are we that this strategic risk is being managed 
effectively? (Are we communicating significant, partial or limited 
assurance to the Board and on what basis). 

 

R16: The role of receiving and providing corporate level oversight of the risk 
register as a whole should be discharged by one of the operational 
corporate governance structures planned or in place (such as the new 
Quality Assurance Committee). 
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Well-led framework 

Section 6: Information 

Is appropriate and accurate information being effectively processed, challenged and acted on? (KLOE 6) 

Summary of findings in the context of the Trust’s self assessment 
We have deliberately not recounted all of the areas for improvement that the Trust has self identified in its self-assessment as this is clearly an acknowledged area 
where there is significant room for improvement at PHT. We would instead point to the need to improve the timeliness of data production (particularly around some 
quality measures) and introduce a clear plan as part of the Digital Strategy, to introduce and exploit a business intelligence system to support analytics capability and 
areas for further focus moving forwards. Despite this being an area for improvement we would point to the Integrated Performance Report (IPR) as an excellent 
example which incorporates many areas of best practice we often recommend elsewhere. The use of ‘balancing measures’ within this is particularly innovative. 

6.1 Context 

The Board acknowledges that the organisation started from a difficult position 
regarding information management and technology (IM&T) systems, capability 
and capacity two years ago. As a result, a Chief Information Officer has been 
appointed and a Digital Strategy developed to begin the process of transforming 
the organisation’s IM&T capability. This strategy is overseen by the F&IC   
through formal quarterly assurance reporting. The Board recognised through its 
self-assessment that under-investment in the IM&T agenda over many years has 
resulted in the Trust being at a low level of digital maturity in comparison with  
its peers. The Board and Executive have clearly identified this as a priority area 
for improvement. 

6.2 Key strengths 

• The Board routinely receives an IPR which has integrated an overview of key
performance metrics across workforce, performance, quality and finance. This
incorporates many aspects of good practice and as such is one of the better
IPRs we have seen in use in the NHS. In particular, we would point to the use
of narrative support to provide context for the data and the use of ‘balancing
measures’ to enable the Board to see the impact of improved and
deteriorating KPIs on interdependencies as areas of excellent practice and
innovation.

• The Board has clearly been engaged collectively in the development of the
IPR and Non-Executives were positive about the degree to which they have
been asked to contribute their views to the content and presentation of the
IPR. Again we would see this as good practice and would expect the Board to
take an annual view as to what changes it would like to see in the reported
information.

• Despite the starting point of the Trust regarding digital maturity, a number of
initiatives have been progressed to improve access to information and
analytics to support service delivery. These include introduction of the
‘minestrone’ and ‘Bedview’ systems in the past year.

6.3 Summary of areas for further focus 

• The heatmap is a useful tool to identify issues and areas for focus as
described earlier in this report, however, its capacity to do so effectively is
hampered by the delay in production of timely data to support it (which is two
months old at the point of use). There is an acknowledged need, in relation to
the heatmap and broader information used to monitor quality and delivery of
the quality priorities, to undertake work to reduce the time horizon for
production of key data in order that it is more timely.

• The Board acknowledges its challenges in relation to information and is in the
process of merging the information and performance teams into a single
informatics function. We view this as an appropriate step which will bring the
Trust into line with many other organisations with which we work.

• Whilst the Trust is clearly aware of its challenges and has put much time and
focus into the development of the Digital Strategy, we found a need for
greater clarity in relation to the Trust’s plans regarding the informatics and
analysis agenda, particularly around how a business intelligence platform will
be selected and implemented to reduce the reliance (and time spent) on
manual manipulation of data to produce analysis.

Recommendations: 

R17: Expedite work to bring forward the availability and timeliness of data 
(particularly across some quality measures) to enable more effective use 
of the heat map, and to support the effective introduction of the ward 
accreditation system currently in development. 

R18: Develop a plan for the procurement and implementation of a business 
intelligence platform that provides the Board with assurance as to how 
analytics capability of the Trust with be strengthened and exploited. 
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Well-led framework 

Section 7: Stakeholder engagement 

 

 

 

Are the people who use services (the public, staff and external partners) engaged and involved to support high quality sustainable 
services? (KLOE 7) 

 
Summary of findings in the context of the Trust’s self assessment 
Throughout our work, staff reported positively on the engagement levels from the Executive and their leadership teams, reflecting that this had improved considerably 
over recent years. In addition, the Trust has multiple avenues in place to obtain the views and feedback of staff, whether through pulse surveys or through the Culture 
Change Programme. The Trust has also invested in the staff wellbeing agenda and has strengthened the infrastructure which fosters the quality and diversity agenda 
over recent years. The effective use of patient experience information as assurance at Board and committee level is an area for improvement, however, we are assured 
that the Trust is sighted on this issue as the Chief Nurse is currently revising the resource, approach and reporting in this area. 

 

7.1 Context 
 

As important context to our review it is important to note that our work did not 
involve directly seeking the views of patients or external stakeholders. 

 

7.2 Key strengths 
 

• The Trust has a number of well established mechanisms for seeking the views 
of patients and engaging them in service development. This includes the 
establishment of a Patient and Carer Collaborative and the use of patient 
representatives across a number of key fora such as the Mortality Review 
Group. There are also plans to establish patient representatives on a number 
of Care Group level fora (for example on a Maternity Steering Group). 

 

• The Board receives a patient story as the first item on its agenda 6 times 
annually and integrates a ‘patient experience’ section, including metrics, into 
the IPR (incorporating indicators such as the Family and Friends Test). 

 

• We received consistently positive feedback from staff during our review that 
staff engagement and the wellbeing agenda were priorities for the current 
leadership and that visibility and engagement from the Executive Team has 
noticeably improved over recent years. This programme of staff engagement 
is extensive and includes amongst many other initiatives; roadshows, trolley 
dashes and back to the floor visits, improved communications from the CEO, 
and the Culture Change Programme, which has a clear focus on wellbeing and 
routinely seeks feedback from staff as an integral part of its approach. 

 

• The Trust uses pulse surveys in addition to the National NHS Staff Survey to 
obtain more timely and regular feedback from staff which is good practice. 
This information clearly reports through to the Workforce & OD Committee 
from an assurance perspective and is actively discussed and debated. 

• A range of fora have been established over the past two years to advocate for 
the equality and inclusion agenda including BAME, disability and LGBTQ+ 
networks. 

 

 
7.3 Summary of areas for further focus 

 

• Whilst we acknowledge that significant patient experience activity is taking 
place across the Trust, we feel more could be done to synthesise this 
information to present more useful and impactful assurance reporting to the 
Board and committees. Our observation found that patient experience was 
limited as to its presence in discussion and debate at Board and committees 
particularly in relation to decision making. This is already acknowledged by 
the Board and the Chief Nurse, who is currently leading work to strengthen 
the oversight of the patient experience agenda and improve the quarterly 
reporting on patient experience which is presented to the Q&PC. 

 

• Complaints performance (in relation to response times) is poor and has 
remained so for a sustained period. We were surprised that this did not 
receive more focus/attention or profile in Board and committee reporting 
during our observations. Clearer and more focussed patient experience 
reporting at Board and committee level should help to address this. 

 
 

Recommendations: 
 

R19: The Board should look to give patient experience assurance (including 
complaints performance) a more prominent role in Board and committee 
discussions and to bring patient experience into the considerations 
around decision-making at Board and committee level more consciously 
. 
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Well-led framework 

Section 8: Learning, innovation and quality improvement 

 

 

 

Are there robust systems and processes for learning, continuous improvement and innovation? (KLOE 8) 
 

 
Summary of findings in the context of the Trust’s self assessment 
The Trust has undertaken significant work over the past year to develop its arrangements for clinical audit and effectiveness. This has been accompanied by reform of 
incident investigation processes to refocus them on learning and improvement. The Trust’s self assessment correctly acknowledges the need to develop and deliver a  
QI Strategy that fosters a clear PHT approach and methodology and leverages the capacity and capability of the wider workforce to drive improvement. We understand 
that the Trust is currently in the process of appointing an improvement partner to move the QI agenda forwards over the coming years. 

 

 

8.1 Context 
 

The Trust had previously faced some challenges in relation to its clinical audit 
programme but has revised its arrangements across the clinical effectiveness 
agenda to establish a clear point of leadership in the form of a Deputy Medical 
Director and a Clinical Effectiveness Committee to steer the NICE, clinical audit 
and clinical effectiveness agenda. This has been consistently meeting for the past 
6 months and has a established a clear annual plan of audit for the Trust. 

 
8.2 Key strengths 

 
• We observed clear reporting and assurance in relation to the clinical 

effectiveness agenda during our review and effective leadership to have been 
exercised in relation to improving the Trust’s governance in relation to the 
clinical audit agenda by the Medical Director. 

 

• The Trust has an outline approach to Quality Improvement (QI) and has 
implemented a number of initiatives to develop capability and expertise 
across the Divisions and care groups, this includes the establishment of QI 
fellows in a number of Care Groups / service lines. 

 

• The Trust reviewed its incident reporting and investigation arrangements in 
2018 which led to the implementation of a new approach to investigation and 
a revised panel process which is now more clearly focussed on identifying 
learning and communication/dissemination of learning. We received positive 
feedback from staff about the openness and accessibility of this process. 

 

• The Trust has a robust mortality review processes in place and clear reporting 
on learning from deaths to committee and Board. Significant progress can be 
shown to have been made in relation to mortality rates at the Trust over 
recent years. 

• PHT performs well in research measures such as trial recruitment and has 
partnered with local higher education providers on research and technology 
initiatives. The Trust has also partnered with Northumbria Healthcare in 
relation to developing innovations and opportunities in the commercial space. 

 
8.3 Summary of areas for further focus 

 
• The main area for further focus and attention in relation to learning and 

improvement relates to the Quality Improvement agenda. Staff and the Board 
relayed a degree of confusion as to what the organisation’s offer in relation to 
QI is, what methodology it fosters and what the overall package of QI at PHT 
looks like. This included some uncertainty in some areas as to where support 
/ advice could be obtained. 

 

• This is an acknowledged area for development by the Board and we 
understand that the Trust is currently in the process of appointing a QI 
partner, and that the intention is to develop a detailed implementation plan to 
engage the organisation in the development of a more comprehensive 
approach to QI moving forwards. We have not raised recommendations on  
this point as the Trust already has plans to take forward the development and 
delivery of a QI Strategy. 
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KLOE Recommendation 
 

 
 
 

1 

R1:  The Board should explore ways to bring some of the debate which takes place within the Executive into the Board discussions more effectively. One 
means of doing this would be to incorporate an outline of key areas of debate, difference of opinion and challenge that led to the final position when 
presenting/describing items at Board. It is important that this ‘corporate director’ role is shared across the Executive and does not rest solely with the 
CEO. 

R2:  Greater focus should be placed on building leadership capability, capacity and resilience within Operations. In particular, the deputisation 
arrangements for the COO and the pathway for gaining experience of operating at a corporate level for divisional operational leaders could be 
explored and expanded to support this. 

 

 
2 

R3:  Further develop the quarterly strategic update report to incorporate a high level overview of progress/risks towards the delivery of key supporting 
strategies (for example the Digital Strategy). 

R4:  Explore ways of more clearly integrating the annual business planning cycle into the business as usual activities of the Divisions throughout the 
calendar year. 

 

3 
R5:  Introduce quarterly assurance reporting to the new Quality Assurance Committee which explicitly provides assurance on the frequency, attendance 

and functioning of the underpinning governance structures for safety, experience and effectiveness. 

 
 
 
 
 
 
 
 
 
 
 

4 

R6: The Board should step back and review the frequency, duration and structure of Board and committee meetings with a view to lightening the burden 
of governance at this level of the organisation. This work should be undertaken with a view to ensuring that where appropriate, responsibility for 
more granular/operational aspects of assurance are pushed down to corporate/Executive level. 

R7: There is scope to make committee reporting into Board more concise and value adding. A standardised one page template should be introduced to 
drive this and a more clearer expectation established that this assurance escalation should drive active debate at the Board (see example at appendix 
4). 

R8: The Trust should review its committee scheduling to ensure that at least three working days elapse between committee and Board meetings. This will 
require work to bear down on the monthly data close down date over time, as part of the Digital Strategy. 

R9: A standardised assurance reporting template should be introduced for committee sub-groups to standardise and improve the effectiveness with which 
they report assurance goes up to committee level. 

R10: The frequency, agenda and forward cycle of the Workforce and OD Committee should be reviewed to ensure that the committee retains a more 
strategic focus. We would recommend introducing a quarterly cycle for this Board committee. 

R11: The Quality and Performance Committee should review its effectiveness once the new reporting arrangements are in place. This should, in particular, 
focus on whether the committee is striking a better balance of time focussed on operational/quantitative assurance and quantitative/quality 
governance assurance. 

R12: The Executive Team should consider the points raised regarding the positioning of both maternity and the PPU within the current divisional structures 
to determine whether this is optimal in terms of both effectiveness and profile/visibility. 
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KLOE Recommendation 

 
 
 
 
 
 
 
 
 

 
5 

R13: Work that is underway to rationalise and reduce the size of the Divisional Performance and Accountability information packs should ensure that they 
are significantly more focussed and include a more balanced coverage of: 

 

Key performance information; 

Progress towards delivery of strategy, plan and objectives; and 

Escalation of risks and concerns. 

R14: The Trust should explore whether an earned autonomy model of accountability could be introduced ‘in principle’ from April 2020, by using a threshold 
based model to describe the circumstances under which increased autonomy is offered to Divisions. 

R15: Two clear questions should be introduced at each committee regarding the BAF in order to drive consistency as to its use and greater impact of its 
discussion at Board. We would recommend using: 

 

1. What information have we considered as part of our agenda that provides us with assurance related to this strategic risk? (If none or insufficient 
then what do we expect/need to receive on future agendas to provide us with assurance); and 

 

2. On the basis of the information we have received as a committee, how assured are we that this strategic risk is being managed effectively? (Are 
we communicating significant, partial or limited assurance to the Board and on what basis). 

R16: The role of receiving and providing corporate level oversight of the risk register as a whole should be discharged by one of the operational corporate 
governance structures planned or in place (such as the new Quality Assurance Committee). 

 

 
 

6 

R17: Expedite work to bring forward the availability and timeliness of data (particularly across some quality measures) to enable more effective use of the 
heat map, and to support the effective introduction of the ward accreditation system currently in development. 

R18: Develop a plan for the procurement and implementation of a business intelligence platform that provides the Board with assurance as to how 
analytics capability of the Trust with be strengthened and exploited. 

 
7 

R19: The Board should look to give patient experience assurance (including complaints performance) a more prominent role in Board and committee 
discussions and to bring patient experience into the considerations around decision-making at Board and committee level more consciously. 
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Glossary of terms 
 
 

 

BAF Board Assurance Framework 
 

BAME Black And Minority Ethnic Groups 
 

BMs Board Members 
 

COO Chief Operating Officer 
 

F&IC Finance and Infrastructure Committee 
 

IM&T Information Management and Technology 
 

IPR Integrated Performance Report 
 

KPI Key Performance Indicator 
 

NEDs Non-Executive Directors 
 

NICE National Institute for Health and Clinical Excellence 
 

PHT Portsmouth Hospitals NHS Trust 
 

PPU Private Patients Unit 
 

Q&PC Quality and Performance Committee 
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Appendix 3  

 

 

Basis of this Review 
 

 

The enclosed Report has been prepared principally from information supplied by and obtained from discussions with the Board, staff, and stakeholders and a review of 

documentation pursuant to the scope of the work agreed in the engagement letter dated 2 August 2019. You are responsible for determining whether the scope of our 

work specified is sufficient for your purposes and we make no representation regarding the sufficiency of these procedures for your purposes. If we were to perform 

additional procedures, other matters might come to our attention that would be reported to you. This Report should not be taken to supplant any other enquiries and 

procedures that may be necessary to satisfy the requirements of the recipients of this Report. You will appreciate that our work was not designed to identify all matters 

that may be relevant to you and this Report is not necessarily a comprehensive statement of all weaknesses which may exist in the governance of the organisation or of 

all improvements which may be made, 
 

Our work, which is summarised in this Report, has been limited to matters which we have identified that would appear to us to be significant within the context of the 

scope. In particular, this Review will not identify all of the gaps that exist in relationship to the Trust’s approach to governance; rather the review will seek to consider 

performance in the areas outlined in the scope and to identify the most material gaps or areas where insufficient evidence may give rise to the identification of material 

gaps in the future. 
 

We have not undertaken a detailed review of the skills, competencies and expertise of individual Board and Committee Members. Further, we have not undertaken: a 

detailed review of the effectiveness or appropriateness of the governance structure or framework; management information; the level of company secretarial resources; 

the IT systems; or the appropriateness of any strategy or risk document. 
 

This work does not constitute an internal audit in accordance with relevant UK Chartered Institute of Internal Auditors – UK and Ireland Standards and Guidance. As 

agreed with you in our engagement letter, unless otherwise stated in our Report, we have not sought to verify the information contained herein nor to perform the 

procedures necessary to enable us to express an audit opinion on any of the financial or non-financial information contained in this Report. Indeed, as you will 

appreciate, much of the additional, non-financial information contained in this Report cannot be subjected to audit or otherwise independently verified. 
 

This Report has been prepared in accordance with the terms of our contract with Portsmouth Hospitals NHS Trust dated 2 August 2019 (“the Contract”), and is subject to 

the restrictions on use specified in the Contract. No party other than Portsmouth Hospitals NHS Trust is entitled to rely on this Report for any purpose whatsoever and   

we accept no responsibility or liability to any party other than Portsmouth Hospitals NHS Trust in respect of the contents of this Report. Should you wish to make this 

Report available or communicate it to any other party you will require our prior written permission, which will not be unreasonably withheld. All copyright and other 

proprietary rights in the Report remain the property of Deloitte LLP and any rights not expressly granted in these terms or in the Contract are reserved. This Report and its 

contents do not constitute financial or other professional advice. Specific advice should be sought about your specific circumstances. To the fullest extent possible,  both 

Deloitte LLP and Portsmouth Hospitals NHS Trust disclaim any liability arising out of the use (or non-use) of the Report and its contents, including any action or decision 

taken as a result of such use (or non-use). 
 

