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At 09:30 

To be held via Microsoft Teams 

PLEASE NOTE: Public attendance is not allowed at this 
event given current guidance 
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TRUST BOARD MEETING IN PUBLIC 
Wednesday 27th January 2021  

09:30 – 13:00 
via Microsoft Teams 

 
A G E N D A 

Item 
No. 

Time Item Enclosure  
Y/N 

Presented 
by 

001.21 09.30 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Member has a conflict of 
interest with any items on the Agenda) 

N Chair 

002.21 09.32 Minutes of the last meeting – 25th November 2020 1 Chair 

003.21 09.35 Matters arising/summary of agreed actions 2 Chair 

004.21 09.37 Notification of any other business N/A Chair 

005.21 09.40 Chair’s opening remarks N/A Chair 

006.21 09.50 Chief Executive’s report 3 CEO 

STRATEGY 

007.21 10.30 Board Assurance Framework 4 DGR 

 
QUALITY, SAFETY AND PERFORMANCE 
 

008.21 10.50 

 
Quality and Performance Committee feedback 

• 17th December 2020 
o Infection prevention and control – Trust Board 

oversight 
o Board Risk Register 

• 21st January 2021 
o Infection prevention and control – Trust Board 

oversight 
o Ockendon Report 
o Learning from deaths 

 

5 
Committee 
Chair 

009.21 11.00 

 
Safety, quality and operational performance 
report analysis 
 

 
N** 

 

MD / CN  
/ COO 

 
FINANCE AND INFRASTRUCTURE 
 

010.21 11.40 

 
Finance and Infrastructure Committee feedback 

• 22nd December 2020 

• 19th January 2021  
 

6 
Committee 
Chair 
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011.21 11.50 Financial performance report analysis N** CFO 

 
WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
 

012.21 
 

12.10 
 

Medical revalidation – annual report 2020 / 21  7 MD 

AUDIT AND GOVERNANCE 

013.21 12.20 

 
Audit Committee feedback 

• 11th January 2021 
 

8 
Committee 
Chair 

014.21 12.40 
 
Usage of Company Seal 
 

9 DGR 

 
FOR NOTING / INFORMATION 

015.21 12.50 Record of attendance 
 

10 
 

Chair 

016.21 12.55 Any other business N Chair 

017.21  

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

N Chair 

 
018.21 

 
 

 

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 

 
019.21 

 
 

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

 
N 

 
All 

 
Date of next meeting:  Wednesday 31st March 2021 
 

 
N 

 
Chair 

** Supported by the IPR Data Pack 
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Trust Board Meeting in Public 
Held on Wednesday 25th November 2020 

Via Microsoft Teams 

MINUTES 

Present: Melloney Poole Chairman  
Roger Burke-Hamilton  Non-Executive Director 
Graham Galbraith  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 
Vivek Srivastava  Non-Executive Director 
Aswinkumar Vasireddy  Non-Executive Director 
Mark Cubbon Chief Executive Officer (CEO) 
Chris Evans Chief Operating Officer (COO) 
John Knighton Medical Director (MD) 
Mark Orchard Chief Financial Officer (CFO) 
Liz Rix Chief Nurse (CN) 

In Attendance:  Anoop Chauhan Director of Research (DR) 
 Nicole Cornelius Director of Workforce and Organisational Development 

(DWOD) 
Penny Emerit Deputy Chief Executive (DCEO) 
Lois Howell  Director of Governance and Risk (DGR) 

Alison Bean Allied Health Professional Ward Manager (minute 134.20) 

Dave Gordon Committee Clerk (minutes) 

Item No Minute 

130.20 Welcome, apologies and declarations of interest 

The Chairman welcomed all to the meeting; in particular, the Chief Operating Officer who 
was attending his first Board at this Trust and the two new Non-Executive Directors (Vivek 
Srivastara & Aswinkumar Vasireddy). In addition, a number of public attendees were also 
present. No apologies were given.  

No declarations of interest were made. 

131.20 Minutes of the last meeting – 30th September 2020 

The minutes of the meeting of 30th September 2020 were approved as a true and accurate 
record.  

132.20 Matters arising / summary of agreed actions 

The Board noted the summary of agreed actions. 
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133.20 Notification of any other business 

No supplementary business was raised. 

134.20 Staff story 

The Chief Nurse introduced Alison Bean, a physiotherapist who had been appointed as a 
ward manager (a role traditionally only held by registered nurses). Ms Bean described her 
post and the differences her skills and experience bring to the stroke rehabilitation team. 
Working in collaboration with a Senior Ward Sister, her focus was on providing a 24-hour 
rehabilitation service by integrating key roles and extending staff knowledge and skills.  

The Board heard that leadership skills, rather than professional background, were being 
prioritised in these roles, with the AHP Ward Manager acting as a bridge between nursing 
and therapy. The role also involved identifying other potential leaders and offering 
opportunities for development within a nurturing and learning environment.  

A series of initiatives had been launched to support the aims of this campaign. ‘Rehab 
champions’ were nominated across nursing staff to ensure key messages were 
disseminated and enacted. A shared governance structure created a consistent approach 
across all wards involved, whilst dedicated study time was allocated to practitioners. 
Ongoing work, such as goal setting and integration with the Stroke Rehabilitation service 
had been established within the routine work of the department, whilst in future a wider 
system of buddying would provide opportunities for the sharing of best practice and mutual 
support. It was also intended that ambitious projects such as the development of 
simulation training would have a significant impact on the delivery of the service. 

The Chairman inquired as to the direct benefits to patients from this new role. The Chief 
Nurse responded that it offered the opportunity for other aspects of patients’ needs to be 
considered by ward leaders who specialised in those areas. In addition, the integrated 
teams which were being put in place by these new ward leaders provided more 
comprehensive coverage across the staff who were supporting patients whilst in the 
rehabilitation centre. As a result, as the innovations were applied more widely, it was 
anticipated that their impact on services would be transformative. 

Christine Slaymaker and Gary Hay raised the wider context of the workforce plan for the 
NHS and how these roles fitted into that strategy. In particular, the importance of 
consistency in their application was stressed. The Chief Executive Officer referred to the 
NHS People Plan and the context of the national response to the challenges which had 
been identified for the future of health care. The Trust had been innovating to allow staff 
development which applied the expertise of clinicians to the needs of patients; however, 
ensuring that this was enacted consistently was crucial to securing permanent beneficial 
change. The opportunities offered by partnerships, such as the one which had recently 
been formalised with University of Portsmouth, would be explored as part of this process. 
Board level visibility of these plans would be provided as proposals were developed in 
further detail.   

The Chairman thanked the Ward Manager for their presentation and welcomed the 
opportunity for further discussion on workforce transformation at future Board meetings. 
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135.20 Chairman’s opening remarks 
 
The Chairman noted the series of major issues which would be considered in this 
meeting’s discussions. Whilst COVID-19 had been a constant theme throughout 2020, the 
operational pressures resulting from winter were also having an impact on the Trust and 
NHS in general. In addition, the United Kingdom would be departing from the European 
Union before the next Trust Board in January 2021. As a result, members were asked to 
have a firm focus on the risk arising from these issues. The Board Assurance Framework 
may also require revision in this context. 
 
The engagement and commitment of staff throughout the period was commended. Given 
the longevity of the pandemic and the recent increase in prevalence, the potential for those 
working for the Trust to be affected by fatigue was recognised. As a result, the Board 
wished to signal clearly its support for the continued efforts of those who worked for the 
Trust. As part of this, the Executive Team was also thanked for its focus on delivering 
services to the local community despite the many issues facing health care at present and 
the complexities generated by their interaction. The Pride of Portsmouth awards, which 
had been presented on 24th November 2020, had also allowed for appropriate recognition 
of staff contributions to the work of the Trust during a challenging year. 
 
The rapid manner in which the environment within the Trust was changing given the recent 
commencement of a second peak in COVID-19 should also be borne in mind. The Board 
was reminded that the integrated performance report recorded statistics and analysis from 
October 2020. However, the position at the time of the meeting would also be discussed 
as there was significant potential variance from the observations made in the previous 
month. In terms of rapid understanding of performance, the recent introduction of real time 
feedback in several wards was appreciated.    

  

136.20 Chief Executive’s Report 
 
The Chief Executive Officer highlighted the following matters in his update: 
 
COVID-19 response: The Trust had been increasing its non-urgent elective capacity after 
the suspension or limitation of several services during the first wave of the pandemic. 
However, recent weeks had also seen an increase in the number of people presenting to 
the Trust with COVID-19. Nevertheless, the prevalence rate within the local community 
had decreased between the time that the report had been issued in the agenda papers 
(18th November) and the date of this meeting.  
 
The position was being tracked on a daily basis and used to assist with planning. 
Approximately 130 COVID-positive patients had been present at the hospital at the peak 
of this second recent wave, with this figure remaining relatively consistent in November 
2020. Patients had responded to treatment better in this phase of the pandemic, with 
discharges taking place in a timelier fashion as a consequence. Critical Care had also 
expanded to provide treatment for patients requiring more intensive treatment. Services 
would continue to be flexed as required by the situation, with the changeability of demand 
monitored regularly to allow this. Pathways were also being designed and put in place to 
ensure that patients were allocated appropriate spaces within the hospital to manage 
issues related to the transmission of the virus.  
 
The Medical Director informed the Board that the number of patients present at the Trust 
with a diagnosis of COVID-19 and the number of those with the highest care needs were 
comparable with the peak of Spring 2020. Meanwhile, across all parts of the Trust demand 
had remained at normal levels; this contrasted with the first wave where there had been a 
significant decrease. As a result, bed occupancy was very much higher than it had been 
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in March and April 2020. This had caused the requirement for separate pathways for those 
tested positive for COVID-19 and those who had not which were more complex than they 
had been earlier in the year. Respiratory Care had been moved to increase its capacity 
and ability to respond to the current cohort of patients onsite at the Trust. 
The Chief Nurse added that staff had increased cross-disciplinary work to support the 
management of the pandemic. Quality and Performance Committee had considered the 
infection prevention and control board assurance framework; this would be discussed 
under minute 139.20.  
 
Testing for COVID-19: There had been a series of developments in this area, with new 
technologies being introduced over recent weeks. Front line staff had recently received 
lateral flow testing kits, which allowed for twice weekly testing over a period of 3 months. 
This allowed clinicians to have confidence in their COVID status as well as providing 
assurance to patients on the matter. Positive results were also tracked to ensure that any 
risks of transmission were identified and mitigated as effectively and rapidly as possible.     
 
COVID-19 vaccinations: The Trust was collaborating closely with the national team to 
support the programme. Staff had been prioritised to allow for the efficient vaccination of 
those with the greatest requirement for the treatment once the vaccination programme 
was operative. The administration of a vaccine (once one had been approved by the 
regulators and was accessible via a functioning hub), combined with an effective testing 
regime, should deliver a safe environment within which patients could continue to receive 
treatment as they would normally expect.   
 
Trust capacity: Performance on the constitutional cancer standards was being maintained, 
with some of the patients who had been waiting for significant periods receiving treatment. 
The Trust’s estate was being reviewed to evaluate how it could be adapted to increase 
provision; future proofing the site to ensure it could adapt to changes in community needs 
or technology was part of this process.  
 
Christine Slaymaker observed the references to patients who were deemed medically fit 
for discharge. The Chief Executive Officer noted previous discussions on additional 
community capacity which had been in place throughout 2020. However, whilst this had 
reduced the number of medically fit for discharge patients and their length of stay, this 
trend had reversed during the autumn. Relationships with system partners were 
productive, with additional capacity due to become available in December 2020. Patients 
were always tested before being sent to other care settings, with formally designated 
facilities for such cases who tested positive. The Chief Operating Officer was involved in 
an operational resilience group which had oversight of the matter and took actions across 
the system as required. As the system became more established, the number of medically 
fit for discharge patients should return towards previous levels. 
 
The Board noted the report.     

  

137.20 Quarterly Strategy update 
 
The Deputy Chief Executive referred to the context of the phase three recovery plan 
guidance (issued to all NHS organisations on 31st July 2020). This had clarified that the 
restoration of services would be a priority; meanwhile the Trust had also been 
implementing its quality improvement programme (Delivering Excellence). As part of this, 
measurable programmes of work that would support the Trust’s strategic objectives over 
the next five years were being established.  
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In terms of the facilities at the Trust, Building Better Emergency Care (which had 
progressed to the Strategic Outline Case stage) and the additional beds mentioned in 
minute 136.20 would improve the offer to patients. The agreed clinical strategy with Isle 
of Wight NHS Trust was another significant development, whilst the roll out of real time 
feedback would bolster work on patient experience. Digital support for patient safety was 
being increased via the electronic prescription and medicine administration system, whilst 
the IT architecture had been improved through the installation of Office 365.  

The Chairman was supportive of the work being undertaken, particularly in the context of 
the operational pressures already discussed at this meeting. The real time feedback was 
especially important given previous points made by the Board on patient experience. 

The Board noted the update. 

138.20 Board Assurance Framework 

The Director of Governance and Risk presented the updated version of the document. All 
risks included had been addressed by the relevant owners; two additional risks (leadership 
capacity and delivery of year end financial position) had been identified. The first of these 
related to the challenges facing the Trust in the current context (COVID-19, winter 
pressures and the United Kingdom’s departure from the European Union). Meanwhile, the 
Chief Financial Officer informed the Board that the Trust would be operating within a fixed 
financial allocation for the local system for the second half of 2020 – 21. Initially, there had 
been an estimated deficit of £9.1 million resulting from the discrepancy between this sum 
and the Trust’s undertakings under the phase three recovery programme. However, a 
series of potential actions would reduce this to approximately £5 million, with further 
savings to be put into effect during the remainder of the financial year. These reductions 
in expenditure would not have a negative impact on services provided to patients. 
Christine Slaymaker noted a series of issues due for decision in the near future which 
involved significant investment; the Chief Financial Officer informed the Board that these 
would be subject to detailed prioritisation before any binding agreements were made. 

The risks associated with the delivery of the Trust’s strategic objectives due to COVID-19; 
capacity for mental health services being sufficient to meet demand; and take up of training 
had seen their ratings rise. Regarding the first of these, it was anticipated that should 
COVID-related pressures diminish this risk would be reduced. Conversely, the longer term 
impact of the pandemic may mean that this matter would still require consideration even 
after the virus had abated. The issues regarding mental health capacity had decreased 
during the spring of 2020 as presentations to the Trust fell in number. The recent return 
towards previous levels of demand had seen the risk rating increase; however, it was 
noted that this had not been a reversion to the initial level given the improvement in 
provision of the service. On the final matter, it was emphasised that the reputational and 
regulatory risk, rather than any impact on patients, was involved.  

The risk scores associated with performance against cancer standards, definition of 
clinical strategies and stability of senior leadership had decreased. The first of these was 
due to achievement of the standards on a regular basis. The agreement of a clinical 
strategy with the Isle of Wight NHS Trust had done much to address the second, but 
delivery of the strategy had yet to take place and therefore was not proposed for removal. 
The stability of leadership was in line with expected levels of turnover; furthermore, the 
organisation’s increased maturity allowed for improved transition arrangements for 
arriving officers. As a result, its removal was recommended. 
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The Chairman wished to record her approval for the Board Assurance Framework, with 
the present version capturing the nuances of the risks to the achievement of the Trust’s 
strategic objectives.  

The Board approved and adopted the Board Assurance Framework, including the removal 
of BAF 10 (emergency preparedness, resilience and response) and BAF 17 (stability of 
senior leadership). 

139.20 Quality and Performance Committee feedback 

The Committee Chair (Martin Rolfe) reported that the two new Non-Executive Directors 
had also joined the Committee. Their clinical insight would support informed dialogue at 
future meetings and had had a perceptible impact on the discussions at the meeting in 
November 2020. Implementation of real time patient feedback and its positive impact on 
the delivery of compassionate care had been discussed. In addition, whilst the 
deterioration in performance on dementia screening had been observed, the Committee 
had welcomed the manner in which the causes had been identified and resolved. The fact 
this had occurred within one cycle of the integrated performance report was indicative of 
how this document was capable of being used to improve services in a timely fashion.  

The safety events relating to COVID-19 had also been scrutinised. These raised issues 
regarding the desire to maintain and restore elective services whilst prevalence of the 
virus was increasing. Whilst learning was being taken and applied from such incidents, it 
was acknowledged that increased activity in both elective services and treatment of 
COVID-19 would have an impact on the risk profile for the Trust.  

Infection prevention and control had been the subject of a developed discussion. This had 
provided comprehensive assurance for the Board as to the level of planning in place at 
the Trust; more on this matter would be discussed under minute 140.20. The Care Quality 
Commission’s report on medicines management had also been considered.  

The Board noted the update. 

140.20 Safety, quality and operational performance report analysis 

The Chief Nurse highlighted recent instances of nosocomial transmission of COVID-19. 
The infection prevention and control (IPC) board assurance framework provided a 
structure for focus on the issue and supported self-assessment. Details of mitigating 
actions were also recorded using this format, as was compliance with national guidance. 
Audits were being undertaken and reported back to divisions, with the Quality and 
Performance Committee providing Board-level oversight.  

The Medical Director presented the specifics of the situation within the Trust, with 
prevalence of COVID-19 having been higher in Portsmouth than neighbouring areas. In 
addition, bed occupancy at the Trust was significantly increased from the first wave and 
exceeded that at other comparable trusts for the same period. There was the further 
complication presented by patients who had been admitted for one reason but 
subsequently tested positive for COVID-19 and the cohorting required for such cases. This 
had also demonstrated the vital importance of a testing regime which provided rapid 
results, with the resources for this being limited at present. The Chief Executive Officer 
was also in contact with other NHS organisations to ascertain examples of best practice 
and learning which could be applied within the Trust. Continuous audits would also be 
used to ensure that the profile of the matter was kept at a prominent level.    
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Real time feedback was being trialled in several wards, with reporting included in the 
integrated performance report for the first time. By mirroring the national survey questions 
the system had allowed for continual monitoring of the issues involved rather than awaiting 
a series of annual results. It also allowed for instant actions to be taken on the basis of 
views expressed by patients. Given the benefits of the system and its initial reception, it 
was intended to roll out the system across the Trust as expeditiously as was possible. 

The Medical Director referred to the Hospital Standardised Mortality Ratio which was 
overseen by the Mortality Review Group. It had recently risen; however, it was noted that 
the reporting period currently included the initial peak from the pandemic. Discussions with 
the data analysis providers had confirmed that this ratio was presently affected by the 
uneven impact of the pandemic on across the country. The metric would be rebased by 
them to reflect this, but the process would take some time. Initial indications were, 
however, that outcomes during the second wave currently being experienced were better 
than before.  

There had been a reduction in the level of reporting of low or no harm incidents; 
discussions with the Safety Team were ongoing to reinforce messages regarding the 
importance of recording all safety events even during periods of heightened operational 
pressure. To support this, reporting processes were being simplified where appropriate to 
ensure staff were not being asked to remove themselves from duty for longer than was 
necessary to make a referral. Performance on sepsis and deteriorating patients continued 
to display positive trends.  

The Chief Operating Officer alluded to the constitutional cancer standards and the 
maintenance of performance despite the operational issues discussed above. Eight of the 
nine standards had been met in October 2020, with the screening programmes having 
been affected by social distancing leading to the 62 day standard not being achieved. 
Imaging performance was consistent, with the Wessex Cancer Alliance supporting the 
Trust with the recovery trajectory for endoscopy. The restoration of elective services 
continued, although the Trust continued to evaluate the position and reprofile as required 
given the issues relating to COVID-19 and patient pathways. Walk in attendances had 
reduced, with the 111 First redirection pilot having allowed for the referral of patients to 
appropriate care settings. However ambulance conveyances had increased, causing an 
attendant rise in the acuity of the case mix present within the Trust.  

The Board noted the report. 

141.20 Quality Account 2019 – 20 

The Director of Governance and Risk presented the Quality Account which had been 
commended to the Board for approval on 22nd October 2020 by the Quality and 
Performance Committee. Since this iteration had been presented, reference to the Care 
Quality Commission’s medicines safety report had been added as well as stakeholder 
comments. The objectives for 2020 – 21 were included in the draft, with an emphasis on 
the quality of care provided.  

Given the comments made by the Quality and Performance Committee and other parties 
regarding the accessibility of the document, consideration would be given as to how the 
material could be presented in a manner more suited to a public audience.  

The Board approved the Quality Account 2019 – 20. 
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142.20 Finance and Infrastructure Committee feedback  
 
The Committee Chair (Christine Slaymaker) indicated that the meeting on 16th November 
2020 had been assured by the progress being made on the Digital Strategy. As well as 
the work itself, the manner in which it was reported to the Committee provided clarity on 
both the development which had taken place and its impact on the Trust. The progress 
made on remote working had also facilitated the Trust’s response to COVID-19.  
 
The Board may wish to consider scheduling an item on the major projects being proposed 
by the Trust over coming years. This was due to the number of interdependencies involved 
and the fact that many aspects of these were related with similar ambitions in mind. As 
well as forming an overview of the area, it would allow members to give more informed 
consideration to the assumptions being made when formulating business cases.  
 
The Board noted the report. 

  

143.20 Financial performance report analysis 
 
The Chief Financial Officer referred to the potential deficit discussed in minute 138.20. 
Actions in hand to reduce this variance were being tracked by the Trust Leadership Team 
on a regular basis as well as by the Finance and Infrastructure Committee.  
 
In particular, divisional run rates were being analysed with potential efficiencies identified, 
with non-recurrent expenditure also being assessed for savings which could be made in 
2020 – 21. Workforce optimisation would allow for spend on pay to be controlled, with 
agency staff to continue as a key area of focus. The possible methods for avoiding 
slippage on annual leave were being investigated given the potential £3.9 million year end 
liability arising from this. As well as the financial aspect, it was intended to help avoid staff 
fatigue through ensuring that all employees were taking suitable periods of rest. Finally, 
general efficiencies in the workplace through reduction in waste were being explored. 
 
October 2020 had been the first month of the financial year in which the temporary 
financial arrangements to support the response to COVID-19 had not been in place. The 
original forecast for the Trust had been for an in-month deficit of £997,000. However, a 
surplus of £33,000 had been achieved. Whilst some of this had resulted from savings as 
identified above, the expenditure on care for COVID-19 had been approximately £250,000 
below expectations. Whilst agency spend had risen, this was in comparison to a historic 
low in September 2020. The figure involved (£500,000) was also significantly lower than 
the same month the previous year (£1.3 million). 
 
The Trust had maintained its focus on prompt payment to business-critical suppliers, with 
almost 97% of invoices paid within 30 days. The exceptions to this were being recorded 
and raised with the relevant officers to ascertain any causes for delays in payment and 
improve processes as required. The Chairman was appreciative of this given the harsh 
economic climate and the support such efficiency offered to local businesses.    
 
The Board noted the update. 

  

144.20 Workforce and Organisational Development Committee feedback 
 
The Committee Chair (Gary Hay) observed that the move from monthly to quarterly 
meetings had moved the focus of the Committee’s business from operational to strategic 
as intended. The Freedom to Speak Up Guardian had reported a rise in the number of 
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anonymous concerns raised; whilst this would be monitored, initial conclusions were that 
this may be caused by the increase in remote working.  

The continued work of the Culture Change Agents was commended, especially in the 
context of the pandemic. Leadership and talent management had been considered, with 
observations reflecting the points made under the staff story item (minute 134.20). The 
Committee had stated its intention to see continued improvement in the proportion of 
employees who would recommend the Trust as a place to work. This would also serve as 
the key indicator for the workforce aspect of Delivering Excellence. New measures taken 
to support flu vaccinations had contributed to increased take up. The self-assessment 
checklist required by Public Health England rated the Trust as compliant in all areas.  

The Board noted the report. 

145.20 Workforce and organisational development performance report analysis 

The Director of Workforce and Organisational Development observed that whilst the 
funded establishment had decreased, the total workforce had increased in the previous 
month. Two factors causing this were increased activity and a slight rise in absence due 
to staff isolating or being unable to attend their regular working environment. However, the 
fact that 88% were bank staff had limited expenditure on agencies.  

Turnover had reduced from 13% to 10%. Sickness absence had increased to 4.4% but 
had not shown any signs of sharp variation despite COVID-19. However, other limitations 
on workforce capacity (e.g. self-isolation) were present. International nursing recruitment 
had continued, with 120 overseas nurses having arrived, and 170 more scheduled to be 
at the Trust by the end of 2020 – 21.  

Essential skills compliance and completion of appraisals had fallen. Wellbeing 
conversations had been introduced into the appraisal process, whilst leadership support 
circles had been put in place to assist managers. Development of the Leadership 
Behaviours Model had been supported by other activity (e.g. support for groups who were 
currently under-represented in senior positions).   

Priorities for 2021 included the continuation of the Culture Change Programme, with 
leadership development to align with the quality improvement focus of Delivering 
Excellence. The Positive Action Leadership Programme intended to increase the diversity 
and representativeness of senior management. The potential of the strategic partnerships 
with University of Portsmouth and Isle of Wight NHS Trust would also be scoped.   

David Parfitt sought guidance as to the support being offered to overseas recruits given 
the challenges they now faced (e.g. quarantine upon arrival). The Director of Workforce 
and Organisational Development informed the Board that daily calls were made on those 
who had arrived, with shopping also undertaken on their behalf. The Chief Nurse added 
that there was national support for this, with a responsible officer having been appointed 
to oversee related issues for new arrivals.  

The Board noted the report. 

146.20 Audit Committee feedback 

The Committee Chair (David Parfitt) stated that, in addition to the usual agenda items 
there had been discussions with internal auditors and counter fraud specialists regarding 
the response to COVID-19. Given the proclivity for those involved in fraud to exploit 
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circumstances of increased pressure on staff, the Committee had sought assurance that 
the Trust’s control measures had proved sufficiently resilient to avoid any problems in this 
context. The initial observations from both services were that this was the case, although 
this would continue to be monitored.  

The Board noted the report. 

147.20 Chief Resident’s Annual Report 2019 – 20 

The Medical Director introduced the Chief Resident, who had completed her tenure of 
office since the completion of the year reported. The Chief Resident had led the Junior 
Doctor Forum and Junior Doctor Executive Forum as well as overseeing the Junior Doctor 
& Consultant Awards. She had also compiled the escalation rota to deal with the pressures 
arising from the pandemic and assisted with planning for the response to the major 
incident. The Chief Executive Officer thanked the Chief Resident for the contribution they 
had made across the Trust during a period of considerable challenges.  

The Board noted the report. 

148.20 Research and innovation – process for reporting to Trust Board 

The Director of Research had previously reported directly to Trust Board on a quarterly 
basis. However, in line with the 2020 well-led review recommendations, a Research and 
Innovation Committee would be established. This would report to the Quality and 
Performance Committee, which would then include the matter in its update to Trust Board. 
This process was scheduled to commence in time for the 31st March 2021 Board meeting. 

The research and innovation function had responded rapidly to the pandemic. Volunteers 
for trials had been recruited, with a wide range of potential treatments having been 
assessed for their efficacy in easing the conditions caused by COVID-19. Other key areas 
of study had involved the minimisation of risks arising from testing involving aerosols and 
gaining an understanding of the biological aspects of the virus. 

Vivek Srivastara raised the increased prominence of quality improvement in medical 
research and inquired as to the Trust’s work in the area. The Director of Research 
highlighted the aims of Delivering Excellence which supported this ambition. Continuous 
improvement themes had been used to design several research projects.  

The Board noted the report. 

149.20 Risk Management Strategy 

The Director of Governance and Risk introduced the proposed strategy, which had been 
updated in light of amendments to governance arrangements. In particular, divisional risk 
registers would be scrutinised at the Quality Delivery Group as opposed to performance 
and accountability meetings. Meanwhile, scrutiny of non-clinical risk registers had been 
increased prior to their presentation to the Board. These amendments did not amount to 
a substantive change but rather the alignment of practice with existing policy. 

The Board approved the proposed Risk Management Strategy. 

150.20 Record of attendance  

The record of attendance was noted. 
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151.20 Any other business  

No other business was raised. 

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

No questions were raised by the public. 

153.20 Conclusions on key messages from the meeting  

The Chairman noted the repeated references in this meeting to the challenges facing the 
Trust over coming months and the need for staff to be supported through this period.    

