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TRUST BOARD MEETING IN PUBLIC 

Thursday 7th March 2019 
09:30 – 14:45 

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

A G E N D A 

Item 
No. 

Time Item Enclosure 
Y/N & 

Number 

Presented 
by 

056.19 09.30 Welcome, Apologies and Declaration of 
Interests (to ascertain whether any Board 
Member has any conflict of interest with any 
items on the Agenda) 

Chair 

057.19 09.35 Staff Story N/A 

058.19 09.55 Minutes of the last meeting –  7th February 
2019 1 Chair 

059.19 10.00 Matters Arising/Summary of agreed actions 2 Chair 

060.19 10.10 Notification of any other business N/A Chair 

061.19 10.15 Chairman’s opening remarks N/A Chair 

062.19 10.25 Chief Executive’s Report 3 CEO 

STRATEGY 

063.19 10.45 Pathology Strategic Outline Case 4 DSP 

QUALITY & SAFETY 

064.19 11.00 Quality & Performance Committee feedback 5 Committee 
Chair 

065.19 11.10 Safety, quality and operational performance 
report analysis 

N** MD/CN/ 
COO 

066.19 11.25 Research and Innovation – Quarterly update 6 MD 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

067.19 11.40 Workforce and Organisational Development 
Committee feedback 7 DWOD 
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068.19 11.50 Workforce and Organisational Development 
performance report analysis N** DWOD 

069.19 12.05 Healthcare Worker Flu Vaccination 8 COO 

FINANCE AND INFRASTRUCTURE 

070.19 12.20 Finance and Infrastructure Committee 
feedback   To follow Committee 

Chair 

071.19 12.30 Financial performance report analysis N** CFO 

AUDIT AND GOVERNANCE 

072.19 13.30 Data Security and Protection 9 DGR 

073.19 13.45 Trust Board Code of Conduct 10 DGR 

FOR NOTING / INFORMATION 

074.19 14.00 Directors’ and Non-Executive Directors’ 
reflections on the meeting  N Chair 

075.19 14.15 Record of attendance 11 Chair 

076.19 14.20 Opportunity for the public to ask questions 
relating to today’s Board meeting N Chair 

077.19 14.30 Any other business N Chair 

078.19 14.40 
Additions to Board Assurance Framework 
and Risk Register – The Trust Board is asked 
to consider whether, in light of matters 
discussed at the meeting, any further additions 
should be made to the Board Assurance 
Framework and/or Risk Register 

N All 

Date of next meeting:  Thursday 4th April 
2019, Oasis Centre, Southwick Hill Road 

N Chair 

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

Held on Thursday 7th February 2019 
 

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

 
MINUTES 

 
Present: Melloney Poole  Chair  
 Gary Hay  Non-Executive Director  
 David Parfitt  Non-Executive Director 
 Martin Rolfe  Non-Executive Director 
 Christine Slaymaker Non-Executive Director  
 Mark Cubbon  Chief Executive Officer (CEO) 

 Chris Adcock  Chief Finance Officer (CFO) 
 Paul Bytheway  Chief Operating Officer (COO) 

 John Knighton  Medical Director (MD)   
 Theresa Murphy  Chief Nurse (CN)  
 
In Attendance: Lois Howell   Director of Governance and Risk (DGR) 
 Emma McKinney  Director of Communication and Engagement (DCE) 
 Penny Emerit  Director of Strategy and Performance (DSP) 

Nicole Cornelius  Director of Workforce and Organisational 
     Development (DWOD) 
 Ben Goodwin   Divisional Nurse Director (minute 031.19) 
 Philip Young  Guardian of Safe Working (minute 046.19) 
 Dave Gordon  Committee Clerk (minutes) 
 

 
Item No 

 
Minute 
 

030.19 Welcome, apologies and declarations of interest 
 
The Chairman welcomed everyone to the meeting.  Apologies were received from Roger 
Burke-Hamilton (Non-Executive Director) and Inga Kennedy (Non-Executive Director).  
No declarations of interest were made. 

  
031.19 Patient Story 

 
The case concerned a 37 year old male, who required hospital care following a major 
operation whilst in a difficult personal situation (no family at his home, anxious about 
time off work). He had a recent history of abdominal problems, and eventually arrived at 
the  Emergency Department (ED) in extreme pain. A diagnosis of colon cancer led to 
surgery; however, the procedure discovered the extent to which this had spread. As a 
result, the patient was left with a stoma and a considerable wound which required time to 
heal. 
 
The patient’s emotional condition was becoming a concern after 6 weeks at the hospital. 
A detailed discharge plan was put together, involving a period of several weeks to 
improve his mobility. Meanwhile, work on support for the patient at home was also 
undertaken. As a result of this work, the patient’s condition improved and he was able to 
return home by Christmas 2018 and as yet has not required any further in-patient 
treatment. 
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The Chair asked why such plans were not routine policy; the Divisional Nurse Director 
responded that whilst such extensive and intensive support was not required in most 
cases, focus on treatment could also mean that patients’ domestic circumstances were 
not prioritised. The Chief Nurse added that community work and patient advocacy were 
vital in such situations. Christine Slaymaker raised the issue of stratifying support given 
the range of situations encountered and the costs involved; the Chief Executive Officer 
assured the Board that a series of assessments were conducted upon a patient’s arrival, 
with continual assessment from that point forwards. The Trust also worked with social 
services to determine any ongoing needs.  The Director of Governance and Risk also 
outlined the Trust’s work with veterans, Age Concern and the Red Cross to fulfil these 
responsibilities to certain groups of patients. 

  
032.19 Minutes of the last meeting 

 
The minutes of the meeting of 3rd January 2019 were approved as a true and accurate 
record of the meeting. 

  
033.19 Matters arising / summary of agreed actions 

 
The Board reviewed the Action Log. Regarding the action arising from minute 188.18, 
the Chairman of the Finance & Infrastructure Committee asked for support in identifying 
her opposite number at another Trust with similar Private Finance Initiative (PFI) 
arrangements, in order to find out more about how other Trusts discharged their PFI 
responsibilities.  The Director for Governance and Risk agreed to assist.   

 
Given the fact that Divisional Teams would be presenting to the Trust Board between 
April and August 2019 as set out in the actions arising from minute 010.19, the 
equivalent agenda items for Finance and Infrastructure Committee would be suspended. 
It was noted these discussions would focus on key challenges rather than a granular 
review of financial performance; as a result, the Finance and Infrastructure Committee 
may still need financial presentations from the divisions. This would be considered in 
due course in the light of the Board presentations from the divisions. 

  
034.19 Notification of any other business 

 
No items of other business were raised.  

  
035.19 Chair’s opening remarks 

 
The Chair wished to extend the Board’s gratitude to the Chief Nurse, who would be 
leaving the Trust before the next meeting. Her work in transforming the service, with 
particular reference to care, compassion, staff morale and encouraging a culture of 
openness was noted by the Board.  
 
The Chair commented on the pressure experienced by the hospital since the end of 
Christmas. This year’s influenza virus had led to more cases than anticipated and the 
recent bad weather had added to this level of demand. The Board was committed to 
providing assistance as appropriate. 
 
The Chair ended her introduction by welcoming the arrangement of development days 
for the Trust Board. This was helping build resilience within the Board, and was also 
helping bolster their corporate presence and ability to have a positive impact on the 
wider organisation. 
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036.19 Chief Executive’s Report 

 
The Chief Executive Officer expressed his thanks to staff across the Trust. The co-
operation of diverse teams had been excellent and done much to alleviate the pressures 
brought by the peak of winter. Once the season had been completed, the Trust would 
reflect on this year and incorporate the learning into its plans for next year; the Chief 
Operating Officer was already working on these preparations. However, during January 
2019 the Emergency Department had seen over 1,000 more patients than modelling had 
predicted. Influenza had also hit staff and the community, with rates of infection up 1.5% 
from the equivalent period in the previous year. Staff wellbeing was being monitored, 
with teams asked to look out for any members struggling with their health.   
 