This Report is dated 20 December 2019 and may only be relied upon in respect of the matters to which it refers. In relying upon this Report, you agree that we have no 

responsibility to and we will not perform any work subsequent to the date of the Report nor to consider, monitor, communicate or report the impact upon governance 

arrangements of any events, circumstances or inaccuracies which may in future occur or may come to light subsequent to the date of the Report (“Subsequent Events”). 

Page 66 of 149



Page 67 of 149



Page 68 of 149



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
This document is confidential and it is not to be copied or made available to any other party. Deloitte LLP does not accept any liability for 
use of or reliance on the contents of this document by any person save by the intended recipient(s) to the extent agreed in a Deloitte LLP 
engagement contract. 

 
If this document contains details of an arrangement that could result in a tax or National Insurance saving, no such conditions of 
confidentiality apply to the details of that arrangement (for example, for the purpose of discussion with tax authorities). 

 
Deloitte LLP is a limited liability partnership registered in England and Wales with registered number OC303675 and its registered office at 1 
New Street Square, London, EC4A 3HQ, United Kingdom. 

 
Deloitte LLP is the United Kingdom affiliate of Deloitte NSE LLP, a member firm of Deloitte Touche Tohmatsu Limited, a UK private company 
limited by guarantee (“DTTL”). DTTL and each of its member firms are legally separate and independent entities. DTTL and Deloitte NSE LLP 
do not provide services to clients. Please see www.deloitte.com/about to learn more about our global network of member firms. 

 
© 2020 Deloitte LLP. All rights reserved. 

Page 69 of 149

http://www.deloitte.com/about


Page 70 of 149



 

 

2020 – Trust Board and Committees Diary 

 

DATE MEETING TIME VENUE 

 

                              March 
17th  Finance and Infrastructure Committee 11:00 THQ 
18th Workforce and Organisational Development Committee 14:00 THQ 
19th Quality and Performance Committee 09:30 THQ 
23rd Audit Committee 09:00 E Level 
25th  Trust Board 08:30 Oasis Centre 

                               April 
21st  Finance and Infrastructure Committee 11:00 E Level 
22nd Quality and Performance Committee 09:30 E Level 
22nd Charity Board of Trustees 15:00 THQ 
27th Audit Committee (internal) 09:00 THQ 
29th Trust Board Development Day 09:00 Cosham Baptist 

                                May 
18th  Audit Committee (NOTE: approval of Annual Report) 09:00 E Level 
18th  Workforce and Organisational Development Committee 14:00 E Level 
20th  Finance and Infrastructure Committee 11:00 THQ 
22nd  Quality and Performance Committee 09:30 THQ 
27th  Trust Board 08:30 Oasis Centre 

                               June 

16th Finance and Infrastructure Committee 11:00 E Level 
22nd Quality and Performance Committee 09:30 E Level 
24th Trust Board Development Day 09:00 Lecture Theatre 

                               July 
13th Audit Committee 09:00 E Level 
21st  Finance and Infrastructure Committee 11:00 E Level 
22nd Quality and Performance Committee 09:30 E Level 
23rd Charity Board of Trustees 13:00 TBC 
29th Trust Board 08:30 Oasis Centre 

                              August 
17th Workforce and Organisational Development Committee 14:00 THQ 
18th  Finance and Infrastructure Committee 11:00 E Level 
20th  Quality and Performance Committee 09:30 E Level 

                           September 
23rd  Quality and Performance Committee  

(NOTE: provisional time) 
08:30 E Level 

23rd  Finance and Infrastructure Committee 12:00 E Level 
30th  Trust Board 08:30 Oasis Centre 

Page 71 of 149



 October 
5th Trust Board Development Day 09:30 E Level 

12th Audit Committee 09:00 E Level 
20th Finance and Infrastructure Committee 11:00 E Level 
22nd Quality and Performance Committee * 09:30 E Level 
22nd Charity Board of Trustees * 10:00 TBC 

* DIARY CLASH TO BE RESOLVED

   November 
17th Finance and Infrastructure Committee 11:00 E Level 
18th Workforce and Organisational Development Committee 14:00 THQ 
19th Quality and Performance Committee 09:30 E Level 
25th Trust Board 08:30 Cosham Baptist 

   December 
17th Quality and Performance Committee 09:30 E Level 
22nd Finance and Infrastructure Committee 11:00 E Level 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

Date of Meeting: 22ND JANUARY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 26TH FEBRUARY 2020 

Chair: CHRISTINE SLAYMAKER 

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

Agenda Item 
Number: 

035.20 

Appendix 1: Agenda 

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

Agenda 
item 

Items of particular note:

004.20 Freedom to Speak Up 

The committee received a report from the Freedom to Speak Up Guardian covering Q2 of 2019/20. The 
number of referrals received by the service in this quarter had been 16 and these were spread across 
the Trust, with no one clinical area predominant. Two of the reports related to patient safety and had 
been fed back appropriately.  

In terms of emerging themes, exit interviews had been identified as an area for further research and 
this would be referred to the Retention Working Group to discuss and identify any key issues arising.  

The Freedom to Speak Up Action Plan had been updated to incorporate recent guidance. In particular, 
the National Guardian’s Office had updated its advice for NHS Trusts and this would be fed back to 
Trust Board via the Director of Governance and Risk. 

005.20 Workforce Integrated Performance Report and Metrics 

The Director of Workforce and OD presented the IPR for December 2019 for consideration by the 
committee before submission to the Board. The establishment has increased by 1 post over the 
previous month; bank and agency fill rates declined slightly in December 2019. This was in line with 
expectations given seasonal patterns; there had also been a very positive level of bank fill regarding 
medical staff (54.5%); staff turnover has decreased again and is now at 11.3%; sickness absence 
remains consistent at 3.8%. The benefits of the overseas nursing recruitment programme were 
becoming established, with only 28 posts from the original 250 for the first year remaining unfilled. As a 
result, this had caused the overall vacancy rate across the Trust to decrease (6.6%, with a rate of 5.1% 
for band 5 nurses). Compliance with the appraisals process stood at 86.7%. 

Enclosure Number 

5 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

006.20 
 

Workforce Strategy – quarterly update 
 
The Director of Workforce and Organisational Development updated the Committee on progress made 
since the strategy’s publication in Spring 2019. Sub-Committees had been established to support the 
Workforce and Organisational Development Committee in its oversight of the three key aims. A tracker 
outlining progress made on the actions arising had also been created and provided as part of the 
agenda papers. 

 

007.20 
 

Recruitment and Retention 
 
The Deputy Director of Workforce provided an update on recruitment and retention activity including   
the recent establishment of an Instagram account for recruitment. The use of analytics from the Trust’s 
Facebook account was being agreed with the Communications Team to support activity on Facebook as 
the Trust’s recruitment agency (ASG) will be undertaking  paid advertising on the platform. 
 
Planning for 2020/21 was intending to embed the successes of the international nursing recruitment 
campaign through further investment in both overseas nurses and medics. An audit had confirmed 
previous findings that the timeliness of terminating employee’s salaries continues to be an issue. This 
was being addressed through various methods including the team brief process and performance 
reviews.  
 
There had been four Datix events and the committee was advised of the learning from each incident.  

 

008.20 
 

Medical Job Planning 
 
The Deputy Medical Director advised the committee that new resource management software was 
being rolled out with training being provided to staff.  
Job planning commenced on 26th November 2019 and business planning sessions had been co-
ordinated to ensure job and business planning were clearly linked, with individual and team job plans 
properly aligned. A Planning Committee would convene in March 2020 to analyse the success of this 
alignment; divisions would place all their information on the new system by this date to support that 
analysis. 

 

009.20 
 

Equality, Diversity and Inclusion 
 
The Organisational Development Manager provided an update for the previous two quarters of 
2019/20. The review of the Equality, Diversity and Inclusion (EDI) Improvement Plan was underway, 
aiming to ensure it focused on key strategic objectives. The LGBT Staff Network had been launched in 
September 2019 and had appointed its Chair and Vice Chair, having established its terms of reference 
and key priorities. The Disability Network had two co-chairs and an Executive Sponsor (Director of 
Workforce and Organisational Development). The network’s vision, purpose and key priorities were 
formalised, with a focus on raising awareness of the network, reaching out to medical staff and the 
establishment of the Health Passport within the Trust. Finally, the Black and Minority Ethnic (BAME) 
Network had held three meetings and had a very positive celebration of Black History Month. 
 
The Workforce Race Equality Standard (WRES) had been reported, with the findings included in the 
improvement plan. Recent surveys had indicated that the experience of BAME staff at the Trust had 
improved since the reporting of the WRES. Meanwhile, A Model Employer (the strategy intended to 
increase BAME representation at senior levels within the NHS) was being considered as part of the 
Trust’s recruitment policies with a draft implementation plan having been created. Reverse mentoring 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

had also been introduced into the Beyond Boundaries Programme (an initiative aimed at encouraging 
BAME staff to take managerial positions). Actions relating to A Fair Experience For All (a review of over 
representation of BAME employers in disciplinary processes) were being developed. The associated 
policies were to be updated and there are plans to increase representation of BAME staff amongst 
investigating officers.  
 
The findings from the Workforce Disability Equality Standard (WDES) are being discussed with members 
of the Disability Network to consider next steps.  
 
The Passport to Manage included unconscious bias training whilst the Trust’s Leadership Summit had 
involved a focus on inclusive leadership with very positive feedback. Finally, the Trust would become a 
alumni member of the NHS Employers Diversity and Inclusion Partners Programme in March 2020, 
having worked alongside it since June 2018. 
 

010.20 
 

Workforce Cost Improvement Schemes 
 
The Deputy Director of Workforce reported that £5 million of the planned £10.75 million in savings had 
been identified. A variety of schemes and areas had been explored, with planning for 2020 – 21 
underway. Three key opportunities for future efficiencies had been identified, namely: 
 
• Agency spend and premium payments; 
• Clinical support; and 
• Budgeted staffing (e.g. digital outpatients) 
 
The Director of Workforce and Organisational Development reminded the committee that despite the 
apparent shortfall in the reported scheme, the whole CIP associated with workforce had been reflected 
in the budget setting process. 

 

011.20 
 

Pension Update 
 
The Director of Workforce and Organisational Development updated the committee on the current 
status relating to the pension taxation issue. Following the national concern raised, NHS England and 
Improvement had signalled that for this year, they would take exceptional action and confirmed that  
any pension liability incurred within the NHS pension scheme for staff who are clinically active would be 
reimbursed at the point of retirement. This has been implemented through a legally binding 
commitment outlined in a letter to all NHS trusts; the implications for the Trust would be managed via 
the relevant governance processes. As this change is technically a change to terms and conditions for 
some staff, it was appropriate that this be noted at the Workforce and OD Committee and escalated to 
the Trust Board for information on 29th January 2020. 

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

011.20 The national approach to the pension taxation issue. 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

Wednesday 22th January 2020 
14:00 – 16:30 

E Level Boardroom, Education Centre, Queen Alexandra Hospital 
A G E N D A    

 
Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
001.20 

 
14.00 

 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

002.20 14.05 Minutes of the last meeting – 20th November 2019 Y Chair 

003.20 14.08 Matters Arising/Summary of Agreed Actions Y Chair 

004.20 14.10 Freedom to Speak Up Y FTSUG 

005.20 14.20 
Workforce Integrated Performance Report and 
Metrics 

To follow DWOD 

006.20 14.35 Workforce Strategy – quarterly update Y DWOD 

007.20 14.50 Recruitment and Retention Y DWOD 

008.20 15.05 Medical Job Planning  Y DWOD 

009.20 15.35 Equality, Diversity and Inclusion Y ODM 

010.20 15.50 Workforce Cost Improvement Schemes Y DDW 

011.20 16.05 Pension Update Y DWOD 

012.20 16.15 Receipt of Board Assurance Framework Y DWOD 

013.20 16.20 

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 

014.20 16.25 

 

Items to be raised with Trust Board 
 

N 
Chair / 
DWOD 

 

015.20 
 

16.28 Any Other Business 
 

N 
 

All 

 

016.20 
 

16.00 Record of Attendance 

 

Y 
 

Chair 

 
 

 
 

Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Wednesday 18th March 2020 at 14:00, in Trust HQ 
Meeting Room, Level F, QAH 

 
N 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report QUARTERLY REPORT ON SAFE WORKING HOURS: 
DOCTORS AND DENTISTS IN TRAINING 

Board / Committee TRUST BOARD – 26TH FEBRUARY 2020 
Agenda item 
number 

037.20 

Executive lead John Knighton – Medical Director 

Author Dr Philip Young – Guardian of Safe Working 

Date report written 16th January 2020 

Action required Noting 

Executive summary This is the quarterly Guardian of Safe Working report to advise the Board that the 
Trust is complying with its requirements of the terms and conditions of Doctors 
and Dentists in training.  This report includes Trust Doctors. 
This is the report for Quarter 3; October, November and December 2019 

 Quarter 3 saw an increase in the overall number of exception reports
submitted by juniors doctors after the Guardian of Safe Working and Medical
Director attended the Junior Doctor Forum to encourage and support the
process

 Vacancies have increased from  quarter 2 to quarter 3

 Additional shift requests have reduced during this quarter as has bank fill

Appendices 
attached 

None 

Recommendations Trust Board is requested to note this report. 

Next steps The following actions will be taken after consideration of this report: 
a) Implementation plan to be followed including weekly monitoring

meetings to ensure compliance and progress

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 

Enclosure Number 

6 
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Compliance / 
Regulatory 
Implications 

The role of Guardian of Safe Working Hours was mandated as part of the 
negotiations for junior doctors’ contracts, and sits independently from Trust 
management. 

Quality Impact 
Assessment 

PATIENT SAFETY: Minor Change – Positive  
OPERATIONAL PERFORMANCE: Minor Change – Positive / Negative 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Minor Change – Positive 
STAFF: Minor Change – Positive  

Equality Impact 
Assessment 

 No equality implications. 
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Introduction 

The 2016 Terms and Conditions of Service for Doctors and Dentists in Training introduced a 
requirement for a Guardian of Safe Working role to reassure junior doctors and employers that 
rotas and working conditions are safe for doctors and patients.  The Guardian of Safe Working 
oversees the work schedule review process and seeks to address concerns relating to hours 
worked and access to training opportunities.  They support safe care for patients through 
protection and prevention measures to stop doctors working excessive hours and have the power 
to levy financial penalties where safe working hours are breached. 

A requirement of the Terms and Conditions is for the Guardian of Safe Working to submit a report 
to the Trust Board quarterly. 

For the purpose of this report the levels of doctors are split into: 

FY1 –Foundation Year 1 (doctors in their first year of training after medical school)  
SHO – Senior House Officer (doctors in Foundation Year 2 and Core or Specialty training levels 1 – 
2 (level 3 in Emergency Medicine and Paediatrics)  
SpR – Specialty Registrar (doctors in Specialty training levels 3 and above (level 4 in Emergency 
Medicine and Paediatrics)   

High level data 

Number of doctors / dentists in training (including Trust Doctors): 

598 posts (558.3 WTE) 
492 Deanery 106 Trust (WTE: 452.3 Deanery 106 Trust) 

Amount of time available in job plan for Guardian: 1 PA (4 hours) per week 

Exception reports  

Table 1: Exception reports and reason: 
Total number of exception reports raised 80 
Working Hours 75 
Education 5 

Table 2:  By Grade 
Grade Number of reports raised 
FY1 22 
SHO 40 
SpR 18 

This represents an overall increase of 29 reports from the previous quarter, although 20 less than 
the same time last year.  Of note is the significant increase of reports from SpRs, these are from two 
specialties only which would indicate specific issues. One specialty will be completing a diary 
exercise in January 2020 to identify the concern so it can be addressed; the other is due to a lack of 
trainees in post. The number of reports relating to education remains low although is increasing. 
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Table 3: By Specialty 

Specialty Q3 – reports raised Q2 – reports raised 

AMU SHO 3 0 

Cardiology FY1 0 1 

Cardiology SHO 1 0 

ED SHO 1 2 

ED SpR 0 1 

ENT SHO 0 3 

Gastroenterology FY1 2 4 

Gastroenterology SHO 2 0 

General Medicine/Diabetes FY1 0 1 

General Medicine/Diabetes SHO 1 0 

Haem/Onc SHO 0 2 

Older Persons Medicine FY1 3 0 

Older Persons Medicine SHO 10 9 

Ophthalmology SHO/SpR 0 1 

O&G SHO 6 0 

Paeds SpR 3 0 

Psych East Hants SHO 6 2 

Renal SHO 2 0 

Renal SpR 15 0 

Respiratory FY1 4 14 

Trauma and Orthopaedics FY1 0 1 

Trauma and Orthopaedics SHO 4 7 

Urology FY1 13 0 

Since the previous quarter, there has been a reduction in reports submitted for Respiratory FY1 and 
Orthopaedics SHO.  This quarter has seen an increase in reports from Renal SpR and Urology FY1.  
Neither department have had a change in staffing on the rota pattern. There have been difficulties 
with extended weekend working for the Urology FY1 which the department is aware of and seeking 
to resolve. The Renal SpR rota is non resident on call (NROC) and the department plan to meet the 
trainees and determine exactly what the issues are. This may lead to a further Work Schedule 
Review. Older Persons Medicine SHO remains an area of concern although staffing levels have 
improved from December 2019.  