154.20 Additions to Board Assurance Framework and Risk Register 

No additions were requested. 

Date of Next Meeting: Wednesday 27th January 2021, 9.30am at the Oasis Centre, 
Queen Alexandra Hospital, Cosham, Portsmouth PO6 3LY* 

NOTE: this may be subject to change given public health guidance regarding COVID-19. 
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Minute Agenda Topic Summary of Action required Owner Due Date Update Status 

25th November 2020 

No actions arising 
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Enc. 3a 3b 44   
Title of report CHIEF EXECUTIVE’S BOARD REPORT   
Board / 
Committee 

TRUST BOARD – 27TH JANUARY 2021 

Agenda item 
number 

006.21 

Executive lead Mark Cubbon – Chief Executive 
 

Author Mark Cubbon – Chief Executive  
 

Date report 
written 

20th January 2021 

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 - CEO’s Board Report 
 
 

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: 
BAF 1 – urgent care, quality, performance and patient flow   
BAF 3 – application of compassionate care 
BAF 28 – pressures on system partners impacting on support for Trust 
BAF 29 – diversion of resources for COVID-19 affecting strategic objectives 
 

Enclosure Number 

3 
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Links to Board Risk 
Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
RR 1401 – staff health and wellbeing during unplanned sustained pressure 
RR 1405 – management of urgent care pathway due to high occupancy and poor 
flow 
RR 1682 – service interruption arising from severe second wave of COVID-19 
RR 1869 – Trust ability to meet cumulative demand from second wave of COVID-
19 
RR 1915 – risk of patient harm arising from delays caused by COVID-19 
RR 2061 – risk of staff contracting COVID-19 during patient-facing duties 
 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications identified. 
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Report from the Chief Executive 

1. COVID-19 response

The COVID-19 pandemic response remains an absolute priority for the organisation. As of 

15 January, prevalence of the virus in Portsmouth has decreased slightly, but remains above 

the national average. Latest data shows that the rate of infection both in Portsmouth and our 

surrounding areas remains high, with Portsmouth’s rate for example at 598 per 100,000 

people compared to 432 per 100,000 across England. We are currently caring for a high 

number of patients with COVID-19 at Queen Alexandra Hospital (QA). 

We continue to follow all national guidance related to COVID-19 as we closely monitor and 

respond to emerging evidence about the virus, prevalence and impact. We have continued 

our regular Gold Command meetings which I chair, to ensure timely implementation of any 

actions we need to take in response to the pandemic.  

On Tuesday 8 December 2020, we proudly opened as the first hospital hub in Hampshire 
and Isle of Wight to support the national effort of delivering the COVID-19 vaccine to the high 
priority groups, as set out by the Joint Committee on Vaccination and Immunisation (JCVI). 
Following a change of guidance, the gap between first and second dose has changed from 
21 days to 12 weeks. This has meant a large number of appointments have needed to be 
rearranged but will mean a higher number of people can receive their first dose more 
quickly. 

The first vaccine was delivered by Professor Liz Rix, Chief Nurse, and received extensive 
local, regional, national and international news coverage for the Trust as the third vaccine to 
be delivered, outside a clinical trial, in the country and the world. 

Due to the changing nature of the situation, a further verbal update on our response will be 
provided at the Board meeting. 

2. OPEL Status

As part of my bi-monthly report to the Trust Board I have committed to providing an overview 

of our Operational Pressures Escalation Level (OPEL). This provides a good indication of 

flow across the Queen Alexandra Hospital (QA) site and across the Portsmouth and South 

East Hampshire (PSEH) system.  

Below is an overview of the escalation status for November and December. 

Further detail is provided by Chief Operating Officer, when highlights of the Integrated 

Performance Report (IPR) are presented later in the meeting: 

OPEL status No of days No of days 

Month November December 

OPEL1 0 0 

OPEL 2 9 0 

OPEL 3 21 22 

OPEL 4 0 11 

Page 21 of 169



 

3. Avoidable Harm 

 

I have committed to providing an overview of harm incidents bi-monthly as part of my routine 

bi-monthly report to the Trust Board. Further information is provided by the Medical Director 

and the Chief Nurse in the IPR: 

 

  Occurrences 

since last report 

(November and 

December) 

Two-monthly 

trajectory 

Year to date 

position 

2019/20 

threshold*   

C Difficile 11 11 47 63 

MRSA 0 0 2 0 

Ecoli 26 N/A 89 N/A 

Community and 

hospital acquired 

category 3 and 4 

pressure ulcers 

16 N/A 44 57 

Falls which cause 

moderate, severe 

or catastrophic 

harm 

9 N/A 35 35 

Never events 1 N/A 6 8 

 

*Targets for 2020/21 have yet to be published by NHS England and NHS Improvement 

 

4. Media coverage  

 

As pressure continues on our services and the entire system, we have seen an increased 

interest in the day to day operations of the Trust. In the last month we have invited local BBC 

and ITV news teams into the hospital to show the impacts of Covid-19 and winter pressures 

on our teams and departments. This has provided us an important opportunity to show how 

hard we are working as a team to keep our patients safe and supported. It has also enabled 

us to work closely with the Hampshire and the Isle of Wight integrated care system (ICS), to 

ensure consistent messaging is shared around social distancing, but also on choosing the 

right service and reassuring people the NHS remains open and accessible for care when 

needed.  

 

5. Awards and recognition 

 

I am very pleased to report that have been recognised nationally, highlighting the 

outstanding commitment and dedication of teams and individuals across the Trust.  

 

• Nursing Times Awards 

The Trust were shortlisted for two categories in the Nursing Times Awards. The first 

was the Covid Trial Team in the Clinical Research Nursing category for its swift and 
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effective roll out of nationally prioritised COVID-19 studies to all COVID-19 

hospitalised patients at QA. Our second entry was in the HRH Integrated Approaches 

to Care category and detailed the ongoing successes of the Armed Forces Covenant 

Lead Nurse role, and our developments as a veteran aware and veteran friendly 

Trust.  

 

• Health Service Journal Awards 

We were shortlisted in two categories of the upcoming Health Service Journal 

Awards, due to be held virtually in March. Once again Keith Malcolm, our Armed 

Forces Covenant Lead Nurse, has been recognised in the Military and Civilian Health 

Partnership Awards category, and our Organisational Development Team has been 

shortlisted in the NHS Workplace Race Equality Award category for its work on the 

BAME staff development programme.  

 

• New Year Honours 2021  

Professor Partha Kar, a consultant in diabetes and national lead for Diabetes in 

England, was awarded an OBE for services to people with diabetes. While Chief 

Petty Officer Andrew Cooper was awarded the Ordinary Associate Second Class 

Royal Red Cross (ARRC) for designing training to help NHS and military colleagues 

on the frontline in QA.  

 

6. Constitutional standards 

 

Performance against constitutional standards is covered in detail in the operational 
performance report within the IPR.  

 
Performance in December is set against increasing and significant pressures from the 
pandemic whilst maintaining focus on treating patients on urgent and cancer pathways. Our 
performance against cancer standards shows ongoing achievement with provisional 
performance of seven out of nine standards met for December and expected to improve to 
eight out of nine once validation is completed. This would be the seventh consecutive month 
this has been achieved. The 62-day screening standard is unlikely to be achieved due to low 
volumes being seen in the national screening programme. 
 
The number of routine patients treated in December was reduced as theatre sessions were 
cancelled to ensure enough clinical capacity to open increased intensive care beds to treat 
COVID-19 patients. As a result of this and focus on urgent and cancer patients the number 
of patients waiting more than 52 weeks for treatment increased to 733 compared to 518 at 
the end of November. The Trust has contacted and reviewed all admitted patients waiting for 
treatment against the national clinical urgency criteria. 

 
The total number of patients waiting for treatment at the end of December was 36,351 an 
improvement of 178 from November, with 67% of these waiting less than 18 weeks for 
treatment. 
 
Provisional performance against the six-week diagnostic standard performance for 
December is 84.3% compared to 83.5% in November. Weekly recovery plans are in place to 
restore performance to standard by the end of the financial year.  
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7. Improvements to the Trust estate 

 

In our five-year Estates Strategy, Working Together, we have detailed a range of large and 

small developments across the Queen Alexandra Hospital site to improve our infrastructure. 

There are six major projects within that plan, the first of which is planned to begin 

construction in mid-February. We have secured planning permission for a new building 

providing additional bed capacity on the site of our existing North Car Park, creating a 

purpose-built facility for the rehabilitation of patients experiencing traumatic head injuries and 

stroke, services which are currently provided within the main hospital. The facility will also 

provide us with extra capacity to alleviate the pressure on our existing services, and free up 

capacity for patients requiring elective and emergency surgery, reducing the time patients 

spend in the Emergency Department. 

We are also due to launch a staff travel survey that aims to improve our understanding of 

how those working for the Trust travel to work, what parking facilities they use and what 

issues they experience, in order to further develop a package of measures to help reduce 

traffic congestion, manage demand for parking and promote sustainable travel. With this 

feedback and our existing data, we will be able to consider a number of proposals to ensure 

availability for those who need it most. 

 
8. MP briefings  
 
We have continued to work closely with our local MPs, sharing important information 

regularly as the situation across the system and local area has developed. In December we 

met virtually with MPs to discuss pressures on our services and following such a positive 

response will continue these on a regular basis to help keep our communities informed and 

build on existing relationships. We thank our local MPs for their ongoing support. 

 

9. Culture Change Programme 

 

We are continuing in the delivery phase of our three-year Culture Change programme, 
based on a model of collective leadership and a shared responsibility for the delivery of high-
quality patient care across the organisation. Following the launch of the Local Induction Pack 
in late 2020, we are now preparing to introduce the Leadership Behaviours Model.  
 
Our team of Change Agents have listened to the feedback of colleagues from across the 
organisation, looked at best practice and evidence-based models, and worked with senior 
leaders within the Trust to agree a set of behaviours which best reflect the culture we are 
working to create at PHU.  
 
We will adopt this behaviours model as part of our Leadership Strategy, as well as our 
recruitment and development processes.  
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10. Top three concerns 
 
These are my top three concerns for the Trust: 

 

• COVID-19 infection rates have risen nationally, and we have seen a significant 
increase in the Portsmouth area in recent weeks, requiring rapid escalation of 
provision for COVID positive patients. We have continued to act on emergency plans 
for the use of beds and appropriate care provision across the hospital, which has 
regrettably meant re-profiling and reducing our elective and planned procedures. We 
are working with partners across the STP areas including non-NHS healthcare 
providers to ensure we can continue to provide care for all those who need it during 
this peak in the pandemic. 

• Following an increase in COVID infection rates in Portsmouth and the surrounding 
area, we are very aware of the potential impact on our workforce, many of whom live 
locally as well as work at the Trust. We have seen an increase in absence over 
recent weeks with a number of staff absent due to sickness, needing to isolate or 
shielding. We continue to keep a close eye on these numbers and have a daily 
staffing hub to mitigate gaps and minimise impact on clinical care. We are also 
working hard with colleagues across the patch, redeploying staff from other partners 
to further support our staffing.  
 

• The wellbeing of everyone working here at the Trust remains incredibly important to 
me and we cannot underestimate the impact this pandemic will have on staff both 
now and in the future. We have been working with teams and individuals, as well as 
our Occupational Health Team, to ensure we have the necessary level of support 
and advice required available. We are also grateful to Portsmouth Hospitals Charity 
which has been providing gestures of appreciation such as hot drinks, snacks over 
Christmas and toiletries for those needing to change at work. 

 
 

11. Top clinical risk 
 

• As in my last report. the COVID-19 pandemic remains our top clinical and 
organisational priority and we continue to review and implement all national 
guidance. The safety of all our patients remains our primary concern and we continue 
to clinically prioritise patient care and take mitigating actions. Our workforce has been 
supportive throughout and continue to work incredibly hard under the most 
challenging of circumstances, reconfiguring wards, working in different teams and 
environments and doing their part in the continued delivery of care.  
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c. 3a 3b 4  
Title of report BOARD ASSURANCE FRAMEWORK 
Board / 
Committee 

TRUST BOARD – 27TH JANUARY 2021 

Agenda item no. 007.21 

Executive lead Lois Howell – Director of Governance and Risk 

Author Lois Howell – Director of Governance and Risk 

Date report 
written 

19th January 2021 

Action required Recommendation for approval by Trust Board on 27th January 2021 

Executive 
summary 

The Board Assurance Framework has been reviewed in full since its last 
presentation to the Trust Board on 25th November 2020. All risk scores have been 
considered and an update against each outstanding action has been provided.  
 
Seven risks have increased in score, almost entirely as a result of the growing 
impact of the pandemic.  The rating for the risk to delivery of all of the Trust’s 
strategic objectives by their stated target date (BAF 29) has increased to 20. 
 
Two risks have reduced in score: 

• BAF31 - delivery of the year-end financial position) has reduced in rating 
from 12 to 9 

• BAF 27 – Reduced capacity arising from changes to application of pension 
taxation rules has reduced from 9 to 8 

 
Thirteen risks remain at their previously indicated score, although the reasons for 
the current rating may have changed.   
 
One risk is recommended for removal from the BAF: 

• BAF 27 – reduced capacity arising from changes to application of pension 
taxation rules. 

 
Three risks have reached their target rating, but are not proposed for removal as 
they describe significant issues, over which it is recommended that the Board 
retains oversight for a further period. 
 
The revised rating and ranking of all risks is attached as Appendix A, alongside a 
very brief rationale for the assigned rating. A heatmap of the current risk scores 
is attached as Appendix B. All these documents are based on a more detailed 
analysis compiled by the Trust under the stewardship of the Director of 
Governance and Risk. 

Appendices 
attached 

Appendix A – Summary of risks and progress 
Appendix B – Heatmap presentation of risks 
 

Recommendations Trust Leadership Team is requested to recommend the Board Assurance 
Framework for approval and adoption by Trust Board on 25th November 2020, 
including the removal of BAF 27.  

Enclosure Number 

4 
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Next steps The risks identified on the BAF will be managed in accordance with the risk 
management plans set out in the full document.  
 
Once approved, the BAF will be forwarded to the Finance & Infrastructure 
Committee with a recommendation that it is used to inform financial decisions. 
The BAF will also be forwarded to the Audit Committee, with a recommendation 
that it is used to inform audit planning, and to the other Board committees for 
information.  

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 

 
✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓  
 

✓  ✓ 

Links to Board 
Assurance 
Framework 

Appendices A and B summarise the Board Assurance Framework 

Links to Board Risk 
Register 

Many of the Board Assurance Framework risks have associated Board Risk 
Register entries, indicated on the full framework document mentioned in the 
executive summary. 

Compliance / 
Regulatory 
Implications 

The Trust is required by its Provider Licence to maintain an effective system of 
internal control, of which the Board Assurance Framework is a key part. 

Quality Impact 
Assessment 

Effective management of the risks to the 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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No Ref RISK SUMMARY 
Aim affected Lead Current position 

Target 
1 2 3 4 5 Mar Jul Oct Jan 

1 BAF29 

Risk to Trust’s ability to deliver all strategic objectives due to diversion 
of resources of all types required to manage the COVID-19 pandemic. 

✔ ✔ ✔ ✔ ✔ DGR 12 12 15 20 ↑ 6 31.03.21 

Given the increasing incidence of infection, and the additional challenges of managing the second wave concurrently with recovery from wave 
one and usual winter pressures, it is proposed that the rating for his risk is increased.  The rating may be reduced again when there is more 
certainty that the learning acquired during wave one will be similarly effective during subsequent waves, and that community behaviour 
controls are having the desired effect on infection rates 

2 BAF8 

Demand for mental health services in the Trust exceeds mental health 
resource available (capacity and quality) 

✔ ✔ ✔ ✔ MD 16 8 12 16 ↑ 12 31.12.20 

The off-site mental health facility which contributed to significant reductions in the rating of this risk during the pandemic remains open, but is 
not being used as effectively as it has in previous months.  There has yet to be a system confirmation about the long term future of the off-site 
facility, although negotiations in this regard continue.  Additionally, demand for mental health services is increasing at the same time as 
availability of such services in primary and community settings is compromised by the staff absences affecting all parts of the health and social 
care system arising from the pandemic.  The Trust is seeing an increase in crisis presentations at ED, and reduced MH provision on site, again 
arising from staff absence amongst members of the MH Liaison Team.  This had led to an increase in the number of mental health patients who 
receive a less than optimal service.  For these reasons the risk rating has increased again this quarter.    

3 BAF28 

Pressures on system partners may compromise their ability to 
prioritise work streams and actions which support delivery of Trust 
objectives 

✔ ✔ ✔ ✔ ✔ CEO 12 12 12 16 ↑ 6 31.03.23 

All parts of the system are facing challenge related to management of the pandemic, and as a consequence, having to operate in a more 
responsive and less strategic way.  The impact of such circumstances on delivery of Trust objectives cannot be reliably assessed in the longer 
term but currently appears likely to be significant.  The risk rating has been increased this quarter to reflect the uncertainty, but may be able 
to be reduced in future reports once longer term assessment is possible.       

4 BAF23 

Governance systems across the Trust are ineffective in the delivery and 
monitoring of improvements and high standards of care, treatment 
and performance 

✔ ✔ ✔ ✔ ✔ DGR 12 12 12 16 ↑ 4 31.03.21 

The additional challenges to delivery of effective oversight of quality and safety presented by increased operational pressures associated with 
the pandemic mean that the Trust cannot be sure that its clinical governance systems are adequate / appropriate.  Review of systems, processes 
and structures is underway, but until assurance is available, the risk rating will be increased.  
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No Ref RISK SUMMARY 
Aim affected 

Lead 
Current position 

Target 
1 2 3 4 5 Mar Jul Oct Jan  

5 BAF21 

The Trust’s performance against key cancer standards is inconsistent  ✔ ✔    COO 9 12 9 12 ↑ 6 31.03.21 

Performance against the access standards (including the new standards) is considerably more reliable, as indicated in the IPR.  Delivery of the 
diagnostic access standard has been compromised by the suspension of screening activity during the pandemic, but the Trust has plans in 
place to manage demand once services are re-introduced.   However, theatre capacity has been significantly reduced in order to support 
management of the pandemic, and this is likely to have a detrimental impact on other cancer access standards.    

6 BAF3 

There is inconsistency in the application of basic, compassionate care 
in some parts of the Trust 

 ✔  ✔  CN 9 9 9 12 ↑ 4 30.09.21 

The likelihood of this risk materialising had reduced over recent months, however current pressures on the hospital mean care is necessarily 
being delivered other than in accordance with the highest standards of normal best practice – eg, staffing ratios are higher than desired, and 
patients are receiving care in areas outside the usual ICU footprint. Visiting restrictions have been increased, meaning that many patients are 
without the support of their family.  Although additional measures to help mitigate these effects are in place (for example the Family Liaison 
officer role, increased senior nursing presence on site 24/7), the likelihood that patients will receive care at less than the optimal level has 
increased.  Further steps to help address this risk are in development and implementation, including streamlining the incident reporting and 
investigation processes, to help speed up learning from the occasions when care is not delivered as the Trust would have expected.  A revised 
target date is proposed to acknowledge the potential long term impact of the pandemic.   

7 BAF1 

Urgent Care, Quality, Performance and Patient flow  ✔ ✔ ✔  ✔ COO 16 16 8 12 ↑ 12 31.03.21 

Performance in respect of ambulance handover times deteriorated significantly during Q3.  This was the result of combined reduced flow 
through the wider hospital and specifically through the ED.  The reduced flow in ED arose as a result of the additional challenges presented by 
the need to provide increased isolation space and segregation for COVID positive patients throughout the hospital.  Occupancy rates have also 
been high.  For this reason, the risk rating has been increased.  Actions in place to help address the associated concerns include the creation of 
space for patient assessment in the event of ambulance queue building up, and all other pandemic management activity.      

8 BAF6 

Take up of mandatory and other important training is below target  ✔  ✔  DWOD 8 8 12 12 ↔ 8 31.03.21 

Overall training performance is above the required target of 85%.  However, there is significant non-compliance with training requirements in a 
few key subject areas, including safeguarding level 3 and MCA and DoLS level 2.  There is little evidence that this is causing patient harm, but the 
fact that there is a persistent problem in those areas has the potential to cause problems in the future, and to compromise the Trust’s 
regulatory and reputational position.  For this reason the risk score remains at 12, but may need to increase further as the impact of the 
pandemic related operational pressures continue to affect clinical teams’ ability to release staff for training.      
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No Ref RISK SUMMARY 
Aims affected 

Lead 
Current position 

Target 
1 2 3 4 5 Mar Jul Oct Jan  

9 BAF30 

Leadership capacity ✔ ✔ ✔ ✔ ✔ CEO   12 12 ↔ 4 31.12.21 

Leadership capacity remains under pressure, further exacerbated by the additional demands of managing further waves of the pandemic.  The 
risk is currently being mitigated by review of key current objectives and the deferment of some non-time-critical activity  

10 BAF7 

Demand for capital spending in the Trust exceeds capital sums 
available 

 ✔ ✔  ✔ CFO 12 12 12 12 ↔ 8 31.03.21 

The shift to capital allocation via the local system means that this risk remains relatively high for the Trust, particularly in light of a number of not 
yet confirmed business cases currently under consideration for key projects, including the additional 70 beds to be created on land at the North 
car park.  This risk rating may reduce as funding for some of these projects is confirmed, but national recovery from the pandemic is unlikely to 
mean that capital becomes more freely available in the short to mid-term.  

11 BAF2 

The Trust’s IT systems and infrastructure are not at the required level 
to support the Trust’s objectives. The current levels of investment in 
digital infrastructure will not deliver the Trust’s digital maturity and 
cyber security ambitions. 

✔ ✔ ✔ ✔ ✔ DCEO 12 12 12 12 ↔ 4 31.03.21 

Although there have been some key achievements in the past quarter (commencement in post of CDIO, and initiation of implementation of 
the Electronic Prescribing and Medicine Administration system), the delivery of services to operational teams has not changed materially since 
the significant improvements at the start of the pandemic.   The wording of the risk has been revised to reflect the current position more 
accurately.  The risk will be reduced once a number of the outstanding actions have been delivered. 

12 BAF31 

Delivery of the 2020/21 Year-end financial position ✔ ✔ ✔ ✔ ✔ CFO   12 9 ↓ 4 31.12.20 

NHSE/I has committed to providing compensatory funding for a proportion of the non-NHS income lost as a result of the pandemic.  This 
means that the likelihood of failing to meet the planned year end position is reduced.  As a result of the reduction of the gap between planned 
and likely out-turn, and NHSE/I’s endorsement of certain losses, the risk rating for this item has been reduced.  

13 BAF14 

The Trust faces challenges in recruiting and retaining staff in a number 
of key areas 

✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 6 31.03.22 

Although nursing vacancy rates remain low, the Trust’s plans for an overseas medical recruitment campaign has been delayed by the 
pandemic.  The risk will remain at the current rating until the medical recruitment plans can be resumed or managed in another way.   The 
impact of those vacancies is currently compounded by higher than usual levels of pandemic related sickness and shielding absence.  

14 BAF16 

The physical environment of the Emergency Floor is poor ✔ ✔ ✔ ✔ ✔ COO 9 9 9 9 ↔ 2 31.03.23 

The long term position with regard to this risk has improved significantly in the last quarter with the confirmation of the Strategic Outline case 
for the re-development of the emergency floor, but the rating is unlikely to change until those works are implemented. 
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No Ref RISK SUMMARY 
Aims affected 

Lead 
Current position 

Target 
1 2 3 4 5 Mar Jul Oct Jan  

15 BAF5 

Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 4 31.12.21 

On the whole, organisational culture in the Trust has improved significantly over the past year, however latest staff survey results revealed 
that some groups of staff have a markedly poorer experience of working in the organisation than others.  Indicators which help to describe the 
satisfaction of staff with disabilities and those from a black and minority ethnic background are materially worse than those in respect of other 
staff groups.  For this reason, the rating for this risk will remain at 9 while further work to address these inequalities is carried out. 
 

16 BAF9 

Demand for radiology/imaging services exceeds radiological capacity   ✔ ✔  ✔ COO 9 9 9 9 ↔ 6 30.03.21 

The Trust has replaced a number of failing items of equipment in recent months, helping to improve performance against diagnostic access 
standards, however, there remain several key pieces which have failed and/or require extensive maintenance / repair work.  For this reason it is 
premature to reduce the risk rating, despite improved performance against the standard in comparison with the beginning of the year.   
Development of a HIOW Imaging strategy is currently suspended, but will resume once the challenges associated with the pandemic have 
abated. 
 

17 BAF11 

There is a general lack of the awareness and specialist knowledge 
needed to deliver adequate safeguarding for patients and others to 
whom the Trust has a duty 

✔ ✔  ✔  CN 12 8 8 8 ↔ 8 31.11.20 

In addition to the long-standing difficulty in achieving the required level of Level 3 safeguarding children training, achievement of the required 
update of Level 2 MCA and DoLS training has also reduced.  This is as a result of the need to cancel face to face training, combined with the 
withdrawal of the on0line training package.  A suitable alternative is being sourced as a matter of urgency.    Despite the Trust’s failure to reach 
the required level of training, safeguarding practice remains good, with prompt and appropriate referrals continuing.  The risk has now been at 
its target rating for three quarters, but removal from the BAF is not recommended at this time, to enable Board level oversight of the impact of 
the non-delivery of training to be monitored.   
 

18 BAF4 

The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DCEO 9 9 6 6 ↔ 8 31.03.21 

The Trust has adopted a clear joint clinical strategy with the Isle of Wight NHS Trust.  Implementation of this strategy will help to address the 
uncertainties and lack of focussed direction which has been identified as a concern in the past.  Although the risk rating has reduced to below 
the target, it is not proposed that the risk is removed from the BAF at this point.  Implementation of the strategy during the pandemic may 
present a challenge, and a period of further monitoring is recommended. 
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No Ref RISK SUMMARY 
Aims affected 

Lead 
Current position 

Target 
1 2 3 4 5 Mar Jul Oct Jan  

19 BAF25 

United Kingdom departure from the European Union ✔ ✔ ✔ ✔ ✔ COO 12 12 6 6 ↔ 6 31.03.20 

The rating for this risk has not changed, despite the formal departure of the UK from the Union.   The trust has maintained all relevant risks 
assessments and is confident that the position will be well managed, based on the currently available information.  As circumstances and 
national guidance change, the rating for this risk may change.  The deadline for achievement of the target risk rating was original set as 31.03.20 
in the context of the prevailing political situation.  It is proposed that risk remain in the register, despite achieving its target rating for the rest of 
20/21 at least, to enable Board level oversight of this matter.      

20 BAF18 

There is a lack of capacity and expertise in a number of key “back-
office” functions, including Finance, HR and the Transformation Team 

✔ ✔ ✔ ✔ ✔ CFO 6 6 6 6 ↔ 4 30.09.20 

A number of key appointees have commenced in post in the last quarter, including the Chief Digital Information Officer and Commercial 
Director.  However, some important objectives (including development and implementation of the information strategy) have not yet been 
achieved.  It is anticipated that this risk will reduce to the target rating in the next one to two quarters.   This risk did not meet its target rating by 
the deadline set, but for the reasons indicated above, delivery is expected in the next three to six months.     

21 BAF27 

Reduced capacity arising from changes to application of pension 
taxation rules 

✔ ✔    
DWO
D 

9 9 9 2 ↓ 2 31.03.21 

The previous impact of the change in taxation rules has been addressed by the introduction of a number of mitigations, and there is no 
evidence to suggest that capacity will reduce.  It is proposed that this risk is now closed and removed from the BAF.     
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Impact score 

Negligible Minor Serious Major Catastrophic 

Li
ke

lih
o

o
d

 s
co

re
 

Rare 1 2 3 4    5 

Unlikely 2   BAF 27 4  6    BAF 4  BAF 25 8      BAF 11 10 

Moderate 3 6    BAF 18 9      BAF 5     BAF 9

BAF 14   BAF 16 
BAF 31  

12   BAF 3      BAF 1

BAF 6      BAF 7   
BAF 21   BAF 23 

 BAF 30 

15  

Likely 4 8   12   BAF 2 16    BAF 28  BAF 8

  BAF 26  BAF 23 

20  

Certain 5 10 15  20  BAF 29 25 
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 17TH DECEMBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 27TH JANUARY 2021 

Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

008.21 

Appendix 1: Agenda 

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

Integrated Performance Report 

The Integrated Performance Report was considered by the Committee. The subsequent discussion is 
covered under agenda item 172.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

The meeting began with a discussion of the impact on quality and safety of the current 
pressures on the site associated with management of high numbers of COVID positive 
patients, reduced flow through the Trust and beyond, and delivery of the Trust’s Recovery 
Plan. 