The CEO raised two other key issues: 
 
Exiting the European Union: the Chief Operating Officer was leading on this, with a 
particular focus on identifying and managing risks. Any such issues identified were 
reported to the Trust Leadership Team and would be presented to the Trust Board as 
appropriate. All available national and regional guidance was being followed, with Senior 
Managers also attending briefing sessions on developments.  
 
Chief Nurse Position: The Chief Executive Officer echoed the Chair’s thanks for the work 
of the present incumbent. With regards to recruiting a successor, significant progress 
had been made. The final panel interviews for the position would be held on 8th March 
2019; any interim appointment required was being managed in conjunction with NHS 
Improvement.  
 
Gary Hay asked why modelling had underestimated levels of demand. The Chief 
Executive Officer assured the Board that this increase was reflected nationally; the 
winter review mentioned earlier in this minute would include this as an area for 
investigation. In order to manage these pressures proactively in future, the Trust would 
need to consider matters such as discharge policy and procedure, out of hospital care 
and reducing the number of admissions through offering suitable alternatives. The Chair 
asked the Non-Executive Directors to be particularly focused on seeking assurance that 
planning for the next winter was excellent and put in place well in advance of time. 
 
The Board noted the update. 

  
037.19 Quarterly Corporate Strategy Update 

 
The Director of Strategy and Performance presented the amended form of reporting, 
with the update now aligned with the Balanced Scorecard. The Implementation Plan was 
used to map whether the Trust’s actions and their consequences reflected intentions, 
with supporting enabling strategies drawn from the Trust’s overall strategy rather than 
being stand-alone policies.  
 
The Chair sought assurance that this would be used in staff appraisals; the Director of 
Strategy and Performance confirmed it would. The Director of Communication and 
Engagement added that this would now need to be communicated consistently across 
the Trust. 
 
Martin Rolfe asked why the risk summary table seemed relatively static; David Parfitt 
added a request as to whether the pattern of movements for risks could be included in 
reporting. The Director of Governance and Risk responded that each risk had a target 
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date in its own section in the detailed breakdown. However, the issues raised by Non-
Executive Directors would be reviewed as part of the Trust’s drive to improve its 
reporting. 

Action: DGR 
 

The Director of Strategy and Performance added that the lack of focus on enabling 
strategies was an area being addressed for the future.  
 
Christine Slaymaker asked if there were plans to streamline the management of 
outpatient services. The Chief Operating Officer responded that an internal plan was 
being co-ordinated to see if the Trust could operate differently.  
 
The Board noted the update. 

  
038.19 Board Assurance Framework 

 
The Director of Governance and Risk had also amended the reporting format for this 
document, as previously it had been very lengthy. It should also be noted that, whilst 16 
of the overall scores remained static, the reasons for a number of those scores had 
changed; details of this were available in the detailed working pages on each area. 
 
BAF 8 (mental health services) had seen its score rise, as a result of the withdrawal by 
the provider of a key support service for children and adolescents, and the dilution of 
dedicated resource within the Trust.   Recent developments however (e.g. the 
reinstatement of Children’s and Adolescent Mental Health Services in the Emergency 
Department) had given the Trust confidence this score would fall before the next 
reporting cycle. 
 
The score of three risks had reduced.  BAF 3 (compassionate care) had been reduced in 
score following  a quality review involving external input which had provided significant 
assurance regarding mitigation of many (but not all) of the Trust’s  concerns in this area.  
These key areas featured prominently in the Trust’s Quality Recovery Plan. BAF 10 
(emergency preparedness, response and resilience plans) had also been the subject of 
external scrutiny that supported  the Trust’s downgrading of the risk, whilst BAF 21 
(performance against key cancer standards), although it had been added relatively 
recently was proposed for removal from the BAF given that it had reached the target 
level of risk.   
 
Meanwhile, two new risks were proposed for addition to the BAF. These were the Trust’s 
year-end financial forecast (BAF 24) and United Kingdom departure from the European 
Union (BAF 25).  
 
Gary Hay asked why BAF 23 (governance systems ineffective in the delivery and 
monitoring of improvement) had increased during the course of the year. The Director of 
Governance and Risk responded that, although governance systems were apparently 
improving,  ‘Never Events’ continued, which  indicated that learning was not being 
embedded as required. As a result, two pre-existing risks (governance systems and 
processes for improvement) had been amalgamated. It was intended that the work on 
divisional structures and meetings would reduce this risk in the foreseeable future. 
Improvements in this area would be reported through the Integrated Performance Report 
and via the Quality and Performance Committee. 
 
David Parfitt raised the issue of ‘deep dives’ into BAF entries; the Director of 
Governance and Risk replied that these were not currently scrutinised by any one 
committee given their cross-disciplinary nature. David Parfitt suggested that 
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consideration may need to be given as to how the Board could be assured on these 
matters; the Audit Committee was proposed as a possible solution to the matter. 
Currently, the Trust Leadership Team was viewing the whole framework on a quarterly 
basis. 
 
Martin Rolfe posited the reporting of risks that were either not meeting their target dates 
or receiving higher scores for internal audit. The Director of Governance and Risk 
assured the Board that there was an annual internal audit review of the framework. 
 
Christine Slaymaker stated that pressures on the hospital (as mentioned in minute 
036.19) could lead to performance issues. As a result, any inspectorate may question 
the decision to remove BAF 21 from the framework at this stage should it subsequently 
require re-inclusion. The Chief Operating Officer assured the Board that the 62 day 
target had been prioritised in the reporting quarter. Reassurance had also been provided 
that short term availability for oncology would not be affected. However, the Board was 
not content to remove BAF 21. 
 
The Board resolved that BAF 21 would remain on the Board Assurance Framework at 
this stage, and agreed to add BAF 24 and BAF 25 to the Framework.  

  
039.19 Integrated Performance Report  

 
The Chair welcomed the new reporting style, which provided greater assurance to the 
Board. The Director of Strategy and Performance thanked the Board members (Roger 
Burke-Hamilton and Martin Rolfe) and staff who had provided support in updating the 
document, which now provided clarity on the purpose of the report and sought to bring 
the most appropriate data sources to the Board. The measurement for improvement 
approach (as discussed at Board Workshops) had been part of the redesign, with NHS 
Improvement also involved. Future work would focus on improved presentation of 
graphs and using the data to evaluate whether noted variations should give rise to 
concern or were the result normal variation. The objective here was to create a summary 
page which would guide the Board as to where data required further interrogation. Data 
and commentary were now also standardised.    
 
The Chair asked if it was possible to provide historical data in this new format to allow 
the Board to understand changes in provision and outcomes. The Director of Strategy 
and Performance assured the Board that all previous inputs had been kept, with the text 
in the report used to provide an improved narrative which highlighted key issues. The 
Chair also highlighted the repetition of slides; whilst justified, this may be an area where 
the report could be amended (although they applied to a range of issues).  
 
Martin Rolfe welcomed the new style as a move from raw data to knowledge; the next 
step would be to generate insight from the document. It also helped with understanding 
the impact of actions on other, seemingly unrelated areas. David Parfitt also welcomed 
the fact that the Trust Leadership Team and the Board were now using the same 
working document, but questioned if more was needed on workforce. Christine 
Slaymaker also asked if the balancing measures identified were the right ones, and 
whether the right benchmarks had been chosen (e.g. did Trusts have similar PFI 
arrangements).  
 
The Board noted the updated report. 
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040.19 Quality and Performance Committee feedback 
 
The Committee Chair (Martin Rolfe) reported on the meeting held on 25th January 2019. 
The recovery trajectory on the 4 hours access standard had not been met overall for the 
month, but it was noted that there had been considerable pressure on the Emergency 
Department during the reporting period.   Meanwhile, the Committee had cautious 
optimism regarding cancer services. The 21% reduction in the number of pressure 
ulcers was a particular highlight, whilst the quality review in January was welcomed, as 
was the commitment to repeat the process on a quarterly basis. The Committee was 
also encouraged by the self-referral to the Human Tissue Authority. Despite the initial 
incident being relatively minor, the decision to self-refer was an indicator of a culture of 
openness, and the lessons taken from the investigation had been very beneficial; the 
Committee had asked if other departments could benefit from a similar process. 
Meanwhile, the maternity survey had highlighted local community access as an area for 
improvement.  
 