Table 4: By Rota (5 highest reported) 
Rota Number of reports raised 
Renal SpR 15 

Urology FY1 13 

Older Persons Medicine SHO 10 

Psych East Hants SHO 6 

Respiratory FY1/ Trauma and Orthopaedics SHO 4 

Work Schedule Reviews 

None required for  Quarter 3 2019 – potential for work schedule review of Renal SPR rota as noted 
above. 
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Locum data 
Table 4: Temporary shifts 

Month 
Number of shifts 

requested 

Number 

of shifts 

filled by 

bank* 

Number of 

shifts filled 

by locum** 

Number of 

shifts filled 

by Agency 

Number of 

shifts filled 

Number of 

shifts not 

filled 

October 19 1069 231 535 143 909 160
November 19 889 214 432 114 760 129
December 19 943 176 465 95 736 207

*Bank staff are workers that have been identified by Bank Partners as 'Bank Only' i.e. temporary staff

**Locum staff are workers that have been identified by Bank Partners as 'Multi-Post Holder' i.e. substantive 

staff with a Bank contract 

The overall monthly number of shifts requested has reduced over this quarter with higher numbers 
in December which is to be expected over changeover time and due to the Christmas break. The 
number of shifts being filled with Agency doctors reduced as the percentage filled by Locum 
continues to increase each month.  This has resulted in the number of unfilled shifts remaining on 
average at a similar level to last quarter with the exception of December.  The December figure is 
similar to the same time last year. 

Vacancy Report 
Summary 
Number and percentage of posts vacant during this period 

Month Overall 

October 19 57.3 (8.5%) 

November 19 58.0 (8.6%) 

December 19 65.0 (9.6%) 

Fines 

The terms and conditions allow the Guardian of Safe Working to levy fines on departments in 
exceptional circumstances when a department has not been able to address issues and concerns on 
doctors working hours both rostered and actual, within safe working limits. 

None of the exception reports warranted fines during Quarter 3. 

Version 8 of the 2016 Terms and Conditions published December 24 2019 extends the breaches for 
which fines may be levied and amends the Guardian fine to a 4x multiplier of the 2019 NHSI locum 
rate. 
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Guardian Comments 

There has been a small increase in exception reports Q3 compared to Q2 but as noted this remains 
below the equivalent period for the previous year. 

60 junior doctors have had their weekend enhancement uplifted due to the change in Terms and 
Conditions.  

Number of 
doctors 

Rota’s involved Change 

20 ED SHO and NICU SpR 10% uplifted to 15% 

26 Resp SHO, ED CT3, NICU SHO, Paeds SpR, ED SpR, ITU SpR 7.5% uplifted to 10% 

14 Diabetes SPR, Gastro SpR, Haem Onc SHO, AMU SHO, Max 
Fax SpR 

4% uplifted to 5% 

213 junior doctors have had their weekend enhancement element changed but without an increase 
in salary.  
119 junior doctors have had no change to their weekend enhancement element. 

Amendments to the terms of the 2016 contract have been agreed between the BMA and NHS 
Employers. These changes are staggered but all will need to be complete by August 2020. There are 
significant implications for the way trainees are rostered and all departments will need to review 
and if necessary amend rosters to reflect the changes.  Work is in progress to access the impact of 
these changes and the resources necessary to ensure full implementation. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

The following papers: 

 Response to Care Quality Commission Inspection Report
 Infection Prevention Annual Report 2018 - 19 

Will be discussed at the Quality and Performance Committee meeting on 20th February 2020. 

The Committee’s feedback (to follow) will include commentary on these items. 

Enclosure Number 

7 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report RESPONSE TO CARE QUALITY COMMISSION INSPECTION 
REPORT  

Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 20TH FEBRUARY 2020 

Agenda item 
number 

019.20 

Executive lead Lois Howell – Director of Governance & Risk 

Author Lois Howell – Director of Governance & Risk 

Date report 
written 

13th February 2020 

Action required Approval 

Executive 
summary 

As previously discussed at the Trust Board, the CQC has now published its reports 
on the comprehensive and well led inspections carried out at the Trust in 
October and November 2019.     

The report includes 17 actions the Trust must take address to address identified 
breaches of the Health & Social Care (Regulated Activities) Regulations 2014, and 
40 actions the Trust should improve compliance with the regulations.    

In respect of some of the breaches identified, the Commission has issued a draft 
Warning Notice requiring the Trust to take action concerning. 

The report sets out details of the actions to be taken in respect of each of the 
‘must-do’ items identified in the report.  The action plan will be updated in a 
monthly basis and reported to the Committee.  

The report also identifies how the Trust will respond to other issues addressed in 
the CQC’s report. 

Appendices 
attached 

Appendix A – Action plan 

Recommendations The Committee is recommended to approve the first iteration of the action plan, 
and plans for monitoring the required improvements.  

Next steps The Trust will develop and implement plans to address the identified regulatory 
breaches, and apprise the CQC of the progress of those plans.   
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Links to Corporate Objectives (Please ) 

    

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 

    

Links to Board 
Assurance 
Framework 

BAF 1, 2, 3, 5, 6, 8, 11, 14, 15, 16, 17, 23 

Links to Board Risk 
Register 

BRR 1, 3, 6, 16, 17, 19, 23, 24, 32, 

Compliance / 
Regulatory 
Implications 

The improvement of the Trust’s CQC rating, and in particular the Good rating for 
use of resurces, is likely to have a positive impact on the Trust’s position on the 
NHSI Single Oversight Framework. 

Quality Impact 
Assessment 

Effective management of the risks to delivery of the Trust’s strategic objectives 
will have a beneficial impact in all areas   
PATIENT EXPERIENCE: Moderate – Positive  
PATIENT SAFETY: Moderate – Positive  
CLINICAL OUTCOME: Moderate – Positive  
OPERATIONAL PERFORMANCE: Moderate – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Moderate – Positive  
STAFF: Moderate – Positive  

Equality Impact 
Assessment 

No equality implications identified. 
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Response to the Care Quality Commission (CQC) inspection report 

 

Background 
 
1. The CQC has now published its reports on the comprehensive, well led and use of resources 

inspections carried out at the Trust in October and November 2019.  The Trust’s overall rating 
against each domain is as indicated below: 
 

Safe Effective Caring Responsive Well-led Overall 

Requires 
improvement 

↔ 

Good 
↑ 

Good 
↑ 

Good 
↑ 

Good 
↑ 

Good 
↑ 

 
2. The arrows in each box indicate whether a domain’s rating has stayed the same or improved.   
 
3. The Committee will recall that five core service were inspected: 

 Urgent & emergency services 
 Medical care including older people’s care 
 Surgery 
 Maternity 
 Outpatients 

 
4. As a result of the Commission’s findings, the Trust’s ratings in each domain and each of the services 

inspected have been reviewed and in many cases revised.  The grid setting out the Trust’s revised 
ratings in full is set out at Appendix 1, but in summary, the overall rating for each inspected service 
is as indicated below: 
 

Urgent & 
emergency 

services 

Medical care 
and older 

people’s care 

Surgery 
 

Maternity 
 

Outpatients 

Requires 
improvement 

↔ 

Good 
↑ 

Good 
↑ 

Requires 
improvement 

↔ 

Good 
↔ 

 
 
Must-do requirements 
 
5. In response to its findings that some domains in some services require improvement, the CQC has 

issued to the Trust a list of 17 requirements (‘Must-dos’) - indicators of an identified breach in 
required regulatory standards.  The must-dos are distributed as follows: 
 
 Must-dos 

Urgent & emergency services 12 
Medical care + older people’s care 0 
Surgery 1 
Maternity 4 
Outpatients 0 
Trust-wide 0 

 
6. A detailed plan to address the must-do items has been developed, and the first iteration is attached 

for the Committee’s consideration.  The Committee is asked formally to adopt the plan on behalf of 
the Trust Board. 
 

7. The plan will be updated and reported to the Committee on a monthly basis. 
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Response to the Care Quality Commission (CQC) inspection report 

 

Warning Notice 
 
8. As previously reported, in support of the list of must/should dos, the Trust has been formally served 

with a draft notice under section 29A of the Health & Social Care Act 2012.  The Notice (which as 
the date of this report has not yet been finalised) sets out the observed circumstances which led to 
the conclusion that the Trust has breached relevant regulations.  In summary the Commission’s 
concerns relate to: 

 
i. Processes and procedures for ensuring that self-presenting patients are assessed and treated 

in a timely and methodical way 
 

ii. Oversight and monitoring of the well-being of patients awaiting triage and treatment in the 
waiting area   

 
iii. The frequency and duration of delays to the handover of patients from ambulances  

 
9. The Trust has advised the Commission that in respect of matters i and ii, it is undertaking a revised 

approach to the booking-in and triage of self-presenting patients.  The impact of these changes is 
under close scrutiny, and a Plan-Do-Check-Act methodology is in use to ensure that the revised 
approach meets the needs of patients.  The safety and well-being of patients in the waiting room will 
be protected by the consistent and comprehensive implementation of a Standard Operating 
Procedure (SOP) introduced in November 2019, after the core services inspection and the 
associated verbal feedback   A comprehensive programme of audit is in development to provide 
assurance that the SOP is being followed and addressing the Commission‘s concerns effectively.  
The resulting assurance will be reported through Quality & Performance Committee along with the 
rest of the action plan.    
 

10. With regard to the concerns about delays to ambulance handovers, the Trust had already developed 
a detailed plan to reduce the number of 30-minute plus delays, and will continue the implementation 
of this plan.   A response to the Warning Notice setting out the essentials of this plan and the impact 
of its delivery will be submitted to the CQC in time for the due date of 15 February.  The Trust Board 
will be kept apprised of the position with regard to ambulance handover delays via the Integrated 
Performance Report and the CQC action plan updates.   
  

Should-do items 
 
11. The CQC’s report also included a number of ‘should-do’ items.  These will be incorporated into wider 

quality improvement programme, to be delivered via the Clinical Excellence model and framework.  
The outcomes of the Clinical Excellence framework will be discernible in improvements reported to 
the Committee and Board via the Integrated Performance Report and other relevant specialist 
reporting (for example the Patient Experience reports).   
 

Use of Resources inspection  
 
12. The Trust also underwent its first Use of Resources inspection in September 2019, as conducted by 

NHS Improvement.   The report acknowledged improvements in governance and delivering against 
this year’s financial plan, and a low cost per weighted activity unit, which places the Trust in the 
lowest cost quartile nationally.  The overall rating for the use of resources is Good.   
 

13. Areas highlighted as outstanding practice include Bedview and the Outpatient transformation 
programme. 
 

14. Areas identified for improvement include: 
 A need to continue to reduce agency spend below ceiling 
 Acceleration of Cost improvement Plan (CIP) opportunities to improve underlying deficit 
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Response to the Care Quality Commission (CQC) inspection report 

 Pursue further reduction of costs in prescribing, waste management, medical staffing, job
planning, microbiology

 Embed SLR to drive productivity and efficiency
 Improve operational performance (although it is of note that the Trust is not commissioned to

achieve RTT constitutional standards).

15. Delivery of actions to address these issues will be monitored by the Finance & Infrastructure
Committee.
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Appendix A - CQC Action Plan – Inspection report dated February 2020                               
                                                           

 
 

ED1 The trust must ensure that all staff in the emergency department complete regular mandatory training to ensure they have up to date knowledge 
relating to safe systems and processes. (Regulation 18(1)(2)(a)) 

KPIs 85% compliant in all stat / mandatory training requirements Assurance PREVENT: 
BLS: 
Fire: 
Conflict resolution: 
Overall: 

Ref Action Lead Due Update Status 

ED1.1 Establish process to review monthly data at each 
monthly performance review against trajectory for 
improvement in all areas where not compliant                                                                                          

ED Lead 
Nurse 

29.02.20 13.02.20:  Monthly meetings in diary, due to start in Mrach On 
track 

ED1.2 Establish process for sending letters of Concern to 
be sent to all members of team who do not have 
85% compliance                                                                                                                                    

ED Lead 
Nurse 

29.02.20 13.02.20:  Process agreed, due to start in Mrach On 
track 

ED1.3 Arrange local in-house training for class room 
courses – safeguarding/BLS/fire training                                                                                                                             

ED Lead 
Nurse 

31.03.20 13.02.20:  Liaising with L&D team to book sessions On 
track 

ED1.4 Focus local programmes on targeting lowest 
compliance subjects 

ED Lead 
Nurse 

30.09.20 13.02.20:  First focus will be PREVENT On 
track 

ED2 The trust must ensure that staff recognise and report all incidents. (Regulation 17(1)(2)(b)) 

KPIs 60 Minute waits all reported as incidents Assurance  

Ref Action Lead Due Update Status 

ED2.1 Trolley dashes to be completed to raise awareness  
of what should be reported as an incident   

ED Lead 
Nurse 

15.03.20 13.02.20: Governance Lead to develop suitable material and 
plan dashes 

On 
track 

ED2.2 Monthly Governance newsletter to remind all staff 
of the kind of incidents which need to be reported, 
and provide feedback on those which have been 
reported                                                                                                    

ED Lead 
Nurse 

31.03.20 13.02.20:  to be a regular item from March newsletter 
onwards 

On 
track 

ED2.3 Report all 60 minute waits in the waiting room for 
patients awaiting Pitstop/Majors assessment           

ED Lead 
Nurse 

31.03.20 13.02.20:  Need to report such incident being highlighted to 
all staff via trolley dashes and newsletter – to be embedded 
practice by end of March 

On 
track 

ED3 The trust must ensure that all patient safety risks are captured on an appropriate risk register, which must describe planned and completed 
mitigating actions. (Regulation 17(1)(2)(b)) 

KPIs All risks reviewed by required date Assurance  

Quarterly risk review meetings held  

Risk register reviewed at each Governance meeting  
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Appendix A - CQC Action Plan – Inspection report dated February 2020 

Ref Action Lead Due Update Status 

ED3.1 Immediate review of all departmental Risks ED Lead 
Nurse 

29.02.20 13.02.20:   To  be completed by Lead Nurse and Care Group  
Director 

On 
track 

ED3.2 High level risks (15+) to be discussed at every 
Divisional Governance Board  - standing agenda to 
be varied accordingly       

DND 
MUC 

29.02.20 13.02.20:  Current practice to be formalised through change 
to standing agenda 

On 
track 

ED3.3 Quarterly review of Care Group Risk Register to be 
set up – standing agenda for CG Governance 
meeting to be revised to accommodate 

ED Lead 
Nurse 

29.02.20 13.02.20:  Current practice to be formalised through change 
to standing agenda 

On 
track 

ED3.4 Trolley dashes to be completed by Governance Lead 
to raise awareness  of what should be identified as 
a risk   

ED Lead 
Nurse 

15.03.20 13.02.20:  Governance Lead to develop suitable material and 
plan dashes 

On 
track 

ED4 The trust must ensure that staff check all emergency equipment according to the trust policy. (Regulation 12(1)(2)(e)) 

KPIs Audited 95%+ compliance with daily checks of grab bags Assurance 

Audited 95%+ compliance with daily checks of resus trolley 

Ref Action Lead Due Update Status 

ED4.1 Introduce weekly audits of the daily checking of 
emergency grab bags in resus       

ED Lead 
Nurse 

29.02.20 13.02.20:  Audit tool in development On 
track 

ED4.2 Introduce weekly audits of the daily checking of 
resus trolleys      

ED Lead 
Nurse 

29.02.20 13.02.20:  Audit tool in development On 
track 

ED4.3 Introduce weekly audits of the completion of daily 
equipment checklist 

ED Lead 
Nurse 

29.02.20 13.02.20:  Audit tool in development On 
track 

ED4.4 Develop and implement programme of reminders 
for “Handover Headlines" 

ED Lead 
Nurse 

29.02.20 13.02.20:  Handover Headlines to be key vehicle for delivery 
of a range of reminders 

On 
track 

ED5 The trust must ensure that systems to ensure the ongoing monitoring of patients and to identify patients at risk of harm, or deteriorating patients, 
are consistently complied with. (Regulation 12 (1)(2)(a)(b)) 

KPIs HCSW in waiting room 100% of shifts Assurance 

Safety Check-list compliance 85%+ 

Number of incidents of unaddressed deterioration 

Three safety huddles per day plus one at night 

Ref Action Lead Due Update Status 

ED5.1 Develop audit tool for assessing completion of 
safety huddles       

ED Lead 
Nurse 

20.02.20 13.02.20:  Audit tool in development On 
track 
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Appendix A - CQC Action Plan – Inspection report dated February 2020 

ED5.2 Develop audit tool re: completion of NEWS2 
observations      

ED Lead 
Nurse 

15.04.20 13.02.20:  Audit tool in development On 
track 

ED5.3 Develop and deliver training on identification of red 
flags for reception staff 

ED Lead 
Nurse 

31.07.20 13.02.20:  Examples of good practice being sought from 
elsewhere 

On 
track 

ED6 The trust must ensure staff in the emergency department consistently comply with processes for preventing the spread of infection, including staff 
use of personal protective equipment. (Regulation 12 (1)(2)(h)) 

KPIs Hand hygiene audit scores at 95%+ Assurance 

Ref Action Lead Due Update Status 

ED6.1 Develop and implement programme of ‘sit and see’ 
audits to include IPC practice      

ED Lead 
Nurse 

15.03.20 13.02.20:   To be included in Band 7 nurse development 
programme 

On 
track 

ED6.2 Identification of further members of staff to work as 
link nurses      

ED Lead 
Nurse 

29.02.20 13.02.20:  Two new link staff in post (1 x band 6 + 1 x band 
2).  More to be recruited. 

On 
track 

ED6.3 IPC team to do trolley dashes about PPE  ED Lead 
Nurse 

31.03.20 13.02.20:  Subject to IPC team’s availability. On 
track 

ED6.4 Develop programme for quarterly peer review of 
infection control standards 

ED Lead 
Nurse 

15.03.20 13.02.20:  Other PHT departments to assist with 
observations etc 

On 
track 

ED7 The Trust must ensure care and treatment is provided in a safe way. Processes for the control of infection including cleaning must be developed to 
prevent and control the risks of infection. (Regulation 12(2)(a)(h)) 

KPIs NPSA audits scores at 95%+ Assurance 

Ref Action Lead Due Update Status 

ED7.1 Develop and implement audit programme for 
cleaning checklists 

ED Lead 
Nurse 

29.02.20 13.02.20:  Audit tool in development On 
track 

See also all actions at ED6 

ED8 The trust must assess patients for risk of development of pressure ulcers in a timely manner. (Regulation 12 (1)(2)(a)) 

KPIs Monthly audit scores at 95%+ Assurance 

Ref Action Lead Due Update Status 

ED8.1 TVN link nurse to visit EDs in other Trusts to 
observe best practice       

ED Lead 
Nurse 

15.04.20 13.02.20:  One visit completed, at least three more to be 
arranged.  