The committee noted there are 209 COVID positive patients on site, with 21 requiring critical 
care. Total ICU numbers are 34, a considerable increase on the usual capacity of 19. 
Occupancy levels across the site are very high and well above the optimal level of 92%. The 
need to maintain high standards of infection prevention means that some beds need to be kept 
closed. The number of patients awaiting beds / support in the community is also very high, 
contributing to on-site pressures. Ambulance handover times are detrimentally affected by the 
reduced flow, meaning that a number of patients face long waits in ambulances before being 
brought into the ED. Two “green” wards are being maintained to ensure the continuation of 
cancer and trauma services. 

The committee sought, and received assurance that appropriate mutual aid support is 
requested and used to help maintain safety and standards. The high incidence of coronavirus 
infection in the Portsmouth community was noted, along with the fact that COVID related 
demand is currently considerably higher than in wave one. 

The committee noted that early over-delivery on the phase one recovery plan meant that the 
current impact on the plan of increased demand was slightly mitigated. Planning ahead for a 
further increase in COVID related demand arising from population behaviour over Christmas is 
underway. 

Enclosure Number 

5 
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Agenda 
item 

Items of particular note: 

The committee heard that workforce modelling has been adjusted to ensure the most effective 
deployment of staff to support safe care. The less than 1% nursing vacancy rated was noted as 
an extremely beneficial contribution to the safety of the current position. The importance of 
protecting and supporting staff during this period of extreme pressure was emphasised.  

The committee also received assurance that the Trust is participating appropriately in wider 
discussions above safety restrictions in the community. 

The committee received assurance that the Trust’s vaccination programme is working 
effectively and efficiently. Appropriate medical and nursing cover is in place to ensure 
appropriate safety protections. 

172.20 Quality Elements of Integrated Performance Report 

The earlier discussion of conditions in the hospital had covered the essential quality and safety 
items included in the IPR 

173.20 Quality Report – Patient Experience 

The committee welcomed the revised, more accessible format of the report. The committee 
appreciated the continued focus on patient experience despite the significant pressures in the 
Trust. The patient feedback about the compassionate nature of care was particularly noted. 
The committee commended the report to the Trust Board, inviting the Board to note that the 
plans and priorities are based on patient feedback. 

174.20 Infection Prevention and Control – Trust Board oversight 

The committee noted the continued intensive focus on ensuring effective infection prevention 
and control practice. Appropriate investigation, review and education is underway. The 
committee commended the report to the Trust Board (attached). 

 

175.20 Board Risk Register 

The committee considered the proposed Board Risk Register and commended it to the Trust 
Board for adoption, subject to the inclusion of a reference to occupancy rates in an additional 
risk (1405). The revised version is that which is presented to the Trust Board. 

176.20 Patient Safety Incident 

The committee noted information provided about a patient safety incident involving significant 
harm. A multi-agency investigation had been completed, resulting in learning and actions for 
several parts of the Trust. The Care Quality Commission is investigating whether the 
circumstances of the case amount to a breach of the Trust’s statutory duties and as such merit 
use of the commission’s powers of prosecution. The committee will be kept apprised of the 
position and report to the Board. 

178.20 Performance Elements of Integrated Performance Report 

The earlier discussion of conditions in the hospital had covered the essential quality and safety 
items included in the IPR 

179.20 United Kingdom departure from the European Union 

The committee noted the Trust’s preparations for the UK departure form the European Union. 
All relevant risk assessments have been completed, and based on current knowledge and 
guidance, no particular risks require further attention. External assurance of the quality of Trust 
plans is available. The Trust is ready to respond to further guidance as it is issued. 
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Agenda 
item 

Items of particular note: 

182.20 Any Other Business 

The committee was notified that the Trust is preparing a response to the Ockenden Report on 
maternity care, which will be presented at the January meeting. 

Agenda 
item 

Items for escalation to the Trust Board: 

174.20 The report on infection prevention and control is attached to provide Board level oversight. 

Agenda 
item 

Recommendations: 

175.20 The Board Risk Register attached is commended for adoption by Trust Board. 
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QUALITY AND PERFORMANCE COMMITTEE 

 
 

Thursday 17th December 2020 
09:30 – 12:00  

Via Microsoft Teams 
 

A G E N D A 

 

 

 
Item No. Time Item Enclosure  

No. 
Presented 
by 

 
169.20 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

170.20 09.32 

 
Minutes of the last meeting – 19th November 
2020 
 

1 Chair 

171.20 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

172.20 09.35 
Quality elements of integrated performance 
report 

 
To follow 

 
MD/CN 

173.20 10.10 Quality report – patient experience 3 CN 

174.20 10.20 
Infection prevention and control – Trust Board 
oversight 

4 CN 

175.20 10.30 Board Risk Register 5 DGR 

176.20 10.40 Patient safety incident 6 DGR 

177.20 10.50 
Legal Services: learning from clinical 
negligence claims and inquests 2019 – 20  

7 DGR 

PERFORMANCE 

178.20 11.10 
Performance elements of integrated 
performance report 

 
To follow 

 
COO 

179.20 11.40 
United Kingdom departure from the European 
Union  

8 COO 
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COMMITTEE FEEDBACK 
 

 
180.20 

 
11.50 

Committees report to the Quality and 
Performance Committee: 

• Formulary and Medicines Group 

• Quality Assurance Committee 
 

 
9 

 
Chair  
 

 
181.20 

 
12.00 

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

 
N 

 
All 

 
182.20  

 
Any other business 
 

 
N 

 
Chair 

 
183.20  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Thursday 21st January 2021, 09:30, E Level Boardroom, 
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report INFECTION PREVENTION AND CONTROL 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 17TH DECEMBER 2020 

Executive lead Liz Rix – Chief Nurse 

Author Lesley Munro – Deputy Director of Infection Prevention and Control 

Date report 
written 

9th December 2020 

Action required Discussion / Noting 

Executive 
summary 

On 17th November 2020, NHS England provided updated guidance on infection 
prevention and control. These key actions are listed on the second slide of the 
presentation attached as Appendix A. The progress made on each key action is 
then presented on the following slides; at the top of each slide, the link with the 
Board Assurance Framework (as presented to the Committee on 19th November) 
is stated. 
 
Evidence has been provided for activity on each of these key areas, with policies 
being implemented and monitored through a series of audits. Prominent signage 
has also been installed across the Trust regarding social distancing, with clear 
communications to staff on conduct inside the workplace and more widely in 
other settings. Face masks are distributed at the entrances to the hospital by PPE 
Champions, with regular checks to ensure compliance with required standards in 
clinical areas.  
 
A new patient pathway is to be implemented after being reviewed by the Deputy 
Medical Director; this has been designed to ensure that patients are not moved 
until two negative test results are obtained (except in circumstances where 
clinical considerations do not allow this). Guidance on the isolation and cohorting 
of patients is under constant review, whilst patient moves between wards are 
also being minimised. Antigen lateral flow testing for patient-facing staff was 
introduced on 19th November. In addition, all patients are tested upon admission 
to the Emergency Department, with retesting on days five and 14 of their stays. 
Within areas where outbreaks have occurred additional testing is currently in 
place. Elective admissions are tested 72 hours or less prior to attendance and 
advised to socially distance for two weeks prior to their treatment, and to self 
isolate from the point at which they have their test. 
 
The Infection Prevention and Control Board Assurance Framework will be re-
presented to the Committee on 21st January 2021.  
 

Appendices 
attached 

Appendix A – Presentation on infection prevention & control and testing ten key 
actions. 

Recommendations The Committee is recommended to commend this report for consideration by 
Trust Board on 27th January 2021. 
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Next steps The following actions will be taken after consideration of this report: 
a) Continued monitoring of activity taken on the ten key actions and their 

efficacy 
b) Presentation of latest Board Assurance Framework to the Committee on 

21st January 2021 
c) Trust Board discussion of infection prevention and control as part of 

Quality and Performance Committee feedback on 27th January 2021 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 

 
   

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 

 
  ✓ 

Links to Board 
Assurance 
Framework 

BAF 23 – Governance systems at the Trust support delivery and improvement 
 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The report is based on the guidance issued by NHS England on 17th November 
2020. 

Quality Impact 
Assessment 

PATIENT SAFETY: Moderate Change – Positive 
CLINICAL OUTCOME: Moderate Change – Positive  
 
The implementation of effective infection prevention and control measures 
during the pandemic is imperative to making sure that patients do not face 
undue risk. 
 

Equality Impact 
Assessment 

No equality implications. 
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18/01/2021

Updated

Infection Prevention and 

Control, and Testing Ten 

Key Actions 

8th December 2020
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2 | 18/01/2021

1. Staff consistently practice good hand hygiene

2. Staff maintain social distancing at all times

3. Staff wear correct PPE, correctly

4. Patients not to be moved without two clear swabs

5. Daily returns approved by CEO, MD or CN

6. Social distancing in wards

7. Staff testing

8. Patient testing

9. IP&C measures are optimal

10. Support to deliver system performance 

COVID-19 Gold Update

NHS 

England 

Updated 

Guidance 

(17/11/20)
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QAH HospitalPortsmouth Hospitals NHS Trust

• Evidence Framework: Precautions

BAF standards: Robust IPC risk assessment processes and practices are 

in place for non COVID-19 infections and pathogens. Staff regularly 

undertake hand hygiene and observe standard infection control precautions

staff regularly undertake hand hygiene and observe standard 

infection control precautions

Item Description Evidence

1 Staff consistently practice good hand hygiene and all 

high touch surfaces and items are decontaminated 

multiple times every day – once or twice a day is 

insufficient. 

• Strict IP&C measures in place and continual review of IP&C 

practices in place by IP&C Lead Nurse, IPC team and Matrons

• Audit in all areas monthly NPSA on wards, weekly audits for 

universal precautions supported  by quarterly peer reviews by 

IPC. Bi monthly BAF audits undertaken and peer reviewed

• Clear and robust cleaning schedules in place 

• Trust policies : Infection Prevention policy, Hand Hygiene 

policy, Isolation policy in place

• Relevant clinical wash hand basin and en-suite facilities 

available in designated areas

• Hand hygiene training, with light box, covered as part of 

teaching sessions; attendance record on ESR.

• Hand hygiene compliance audit programme

2 Staff maintain social distancing in the workplace, when 

travelling to work (including avoiding car sharing) and 

to remind staff to follow public health guidance outside 

of the workplace. 

• Social distancing and other relevant signage across trust 

estate

• Staff comms regarding public health guidance outside of the 

work place. Observational feedback provided by IPC team.

• Park and ride for staff parking has social distancing processes 

in place.
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Precautions

BAF standard:  any changes to the PHE national guidance on PPE are quickly 

identified and effectively communicated to staff

3 Staff wear the right level of PPE when in 

clinical settings, including use of face masks in 

non-clinical settings.

• PPE stations with champions (ENGIE) at entrances; PPE 

guidance displayed in all clinical and non-areas.  

• IPC team daily walk rounds to ensure staff are supported in 

the use of PPE, with additional presence in areas where 

outbreaks have occurred

• PPE champions identified and training provided to support. 

• IPC link advisors in  clinical areas

• Regular audits on clinical areas and peer review of audits in 

place

• Guidance sheet issued or displayed on wards/depts. on what 

PPE to wear, including donning & doffing

• Trust COVID-19 intranet page contains PPE posters based 

on PHE guidance. 

• Daily silver and regular gold meetings and cascade

• Chief executive briefing sessions and COVID-19 email 

briefing communications

• Updated ICU and theatre procedures during covid-19 PPE 

guidance 

• IPC Review of new national guidance and gap analysis with 

recommendations to Gold as required

• Additional training provided to specific clinical areas

Item Description Evidence
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework : Patient movements

BAF Standard: patients with possible or confirmed COVID-19 are not moved 

unless this is essential to their care or reduces the risk of transmission

Item Description Evidence

4 Patients are not moved 

until at least two 

negative test results 

are obtained, unless 

clinically justified. 

New pathway remains under review through the Deputy Medical Director

•Relevant assessment, testing and care pathways in place

•Trust guidance for isolating and cohorting adult in-patients during the COVID 

pandemic approved by Trust Board and refined in line with emerging PHE 

guidance

•Designation of patient clinical pathways into high, medium and low risk 

pathways in line with National guidance. 

•ED designated as high risk pathway. Trust guidance is to isolate until senior 

clinical assessment completed and the result of the initial throat swab is known. 

•Some younger patients with clear clinical features of COVID19 are cohorted in 

“red” areas, older patients are isolated in a side room until a swab result is 

available and the patient has had a senior review.

•Movement of Covid-19 patients around the hospital strictly controlled and 

managed with as minimal ward moves as possible to achieve safe 

management. Daily huddle between operations and IPC to inform decision 

making. Daily outbreak meetings are in place to discuss specific areas

•Avoided de-isolating patients with known COVID infections or clinically high 

risk COVID patients from red areas and TBP maintained throughout their 

admissions re risk of shedding virus beyond 14 daysPage 49 of 169



QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework : Patient movements

BAF Standard: patients with possible or confirmed COVID-19 are not moved 

unless this is essential to their care or reduces the risk of transmission

5 Daily data submissions have been 

signed off by the Chief Executive, 

the Medical Director or the Chief 

Nurse, and the Board Assurance 

Framework is reviewed and 

evidence of reviews is available.

Validation of sitrep data undertaken daily by IPC team prior to 

signoff and submission by COO

IPC BAF reviewed regularly. 

6 Where bays with high numbers of 

beds are in use, these must be 

risk assessed, and where 2m can’t 

be achieved, physical segregation 

of patients must be considered, 

and wards are effectively 

ventilated.

Where possible bed spaces have been reviewed to ensure sufficient 

2m distancing along with installation of clear curtain screens in some 

areas e.g. AMU, F4, CDU, interim discharge lounge, and  Majors B

Clinical areas are encouraged to maximise natural ventilation 

wherever possible. Risk assessments undertaken within ward areas.

Item Description Evidence
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance

Item Description Evidence

7 a. Twice weekly lateral flow 

antigen testing for NHS 

patient facing staff is 

implemented. Whilst lateral 

flow technology is the main 

mechanism for staff testing, 

this can continue to be used 

alongside PCR and LAMP 

testing.

Antigen testing commenced 19/11/20 in high risk areas with further 

rollout Trust-wide over the next 14/7 days with subsequent PCR 

testing for +ve tests

Lateral flow tests implemented for staff. Daily oversight of reporting 

is in place at Executive level and is routinely included in outbreak 

meetings

Compliance of staff reporting results in place with daily reporting in 

place

b. If your trust has a high 

nosocomial rate you should 

undertake additional targeted 

testing of all NHS staff, as 

recommended by your local 

and regional infection 

prevention and control team. 

Such cases must be 

appropriately recorded, 

managed and reported back. 

As per above, Lateral flow tests implemented for staff. Staff testing 

results are monitored through the daily outbreak meetings. Reporting 

mechanisms in place, both internally and externally

Daily outbreak meetings in place with representation from clinical 

areas and IPC team. CCG have attended outbreak meeting .
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard : Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8 a. All patients must be tested at 

emergency admission, whether or 

not they have symptoms.

Dataset evidencing all admitted patients in 24hr period and 

adherence to standard.

Currently swabbing on admission, Day 5, day 14. For areas 

with outbreaks additional swabbing programme in place –

day 1, 3, 5, 7, and then every 7 days

b. Those with symptoms of COVID-19 

must be retested at the point 

symptoms arise after admission. 

Evidenced through the day of admission on which the swab 

was taken. Further communications was shared with ward 

areas to remind them of this and the days where swabbing is 

required.

c. Those who test negative upon 

admission must have a second test 

3 days after admission, and a third 

test 5-7 days post admission.

Process under review. Currently swabbing on admission, Day 

5, Day 14, 21 or if patient becomes symptomatic. Older 

persons are Day 1, 3 , 5, 7 etc. Additional lateral flow testing 

in specific outbreak area 

Revised communications to all areas updated and sent 

25/11/2020. IT reviewing Bedview to implement a flagging 

system to alert ward staff when a swab is due.Page 52 of 169



QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8d All patients must be tested 48 

hours prior to discharge 

directly to a care home and 

must only be discharged 

when their test result is 

available. Care home patients 

testing positive can only be 

discharged to CQC-

designated facilities. Care 

homes must not accept 

discharged patients unless 

they have that person’s test 

result and can safely care for 

them

• Dataset comparing all discharges to care 

homes with date of swab and result available.

• Pathway in place to facilitate discharge of 

Covid positive patients into CQC designated 

facilities

• Infection status included on discharge 

summaries, verbal handovers and Bedview

records. 

• IPC infectious patients list held on shared drive 

and shared a minimum once daily across the 

organisation.

• Discharge pathways and communication 

arrangements in place
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8e Elective patient testing must 

happen within 3 days before 

admission and patients must 

be asked to self-isolate from 

the day of the test until the day 

of admission

• Dataset showing all elective admissions have 

been swabbed no more than 72 hours prior to 

admission with a negative test. 

• Elective admissions are advised to socially 

distance for 14 days prior to admission and 

are tested 48-72 hours prior to admission into 

a COVID negative surgical pathway. This 

includes self isolation from the day of the test. 
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Systems working

9 Local systems must assure 

themselves, with commissioners, 

that a trust’s infection prevention 

and control interventions (IPC) are 

optimal, the Board Assurance 

Framework is complete, and 

agreed action plans are being 

delivered.

Live BAF in place reviewed at Quality and Performance 

and Trust Board. CCG representative assured of steps 

being taken and monitoring processes through 

attendance at daily outbreak. Regular informal dialogue 

in place between Deputy DIPC and lead commissioner, 

including the sharing of outbreak status updates on a 

daily basis.

Contract monitoring arrangements between 

commissioners and the Trust. 

10 Local systems must Review 

system performance and data; 

offer peer support and take steps 

to intervene as required.

Review and oversight of system performance through 

daily ORG and three times weekly System Silver 

CCG attendance at outbreak meeting so as assurance 

can be provided on actions being taken.

Item Description Evidence
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Enc. 3a 3b 4 

Enc. 3a 3b 4 
Title of report BOARD RISK REGISTER 
Board / 
Committee 

QUALITY & PERFORMANCE COMMITTEE – 17TH DECEMBER 2020 

Executive lead Lois Howell – Director of Governance & Risk 

Author Annie Green – Head of Risk Management 

Date report 
written 

8th December 2020 

Action required Discussion / Approval – recommend Trust Board adopts updated Board Risk 
Register  

Executive 
summary 

At the time of writing we have seen the predicted second wave of COVID 19 
infections realised and activity in relation to the pandemic has increased.  
Associated risks have been reviewed and at this time, with the exception of the 
risk relating to reduced staffing, risk scores have not been adjusted.  

One risk has increased in score relating to impact on services as a result of 
increased staff absence linked to Covid-19. 

One risk has decreased in score relating to the potential for staff to be subject to 
violence and aggression. 

One new risk has been added since the last iteration:  
BRR5: Risk of staff contracting Coronavirus whilst caring for, or in contact with, 
Covid-19 positive patients 

Set out at appendix A is a heat-map style presentation of the Board Risk Register, 
which is set out in more detail at Appendix B. 

Appendices 
attached 

Appendix A – Board Risk Heat Map 
Appendix B – Board Risk Register 

Recommendations That the Quality & Performance Committee reviews the updated Board Risk 
Register with a view to recommending adoption by Trust Board. 

Next steps The following actions will be taken after consideration of this report: 
a) Presentation of Board Risk Register to Trust Board

Links to Corporate Objectives (Please ✓) 

✓ ✓ ✓ ✓
✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓
✓ 

Links to Board 
Assurance 
Framework 

Not applicable 

Links to Board Risk 
Register 

The Board Risk Register is attached as Appendix B. 
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Compliance / 
Regulatory 
Implications 

Not applicable 

Quality Impact 
Assessment 

No impact on quality. 

Equality Impact 
Assessment 

No equality implications. 
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Board Risk Register update  

1. The Committee should be assured of the continued focus on the identification, recording and 

management of risk across the Trust.    

In line with the Trust’s risk management strategy, the Board Risk Register is an amalgamation of all 

operational risks which require Trust level management and oversight. 

 

2. Presented to the Committee today at Appendix B is the most recent iteration of the Board Risk Register, 

updated to reflect the risks added since it was last presented to the Quality and Performance 

Committee in September 2020 and to show the revised ratings of existing risks. 

At appendix A is a heat-map style presentation of the same information.   

 

3. There has been one new risk added to the Board Risk Register since the last presentation: 

BRR5: Risk of staff contracting Coronavirus whilst caring for, or in contact with, Covid-19 positive patients 

(4x3)   

 

4. One risk has increased in score: 

BRR9: Risk of service interruption if the second wave of Coronavirus is severe and causes reduced staffing 

levels. 

 

One risk has decreased in score: 

BRR20: Risk of staff injury due to exposure to violent or threatening behaviour 

 

5. The Committee will also note that the highest risks are associated with the impact of delayed patient 

treatment due to suspension of services as a result of COVID 19 pandemic control, impact on services as 

a result of staff absence linked to Covid-19, service interruption should the water for washing 

endoscopes fails quality checks and potential for decontamination and sterilisation equipment failure.   

 

6. Management of all other risks continues, and oversight is maintained via the Quality Delivery Group and 

the Quality Assurance Committee. 
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Impact/Consequence Score 

Li
ke

lih
o

o
d

 s
co

re
 

1. Insignificant 2. Minor 3. Moderate 4. Major 5. Extreme

5. Almost Certain:

Will undoubtedly 

happen 

5 10 15 20 25 

4. Likely: Will

probably happen 
4 8 12 

 13 

16 
1 (↑), 2, 3, 4 

20 

3. Possible: Might

happen occasionally 
3 6 9 

16 (↓), 17, 18, 19, 
20, 21 

12 
 5 (NEW), 6, 7, 8, 9, 10, 11, 

12, 14, 15 

15 

2. Unlikely: Do not

expect it to happen 
2 4 6 8 

22, 23, 24 

10 

1. Rare: This will

probably never 

happen 

1 2 3 4 
25, 26 

5 

KEY (↓number) 
(↑number) 

Risk score has decreased since previous report 
Risk score has increased since previous report

Closed Risks since last 

report 

None 
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Page 1 008.21a7 Board Risk Register

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

1 1682 06/08/2019
12

(4x3)

Risk of service interruption if the second wave of 

Coronavirus is severe and causes reduced staffing 

levels.

Corporate Services 29/01/2021
Nicole Cornelius

11/11/2020

16

(4x4) 

As a result of increased requirements for staff isolation and 

expectation to keep services running as normal the Trust is under 

pressure for staffing in certain areas.  This is being managed by 

moving staff within the Trust to meet service need.  This is reviewed 

daily and managed accordingly.

8

(4x2)
30/03/2021

2 1915 04/05/2020
16 

(4x4)

Risk of patient harm arising from delays to care due to 

Covid 19 pandemic 
Corporate Services 29/01/2021

Lois Howell 

30/11/2020

16 

(4x4) 

Further mitigation by starting to re-introduce usual activity over the 

next few weeks and months.

Recovery plan for reintroduction of all services agreed and being 

implemented.

Although delivery against the approved recovery plan is broadly on 

track, the further course of the pandemic is not yet known and it 

would be premature to reduce the rating of this risk at this time.

8

(4x2)
30/03/2021

3 1409 14/11/2018
16

(4x4)

Poor patient experience due to breakdown in 

sterilisation & high level disinfection equipment whilst 

awaiting replacement  

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

29/01/2021

Cate Leighton 

19/11/2020
16

(4x4) 
Business case currently under progress. Due to be completed end of 

December 2020.

8

(4x2)
30/03/2021

4 87 02/01/2015
16

(4x4)

Risk of service interruption if water quality fails and 

endoscopes are unavailable to clinical departments; 

delaying procedures. 

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

29/01/2021

Cate Leighton 

19/11/2020
16

(4x4) 
Business case currently under progress. Due to be completed end of 

December 2020.

4

(4X1)
30/03/2021

5 1405 14/12/2020
16

(4x4)

Mismanagement of patient care and experience in 

urgent care pathway due to high occupancy and poor 

flow within and beyond the Trust.

Corporate Services 29/01/2021
Annie Green 

14/12/2020

15

(3x5)
 

(reinstated)

Continued implementation of winter plan and Covid-19 actions.

Implement ambulance handover improvement plan.

Monitor ambulance holds weekly at TLT and report to NHSi and 

CCG.

Increased community care spaces to be agreed.       

6

(3x2)
01/04/2021

6 2061 23/11/2020
12

(4x3)

Risk of staff contracting Coronavirus whilst caring for, 

or in contact with, Covid-19 positive patients 
Corporate Services 29/01/2021

Annie Green 

23/11/2020

12

(4x3)
NEW

Roll-out of twice weekly asymptomatic testing for the virus for all 

individuals in patient-facing roles across the organisation.

4

(4X1)
30/03/2021

7 1971 20/07/2020
12

(4x3)

Risk of impact on Trust reputation / regulatory position 

if 85% compliance with safeguarding level 3 training is 

not achieved and sustained.

Corporate Services 29/01/2021
Sarah Thompson 

10/11/2020

12

(4x3) 

An action plan must now be implemented to address to include 

- Face to face sessions to be converted to virtual learning to improve 

attendance and counteract the low numbers available to staff due to 

COVID restrictions

- Head of Safeguarding (HoS) to meet with each Divisional Lead to 

undertake a repeat of the training needs analysis to ensure correct 

staff are recorded for training.HoS and Divisional Nurse Director for - 

Networked Services to meet with the Head of Learning and - 

Development to review ESR capture

- Available courses to be re-communicated 

- Communication Team to be approached to support the campaign 

via poster, flash/pop up messages etc.

8

(4x2)
30/03/2021

8 1413 01/04/2020
15

(5x3)

Risk of harm to regulatory relationships / Trust 

reputation should Trust not deliver break even plan, 

jeopardising FRF up to £19m

Corporate Services 29/01/2021
Rachel Millest 

11/11/2020

12

(4x3) 

A financial forecast aligned to the Phase 3 COVID-19 was submitted 

in October 2020 for both HIOW STP and PHU, which had a £9.1m 

deficit for PHU for the full year 20/21. This reflects the loss of non 

NHS income and the need for an annual leave accrual due to COVID-

19 pressures. We are reviewing our income and expenditure to 

identify opportnities to deliver a breakeven position."

4

(4X1)
01/04/2021
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

9 1535 02/05/2019
16

(4x4)

Compromised care of patients with primary mental 

illness due to lack of specialist knowledge, provision 

and training.

Corporate Services 29/01/2021
Sarah Thompson 

10/11/2020

12

(4x3) 

Specialist mental health matron to implement mental health strategy 

and establishment requirements.

Business case submitted with support for OPM, A6/C5 and ED - first 

priority and to include mental health matron substantive post.

Role of Band 7s in MH nurses to define training strategy for Trust 

within Core 24 standard.

8

(4x2)
30/03/2021

10 1683 06/08/2019
12

(4x3)

Risk of patient harm or mismanagement of care if a 

Coronavirus outbreak causes hospital to become 

overcrowded.

Corporate Services 29/01/2021
Lois Howell 

30/11/2020

12

(4x3) 

Additional capacity as part of the winter pressure plan 2020/21

The Trust is facing a number of challenges associated with flow 

through the hospital arising from the effects of thepandemic in the 

hospital and beyond These include ambulance handover delays and 

delayed discharges.  The risk rating remains at 12.