The Board was asked to agree to a change in reporting procedure; namely, that the 
Quality Recovery Plan should report to the Quality and Performance Committee only, 
rather than to both the Committee and the Trust Board. The Committee would then 
escalate matters as appropriate with the Board. 
 
The meeting on 21st February would take an item on the action plan in place in 
gastroenterology services; this would report back to the Board on 7th March 2019. 
Clinical effectiveness was also an area for action.  
 
The Board resolved that the Quality Recovery Plan would now be reported to the Quality 
and Performance Committee rather than to both the Committee and the Board, and 
noted the Committee’s feedback.  

  
041.19 Safety, quality and operational performance report analysis  

 
The Medical Director introduced the section, which focused on learning culture. Since 
January 2019, weekly Clinical Directors’ Huddles had taken place which included face-
to-face discussions on risks, events and operational matters. In addition, the Serious 
Incidents Panel pilot had been applied in 3 divisions, with the remaining division to adopt 
the new approach imminently. These innovations had led to learning being more 
consistently and thoroughly identified than the Trust had previously experienced. In 
addition, clinical forums had been used to discuss the potential for incidents which had 
not yet taken place and how to intercept these issues. This new process had been 
discussed at the Board Workshop in January 2019. 
 
The Trust had experienced around 1,500 significant learning events (in line with 
expectations) and would continue to review metrics to ensure insight was taken from 
these. Martin Rolfe sought clarification as to who assessed the level of harm involved in 
such incidents; the Medical Director stated that these were based on the reporter’s initial 
declaration and subsequently reviewed by the Patient Safety Team. Whilst the level of 
harm may be altered on review, the graph present in the Integrated Performance Report 
would not reflect this. 
 
The Chief Nurse added that real time management of quality issues was mitigating risk 
across the Trust. However, patterns involving the number and type of falls experienced 
by patients would require further analysis. Twice weekly SitRep (Situation Reporting) 
meetings were monitoring clinical standards; patient experience would also be 
introduced as a metric at these soon.  
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In terms of medicine management, the Medical Director informed the Board that there 
had been no incidents leading to moderate or severe harm in the last 3 months.   
Meanwhile, in terms of medicine reconciliation, although the Trust was not meeting the 
standard (80% of in-patients to receive a medicines reconciliation review within 24 hours 
of admission), it was above the national median. 
 
Performance on Health Care Associated Infection was relatively good; the balancing 
measures demonstrated the effectiveness of prevention and control measures in place. 
No significant outbreaks of norovirus had occurred, although one such incident of a 
similar infection (astrovirus) had taken place; this seemed to be a national trend. The 
infection prevention team’s quick and aggressive approach to their work was having a 
clear impact. However, the peak of influenza was expected over the coming days; this 
year’s strain was H1N1-type, which could have a severe impact on those affected. Thus 
far, it had been a contributory factor in a small number of deaths within the Trust (and 
the primary factor in one death). Some staff had also been affected; initial suspicions 
that a mutation had occurred would be investigated, and could account for the limited 
impact of this year’s vaccination. 
 
Metrics for deteriorating patients were being developed; previously, the focus had been 
on Commissioning for Quality and Innovation (CQUIN) standards. However, the Trust 
wanted to ensure that any metrics used were driving appropriate quality improvements. 
There were currently no balancing measures in this area, and these would be created to 
reflect the drive for improvement. 
 
The Chief Operating Officer noted the pressure on the Trust over winter and the 
assistance provided by advanced planning; winter 2019 – 20 was already being 
anticipated. Occupancy had been a major theme, with the Trust trying to create a 
sustainable ward-by-ward culture of improvement, with increased discharges and 
appropriate arrangements in place. However, for this to embed work on alternatives to 
hospital care would require prioritisation. 
 
In the last two – three weeks, admissions had risen whilst discharges (both simple and 
complex) had been stable. As a result, performance in ED had declined and pressure on 
ambulances had increased. The identified priority was to increase the level of complex 
discharges whilst maintaining the rate of simple discharges. The Chief Executive Officer 
added that the Trust had moved from being a national outlier with regards to ambulance 
holds to being in line with standards. Lost ambulance time had reduced by 90% whilst 
there were no waits in ED exceeding 12 hours. 
 
The Chief Operating Officer informed the Board that all eight cancer standards were now 
being met.  An action plan for ophthalmology was now in place, with its impact on the 
outpatient waiting list to be assessed. Meanwhile, fortnightly meetings were being held 
to generate an action plan for gastroenterology.  
 
Martin Rolfe noted that, whilst reporting dealt with absolute numbers it did not offer 
proportional or per capita rates. The Chief Operating Officer assured the Board that this 
level of detail was present in the work undertaken with external consultants; Martin Rolfe 
felt that such detail could highlight the Trust’s level of improvement clearly.  
 
David Parfitt asked if the pressure to discharge was compromising safety and leading to 
an increased level of readmission. The Chief Operating Officer assured the Board that 
all complex discharges required sign off by multiple practitioners and that internal teams 
were monitoring readmission rates closely. The Chief Nurse added that some patients 
who had been considered as “complex discharges” had been supported after their 
departure from hospital to ensure their safe reintegration into the community. The 
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Medical Director also stated that readmission cases were considered as part of the 
learning events system discussed earlier in this minute. 
 
The Board noted the update. 

  
042.19 Quality Recovery Plan 

 
The Director of Governance and Risk introduced the latest version, which provided a 
commentary up to December 2018. This had already been scrutinised by the Quality 
Recovery Group and the Quality & Performance Committee. The accuracy of reporting 
had increased, and highlighted the fluctuations in performance and the impact of winter 
pressures on the Trust. 
 
There were no clear indications as to when CQC would visit the Trust; however, the 
organisation needed to be ready for such an eventuality. Key to this would be moving 
monitoring from the recovery phase of the Trust’s development to ‘business as usual’. 
 
As resolved in minute 040.19, the Quality Recovery Plan in its entirety would no longer 
be presented to the Trust Board. 
 
Christine Slaymaker asked if this was the appropriate time to take the Quality Recovery 
Plan away from the Board. Given the potential for the Board to act as preparation for the 
CQC inspection, and the fact that the Board could run the risk of becoming detached 
from the reality of the hospital’s work, she asked if the initial headline section of the 
report could be attached as an appendix to the Quality and Performance Committee 
report. This was agreed. 

Action: DGR 
 

David Parfitt asked if the focus on Section 29a meant that the report was not covering 
other areas. The Director of Governance and Risk agreed that this focus would change 
as part of the wider move towards making such work ‘business as usual’ as mentioned 
above. David Parfitt agreed that such a change would provide a more holistic view. 
 
The Board noted the Plan.  

  
043.19 Learning from Deaths 

 
The Medical Director introduced the item, based on the findings of the Mortality Review 
Panel. This Panel reviewed all deaths within the Trust, with the proportion deemed to be 
possibly avoidable very low. Statistics indicated the levels of such cases were 
comparable with other Trusts operating similar systems; the threshold for avoidable 
deaths was designed to avoid under reporting. Figures could also be skewed by the fact 
that sudden deaths could often initially be seen as avoidable, but transpire not to be so 
upon further investigation. 
 
Analysis had indicated that advance care planning had improved. However, the Trust 
was aware that the paperwork used in the process of identifying and analysing avoidable 
deaths needed to be more concise and isolate the real priorities in reporting.  
 
Gary Hay sought assurance that this was now moving towards being business as usual. 
The Medical Director assured that this was the case, with the challenge now being to 
make the new system sustainable. 
 
The Board noted the report. 
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044.19 Lessons Learned – Gosport War Memorial Hospital Independent Panel Report  

 
The Director of Governance and Risk updated the Board, advising that the Trust had 
reviewed the Independent Panel’s report. Although the Panel had not made any 
recommendations for individual health organisations, the identified concerns about 
practice and culture at Gosport War Memorial had been reviewed and their relevance or 
otherwise in the Trust had been assessed.   Whilst it was accepted that it was unlikely to 
be possible to mitigate against the impact of individual practitioners with malicious intent, 
the Board was asked to acknowledge the implementation of arrangements and 
safeguards to minimise the risk of avoidable deaths. 
 