On 
track 

ED8.2 TVN team to undertake trolley dashes through ED 
providing education and awareness raising      

ED Lead 
Nurse 

29.02.20 13.02.20:  First completed 05.02.20; more planned for later 
in month 

On 
track 

ED8.3 Develop monthly audit of use of Anderson tool and 
documentation of actions taken      

ED Lead 
Nurse 

31.03.20 13.02.20:  Audit tool in development On 
track 
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ED9 The trust must develop a comprehensive audit system to provide assurance that patients’ records are appropriately completed. (Regulation 
17(1)(2)(a)(c)) 

KPIs Audit system in place and being completed Assurance  

Audit scores show 95%+ compliance with recording requirements  

Ref Action Lead Due Update Status 

ED9.1 Develop and implement Audit methodology and 
tool  

ED Lead 
Nurse 

31.03.20 12.02.20:  ED Team to discuss with Quality Team    On 
track 

ED10 The trust must take steps to ensure patients who attend the emergency department are able to access care and treatment in a timely way in the 
right setting. The trust must continue to take actions to improve flow through the department and meeting the government targets and the RCEM 
standards. (Regulation 17(1)(2)(a)) 

KPIs Average time to triage Assurance  

Ambulance handover delays  

Performance against constitutional standards  

Three safety huddles per day plus one at night   

Ref Action Lead Due Update Status 

ED10.1 Recruit and induct 2 “Urgent Care Flow” managers 
to help ensure effective flow through department 

ED Lead 
Nurse 

31.03.20 13.02.20:  Two appointments made.   On 
track 

ED10.2 Develop and implement departmental SOP for 
responding to each OPEL level 

ED Lead 
Nurse 

15.03.20 13.20.20: Draft of divisional version under consideration; to 
be adapted for departmental use 

On 
track 

See also Ambulance Handover Recovery Plan 
See also ED11.1 below 

ED11 The trust must ensure that the safety of self-presenting patients in the reception waiting area is considered. This includes, but is not restricted to, 
ensuring patients are assessed in a timely manner and ensuring there is oversight of the wellbeing of patients to identify patients that might be 
deteriorating. (Regulation 12 (1)(2)(a)(b)) 

KPIs 3rd HCSW in Waiting room for 100% of shifts Assurance  

100% Self-presenting patients triaged within 15 minutes  

0 incidents of harm arising from unaddressed deterioration  

Ref Action Lead Due Update Status 

ED11.1 Introduce revised approach to triage / booking in to 
improve awareness of time in department 

ED Lead 
Nurse 

30.06.20 13.02.20:  first iteration of new approach commenced 
12.02.20.  Series of PDSA cycles planned to review booking in 
/ navigation processes 
 

On 
track 

ED11.2 Develop and deliver training on identification of red 
flags for reception staff 
 

ED Lead 
Nurse 

31.07.20 13.02.20:  Examples of good practice being sought from 
elsewhere 

On 
track 
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ED12 The trust must ensure that patients are not accommodated in non-clinical areas which are not appropriate to meet their needs and that their 
comfort, privacy and dignity are maintained. (Regulation 12(1)(2)(d)) 

KPIs Use of corridor  Assurance  

Number of complaints / PALS contacts re: privacy & dignity  

FFT satisfaction score   

Bed occupancy rate  

Ref Action Lead Due Update Status 

ED12.1 Review non-clinical areas which are utilised as part 
of escalation plan and implement actions to assess 
for actions to mitigate impact (eg provide call bells)  

ED Lead 
Nurse 

15.03.20 13.02.20: Areas used at times of high escalation to be 
reviewed for measures which may help to mitigate impact of 
their use.  

On 
track 

See also Trust-wide Flow Plan to reduce care of patients in non-clinical areas                                              
  

See all actions at ED13 below 
 

ED13 Nursing staff must treat patients with dignity and respect. This includes protecting the dignity of patients cared for in corridor areas and those 
waiting in the reception waiting area. (Regulation 10(1)(2)(a)) 

KPIs Complaints / PALS contacts re: privacy & dignity Assurance  

FFT satisfaction score   

Ref Action Lead Due Update Status 

ED13.1 Develop and implement programme of ‘sit and see’ 
audits to improve insight and awareness 

ED Lead 
Nurse 

15.03.20 13.02.20:  Plan includes addition to the Band 7 nurse 
development day, plus 3 audits per day in Reception area 

On 
track 

ED13.2 Introduce  Patient experience champions  with 
associated customer care training 

ED Lead 
Nurse 

tbc 13.02.20:  Planning meeting with Patient Experience team 
booked week commencing 17.02.20 

On 
track 

ED13.3 Staff Experience collaborative to be established ED Lead 
Nurse 

31.05.20 13.02.20:  Model adapted from Northumbria Healthcare NHS 
FT to support improved staff experience leading to better 
patient experience 

On 
track 

ED13.4 Develop response to Healthwatch ED patient 
experience survey 

ED Lead 
Nurse 

15.03.20 13.02.20:  Report received; response in development.  
Repeat survey to be requested in autumn 2020. 

On 
track 

ED13.5 Work with Northumbria Healthcare NHS FT to co-
design patient experience standards 

ED Lead 
Nurse 

31.12.20 13.02.20:  Wider programme to commence in Q4.  ED not 
part of first wave 

On 
track 

M1 The Trust must ensure that incidents are reviewed in a timely way and risks are mitigated. (Regulation 12(2)(a)(b)) 
 

KPIs 100% completion and closure of incidents within 3 months Assurance  

100% allocation of incidents the same working day  

100% compliance with 72 hour MDT review of incidents  
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Ref Action Lead Due Update Status 

M1.1 Implement system to ensure all incidents are 
reviewed and closed within a three month period as 
per Trust policy 

Director of 
Midwifery 

31.03.20 13.02.20: 

M1.2 Implement system to ensure all incidents allocated 
to the appropriate lead on same working day basis  

Director of 
Midwifery 

31.03.20 

M1.3 Create a multi-disciplinary datix clinic to identify 
and share learning from incidents 

Director of 
Midwifery 

29.02.20 

M1.4 Explore the use of closed group social media pages 
for lessons learned 

Director of 
Midwifery 

31.03.20 

M2 The Trust must ensure that women attending the maternity assessment unit have timely assessments and care to meet their needs. (Regulation 
12(2)(a)) 

KPIs 95% women assessed within 30 minutes of arrival at MAU Assurance 

Ref Action Lead Due Update Status 

M2.1 Train all relevant staff and implement  BSSOTS 
(Birmingham Symptom Specific Obstetric Triage 
System) 

Director of 
Midwifery 

TBC by 
B’ham 
Trust 

M2.2 Review core leadership of MAU and make any 
necessary appointments 

Director of 
Midwifery 

29.02.20 

M2.3 Develop  extended competencies and SOPs for 
assessment practitioners 

Director of 
Midwifery 

31.05.20 

M2.4 Develop ACP Midwives to support medical team in 
assessment process  

Director of 
Midwifery 

31.03.21 

M3 The Trust must ensure staff have training in the use of the hoist for the pool and emergency evacuation of women from the pool. (Regulation 
12(c)) 

KPIs 100% staff trained in emergency and hoist evacuation Assurance 

85% staff compliant with update training 

0 waterbirth related safety incidents 

Ref Action Lead Due Update Status 

M3.1 Produce training video and e learning package to 
include evacuation and cleaning of the pool. 

Director of 
Midwifery 

31.03.20 

M3.2 Introduce waterbirth hoist and emergency 
evacuation training to maternity orientation for all 
midwives and midwifery support workers 

Director of 
Midwifery 

31.10.19 
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M3.3 Add bi-annual e-learning update on hoist and 
emergency evacuation to training programme 

Director of 
Midwifery 

31.03.21   

M3.4 Provide weekly hoist training as an interim measure 
to ensure immediate training is available to whole 
workforce. 

Director of 
Midwifery 

29.02.20   

M3.5 Appoint waterbirth leads (acute and community) Director of 
Midwifery 

30.04.20   

SO1 The provider must ensure all patients with airborne infections are isolated effectively in side rooms to prevent the spread of infections. (Regulation 
15(1) (c)) 

KPIs Incidence of transmission of airborne infections  Assurance  

Ref Action Lead Due Update Status 

SO1.1 Develop SOP for the management of patients with 
airborne infections   

Divisional 
Nurse 

Director 

29.02.20 13.02.20:  SOP to include identification of side room and 
removal from Bedview to prevent other use; booking of 
extra RN for 24 hours post op.   

On 
track 

SO1.2 Review the SAU and SHCU environments to ensure 
they remain fit for purpose with the incremental 
changes on-going with both services.   

Divisional 
Nurse 

Director 

31.12.20 13.02.20:  Options for consideration will include swapping 
the SAU and SHCU locations to provide access to side rooms 
within a high care setting. 

On 
track 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report INFECTION PREVENTION ANNUAL REPORT 2018/19 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 20TH FEBRUARY 2020 

Agenda item 
number 

022.20 

Executive lead John Knighton – Medical Director 

Author Kathryn Noble – Infection Prevention Manager/Analyst 

Date report 
written 

January 2020 

Action required Discussion / Noting 

Executive 
summary 

 The Infection Prevention Team continue to provide the Trust with a full range
of specialist services including; the prevention and management of healthcare
associated and multi-drug resistant infections, a specialist vascular access
service, clinical education and training, surveillance, cleaning and
decontamination expertise and water quality and safety.

 10,219 documented clinical reviews of patients were carried out by the Team
in 2018/19.

 The Team placed 817 Peripherally Inserted Central Catheters/Midlines, 125
Cannulas and carried out 847 other vascular access related interventions in
2018/19.

 The Trust had 25 cases of Clostridioides difficile infection against an objective
of 39 cases, therefore achieving its objective. This was the Trust’s lowest rate
(7.0 per 100,000 bed days) of C.difficile infection since surveillance began,
and was below the national average.

 The Trust had 3 cases of MRSA bloodstream infection, therefore did not
achieve the objective of zero cases. The Trust’s rate was in line with the
national average with a rate of 0.8 cases per 100,000 occupied bed days
(national rate 0.8).

 The Trust’s rate of MSSA bloodstream infection increased to 12.2 cases per
100,000 occupied bed days, compared to the national average of 9.6 cases.

 The Trust’s rate of E.coli bloodstream infection reduced to 21.2 cases per
100,000 bed days. This is below the national average of 22.2 cases. Likewise,
other Gram-negative bloodstream infections remained below the national
average.

 The Team carried out 349 peer-review NPSA audits in 2018/19.

 73.5% of frontline staff received the influenza vaccine compared with 70.3%
across England.

Page 99 of 149



 The microbiology department continue to oversee the Trust’s prudent
antimicrobial prescribing strategy.

Appendices 
attached 

There are no appendices to this report 

Recommendations The Committee is requested to commend this report to Trust Board. 

Next steps This report will be taken to Trust Board on 26th February 2020 as part of Quality 
and Performance Committee’s feedback. 

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 

Please list any compliance or regulatory matters addressed by this report 

Quality Impact 
Assessment 

No impact on quality. Report includes strategic plans for 2019/20. 

Equality Impact 
Assessment 

No equality implications. 
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Foreword 

  

Infection prevention, and particularly the avoidance of Healthcare Associated Infections, remain one of the Trust’s 

key safety priorities. This agenda is driven by the infection prevention team, supported by strong engagement 

across the Trust, through the bimonthly Infection Prevention Management Committee. Clinicians, Estates teams, 

Commissioners and Engie work together to ensure standards are rigorously maintained, and areas of concern are 

understood and addressed. 

 

This year, 2018-19, has seen continued pressures with bed occupancy across the Trust, but despite this, we have 

been successful in reducing the rate of C.difficile infections and maintained high standards of avoidance of other 

key HCAIs,  benchmarking well against national figures. The change in attribution of C.difficile cases going forward 

will mean more cases are attributed to PHT in future. 

 

We have again this year, through the hard work of the infection prevention team, lost almost no clinical ward 

capacity through outbreaks of infections such as Norovirus, an enviable position compared to many other 

organisations. 

 

Work has been undertaken within PHT to look at domestic cleaning standards and this will be an area of ongoing 

focus in the coming year, as new guidance is to be issued, meanwhile local audits undertaken by the infection 

prevention team continue to demonstrate high standards of domestic cleaning. 

 

Antibiotic stewardship remains a key focus for PHT and the wider healthcare community, and again we have 

worked closely with Commissioners to ensure that National targets are translated to local practice that ensure the 

best clinical decisions regarding antibiotic use.  

 

Infection prevention will remain a key safety priority across the Trust in the forthcoming year. The workload of the 

team continues to grow, but everyone is committed to maintaining the highest possible standards, working 

together for patients. 
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Executive Summary 

  

 The Infection Prevention Team continue to provide the Trust with a full range of specialist services including; 

the prevention and management of healthcare associated and multi-drug resistant infections, a specialist 

vascular access service, clinical education and training, surveillance, cleaning and decontamination expertise 

and water quality and safety. 

 

 10,219 documented clinical reviews of patients were carried out by the Team in 2018/19. 

 

 The Team placed 817 Peripherally Inserted Central Catheters/Midlines, 125 Cannulas and carried out 847 

other vascular access related interventions in 2018/19. 

 

 The Trust had 25 cases of Clostridioides difficile infection against an objective of 39 cases, therefore achieving 

its objective. This was the Trust’s lowest rate (7.0 per 100,000 bed days) of C.difficile infection since 

surveillance began, and was below the national average.  

 

 The Trust had 3 cases of MRSA bloodstream infection, therefore did not achieve the objective of zero cases. 

The Trust’s rate was in line with the national average with a rate of 0.8 cases per 100,000 occupied bed days 

(national rate 0.8). 

 

 The Trust’s rate of MSSA bloodstream infection increased to 12.2 cases per 100,000 occupied bed days, 

compared to the national average of 9.6 cases. 

 

 The Trust’s rate of E.coli bloodstream infection reduced to 21.2 cases per 100,000 bed days. This is below the 

national average of 22.2 cases. Likewise, other Gram-negative bloodstream infections remained below the 

national average. 

 

 The Team carried out 349 peer-review NPSA audits in 2018/19. 

 

 73.5% of frontline staff received the influenza vaccine compared with 70.3% across England. 

 

 The microbiology department continue to oversee the Trust’s prudent antimicrobial prescribing strategy. 
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The Infection Prevention Team 

  1.1 Team Structure 

The Infection Prevention Team (IPT) sits within the 

Corporate Services directorate. The team is accountable 

to the Director of Infection Prevention and Control 

(DIPC) who is the strategic lead for the team. The DIPC 

chairs the Infection Prevention Management Committee 

(IPMC) and reports directly to the Trust Board as part of 

the Trust’s quality and safety portfolio. This position has 

been held by Dr John Knighton since July 2017. Dr 

Caroline Mitchell, Associate Director of Infection 

Prevention and Patient Safety, continued as deputy 

DIPC. The Team are supported by a Consultant 

Microbiologist, and Infection Control Doctor, Dr Sarah 

Wyllie. During 2018/19, 2 nurses joined the IPT into 

vacated positions, and 1 military nurse was assigned to 

the Team. The priority for 2018/19 was therefore to 

ensure that these nurses were trained and supported to 

carry out the dual-role nature of the position. Moving 

into 2019/20, the clinical team members will be 

attending courses such as; Engineering Aspects of 

Infection Control and the HIS foundation course in 

infection control, in order to improve resilience within 

the Team and allow for succession planning. 

Team structure as of March 2019 below: 

 

 

 

 

 

 

 

 

 

1.2 Infection Prevention Management 

Committee 

The IPMC is the main forum for discussion concerning 

changes to policy or practice relating to infection 

prevention. The membership of the committee is multi-

disciplinary and include representation from all care 

groups and divisions, senior management and 

supporting organisations, as well as external agencies 

such as Public Health England (PHE) and Clinical 

Commissioning Groups (CCGs). The committee meets 

quarterly and is chaired by the DIPC. 

The IPMC met on four occasions in 2018/19. The 

meetings were well attended and provided a useful 

forum for discussion on healthcare associated infection 

policy and related policies and procedures within the 

Trust.  

The IPMC also monitors the risk relating to healthcare 

associated infection (HCAI) on the Trust risk register. 

During 2018/19, the rating remained at 16 due to the 

increased incidence in MSSA bloodstream infection. 

Figure 1. Team Structure 
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Registration, Inspection and 

Compliance 

Requirements 

1 
Systems to manage and monitor the prevention and control of infection. These systems use risk assessments and 

consider the susceptibility of service users and any risks that their environment and other uses may pose to them.  

2 
Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and 

control of infections. 

3 
Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and 

antimicrobial resistance. 

4 
Provide suitable accurate information on infections to service users, their visitors and any person concerned with 

providing further support or nursing/medical care in a timely fashion. 

5 
Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely 

and appropriate treatment to reduce the risk of transmitting infection to other people. 

6 
Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their 

responsibilities in the process of preventing and controlling infection. 

7 Provide or secure adequate isolation facilities. 

8 Secure adequate access to laboratory support as appropriate. 

9 
Have and adhere to policies, designed for the individual’s care and provider organisations that will help to prevent and 

control infections. 

10 
Providers have a system in place to manage the occupational health needs and obligations of staff in relation to 

infection.  

Under the Health and Social Care Act 2008, 

the Code of Practice sets out 10 criteria that the

Trust must comply with (table 1). The Care Quality 

Commission (CQC) uses this Code of Practice at

inspection to ensure providers are complying with 

infection prevention requirements to ensure that people  

who use health and social care services receive safe and 

effective care. The CQC carried out a routine inspection 

in April 2018. The inspection consisted of seven of the 

core services provided by the Trust. In May 2018, a 

further two core services were inspected, along with the 

‘is this organisation well led?’ review. Overall, the rating 

remained at requires improvement.   

With regards to infection, the following were noted; 

 Within ED and surgical services infection

prevention and control was not robust in some

areas and some equipment and premises were not

sufficiently clean.

 Within the surgical high dependency unit there

was no facility to isolate patients and therefore

there was a risk of the spread of infection.