8

(4x2)
30/03/2020

11 1407 14/11/2018
16

(4x4)

Risk of patient harm due to prescription or dispensing 

errors due to increased pressure on acute pharmacy 

service

Clinical Delivery Division - 

Pharmacy
29/01/2021

Kieran Hand

19/11/2020

12

(4x3) 

Staffing reconfiguration proposal in preparation for submission to 

Clinical Delivery Operating Plan in November 2020.Business case for 

additional staffing delayed to May 2020 due to C19 pandemic. 

Pharmacy robot to be fully installed by September 2020.

Workforce review commenced in August 2020 with LW from HR to 

inform a new prioritised staffing proposal and business case 

application for submission before end of Q3 2020-21.

8

(4x2)
30/03/2021

12 1869 23/03/2020
12

(4x3)

Risk of patient harm arising from Trust inability to meet 

cumulative demand associated with Covid-19 

pandemic second wave.

Corporate Services 29/01/2021
Lois Howell 

30/11/2020

12

(4x3) 

Although delivery against the approved recovery plan is broadly on 

track, the further course of the pandemic is not yet known and it 

would be premature to reduce the rating of this risk at this time.

4

(4X1)
30/03/2021

13 1583 30/05/2019
12

(4x3)

Risk of poor patient experience if Trust has insufficient 

capital to provide required equipment/ICT and upgrade 

ED floor

Corporate Services 29/01/2021
Rachel Millest 

11/11/2020

12

(4x3) 

The Trust awaits the release of the system capital allocation and is 

engaging with STP partners to agree its distribution, so that the 

priorities of the Trust can be progressed. 

In addition, major capital developments are on hold during COVID-19 

response.

Scoping of capital needs underway to support longer term planning 

and prioritisation. This will inform 2021/21 business planning and 

beyond. Also to aid STP wide capital planning process.

8

(4x2)
01/04/2021

14 243 08/06/2016
9

(3x3)

Inadequate local induction potentially impacting on 

patient safety and staff performance
Corporate Services 29/01/2020

Lynn Hansell 

20/11/2020

12

(3x4) 
New induction pack launched and electronic reporting of completion 

to be introduced across the Trust in December
6

(3x2)
01/04/2021

15 651 01/02/2017
12

(4x3)

Financial loss arising from cost of sourcing asceptic 

pharmacy services externally if PMU fails.

Clinical Delivery Division - 

Pharmacy
29/01/2021

Kieran Hand

19/11/2020

12

(4x3) 

Business case to be commenced December 2020.

Review of aseptic services options for HIOW region and cost-benefit 

analysis underway (Q3, 2020-21).

Funding for two pilots will be released in 2021 and for a national roll 

out from 2022. It is uncertain whether HIOW will be included in the 

pilot scheme but HIOW region has registered an expression of 

interest.

8

(4x2)
30/03/2021

16 648 13/04/2017
12

(4x3)

Risk of patient harm from prescribing, dispensing and 

administration errors due to lack of electronic 

prescribing system.

Clinical Delivery Division - 

Pharmacy
29/01/2021

Kieran Hand

19/11/2020

12

(4x3) 

Project implementation team in place, risk remains until system is 

commisioned.

NHSI funding secured in July 2020 and contract signed with software 

supplier (WellSky) in October 2020.  Ward roll out scheduled from 

April 2021.

3

(3x1)
30/03/2021
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

17 230 01/07/2015
15

(3x5)

Risk of staff injury due to exposure to violent or 

threatening behaviour
Corporate Services 29/01/2021

Nicole Cornelius

11/11/2020

9

(3x3) 

Regular reporting to TLT and Security Advisory Group 

Security Manager follow up on incidents of violence with appropriate 

sanction.

Ongoing liaision with Police to support prosecution as appropriate

Succesful prosecutions being widely publicised 

Campaign being relaunched later this year as part of NHS People 

Plan.

Reduction in visitor footfall has reduced the risk. 

9

(3X3)
30/03/2021

18 1916 04/05/2020 9

(3x3)

Risk of harm to regulatory relationships/reputation as a 

result of cancelled activity due to Covid 19 Pandemic 
Corporate Services 29/01/2021

Lois Howell 

30/11/2020
9

(3x3)


Re-profiling of elective activity will only be carried out in accordance 

with  NHSI guidance, and the risk of regulatory activity at this point 

has not therefore increased, despite the increase in risk of cancelled 

elective work as the number of COVID positive patients in the hospital 

increases.

6

(3X2)
30/03/2021

19 1110 10/04/2018
12

(3x4)

Inadequate provision of supervision to staff may lead to 

poor decision making and patient harm
Corporate Services 29/01/2021

Sarah Thompson 

10/11/2020

9

(3x3) 

Supervision arrangements to be introduced in adult areas as per 

child.

New adult safeguarding lead to be assigned responsibility for area of 

work.

6

(3X2)
30/03/2021

20 652 13/04/2017
12

(3x4)

Poor patient experience and risk of harm due to 

Insufficient POD lockers for Trust-wide Self-medication 

results in delay to meds

Clinical Delivery Division - 

Pharmacy
29/01/2021

Kieran Hand

19/11/2020

9

(3x3) 

POD locker stakeholder working group established and met in 

September 2020 to agree minimum standards for future POD locker 

procurement. Follow-up meeting delayed due to Covid escalation.

Target date revised from 31Dec20 to 31Mar2021 to allow time for 

drafting and approval of Trust policy for procurement of POD lockers.

3

(3x1)
30/03/2021

21 699 05/05/2017
15

(3x5)

Risk of patients being harmed by their medicines due 

to PHT partial compliance with NICE guidance NG5.
Corporate Services 29/01/2021

Kieran Hand

19/11/2020

9

(3x3) 

PharmOutcomes software system is licensed by NHSE on behalf of 

acute Trusts for referral of patients with complex or high-risk 

medication regimens to community pharmacies for follow up. An ICE 

to PharmOutcomes interface (via Minestrone) has now been 

established (09Nov2020).

PHU Information Governance Team and Contracts Team are not 

satisfied that the Trust is fully indemnified against a data breach due 

to negligence by PharmOutcomes. This has been escalated to NHSE 

in November 2020 and resolution is awaited.

6

(3x2)
30/03/2021

22 1482 26/01/2019
16

(4x4)

Service interruption due to inability to provide bespoke 

IV chemotherapy products due to failure of Pharmacy 

Manufacturing Unit.

Clinical Delivery Division - 

Pharmacy
29/01/2021

Kieran Hand

19/11/2020

9

(3x3) 

Full scale review of PMU facility for refurbish / rebuild in liaison with 

NHSE.

Business case to be commenced December 2020.

Review of aseptic services options for HIOW region and cost-benefit 

analysis underway (Q3, 2020-21).The second report of the national 

aseptic services review was published on 30 October 2020. The NHS 

will invest in consolidated aseptic services provided from regional 

hubs. Funding for two pilots will be released in 2021 and for a 

national roll out from 2022. It is uncertain whether HIOW will be 

included in the pilot scheme but HIOW region has registered an 

expression of interest.

9

(3x3)
30/03/2021

23 1401 01/01/2018
16

(4x4)

Harm to health and wellbeing of staff arising from 

sustained unplanned pressure on services
Corporate Services 29/01/2021

Nicole Cornelius

11/11/2020

8

(4x2) 

EAP implemented and extra mental health support has been 

commissioned.

MH wellbeing plan has been developed and is being implemented. 

Increase in charitable funds funding is being utilised to further 

enhance the offer for staff on both physical and mental well being.

 Further staff offerings are being commissioned.

8

(4x2)
30/03/2021
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

24 1402 14/11/2018
16

(4x4)

Mismanagement of patient care, poor experience and 

patient harm arising from lack of suitably trained 

nursing staff.

Corporate Services 29/01/2021
Nicole Cornelius

11/11/2020

8

(4x2) 

Complete roll out of e-rostering.

Safe Care deployed to map demand and acuity of patients throughout 

the day enabling far more responsive staffing provision. Recruitment 

is on-going. 

Overseas recruitment has been delayed by 6 months but is now 

underway and is planned to deliver by the 31st March 2021. 

8

(4x2)
30/03/2021

25 1439 11/12/2018
8

(4x2)

Disruption of service provision due to failure of 

Endoscope Washer Disinfectors.

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

29/01/2021

Cate Leighton 

19/11/2020
8

(4x2) 
Business case due end of Dec 2020. 4

(4x1)
30/03/2021

26 1444 01/04/2020
12

(4x3)

Risk of service interruption arising from inadequate 

working capital 
Corporate Services 29/01/2021

Rachel Millest 

11/11/2020

4

(4x1) 

The Trust has received two month's cash funding in April intended to 

facilitate an improved cash and working capital position during the 

pandemic.

This continues to improve the working capital position as at 1 

November 2020.

We are considering how this will impact on us when this unwinds and 

awaiting the revised financial regime to understand the likely timing .

4

(4x1)
01/04/2021

27 1451 27/12/2018
12

(4x3)

Risk of serious mismanagement of patient care if 

shortages of essential supplies and/or staff occur 

following a 'no deal' brexit

Corporate Services 29/01/2021
Lois Howell 

30/11/2020

4

(4x1) 

Risk reduced as per national guidance - monitor until completion of 

transition to end 2020.

This risk continues to be monitored.  No significant concerns have 

been identified.

4

(4X1)
30/03/2021

Page 66 of 169



 

 

Committee: QUALITY AND PERFORMANCE COMMITTEE 
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Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

008.21 

 
 

Appendix 1: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee. The subsequent discussion is 
covered under agenda items 005.21 and 010.21 in the feedback below. 
 

 

 
Agenda 
item 

Items of particular note: 

004.21 

 

 

 

 

 

 

Update on situation on Queen Alexandra Hospital site 

The committee heard from the Executive Team about the impact on the Trust of the current 
wave of the pandemic. 

The incidence of infection in the South East has been high, and particularly in Portsmouth, 
Havant and Gosport. This has had a significant impact on staffing levels and inpatient 
numbers, and considerably more so than during wave one. At points, more than 50% of 
general inpatient beds have been occupied by COVID positive patients. 

The current position has improved slightly, but numbers of inpatients are decreasing more 
slowly than the rate at which they increased. The community prevalence rates remain high, 
indicating that the challenge of increased demand remains. 

Demand for critical care and respiratory high care services has been significantly higher than 
during phase one. In phase one, the number of critical care beds increased from 19 to 40. The 
Trust’s current demand is up to 59 critical care beds – the increase is amongst the highest in 
the country.  Although this capacity has proved sufficient so far, the committee discussed the 
fact that this represents around the maximum possible with the available staff and facilities.  If 
demand were to grow further, more transfers of patients to less affected hospitals would likely 
be required which has largely been avoided up to this point. 

Additional safety measures are in place to ensure that the workforce model variations which 
have been necessary are completed without excessive risk to patients. Collaboration across 
the health and social care system has been extensive and has provided essential support. 
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Agenda 
item 

Items of particular note: 

The impact on workforce and individual members of staff has been particularly significant, both 
physically and emotionally. Support from staff in other areas of the Trust for the expanded 
critical care capacity has been phenomenal. 

Patient outcomes are better than during wave one.  Treatment lessons learned during wave 
one are being applied, and the Trust is recruiting the majority of patients to research studies. 
Length of stay is quite long compared to pre-COVID activity, but in line with national 
performance. The ICNARC data enables the Trust to assess its outcomes against national 
performance. 

The impact of the additional challenges has affected all parts of the hospital. It was noted that 
non-COVID activity continued until just before Christmas, meaning that the Trust has been 
managing with occupancy levels of 95%+. Demand for urgent care services has remained high 
- for example, ambulance conveyances have continued at pre-COVID levels. 

The vaccination programme at the Trust has been very successful.   The Trust has complied 
with national guidance regarding prioritisation and the administration of first and second doses. 
74% of Trust staff have been vaccinated as at the date of the committee. 

Planning for recovery from the impact of the pandemic is in development. 

The committee commended the significant effort required to meet the challenges of the 
pandemic and the effectiveness of the measures implemented, and expressed its thanks to all 
involved. 

005.21 Quality elements of integrated performance report 

The impact of the pandemic and its management on the number of falls and incidence of 
pressure damage was noted. Although falls numbers have increased, they remain in line with 
activity increases. COVID symptoms have been associated with increased tissue vulnerability, 
which has contributed to the frequency and extent of pressure damage occurring. The 
complexity and acuity of case mix, in combination with challenged staffing rates and skill mix, is 
likely to have an impact on a number of patient safety issues, and for some months to come. 

Clinical staff have received a letter from the Chief Nurse and Medical Director supporting them 
in managing patient care and safety to the best of their ability in the current challenging 
circumstances. The committee heard, and was assured by, the additional measures in place to 
support staff to optimise care and mitigate the impact of the pandemic, as well as a firm intent 
to restore the levels of care that were possible before the pandemic as soon as the current 
wave declines. 

The ongoing improvements in the management of Sepsis were also noted and commended. 

006.21 Infection prevention and control 

The committee noted and welcomed the updates to the previously presented IPC framework. 
The Trust is monitoring against the national mandated ten key actions to support infection 
prevention and control. The committee welcomed the Chief Nurse’s plan to present an update 
on delivery against those actions at the next meeting. 

007.21 Quality report – clinical effectiveness 

The committee welcomed confirmation that the Trust continues to contribute to all continuing 
national audits, despite the pandemic.  

Performance in respect of the regular Stroke audit was highlighted for commendation, 
particularly in light of previous challenges in meeting the current high level of achievement. 
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Agenda 
item 

Items of particular note: 

008.21 Maternity Services – response to Ockenden Report 

The committee welcomed the Interim Director of Midwifery Services (IDMS), who has led the 
Trust’s response to the Ockenden Report. The IDMS advised the committee that the Trust is 
able to confirm completion of a number of the required actions, and has detailed plans in place 
to achieve the remainder. The report’s requirements come amongst many other developments 
and improvements in maternity care being nationally mandated. 

Staffing numbers and skill mix are the subject of ongoing review in line with the 
recommendations. Proposals are being developed and will be presented to the Trust in the 
next few weeks and months.  The local increase in the number of births means that the Trust 
will need to recruit additional midwives and consultants. 

Improvements to maternity governance developments are also in development. 

The committee thanked the maternity team for the effort involved in responding to the report, 
and thanked Inga Kennedy for her commitment to support receiving the more detailed 
response. 

The opportunity to use the Ockenden recommendations as a framework for a comprehensive 
review of maternity services was welcomed. The importance of applying lessons from the 
Ockenden report in other areas was noted. 

Follow its review the committee has commended the current response to the Trust Board. 

010.21 Performance elements of integrated performance report 

In addition to the matters raised under 004.21, the committee discussed the continued high 
demand in the urgent care pathway. The impact of a very recent re-location of the paediatric 
ED on ambulance handover times was welcomed and commended. 

The suspension of much of the elective programme was acknowledged. The committee 
welcomed the continued work of the Clinical Prioritisation Panel and Wessex Cancer Hub to 
help ensure that the most urgent performance in respect of Stroke Services was also 
welcomed. 

The Trust is compliant with national guidance concerning elective activity, which has enabled 
the re-deployment of staff to support critical care. 

Planning for the re-introduction of elective work, including out-patient appointments, is in the 
early stages of development. System collaboration in this regard was noted to be essential. 

 

011.21 Electronic prescription and medication administration – progress report 

News that progress towards implementation of the EDMA remains a focus for all relevant 
teams, subject to the demands of the pandemic, was welcomed. The committee noted the 
inevitable slowing of the programme in the circumstances, and encouraged reporting on 
progress to be realistic, rather than optimistic. 

 

012.21 Learning from deaths 

The committee discussed the report which covered the period between the worst of the waves 
of the pandemic. The monthly Mortality Review Group has continued to meet and is supporting 
the extraction of key learning points from all deaths.  The committee complimented the report 
for its clarity and style. 
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Agenda 
item 

Items of particular note: 

013.21 Policy status update 

The committee noted and commended the proposal to ask the Board to extend all Trust 
policies for six months from their current expiration date, given the current circumstances.  The 
committee was satisfied that any small risk of extending was far outweighed by the need to not 
distract key staff from delivering critical care services at this time. 

 Any other business  

The committee confirmed that it had received comprehensive assurance from both the reports 
and the discussion during the meeting that the Trust is maintaining appropriate levels of 
oversight on quality and safety, despite the continuing significant pressures and challenges 
presented by the pandemic. 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion 

 
Agenda 
item 

Recommendations: 

008.21 The committee recommends that the Trust Board accepts the initial response to the Ockenden 
Report and approves it for submission nationally. 
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QUALITY AND PERFORMANCE COMMITTEE 

Thursday 21st January 2021 
09:30 – 12:00  

Via Microsoft Teams 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
By 

001.21 09.30 
Welcome, apologies and declaration of 
interests  

N Chair 

002.21 09.32 
Minutes of the last meeting – 17th December 
2020 

1 Chair 

003.21 09.33 Matters arising/summary of agreed actions 2 Chair 

QUALITY 

004.21 09.35 
Update on situation on Queen Alexandra 
Hospital site 

N MD/CN/COO 

005.21 09.50 
Quality elements of integrated performance 
report 

To follow MD/CN 

006.21 10.10 Infection prevention and control 3 CN 

007.21 10.20 Quality report – clinical effectiveness 4 MD 

008.21 10.30 
Maternity Services – response to Ockenden 
Report 

5 DGR/CN 

009.21 10.50 Quality Account priorities update (to note) 6 DGR 

PERFORMANCE 

010.21 11.00 
Performance elements of integrated 
performance report 

To follow COO 

011.21 11.20 
Electronic prescription and medication 
administration – progress report 

7 MD 

Page 71 of 169



012.21 11.30 Learning from deaths 8 MD 

POLICIES 

013.21 11.40 Policy status update 9 DGR 

 
COMMITTEE FEEDBACK 
 

 
014.21 

 
11.50 

Committees report to the Quality and 
Performance Committee: 

• Quality Assurance Committee 

• Data Protection and Data Quality Committee 

• EPRR Group 
 

 
10 

 
Chair  
 

 
015.21 

 
12.00 

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

 
N 

 
All 

 
016.21  

 
Any other business 
 

 
N 

 
Chair 

 
017.21  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 22nd February 2021, 09:30, E Level Boardroom, 
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report INFECTION PREVENTION AND CONTROL 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 21ST JANUARY 2021 

Executive lead Liz Rix – Chief Nurse 

Author Lesley Munro – Deputy Director of Infection Prevention and Control 

Date report 
written 

15th January 2021 

Action required Discussion / Noting 

Executive 
summary 

 
On 23rd December 2020, NHS England provided further updated guidance on 
infection prevention and control. The original actions were initially reported on 
at the committee in December 2020. These updated key actions are listed on the 
second slide of the presentation attached as Appendix A. The progress made on 
each key action is then presented on the following slides; at the top of each slide, 
the link with the Board Assurance Framework (as presented to the Committee on 
19th November) is stated.  
 
Evidence has been provided for activity on each of these key areas, with policies 
being implemented and monitored through a series of audits. 
 
Updates on the Board Assurance Framework were also presented to the 
committee in December 2020 and will continue to be provided on a monthly 
basis to provide evidence and also as an improvement tool to optimise actions 
and interventions. Evidence is presented within the BAF as well as mitigating 
actions that are in place, where these are required. 
 
 
 

Appendices 
attached 

Appendix A – Presentation on infection prevention & control and testing ten key 
actions. 
Appendix B – IPC Board Assurance Framework 

Recommendations The Committee is recommended to commend this report for consideration by 
Trust Board on 27th January 2021. 
 

Next steps The following actions will be taken after consideration of this report: 
a) Continued monitoring of activity taken on the ten key actions and their 

efficacy 
b) Presentation of latest Board Assurance Framework to the Committee in 

February 2021 
c) Trust Board discussion of infection prevention and control as part of 

Quality and Performance Committee feedback on 27th January 2021 
 
 

Page 73 of 169



Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 

 
   

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 

 
  ✓ 

Links to Board 
Assurance 
Framework 

BAF 23 – Governance systems at the Trust support delivery and improvement 
 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The report is based on the guidance issued (updated) by NHS England on 23rd 
December 2020. 

Quality Impact 
Assessment 

PATIENT SAFETY: Moderate Change – Positive 
CLINICAL OUTCOME: Moderate Change – Positive  
 
The implementation of effective infection prevention and control measures 
during the pandemic is imperative to making sure that patients do not face 
undue risk. 
 

Equality Impact 
Assessment 

No equality implications. 
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18/01/2021

Updated

Infection Prevention and 

Control, and Testing Ten 

Key Actions 

13th January 2021
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2 | 18/01/2021

1. Staff consistently practice good hand hygiene & high 
touch surfaces and items are decontaminated

2. Staff maintain social distancing in work, when 
travelling and outside of the workplace

3. Staff wear correct PPE, correctly, including in non 
clinical areas

4. Minimise or avoid patient bed / ward transfers for the 
duration of their admission

5. Daily returns approved by CEO, MD or CN

6. Social distancing of patients – bed, chair locker in 
areas where 2m cannot be achieved

7. Staff testing

8. Patient testing

9. IP&C measures are optimal

10. Support to deliver system performance 

COVID-19 Gold Update

NHS 

England 

Updated 

Guidance 

(23/12/20)
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QAH HospitalPortsmouth Hospitals NHS Trust

• Evidence Framework: Precautions

BAF standards: Robust IPC risk assessment processes and practices are 

in place for non COVID-19 infections and pathogens. Staff regularly 

undertake hand hygiene and observe standard infection control precautions

staff regularly undertake hand hygiene and observe standard 

infection control precautions

Item Description Evidence

1 Staff consistently practice good hand hygiene and all 

high touch surfaces and items are decontaminated 

multiple times every day, with systems in place to 

monitor adherence.

• Strict IP&C measures in place and continual review of IP&C 

practices in place by IP&C Lead Nurse, IPC team and Matrons

• Audit in all areas monthly NPSA on wards, weekly audits for 

universal precautions supported  by quarterly peer reviews by 

IPC. Bi monthly BAF audits undertaken and peer reviewed.

• Clear and robust cleaning schedules in place 

• Trust policies : Infection Prevention policy, Hand Hygiene 

policy, Isolation policy in place

• Relevant clinical wash hand basin and en-suite facilities 

available in designated areas

• Hand hygiene training, with light box, covered as part of 

teaching sessions; attendance record on ESR.

• Hand hygiene compliance audit programme

2 Staff maintain social distancing (2m+) in the workplace, 

when travelling to work (including avoiding car sharing) 

and to remind staff to follow public health guidance 

outside of the workplace. 

• Social distancing and other relevant signage across trust 

estate

• Repeated staff comms regarding public health guidance 

outside of the work place. Observational feedback provided by 

IPC team.

• Park and ride for staff parking has social distancing processes 

in place.
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Precautions

BAF standard:  any changes to the PHE national guidance on PPE are quickly 

identified and effectively communicated to staff

3

Staff wear the right level of PPE when in clinical 

settings, including use of face masks in non-clinical 

settings, with systems in place to monitor adherence. 

Movement of staff between COVID and non-COVID 

areas is minimised.

• PPE stations with champions (ENGIE) at entrances; PPE 

guidance displayed in all clinical and non-areas.  

• IPC team daily walk rounds to ensure staff are supported in 

the use of PPE, with additional presence in areas where 

outbreaks have occurred.

• PPE champions identified and training provided to support. 

• IPC link advisors in  clinical areas

• Regular audits on clinical areas and peer review of audits in 

place and reviews of audits in outbreak meetings

• Guidance sheet issued or displayed on wards/depts. on what 

PPE to wear, including donning & doffing

• Trust COVID-19 intranet page contains PPE posters based 

on PHE guidance. 

• Daily silver and regular gold meetings and cascade

• Chief executive briefing sessions and COVID-19 email 

briefing communications

• Updated ICU and theatre procedures during covid-19 PPE 

guidance 

• IPC Review of new national guidance and gap analysis with 

recommendations to Gold as required

• Additional training provided to specific clinical areas

Item Description Evidence
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework : Patient movements

BAF Standard: patients with possible or confirmed COVID-19 are not moved 

unless this is essential to their care or reduces the risk of transmission

Item Description Evidence

4 Moving patients increases 

their risk of transmission of 

infection. For urgent and 

emergency care, hospitals 

should adopt pathways that 

support minimal or avoid 

patient bed/ward transfers for 

the duration of their 

admission (unless clinically 

imperative). The exception 

will be patients who need a 

period of care in a side room 

or other safe bed while 

waiting for their COVID test 

results. On occasions when it 

is necessary to cohort COVID 

or non-COVID patients 

because of bed occupancy, 

then reliable application of 

IPC measures must be 

implemented. It is also 

imperative that any vacated 

areas are cleaned as per 

guidance.

•Relevant assessment, testing and care pathways in place

•Trust guidance for isolating and cohorting adult in-patients during the COVID 

pandemic approved by Trust Board and refined in line with emerging PHE 

guidance

•Designation of patient clinical pathways into high, medium and low risk 

pathways in line with National guidance. 

•ED designated as high risk pathway. Trust guidance is to isolate until senior 

clinical assessment completed and the result of the initial throat swab is known. 

•Some younger patients with clear clinical features of COVID19 are cohorted in 

“red” areas, older patients are isolated in a side room until a swab result is 

available and the patient has had a senior review.

•Movement of Covid-19 patients around the hospital strictly controlled and 

managed with as minimal ward moves as possible to achieve safe 

management. Daily huddle between operations and IPC to inform decision 

making. Daily outbreak meetings are in place to discuss specific areas

•Avoid de-isolating patients with known COVID infections or clinically high risk 

COVID patients from red areas and TBP maintained throughout their 

admissions re risk of shedding virus beyond 14 days.
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework : Patient movements

BAF Standard: patients with possible or confirmed COVID-19 are not moved 

unless this is essential to their care or reduces the risk of transmission

5 Daily data submissions have been signed 

off by the Chief Executive, the Medical 

Director or the Chief Nurse, and the Board 

Assurance Framework is reviewed and 

evidence of reviews is available.

Process in place for all data submissions. Validation of sitrep data 

undertaken by IPC team prior to signoff and submission. IPC BAF 

reviewed regularly. 

6 Where bays with high numbers of beds 

are in use, they must be risk assessed 

and where 2 metres cannot be 

achieved, means of physical 

segregation of patients are strongly 

considered. The concept of ‘bed, chair, 

locker’ should be implemented. All 

wards should be effectively ventilated. 

Where possible bed spaces have been reviewed to ensure sufficient 

2m distancing along with installation of clear curtain screens in a 

number of areas

Clinical areas are encouraged to maximise natural ventilation 

wherever possible. Risk assessments undertaken within ward areas.

Bed chair locker in place and will be included in audits

Item Description Evidence
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance

Item Description Evidence

7 a. Twice weekly lateral flow 

antigen testing for NHS 

patient facing staff is 

implemented. Whilst lateral 

flow technology is the main 

mechanism for staff testing, 

this can continue to be used 

alongside PCR and LAMP 

testing.

Antigen testing in place across all areas with further with subsequent 

PCR testing for +ve tests. Daily oversight of reporting is in place at 

Executive level and is routinely included in outbreak meetings. 

Compliance of staff reporting results in place with daily reporting in 

place

b. If your trust has a high 

nosocomial rate you should 

undertake additional targeted 

testing of all NHS staff, as 

recommended by your local 

and regional infection 

prevention and control team. 

Such cases must be 

appropriately recorded, 

managed and reported back. 

As per above, Lateral flow tests implemented for staff. Staff testing 

results are monitored through the daily outbreak meetings. Reporting 

mechanisms in place, both internally and externally

Daily outbreak meetings in place with representation from clinical 

areas and IPC team. CCG attendance at outbreak meeting .

Page 81 of 169



QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard : Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8 a. All patients must be tested at 

emergency admission, whether or 

not they have symptoms.

Dataset evidencing all admitted patients in 24hr period and 

adherence to standard. Swabbing protocol in place for day of 

admission, day 3, day 5, day 7, day 10, day 14 and then 

every 7 days. Flagging system to alert ward staff when a 

swab is due now on Bedview and reports are available

b. Those who go on to develop symptoms of 

COVID-19 after admission must be 

retested at the point symptoms arise.  