Gary Hay stressed the importance of medicine management and the need for vigilance. 
David Parfitt also raised the potential for small hospitals or single practitioner GP 
practices to be dominated by individuals because of size, appropriate checks and 
balances. The Board acknowledged these points. 
 
The Board accepted the report. 

  
045.19 Workforce and Organisational Development performance report analysis  

 
The Chair of the Workforce and Organisational Development Committee (Gary Hay) 
informed the Board that the Committee’s scheduled meeting had not taken place in 
January 2019 as a result of the deferment of a series of reports to February’s meeting.    
 
The Director of Workforce and Organisational Development highlighted the work 
underway concerning the review of establishment and recruitment. A national campaign 
had been launched, with the Trust particularly focusing on student nurses and overseas 
candidates to reduce the number of vacancies. 55 candidates from other nations had so 
far been recruited, with another 99 expected between April and June 2019; this was in 
line with the Trust’s objective of reducing the vacancy figure for nurses to zero by the 
third quarter of 2019 – 20. 
 
In other metrics, the temporary workforce had reduced. It was noted that 30 staff 
currently were absent with flu (which amounted to 11% of the total absence rate across 
the Trust). Turnover had decreased to 12.7% whilst the percentage of appraisals had 
risen to 80.2% (albeit still below target). The Senior Leadership Development 
Programme had been launched at the end of January 2019 and phase 2 of the Culture 
Change Programme was also underway. 
 
The Chair sought assurance that the zero target for nurse vacancies was realistic; the 
Chief Executive Officer responded that the overseas campaign was as vigorous as any 
he had seen. The Chair agreed that current funding opportunities made the timing of this 
initiative appropriate. 
 
Christine Slaymaker raised concerns regarding the increase in funded workforce 
numbers. The Director of Workforce and Organisational Development responded that 
this was the result of the implementation of a number of business cases and finalising 
the establishment (e.g. inclusion of Junior Doctors). Christine Slaymaker was not 
assured that changing targets were conducive to budgetary balance; David Parfitt noted 
that this had risen by over 10% in the last year. The Chief Executive Officer noted these 
comments, and advised that funding would be locked down once the review of the 
establishment had been completed. However, Christine Slaymaker sought greater 
assurance on the level of expenditure on specific areas (e.g. nursing, doctors). The CEO 
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assured the Board that once the establishment had been locked down and signed off for 
2019 – 20, departments would be held to account against these final figures; the Board 
and the CEO agreed that this would need to be checked at Board level in the future. 
 
The Board noted the update.   

  
046.19 Trust Guardian of Working Hours Report  

 
The Guardian of Safe Working Hours introduced the report, which was based on 
exception reports. As there were concerns that Education Supervisors could be seen as 
remote by Level 1 and Level 2 doctors, reporting was now to nominated consultants. It 
was anticipated that this would reduce the times for which reporting was waited, and 
therefore may increase the number of cases recorded.  
 
In order to meet the target of a maximum of 72 working hours in any 168 hour period, 
rota software needed to check compliance with the new agreed basis. The upgrade in 
software which would allow for this was awaited and as yet had no specified date. The 
Trust was optimistic that this would be in place for the trainee doctor changeover in 
August 2019. The Trust estimated that this would lead to a change in approximately one 
third of rotas. There had also been an increase in the reliability of data for locum shifts. 
 
The Chief Executive Officer asked if it was possible to include the number of shifts filled 
in reporting, as well as the number not filled. The Director of Workforce and 
Organisational Development agreed to investigate how this could be calculated. 

Action: DWOD 
 

The Chief Executive Officer also noted how ensuring working hours were protected was 
a major element in workforce stability. As a result, he invited the Guardian of Safe 
Working Hours to become involved in working on service area gaps and risks for the 
workforce. The Chair supported this as an element in ensuring the best support for 
patients. 
 
Gary Hay asked if Junior Doctors were reluctant to report issues. The Guardian of Safe 
Working responded that there were no obvious indications that this was happening. 
However, it could not be ruled out that some who wished to progress to Consultant level 
were unwilling to be seen as ‘troublesome’. It was acknowledged that an anonymised 
App could circumvent such concerns (however ill-founded). 
 
Martin Rolfe asked if communications could emphasise the link between fatigue and 
errors in treatment. The Guardian of Safe Working Hours acknowledged that the 
information received from exception reporting, and the higher estimates generated by 
the General Medical Council raised some concerns as to whether the current system 
accurately reflected reality. 
 
The Board accepted the report. 

  
047.19 Finance and Infrastructure Committee feedback  

 
David Parfitt updated the Board as an attendee of the Committee’s last meeting. The 
main focus of the meeting had been around current financial performance, the forecast 
outturn for the current year, the 2019 - 20 Control Total and facilities. The financial 
information covered by the Committee would be covered in minute 048.19.  
 
The Board noted the feedback. 
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048.19 Financial performance report analysis  

 
The Chief Financial Officer updated the Board on the position for 2018 – 19. At present, 
the deficit for the year stood at £30.3 million and the revised year end forecast deficit of 
£34.8m seeks to restrict further deterioration to £4.5m across Quarter 4.  This relative 
improvement in performance had been based on all divisions submitting and re-
confirming their plans to improve their net expenditure trends.  Quarter 4 contains the 
majority of the impact of the elective activity recovery plans and other one off benefits.  
All of these issues are set out in the Trust risk and opportunities scheduled which is 
revised weekly at the CEO led Weekly Financial Recovery Meetings, Trust Leadership 
Team and monthly by the Finance and Infrastructure Committee.   
 
The reported income position shows a position variance but is skewed by PbR exclusion 
income which is a pass through item for which the opposite effect is in expenditure 
accounts.  
 
David Parfitt raised the pressures on healthcare during quarter 4 (which included the 
peak of winter and the Trust’s ability to deliver improvement in this context). As a result, 
there may be a need for all pledges made in the prediction for Quarter 4 to come to 
fruition in order to meet £4.5million estimated deficit target.  The Chief Financial Officer 
agreed that the prediction was less risk averse than previous forecasts. 
 
The Chief Financial Officer advised that Divisional forecasts had taken account of their 
plans for winter although extended periods of pressure would increasingly challenge 
delivery plans. 
 
The Board noted the update. 

  
049.19 Audit Committee feedback  

 
The Chair of the Committee (David Parfitt) stated that the Committee had applied 
pressure in cases where target dates for implementation of recommendations made by 
the Internal Auditors had not been met. This approach was working well. In addition, the 
Committee had considered the draft Internal Audit work programme for the coming year 
and had sought to ensure an effective balance of audit activity between patient-facing 
services and back office functions. 
 
The next meeting in late March 2019 would consider the Clinical Audit Plan and the final 
Internal Audit plan for next year to ensure consistence between them. The Audit 
Committee had also reviewed the draft Reservation of Powers Policy and Scheme of 
Delegation and recommended that the Board adopt the revised policy. 
 
The Board noted the Committee’s update. 

   
050.19 Reservation of Powers and Scheme of Delegation Policy  

 
The Director of Governance & Risk presented the revised policy, which as indicated 
above the Audit Committee had recommended for adoption by the Board.  Christine 
Slaymaker noted sections 4.9 and 17 b) and c). Her concerns related to mapping the 
workforce against affordability and control of pay. She also asked if the section on 
tenders (4c) should involve more people being present at the opening of bids as a 
safeguard. 
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Given these concerns, these sections would be reviewed again, and the outcome of 
further consideration would be included in the Chief Executive Officer’s report for the 
next meeting as an appendix. 

Action: CEO / DGR 
The Board resolved to adopt the revised Reservation of Powers and Scheme of 
Delegation Policy as recommended by the Audit Committee, apart from sections 4.9 of 
the Reservation of Powers Policy and paragraphs 4 c), 17 b) and 17 c) of the detailed 
Scheme of Delegation. 