 However, the other services controlled infection

risk well and staff kept themselves and equipment

clean.

 Critical care were found to have excellent infection

control policy and procedures.

A comprehensive action plan was initiated in response to 

the findings, and its progress monitored regularly by the 

CQC. 

Table 1. The Code of Practice Criteria 
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The Trust is compliant with National Institute for 

Health and Care Excellence (NICE) quality

standards and clinical guidelines. On behalf of the Trust, 

the IPT monitors compliance against the following quality 

standards related to infection (QS36, QS49, QS61, QS90, 

QS113). The Trust also monitors a risk related to HCAI on 

the Trust risk register. The risk remained at 16 

throughout 2018/19, due to the increased incidence of 

MSSA bloodstream infections. The mitigating actions and 

risk assessments are monitored by the risk assurance 

committee as well as the IPMC. 

The IPT reviewed and updated 4 policies in 2018/19. The 

team also consult and advise on many other Trust 

policies. 

The IPT also manage a Trust intranet page which houses a 

wide variety of resources including; infection information, 

audits and reports, and training videos. This can be 

accessed 24 hours a day by staff. An external internet 

page is also available and provides information to the 

public and visitors.  

With regards to monitoring performance, and providing 

clear and transparent information, the IPT produce a 

weekly infection prevention dashboard. This incorporates  

a number of metrics and allows staff to monitor 

performance at ward level, as well as at division or Trust 

level. In 2019/20, the IPT will look to redesign the 

dashboard to enable users to manipulate and interpret 

the data easier. 

Page 107 of 149



 

  Infection Prevention Team Activity | Annual Report 2018-2019 Infection Prevention 8 

Infection Prevention Team Activity 

  3.1 The Infection Prevention Team 

The Team consists of single and dual-role specialist 

nurses and practitioners in infection prevention and/or 

vascular access. The core functions of the Team can be 

split into 4 domains, namely;  

1. Specialist Services relating to Clinical Infection 

and Infection Prevention 

2. Specialist IV Access Services 

3. Surveillance and Epidemiology  

4. Education, Competency and Assurance 

Key activity roles include; 

 The prevention and management of healthcare 

associated infections (HCAI) and multi-drug 

resistant (MDR) infections 

 Timely isolation and the enforcement of strict 

transmission precautions for all transmissible 

infections 

 Act as an expert resource for all vascular access 

i.e., portacaths and Hickman lines etc. 

 Provide an out-of-hours, including weekends, 

specialist advice service on all elements of infection 

prevention and vascular access 

 Lead on the prevention and management of 

communicable disease outbreak e.g., Norovirus 

 Act as an expert resource in communicable 

diseases for the Occupational Health Department 

in the assessment, diagnosis and treatment of 

healthcare professionals within the Trust and 

critically assess any impact on patients as a result 

of some illness or poor health  

 The provision of an infection prevention service 

including; advice and consultation, education, and 

microbiological support to the South Central 

Ambulance Service (SCAS) 

 Specialist decontamination services ranging from 

the commissioning of all new and refurbished 

clinical areas, the compliance of the theatre 

ventilation systems and compliance of all 

endoscopy and sterile services with the required 

standards for decontamination 

 The water quality and safety schedule of work to 

ensure that the quality of water in all clinical areas 

is of the required standard appropriate for the 

wellbeing of staff, patients and visitors 

 The provision of a specialist vascular access service 

for patients through cannulation or placement of 

Peripherally Inserted Central Catheters (PICC) lines 

or Midlines, which includes education and 

competency assessment of practitioners within the 

Trust 

 Facilitate the data collection and report submission 

in line with the requirements of the national Sepsis 

CQUIN 

 The surveillance and audit of healthcare associated 

infections including ward surveillance for hand 

hygiene, environmental cleaning, device care, the 

cleanliness of medical equipment and surgical site 

infections 

 Contribute to the flu vaccine programme managed 

by the Occupational Health Department 

 The education of all substantive and temporary 

staff on hand hygiene, infection prevention and 

relevant aspects of decontamination, clinical skills 

including cannulation, blood cultures, phlebotomy, 

IV administration and central line handling 

 Act as a host for nurses in the Armed Forces, 

providing training to become specialists in infection 

prevention 

 The education of clinical skills to academic students 

on placement at PHT (Wessex Deanery, University 

Students) 

 Provide education on the basic principles of 

infection prevention for allied healthcare 

professionals and Engie staff. 
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3.2 Team Activity 

A total of 10,219 documented clinical reviews of 

patients (not including the activity within the Vascular 

Access service) were recorded by the team in 2018/19. 

The number of infectious patients increased for the 8th 

consecutive year to 5,534 (figure 2).  

The breakdown of reviews by type remains similar to 

previous years (figure 3), although the following are of 

interest; 

 The number of reviews for all types of infection 

increased, but most noticeably for those classified 

as ‘Other’. This includes a variety of drug-resistant 

organisms, which may reflect the emergence of 

such organisms in recent years. 

 The number of influenza reviews increased by 57% 

compared with 2017/18. This is due to the 

documentation associated with point of care 

testing. 

NB. Activity data for 2018/19 is slightly lower than 

expected, due to technical problems with the IPC 

Manager (VitalPAC) system following an upgrade in 

February 2019. A fix was subsequently deployed in August 

2019. 

 

 

 

 

3.3 The Vascular Access Service 

The Team continues to offer an expert and 

comprehensive Vascular Access service to the Trust.  This 

includes: 

 The placement of single, double and triple lumen 

PICC lines and Midlines  

 The insertion of complex cannulas 

 Specialist advice on line selection, placement, care 

and trouble-shooting 

 Complex phlebotomy for inpatients, outpatients 

and more recently, GP practices 

 Providing a supportive service to outpatients with 

long-term vascular access in order to troubleshoot 

early problems and prevent unnecessary admission 

(e.g., line migration, blocked lines, exit site 

infection) 

 Training, education and competency assessment 

The team received 2,243 referrals for intervention 

and assessment [2,130 2017/18] (table 2). 

Of the referrals received in 2018/19, 1,833 (81.7%) were 

accepted, following a thorough vetting process, for 

intervention/advice by the Team.  This is comparable to 

2017/18 (80.6%). 

The Team successfully placed 817 [785] PICC and 

Midlines, 125 [126] cannulas and carried out 847 [777] 

other interventions in 2018/19 [2017/18] (figure 4). 96% 

of line placements were placed successfully, mostly with 

ultrasound guidance. This is consistent with previous 

year’s activity. 
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In 2019/20, the IPT’s objectives include; 

 Update LocSSIPs for insertion of intravenous 

devices 

 Trial of a new CT rated midline to offer access to 

complex patients who require short term 

devices 

 Improve aseptic or non touch technique for 

insertion and care of intravenous devices 

 Improve documentation on VitalPAC around 

insertion and management of indwelling 

devices 

 Continue to provide cannulation service to 

support patients who may have access issues 

 Improve compliance with VIPS 

 Redesign the IV study day to include simulation 

on the administration of intravenous 

medication to better prepare nursing staff 

before they undertake supervised practice 

within a clinical setting  

  2017/18 

Total 

2018/19 

Q1 

2018/19 

Q2 

2018/19 

Q3 

2018/19 

Q4 

2018/19 

Total 

Advice 146 50 50 36 43 179 

Blocked line 159 31 51 51 44 177 

Cannula placement 217 32 56 81 69 238 

Chest X-ray check 138 36 41 44 39 160 

Infected line 16 3 1 5 1 10 

Displaced line 57 7 12 16 10 45 

Guidewire exchange 23 8 6 13 9 36 

Thrombosed vessel 1 1 0 4 1 6 

Leaking line 7 8 6 13 9 9 

Phlebotomy 47 3 3 19 17 42 

PICC placement 1083 289 267 295 266 1117 

Port access 132 31 30 31 27 119 

Other 104 21 25 33 26 105 

Total Referrals 2130 513 542 633 555 2243 

Table 2. Vascular Access Referrals  
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3.4 Public and Staff Engagement 

The IPT participated in a number of events attended by 

the public including; 

 Hand Hygiene Awareness, May 2018 

 National Nurses Day, May 2018 

 International Infection Prevention Week, October 

2018 

 Trust Open Day, October 2018 

For these events, the Team occupied a stand in the main 

atrium to promote infection prevention and public health 

messages. These events are an important opportunity to 

provide information on; hand hygiene, influenza 

awareness, environmental cleanliness, viral 

gastroenteritis, and vascular access. The Team also 

provided practical hand hygiene sessions for the public 

and gave away free tottle bottles of alcohol gel. 

3.5 Sepsis CQUIN 

Sepsis is a potentially life-threatening 

condition and is recognised as a significant 

cause of mortality and morbidity. In 

England, an estimated 37,000 deaths are 

attributed to sepsis each year. Of these, 11,000 

are estimated to be preventable. As part of the patient 

safety agenda to reduce mortality related to sepsis and 

improve patient outcomes, a national sepsis CQUIN 

(Commissioning for Quality and Innovation) was 

introduced in 2015. The CQUIN focuses on improving 

compliance with timely sepsis screening and prompt 

antibiotic administration.  

The indicator is measured by an audit of patient notes, 

which the IPT have been responsible for since the 

CQUIN’s introduction. In 2018/19, the IPT reviewed over 

1,200 sets of patient notes. 

The Trust achieved its target for sepsis screening 

throughout the year (table 3a). However, IV antibiotic 

administration for patients both arriving with sepsis, and 

those who deteriorate as inpatients, requires 

improvement (table 3b). 

 

Table 3a. 

Sepsis 
screening 

  

Emergency 

Departments and 

Acute inpatient 

settings 

Compliance 

achieved 
Target 

Compliance 

achieved 
Target 

Quarter 1 99.52% 90% 100.00% 90% 

Quarter 2 99.24% 90% 97.62% 90% 

Quarter 3 100.00% 90% 100.00% 90% 

Quarter 4 95.13% 90% 91.67% 90% 

Table 3b. 

IV antibiotic 
administration 

  

Emergency 

Departments and 

Acute inpatient 

settings 

Compliance 

achieved 
Target 

Compliance 

achieved 
Target 

Quarter 1 75.60% 90% 44.00% 90% 

Quarter 2 76.15% 90% 48.78% 90% 

Quarter 3 68.45% 90% 52.38% 90% 

Quarter 4 68.00% 90% 41.67% 90% 
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Performance against national and 

local objectives 
 4.1 Clostridioides difficile  

C.difficile infection has been subject to enhanced 

surveillance since 2007, and is reported via the PHE data 

capture system. Since 2007, national rates of C.difficile 

infection have declined dramatically. Similarly, the 

incidence rate of hospital-onset cases has declined from 

2007/8 to 2013/14 and then remained approximately 

stable to 2017/18, before declining slightly to 12.2 cases 

per 100,000 bed days in 2018/19. 

During 2018/19, PHT reported a total of 134 cases of 

C.difficile infection, compared to 143 in 2017/18. The 

pattern of case attribution returned to that seen prior to 

2017/18, with the majority of cases being identified 

either in the community, or at admission to PHT (figure 

5). The Trust objective for 2018/19 was ≤ 39 cases. PHT 

achieved this with 25 hospital-onset cases; a 

reduction of 48% from 2017/18 [48 cases]. This was the 

Trust’s lowest rate (7.0 per 100,000 bed days) of 

C.difficile infection since surveillance began, and was 

significantly below the national rate (12.2 per 

100,000 bed days) (figures 6 & 7). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Root cause analysis of the 25 cases identified the 

following; 

 The cases occur in all areas of the Trust, but are 

most prevalent in Medicine, Surgery, and Older 

Persons Medicine (OPM) care groups (figure 8). 

The reduction in cases in OPM seen in the past 2 

years, was not sustained. 

 1 case involved a patient outlied to another 

specialty. 
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 17 of the 25 (68%) cases were detected within the 

first 14 days of admission. This indicates that these 

were probably cases acquired in the community 

which became active on admission after exposure 

to antibiotics or manipulation of the bowel. 

 5 cases involved a delay in sampling; 2 of which 

were potentially community-attributed cases 

concerning patients who came in with, or started 

having, diarrhoea within the first 3 days of 

admission, but no sample was sent until later in the 

admission.  

 

In recent years, PHE have recognised that some cases can 

occur even if the best practice is followed. The current 

apportioning algorithm does not take into account 

complex healthcare pathways that patients may have, or 

that some of the community-onset cases are likely to 

occur among patients who were recently discharged from 

an acute trust. Therefore, as of April 2017, Trusts have 

been required to submit additional data to PHE on prior 

healthcare exposures. PHE intend to implement a new 

apportioning algorithm mechanism in 2019/20. This new 

algorithm will see cases assigned to the Trust if they are; 

 Hospital Onset, Healthcare Associated (HOHA) – 

Cases where the date of onset is ≥2 days after the 

date of admission (a reduction from the current 

threshold of ≥3 days) 

 Community Onset, Healthcare Associated (COHA) 

– Cases which are not HOHA, but have previously 

been discharged from the reporting organisation in 

the 28 days preceding the specimen.  

Under this new algorithm, PHT would have had a 

total of 69 cases attributed to it in 2018/19; a 

reduction from 87 cases in 2017/18.  

Given this development, it is imperative that 

C.difficile remains a key priority for the Trust in 

2019/20, with an additional focus on patients who 

develop infection following discharge from PHT.  

 

 

In 2019/20, the IPT intends to; 

 Review all cases of hospital-attributed C.difficile 

including those considered COHA which would 

previously have been investigated by the CCGs. 

 Work with Microbiology, Gastroenterology and 

Pharmacy to re-introduce the faecal 

transplantation service using MHRA-accredited 

facility in Birmingham. 

 Improve timely isolation of patients with 

suspected C.difficile. 

 Explore the use of probiotics to prevent 

antibiotic related cases of C.difficile. 

 Continue to collaborate with neighbouring CCGs 

and other healthcare providers in the 

investigation and associated learning from 

cases. 
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4.2 Staphylococcus aureus 

bloodstream infection 

MRSA bloodstream infection 

MRSA bloodstream infections have been subject to 

enhanced surveillance since 2005 and all positive cases 

are reported via the PHE data capture system. Nationally, 

the incidence of MRSA bloodstream infection has 

decreased dramatically since 2007/08, although has 

remained approximately stable for the past 5 years. 

The Post Infection Review (PIR) process was implemented 

in 2013 to aid a zero-tolerance policy for MRSA 

bloodstream infections. In 2018/19, the PIR process was 

made a local-only process, with cases instead being 

assigned based on the patient’s location, and time of 

sample. Samples taken 2 or more days into an admission 

are now considered hospital-onset, with all other 

samples assigned as community-onset. Although the PIR 

process is now a local-only process, the Trust continues 

to utilise the PIR paperwork and works closely with 

colleagues in relevant organisations and community 

settings to investigate the cases. The zero-tolerance 

approach to MRSA bloodstream infections 

remains. 

During 2018/19, the Trust reported 14 cases of MRSA 

bloodstream infection. This is a decrease of 26% 

from 2017/18 [19 cases]. Of the 14 cases investigated, 3 

were hospital-onset and 11 were community-onset  

assigned to the following Clinical Commissioning Groups 

(CCGs); Portsmouth CCG (x5), South East Hants CCG (x3), 

Fareham & Gosport CCG (x2), Southampton CCG (x1).  

 

 

 

 

 

 

 

 

 

 

Although there were 3 hospital-onset cases attributed to 

the Trust, the rate of MRSA bloodstream 

infection fell from 1.7 cases per 100,000 bed 

days in 2017/18 to 0.8 in 2018/19. This is in line 

with the national rate, also 0.8 cases per 100,000 bed 

days (figures 9 & 10). 

Investigation of the 3 hospital-onset cases identified; 

 1 case was the result of a septic shower following a 

urostomy tube change. 

 1 case was related to an infected peripheral 

cannula which had been inserted at another Trust, 

but was not removed on admission to PHT as per 

the Staph Aureus protocol 

 1 case was deemed to be community-onset, 

however, there was a delay in taking blood cultures 

The learning associated with these cases has been shared 

across the organisation through the work of IPMC. 

Investigation of the 11 community-onset cases identified 

an increased incidence of cases relating to substance 

misuse. The IPT assisted Portsmouth CCG, along with PHE 

and staff from the substance misuse service within 

Portsmouth, to develop an action plan to address some 

of the many challenges that make the delivery of 

appropriate treatment difficult in this client group. 
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MSSA bloodstream infection 

MSSA bloodstream infections have been subject to 

enhanced surveillance since 2011 and continue to be 

reported via the PHE data capture system. Nationally, the 

incidence of MSSA bloodstream infection has increased 

year-on-year since surveillance began in 2011, with a 

37.7% increase from 2011/12. Similarly, the rate of 

hospital-onset cases has increased steadily, from 7.8 in 

2012/13 to 9.6 in 2018/19.  

In 2018/19, PHT had 44 cases of hospital-onset 

bloodstream infection, compared to 30 in 2017/18. The 

Trust’s rate increased above the national average 

at 12.2 cases per 100,000 bed days compared 

to 9.6 cases nationally (figures 11 & 12). This is the Trust’s 

highest rate of MSSA bloodstream infection since 

surveillance began. Also of concern is the increase in 

cases considered as community-onset. Although the 

increase in community cases is noted nationally, the Trust 

is keen to investigate, and learn from such cases as it is 

acknowledged that some of these patients will be 

receiving frequent healthcare intervention from the 

Trust.  

Of the 44 hospital-onset cases, the following were 

identified; 

 9%, 30% and 45% of hospital-onset MSSA 

bloodstream infections occur by day two, four, and 

seven, respectively. 

 The bloodstream infections occur in all areas of the 

Trust. Whilst they continue to be most prevalent in 

Medicine care group (figure 13), the proportion has 

decreased in recent years (36% in 2016/17). 

 The most common source of infection continues to 

be indwelling devices (27%) (table 4). Although this 

is concerning, it has dropped from 32% and 37% in 

2016/17 and 2017/18 respectively. Of note, is the 

increase in cases related to skin/soft tissue, bone 

and joint, and chest sepsis. This illustrates a need 

for a multi-faceted approach in reducing these 

infections. 