Evidenced through the day of admission on which the swab 

was taken. Further communications was shared with ward 

areas to remind them of this and the days where swabbing is 

required.

c. Those who test negative on admission 

must have a retest on day 3 of admission, 

and again between 5-7 days post 

admission

Testing is on admission, day3, day 5, day7 day10, day 14 

and then every 7 days

Revised communications to all areas updated and sent 

12/01/2021. Flagging system to alert ward staff when a swab 

is on Bedview
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8d Sites with high nosocomial rates should 

consider testing COVID negative 

patients daily

Agreed to use lateral flow testing for known contacts in outbreak areas

8e All patients must be tested 48 hours prior to 

discharge directly to a care home and 

must only be discharged when their 

test result is available. Care home 

patients testing positive can only be 

discharged to CQC-designated 

facilities. Care homes must not accept 

discharged patients unless they have 

that person’s test result and can safely 

care for them

Dataset comparing all discharges to care homes with date of swab and 

result available. Pathway in place to facilitate discharge of Covid positive 

patients into CQC designated facilities. Infection status included on 

discharge summaries, verbal handovers and Bedview records. IPC 

infectious patients list held on shared drive and shared a minimum once 

daily across the organisation. Discharge pathways and communication 

arrangements in place
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Testing

BAF Standard: Patient and staff COVID-19 testing is undertaken promptly and 

in line with PHE and other national guidance & compliance with the national 

guidance around discharge or transfer of COVID-19 positive patients 

Item Description Evidence

8f Elective patient testing must 

happen within 3 days before 

admission and patients must 

be asked to self-isolate from 

the day of the test until the day 

of admission

Dataset showing all elective admissions have 

been swabbed no more than 72 hours prior to 

admission with a negative test. Elective 

admissions are advised to socially distance for 

14 days prior to admission and are tested 48-72 

hours prior to admission into a COVID negative 

surgical pathway. This includes self isolation 

from the day of the test. 
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QAH HospitalPortsmouth Hospitals NHS Trust

Evidence Framework: Systems working

9 Local systems must assure 

themselves, with commissioners, 

that a trust’s infection prevention 

and control interventions (IPC) are 

optimal, the Board Assurance 

Framework is complete, and 

agreed action plans are being 

delivered.

BAF reviewed at Quality and Performance and Trust 

Board. CCG representative assured of steps being 

taken and monitoring processes through attendance at 

daily outbreak. Regular informal dialogue in place 

between Deputy DIPC and lead commissioner, 

including the sharing of outbreak status updates on a 

daily basis.

Contract monitoring arrangements between 

commissioners and the Trust. 

10 Local systems must Review 

system performance and data; 

offer peer support and take steps 

to intervene as required.

Review and oversight of system performance through 

daily ORG and three times weekly System Silver 

CCG attendance at outbreak meeting so as assurance 

can be provided on actions being taken.

Item Description Evidence
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Infection prevention and control board 
assurance framework 
 

4 May 2020, Version 1 
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Foreword 

 

NHS staff should be proud of the care being provided to patients and the way in which 

services have been rapidly adapted in response to the COVID-19 pandemic. 

 

Effective infection prevention and control is fundamental to our efforts.  We have 

developed this board assurance framework to support all healthcare providers to 

effectively self-assess their compliance with PHE and other COVID-19 related 

infection prevention and control guidance and to identify risks.  The general principles 

can be applied across all settings; acute and specialist hospitals, community hospitals, 

mental health and learning disability, and locally adapted. 

 

The framework can be used to assure directors of infection prevention and control, 

medical directors and directors of nursing by assessing the measures taken in line 

with current guidance.  It can be used to provide evidence and also as an improvement 

tool to optimise actions and interventions. The framework can also be used to assure 

trust boards. 

 

Using this framework is not compulsory, however its use as a source of internal 

assurance will help support organisations to maintain quality standards. 

 

 

 

 

Ruth May 
Chief Nursing Officer for England 
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1. Introduction 
 

As our understanding of COVID-19 has developed, PHE and related guidance on 
required infection prevention and control measures has been published, updated 
and refined to reflect the learning.  This continuous process will ensure 
organisations can respond in an evidence-based way to maintain the safety of 
patients, services users and staff. 
 
We have developed this framework to help providers assess themselves against 
the guidance as a source of internal assurance that quality standards are being 
maintained.  It will also help them identify any areas of risk and show the corrective 
actions taken in response.  The tool therefore can also provide assurance to trust 
boards that organisational compliance has been systematically reviewed. 
 
The framework is intended to be useful for directors of infection prevention and 
control, medical directors and directors of nursing rather than imposing an additional 
burden.  This is a decision that will be taken locally although organisations must 
ensure they have alternative appropriate internal assurance mechanisms in place. 

 
2. Legislative framework 
 

The legislative framework is in place to protect service users and staff from 
avoidable harm in a healthcare setting.  We have structured the framework around 
the existing 10 criteria set out in the Code of Practice on the prevention and control 
of infection which links directly to Regulation 12 of the Health and Social Care Act 
2008 (Regulated Activities) Regulations 2014. 
 
The Health and Safety at Work Act 1974 places wide-ranging duties on employers, 
who are required to protect the 'health, safety and welfare' at work of all their 
employees, as well as others on their premises, including temporary staff, casual 
workers, the self-employed, clients, visitors and the general public.  The legislation 
also imposes a duty on staff to take reasonable care of health and safety at work 
for themselves and for others, and to co-operate with employers to ensure 
compliance with health and safety requirements.  
  
Robust risk assessment processes are central to protecting the health, safety and 
welfare of patients, service users and staff under both pieces of legislation.  Where 
it is not possible to eliminate risk, organisations must assess and mitigate risk and 
provide safe systems of work.  In the context of COVID-19, there is an inherent level 
of risk for NHS staff who are treating and caring for patients and service users and 
for the patients and service users themselves in a healthcare setting.  All 
organisations must therefore ensure that risks are identified, managed and 
mitigated effectively. 
 

Page 89 of 169

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/Code_of_practice_280715_acc.pdf
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-12-safe-care-treatment
http://www.legislation.gov.uk/ukpga/1974/37/contents


Infection Prevention and Control board assurance framework 
 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• infection risk is assessed at the front door and 
this is documented in patient notes 

• Rapid triage in ED on arrival as appropriate to low, 
medium and high-risk patient pathways in line with new 
national guidance documented on Oceano and Bedview 
with designated staff 

• ED IPC procedure in place to maintain separation in 
space and/or time between possible and confirmed 
COVID-19 patient 

• Boarding works completed in ED to support social 
distancing and physical separation 

• Elective surgery low risk patient pathway including renal 
transplantation and orthopaedic arthroplasty  

• Clear curtain screens have been implemented in some 
areas to support social distancing and physical 
separation. For info AMU Blue, Pink, F4, CDU. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
No negative pressure rooms available 
in the ED/AMU. 

Structural work undertaken in 
Majors A to introduce more cubicles 
and solid screens between 
patients. 
 
High and Medium risk, previously 
red and green areas for all 
pathways with clear signage and 
markings in place. 
 
Dedicated area for AGP’s in the 
department approved by IPC. 
 
Set areas for donning and doffing. 
 
Access to negative pressure rooms 
for admissions on G5. 
 
Patients greeted at the front door 
and screened. If possible COVID 
moved directly to a cubicle. 
 
Social distancing maintained in 
waiting areas in ED. 
 
Trust and visitor guidance for track 
and trace with QRS scanned codes 
across the site. 
 
Surge plan written by ED team and 
signed off by IPC.  

• All admissions swabbed for SARS CoV-2 within ED with 
results available within 24 hours (current turn-around 
time of 11 - 13 hours) via on-site PCR testing for COVID 
19 

• Lateral flow testing in place 

• Point of care testing in ED 

• All elective admissions are advised to socially distance 
for 14 days prior to admission, and self-isolate for 3 days 
prior to admission and are tested 48-72 hours prior to 
admission into a COVID negative surgical pathway 

Limited sensitivity of the COVID swab 
test (approx. 70%) means that a 
proportion of patients with clinically 
suspected COVID will have negative 
swab results.  
 
 

Clinical risk score in our local 
guidance used to maintain safety in 
potential false negative cohort of 
patients. 
 
Rapid test availability assigned to 
greatest risk areas and patients 

• patients with possible or confirmed COVID-19 
are not moved unless this is essential to their 
care or reduces the risk of transmission 

 

• Relevant assessment, testing and care pathways in 
place 

• Trust guidance for isolating and cohorting adult in-
patients during the COVID pandemic approved by Trust 
board and refined in line with emerging PHE guidance 

Since all non-elective admissions 
have required testing for COVID-19 
there may be a small number of 
patients with positive swab results 
who have not been clinically 

Plan in place in updated isolation 
and cohorting guidance for 
managing asymptomatic positive 
patients and their contacts.  
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• Designation of patient clinical pathways into high, 
medium and low risk pathways in line with new National 
guidance.  

• ED designated as High risk pathway. Trust guidance is 
to isolate until senior clinical assessment completed and 
the result of the initial throat swab is known.  

• Some younger patients with clear clinical features of 
COVID19 are cohorted in “red” areas, older patients are 
isolated in a side room until a swab result is available 
and the patient has had a senior review. 

• Movement of covid-19 patients around the hospital 
strictly controlled and managed with as minimal ward 
moves as possible to achieve safe management. 

• Avoided de-escalating patients with known COVID 
infections or clinically high risk COVID patients from red 
areas and TBP maintained throughout their admissions 
re risk of shedding virus beyond 14days 

suspected of having COVID and were 
admitted to low risk pathways of the 
hospital. 
 
Operational pressures dictating 
requirement to move possible but 
clinically low suspicion patients 
without confirmed negative swab 
 
Patients with initial swab negative who 
are +ve on rescreening by which time 
they have possibly infected others 

Clear re screening process in place 
for all in patients 5,14,21,28-day 
screening. OPM screening 
enhanced to day 3,5,7, 14, 21, 28 
to assist with earlier identification of 
positive cases. Dates for swabbing 
are on Bedview as a reminder for 
clinical areas 
 
Daily sharing of contact list to help 
inform decision making in relation 
to patient moves. 
 
Reallocation of beds to Covid 
possible/medium risk cohorts, from 
which patients not moved until 
confidently negative. 
 
The lab is carrying out rapid and 
urgent testing as required and on 
request for clinical and bed flow 
purposes using either the GeneXpert 
test (less than 60 min) or urgent 
Panther test (4 hour) 
Lateral flow testing for all admissions 
 

 

• compliance with the national guidance around 
discharge or transfer of COVID-19 positive 
patients 

 

• Infectious status included on discharge summaries, 
verbal handovers and Bedview records.  

• IPC infectious patients list held on G-drive and shared 2x 
daily across the organisation. 

• Discharge pathways and communication arrangements 
in place 

• Patients swabbed 48 hrs prior to discharge to care 
facility 

 Further development of discharge 
pathways for known positive 
patients across the system to 
ensure once medically fit patients 
can return to the most appropriate 
place for care. 

• patients and staff are protected  with PPE, as 

per the PHE national guidance 

 

• Daily monitoring and reporting of PPE stock volumes, 
escalation, distribution to silver and Gold meetings 

• Guidance sheet issued or displayed on wards/depts. on 
what PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters 
based on PHE guidance. 

• Procurement extended opening hours to maintain 
supplies 

• Dedicated COVID-19 store 

• Mutual aid arrangement among wards to ensure 
adequate PPE supplies 

• Donning and doffing PPE teaching sessions held. 
Sessions held for upskilled staff, foundation interim year 
1 Doctors, and staff returning to the Trust.  
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• PPE posters created and displayed.  

• PPE champions identified.  

• Donning and doffing of PPE videos also made and 
cascaded.  

• IPC carried out daily walk rounds to ensure staff are 
supported in the use of PPE. 

• Attendance at training recorded on ESR. 

• Fit testing register completed. Fit test champions 
identified. 

• SOPs in place for goggles, visors, decontamination of 
sundstrom and elipse mask  

• Risk assessment completed for reusing gowns. 

• IPC Team Summary of the PPE requirements for the 
high, medium and low risk pathways on the intranet 

• New SOP for theatres around de-escalation of PPE and 
low risk patients – Theatre procedures during covid-19 
version 2.2 15 August 2020 

• Updated ICU PPE guideline – PPE on Critical Care 
during COVID-19 version 3 12 August 2020 

• Use of surgical facemask extended to patients in high 
and medium risk pathway 

• All staff mask requirement through Covid-secure 
assessment and designation of buildings 

• Face covering for all patients/visitors as appropriate 
within the hospital 

• Audit results demonstrate good levels of compliance and 
are undertaken weekly 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
As the incidence of infection within 
the local community increases IPC 
guidance reviewed and 
implemented within theatres. 

• national IPC guidance is regularly checked for 
updates and any changes are effectively 
communicated to staff in a timely way 

 

• National and local guidance and updates re COVID19 
are discussed at silver, gold meetings, and senior clinical 
meetings. 

• Communication to all staff through a dedicated COVID 
19 intranet page, regular CEO briefings and email 
update. 

• IPC Lead Nurse attends weekly regional network 
meetings 

 All new guidance reviewed at both 
Gold and Silver Command 
meetings and disseminated through 
clear communication processes. 

• changes to guidance are brought to the 
attention of boards and any risks and mitigating 
actions are highlighted  

 

• COVID 19 daily Gold Meetings 

• Weekly TLT meeting 

• IPC BAF to Q&P and Trust Board  

• IPC Review of new national guidance and Gap analysis 
with recommendations to Gold – Accepted -27 August 
2020 

•  

•  

 Regular updates through the 
command and control structure to 
Board. 

• risks are reflected in risk registers and the 
Board Assurance Framework where 
appropriate 

 

• COVID19 related risks appropriately recorded on the 
Trust Board Risk Register and the Board Assurance 
Framework along with associated mitigation plans 

• IPC Board Assurance Framework 
 

 A specific COVID dashboard is 
reviewed by Gold command on a 
regular basis. 
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• robust IPC risk assessment processes and 
practices are in place for non COVID-19 
infections and pathogens  

• IPC processes for non COVID-19 infections have 
continued as per business as usual including MRSA /C. 
Diff/Sepsis pathways 

• Trust Infection Prevention policy, Hand Hygiene policy, 
Isolation policy in place 

• Relevant clinical wash hand basin and en-suite facilities 
available in designated areas 
 

Disruption of hierarchy of isolation due 
to pandemic meant that side rooms 
are prioritised for COVID-19 instead of 
other infectious patients 
 
 
 
Focus on Covid may have reduced 
clinician attention on other potentially 
infectious diagnoses. 

Enhanced cleaning arrangements 
in place across the trust. 
 
ATP testing on a regular basis. 
 
Close involvement and scrutiny of 
patient infection status by Infection 
Prevention and microbiology 
teams.  
 
 
Enhanced electronic surveillance of 
infectious patients in the Trust  
 
Clinical awareness raising activities 
on other non-Covid infectious 
diagnoses   

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• designated teams with appropriate training are 
assigned to care for and treat patients in 
COVID-19 isolation or cohort areas 

 

 

• Trust high, medium and low risk patient pathways 
(previously Red and green areas) identified with 
designated teams of staff 

• IP update training to all staff groups including train the 
trainer sessions 

• Dedicated Trust COVID-19 intranet page with links to 
National Clinical guidance 

• Relevant COVID-19 NICE Guidance adopted 

• Trust COVID-19 clinical guidance available on intranet 

•  

 The medical workforce has been 
reviewed to reflect demand and 
capacity. 
 
The nursing workforce model has 
been reviewed to reflect patient 
need and to reduce staff 
movement. This is reviewed 
across the trust a minimum twice 
daily with clear plan made across 
all divisions. 

• designated cleaning teams with appropriate 

training in required techniques and use of PPE, 

are assigned to COVID-19 isolation or cohort 

areas.  

 

• Designated staff on each of the high-risk patient pathway 
areas (previously red areas) responding to cleaning 
requirements  

• PPE training and records  

• Guidance sheet issued or displayed on ward/dept on 
what PPE to wear, including donning & doffing.  

• Full Working Instruction written on what equipment to 
use, how to carry out cleans and what cleaning products 
to use. 

• Daily update and monitoring of patient pathways based 
on risk stratification through white board in Patient 
Services Team Leaders office to ensure appropriate 
allocation of cleaning staff. 

• Weekly updates obtained by appropriate Engie Manager 
on empty bed stats within the Trust from OPs Centre. 

• IPC Team Summary of the PPE requirements for the 
high, medium and low risk pathways on the intranet 

 Access at all times to dedicated 
teams in high risk areas.  
 
Specific team dedicated to 
emergency portals. 
 
Guidance support and education 
to all facilities staff provided by 
IPC team. 
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• decontamination and terminal decontamination 
of isolation rooms or cohort areas is carried out 
in line with PHE and other national guidance 

 

• Terminal clean followed by hydrogen peroxide 
decontamination on de-escalation of areas from high to 
medium to low 

• Working instructions on cleaning updated as new 
guidance is received nationally and from local infection 
control team. 

• Enhanced Cleans are instructed by Infection Control via 
the Engie Helpdesk 

 A number of staff within the trust 
trained to utilise HPV fogging 
ensuring availability for all terminal 
cleans. 

• increased frequency of cleaning in areas that 

have higher environmental contamination rates 

as set out in the PHE and other national 

guidance 

 

• Tasks are raised to the FM helpdesk by IPC for 
enhanced cleans.  

• Review of needs and request multiple times per day and 
7-days a week to reflect movement of patients.  

• Weekly reconciliation to ensure accurate record of clean 
locations. 

 Enhanced cleaning across the 
trust in all risk areas. 
 
Access to cleaning teams in 
emergency portals 24 hrs. 

• linen from possible and confirmed COVID-19 
patients is managed in line with PHE and other 
national guidance and the appropriate 
precautions are taken 

 

• Linen disposed of as per national guidance and Trust 
Policy. 

• Poster provided and sent to all clinical areas detailing the 
process. 

• Trust Linen Handling and Laundry Policy 

  

• single use items are used where possible and 

according to Single Use Policy 

 

• All cleaning materials are single use where possible.  

• Cloths and mops are disposable single use. 

• No machinery is used in these areas and floor pads from 
doodle bugs are single use. 

• Trust Decontamination of Reusable Medical Devices 
Policy 

•  

  

 

• reusable equipment is appropriately 
decontaminated in line with local and PHE and 
other national policy 

 

 

• SOPs in place for all reusable PPE. 

• All reusable equipment for example mop poles, buckets 
etc. are all cleaned down after with Antichlor Plus 
solution. 

• No trollies or unessential equipment is taken into the 
cohort areas 

• Trust Decontamination of Reusable Medical Devices 
Policy 

 

 
 
 
 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and process are in place to ensure: 

• arrangements around antimicrobial 
stewardship are maintained 

 

 

 

• Antimicrobial guidance on PHU Microguide app updated 
to include a section on COVID19 with references to PHE 
guidance and NICE guidance in consultation with 
microbiology, respiratory, intensive care and pharmacy 
teams.    

• Trust Antimicrobial Prescribing Policy  

• Antimicrobial stewardship ward rounds continue with 3x 
per week intensive care ward rounds to support the 
management of COVID19 patients in critical care.  

 PHU consultant microbiologists are 
covering clinical and antimicrobial 
stewardship duties. 
   
Out-of-hours unfilled duties have 
been completed by PHU consultant 
and senior registrar cover with 
support from the two consultant 
microbiologists on the Isle of Wight. 
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• Trust wide audit of mandatory reporting 
requirements are adhered to and boards 
continue to maintain oversight 

 

 

 

 

• Antimicrobial stewardship ward rounds continue weekly 
to haematology, orthopaedics, new-born unit, 
paediatrics; general medicine, renal and surgical high 
care.  

• 24/7 access to senior microbiologist for advice on 
infection management. 

• antimicrobial stewardship carried out led by microbiology 
consultant / infection prevention doctor; results analysed 
and reported through trust governance structure to all 
areas. 

• Audit of positive respiratory samples from Critical Care 
Dept. in April 2020 compared to April 2019 is being 
undertaken to assess any change in antimicrobial 
resistance, lead is microbiology consultant.  

• Antimicrobial stewardship reports have continued to be 
provided to the Trust Board via the Infection Prevention 
Management committee. Mandatory reporting 
requirements are maintained. 

 
 

• The operational response to COVID-19 and associated 
guidance is brought to the Board’s attention through 
discussion at the Quality and Performance Committee 
presented to Trust Board. 

• Silver and Gold command process in place with daily 
oversight. 

 
  

 
Appointment of antimicrobial 
pharmacist. 
 
Good compliance with antimicrobial 
stewardship audits. 

 
Guidelines available electronically 
throughout the trust. 
  
The trust is implementing an EPMA 
which will further enhance 
stewardship. 

 
 
 
 
 
 
 
 
 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• implementation of national guidance on visiting 
patients in a care setting 

 

• Trust procedure for allowing visitors was updated in line 
with national guidance in early August and is available 
on the intranet 

• Visiting to wards and department currently restricted due 
to the level of Covid activity within the Trust 

• There are no restrictions on relatives visiting patients 
who are end of life, patients who have a dementia, a 
learning disability or are distressed by a relative/carer not 
being there 

• Staff members with relative/loved one on the ward to 
follow the same guidelines and not visit relatives in a 
red/high risk COVID area and then return to a green/low 
risk COVID area whilst in uniform 

• Novel approach adopted has continued for families to 
stay in touch with their loved ones in hospital facilitated 
by the Family Liaison Officers roles and exchange of 
essential items between patients and families through 
drop-off and pick-up arrangement via main reception. 

  
As the pandemic progresses 
visiting under review and remains 
restricted. 
 
Teams of Family Liaison Officers 
are a dedicated resource to support 
proactive communication with 
families and loved ones. 
 
A volunteer team provide drop off 
points for families to provide 
personal items to patients when 
they cannot be visited. 
 
A message service available 
through our PALS team. 
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• To assist with contact tracing Track and Trace posters 
with QR codes have been strategically placed across the 
organisation where more than six people are likely to be 
sat and waiting together 

• areas in which suspected or confirmed COVID-
19 patients are where possible being treated in 
areas clearly marked with appropriate signage 
and have restricted access 

 

• Patient pathway designation into high, medium and low 
risk based on new national guidance (previously Red 
/Green areas)  

• Relevant Posters/Signs in place 

• Appropriate access restriction arrangements in place 
across the hospital 

• Daily bed status/site reports to silver and gold  

• Social distancing signage, assessment and designation 
of relevant Trust estates as Covid-secure 

 All patient pathways kept under 
review through command and 
control structure to ensure we can 
meet the changing needs of our 
patients and reduce risk. 

• information and guidance on COVID-19 is 

available on all Trust websites with easy read 

versions 

 

• Dedicated Trust COVID -19 intranet page for staff 

• Trust websites contain information for the public on 
COVID 19 section outbreak 

 COVID briefings provided through 
communications via regular 
messages form the CEO as well as 
a weekly interactive (Teams) 
briefing for all staff. 
 
Dedicated COVID Silver inbox for 
any questions or queries staff have 
which is covered daily through the 
on-call silver cover. 
Designated area on Trusts Intranet 
page. 

• infection status is communicated to the 
receiving organisation or department when a 
possible or confirmed COVID-19 patient needs 
to be moved 

 

 

• Infectious status included on discharge summaries, 
verbal handovers and Bedview.  

• IPC infectious patients list held on G-drive and shared 2x 
daily across the organisation. 

• Discharge pathway and communication guidance in 
place 
 
 
 

 Reconfiguration of the PSEH 
discharge planning resources to 
provide comprehensive Discharge 
to Assess provision. 
A Discharge Hub supports 
assessment to ensure safe 
discharge. 
Close monitoring and response to 
reduce MFFD. 
System partners sourcing further 
designated sites to accommodate 
COVID patients. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• front door areas have appropriate triaging 
arrangements in place to cohort patients with 
possible or confirmed COVID-19 symptoms to 
minimize the risk of cross-infection 

 

• Trust COVID-19 clinical guidance and assessment 
pathways in place and accessible on Trust intranet. 

• Initial triage on arrival at the Emergency Department 
(ED) into designated patient pathway based on risk 
stratification (green and red areas within ED), according 
to the patient’s presenting problem 

• ED boarding works completed to support social 
distancing 

 
 
 

• Low threshold for placing patients 
through red pathway may increase 
risk of exposure for some patients 
who are lower risk of being COVID 
than initially assessed at first 
triage. 

• TBPs applied in ED red area to 
reduce risk of nosocomial 
infections. 

• Updated isolation and cohorting 
guidance allows consultant 
assessing patient to step a red 
ED patient back onto a green 
pathway if they do not believe 
them to have COVID, with the 
prior agreement from other staff 
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• Triage guidance to maintain low threshold for clinical 
suspicion in frail multi-comorbid elderly patients who can 
be atypical in presentation 

• Elective surgery low risk (green) patient pathway 
including renal transplantation and orthopaedic 
arthroplasty 

caring for the patient and the 
patient themselves. 

• Further development of SDEC 
services across many pathways. 

• Direct admit pathways via 
SCAS,111, and GP’s. 

• Patient pull from ED. 

• patients with suspected COVID-19 are tested 
promptly 

 

• All patients admitted through the red area of ED with 
suspected COVID-19 infections are swabbed in ED 
before transfer to the wards and go into high/medium risk 
patient pathways as appropriate.  

• Those admitted through the green area not suspected of 
having COVID-19 are also swabbed in ED since national 
guidance changed to include the required testing of all 
non-elective admissions on 27.04.20 and are now 
managed along low risk pathways. 

•  All emergency admissions are tested for SARS CoV2 on 
an admission throat swab and all elective admissions are 
advised to self-isolate for 14 days prior to admission and 
are tested 48-72 hours prior to admission into a COVID 
negative surgical low risk patient pathway. 

• Risk of patients coming through 
green area of ED and being 
admitted to wards having a delay 
in receiving their COVID-19 tests 
on the ward. 

• Ongoing review with default to 
return to all admitted patients 
having swabs in ED regardless 
of their admission pathway. 

• Due to the imperfect sensitivity 
of the COVID swab test clinical 
risk is incorporated into decision 
making in our local guidance.  

• Patient in low risk pathways 
(green areas) who develop 
COVID symptoms will have their 
bay become a cohort bay with 
other patients in that bay 
monitored clinically and re-
tested if clinically indicated.  

• Any case identified over 7 days 
from admission is defined as 
hospital-acquired and is 
investigated by the Infection 
Prevention team.  Any clinical 
area which has two or more 
cases identified within a two-
week period is investigated as 
an outbreak. Daily outbreak 
meetings are held and also 
include representation from the 
CCG on occasions. 

• Rescreening of all inpatients as 
discussed previously. 
 

 

• patients that test negative but display or go on 
to develop symptoms of COVID-19 are 
segregated and promptly re-tested  

 

• Patient pathways based on risk stratification – high, 
medium and low risk (previously Red and Green areas) 

• Updated isolation and cohorting guidance 

• Clinical risk is incorporated into decision making in local 
guidance 

• Cohort areas are for multiple cases of confirmed COVID-
19 are self -contained 

• Elective surgery low risk (green) patient pathway 
including renal transplantation and orthopaedic 
arthroplasty 

 Designated areas clearly defined 
for positive patients. 
 
Swabbing protocol in place as 
previously identified 
 
Daily outbreak meetings held 
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• patients that attend for routine appointments 
who display symptoms of COVID-19 are 
managed appropriately 

 

• Routine appointments across all services in the Trust 
have been reviewed in light of the pandemic. The vast 
majority have been converted to remote telephone or 
video consultations.  

• Services such as fracture clinic have checked patient’s 
temperatures on arrival for their appointment. 

• Precautions in place where services have restarted 
postponed appointments in line with low, medium and 
risk patient pathway guidance 

• All elective admissions are advised to self-isolate for 14 
days prior to admission and are tested 48-72 hours prior 
to admission into a COVID negative surgical pathway.     

• Potential impact of service 
reductions or postponements on 
patients and service users 

• Service reductions or 
postponements captured 
through a PMO coordinated QIA 
process involving the DMDs 
where risks and mitigations 
have been documented for each 
service.  