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

 
The Chair welcomed the celebration of positive trends in this meeting’s papers and also 
the level of detail. In particular, the new Integrated Performance Report had delivered a 
real improvement in the presentation of information and the Board’s ability to interrogate 
it. The dovetailing of Committee and Board work was also assisting with ensuring that 
the focus of work was correct. Overall, the conversations had moved on from the need 
for substantial effort to tangible improvements. 
 
Additionally, the Board had moved on to assessing patient outcomes and was covering 
the areas in its remit (e.g strategy, performance, probity). The balance between offering 
positivity and challenge was also being reached more appropriately. However, both Non-
Executive Directors and Executives raised the issue as to whether all papers published 
in the public session were suitable for wider distribution, or should be included in the 
private session. 

  
052.19 Record of attendance  

 
The record of attendance was noted. 

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

 
No questions were raised by the public. 

  
054.19 Any other business  

 
There were no further matters raised. 

  
055.19 Additions to Board Assurance Framework and Risk Register  

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

  
 Next  Trust Board  

 
Date of Next Meeting: Thursday 7th March 2019, 9.30 am in the Lecture Theatre.  
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Minute Agenda Topic Summary of Action required  Owner Due 
Date  Update  

Status 

September 2018 

188/18 
Finance & 
Infrastructure 
Committee 
Feedback 

It was requested that a set of criteria 
against which projects were prioritised 
in support of annual planning be 
provided. 
 

CFO Feb ‘19 
This information will be included in reports on 
planning process presented to Committees 
during February. 

Ongoing 

October 2018 

215/18 
Financial 
Performance 
Analysis 

IPR – well developed with regard to 
clinical metrics, but less well 
developed around workforce and 
finance metrics a review of non-clinical 
metrics would be beneficial and the 
DSP agreed to undertake this. 

DSP Feb ‘19 Revised IPR presented at Board in February 
2019.   Closed 

December 2018 

263/18 
Safety Quality and 
Operational 
Performance 
report analysis 

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

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

Ongoing 

January 2019 

006/19 CEO’s report 
A report outlining the impact on Trust 
will come to the Board in February or 
March, as the guidance becomes 
available. 

DSP Feb ’19 / 
Mar ‘19 

F&I Committee agreed the parameters for the 
draft plan submission on 12 February. A joint 
committee has been convened on 26 March to 
advise the Board on the final plan submission. 

Closed 

007/19 Maggie’s Centre 
proposal 

The Heads of Terms are to return to 
the Board. DSP tbc The proposal will be considered by the Maggie’s 

board in March 2019. Ongoing 

010/19 
Corporate 
Objectives 
scorecard 

Divisional profiles to be raised – 
proposal to return to the Board    

 
CEO Mar ‘19 

Agreed that Divisional Teams will attend the 
Board on a one-off basis – one per month 
between February and May 2019. 

Ongoing 
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012/19 
Quality 
Performance 
analysis 

Review ways to distinguish between 
complex and straightforward falls 
cases in future reporting. 

CN Feb ‘19 
A paper will be taken by Quality and 
Performance Committee on 21st February. This 
will then be referred to the Trust Board. 

Item taken 
on 21st 
February. 
Complete 

018/19 
Preparations for 
departure from the 
EU 

Gary Hay to be connected to planning 
group and included in weekly updates COO Feb ‘19 Gary Hay added to circulation list for weekly 

updates from COO  
Current 
action 
complete 

021/19 FTSU Guardian’s 
report 

FTSU self assessment to be reviewed 
at Board workshop DGR Mar ‘19 Item is on the Board workshop work programme 

for March Ongoing 

024/19 
Financial 
performance 
report analysis  

Board to be kept apprised of Trust’s 
cash position in the event that the 
forecast is revised.   

CFO Mar ‘19 

Routinely reported in detail to Finance and 
Infrastructure Committee and will be reported to 
the Board through the Finance and 
Infrastructure Committee feedback report, with a 
specific report if required. 

Current 
action 
complete 

February 2019 

037.19 
Quarterly 
Corporate 
Strategy Update 
 

Regarding risk reporting, the Director 
of Governance and Risk responded 
that each risk had a target date in its 
own section in the detailed breakdown. 
However, the issues raised by Non-
Executive Directors would be reviewed 
as part of the Trust’s drive to improve 
its reporting. 

DGR April 
2019 

To be addressed in the next quarterly BAF 
report to the Board   Ongoing 

042.19 Quality Recovery 
Plan 

Non-Executive Directors asked if the 
initial headline section of the report 
could be attached as an appendix to 
the Quality and Performance 
Committee report. This was agreed. 
 

DGR March 
2019 

To be included in future reports to the Board 
from the Q&P Committee. 

Current 
action 
complete 

046.19 
Trust Guardian of 
Working Hours 
Report 

The Chief Executive Officer asked if it 
was possible to include the number of 
shifts filled in reporting, as well as the 
number not filled. The Director of 
Workforce and Organisational 
Development agreed to investigate 
how this could be calculated. 

DWOD May 
2019 

To be included in future Trust Guardian of 
Working Hours reports Ongoing 
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050.19 
Reservation of 
Powers and 
Scheme of 
Delegation Policy 

The Board noted sections 4c, 4.9 and 
17 b) and c). These sections would be 
reviewed again, and the outcome of 
further consideration would be 
included in the Chief Executive 
Officer’s report for the next meeting as 
an appendix. 
 

CEO / 
DGR 

March 
2019 Addressed in CEO’s report to the Board Complete 
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Report to Trust Board Public – 7th March 2019 

 
Agenda Item Number: 062.19 

Enclosure Number: 3 
 

Paper Title: Chief Executive’s Report 
 

Sponsoring Director: Chief Executive Officer 
 

Authors: Chief Executive Officer 
 

Purpose: To inform Trust Board on current Trust issues 
 

Action required by the Board/Committee: Noting 
 

Document previously considered by which 
meeting(s) (please insert all meetings): 

n/a 

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.  

Recommendations:  
 

• The Board is asked to note the contents of the report. 
 
Key Risks Identified: As indicated in the report. 

 
Links to BAF/Risk Register: BAF 1, 3, 7, 16, 24  

CRR  1401, 1402, 1404, 1405, 1413 
 

Quality Impact Assessment Form Completed – no concern identified 
 

Equality Impact Assessment Form Completed – no concern identified 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Chief Executive’s Board Report 

7 March 2019 
 
 

 

1. 
 
 
 
 
 
 
 
2. 
 
 
 
 
 
 
 
 
 
3. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Safeguarding Improvement Board  
In 2017 a Safeguarding Improvement Board was set up in response to concerns raised by 
the Care Quality Commission about safeguarding practice in the Trust. I recently received 
feedback jointly from Portsmouth Safeguarding Adults and Safeguarding Children Board 
that this forum will now be stood down as both Safeguarding Boards believe significant 
improvements have been made. I would like to thank the teams involved for delivering the 
improvements and the Safeguarding Board for their support. 
 
Academy of Medical Sciences  
I am privileged to have been invited to join a steering group established by the Academy of 
Medical Sciences looking at how to improve the interface between the NHS and academia. 
The group brings together expertise from across academia, NHS and clinical research to 
inform the development of a draft vision and recommendations to maximise the 
opportunities for research in the NHS. A series of stakeholder meetings will take place 
throughout the year, culminating in the publication of a report and recommendations by 
November 2019. Given the Trust’s strategic objective to build on our research and 
innovation capability I am delighted to be involved in this important piece of work. 
 
Reservation of Powers and Scheme of Delegation Policy 
Board members will recall that at the last meeting of the Board in February a revised 
Reservation of Powers and Scheme of Delegation Policy was approved and adopted, apart 
from five key provisions, which were the subject of concerns about the potential for the 
delegations proposed to reduce control on spending. I agreed to provide a follow up and 
for ease I have included this within my Chief Executive’s report.  
 