 28-day mortality was 17% for all-cases and 30% for 

hospital-onset cases. 
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Given the increased incidence of MSSA bloodstream 

infection, the IPT will implement an intense action plan 

related to Staph Aureus in 2019/20. 

 

4.3 Gram-negative bloodstream 

infection 

E.coli bloodstream infection 

Since the mid-2000s, E.coli has been a major cause of 

bloodstream infection in England, and has been subject 

to mandatory surveillance since 2011. Nationally, the 

incidence of E.coli has been rising since 2003, and in 

2018/19 the national rate was at its highest (77.7 cases 

per 100,000 population). Approximately, 75-85% of cases 

nationally, are identified within 2 days of admission and 

are therefore deemed community-onset. In 2018/19, 376 

E.coli bloodstream infections were reported by the Trust. 

80% of these were community-onset cases (figure 14), 

similar to the national picture. 

In 2018/19, PHT had 76 hospital-onset cases 
attributed to it, sustaining the improvement seen the 

previous year. The Trust’s rate reduced to 21.2 cases per 

100,000 bed days, which is below the national rate 
of 22.2 cases (figure 15).  

 

 

 

 

 

 

 

 

Table 4. 

Source of hospital-onset MSSA 

bloodstream infections 

% 

Peripheral Venous Cannula 15.9 

Other 15.9 

Skin / Soft Tissue 15.9 

Bone / Joint 13.6 

Central Venous Catheter 11.4 

Respiratory 11.4 

Unknown 9.1 

Prosthesis 4.6 

Wound 2.3 

Staphylococcus Aureus (MRSA and MSSA) Action 

Plan 

 Improving aseptic or non-touch technique for 

insertion and care of indwelling intravenous 

devices (IV devices) 

 Improve documentation on VitalPAC around 

insertion and care of indwelling IV devices 

 Improve compliance with VIPS 

 Re-launch and extend skin suppression 

protocols for all surgical implant patients and 

patients in high risk categories, e.g., patients 

undergoing augmented care, renal patients etc. 

 Update LocSSIPs for insertion of IV devices 

 Continue to provide cannulation service to 

support patients who may have access issues 

 Work with community care providers to review 

community-onset bloodstream infections and 

identify learning 

 Rationalise screening regimens to reduce 

unnecessary pre-operative screening based on 5 

year positivity rates 

 Extend IV device care education and training 

programme for HCSW 
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Table 5. 

Source of hospital-onset E.coli 

bloodstream infections 

% 

Urinary Tract 43.4 

Hepatobiliary 22.4 

Gastrointestinal 14.5 

No underlying focus of infection 6.6 

Respiratory Tract 5.3 

Unknown 5.3 

Intravascular Device 1.3 

Skin / Soft Tissue 1.3 

 

 

 

 

 

 

 

 

 

 

The IPT continue to monitor and investigate cases of 

hospital-onset E.coli bloodstream infection in order to 

identify themes and learning. Analysis of these cases 

showed that the primary focus (43.4%) is urinary tract 

infection (UTI), followed by hepatobiliary (22.4%) and 

gastrointestinal (14.5%) (table 5). This is comparable with 

the national data, which has identified UTI as consistently 

being the most frequent source of E.coli bloodstream 

infection (45-49%), although this does vary according to 

time to onset. 

 

After E.coli, Klebsiella and Pseudomonas are the most 

common causative organisms in Gram-negative 

bloodstream infections, and there are both similarities 

and differences in the epidemiology of these infections. 

Mandatory surveillance of Klebsiella and Pseudomonas 

bloodstream infections was introduced in 2017. It is too 

early to identify national trends however. 

 

 

 

 

 

 

 

 

 

 

 

Klebsiella bloodstream infection 

In 2018/19, 93 Klebsiella bloodstream infections were 

reported by the Trust. 26 (28.0%) were deemed hospital-

onset, in comparison to 29.9% nationally. The Trust’s rate 

was below the national rate at 7.2 cases per 

100,000 bed days, compared to 9.3 cases (figure 17).  

The most frequent source of hospital-onset Klebsiella 

bloodstream infections was UTI (34.6%) (table 6), which is 

comparable to 2017/18 [35.0%], and also the national 

data. 
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Pseudomonas bloodstream infection 

49 cases of Pseudomonas bloodstream infection were 

reported by the Trust in 2018/19, with 28.6% (14) 

deemed to be hospital-onset [36.2% nationally]. The 

Trust’s rate was below the national rate at 3.9 

cases per 100,000 bed days, compared to 4.5 cases 

(figure 18). 

As with other types of Gram-negative bloodstream 

infection, UTI was the most common (28.6%) source of 

infection (table 7), and is comparable to the national 

data.  

 

 

 

 

 

 

 

 

 

 

 

 

In 2017, the Secretary of State for Health introduced an 

ambition to reduce healthcare-associated Gram-negative 

bloodstream infections by March 2021. This has now 

been extended to March 2024. In order to assist in 

achieving this, the IPT will continue to work closely with 

their community partners to reduce these types of 

infections. The key areas of focus are; 

 Hydration 

 Timely and correct antibiotic prescribing 

 Prevention of UTI 

 Reduce unnecessary catheter insertions 

 

Table 7. 

Source of hospital-onset 

Pseudomonas bloodstream infections 

% 

Urinary Tract 28.6 

Unknown 21.4 

Intravascular Device 14.3 

Skin / Soft Tissue 14.3 

Respiratory Tract 14.3 

Gastrointestinal 7.1 

Table 6. 

Source of hospital-onset Klebsiella 

bloodstream infections 

% 

Urinary Tract 34.6 

Intravascular Device 15.4 

Skin / Soft Tissue 11.5 

Hepatobiliary 7.7 

Respiratory Tract 7.7 

Unknown 7.7 

No underlying focus of infection 6.6 

Gastrointestinal 3.9 

Genital System 3.9 

Cardiovascular 3.9 

In 2019/20, The IPT intend to complete the following 

actions; 

 Collaborate with our CCG colleagues to 

minimise inappropriate use and care of urinary 

catheters across the health economy 

 Re-launch the IPT-led Trust-wide urinary 

catheter audit 

 Collaborate with our CCG and PHT clinical 

colleagues to improve hydration of patients in 

the community and within PHT to reduce the 

prevalence of Gram-negative infection in 

vulnerable patients 

 Support antimicrobial stewardship programmes 

targeted at inappropriate identification and 

treatment of UTIs 

 Conduct epidemiological monitoring of E.coli 

bloodstream infections to better understand 

incidence and root causes for healthcare-

associated infections 
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4.4 Multi-drug resistant organisms 

The Trust continues to monitor multi-drug resistant 

organism colonisation and infection. However, it is not 

part of the mandatory surveillance to PHE. 

As a result of the increased antimicrobial resistance seen 

worldwide, the Trust widened its screening protocol in 

recent years. It is therefore, not surprising that the 

detection of these organisms has increased. The 

significance of this is yet to be determined as nationally 

there is no baseline to benchmark against as Trusts use 

different screening protocols.  

 

Glycopeptide-Resistant Enterococcus (GRE) 

Enterococci are bacteria that are resistant to 

glycopeptide antibiotics, such as Vancomycin and 

Teicoplanin. GRE are sometimes referred to as 

Vancomycin-Resistant Enterococci (VRE).  

Since the development of the Trust’s screening 

programme, the number of patients found to be 

colonised with GRE has increased (figure 19). 

Extended Spectrum Beta-Lactamase (ESBL) and 

Amp-C Producing Organisms 

ESBL and Amp-C are enzymes that have developed 

resistance to some antibiotics. Some bacteria produce 

these enzymes, which can make treating infections more 

difficult as antibiotic treatment choice is limited. 

The national prevalence of these bacteria has increased 

continuously over the last few years. In April 2014, the 

laboratory testing and reporting regimen changed to 

include improved tests for Amp-C producing organisms, 

resulting in a significant rise in detected and reported 

isolates.  Incidence of these types of organisms are 

expected to remain a cause for concern. 

 

Carbapenemase-Producing Enterobacteriaceae 

(CPE) 

Enterobacteriaceae are bacteria that usually live 

harmlessly in the human gastrointestinal tract. Some of 

these bacteria produce carbapenemase enzymes 

resulting in resistance to all or almost all antibiotics.  

The Trust continues to implement the enhanced 

screening of all inter-hospital transfers, and those who 

have received treatment in an overseas hospital, for 

carriage of CPE. 

As a result of the screening programme, 4 inpatients 

were identified to be carrying CPE in 2018/19. A further 

patient was identified from community samples. All 

patients were well and the organism did not result in 

infection requiring treatment. Precautions were taken to 

minimise the risk of transmission to other patients and 

the environment. The timely isolation of patients with 

CPE on readmission to PHT has proven difficult, and the 

IPT are working with the Chief Nursing Information 

Officer to include this as part of the Bedview system. In 

cases where a CPE positive patient came into contact 

with other patients prior to notification of the positive 

result, screening of contacts and the environment was 

undertaken. No onward transmission of CPE 

has occurred.  
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4.5 Outbreaks of infectious 

gastroenteritis 

The trust continues to monitor suspected cases of 

infectious gastroenteritis, including Norovirus, and 

reports any outbreaks to PHE via the Hospital Norovirus 

Outbreak Reporting System (HNORS). In order to capture 

the winter peak of norovirus activity in one season, for 

reporting purposes, the norovirus season runs from week 

27 in year 1 to week 26 in year 2.  

During 2018/19, there were 232 reported hospital 

outbreaks in England. This is lower than the average 

number for the same period in the previous 5 seasons 

(from season 2013/14 to season 2017/18) of 573 

outbreaks. Of the 232 outbreaks (475 [2017/18]), 225 

(458 [2017/18] resulted in ward/bay closure and 176 (349 

[2017/18]) were laboratory confirmed as norovirus. As 

reporting of norovirus is voluntary, this is likely to be a 

significant under representation of viral gastroenteritis in 

hospitals. 

PHT had 3 outbreaks due to infectious 

gastroenteritis in 2018/19 (figure 20). Two of these 

outbreaks resulted in full closure of the wards, and one 

resulted in closure of the affected bay. The IPT 

continues to provide the Trust with a 24-

hour, 7 day a week infection prevention 

service which includes the detection and management 

of potentially infectious cases of diarrhoea and vomiting. 

This service ensures continuity of advice and 

management throughout the week and improves 

assessment of symptomatic patients outside normal 

working hours, which has been shown to significantly 

reduce the number of overnight/weekend ward closures. 

4.6 Influenza 

Influenza activity 

Low to moderate levels of influenza activity were seen in 

the community in the UK in 2018/19 with circulation of 

influenza A(H1N1) followed by influenza A(H3N2) later on 

in the season. The impact of A(H1N1) was predominately 

seen in the younger age groups (15-44 and 45-64 years). 

Peak influenza-related hospital and ICU admission were 

similar or slightly lower than in 2017/18 but higher than 

all other seasons since 2010/11. In England, levels of 

excess all-cause mortality were the lowest seen since 

2013. The UK found that the majority of circulating 

influenza A(H1N1) and A(H3N2) strains were genetically 

and antigenically similar to the Northern Hemisphere 

2018/19 A(H1N1) and A(H3N2) vaccine virus strains.  

In 2018/19, the Trust introduced Point of Care testing 

(POCT) for influenza and RSV. This was set up in the 

emergency corridor, but was available by exception, to 

other areas of the Trust. Routine daily laboratory viral 

screening was in place throughout the season, and point 

of care testing went live once positivity increased. This 

was in January 2019.  

Between August 2018 and May 2019, 3823 tests for 

influenza were carried out (figure 21), an increase from 

2017/18 when 3217 viral respiratory screens were 

conducted. Of these, 1784 (47%) were run via the point 

of care testing machine, allowing for a quicker result 

which aided management of these patients, particularly 

outside of the normal working hours in the laboratory. 

From all tests, 871 were positive. This is an 8% 

reduction on positive cases in the previous year [951], 

but almost a four-fold increase on cases identified in  
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2016/17 [228].  

The majority of cases (60%) were identified via POCT as 

influenza A(untyped) (figure 22), however given that 63% 

of laboratory tested positives were influenza A(H1N1), it 

is likely that a large proportion of the influenza A

(untyped) was in fact H1N1. Only 1% of cases were 

influenza B. Cases peaked in week 6 (figure 21); a couple 

of weeks later than in the previous 2 seasons. A further 

small increase was then identified at week 12. 

 

Influenza immunisation of staff 

The “improving staff health and wellbeing” CQUIN 

remained in 2018/19, with a target of 75% front-line staff 

to receive the flu vaccine. Nationally, vaccine uptake for 

healthcare workers increased to 70.3% compared to 

68.7% in 2017/18 (figure 23). At PHT, performance 

increased from 69.2% in 2017/18 to 73.5% in 2018/19. 

Whilst this was below the national requirement of 75%, 

when taking into account the 631 staff members who 

declined the vaccination in writing, the Trust achieved 

82.9%. 

 

 

 

 

 

 

 

 

 

 

 

In 2019/20, The IPT intend to: 

 Support microbiology in their business case to 

secure point of care flu testing and extend the 

service by increasing the testing capacity, which 

will allow the service to be extended to all key 

areas within the Trust. This will include 

paediatrics, respiratory, renal and oncology. The 

business case will also include interfacing of the 

instruments, which will minimise transcription 

delays, data entry errors, and allow for results 

to be visible to receiving clinicians in a more 

timely manner. 

 In collaboration with microbiology, train new 

staff in the use of point of care testing. This 

includes those working within the 

Hospital@Night team to ensure timely testing 

out of hours.  

 Continue to work closely with the operational 

hub to ensure that there is seamless, effective 

and efficient flow and bed placements of 

patients with suspected influenza. 
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Surveillance 

 5.1 Hand Hygiene 

During 2018/19, the IPT continued monitoring hand 

hygiene compliance in clinical areas with monthly self-

assessment hand hygiene audits. The current tool 

incorporates a number of factors including; the 

proportion of opportunities for hand hygiene taken, 

technique, naked below the elbow and use of personal 

protective equipment. 

On average, all areas scored above the 90% target an 

overall compliance of 97.3% (figure 24). This is 

consistent with previous years.   

For assurance, the IPT continued a programme of peer-

audit of hand hygiene and PPE-use compliance. All staff 

members practising incorrect hand hygiene technique 

were approached by members of the IPT at the time of 

the audit. Teaching with the lightbox is frequently carried 

out at PHT to illustrate to staff the importance of proper 

hand decontamination technique. 538 staff 

observations were carried out across 54 peer-review 

audits in 2018/19. Hand hygiene will remain as a key 

priority for 2019/20. Whilst benchmarking against other 

Trusts is difficult due to lack of nationally reportable 

compliance, PHT will look to assess their performance 

against similar Trusts in the coming year. 

 

5.2 Cleanliness: National Patient 

Safety Association (NPSA)  

The cleanliness of the clinical environment has remained 

a key priority in 2018/19 as it is crucial in assisting the 

Trust with control of infections such as C.difficile, 

Norovirus and multi-drug resistant infections. All clinical 

areas continue to complete monthly self-audits of 

compliance whilst the IPT carry out peer-review audits 

for assurance. The IPT continues to compile all the audits 

carried out across the Trust and monitors the 

submissions to ensure that the self-audited scores are a 

true reflection of what is found. Clinical areas are 

encouraged to audit a good proportion of the ward/area, 

rather than a couple of rooms, and to audit everything in 

the room, rather than checking only a few items, as this 

can skew the result. Any areas felt to be struggling with 

either the audit submission or the compliance with the 

audit receive training and/or support from the IPT. 

On average, the self-audits scored 97.2% 

compliance (figure 25), which is comparable to 

2017/18 [96.9%]. 

For additional assurance, the IPT carried out 

unannounced peer-review audits across all clinical areas. 

In 2018/19, the IPT carried out 349 peer-review 

audits. Although this is fewer audits than in previous 

years, the quality of cleaning was found to be high in the  
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majority of cases with only 2.6% (9) audits scoring below 

85% compliance (figure 26). Any areas scoring below 90% 

continue to receive support and are re-audited until a 

sustained improvement is noted. The IPT’s main focus is 

to reduce ‘red/unacceptable’ scores (audits scoring 

below 85%), whilst increasing the proportion of 

‘acceptable/green’ scores (audits scoring above 95%).  

 

 

 

 

 

 

5.3 Hydrogen Peroxide 

Decontamination Service 

The IPT continues to operate an (in-house) hydrogen 

peroxide decontamination service. This involves using a 

hydrogen peroxide robot to decontaminate a room with 

hydrogen peroxide vapour. This process occurs after 

domestic and clinical cleaning to kill all forms of 

vegetative bacteria, bacterial spores, fungi, fungal spores 

and viruses. The advantages of hydrogen peroxide vapour 

is that it is effective, gets to difficult to reach surfaces and 

once complete, precipitates into harmless oxygen and 

water. 

The aim is to decontaminate clinical and non-clinical 

areas after they have been used to care for patients with 

infections. It is also used to decontaminate areas after 

sewage leaks and estate maintenance. The IPT will often 

perform this service out-of-hours to minimise impact on 

service delivery.  

In 2018/19, the IPT decontaminated 62 rooms around the 

Trust, with the majority for resistant organisms like CPE 

(figure 27). 

 

 

 

In 2019/20, the IPT plan to; 

 Contribute to a working group in order to 

conduct a gap analysis of the draft National 

Standard Operating Procedures for Healthcare 

Cleanliness 2019. This will include reviewing 

cleaning responsibilities; assessing risk ratings 

for each clinical area; reviewing all audit 

elements, performance parameters and 

cleaning frequencies; and comparing the PFI 

Domestic Service Level Specification against the 

proposed guidance. 

 Continue to focus on clinical cleaning, with an 

emphasis on the near patient environment. 

 Introduce Adenosine triphosphate (ATP) surface 

swabs at the time of peer-review audits to 

provide assurance of cleanliness. 
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5.4 Surgical Site Infection Surveillance 

The IPT carries out surgical site infection surveillance 

(SSIS) on behalf of the Trust, and reports the findings to 

PHE. In 2018/19, SSIS was continued for all total knee 

replacement (TKR) operations between July-December 

2018.  