• QIA process capturing re-
evaluation of impact and 
changes as services are being 
restored and QIA being closed 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• all staff (clinical and non- clinical) have 

appropriate training, in line with latest PHE and 

other guidance, to ensure their personal safety 

and working environment is safe 

 

• IPC update training to all staff groups  

• IPC team daily walk rounds to ensure staff are supported 
in the use of PPE, with a particular focus in areas 
affected by outbreaks 

• Fit testing completed with register held. 

• Fit test champions identified. 

• PortaCount use for fit testing for relevant group of staff 

 Implementation of PPE champions 
in all areas. 
Regular briefings to all staff. 
Support line for both staff and 
managers available. 
COVID inbox for any queries and 
questions covered daily to respond. 
COVID guidance in a dedicated 
area on trust intranet. 
Every area has been provided with 
pictorial guides and training videos 
are available. 
EPRR team reviews all national 
guidance that is issued daily and 
liaises with Silver Command for 
onward dissemination and action 
required. 

• all staff providing patient care are trained in the 
selection and use of PPE appropriate for the 
clinical situation and on how to safely don and 
doff it 

 

• Guidance sheet issued or displayed on wards/depts. on 
what PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters 
based on PHE guidance 

• Donning and doffing PPE teaching sessions held. 
Sessions held for upskilled staff, foundation interim year 
1 Doctors, and staff returning to the Trust.  

• PPE posters created and displayed.  

• PPE champions identified.  

• Donning and doffing of PPE videos also made and 
cascaded. 

• IPC Team Summary of the PPE requirements for the 
high, medium and low risk pathways on the intranet 

• Updated ICU and theatre procedures during covid-19 
PPE guidance  

• Weekly audits in place, which also includes PPE 
compliance 

 

 IPC and PPE champions available 
to staff for education and 
reassurance. 
 
Information available on intranet 
page and via posters and videos 
available in all areas. 
 
Donning and Doffing buddies in 
high use areas such as ITU 
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• a record of staff training is maintained  

 

• Record of Trainings and refresher undertaken held   

• appropriate arrangements are in place that any 
reuse of PPE in line with the CAS alert is 
properly monitored and managed  

 

• SOPs in place for goggles, visors, decontamination of 
sundstrom and elipse mask  

• Risk assessment completed for reusing gowns 

• Usual CAS alerts process 

  

• any incidents relating to the re-use of PPE are 
monitored and appropriate action taken 

 

• COVID-19 daily incident sitrep to silver and gold 

• Usual SLE Datix system/process 

•  

  

• adherence to PHE national guidance on the 

use of PPE is regularly audited  

 

• IPC team daily walk rounds to ensure staff are supported 
and follow national guidance in the use of PPE 

• Procurement monitor use and availability of PPE with 
daily reporting to silver and gold meetings 

• Audit of IPC BAF assurance including PPE planned 

• PPE champion roles. 

• Weekly audits in place 

  

• staff regularly undertake hand hygiene and 
observe standard infection control precautions 

• Hand hygiene training, with light box, covered as part of 
teaching sessions; attendance record on ESR. 

• Hand hygiene compliance audit programme 

• Weekly audits in place, which includes observational 
audit of hand hygiene 

 • IPC training and refresher 
during response cover hand 
hygiene compliance 
requirements 

• Ongoing monitoring of COVID-
related SLEs reported to 
identify any areas of concern.  

• Hand hygiene compliance 
audits part of surveillance 
regime. 

• staff understand the requirements for uniform 
laundering where this is not provided for on 
site 
 

• Updated uniform policy available on the intranet and 
communicated to all staff. 

• Updated guidance to staff on correct laundering 

•  

 Monitoring of compliance of uniform 
policy.  

• all staff understand the symptoms of COVID-19 

and take appropriate action in line with PHE 

and other national guidance if they or a 

member of their household display any of the 

symptoms 

• Dedicated Covid-19 intranet page for staff and 
information on trust internet re covid-19 for staff and 
general public 

• Testing procedure for staff in place through staff support 
line 

• Regular CEO briefing and email to all staff includes how 
to contact the staff support line. Text messages sent to 
staff reminding of correct procedures 

• Staff antibody testing with extensive uptake 

• Trust involvement in SIREN study with plans to recruit up 
to 800 members of staff 

 Dedicated staff support line for any 
symptomatic staff as well as any 
sickness. Open from 6am.Clear 
advice given with access to testing. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: • All patients are screened on admission – in line with 
patient pathways risk stratification – high, medium and 
low risk   

 Designated areas within the 
hospital for the care of positive 
patients with a clear plan for each 
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• patients with suspected or confirmed COVID-19 
are isolated in appropriate facilities or designated 
areas where appropriate 

 

• Trust cohorting and isolation guidance in place. 

• Cohort areas for confirmed COVID-19, patients are self –
contained 

• Suspected cases are cohorted separately  

• Elective surgery low risk (green) patient pathway 
including renal transplantation and orthopaedic 
arthroplasty 

• Renal bed reconfiguration with increased cubicle 
isolation capacity for transplantation  

phase of escalation of the 
pandemic. 
 
 
Introduction of: 
1. FebriDx fast triage test 
2. Rapid Turnaround PCR 
testing to facilitate flow despite 
cases numbers and operational 
pressures 
3.        Lateral flow testing as a 
support tool for patients who have 
been identified as contacts 
 
 

• areas used to cohort patients with suspected or 
confirmed COVID-19 are compliant with the 
environmental requirements set out in the current 
PHE national guidance 

 

• Areas agreed at gold meeting 

• Separate areas in line with risk stratification, high, 
medium and low risk (previously red/green areas) 

• Posters/signs identify Areas as appropriate 

• Active management of cubicles and areas of the Trust 
based on patient pathway risk through collaboration 
between clinical services and the operations centre 

• Cubicle and bed availability reported and monitored in 
daily operational updates 

• Relevant clinical wash hand basin and en-suite facilities 
available in designated areas 

• Information on air change rates and room pressures is 
monitored and available on request 

• Renal bed reconfiguration with increased cubicle 
isolation capacity for transplantation. 
 
 

Risk of cubicle shortfall. Thus far, we have been able to 
accommodate all patients requiring 
isolation.  Risk managed through 
application of local guidance 
supported by: 

-  Proactive movement of 
patients out of cubicles 
where safe to do so once 
COVID test results are 
available.   

- Continued proactive side 
room management and 
surveillance of infectious 
patients by infection 
prevention team.  

 
Risk assessment of cohorting areas 
for known positives and for those 
known contacts. Daily review of all 
known contacts in place between 
IPC and Ops to ensure clinical 
oversight of decision making 
related to patient moves. 

• patients with resistant/alert organisms are 
managed according to local IPC guidance, 
including ensuring appropriate patient placement  

 

• No change to existing IPC practice regarding managing 
patients with resistant/alert organisms.  

• A hierarchy of isolation in place and communicated with 
the Operations Centre. 

• Surveillance of infectious patients by infection prevention 
team.  

• Enhanced cleaning process in place. 

• Portsmouth local Health Protection Board - local 
outbreak plan published and maintained by Portsmouth 
City Council EPRR Team describing system response 
and multi-agency actions, roles and responsibilities to be 
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triggered by to an infectious outbreak that may threaten 
the population of the city. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

There are systems and processes in place to ensure:  

• testing is undertaken by competent and trained 
individuals 

 

• COVID-19 assessment pathway 

• Clinical Microbiology is accredited to ISO15189:2012 for 
the majority of the testing it undertakes: CoVID-19 
testing is currently in the process of being added to the 
departmental accreditation scope 

• Accreditation process to include staff demonstrating their 
ongoing competency and have their training and 
competency records checked 

• Competencies are checked as part of internal audit 
processes including observational audit of testing being 
undertaken 

• The assay currently in use for CoVID19 testing in 
Portsmouth is a CE Marked Commercial Assay; the 
same test is currently in use in 22 other Trusts within the 
United Kingdom.  Performance of this assay was verified 
against the PHE assay, in use in March 2020, and was 
challenged against an external panel, provided by 
QCMD 

Current capacity and lack of material 
in a suitable format means that a 
third-party positive control is currently 
not performed on each analytical run 
for CoVID19 testing. 
 

Kit positive control is included in 
each run and has performance 
monitored using Westgard Rules. 
 
Executive oversight of testing 
strategy and implementation. 
 
 
Observation and Audit the rigor of 
admission testing for all ED 
admissions 

• patient and staff COVID-19 testing is 
undertaken promptly and in line with PHE and 
other national guidance 

 

• COVID-19 assessment pathway on COVID-19 clinical 
guidance portal on Trust intranet 

• Testing procedure for staff in place through absence 
reporting via staff support line 

• Twice weekly lateral flow testing in place for patient 
facing staff. Daily reports provided to Gold and also 
through outbreak meetings. This includes the number 
converted to PCR following a positive lateral flow 

• Testing is performed for the following groups: 
- All patients admitted to the Trust and inpatients in 

partner organisations 
- All patients undergoing elective procedures within 

the Trust, including Caesarean Sections, 
Chemotherapy and Day Surgery. 

- Screening of symptomatic Staff; both Trust and 
partner organisations 

- All patients being discharged into onward care 
- Care Home testing both for outbreak investigation 

and symptomatic residents to those facilities within 
the three CCGs served by the laboratory. 

• Staff Antibody testing and Trust participation in the 
SIREN study with plan to recruit up to 800 staff 
members 

 

 Dashboard monitoring this data is 
available. 
 
PHU cohorting and isolation 
guidance in place. 
 
PHU clinical guidance and 
assessment pathways in place 
 
Process in place to test all patients, 
for senior clinical escalation 
between red-green and vice versa 
and for patients in green areas who 
develop COVID symptoms 
 
Compliance with screening and 
testing reported in COVID 
dashboard for all inpatients. 

Page 101 of 169

https://www.gov.uk/guidance/coronavirus-covid-19-getting-tested


• screening for other potential infections takes 
place 

 

• PHU Department of Clinical Microbiology has continued 
to provide a ‘Business as Usual’ service for Infection 
Prevention related testing.  This has included: 

- Six day a week C. difficile testing service. 
- Screening for MRSA, MSSA, VRE and CPE 

carriage in appropriate patient groups. 
- Rapid testing service for Influenza A, Influenza B 

and RSV viruses. 
- Testing of respiratory samples for other viruses 

and bacteria including Mycobacteria. 
- Portsmouth local Health Protection Board - local 

outbreak plan published and maintained by 
Portsmouth City Council EPRR Team describing 
system response and multi-agency actions, roles 
and responsibilities to be triggered by to an 
infectious outbreak that may threaten the 
population of the city. 

  
Explore the use of FebrDx testing 
being incorporated into admission 
pathways. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure that: 

• staff are supported in adhering to all IPC policies, 
including those for other alert organisms 

 

• IPC update training to all staff groups  

• IPC team daily walk rounds to ensure staff are 
supported in the use of PPE. 

• Train the trainer sessions. 

• IPC policies on the intranet 

• COVID-19 clinical guidance portal on the intranet 

• Social distancing and other relevant signage across trust 
estate 

• Updated ICU and theatre procedures during covid-19 
PPE guidance  

• Regular audits demonstrate compliance 

  

• any changes to the PHE national guidance on 
PPE are quickly identified and effectively 
communicated to staff 

 

• Guidance sheet issued or displayed on wards/depts. on 
what PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters 
based on PHE guidance 

• PPE posters created and displayed.  

• Daily silver and gold meetings and cascade 

• Chief executive briefing sessions and COVID-19 email 
briefing communications 

• Updated ICU and theatre procedures during covid-19 
PPE guidance  

• IPC Review of new national guidance and Gap analysis 
with recommendations to Gold – Accepted -27 August 
2020 

 Implementation of PPE champions 
in all areas. 

Regular briefings to all staff. 

Support line for both staff and 
managers available. 

COVID inbox for any queries and 
questions covered daily to respond. 

COVID guidance in a dedicated 
area on trust intranet. 

Every area has been provided with 
pictorial guides and training videos 
are available. 

EPRR team reviews all national 
guidance that is issued daily and 
liaises with Silver Command for 

Page 102 of 169

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe


onward dissemination and action 
required. 

• all clinical waste related to confirmed or 

suspected COVID-19 cases is handled, stored 

and managed in accordance with current national 

guidance  

• Infection Prevention policies – handling of clinical waste 
/ waste management process 

  

• PPE stock is appropriately stored and accessible 
to staff who require it 

 

 

 

 

 

• All products are controlled on an inventory system and 
issued or transferred to ward or department.  

• New product quarantined and tested by IPS and Clinical 
lead before being put into mainstream stock for 
consumption. 

• Procurement detailed Ward Drop Planner shows the 
daily drops for the wards and departments with all PPE 
quantities and requirements.  

• The Nursing Rep controls needs liaise with procurement 
daily on any changes on quantities and stock 
requirements needed or requiring review.  

• PPE available at point of use and stored in a clean dry 
area 

• The procurement team provides extended opening 
hours  

• Outside hours wards or departments use mutual aid with 
neighbouring wards and departments, where required.  

• Emergency stock based in the Ops centre is available 
every day and topped up as part of the daily reviews for 
any shortages whilst store closed. 

• Stock check of the COVID Store is conducted at the end 
of every day.   

• All staff mask use and provision requirement with covid-
19 secure assessment and designation of buildings 

• Social distancing signage across the Trust estate 

National PPE supply shortage 
 
Wards and Departments hoarding 
PPE, or ordering PPE too late 
 
Wards and Departments not following 
the process re mutual aid and ops 
centre 

 

Any risk or shortage is escalated to 
Silver and onward escalation to 
National team.  

Regular sweep wards and 
departments and reallocation of 
PPE aligned to number of cases 
etc. 

Outside of COVID Store operating 
hours wards or departments should 
use mutual aid with neighbouring 
wards and departments before 
accessing Ops centre stock. 

An emergency stock based in the 
Ops centre is available and 
reviewed daily in line with current 
PPE Guidelines 

Should stock be at a very low level 
then Procurement will raise a 
request for stock to the National 
Supply Disruption Response 
(NSDR) Team. 

Procurement also have access to 
reach out for mutual aid from other 
organisations within Hampshire. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Appropriate systems and processes are in place to 
ensure: 

• staff in ‘at-risk’ groups are identified and 
managed appropriately including ensuring their 
physical and psychological wellbeing is 
supported 

 

• Risk assessment for all staff identified to be in the ‘at 
risk’ group including based on disability and age, 
pregnancy and BAME group. 

• Database kept on decisions made, by whom and what 
date for high risk groups 

• Government Shielding – all staff who will receive 
updated letters from the Government will be shielded 

• Occupational Health Shielding – all those who 
Occupational Health believe should be shielding, but for 
some reason did not get a government letter, were 
shielded 

• Occupational Health – Change in role – all those who 
Occupational Health believe should have a change in 

 Workplace risk assessments for all 
staff, 100% completed for BAME 
staff and more than 80% of all staff. 
 
Enhanced wellbeing package 
introduced in April including 24-
hour employee assistance 
programme offering psychological 
support. 
 
NHSI/E leadership support circles 
introduced with good engagement 
across all departments and groups. 
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role, non-patient facing role, should be working at home 
etc. were accommodated 

• Relevant current guidance for pregnant staff being 
followed 

• The Managers Support Line maintains contact with all 
staff who inform us that they are pregnant to review their 
options and continue to update if and when the national 
guidance changes. 

• Work Health Assessment for all BAME staff and all 
shielding staff (with Occupational Health) undertaken 
and recommended adjustments in place.  

• Pregnancy risk assessment and Work Health 
Assessment of all pregnant workers 

• Assessment now extended to all staff Risk self-
assessment undertaken by 1,100 staff since 6 August 
with 400 requiring an occupational health assessment 
including staff with a high BMI 

 
Team debriefs introduced for those 
teams most affected by the 
pandemic facilitated by mental 
health practitioners. 
 
Enhanced coaching and mentoring 
available for all staff. 
 
Wellbeing conversation template 
and guidance provided to all 
managers. 
 
Staff and manager support lines. 

• staff required to wear FFP reusable respirators 
undergo training that is compliant with PHE 
national guidance and a record of this training 
is maintained 

 

• Fit testing to HSE INDG479 along with the fit to fit 
companion adopted. 

• SOP for decontamination for all reusable masks in the 
organisation. 

• Fit test and PPE champions created.  

• Electronic record including track and trace for 
Sundstrom masks held by HSDU. 

• Airborne precautions (FFP3/Hood) are no longer 
required for AGPs on patients in the low risk pathway, 
providing the patient has no other infections that can be 
transmitted via droplets or airborne route e.g. TB 

Supply of preferred FFP3 masks Dedicated fit testing lead and 
support team in place. 
Additional masks identified as 
being suitable on fit testing and 
procurement is in process 

• staff absence and well-being are monitored and 
staff who are self-isolating are supported and 
able to access testing 

 

• Staff Support Line and Manager Support Line introduced 
staffed by professional staff from HR and Occupational 
Health open from 6am in the morning to 7.30pm in the 
evening 7 days a week.   

• Staff reporting absence from work through support line.  

• Staff support line process to book staff who call in sick 
for COVID-19 for relevant tests 

• Employee Assistance Programme introduced to ensure 
we have thorough 24-hour support for all our staff.   

• All support easily accessible on the intranet. With 
regular additions to support available.   

• We have advertised the NHS England and NHS 
Improvement free access to psychological and practical 
support advertised to staff. 

• Staff Union meetings held, and no concerns raised. 

• All staff, whether or not at work, have received a Staff 
Wellbeing Booklet with positive feedback 

• Staff wellbeing calls to staff not at work – Staff shielding 
received a weekly call and staff off work with sickness 
received calls appropriate to their absence.  

• Leadership support circles for managers 
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• Wellbeing presentation to LGBT+ and BAME networks 

• On–site Gym and swimming pool free and accessible to 
all staff 

• Personal training sessions and socially distanced 
classes available for staff 

• Fit4work service for staff to support an early return to 
work 

• 5 posts including Clinical Psychologist and additional 
mental health support approved and being recruited to 
including cross service working with Southern Health 

• Occupational health, as part of the staff support line 7 
days a week, have taken 2,500 calls since March  

• Coaching and Debriefing sessions offered to multiple 
teams and ongoing signposting to additional counselling 
if required given through Care First or Aquilis 

• staff that test positive have adequate 

information and support to aid their recovery 

and return to work. 

 

• Staff provided with a test receive their result through a 
clinician who advises them what they should do next. 

 Support provided through our 
wellbeing provision and the staff 
support line. 
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Appendix B: Infection Prevention and Control Audit Form 
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  Criteria C NC NA Comments 
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Infection risk is assessed at the front door and this is 
documented in patient notes 

  
    

1.2 
Patients with possible or confirmed COVID-19 are not 
moved unless this is essential to their care or reduces the 
risk of transmission 

     

1.3 
Compliance with the national guidance around discharge or 
transfer of COVID-19 positive patients  

     

1.4 
Patients and staff are protected with PPE, as per the PHE 
national guidance  

     

1.5 
National IPC guidance is regularly checked for updates and 
any changes are effectively communicated to staff in a 
timely way  

     

1.6 
Changes to guidance are brought to the attention of boards 
and any risks and mitigating actions are highlighted 

     

1.7 
Risks are reflected in risk registers and the Board 
Assurance Framework where appropriate  

     

1.8 
Robust IPC risk assessment processes and practices are 
in place for non COVID-19 infections and pathogens  
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  Criteria C NC NA Comments 
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Designated teams with appropriate training are assigned to 
care for and treat patients in COVID-19 isolation or cohort 
areas  

     

2.2 
Designated cleaning teams with appropriate training in 
required techniques and use of PPE are assigned to 
COVID-19 isolation or cohort areas  

     

2.3 
Decontamination and terminal decontamination of isolation 
rooms or cohort areas is carried out in line with PHE and 
other national guidance  

     

2.4 
Increased frequency of cleaning in areas that have higher 
environmental contamination rates as set out in the PHE 
and other national guidance  

     

2.5 
Linen from possible and confirmed COVID-19 patients is 
managed in line with PHE and other national guidance and 
the appropriate precautions are taken 

     

2.6 
Single use items are used where possible and according to 
Single Use Policy 

     

2.7 
Reusable equipment is appropriately decontaminated in 
line with local and PHE and other national policy 
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Arrangements around antimicrobial stewardship are 
maintained  

     

3.2 
Mandatory reporting requirements are adhered to and 
boards continue to maintain oversight 
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Implementation of national guidance on visiting patients in 
a care setting  

     

4.2 
Areas in which suspected or confirmed COVID-19 patients 
are where possible being treated in areas clearly marked 
with appropriate signage and have restricted access 

     

4.3 
Information and guidance on COVID-19 is available on all 
Trust websites with easy read versions  

     

4.4 
Infection status is communicated to the receiving 
organisation or department when a possible or confirmed 
COVID-19 patient needs to be moved 
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Front door areas have appropriate triaging arrangements in 
place to cohort patients with possible or confirmed COVID-
19 symptoms to minimize the risk of cross-infection  

     

5.2 Patients with suspected COVID-19 are tested promptly      

5.3 
Patients that test negative but display or go on to develop 
symptoms of COVID-19 are segregated and promptly re-
tested  

     

5.4 
Patients that attend for routine appointments who display 
symptoms of COVID-19 are managed appropriately 
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All staff (clinical and non-clinical) have appropriate training, 
in line with the latest PHE and other guidance, to ensure 
their personal safety and working environment is safe 

     

6.2 

All staff providing patient care are trained in the selection 
and use of PPE appropriate for the clinical situation and on 
how to safely don and doff it 

     

6.3 A record of staff training is maintained       

6.4 
Appropriate arrangements are in place that any reuse of 
PPE in line with the CAS alert is properly monitored and 
managed  

     

6.5 
Any incidents relating to the re-use of PPE are monitored 
and appropriate action taken  

     

6.6 
Adherence to PHE national guidance on the use of PPE is 
regularly audited 

     

6.7 
Staff regularly undertake hand hygiene and observe 
standard infection control precautions  

     

6.8 
Staff understand the requirements for uniform laundering 
where this is not provided for on site 

     

6.9 

All staff understand the symptoms of COVID-19 and take 
appropriate action in line with PHE and other national 
guidance if they or a member of their household display 
any of the symptoms  
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Patients with suspected or confirmed COVID-19 are 
isolated in appropriate facilities or designated areas where 
appropriate  

   

  

7.2 
Areas used to cohort patients with suspected or confirmed 
COVID-19 are compliant with the environmental 
requirements set out in the current PHE national guidance  

   

  

7.3 
Patients with resistant/alert organisms are managed 
according to local IPC guidance, including ensuring 
appropriate patient placement  
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  Testing is undertaken by competent and trained individuals     
  

8.2 

Patient and staff COVID-19 testing is undertaken promptly 
and in line with PHE and other national guidance  

   

  

8.3 Screening for other potential infections takes place       
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Staff are supported in adhering to all IPC policies, including 
those for other alert organisms  

   
  

9.2 

Any changes to the PHE national guidance on PPE are 
quickly identified and effectively communicated to staff  

   

  

9.3 

All clinical waste related to confirmed or suspected COVID-
19 cases is handled, stored and managed in accordance 
with current national guidance  

   

  

9.4 

PPE stock is appropriately stored and accessible to staff 
who require it 
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Staff in 'at-risk' groups are identified and managed 
appropriately including ensuring their physical and 
psychological wellbeing is supported 

   

  

10.2 

Staff required to wear FFP reusable respirators undergo 
training that is compliant with PHE national guidance and a 
record of this training is maintained  

   

  

10.3 

Staff absence and well-being are monitored and staff who 
are self-isolating are supported and able to access testing  

   
  

10.4 

Staff that test positive have adequate information and 
support to aid their recovery and return to work  
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report MATERNITY SERVICES – RESPONSE TO OCKENDEN REPORT 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 21ST JANUARY 2021 

Executive lead Liz Rix – Chief Nurse 

Author Helen O’Dell – Interim Director of Maternity Services 

Date report 
written 

14th January 2021 

Action required Discussion / Noting 

Executive 
summary 

The Ockenden Report was published on 10th December 2020. This review 
concerned 250 cases of neonatal and maternal harm identified at Shrewsbury 
and Telford Hospital NHS Trust between 2000 and 2019. One of the actions 
specified by Ruth May (Chief Nursing Officer for England)  in her letter sent out 
after the Report’s conclusion was for all Trust Board meetings to consider the 
review’s findings. This report is presented as a result. 
 
The national recommendations arising from this report are outlined on the third 
slide of the attached presentation. Meanwhile, the response to the local actions 
are on slides 5 – 12. These have also been allocated a ‘red / amber / green’ rating 
after an assessment of the Trust’s current position, with actions to resolve any 
issues also specified. 
 
The proposals to implement a revised perinatal quality surveillance model are 
also outlined in the presentation. Part of this will be Trust Board oversight; this 
matter is addressed on slides 17 and 18. Workforce issues are also discussed, 
whilst the next steps are on the concluding slide. As part of this, the assurance 
tool will be submitted to the regional midwife by 15th February 2021. 
 
 

Appendices 
attached 
 

Appendix A – Presentation on Trust’s response to Ockenden Report 
 

Recommendations The Committee is requested to comment on the presentation and commend it to 
Trust Board for consideration on 27th January 2021. 
 
 

Next steps The following actions will be taken after consideration of this report: 
a) Presentation to Trust Board on 27th January 2021 
b) Submission of assurance tool to regional midwife by 15th February 2021 
c) Amendment of reporting on maternity to Trust Board as outlined on 

slide 18 of attached presentation 
d) Implementation of other actions outlined in presentation 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF 3 – Compassionate care 
BAF 23 – Governance systems across the Trust 
 

Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Responses from NHS trusts to the recommendations in the Ockenden Report will 
be monitored by NHS England and NHS Improvement 
 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Moderate Change – Positive 
A major focus of the report is ensuring that the voice of patients is heard 
throughout pregnancy and childbirth. Patient consent is a significant element of 
this. 
PATIENT SAFETY: Major Change – Positive 
The elimination of the avoidable harm identified by the review of 250 cases is the 
basis of the Report’s conclusions 
CLINICAL OUTCOME: Major Change – Positive 
As above 

Equality Impact 
Assessment 

No equality implications. 
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Helen O’Dell

The Ockenden
Report:
• Review of Shrewsbury & Telford

NHS Trust’s Maternity Services
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Background to 
Ockenden 
Report

Report published following an initial review of 250 cases across 
Shrewsbury & Telford Maternity services. This included the initial 23 
cases that raised the first concerns.

Further review of 1862 cases is ongoing.

Report published 10 December 2020.

27 recommendations for the Shrewsbury and 7 recommendations 
for all maternity services across the UK.

Other Independent investigations found similar themes –
Morecambe Bay (2015) and East Kent (2020) still ongoing.

The Ockenden Report:
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The National 
recommendations 

1. Enhancing safety by partnership working between 
trusts to investigate and share learning from 
serious incidents; 

2. Listening to women and families by having 
advocates on boards 

3. More partnership working through a focus on 
multidisciplinary staff training and twice daily 
consultant led ward rounds;

4. Specialist expertise in managing complex 
pregnancies;

5. Regular antenatal risk assessments; and
6. Better fetal monitoring.
7. Informed Consent

The Ockenden Report:
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National 
Strategy for 
Maternity 
Services 

• A Maternity Transformation Programme is in place to further 
improve the safety and personalisation of maternity services, 
implementing Better Births.  Key programme initiatives include:

• The Saving Babies’ Lives care bundle helps to reduce stillbirths 
and neonatal deaths by improving management of four issues 
where there is a link to these outcomes.

• Continuity of carer is currently being rolled out to most women. 
Women who receive continuity of carer are 16% less likely to lose 
their baby, less likely to experience pre-term birth, as well as more 
likely to report a positive experience of care.

• Improving access to specialist perinatal mental health services.

• The Maternity and Neonatal Safety Improvement Programme 
(MatNeoSIP) is using quality improvement methodology with all 
maternity and neonatal provider trusts to reduce unwarranted 
variation in care, improve the quality and experience of care for 
women, and improve clinical outcomes in three national clinical 
drivers.