Following discussion between the Executives, the proposed amendments / additions to the 
paper presented at the February Board meeting are highlighted in bold below: 
 
Scheme of delegation to committees 

 
Workforce & Organisational Development Committee 

 
4.8 Approve proposals presented by the Director of Workforce and Organisational 
Development for setting remuneration and terms and conditions of employment for those 
employees and officers not covered by Agenda for Change or the Appointments and 
Remuneration Committee, within agreed budgets and subject to relevant Workforce 
policies.  

 
Workforce & Organisational Development Committee, and further delegated to Temporary 
and Workforce Control Panel 

 
4.9 Approve variation to funded establishment of any department including temporary 
staffing, appointments and re-grading, in line with the Budget Setting Policy. 

 
Detailed scheme of delegation 

 
Personnel and pay – delegations to designated budget holders 

 
17 b) Additional increments 
The granting of additional increments to staff within budgets, and in line with relevant 
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Workforce Policies. 
 

17 c) Upgrading and re-grading 
All requests for upgrading/re-grading shall be dealt with in accordance with Trust 
procedures and in line with agreed budgets. 

 
The Board is asked to note that the Trust procedures referred to in paragraph 17 c) above 
include sign off by the relevant Finance officer and approval by the Temporary and 
Workforce Control Panel, the membership of which includes the Head of Financial 
Accounting. 

 
The Board also questioned whether delegation of authority to open tenders should be 
delegated to one individual only (the Director of Procurement).  All delegations are subject 
to the control of all relevant Trust policies, including the Standing Orders.  The Standing 
Orders contain detailed instructions for the use either of an electronic tendering system, 
which includes an auditable trail to prevent tampering, or a witnessed opening, similarly to 
prevent tampering with tenders. It is therefore not proposed to revise paragraph 4c of the 
detailed scheme of delegation. 
  
The Board is asked formally to approve the amendments set out above. 
 
Avoidable Harm  
The table below provides an overview of the harm incidents which have taken place in 
January. Further detail is provided in the Integrated Performance Report and will be 
presented later in today’s agenda by the Chief Nurse and Medical Director.  
 
The reporting period for data presented in relation to falls and pressure ulcers has been 
changed to ensure complete alignment with the validated data provided in the Trust 
Integrated Performance report.  
 
 Monthly 

figure (Jan) 
Monthly 
trajectory 

Year to date 
figure  

2018/19 
ceiling  

C Difficile  2 3 19 25 
MRSA 0 0 2 0 
Ecoli  5 n/a 58 n/a 
Community and hospital 
acquired category 3 and 4 
pressure ulcers  

0 0 
15 

n/a 

Falls which cause 
moderate, severe or 
catastrophic harm  

8 n/a 
39 

n/a 

Never Events  0 0 5* 0 
*As reported last month we are still awaiting one of the Never Events to be formally 
downgraded 
 
Activity  
As part of the planning process for 2018/19, we agreed with commissioners that the total 
waiting list size at the end of 2018/19 should not exceed the size at the end of March 2018. 
This equates to 32,808 and further detail is provided in the Integrated Performance Report. 
 
The number of patients waiting for treatment has reduced month on month since August, 
with significant reductions delivered in both December (-754) and January (-979), with the 
end of January position at 32,694 and below March plan. This has been achieved through 
additional activity and targeted validation which has also delivered a small improvement in 
performance to 80.7% (80.2% last month) There has been a small improvement in the 
number of patients waiting more than 40 weeks for treatment, but unfortunately there has 
been 1 breach of the 52 maximum waiting time standard. Additional measures have been 
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put in place to ensure patients have treatment plans in place at 40 weeks to minimise 
further risks. Further detail will be provided as part of the Chief Operating Officer’s report 
during the meeting.  
 
Both the additional activity and targeted validation are planned to continue until the end of 
the financial year to ensure this improvement is sustained. 
 
Chief Nurse recruitment  
Following the departure of Theresa Murphy, plans are well advanced to fill the Chief 
Nurse role on a permanent basis. Interviews will take place on 8 March and I am 
pleased to report that there is a strong field of candidates. In the interim, cover will be 
provided from within the Executive team. External support may be required depending on 
the start date of the successful appointee but it is our intention to have someone in the 
substantive role as soon as possible.  
 
Staff survey results  
On Tuesday 26 February the national staff survey results were published. Historically 
our response rate to the survey has always been comparatively high and although this 
year’s response (57%) was 2% lower than 2017, it was 23% higher than the average for 
acute Trusts.  
 
I am encouraged by the positive feedback we have received in a number of metrics.  In 
particular staff rated their managers favourably in a number of areas including feeling 
supported, feeling valued and that managers are taking a positive interest in their team’s 
health and wellbeing. However there are also some areas for improvement, where our 
staff told us we need to do better including effective communication between senior 
management and staff and involving staff in important decisions. A paper outlining the full 
detail of the findings as well as triangulation with other forms of feedback will come to the 
Board meeting on 4 April.  
 
Public meetings  
This month the latest in our series of public meetings is taking place with a series of 
meetings being held across Portsmouth and South East Hampshire. The first took place on 
Tuesday 5 March in Portchester. The meetings provide an opportunity for members of our 
local community to hear updates from around the Trust as well as ask questions on any 
aspect of our services. Three further public meetings are taking place on 7 March in 
Gosport, 20 March in Southsea and 27 March in Fareham.  
 
Solent Acute Alliance  
The Solent Acute Alliance is currently working on the group’s agreed priorities for 2019/20 
and is considering what programme management support will be required to help deliver 
them. Once agreed, Director of Strategy and Performance Penny Emerit will advise the 
Board of the detail in the next quarterly corporate strategy update.  
 
Patient safety conference 
The second Trust-wide Patient Safety Conference will take place on Friday 17 May. The 
patient safety agenda is an area of significant focus for the Trust and the conference is an 
ideal opportunity to raise awareness and promote learning on a range of related topics, 
demonstrating a wide range of important activity underway across the Trust. We will also 
use the opportunity to launch our Trust-wide Quality Improvement Strategy. The day will 
feature external guest speakers, workshops and poster presentations.  
 
Consultant appointments 
I previously agreed to share with the Board the number of consultants we have recruited 
to the Trust and to which specialty. During January we recruited one new consultant in 
the Networked Services Division within the specialty of clinical oncology.  
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Pride of Portsmouth Awards 2019 
Each year the Trust hosts an annual celebration of our staff achievements and this year 
the Pride of Portsmouth Awards will take place on Monday 18 November in the Portsmouth 
Guildhall. The awards will soon be open for nominations and I look forward to participating 
in what is always an inspirational afternoon celebrating the very best of PHT.  
 
Bereavement Suite   
In recent months our Emergency Department has been fundraising to create the Butterfly 
Suite; a dedicated area within the department for those families who suffer loss, often 
suddenly and under traumatic circumstances. Although not formally opened yet, the work 
in the Suite has been completed thanks to the efforts of Lee Campbell one of our ED 
Sisters who has been co-ordinating the appeal. Lee and her team had a vision to create a 
space which would allow those who need it, the time, space and dignity to say goodbye to 
a loved one. This has been successfully achieved through a huge amount of hard work 
from the team and a lot of support from our local community in donating the necessary 
funds to bring the project to life and on behalf of the Board I would like to extend my thanks 
to Sister Campbell and her team.  
 
Top three concerns 
 
The top three concerns facing the Trust are: 
 

1. There has been a six week period of sustained pressure on the urgent care 
pathway across the Trust. The number of patients attending our emergency 
department and requiring admission is higher than we had planned for, despite 
applying growth assumptions as part of our winter plan. We also have 130 more 
patients awaiting ongoing care in the community, than we had planned to 
accommodate.  All partners are engaged to respond to the pressures. 
 

2. The additional capacity we have opened has extended our reliance on temporary 
staff, in order to open the capacity at short notice. This is essential to ensure wards 
and departments are staffed correctly, but the cost of this puts increased pressure 
on the financial position of the Trust. 
 

3. The additional pressures and the rise in temporary staffing have been affecting the 
pace of a number of quality improvement plans and pose risk to our progress if they 
continue. 
 