Total Knee Replacement (TKR) 

SSIS of TKRs recommenced in July 2018, and 2 quarters of 

surveillance carried out.  Zero infections were identified 

as a result of the 139 operations carried out between July 

and September (table 8). However, of 179 operations 

between October and December, 4 patients developed 

an SSI. Of these, 2 were superficial infections detected 

within 30 days of surgery, but did not require any further 

admissions. The remaining 2 patients required re-

admission to treat the infection. The Trust’s rate of 

infection (2.2%) for this period was above the national 

average (0.5%). The circumstances of all patients with 

infections were investigated and no commonalities were 

found. The IPT will continue SSIS of TKRs in 2019/20 to 

monitor the infection rates which have been variable in 

recent years. 

 

 

 

 

 

 

 

 

 

In 2019/20, the IPT intend to extend the orthopaedic 

SSIS by also covering Total Hip Replacements. In 

addition to this, the IPT would like to branch out to 

carry out a period of surveillance of Large Bowel 

surgeries.  

Table 8. Operations and Surgical 
Site Infections 

Total Knee Replacement 

Total no. 

No. 

inpatient/ 

readmission 

% infected 

Jul-Sep 2018 
PHT 139 0 0.0% 

All hospitals 124,167 645 0.5% 

Oct-Dec 2018 
PHT 179 4 2.2% 

All hospitals 124,199 628 0.5% 
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Training Activity 

 6.1 Education and Training 

Staff education is one of the core functions of the IPT. On 

average, around 5,000 staff members are 

trained per year across a variety of sessions, 

including; 

 Quality and Safety Training 

 Setting Direction Induction Training 

 Junior Doctors Induction 

 Cannulation Study Day 

 IV Study Days 

 NICU essential updates 

 Infection Prevention for healthcare support 

workers 

 Link advisors 1 day course 

 Link advisors meetings 

 Clinical skills for medical students 

 Infection Prevention for Engie staff 

 Phlebotomy workshops 

 Nutrition steering group workshops 

 Respirator mask fit testing 

 Clinical practical sessions for FY1 

 Maternity updates 

 Paediatric mandatory training 

 Infection prevention update for audiology staff 

In addition to these internal teaching sessions, the IPT 

also provide face-to-face education to a number of 

external groups. These include; 

 IV competency updates for Solent NHS Trust 

 Care of IV devices at the Rowan’s Hospice 

 The education of clinical skills to academic students 

on placement at PHT (Wessex Deanery, University 

Students) 

The Team also receive numerous requests per month for 

bespoke sessions tailored to a ward or departments 

specific needs. These include topics such as; 

 Line care 

 Dressings 

 Competency assessment 

 Portacath access 

 Cannula removal 

 Identification of different types of line 

 Decontamination of the environment and 

equipment 

 Hand Hygiene 

 Personal Protective Equipment (PPE) Use 
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6.2 Link Advisors 

Infection Prevention Link Advisors are a fundamental part 

of infection prevention within the Trust, acting as role 

models in clinical areas and providing information to 

colleagues. In 2018/19, the IPT ran two training courses 

to prepare new link advisors, and to update those already 

in the role. These sessions are multidisciplinary, involving 

teams from around the Trust, such as Occupational 

Health and Microbiology, as well as external visitors, e.g., 

Ecolab to provide teaching on Actichlor Plus.   

Two of the hot topics at all link advisor sessions are 

cleaning and decontamination, and hand hygiene. For 

hand hygiene, the link advisors are tasked with carrying 

out trolley dashes in clinical areas. This enables them to 

practice the process of teaching someone about effective 

hand hygiene, as well as observing staff in clinical areas. 

With regards to cleaning and decontamination, the link 

advisors undertake a practical audit session out on a 

ward. Again, this gives them time to practice assessing an 

environment and completing an NPSA audit. 

Other training topics for link advisors included; 

 The role of the link advisor

 Introduction to organisms

 Personal Protective Equipment

 Skin suppression

 Sharps Safety

 Actichlor-Plus

 Intravenous device care

 Sterilisation of equipment

 Flu

 FFP3 fit testing

 Decontamination with Hydrogen Peroxide

 Isolation of infectious patients

In 2019/20, the IPT intend to review the link advisor 

programme, to ensure that they receive the key skills 

required to fulfil their role as link advisor, and be 

confident in being a port of call to their colleagues. All 

clinical areas will be encouraged to have at least one 

link advisor, as well as a dedicated infection 

prevention notice board. The names of the link 

advisors will also be displayed on these notice boards, 

so that colleagues know who they can speak with for 

quick resolution of basic queries. 
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6.3 Our teaching feedback 
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Prudent Antimicrobial Prescribing 

  Report compiled by Dr Sarah Wyllie, consultant medical 

microbiologist and Infection Control doctor, and Adel 

Sheikh, Trust antimicrobial pharmacist with the support 

of the consultant microbiology team. 

8.1 Antimicrobial Prescribing 

Antimicrobial prescribing within Portsmouth Hospitals 

NHS Trust is monitored and managed by the 

Antimicrobial Management group (AMG) who report to 

the Trust Formulary and Medicines Group and to the 

IPMC.  

The AMG meet quarterly.  The purpose of the AMG is to: 

 Manage safe, effective and economic use of 

antimicrobials within the Trust 

 Ensure that evidence-based local antimicrobial 

guidelines are in place, are being adhered to, and 

are reviewed regularly 

 Ensure regular auditing of the guidelines, 

antimicrobial stewardship practice and quality 

assurance methods 

 Regularly report the organisation’s retrospective 

antibiotic consumption data (especially highlighting 

the uses of broad spectrum antibiotics especially 

Carbapenems) 

 To ensure compliance with criterion 3 and 9 of The 

Heath and Social Care Act 2008: Code of Practice on 

the prevention and control of infections, updated in 

March 20151 

 To support and adhere to the Department of Health 

antimicrobial guidance “Start Smart, then focus”2 

 Review compliance with the national CQUINs around 

antimicrobial stewardship, launched in April 2016 

from NHS England 

 

 

 

 

 

 

 

 

 

8.2 Key developments in 2018/19 

 Further implementation of Carbapenem sparing 

strategies such as use of oral Pivmecillinam for multi

-drug resistant urinary tract infections, and ongoing 

use of alternatives such as Co-trimoxazole, 

Temocillin, quinolones and Fosfomycin 

 Further improvement in antimicrobial prescribing 

practice as evidenced by annual point prevalence 

audit 

 

8.3 Antimicrobial Usage and 

Expenditure 

 

 

 

 

 

 

 

 

 

Table 9. Top spend antibiotics in £  

Benzylpenicillin 188,456 

Chloramphenicol 157,650 

Daptomycin 124,142 

Co-Amoxiclav 108,438 

Piperacillin 91,108 

Vancomycin 80,315 

Flucloxacillin 57,238 

Rifaximin 53,668 

Gentamicin 52,179 

Meropenem 39,956 
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Table 10. Top spend antifungals in £  

Posaconazole 340,568 

Amphotericin 169,318 

Isavuconazole 37,863 

Caspofungin 35,750 

Fluconazole 27,384 

Voriconazole 10,002 

Nystatin 7,037 

Itraconazole 2,283 

Flucytosine 1,609 

Miconazole 1,312 

Figure 28. Meropenem use 2015-2019 

 

8.4 Compliance with antimicrobial 

CQUIN targets 

Antimicrobial prescribing within Portsmouth Hospitals 

NHS Trust is monitored and managed  

Background: Antimicrobial resistance (AMR) has risen 

alarmingly over the last 40 years and inappropriate and 

overuse of antimicrobials is a key driver. The CQUIN aims 

to reduce antibiotic consumption and encourage a 

prescribing review within 72 hours of commencing an 

antibiotic.  The targets for 2018/19 were; 

 1% reduction in total antibiotic prescribing 

compared to 2016/17, not achieved, 5.3% 

increase. 

 1% reduction in Carbapenem prescribing 

compared to 2016/17, achieved, 19% reduction 

achieved. 

 >55% of antimicrobial usage should be from the 

access list of AWaRe, or an increase in 2% from 

baseline, 48% from access list, not achieved. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Quarterly audit of 30 patients diagnosed with 

sepsis with regards to compliance with prescribing 

review and documentation of antimicrobial 

management plan by a senior member of the 

medical team or microbiology or antimicrobial 

pharmacist, achieved compliance of 97%, 88% and 

97% for Q2, Q3 and Q4. 

The huge reduction in Carbapenem prescribing was 

achieved through proactive switching of Carbapenem 

antibiotics to alternative antimicrobial agents such as 

Temocillin, Ciprofloxacin or Gentamicin by the 

microbiology team.  Some Carbapenem prescriptions 

needed to be replaced by two or three alternative 

antibiotics, hence the reduction in Carbapenem 

prescribing did contribute to the overall increase in total 

antibiotic prescribing. 

Further compliance with the antimicrobial CQUIN will 

require more antimicrobial pharmacist time and would 

be greatly facilitated by the introduction of electronic 

prescribing. 
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8.5 Antimicrobial Prescribing audits 

Point Prevalence study 2019 

The results of the annual point prevalence study in 

March 2019 were encouraging in that a further 

reduction in inappropriate prescribing was seen.  Overall 

the proportion of inappropriate prescriptions was 3.8%, 

a reduction from 4.3% in 2018. All 12 Carbapenem 

prescriptions and 12 anti-fungal prescriptions were 

appropriate and had been approved by microbiology. 

Head and Neck, Renal, and DCCQ all had 100% 

appropriate prescribing. The results of the audit have 

been fed back to all prescribers via CD forum and via the 

IPMC. 

 

Audit of the appropriateness of intra-peritoneal 

Vancomycin and Gentamicin for empirical 

treatment of peritonitis in patients on peritoneal 

dialysis 

There were 108 peritoneal dialysis (PD) samples sent to 

microbiology for analysis, 58 of which had more than 

100 white cells suggestive of a diagnosis of peritonitis.  

Of the samples with more than 100 white cells, 10 were 

culture negative which represents a culture negative rate 

of 17% which is within the recommended limit of 20% 

suggested by the International Society of Peritoneal 

Dialysis. One Gram positive isolate, a Vancomycin 

Resistant Enterococcus, was resistant to Vancomycin and 

all Gram-negative isolates were sensitive to Gentamicin 

and Ciprofloxacin hence the empirical choice of 

antimicrobials for treatment of peritonitis remain 

appropriate.  

 

Audit plan for 2019/20 

 Annual trust wide point prevalence study to be 

repeated in early 2020 

 Re-audit of appropriateness of I/P Vancomycin 

and Gentamicin for treatment of PD peritonitis 

 Re-audit of appropriateness of Tazocin for the 

treatment of neutropaenic sepsis in haematology 

and oncology patients 

 

 

8.6 Antimicrobial stewardship rounds 

Antimicrobial stewardship rounds continue across 

medicine, surgery, orthopaedics, renal, haematology, 

paediatrics and intensive care including the neonatal 

intensive care unit. 

 

8.7 Staffing 

Microbiology – the current 4.7 WTE consultant 

microbiology staff provide a 24hr service with out-of-

hours shared with the Isle of Wight.   

Pharmacy – 0.5 WTE 8a pharmacist is struggling to 

provide the support required to promote good 

antimicrobial stewardship. A business case has been 

rewritten to provide a full time Trust lead antimicrobial 

pharmacist, however the funding has not been agreed.  

 

8.8 Guidelines 

Microguide continues to provide up-to-date Trust 

guidance on antimicrobial prescribing. 

 

8.9 Challenges facing antimicrobial 

prescribing 

The challenges facing antimicrobial prescribing continue 

to be: 

 Ensuring that all antimicrobials are prescribed 

according to Trust policy in a timely manner in the 

absence of electronic prescribing with a limited 

workforce 

 Controlling broad spectrum antimicrobial agents 

although the CQUIN success has demonstrated 

compliance with control of Carbapenem 

antibiotics 

 Managing antimicrobial use to ensure that the 

development of bacterial resistance is limited 

 Ensuring antimicrobial prescribing supports the 

trust in achieving the MRSA bacteraemia and 

C.difficile case target 
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8.10 AMG Strategy 

Our strategy to comply with all nine components of best practice for antibiotic prescribing is outlined in the table 

below. 

Table 11. AMG strategy 

References 

1.https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/

Code_of_practice_280715_acc.pdf published July 2015 

2. Department of Health Advisory Committee on Antimicrobial Resistance and Health care Associated Infection 

(ARHAI), “Start smart and then focus” produced November 2011 https://www.gov.uk/government/uploads/

system/uploads/attachment_data/file/417032/Start_Smart_Then_Focus_FINAL.PDF  

Component Description Compliance criteria 

1. Urgent 

treatment of 

infection 

emergencies 

Prompt empirical treatment of severe sepsis with appropriate 

antimicrobial needs to be started within one hour of diagnosis  

Empirical prescribing guidance in 

place. Microbiology and pharmacy are 

involved in the diagnosis and 

management guidance for sepsis  

2. Communication 

of decision to 

prescribe 

antibiotics 

Clear documentation of the clinical decision to start 

antimicrobial therapy in the patient’s case notes  

Included in annual point prevalence 

audit, CQUIN audit of 30 patients per 

quarter demonstrated an average of 

94% compliance over the year  

3. Appropriate use 

of microbiology 

culture 

Appropriate specimens need to be sent for microbiological 

analysis prior to commencement or change in antimicrobial 

therapy  

Included in annual point prevalence 

audit 

4. De-escalation of 

antimicrobial 

therapy 

Daily clinical review and review of culture results should be 

documented 

By 48 hours antimicrobial prescribing decisions are to stop, 

switch IV to oral, change, continue or to convert the patient to 

OPAT  

Included in annual point prevalence 

audit.  

Continual monitoring of consumption 

of broad spectrum agents 

5. Guideline 

choice of agent(s) 

Antimicrobials should be selected according to local guidelines 

and epidemiology  

Included in annual point prevalence 

audit 

6. Antimicrobial 

review 

An expected duration should be documented on the 

prescription or in the case notes  

Included in annual point prevalence 

audit 

7. IV duration Treatment with IV antimicrobials should not continue beyond 

48-72 hours unless recommended by local guideline or 

microbiologist  

Included in annual point prevalence 

audit, CQUIN audit of 30 patients per 

quarter demonstrated an average of 

94% compliance over the year  

8. IV-to-oral 

switch 

Treatment with IV antibiotics should be switched to oral 

therapy within 24 hours of meeting IV to oral switch criteria 

outlined in local guideline  

Annual IV to oral switch audit 

9. Total duration Treatment with antibiotics should not continue beyond 7 days 

(IV and oral) unless recommended by a local guideline or 

microbiologist.  Rationale for continuing use should be clearly 

documented in the patient’s medical notes.  

Included in annual point prevalence 

audit 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report LEARNING FROM DEATHS REPORT QUARTER 3 2019-20 
Board / 
Committee 

TRUST BOARD – 26TH FEBRUARY 2020 

Agenda item 
number 

040.20 

Executive lead John Knighton- Medical Director 

Author Gill Gould- Associate Chief Nurse - Patient Safety 

Date report 
written 

15th November 2019 

Action required Discussion / Noting 

Executive 
summary 

The sustained focus on mortality has been associated with both the HSMR and 
SHMI remaining at ‘as expected’ levels with the lower confidence limit 
consistently below 100. 

There have been two new alerts received in this quarter. ‘Peri-, endo-, and 
myocarditis, cardiomyopathy’ and ‘other perinatal conditions’. These will be 
reviewed using the Trust standard process. The previous alerts identified in Q2 
have been reviewed through the Mortality Review Group and no cause for 
concern was identified.  

The Medical Examiner process commenced on 1st November and the system is 
now operating in line with national guidance. Further interviews have been held 
and additional Medical Examiners appointed which will enable a sustainable rota 
to be maintained.  

The Medical Examiner’s Officer post has also been successfully recruited to, the 
post holder will commence in March 2020. 
The Mortality review panel continues, all inpatient deaths are presented to and 
discussed by the medical examiner and a senior nurse. 

The number of Structured Judgement Reviews (SJR) undertaken has increased 
slightly but remains below the Trust internal target of 5%. Further clarification of 
cases which should be referred and confirmation of the process which should be 
followed is being communicated to Medical Examiners with the aim of increasing 
the number of SJRs undertaken. 

There was an increase in the number of patients who had been medically fit 
during the stay in which they died, including an increase in the number of 
patients who had been fit for over 21 days.  

Themes identified through review and investigation remain similar to those 
identified in previous reports and include potential delays in recognition that a 
patient is reaching End of Life. In addition, there was an increase in identification 
of patients where care prior to admission may have contributed to their 
admission and eventual death, which may be related to increased scrutiny of 

Enclosure Number 

8 
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cases due to the commencement of the medical examiners. 
 
There has been a sustained increase in palliative coding. 
 

Appendices 
attached 

There are no appendices to this report 

Recommendations Trust Board is requested to note this report. 

Next steps There are no prescribed actions arising from the consideration of this report. 
 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     
CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     
Links to Board 
Assurance 
Framework 

BAF 13 - Implementation of new initiatives, standards and learning from 
incidents and complaints is inconsistent across the Trust 
BAF 14 - Governance systems across the Trust are ineffective in the delivery and 
monitoring of high standards of care, treatment and performance, and are 
insufficiently open and transparent 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

None identified. 

Quality Impact 
Assessment 

No change 

Equality Impact 
Assessment 

No equality implications. 
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Learning from Deaths 
Q3 2019/20 report to Trust Board 

 
 
Introduction 

 
The sustained focus on mortality has been associated with both the HSMR and SHMI 
remaining at ‘as expected’ levels with the lower confidence limit consistently below 100.  
 
There have been two new alerts received in this quarter. ‘Peri-, endo-, and myocarditis, 
cardiomyopathy’ and ‘other perinatal conditions’. These will be reviewed using the Trust 
standard process. The previous alerts identified in Q2 have been reviewed through the 
Mortality Review Group and no cause for concern was identified. 
 