• A new maternity-specific perinatal clinical quality surveillance 
model to identify and channel support to trusts with difficulties

The Ockenden Report:
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Ockenden 
Recommendations –
Local Action (1)

The Ockenden Report:

The action plan has been developed using the LMS template

Action required Current Status Further Action Status

A plan to implement the 

Perinatal Clinical Quality 

Surveillance Model

Waiting for further 

guidance

Will develop plan once guidance 

available

All maternity SI reports 
(and a summary of the key 
issues) must be sent to the
Trust Board and at the 
same time to the local LMS 
for scrutiny, oversight and
transparency. This must be 
done at least every 3 
months.
(Ruth May letter 14th Dec 
states monthly-query)

The Maternity Committee 
meets quarterly and is a sub 
committee of the Trust 
Board, chaired by the Chief 
Nurse / Safety Champion. A 
report is presented which 
includes the maternity 
dashboard, progress with 
HSIB cases, investigations, 
action plans, safety learning 
events and complaints.

From Jan 2021 Maternity will be 
submitting a monthly 
dashboard/integrated performance 
report (IRP) to Trust Quality and 
Performance Committee to include all 
maternity SI's and key themes. This 
committee reports to the Trust Board.  
The report will be shared with the 
LMS. Every quarter the LMS board 
will have a dedicated safety and 
quality focus for scrutiny and 
oversight of SI reports. 
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Ockenden 
Recommendations –
Local Action (2)

The Ockenden Report:

Action required Current Status Further Action Status

Evidence that you have a robust mechanism 
for gathering service user feedback, and 
that you work with service users through 
your maternity voices partnership to 
coproduce local maternity services

The MVP Terms of Reference ensures members 
operates on  the five founding principles and follows 
aims and objectives set therein.  Role profile sets out 
key responsibilities, scope of authority and knowledge 
and experience.  Annual Review sets out projects 
worked on and completed including engagement with 
service users for continuity team, military families, 
B.A.M.E population and improvement 
recommendations. During the pandemic work has 
been carried out virtually over teams, including focus 
groups 

Ensure a formal multi-

disciplinary committee 

structure with written 

agendas and formal 

minutes of discussion.   

Ensure structure and 

process in place for 

collating and filing 

evidence 

Each Trust Board must identify a 
nonexecutive
director who has oversight
of maternity services, with specific
responsibility for ensuring that women
and family voices across the Trust are
represented at Board level. They must
work collaboratively with their maternity
Safety Champions. Further guidance to 
follow 

Commodore Inga Kennedy is non-executive director 
for maternity services 

To link MVP chair with non 
executive director to ensure 
that women and family 
voices are represented at the 
board.    Ensure non 
executive director has 
invitation, agenda and action 
plans for safety champion 
meetings 
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (3)

Action Required Current Status Further 

Action

Status

Trusts must ensure that multidisciplinary
training and working occurs and must
provide evidence of it. This evidence must
be externally validated through the LMS,
3 times a year.
Further guidance on MDT training to follow

Monthly mandatory PROMPT training for all 
maternity staff. Positive obstetric contribution to 
training.  Two in house multi disciplinary 
simulations this year involving all members of staff 

Will require LMS 
external 
validation 

Multidisciplinary training and working
together must always include twice daily
(day and night, 24 hours, through the 7-day week)
consultant-led and present multidisciplinary
ward rounds on the labour ward.

Obstetric consultant led multidisciplinary handover, 
which includes the obstetric , midwifery, 
anaesthetic and  neonatal teams. This  takes place 
at 08:15 am and 20:15 pm  - 7 day a week followed 
by consultant led labour ward rounds Documented 
attendance and list of the cases discussed. 

Trusts must ensure that any external
funding allocated for the training of
maternity staff, is ring-fenced and used
for this purpose only.
Ruth May Letter: Confirmation that any CNST Maternity 
Incentive Scheme refund is used exclusively for improving 
maternity safety)

Process in situ for external HEE CPD funding -

audit trail and utilisation documented 

Promote and 

encourage 

uptake for all 

staff.  Allocate 

time for 

training on rota
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (4)

Action Required Current Status Further Action Status

"Women with complex pregnancies 

must have a named consultant 

lead."

Specialist multi-disciplinary clinics 

led by consultants include 

Rainbow, multiple pregnancy, 

VBAC Perinatal Mental Health, 

Preterm, Diabetic, Breech, 

perineal trauma and general 

antenatal clinics for obstetric led 

care.  Each area has a specialist 

midwife working in partnership 

With the 

implementation of the 

Continuity of Carer 

model we will review 

how these can be 

aligned ensuring 

continuity for women 

whilst ensuring 

appropriate consultant 

led care. 

"The development of maternal 

medicine specialist centres as a 

regional hub and spoke model must 

be an urgent national priority to 

allow early discussion of complex 

maternity cases with expert 

clinicians. 

Regional hub is Southampton of 

which PHU are a spoke.  

Established consultant led 

maternal medicine clinic.  

Multidisciplinary team with 

physicians, anaesthetists and 

neonatologists Training delayed 

due to Covid

Funding for the 

formalisation of the 

Maternal Medicine 

Specialist Centre to be 

finalised 
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (5)

Action Required Current Status Further Action Status

"All women must be 

formally risk 

assessed at every 

antenatal contact so 

that they have 

continued access to 

care provision by the 

most appropriately 

trained professional"

Women are assessed by their 

community midwife at each contact 

and any changes written in the 

antenatal handheld notes there is no 

formal recording process. There is a 

''gap'‘ pathway where every woman is 

seen by a midwife after their nuchal 

scan and all risk factors identified and 

specialist appointments mapped and 

scheduled. 

"A new risk assessment template 

will  be developed to ensure 

standardisation of the risk 

assessment at every antenatal  

assessment. The launch of 

Badgernet in February will ensure 

that a woman is risk assessed at 

every contact, prompting a timely 

and appropriate referral ."

"Risk assessment 

must include 

ongoing review of 

the intended place of 

birth based on the 

developing clinical 

picture."

Place of birth discussed at booking 

and local options discussed. Women 

have a birth plan discussion at 36 

weeks where place of birth is 

discussed and documented 

In conjunction with the antenatal 

risk assessment place of birth will 

be discussed at every antenatal 

appointment. The launch of 

Badgernet in February will ensure 

that a woman is risk assessed at 

every contact which will include 

place of birth 
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (6)

Action Required Current Status Further Action Status

"The Leads must be of sufficient 

seniority and demonstrated 

expertise to ensure they are able to 

effectively lead on:- Improving the 

practice of monitoring fetal

wellbeing- Consolidating existing 

knowledge of monitoring  fetal

wellbeing- Keeping abreast of 

developments in the field- Raising 

the profile of fetal wellbeing 

monitoring- Ensuring that 

colleagues engaged in fetal

wellbeing monitoring are 

adequately supported- Interfacing 

with external units and agencies to 

learn about and keep abreast of 

developments in the field and to 

track and introduce best practice."

The senior leadership on the labour 

ward all lead on and improve the 

practice of monitoring and fetal

wellbeing.  They are all proficient in 

terms of supporting junior staff in both 

interpretation and appropriate 

escalation.  In addition, all staff 

supported by Fetal Monitoring Lead. 

Two senior leaders have been 

appointed to the low risk alongside unit 

to provide appropriate support for 

intermittent auscultation and are 

responsible for embedding in practice 

two hourly updates and timely transfer.  

Fetal monitoring are involved in the 

National Network involving of 50 fetal

monitoring leads, meeting monthly via 

teams and sharing ideas.   Involved in 

the local Wessex fetal monitoring 

group . 

Fetal Monitoring 

Lead will become 

full time Band 7 

position.  Currently 

midwife is 0.4 wte

funded by the LMS 

which will cease in 

2021 
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (7)

Action Required Current Status Further Action Status

"The Leads must plan and 

run regular departmental 

fetal heart rate 

(FHR)monitoring meetings 

and cascade training. They 

should also lead on he 

review of cases of adverse 

outcome involving poor FHR 

interpretation and practice."

Weekly disciplinary CTG meetings 

are held with lead consultant.  

Learning is disseminated to 

multidisciplinary teams via e-mails, 

teams and maty matters.  Dates 

issued for full day multidisciplinary 

fetal monitoring study days in 2020 

for consultants, registrars, SHOs 

and midwives 

Review and check our 

process for how adverse 

outcomes are 

coordinated and led and 

monitored for 

compliance. 

"The Leads must ensure that 

their maternity service is 

compliant with the 

recommendations of Saving 

Babies Lives,Care Bundle 2 

and subsequent national 

guidelines."

Compliant and completed survey as 

requested/quarterly.  Full day 

multidisciplinary study days booked.  

Risk assessment tools and 

discussion aids completed.  CTG 

stickers launched alongside fresh 

eyes for intermittent auscultation 

K2 level of compliance 

needs to improve. 

Complete small for 

gestational age guideline  

Weekly CTG meetings to 

become mandatory for all 

midwives in 2021 in line 

with Saving Babies Lives 

V2 
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The Ockenden Report:

Ockenden 
Recommendations –
Local Action (8)

Action Required Current Status Further Action Status

Every Trust should have the 

pathways of care clearly 

described, in written 

information in formats 

consistent with NHS policy 

& posted on the Trust 

Website. A good practice 

example is the Chelsea & 

Westminster website (link 

provided in RM letter)

We have information 

and links for self 

referral, screening, 

wellbeing and useful 

links that can be 

clicked onto for further 

information e.g. a 

guide for new dads, 

healthier together and 

Your NHS Pregnancy 

and Baby Guide - NHS 

Choices 

As part of the 

implementation of 

Badgernet all information 

leaflets will be electronic 

linked to the woman's 

personalised choice and 

care plan
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In her letter December 2020 Ruth May outlined additional 
actions, summarised in the table below:

The Ockenden Report:

Ockenden 
Recommendations –
Ruth May Letter

Action required Current Status Further Action Status

Plans meet Birthrate Plus 

standards by 31.12.2021

Midwifery workforce review 

taking place including review 

of Birthrate plus report. 

Workforce paper to be submitted through sign off 

process in January  2021  - included in divisional 

business planning 

Review of Ockenden report 

at next Public Board – to 

assure that issues 

highlighted can not occur at 

PHU

The Quality and 

Performance meeting  have 

been made aware of the 

Ockenden (17/12/20) 

Discuss with Trust Governance Lead.  Ockenden

report and action plan to be presented  to the 

Quality and Performance Committee on  21 

January 2021  and Trust Board on 27 January 

2021 

Complete and present 

Assurance assessment tool 

(Awaited

Awaiting tool Director of Governance and Risk   will facilitate 

the presentation of Assurance Assessment tool at 

Trust Quality and Performance committee which 

is the sub committee of the  Trust Board.  

Awaiting confirmation. 
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Summary
The Maternity Services have worked as a MTD to agree the 
plan to address the Ockenden Recommendations.

The first action plan has followed the template agreed by the 
SHIP LMS.

Successful delivery of the action plan predicated on:

• Realignment of midwifery workforce to Birthrate Plus 
recommendations

• Implementation of robust Governance framework

• Implementation of BadgerNet maternity information 
system

The Ockenden Report:
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Helen O’Dell 

Interim Director of Maternity Services

Implementing a revised 
perinatal quality surveillance 
model
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Five principles
1. Strengthening trust-level oversight for 

quality

2. Strengthening LMS and ICS role in quality 
oversight

3. Regional oversight for perinatal clinical 
quality

4. National oversight for perinatal clinical 
quality

5. Identifying concerns, taking proportionate 
action and triggering escalation

Perinatal quality surveillance:
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Six 
requirements to 
strengthen and 
optimise board 
oversight for 
maternity and 
neonatal safety

1. To appoint a non-executive director to work alongside the board-
level perinatal safety champion to provide objective, external 
challenge and enquiry

2. That a monthly review of maternity and neonatal safety and quality 
is undertaken by the trust board

3. That all maternity Serious Incidents (SI’s) are shared with trust 
boards and the LMS, in addition to reporting as required to HSIB

4. To use locally agreed dashboard to include minimum data set to 
monitor maternity and neonatal safety at board meetings

5. Agree with regional chief midwife, and LMS how trust-level 
intelligence will be shared to ensure early action and support for 
areas of concern or need

6. Review existing guidance, new guidance and safety champion 
toolkit to enable a full understanding of the role of safety champion, 
including strong governance processes and key relationships in 
support of full implementation of the quality surveillance model

Perinatal quality surveillance:
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Minimum data 
measures for 
trust board 
overview

Findings of review of all perinatal deaths using the real time data monitoring tool

Findings of review of all perinatal deaths using the real time data monitoring tool

Findings of review of all cases eligible for referral to HSIB

Report on:

▪ The number of incidents logged graded as moderate or above and what actions are being taken 

▪ Training compliance for all staff groups in maternity related to the core competency framework 
and wider job essential training

▪ Minimum safe staffing in maternity services to include obstetric cover on the delivery suite, gaps 
in rotas and midwifery minimum safe staffing planning cover versus actual prospectively

Service user voice feedback

Staff feedback from frontline champions and walkabouts

HSIB/NHSR/CQC & other organisations with a concern or request for action made directly with Trusts

Coroner Reg28 made directly to Trust

Progress in achievement of CNST 10

Proportion of midwives with ‘Agree or Strongly Agree’ on whether they would recommend their trust as a 
place to work or receive treatment (annual)

Proportion of specialty trainees in Obstetrics & Gynaecology responding with ‘excellent or good’ on how would 
they rate the quality of clinical supervision out of hours (annual)

Perinatal quality surveillance:
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Summary 
Proposals seek 
to improve;

Perinatal quality surveillance:

➢ Trust board oversight – issues addressed in a timely 
manner

➢ Local oversight – LMS/ICS – system wide view

➢ Regional oversight – from a range of system partners

➢ Aligned national oversight – if interventions do not resolve 
the quality or if they are so serious as to warrant immediate 
escalation

➢ At all levels of the model, the constituent parts have a clear 
sense of their role, remit and interventions at their disposal 
and when to escalate issues
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Helen O’Dell 

Interim Director of Maternity Services

Midwifery staffing
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Overview;

Midwifery Staffing:

➢ Birthrate Plus – widely used, nationally recognised 
workforce tool for midwifery staffing

➢ Takes into consideration clinical dependency/ complexity, 
geographic, model of care, national drivers 

➢ Portsmouth 2015 and 2019
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Findings / 
recommendations;

Midwifery Staffing:

Birthrate Plus February 2020 – (data January to May 2019)

➢ Skill mix 90/10 split

➢ Clinical variance -19wte midwives and +11.75wte MSW’s

November 2020 workforce review

➢ BR+ review calculated workforce using 5308 births, current 
review calculated using 5786 births – 478 increase

➢ 19wte identified by BR+ and this detailed review identified an 
additional 16wte midwives are needed – Total 35wte
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Helen O’Dell 

Interim Director of Maternity Services

Medical staffing
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Standard for Obstetric 
Consultant Presence:

Midwifery Staffing:

Proposed obstetric  staffing 

Definition 

(births/year) 60-hour 98-hour 168-hour

under 2500

2500-4000

4000-5000

5000-6000

over 6000

Consultant presence in maternity unit
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Next steps;

Maternity services

Quality & Performance meeting 

• Ockenden update

• Review assurance plan

• Midwifery and medical staffing

Trust Board

• Ockenden update

• Review assurance plan

• Confirmation of plan in place to the Birthrate Plus staffing 
standards by 31.1.21 confirming timescales

Assurance tool reviewed by LMS

Assurance tool submitted to regional midwife by 15th February 2021

Submit evidence to support assurance model - TBC
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c. 3a 3b 4   
Title of report LEARNING FROM DEATHS – QUARTER 2 2020-2021 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 21ST JANUARY 2021 

Executive lead Dr John Knighton – Medical Director 

Author Sean Elliott – Consultant Anaesthetist 

Date report 
written 

8th January 2021 

Action required Discussion / Noting  

Executive 
summary 

This report relates to Quarter 2 2020 – 21. As this period ran from July – 
September 2020, it was characterised by lower levels of COVID activity than was 
the case before or after with eight deaths from the virus recorded. However, the 
HSMR reported includes the first wave of the pandemic; the ratio (100.4) remained 
as expected. The medical examiner system is also detailed in the attached report 
and continued to operate throughout the Trust’s response to COVID-19. The 
Mortality Review Group has also remained operational, moving to virtual 
meetings. The Structured Judgement Review process is being reappraised to 
bolster its efficacy. 
 
The numbers of deaths in July, August and September 2020 were comparable with 
their 2019 equivalents. Whilst the number of deaths in the Emergency Department 
rose from quarter 1 (59 as opposed to 51) the reasons for this were unclear and 
would be reported once more data analysis was completed. 
 
Alerts regarding ‘diagnosis, procedure and Cumulative Sum Alerts’ were being 
reviewed by the Mortality Review Group. No cause for concern was identified 
following summary reviews, with an alert tracker also having been introduced to 
record the results of these appraisals. 
 
The Communication Audit which had commenced in June 2020 was completed in 
November. The initial conclusions focused on the communication issues arising 
from restrictions on visiting. These findings would be shared with the Mortality 
Review Group and End of Life Committee. The learning taken from the period 
would also be used in service improvement, with family stories to be integrated 
into simulation training. 
 
In terms of future plans, two audits completed by the Medical Examiner Office will 
be presented in February 2021 (communication by Trust staff during admission 
and use of Advanced Care Plans). The increased embedding of the Medical 
Examiner Officer will facilitate its roll out into the wider community, whilst the 
consistency of case referral to it was being considered. As outlined above, the 
Structured Judgement Review process will also be a focus of activity. 
 
 

Appendices 
attached 

There are no appendices to this report 

Recommendations The Committee is requested to note the report. 

Next steps There are no prescribed actions arising from the consideration of this report. 
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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 change 
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Learning from Deaths 
Q2 2020/21 report to Trust Board 

This report refers to Quarter 2, which includes the period between the initial two waves of the 
Covid pandemic. 

Introduction 
There remains a sustained focus on mortality. The HSMR was 100.4 with a confidence 
interval of 95.7-105.2 during the data period September 2019 to August 2020. This was 
statistically as expected. This has gradually reduced through the year. The weekday HSMR 
(101) and the weekend emergency HSMR (96.6) are both statistically as expected. 
Interestingly, although the total number of hospital deaths in 2020 has been similar to that in 
2019, up to December 2020, it was characterised by the two Covid peaks, with increased 
numbers of deaths and clinical pressures, and a relative lull in deaths during the Summer. 

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. 

Medical Examiner system 

The panel sits daily Monday to Friday and continues to review all adult and child* inpatient 
deaths and this continued during the height of the Covid 19 pandemic. We continue to work 
within the legislative changes to death certification and registration as a result of the 
Coronavirus Act 2020. A Medical Examiner Chairs each of these panels. The Medical 
Examiner Officer provides the senior nursing input and support ensuring that the panel 
remains a multi-disciplinary forum in addition a consistent presence at the panels. A recent 
visit by the Regional Medical Examiner and Medical Examiner Officer reviewed our financials 
and outputs and was pleased that we are fulfilling all requirements. 

In Quarter 1, Medical Examiners completed a note review of all patient deaths in the 
Emergency Department, and they were able to provide guidance and support both to the ED 
Medical team and Coroners department as a result of their review. As a result of this work, 
the Medical Examiner service was extended to include all deaths within the Emergency 
Department on 14th September 2020. The next stage in the roll out of the Medical examiner 
system will be into the Community, effectively doubling the size of the undertaking. This will 
commence with pilot schemes in the next financial year. 

*The only inpatient deaths that are not reviewed by the Medical Examiners are those in the
Neonatal department. This decision was reached after discussion with relevant staff groups 
and the Regional Medical Examiner. This is in accordance with Regional practise until 
National Guidance is forthcoming. 

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. The group have met virtually 
using Microsoft TEAMs to good effect. 
Alerts provided by Dr Foster concerning, diagnosis, procedure and CUSUM alerts, continue 
to be reviewed at the Mortality Review Group according to the agreed methodology. The 
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results of these reviews using summary reviews of individual case, provided by Clinical 
Coding, have all satisfied the group that no further action is required on that occasion. There 
is now a Mortality Review Group Alert Tracker to record the results of these further reviews. 
 
Structured Judgement Review (SJR) Process 
 
The Mortality Review Group has acknowledged that there are currently problems getting 
SJRs completed, even just for the cases relating to patients with Learning Disabilities. The 
reasons are multiple but include Reviewer retirements, the absence of training sessions, the 
loss of a senior coordinator, and a reluctance in the remaining Reviewers due to concerns 
regarding a tendency for the new Coroners to request SJRs at Inquests. The Learning from 
deaths Policy needs to be updated, to include the Medical Examiner system but also to 
describe how SJRs are to be efficiently integrated into the current Patient Safety and 
Governance structures. This work is underway currently. 
 
Data 1st April- 30th June  
 
1) Total Number of Deaths in the Trust and ED 
 

 
After the peak in deaths at the beginning of 2020 we saw a subsequent reduction in May 
and June. Since then the number of deaths has been comparable with last year, until 
December 2020. 
 
ED deaths 
 
59 deaths occurred in the Emergency Department in Q2, compared to 51 deaths in Q1, but 
remains in the average trend observed in ED deaths. Due to the unprecedented effects of 
the pandemic, it is difficult to make any comparisons with previous year, and this will be 
noted and reviewed as more data is available. 
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The ME service started to review ED deaths remotely during the Spring, and then formally 
added ED deaths to the daily panel system on 15th September 2020. Also, from October 
2020 the Trust started to refer cases to the Coroner according to the national guidelines 
rather than Local Rules. Due to these two changes, we might perhaps expect to see the 
number of cases certified by the ED department to increase relative to last year, but there is 
no evidence yet of a significant change. This will be interesting to monitor as data is 
gathered. 
 
Covid deaths in the Trust 
During Q1, we saw the biggest impact of COVID-19 to date in terms of patient deaths. These 
numbers dramatically reduced in Q2 as the national picture of COVID-19 changed, due to 
lockdown regulations. There were 8 deaths from COVID in Quarter 2 at the Trust. These 
were all inpatients, and none were in the emergency department. 4 of these deaths were on 
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G5 (respiratory high care). As we know, this has totally transformed recently and is of 
historical interest only. The table below shows the number of patients whose cause of death 
is noted as a result of the Corona virus, but not necessarily the primary cause. The deaths 
are all adult patients. 
 
 

 Inpatient COVID-
19 Deaths  

% Total 
Inpatient 
Deaths 

ED COVID-19 
Deaths  
 

% Total of ED 
Deaths 

April 2020 144 51% 4 17% 

May 2020 34 22% 0 0 

June 2020 4 3% 0 0 

July 2020 0 0% 0 0 % 

Aug 2020 1 0.6% 0 0 % 

Sept 2020 7 4% 0 0 % 

 
Child Deaths 
 
The Trust has very small numbers of children who die whilst inpatients in our care. There are 
a number of children who are brought to the emergency department and are confirmed to 
have died there; this report does not include those cases. There has been no child deaths 
during this period. 
 
 
2) Deaths subject to a Case Record Review and referrals to the Coroner. 

 
There were 443 cases reviewed during the Quarter 2 period . 
The Hogan score regarding avoidability of death is shown below:  

 
 
There was one case graded as potentially avoidable (Hogan score of 1-3) in Q1.  
This case, which was graded 3, probably avoidable (Greater than 50-50), was also reported 
as an incident, and referred to the Coroner for Postmortem. It involved the death of a young 
renal patient from cerebral oedema associated with hyponatraemia. The extensive M&M 
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reviews of the case were recorded on the MRT by both ICU and Renal Medicine. The 
conclusions were provisional, depending on, an at the time unknown PM result, but included 
several well considered learning points and actions. 
 
There were 5 cases provisionally graded 4 (possibly avoidable, less than 50:50) at the MRP. 
This equates to a rate of 1.1% of cases, showing a continued reduction. 
Of these: 

• All five of the cases were referred to the coroner. 

• 3 of the 5 cases were referred to the Trauma and Orthopaedic group which recorded 
the results of the M&M meetings on the MRT for all of the patients. Two of the 
avoidability scores were amended to 6 (unavoidable) and the other had a similar 
conclusion. The other 2 cases (Respiratory and Haematology) did not record a M&M 
review on the MRT. 
 

There were 19 cases provisionally graded 5 (Slight evidence of avoidability), or 4.2%. This is 
slightly higher than 2020-2021 Q1 of 3.1% and 2019-2020 Q4 (2.8%) but remains at a low 
percentage. 
I did notice that of these 19 cases, only 5 had a M&M review recorded on the MRT. 
 
Coroner’s information 

 
The number of cases referred to the Hampshire Coroners service has been lower in 2020 
compared with 2019. There have been changes which may have caused this change. 
Obviously Covid has led to drastic changes in admissions to the hospital. There was a 
striking reduction in the number of post-mortems during February to July. This was probably 
due to changes brought in by the national Coroners system in response to the first wave of 
Covid.  
Also from the 1st of October the Trust started to refer cases to the Coroner according to the 
national guidelines rather than Local Rules. In particular this meant that we were not 
referring cases simply because they had been admitted for less than 24 hours, or who had 
had an operation in the previous year. Typically, these referrals were returned to us by the 
Coroner. The graphs below would support this interpretation, since while the number of 
cases going to post-mortem has kept consistent, the number of cases returned back to us 
after consideration, has dropped away in August, September and October. This suggests 
that we are referring cases more appropriately to the Coroner, which is more efficient for 
both parties and causes fewer unnecessary delays to the bereaved families. 
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1. End of Life Care 
An audit of the completion and quality of the Individualised Priorities of Care (IPOC) for 
patients at Portsmouth Hospitals University NHS Trust was undertaken Quarter 2. The IPOC 
document has been in use in the Trust since January 2020. Data was collected for 50 
patients between 16th August 2020- 17th September 2020 through the Medical Examiner’s 
Office, in combination with the Trust End of Life Lead Nurse. The findings were: 

➢ 90% of documents had the agreed aims of care completed. 
➢ 48% of patient’s holistic needs had all individualized care plans completed, and 22% 

had this partially completed.  
➢ 25% of patients had not had their individual care needs re-assessed by any staff 

when moving to further IPOC documents.  
➢ Verification of death was not always completed in the IPOC document or was 

duplicated in the medical notes and IPOC document.  
➢ Communication of death was seldom completed.  
➢ APOC documents were still in use, despite the switch trust wide to the IPOC 

document 
Recommendations for future practice 

➢ Removal of APOC (previous documents) to ensure risk assessments are completed 
appropriately.  
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➢ Education around IPOC completion for both medical and nursing staff, specifically 
looking at individualisation, risk assessments, and verification of death. 

The Medical Examiner’s office started a communication audit in June 2020 which collated 
ward communication concerns via family feedback given to the medical examiner’s office. 
This was completed at the end of November 2020 and will be shared with the end of life 
committee and mortality review group in 2021. The early findings were that the absence of 
visiting for relatives was leading to significant communication issues. Families could not 
appreciate the extent of their relative’s deterioration. Due to this they are highly dependent 
on the communication from the doctors and nursing staff. Various issues were identified 
such as inconsistent messages, often relating to small day to day changes in their condition, 
leading to false hope which clashed with the subsequent call to announce the terminal 
decline. Amongst the comments there were of course many expressing satisfaction with the 
ward communication. The results of the audit were reported to the monthly Trust Mortality 
Group. The themes are grouped into the diagram below. This information also continues to 
be collected and has been shared with colleagues. There are plans to use the family stories 
as part of a simulation training programme, focussing on communication for end of life 
patients and their families. 

 
4). Numbers investigated via the Serious Incidents Requiring Investigation framework  

There were two cases where concerns were identified at review suggesting that the death 
was probably or possibly avoidable were referred to the Trust Incident Review Panel (IRP).  

➢ In the first case, the patient died as a result of delayed recognition in deteriorating 
status. A full was SIRI was undertaken as agreed from M&M and IRP. An external 
review was completed, and recommendations provided for learning. 
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➢ The second case has been attributed to the Trust as Hospital Onset Healthcare 
Associated (HOHA) re: C. Diff Toxin positive, where sample was taken > 2 days into 
admission and the patient subsequently died during his hospital stay. This therefore 
requires further investigation and is currently under review. 

➢ A further 5 cases were identified at MRP as requiring further investigation due to lack 
of clarity into cause of death. They are detailed earlier in Section 2. 