Top three clinical risks 
 
There are three clinical risks I would like to bring to the Board’s attention: 
 

1. Pressures of winter emergency work volume on the Emergency Department in 
particular, leading to risks of congestion, the potential for delays in treatment and  
ambulance handover delays which may increase the risk of adverse events and 
poor patient experience. 
 

2. Risks to patient care and experience related to workforce pressures in areas with 
the greatest vacancy pressures.  Additional supervision applied to mitigate these 
risks where possible. 

 
3. Sustained winter pressures across the Trust increasing the risk of morale and staff 

experience. 
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Paper Title: Pathology Strategic Outline Case 
 

Sponsoring Director: Penny Emerit, Director of Strategy & Performance 
 

Authors: Julie Conway, Interim Care Group Manager, Clinical Support Services 
 

Purpose: This is the Strategic Outline Case for the future shape and direction of pathology 
services recommended by the Pathology Network Board of ‘South 6’, a board 
covering;  Hampshire, Portsmouth, Southampton, Isle of Wight, Salisbury and Dorset 
consisting of eight NHS organisations, which was established in December 2017.  
 
This Strategic Outline Case sets out the South 6 vision, strategic options, financial, 
workforce and IT plans and has been produced in partnership with all organisations 
within the Network.   
 
The network is intended to create financial savings for the NHS, new career paths for 
clinical teams, system resilience and speed up test results as set out in the NHS Long 
Term Plan.  
 
All Trust Boards in the network are asked to agree: 
 
• The submission of the South 6 Strategic Outline Case (SOC) to NHS Improvement 
• That the outcome of the scoring of the SOC is binding on each organisation  
• Investment in a project management team to take this case to OBC by summer 

2019. The overall cost is £125k. The costs for this Trust will be £30,707 for two 
years, reviewable after year 1. 

 
Action required by the 
Board/Committee: 

Decision 
 

Document previously 
considered by which meeting(s) 
(please insert all meetings and 
dates): 

TLT 12 February 
Clinical Delivery Divisional Board  
 

 

 

Executive Summary 
 
Background 
 
In September 2017, Dr Jeremy Marlow, Executive Director of Operational Productivity, NHSI and Professor Tim Evans, 
National Director of Clinical Productivity, NHSI, wrote to all Trusts confirming the establishment of 29 pathology 
networks across England.  The letter stated that networks were “to be run as a Hub and Spoke model – preserving 
essential services relevant to each hospital on site, whilst centralising within each the performance of both high volume 
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and more complex tests.” These proposals followed two reviews by Lord Patrick Carter, which highlighted that up to 
£200m could be saved nationally across England if pathology networks were established, services were consolidated, 
and unwarranted variation removed. 
 
Pathology, “the science behind the cure” (Royal College of Pathology) is a core service within the NHS. In England, the 
NHS spends approximately £2.5-3 billion per annum on pathology. It is a core component of circa 70% of clinical 
interventions or pathways, equating to about 200 million requests and more than 1 billion tests per year. Pathology 
services are therefore of critical importance in managing a large proportion of patient pathways across the NHS.  
 
Pathology staff will require multi and interdisciplinary skills in order to deliver the required services, with specialist and 
research skills centrally enabled. Technological improvements will be implemented, alongside the development of 
artificial intelligence and digitisation to allow services to be offered and delivered closer to home or closer to a patient 
pathway, whilst supporting staff and encouraging a better work life balance. 
 
The future shape and direction of pathology services across Hampshire, Isle of Wight, Salisbury and Dorset will be led 
by the South 6 Network Board, consisting of eight NHS organisations, which was established in December 2017.  
 
This Strategic Outline Case sets out the South 6 vision, strategic options, financial, workforce and IT plans and has been 
produced in partnership with all organisations within the Network.   
 
The network is intended to create financial savings for the NHS, new career paths for clinical teams, system resilience 
and speed up test results as set out in the NHS long term plan.  
 
Summary 
 
• This case sets out the options for reconfiguration in the South 6 Pathology network 
• At this stage we need to set out the possible options and the methodology for selecting a preferred option 
• The methodology has been considered in some depth by the operational group and approved by the South 6 Board.  

Each Trust will get an equal vote. A set of weighted questions will be used across clinical, operational and financial 
considerations. The methodology will include answers from Laboratory leads, Exec leads and an external view from 
NHSE. 

• At OBC stage we will move to a preferred option, this will include a full financial assessment setting out the cost of 
change, investment required and potential annual savings 

• Please note the costs and savings will fall differentially but these will be shared across the network so that all 
members benefit. 

• The case also sets out the network approach to equipment and consumables and the move to a managed 
equipment service 

• The case is also contingent on interoperable IT services making these changes invisible to the service user. There 
has been national investment in a new LIMS system in Dorset. Hampshire and Salisbury have been asked to reapply 
in the next round of funding. 

• The development of an OBC will require a full time team seconded from the constituent organisations. The cost of 
this will be £125k 

 
Recommendations:  
The Board is asked to agree: 
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• The submission of the South 6 Strategic Outline Case (SOC) to NHS Improvement 
• That the outcome of the scoring of the SOC is binding on each organisation  
• Investment in a project management team to take this case to OBC by Summer 2019. The overall cost is £125k,  the 

costs for this Trust will be £30,707 for two years, reviewable after year 1 
 
Key Risks Identified: The Board is being asked to agree that the outcome of the scoring is binding prior to 

understanding individual organisational impact. There is obviously a differential impact on PHT 
dependent on which of the options in the SOC is preferred - consolidation with one or more 
existing laboratories may take several forms; PHT may remain a sizable laboratory and relocate 
some specialist testing or, may relocate all of our work except for on-site essential services and 
become and “essential services” laboratory.   
 
Relocation of specialist services will reduce the variation in the work for staff and may result in 
the reallocation or loss of staff with specialist skills. This could result in a differential impact on 
some of our key services. A risk assessment with key services is underway as a number of 
services have raised questions about the impact of any changes. This will include an assessment 
of income risk and the ability of PHT to continue to run National Screening programmes under 
each scenario. 
 
Any reconfiguration of services would require close management of the accreditation process 
as loss of accreditation could risk contracts and associated income, including for the National 
Screening programmes.   
 
Any formal arrangements with other laboratories (rather than through direct provision) could 
bring greater complexity to the delivery of services and require greater management of 
relationships and contracts to ensure that the services provided meet the standards required.  
 
The replacement of laboratory equipment is being run through the South 6 network with the 
ITT closing on 11th March 2019 (PHT Pathology started a process in 2016 which was halted with 
the development of networks). Delays in the process have impacted on pathology and 
histology, it is important that we continue to work closely with our partners to ensure the 
process does not incur further delays. 
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Links to BAF/Risk 
Register: 

None relevant 
 

Quality Impact 
Assessment Form 

See attached at Appendix A 
 

Equality Impact 
Assessment Form 

See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  Completed – available upon request 

Equality Impact Assessment  Completed – available upon request 
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Report to Trust Board Public – 7th March 2019 
Agenda Item Number: 064.19 

Enclosure Number: 5 
 

Committee: Quality & Performance Committee  

 
Date of Meeting: 21st February 2019 

 
Chair: Inga Kennedy 

 
Executive Lead: Lois Howell, Director of Governance & Risk 

  
Appendix 1: Agenda 
 
Please see attached agenda (Appendix A) for details of the matters considered at the meeting. 
 

 
Agenda 
item Items of particular note: 

021.19 Integrated Performance Report (IPR) 

• The January data was tabled, in the revised IPR format.  Continued difficulties with aligning 
the deadline for the paper with the Committee’s deadline were acknowledged and the 
associated need for urgent review of report and meeting dates was agreed.   

• The inclusion of run charts was welcomed, as was the improving analysis, although the 
need for further improvements was noted. 

Quality section 

• The detrimental impact of the increased demand on ED services and reduced flow on 
patient experience and management was highlighted, along with information about how 
patient impacts are minimised as far as possible.  The results of increased demand include 
considerable delays for patients arriving at ED, both in the department and in ambulances.  
There has been an associated increase in moderate safety learning events. 

• Falls – the number of falls has not reduced significantly over the last two years, although the 
incidence of moderate or severe harm has gone down.  