The report provides details on the actions taken in the last quarter to comply with the NQB 
requirements detailed in the Learning from Deaths report published in 2017. 
 
 
Mortality Review Panel 
 
The panel continues to review all adult and child inpatient deaths.  

 
The role of the panel has been reviewed following the introduction of the Medical Examiners 
in November 2019. It has been agreed that the panel process adds value to the review of 
inpatient deaths and this will, therefore, continue. The senior medical input to the panel is 
now provided by the Medical Examiners, whilst the nursing contribution has been 
strengthened by the addition of a further matron.  
 
 
Medical Examiner system 
 
Following recruitment of an initial cohort of Medical Examiners (MEs) during September and 
October, the Trust implemented review of deaths by Medical Examiners in line with national 
guidance on 1st November. The initial cohort of MEs was insufficient to fully cover the 
required number of sessions per week. Interviews of additional Consultants have been 
undertaken and these staff will commence during Quarter 4 enabling full rota cover. In the 
interim MEs have been undertaking additional sessions in order to ensure that the service to 
families has not been affected. 
 
As part of the role, MEs undertake a notes review for all cases. They also contact the family 
of the deceased patient to identify any feedback they may have, prior to discussion at the 
MRP with medical staff who cared for the patient. This allows for more in depth examination 
of any area of concern or learning points.  
 
Interviews for the post of Medical Examiners Officer were undertaken in December and the 
successful candidate will commence at the beginning of March. 
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Mortality Review Group 
 
The group continues to meet monthly to monitor progress against the key work-streams 
relating to mortality and learning from deaths across the Trust.  
 
During Quarter 3 reports from the following specialties were received: 

Medicine 
Critical Care 
Medicine for Older People 

All reports demonstrated good evidence of local reviews with use of Structured Judgement 
Reviews becoming more frequent, in particular in Critical care.  
 
 
Structured Judgement Review Process 
 
One SJR training session took place in Q3. Attendance at this session was poor with only 
one clinician and two nursing staff attending. No further sessions are planned at present; this 
will be reviewed in April.   
 
The introduction of the Medical Examiner role has increased the opportunity for notes review 
and a small increase in requests for SJRs has been noted, however the number undertaken 
remains below the Trust internal target of 5%. This equates to approximately three per week. 
This is in part due to a lack of clarity amongst newly appointed MEs as to which patients  
should be considered for SJR. As a result a further communication to all Medical examiners 
to confirm a clear process to follow with guidelines on cases that should be referred. The 
Medical Examiner’s officer will support this process and maintain records of SJR request and 
completion rates. 
The IT team are undertaking a review of the Mortality Review Tool, including SJR recording 
to improve accessibility of data. 
  
 
Data 1st July 2019 to 30th September 2019 
 
1) Total Number of Deaths  
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There were a total of 566 recorded deaths between July and September 2019. This includes 
all inpatient deaths but does not include patients who died in the Emergency Department. 
The rate of deaths as a percentage of all patient care episodes remains stable. 

58 deaths occurred in the Emergency Department in Q3, an increase from Q2. The number 
of deaths in ED in November and December are notably higher than those seen in the 
corresponding months in 2018 but mirror the increase in overall deaths in these months 
seen within the hospital.   

All deaths within the department are reviewed locally. These deaths are not yet reviewed by 
the Medical Examiner, however plans to enable this are being considered. 

The chart below shows the crude total death rate for the last 4 years. Although the numbers 
of deaths in November and December of this year are significantly higher than 2018/19 they 
are comparable to previous years. The overall number of deaths in 2019/20 to date is 
greater than seen in 2018/19 but remains lower than the comparable period in both the 
previous years.  
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2) Deaths subject to a Case Record Review  

 

 
 
There were two cases graded as potentially avoidable (Hogan score of 1-3) in Q2. Both were 
graded as probably avoidable. One of these cases, which relates to the possible 
administration of an additional dose of anticoagulation, has been reported as a serious 
incident and is under investigation. The second case relates to care prior to admission of a 
patient who arrived in the hospital with evidence of significant neglect from which they did 
not recover. This case was referred to the Safeguarding team when the patient was 
admitted. 
 
There were 20 cases provisionally graded 4 (possibly avoidable, less than 50:50) at the 
MRP. Of these: 

 15 have been referred to the coroner for post mortem (PM); ten of these are cases 
where the cause of death is unknown or unclear. 

 Six cases (three of which were referred for PM) involve patients who had had surgery 
during their admission, four of these were elective surgery. 

 Four cases (three of which were referred for PM) appear to be graded due to 
concerns regarding pre hospital care including a patient with learning difficulties who 
suffered a choking episode. 

 Two cases relate to the treatment / management of the patient, including potential 
earlier identification of deterioration.  

 Three cases relate to medication issues, including administration of penicillin to a 
patient who had a documented allergy and potential to administer antibiotics earlier. 

 
Of the cases graded with a Hogan score of 4, seven have subsequently been reviewed in 
more detail, either through investigation, SJR or at a departmental Morbidity and Mortality 
meeting. Three of these reviews have identified learning but none have felt that the death 
could have been avoided. 
 
The chart below shows the cases with a Hogan score of 4 by specialty. This demonstrates 
the increase in surgical cases detailed above. There is also a higher number of general 
medicine cases; however these cases were almost all graded as Hogan score of 4 due to 
unknown cause of death, usually in patients who had had only recently been admitted. 
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There were 22 cases provisionally graded 5 (Slight evidence of avoidability).  
 
All adult inpatient deaths recorded in Q3 were reviewed by the MRP. A monthly audit is in 
place to ensure no cases are missed. 
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The number of cases discussed with the coroner’s office has increased slightly in Q3, 
however this did not translate to an increase in Post Mortem examinations which were 
slightly lower than the number undertaken Q3 last year, despite the number of deaths being 
higher in 2019/20. 
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3. End of Life Care 
 
End of Life Dashboard 
 
The EOL dashboard is available and includes information on patient death per ward, time of 
death and if the patient was in a cubicle. 
The BedView update which took place in November included a change to the identification of 
patients who are at End of Life. This is now shown using a butterfly symbol as shown below. 
 

 
 
 The change will enable improved reporting and increase the opportunity to  fully understand 
the number of moves that may occur for this group of vulnerable patients. 
 
Data from Dr Foster confirms that the coding of patients admitted with or identified as having 
a palliative condition has further improved. The percentage of deaths with palliative care 
coding, October 2018- September 2019 is 39.22%, an increase of 10% from the previous 
year (29.16%). 
 
 
4). Numbers investigated via the Serious Incidents Requiring Investigation framework  

Five cases where death was possibly avoidable were identified as requiring further 
investigation.  

 One patient who sustained multiple falls and suffered a subdural 
haematoma. This was not believed to be the cause of death but the case 
was discussed with the coroner and a post mortem requested. An 
investigation into the fall has been undertaken, PM result is awaited. 

 One patient who died unexpectedly on the day of planned discharge, 
following elective surgery. This case was reviewed at MRP and an SJR 
requested. The result of this and the post mortem is awaited. 

 One patient who died following elective bariatric surgery. A Root cause 
analysis has been undertaken which has identified several points of learning 
relating to adherence to the Bariatric protocol, particularly for patients who 
are cared for post operatively on G5 ward. However, the investigator did not 
feel that these issues were likely to have changed the outcome for this 
patient. Initial post mortem findings have been shared but the full report is 
still awaited. 

 One patient who was discharged home following a new diagnosis of cancer 
from which she rapidly deteriorated. Concern was raised about the decision 
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to discharge, the case was presented at the Trust incident review panel but 
following initial review it was agreed that there was some learning for the 
teams involved regarding communication between them, however the event 
did not cause or contribute to the patient’s deterioration or subsequent death. 

 In addition, the case detailed earlier in the report involving a patient who 
received two doses of treatment dose Enoxaparin and later suffered a 
significant haematemesis was presented to the IRP. The case has been 
reported externally as a SIRI and investigation is underway. The post mortem 
result remains outstanding and the investigation cannot be concluded until 
this report is received. 

 

There are no specific themes identified from these cases. 

 

5). Number of deaths where it is thought ‘more likely than not’ that problems in care 
contributed. 

  Quarter 3 % 

Cases Reviewed 562 100% 

Level 1 0 
 

Level 2 0 
 

Level 3 2 0.3 

Level 4 20 3.6 

Level 5 22 3.9 

Level 6 518 92.2 

Total 462 100 

 

There were no deaths graded as 2 or above in Q3. 
 
6).Themes and issues identified through review and investigation  

The following graphs reflect the number of patients who have been medically fit during the 
stay in which they died. The first shows the number of days deceased patients were 
medically fit, shown by month of death. Patients with the longest period medically fit (>21 
days) are identified in red, amber is those MFFD for between 7 and 21 days and green is 
those who were fit for less than 7 days. 
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This shows a spike in numbers of patients in November. The majority of these were patients 
who were MFFD for less than seven days. However both November and December had the 
highest number of patients who were medically fit for 7 to 21 days.  

The second chart demonstrates the patient who was medically fit for the longest number of 
days, who later died. 

 

 

The patient who was fit for 104 days prior to death in December was admitted to the hospital 
in July as an emergency. During their stay this patient moved wards twelve times. The 
patient did have a degree of complexity and some of these moves were for clinical reasons, 
however an initial review of the case identifies that there were several opportunities to have 
discharged the patient to a more appropriate care setting.  

 Themes identified in this quarter remain similar to those seen previously. There was an 
increase in identification of patients where care prior to admission may have contributed to 
their admission and eventual death. This increase coincides with the commencement of the 
Medical examiners and is therefore possibly linked to increase scrutiny of notes and 
awareness of the pre-admission issues. There continued to be a small number of cases 
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where there was a potential opportunity to have identified the patient’s deteriorating 
condition sooner, although as in the previous report it was not felt that this would have led to 
a change in outcome but could have allowed an earlier transition to a palliative approach 
which may also improve the experience for the patient and their family. 

Use of the Achieving Priorities of Care document remains inconsistent, however completion 
of the nursing care plan appears to have improved in areas where the new Individual 
Priorities of Care document has been introduced. The panel will continue to monitor the 
completion of the documentation and will continue to feedback to the ward team and matron 
in cases where the APOC has been in place for more than 24 hours without a care plan. 

The increase in patients identified as palliative or End of Life has continued, as evidenced by 
the further increase in palliative coding, however recognition that a patient is reaching End of 
Life remains inconsistent and cases continue to be seen where patients are only 
commenced on the Achieving Priorities of Care document in the 24 hours prior to their 
death. These cases are referred back to the specialty team, however evidence of an 
improvement in early discussion regarding End of Life decisions has not been seen in some 
specialties. The delay in decision making, particularly relating to DNACPR and 
commencement of a palliative approach can cause junior staff to be placed in difficult 
situations which may lead to inappropriate decisions being taken, due to lack of clear plans. 

7). Changes that have been made as a result of Learning from Deaths 

The Individualised Priorities of Care document has been reviewed and is being piloted within 
Haematology and Oncology and Older People’s Medicine. The new document focuses more 
on ensuring that specific patient centred care is planned and delivered and, as stated earlier, 
completion of care plans appears to have improved in areas where the document is in use. 

Learning was also identified for the bariatric surgery service regarding post-operative care 
on G5. 

 

8). Future plans 

The commencement of the Medical Examiner system has been successful andwill be further 
enhanced when the additional MEs commence in Q4, and when the Medical Examiner’s 
officer takes up her post in March.  

The completion of the Notification of Death summary which is sent to the patient’s GP 
following discussion at MRP remains inconsistent despite daily reminders to the junior 
doctors. Current practice of sending doctors an email reminder has not delivered a 
significant improvement, therefore a system to enable the bereavement team to confirm that 
this has been completed is being developed with the aim of commencing this in Q4.  

A pilot of the use of electronic referral to the coroner was commenced in Critical care during 
Q3. The results of the pilot will be reviewed and plans developed to roll this out to all areas 
of the Trust.   
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Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

041.20 

Appendix 1: Agenda 

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

Agenda 
item 

Items of particular note:

005.20 Lead Executive Summary 
The Trust had identified a route to delivering its current year end forecast. Quarter three had 
now been delivered, with the external financial support having been received as a 
consequence. Regarding the PFI commercial settlement, the Trust would sign the SA05 in the 
near future. The national team reviewing the matter would complete their work by February 
2020, allowing the Trust to clear its balance sheet transactions in 2019 – 20. The related bond 
sale was currently scheduled for completion in early summer 2020.  

In terms of planning for 2020 – 21, business cases were to be included; this was a significant 
advance for the Trust and allowed for more accurate forecasts. Cases not entirely ready for this 
process were still considered in order to avoid mid year revisions to plans where possible. In 
addition, planning over a three year period was underway to ensure that future preparations 
were well informed.  

Finally, the Da Vinci robot had been approved by Charity Board of Trustees as an outright 
purchase. This decision had been taken on 23rd January 2020.  

006.20 Month 9 Integrated Finance Report 
The Trust remaining slightly ahead of plan. The fulfilment of the forecast for quarter three had 
meant that £5.3 million of external funding had been received. Whilst the second half of 2019 – 
20 had always been assumed to be more challenging than the first, mitigations had enabled 
the Trust to meet its forecast thus far. All divisions were considering actions which may support 
the delivery of the year end forecast for 2019 – 20. Overall, the Trust remained confident that it 
could meet its current year end forecast. 

006.20 Model Hospital 
The Committee received its first report on this matter. Metrics indicated that the Trust was 
making effective use of its resources. However, it also suggested that further efficiency could 
be found through spending on medical and agency staff, although the historical nature of the 
data used required consideration. Reporting on Model Hospital would continue to develop.  

Enclosure Number 

9 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

007.20 
 

Business cases: 
 
SWASH Data Warehouse: The Committee had previously considered the case at the meeting 
on 16th December 2019. Subsequently, it had been the subject of an email conversation with 
Roger Burke-Hamilton in particular seeking assurance regarding strategic IT issues relating to 
the proposals. The concerns regarding phase one of the contract raised in other 
correspondence from members no longer applied and therefore could be discounted.  
 
The Chair noted that the queries raised by Roger Burke-Hamilton had received appropriate 
responses.   
 
The Committee recommended the case to Trust Board for approval on 29th January 2020. 
 
Additional 60 bed capacity: The Chief Financial Officer provided an initial report on proposals 
for increase bed space at the Trust. The facilities were scheduled for October 2020; however, 
an order to initiate the design of the project was required by the end of January. The form it 
would take as currently envisaged was a modular block, to be sited where North Car Park 
currently stands. More detailed proposals would return to the Committee as appropriate, with 
an update on the project to be provided to the Committee on 25th February 2020. 
 
The Committee indicated its support for the works business case for external capital funding.  
 

007.20 
 

Contracts Register:  
The first draft of a list of live contracts was presented to the Committee. This will be finessed to 
ensure that future iterations of the register focus on the requirements of the Committee. 
Meanwhile, alternative versions could be employed to assist divisions in their planning. 
 

008.20 
 

Procurement Strategy and Performance Report:  
Procurement was on schedule to exceed its planned savings for 2019 – 20. Divisional 
strategies incorporating work plans, contractual arrangements and mechanisms for controlling 
expenditure were being developed. Meanwhile, Model Hospital was used to evaluate contracts 
and undertake market analysis as well as reporting on key performance indicators.  
 
The Finance and Procurement Committee had undertaken its inaugural meeting and would 
report to Finance and Infrastructure Committee. As it evolved, it was envisaged that divisional 
representatives would attend to provide comprehensive coverage of the areas under its remit.  
 
The Procurement Strategy, as previously discussed by the Committee, would be drafted in 
March 2020. This would then be presented to the Committee on 21st April 2020. 
 
 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion 

 
Agenda 
item 

Recommendations: 

 None on this occasion 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 28th January 2020  
1pm – 4pm  

E Level Boardroom, Education Centre, Queen Alexandra Hospital 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

001.20 Welcome and Apologies Noting No 1.00 Chair 

002.20 Conflicts of interest Noting No 1.02 Chair 

003.19 Minutes from 16th December 2019 Approval Yes 1.05 Chair 

004.19 Action Log from 16th December 2019 Discussion/ 
decision 

Yes 1.10 Chair 

005.20 Lead Executive Summary Discussion/ 
Noting 

Yes 1.15 CFO 

006.20 Finance 
1. Month 9 Finance Report
2. Model Hospital

Discussion/ 
Noting 

Yes 
Yes 

1.35 
FD 
FD 

007.20 Investment 
1. Business Case Review Sub-Committee
2. SWASH Data Warehouse
3. Additional 60 bed capacity
4. Contract Register
5. Renal Services

Discussion/ 
Noting 

Yes 
Yes 

To follow 

Yes 
Yes 

2.05 
DSP 
COO 
CFO 
DPCS 
COO 

008.20 Infrastructure 
1. Procurement Strategy and Performance Report
2. Sub Committee feedback for noting

 Capital Priorities Sub-Committee
(23rd January 2020)

 Estates and Facilities Committee
(13th December 2019)

Discussion/ 
Decision 

Yes 

Verbal 

Yes 

3.10 
DPCS 

FD 

CFO 

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

to the next agenda 
2. Corporate Risk Register (approved by Trust Board in

September 2019) 

Decision Yes 
3.40 

Chair 

010.20 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 

011.20 Any Other Business Discussion No 3.50 Chair 

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

013.20 Date of Next Meeting: 
Tuesday 25th February 2020 (1pm – 4pm), 
E Level Boardroom 

Noting No 4.00 Chair 
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Executive Directors

Mark Cubbon            

Nicole Cornelius   X         

John Knighton      X      

Chris Adcock       

Theresa Murphy  

Liz Rix X  X   

Paul Bytheway      X 

Emma McKinney       

Lois Howell            

Penny Emerit          X  

Nigel Kee   X 

Mark Orchard   

Non-Executive Directors

Melloney Poole            

Christine Slaymaker X           

David Parfitt   X         

Gary Hay          x  

Inga Kennedy X X  X   X  X  X 

Martin Rolfe      X    x  

Roger Burke-Hamilton  X      X    



X

Attended

Apologies given
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