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 1 
Percentage  
Reviewed Quarter 2 

Percentage 
 Reviewed 

Total 
inQ1/2 

Percentage  
Reviewed 

Deaths 513   443   956   

Cases 
Reviewed 511 99.6 443 100.0 954  99.8 

Of those reviewed       

Level 1 0 0 0 0.0 0 0.0 

Level 2 0 0.0 0 0.0 0 0.0 

Level 3 1 0.2 1 0.2 2 0.2 

Level 4 6 1.2 5 1.1 11 1.2 

Level 5 16 3.1 19 4.3 35 3.7 

Level 6 488 95.5 418 94.4 906 95.0 

There were no deaths graded as 2 or above in Q2. 
 

6). Themes and issues identified through review and investigation  

Review of patient deaths in the Emergency Department - There has been agreement with 
South Eastern Hampshire CCG colleagues that any cases identified through the Mortality 
Review Process of patients whose admission may have been inappropriate, will be shared 
with the team real-time to look at learning and improving this for future patients – this is 
ongoing and continues to be of value added  to the MRP. An audit of 100 consecutive 
deaths at QAH was performed by the Medical Examiner office in Q3. This looked at the 
frequency of End of Life planning, including admission avoidance and DNACPR decisions, 
and the nature of the subsequent admission. This will be presented to the Mortality review 
Group  
 
7). Changes that have been made as a result of Learning from Deaths 

There have been many changes made as a result of the pandemic and the Coronavirus Act 
2020 and this will be reviewed over the next few months. 

In the event of any safety concerns raised at the MRP, the Medical Examiner Officer attends 
all Trust Incident Review panels to discuss these cases. 

8). Future plans 

1. The Medical Examiner Office has completed two audits which will be presented in 
February 2021.The first is a six month record of comments made by bereaved 
relatives regarding communication by Trust Staff during the admission. The second 
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was a review of 100 consecutive deaths looking at the nature of the admission and 
stay, but primarily at the use of Advanced care Plans.  

2. The Medical Examiner Office will commence the gradual roll out of the system into 
the Community. 

3. There are discussions ongoing with the Coroner, coordinated by Dr Hemsley as 
Regional Medical Examiner, to ensure consistency of approach when referring 
cases. 

4. We should continue to monitor the percentage of cases with M&M reviews still 
pending on MRT since the Medical director asked for all departments to do so. 

5. The role of the Structured Judgement Review within the Trust Governance system 
needs to be elucidated and then the system strengthened by recruiting more 
Reviewers. This work will be managed by the Mortality Review Group alongside the 
Patient safety Team and the Medical Examiner’s office. 

 
 
Dr Sean Elliott 
January 2020. 

Page 147 of 169



Page 148 of 169



 

Committee: FINANCE AND INFRASTRUCTURE COMMITTEE  

Date of Meeting: 22ND DECEMBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 27TH JANUARY 2021 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

010.21 

 
 

Appendix 1: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee. The subsequent discussion is 
covered under agenda item 149.20 in the feedback below. 
 

 
Agenda 
item 

Items of particular note: 

148.20 Lead Executive Summary 

The previous gap between the forecast expenditure and income for 2020 – 21 had been 
reduced to £4.3 million, with the majority of the remaining gap to breakeven relating to the 
annual leave accrual. Exceptional items (e.g. COVID-19 vaccinations) will be funded over and 
above the existing financial envelope. 

The additional bed capacity for Queen Alexandra Hospital had received planning permission 
from Portsmouth City Council on 9th December 2020. The final decision on funding would be 
made by Department of Health and Social Care on 25th January 2021 as part of the Isle of 
Wight NHS Trust’s Strategic Outline Case for the partnership arrangements. 

 

149.20 Finance 

Month 8 financial performance: the break even position for the first six months of 2020 – 21 
had been confirmed by the receipt of the retrospective top up for September 2020. In month 8, 
the Trust had achieved a surplus of £22,000; this was favourable from the original estimate by 
approximately £800,000. 

Whilst operational pressures had seen expenditure increase, income was also ahead of plan. 
However, the Trust was unwilling to revise its forecast year end position given the uncertainties 
arising from increased COVID activity. The lack of clarity regarding the United Kingdom’s 
departure from the European Union at the time of this meeting was a further consideration. 

  

Enclosure Number 

6 
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Agenda 
item 

Items of particular note: 

150.20 Investment 

Outpatient pharmacy: the negotiations with the potential provider were at an advanced stage; 
assurance was also provided on the improvements in quality and safety arising from proposals. 
The facility would also be aligned with the Trust’s inpatient provision, whilst the required service 
standards had also been clearly signposted to the potential provider.  

 

151.20 Strategy, performance and risk 

The Operating Plan for 2021 – 22 was under consideration, with the planning process having 
been refined over previous years. However, the conditions faced at present (e.g. COVID 
activity levels) meant that there would have to be some variations in this instance. The 
workforce establishment was one such area, whilst the move towards financial allocation at 
system rather than trust level was a further variable. Elective recovery plans had not been part 
of previous years’ considerations, with system partners engaged in discussions as appropriate. 
 
The linkage of the plan with the Trust’s strategic intentions was highlighted throughout any 
documents on the matter. As part of this, performance outcomes had been specified to allow 
for accurate monitoring of progress in terms of both the Operating Plan and corporate 
objectives. Planning guidance was anticipated to be produced in January 2021; this would be 
fed into the process once published. The impact of the additional beds, the introduction of the 
Medical Village model and the annual review of the nursing workforce would also be included 
in deliberations. The potential reintroduction of the Private Patient Unit was a further 
consideration.    
 

 
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 22nd December 2020  
11.00am – 2.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

144.20 Welcome and Apologies Noting No 11.00 Chair 

145.20 Conflicts of interest Noting No 11.02 Chair 

146.20 Minutes from 16th November 2020 Approval Yes 11.05 Chair 

147.20 Action Log from 16th November 2020 Discussion/ 
decision 

Yes 11.10 Chair 

148.20 Lead Executive Summary Discussion/ 
Noting 

Yes 11.15 CFO 

149.20 Finance 
1. 2020/21 Month 8 financial performance

Discussion/ 
Noting 

Yes 
11.30 

DOF 

150.20 Investment 
1. Business Case Review Sub-Committee
2. Resmed sleep contract
3. Outpatients pharmacy
4. Entrance developments and related commercial

transitions: update

Yes 
Yes 
Yes 
Yes 

12.00 
DCEO 
COO 
CFO/CD 
CFO/CD 

151.20 Strategy, Performance and Risk 
1. 2021 – 22 planning update Yes 

13.20 
DDPS 

152.20 Sub Committee feedback - for noting 

• Capital Priorities Group

• Estates and Facilities Committee

• Commercial Steering Group

• IT Committee

Discussion/ 
Noting 

Yes 
Verbal 

Yes 
Yes 

13.40 
DOF 
DEFPFI 
CD 
DCEO 

153.20 Committee Administration 
1. Work plan – to be reviewed and consideration given

to the next agenda
2. Receipt of Board Assurance Framework

Decision/ 
Noting 

Yes 
13.50 

Chair 

154.20 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 13.55 Chair 

155.20 Any Other Business Discussion No Chair 

156.20 Items to be raised with the Trust Board Decision No Chair 

157.20 Date of Next Meeting: 
Tuesday 19th January 2021 (1.00pm – 4.00pm), E Level 
Boardroom 

Noting No Chair 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 19TH JANUARY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 27TH JANUARY 2021 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

010.21 

Appendix 1: Agenda 

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

Integrated Performance Report 

The Integrated Performance Report was considered by the Committee. The subsequent discussion is 
covered under agenda item 006.21 in the feedback below. 

Agenda 
item 

Items of particular note: 

005.21 Lead Executive Summary 

The current operational pressures related to the response to COVID-19 were a vital context 
within which the Finance Team was operating. In addition, there was some direct impact from 
the redeployment of non-clinical staff to support this effort.  

There are two factors which may have a significant impact on the year end forecast, they are 
annual leave and compensation for the Trust’s loss on non-NHS income. These items are 
currently under review, unless further information fundamentally changes or confirms these 
positions, the Trust forecast would not be revised prior to its latest submission on 26th January 
2021. 

006.21 Finance 

The Trust’s finances in month nine of 2020 – 21 had been broadly in line with plan; this left the 
overall position as favourable to original expectations by £1.8 million given performance in 
months seven and eight. However, staff costs arising from the management of the pandemic 
were starting to have an impact which was not currently being fully offset. Funding for the 
vaccination hub was over and above the Trust’s allocation for COVID-19, with the facility 
currently planned to deliver vaccines to approximately 60,000 local residents by the end of 
March 2021. 
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Agenda 
item 

Items of particular note: 

Service Line Reporting had identified that the unit costs for care during the peak periods of the 
pandemic were significantly higher than during periods of standard activity. The Trust was also 
participating in a review which would estimate the financial impact of the pandemic; 
conclusions from this would be reported back once available.  

007.21 Investment  

A contracts register had been compiled to assist with preparation of business cases. In 
particular, emphasis was given to ensuring that all services were aware of the deadlines for 
extending or renegotiating contracts and the other parties who had to be consulted.  

The outpatient pharmacy business case would be heard in February 2021. This was delayed, 
on the basis that the commercial case has become even stronger following the conclusion of 
recent negotiations with NHS England and NHS Improvement. As a result, two parallel options 
were being developed for the location of the facility. 

 

008.21 Strategy, performance and risk 
The key principles of the Commercial Strategy were presented to the Committee. These 
consisted of improvement of quality, a focus on partnership, revenue generation, clearly 
identified sources of commercial investment and the enhancement of research & innovation. All 
commercial activity would be able to demonstrate its support for at least one of these priorities. 
The strategy would also clarify the intended indicative benefits arising from its implementation 
and its alignment with the interests of patients, staff and the Trust. It would also be structured in 
a similar format to other strategies in operation at the Trust, although some unique elements 
would be included. The experiences of other NHS organisations which had undertaken similar 
initiatives were being used to guide the process, whilst ethical considerations (including the Nolan 
Principles) were also included.     
 
In terms of procurement, a work plan for the service was presented. The Trust was ahead of 
schedule on savings, although it was possible that the deflationary impact of the pandemic may 
be a factor here. Supply of personal protective equipment remained secure; this included imports 
from outside the country. This was reflected generally in the continued receipt of imported goods 
at the Trust since the departure of the UK from the European Union. The few instances of 
interrupted supply chains had involved an administrative process which was being resolved.   

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

008.21 The Commercial Strategy was intended to be presented to Trust Board for approval on 31st 
March 2021. 

 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 19th January 2021  
2.00pm – 4.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

001.21 Welcome and Apologies Noting No 14.00 Chair 

002.21 Conflicts of interest Noting No 14.02 Chair 

003.21 Minutes from 22nd December 2020 Approval Yes 14.05 Chair 

004.21 Action Log from 22nd December 2020 Discussion/ 
decision 

Yes 14.10 Chair 

005.21 Lead Executive Summary Discussion/ 
Noting 

Yes 14.15 CFO 

006.21 Finance 
1. 2020/21 Month 9 financial performance
2. Service Line Reporting and benchmarking update

Discussion/ 
Noting 

Yes 
Yes 

14.25 
DOF 
DDF 

007.21 Investment 
1. Business Case Review Sub-Committee
2. Pathology Managed Services Contract
3. Office 365
4. Molecular Managed Services Contract
5. Contract Register

Yes 
Yes 
Yes 
Yes 
Yes 

15.00 
DCEO 
DCEO 
DCEO 
COO 
DP 

008.21 Strategy, Performance and Risk 
1. Procurement
2. Commercial Strategy – key principles

Yes 
Yes 

15.40 
DDPS 
CD 

009.21 Sub Committee feedback - for noting 

• Capital Priorities Group

• Commercial Steering Group

• IT Committee

Discussion/ 
Noting 

Yes 
Yes 
Yes 

15.50 
DOF 
CD 
DCEO 

010.21 Committee Administration 
1. Mobile Phones and Devices Policy
2. Work plan – to be reviewed and consideration given

to the next agenda

Decision/ 
Noting 

Yes 
Yes 

15.55 
DCEO 
Chair 

011.21 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 16.00 Chair 

012.21 Any Other Business Discussion No Chair 

013.21 Items to be raised with the Trust Board Decision No Chair 

014.21 Date of Next Meeting: 
Tuesday 23rd February 2021 (1.00pm – 4.00pm), E Level 
Boardroom 

Noting No Chair 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report MEDICAL REVALIDATION – ANNUAL REPORT 2020 / 21  
Board / 
Committee 

TRUST BOARD – 27TH JANUARY 2021 

Agenda item 
number 

012.21 

Executive lead Dr John Knighton – Medical Director 

Author Caroline Man – Medical HR Manager 

Date report 
written 

17 December 2020 

Action required Noting  

Executive 
summary 

There have been several changes this year for Appraisal and Revalidation, the 
Trust moved to a new electronic system and the pandemic saw appraisal and 
revalidation stopped nationally by the GMC to allow doctors to concentrate on 
day to day work. 
 
 
PHU changed its appraisal and revalidation system in April 2020 and moved from 
CRMS to PReP supplied by Premier IT. 
 
The new system continues to: 

• Comply with national guidance. 

• Takes account of patient complaints and significant clinical events. 

• Is a “whole practice” appraisal. 

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 

✓ ✓ 
 

✓ ✓ ✓ 

Enclosure Number 

7 
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Links to Board 
Assurance 
Framework 

None 

Links to Board Risk 
Register 

None 

Compliance / 
Regulatory 
Implications 

None 

Quality Impact 
Assessment 

No impact on quality 

Equality Impact 
Assessment 

No equality implications 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Page 158 of 169



Medical Revalidation (Appraisal) 
 
There have been several changes for Appraisal and Revalidation, the Trust moved to a new 
electronic system that should be used for appraisals from 1 April 2020 and the pandemic saw 
appraisal and revalidation stopped nationally by the GMC to allow doctors to concentrate on day to 
day work, which changed national reporting requirements. 
 
Professor Stephen Powis, National Medical Director to Responsible Officers and Medical Directors 
in England wrote to Trusts in March 2020 strongly recommending that appraisals were suspended 
from 19 March 2020 and that any missed appraisals would be regarded as cancelled and not 
postponed.  The General Medical Council (GMC) also issued guidance that doctors who were due 
to revalidate before the end of September 2020 would have their revalidation date deferred for one 
year and the GMC would keep this situation under review.  In his letter he also said that the 
2019/2020 Annual Organisation Audit (AOA) was not required this year.  All these measures were 
put in place to release clinical capacity and allow focus on the pandemic. 
 
PHU implemented these changes in March and doctors were told that appraisals were not required 
to take place.   Doctors were given the option to continue with individual appraisals if both the 
appraiser and appraisee had capacity and felt that it would be better to continue with the process.  
But there was no pressure placed on any doctor to complete their appraisal.   Revalidation dates 
were automatically reset by the GMC so there was no requirement for the revalidation process to 
continue for this period.   
 
 
The decision to cancel appraisals was reviewed in June when the situation was easing and John 
Knighton, Medical Director took the decision to reinstate appraisals in the Trust from 1 July 2020 
with a phased return to full compliance from 1 October 2020.     
 
This allowed doctors who were still unable to complete their appraisal an opportunity to request that 
it was cancelled and reset for next year, but doctors with capacity should undertake their appraisal.  
It was recognized that appraisal gives doctors the chance to reflect on the scope of their work, 
achievements, challenges and development.  The appraisal guidance was amended to allow a 
facilitated professional reflection on the impact of experiences to date and plans going forward to 
form the focus of the appraisal.  This year’s appraisal should ensure maintaining health and 
wellbeing is key and appraisers will encourage appraisees to reflect on this and seek help, if 
required, through the many resources the Trust has put in place for its employees. 
 
The appraisal paperwork was also amended for this period and focuses on the doctor’s professional 
development and wellbeing and simplifies expectations around supporting information and pre-
appraisal paperwork.  This was implemented on PReP in October 20 and Dr Homer-Ward, Trust 
Appraisal Lead issued guidance on the new process, giving information on the new form and 
updating the Appraisal Guidance that is sent to all new starters to explain the PReP system. 
 
The GMC have confirmed that appraisals held under the new format are consistent with existing 
GMC guidance for appraisal and revalidation. 
 
Professor Powis updated his national guidance in September 2020 and asked that Trusts begin 
reinstating appraisals by 1 October.  The Statement of Compliance was not required to be submitted 
nationally this year. 
 
The statistics for the 2019/20 appraisal period are from CRMS and PReP but are not as detailed as 
in previous years due to the non-completion of the Annual Organisation Audit, which provides a 
more in-depth review and a comparison to Trust’s around the country. 
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As at 31 March 2020 there were 600 doctors who have PHU as their designated body (DB) for 
Medical Revalidation.  The split of grades are as follows: 
 
Consultants        449 
SAS Doctors (Associate Specialist and Specialty Doctor)   38 
Trust Doctors (junior doctor level)     113 
 
The Doctors in Training employed by the Trust are not included in the Trust’s Medical Revalidation 
process, these are dealt with by Health Education Wessex. 
 
For the year 1 April 2019 to 31 March 2020 540 appraisals were completed on CRMS with a further 
11 completed on PReP.   This gives a total of 551 appraisals completed for this year.   
 
Most of the appraisals that were not completed will be part of the 2020/21 appraisal year and will be 
reflected in next year’s report. 
 
The PHU revalidation / appraisal team consists of: 

• RO - John Knighton 

• Deputy RO – Simon Ward 

• Trust Appraisal Lead – Mike Homer-Ward 

• Appraisal leads within Care Groups   

• HR support – Caroline Man and Natasha Hobson 
 
 

PHU has a total of 156 active appraisers. Regular updates on appraisals are normally provided by 
Mike Homer-Ward, Trust Appraisal Lead.  We haven’t been able to arrange any this year due to 
Covid but will reinstate these as soon as it safe to do so.  
 
The new system does not require the Trust Appraisal Lead to review each appraisal as in the 
previous system but there are feedback questions that must be completed by the appraisee. 
 
Actions over coming year 
 

• Continue to react to any changes nationally to appraisals and revalidation in the light of the 
ongoing pandemic. 

 

• Continue to implement the new system and update it and Trust guidance as and when new 
processes are implemented. 

 

• Continue to review appraisals and ensure the system is up to date with cancelled appraisals 
and remind doctors who haven’t cancelled their appraisal to complete it on the system. 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 11TH JANUARY 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 27TH JANUARY 2021 

Chair: DAVID PARFITT – NON-EXECUTIVE DIRECTOR 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

013.21 

 
 

Appendix 1: Agenda 

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

 
Agenda 
item 

Items of particular note: 

005.21 Internal Audit – progress report 

The committee was assured to note that some progress was made in recovering the backlog of 
audit work which built up during wave one of the pandemic. 

The annual internal audit plan is currently on target for completion by the end of the year. 
There is no current likelihood that the Internal Auditor will be unable to issue an opinion at year 
end. 

A draft of the 2021/22 Internal Audit Plan will be circulated for comments in advance of the next 
meeting. 

Results of audits undertaken were noted, with no priority one recommendations having been 
made. 

The committee received assurance from the Chair of the Quality and Performance Committee 
that the review of the complaints process will be addressed by that committee. 

 

006.21 Internal Audit – recommendations tracking 

The progress made in completing the internal audit recommendations was noted and 
welcomed. 

 

008.21 Counter Fraud – progress report (quarter 3 2020-21) 

The Counter Fraud work programme is progressing well, and completion by the end of the year 
is anticipated. 

The committee welcomed confirmation that counter fraud activity has saved the Trust £22,000 
in Q3, and £67,000 in the year to date. 

Enclosure Number 

8 
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Agenda 
item 

Items of particular note: 

An update on the completion of a number of current investigations was received. The 
committee commended the continuation of the work despite the challenges presented by the 
pandemic. 

 

009.21 Clinical Audit Progress Reports 

The committee acknowledged the impact of the pandemic on clinical audit activity, both in 
terms of the increase in COVID related audit work and the suspension of some non-COVID 
audit activity. All suspensions / terminations of audit work are appropriately approved.  The 
Committee noted no concerns about the clinical audit programme.  

 

010.21 SFI Compliance Report 

Improved clarity on the process by which nominal roll updating is overseen was welcomed, as 
was the increased frequency of its conduct. 

The committee sought and received assurance that appropriate checks are carried out to 
ensure that use of the single tender waiver process is correctly applied. 

 

011.21 Debt Update and Write Off 

The recovery of some long term debts was commended, along with continued focus on 
addressing others. 

 

012.21 Standards of Business Conduct Policy 
 
The committee approved and adopted the revised policy, subject to a small number of minor 
typographic corrections. 
  

014.21 

015.21 

016.21 

Review Effectiveness of External Audit 

The committee reviewed the effectiveness of its internal audit, external audit and counter fraud 
services. The committee identified no concerns which need to be raised to the providers. It was 
agreed that increased competition amongst bidders for such work should be encouraged in 
future. Enhanced collaboration between the three providers will also be promoted. 
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AUDIT COMMITTEE 

 
Monday 11th January 2021 

09:00 – 12:00  
via Microsoft Teams 

 

A G E N D A 

Item No. Time Item Enclosure  
No. 

Presented 
by 

 
 

001.21 09.00 

 
Welcome, apologies for absence, declaration of 
interests  
 

 
N 

 
Chair 

 
002.21 

 
09.02 

 
 

 
Any other business not raised in advance of the 
meeting 
 

 
N 

 
Chair 

003.21 09.05 
 
Minutes from 12th October 2020 
 

1 Chair 

004.21 09.10 
 
Action Log from 12th October 2020 
 

2 Chair 

005.21 09.40 Internal audit – progress report  3 TIAA 

006.21 10.00 Internal audit – recommendations tracking 4 DGR 

007.21 10.10 TIAA client briefing notices 5 HFA 

008.21 10.20 

 
Counter fraud – progress report (quarter 3  
2020 – 21) 
 

6 CFS 

009.21 10.40 Clinical audit progress reports N DGR 

010.21 10.50 SFI compliance report 7 HFA 

011.21 11.00 Debt update and write off 
 

8 
 

HFA 

012.21 11.10 Standards of Business Conduct policy 9 DGR 

013.21 11.20 

 
Meeting administration 

1. Receipt of Board Assurance Framework 
2. Work programme 2020 – 21 

 

10 Chair 

At this point, external parties will be requested to leave the meeting to allow Committee members to 
discuss the items below 
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014.21 11.30 Review effectiveness of external audit 11 DGR 

015.21 11.40 Review effectiveness of internal audit 12 DGR 

016.21 11.50 Review effectiveness of counter fraud activity 13 DGR 

017.21 12.00 

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

N All 

018.21  
Referrals from other committees and / or Trust 
Board 

N DGR 

 
019.21  

 
Any other business 
 

 
N 

 
Chair 

 
Date of next meeting: Monday 22nd March 2021, 09:00, E Level Boardroom, Education Centre, Queen 
Alexandra Hospital 
 

  Meeting Close   

  Opportunity for private discussions with internal and external audit. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report USE OF COMPANY SEAL 
Board / 
Committee 

TRUST BOARD – 27TH JANUARY 2021 

Agenda item 
number 

014.21 

Executive lead Lois Howell – Director of Governance and Risk 
 

Author Dave Gordon – Board Secretary  
 

Date report 
written 

1st January 2021 

Action required Noting 
 

Executive 
summary 

Under the Trust’s Standing Orders (section 6.11.4): 
 
“an entry of every sealing shall be made and numbered consecutively in a book 
provided for that purpose and shall be signed by the persons who shall have 
approved and authorised the document and those who attested the seal.” 
 
As all such instances shall then be reported to the Trust, this report provides a 
catalogue of these entries during 2020. 
 
This is reported on an annual basis, providing a summary of the instances when 
the Company Seal was applied over the previous calendar year. 
 

Appendices 
attached 

Appendix A – List of sealed documents 
 

Recommendations The Board is asked to note the report. 
 

Next steps There are no actions arising from the consideration of this report. 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

  ✓ 

Enclosure Number 

9 
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Links to Board 
Assurance 
Framework 
 

Not applicable. 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Date Seal 
affixed 

Document 
 

Reference 
Number 
 

5th February 
2020 

Data sharing agreement between Portsmouth 
Hospitals NHS Trust and Care UK Clinical Services 
Ltd. 
 

1/20 

6th March 
2020 

Lease of additional premises at Fareham Community 
Hospital 
 

2/20 

18th March 
2020 

Lease for Hedge End procurement (additional three 
months) between Portsmouth Hospitals NHS Trust 
and Heathcroft Properties Ltd 
 

3/20 

19th March 
2020 

Settlement agreement relating to Units 18 – 20 Solent 
Industrial Estate between Portsmouth Hospitals NHS 
Trust and Heathcroft Properties Ltd 
 

4/20 

30th April 2020 Supplementary agreement relating to the project 
agreement for the redevelopment of the Queen 
Alexandra Hospital 
 

5/20 

30th April 2020 Transfer of portfolio of titles for PM14268, PM14269, 
PM14270, PM14271 and PM14272  

 

6/20 

30th April 2020 New tenancy for land title HP515394 
 

7a/20 

30th April 2020 Existing facilities for land title HP515394  
 

7b/20 

30th April 2020 New facilities for land title HP515394 
 

7c/20 

30th April 2020 Existing facilities for land title HP515394 
 

7d/20 

30th April 2020 Catering lease regarding Queen Alexandra Hospital 
 

8/20 

28th May 2020 Licence to alter works to premises at Unit 1, Matrix 
Park, Talbot Road, Segensworth, Fareham 

9/20 

17th July 2020 Lease agreement relating to 8 Manor Court, 6 Barnes 
Wallis Road, Fareham between Polystar Plastics 
(Holdings) Ltd and Portsmouth Hospitals NHS Trust 

10a/20 

17th July 2020 Licence for alterations relating to 8 Manor Court, 6 
Barnes Wallis Road, Fareham between Polystar 
Plastics (Holdings) Ltd and Portsmouth Hospitals 
NHS Trust 

10b/20 

17th July 2020 Lease in relation to Milford on Sea War Memorial 
Hospital and Health Centre, Sea Road, Milford on 
Sea between NHS Property Services Ltd and 
Portsmouth Hospitals NHS Trust 

11/20 
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17th July 2020 Renewal of licence for Car Park D, Fort Southwick, 
James Callaghan Drive, Portsdown Hill, Portsmouth 
between Fort Southwick Company Ltd and 
Portsmouth Hospitals NHS Trust  

12/20 

29th July 2020 Data sharing and clinical system access deed 
between Spire Healthcare Ltd and Portsmouth 
Hospitals NHS Trust 

13/20 

17th August 
2020 

Articles of amendment and minor works building 
contract between Reds Builders Ltd and Portsmouth 
Hospitals University NHS Trust  

14/20 

17th December 
2020 

Lease of additional premises at Fareham Community 
Hospital between Community Health Partnerships Ltd 
and Portsmouth Hospitals University NHS Trust 

15/20 

17th December 
2020 

Lease to underlet part by lease between Solent 
Fundco 2 Ltd, Community Health Parternships Ltd 
and Portsmouth Hospitals University NHS Trust 

16/20 

30th December 
2020 

Underlease of part of Oak Park Community Clinic, 8 
Lavant Drive, Havant between Community Health 
Partnerships Ltd and Portsmouth Hospitals University 
NHS Trust 

17/20 
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Executive Directors

Mark Cubbon ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Anoop Chauhan ✓ ✓ ✓

Chris Evans ✓

Nicole Cornelius ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

John Knighton ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Liz Rix X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Lois Howell ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Penny Emerit ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Nigel Kee ✓ ✓ X ✓ ✓ ✓ ✓ ✓

Mark Orchard ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Helen Bray ✓ ✓ ✓

Non-Executive Directors

Melloney Poole ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Christine Slaymaker ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

David Parfitt ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Gary Hay ✓ X ✓ ✓ ✓ ✓ ✓ X ✓ ✓

Inga Kennedy X ✓ X ✓ X ✓ ✓ ✓ X ✓

Martin Rolfe ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Roger Burke-Hamilton ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Galbraith ✓ ✓ ✓

Vivek Srivastara ✓

Aswinkumar Vasireddy ✓

✓

X

Attended

Apologies given
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