• Sepsis screening has improved, but rates of treatment within the required timeframe have 
not yet met the target. 

• SHMI has now dropped to within the expected range, having continued the downward trend 
over the last three years.  SHMI is still slightly above the national average but further 
improvement is expected. 

• A spike in the number of reported incidents was associated with changes to the reporting of 
pressure damage to include community acquired damage.  The numbers have 
subsequently reduced and the report will show this next month.  

• There have been no Regulation 28 letters issued by the Coroner, despite a number of 
complex inquests in the month. 

• The need for improvement in the rate of completion of SIRI investigations was agreed.  The 
Committee heard of work in hand by the Safety Team to support clinical teams to address 
this.  The need to increase capacity amongst trained investigators, particularly doctors, was 
acknowledged, and a description of plans to address this problem has been required for the 
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next meeting.   
• The increasing trend in unfilled nursing shifts was discussed.  A report to the Committee 

and Board on the impact of those staff shortages at the March meeting was requested. 
• Medication Safety Management issues:  medicines reconciliation rates are improving but 

not yet at the required level.  An increase in incidents associated with insulin prescription 
and administration (in line with national performance) was discussed – there will be a 
focussed campaign on improving insulin prescribing and administration during April.  The 
other area of concern relates to oxygen therapy prescription and administration. 

• Infection prevention and control performance was noted as strong, particularly in 
Orthopaedics, and despite the difficulties associated with the current additional activity in 
the hospital. 

• Deteriorating patient management is continuing to be the focus of improvement work, and 
improved performance is expected to be reported in the coming months.   

• Mortality – improved information about differing performance and experience between end 
of life and non-end of life care patients will inform future discussions. 

• Mental Health services – A new internal operational lead on mental health has been 
appointed, which, along with revised data collection practice will help to drive improvement  
The Committee also heard that a mental health liaison team is now in post overnight, 
improving the speed with which mental health patients are assessed.   

• Safeguarding – the rate of adult level three training has increased.  MCA and DoLS level 2 
training has increased in range and channels, but take up continues to be below the 
required level.   Non-compliant individuals have been identified and required to complete 
their training by the end of February.   The appointment of a permanent replacement for the 
named nurse for safeguarding is in train.  External commendation of both child and adult 
safeguarding practice has been received. 

• Patient Experience – a Trust plan for improving patient experience has been developed in 
conjunction with patients and the wider community, and will be monitored through the 
Patient Experience Committee.  There will be an increased focus on addressing the reasons 
for patient and/or staff indications that they would not recommend the Trust as a place to 
receive care, utilising improved software. 

022.19 Quality Recovery Plan  

• The latest update to the plan was received, and progress in some areas commended.  The 
need for consistent focus on the improvement actions was emphasised by the committee 

023.19 
z 

CIP Quality Impact Assessment 
 
• Overview of quality impact assessments of Cost Improvement Plans provided, revealing 

that all plans and schemes have been delivered without negative impact on delivery of 
services, apart from the scheme to reduce the cost of waiting list initiatives, which has seen 
a slight reduction in the rate of clearance of the backlog.  The matters are being addressed 
by the Divisional and Medical Directors 

• Two assessments are outstanding as a result of disputes about allocation of responsibility 
for their conduct. 

024.19 
a 

Ongoing Potential Harm Reviews 
 
• A new harm review will begin in oncology to review all patients seen by a specific clinician 

over the last two years following concerns about practice. 
• The ENT harm review external reviewer’s report has been received, and will be produced 

for the next Committee. 
• The Opthalmology harm review has progressed – all outstanding follow-up patients have 

been seen or have an appointment.  The Clinical Director will submit her report to the 
associated Advisory Group in early April, and subsequently to the Committee.  No clinical 
harm has been identified, although the potential for psychological harm was noted. 

• The proactive approach to the conduct of harm reviews was commended. 
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025.19 National Adult In-patient Survey 2018  

• The Committee heard that the survey had been conducted among a substantial sample of 
patient from July 2018.  

• The report is interim so far and embargoed; the final report is expected to be published in 
June 2019. 

026.19 Inpatient falls with harm  

• The report provided analysis of falls in the Trust, and identified action in hand to reduce the 
number of preventable falls. 

• It was noted that some falls with significant harm occurred in cases where all possible falls-
avoidance measures had been implemented. 

• The most significant contributory factor in many avoidable falls was lack of timely review 
when a patient’s condition changes, and this is now the subject of an improvement project.    

• The NHSI falls project has led to a considerable reduction in the number of falls resulting in 
harm in AMU. 

• The Swarm approach to responding to falls has also had a very beneficial impact and will be 
spread across the Trust over the coming year. 

• The importance of identifying and implementing some additional “quick-fix” measures was 
noted and will be addressed. 

027.19 Integrated Performance Report 

The Performance section was tabled.  

The COO highlighted the following elements 

• Four hour access standard: 15% increase in ED attendance (1600), 9% above planned 
increase, and 18% increase in ambulance conveyances during January.  An increase in 
simple and complex discharges has helped to manage the impact of those increases, 
although performance is, at 79%, well below the required standard of 95%. 

• The Committee sought assurance that there is appropriate and adequate analysis of these 
issues to help address them for the future – the COO advised that planning with the CCG is 
already in hand.  

• Cancer standards were all met in December, although the January position is more 
challenged.  18 week referral to treatment standards have improved in December and the 
waiting list target for end of March is expected to be met, despite increases in referrals.  
Performance expected to be around 80% by the end of the year.  

• Diagnostic standard has not been met 96%in December versus standard of 99% - reduced 
performance is associated with access to imaging, and planning for improvements is in 
hand. 

• Stroke performance has improved, particularly in scanning, but access to speech and 
language therapy continues to fall below the desired rates.  

028.19 Gastroenterology report 

• The Divisional team provided an update on progress made to implement recommendations 
following the harm review completed in July 2018. 

• RTT standard has not been met since 2015.  Additional capacity has helped to reduce the 
longest waits but not to the desired level, which is expected now to be met in six months. 

• Two week waits for cancer patients in gastroenterology have been prioritised, and that 
standard has been met.   

• Improvements in fail-safe and urgent case systems have been implemented consistently. 
• Further work to address routine waits for gastroenterology patients continues. 
• The need for innovative approaches to be taken to addressing the backlog was 

acknowledged. 
• A further update will be provided in three months.  

029.19 Quality Accounts Objectives  
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•  The Committee had covered the matters addressed in the report elsewhere in the agenda. 

030.19 Surgical & Outpatient Division Risk Register and Quality Improvement Plan 

• The risk registers and QIP were discussed, with particular reference to  
o two wards will face particular staffing challenges in the coming months, but that 

mitigation plans are in hand 
o MCA and DoLS training will receive particular focus, as will complaints resolution. 
o Key parts of the Quality Recovery Plan are also the subject of additional emphasis 

• The division has joined the new SI process and is experiencing an appreciable benefit 
• It was noted that ward D1 is currently being challenged by significant patient acuity – urgent 

reviews of staffing and equipment are underway. 

Clinical Delivery Division Risk Register and Quality Improvement Plan 

• The risk registers and QIP were discussed, with particular reference to  
o Significant work has been undertaken on the divisional risk register – 120 risks 

removed as a result and all others improved in accuracy and description 
o Clinical Delivery has very recently joined the revised SI process and embarking on 

associated training 
o The need for additional suitably skilled investigators has contributed to delays in 

completing SI investigations  
o Appraisal rates have improved in the division 
o Staffing challenges also affect the Clinical Delivery Division in a number of staff groups 

– work is underway to look at alternative approaches to meeting patients’ needs 
o The Committee noted that demand for beds in the Trust has led to use of the Recovery 

Unit for in-patients – a report on the implications for patients and service delivery was 
requested for the next meeting.  

Networked Services Risk Register and Quality Improvement Plan  

• The risk registers and QIP were discussed, with particular reference to 
o The Governance structures in the division are now in place and becoming effective 
o Clearing the backlog of complaints is proceeding 
o Work on the risk register continues 
o Some significant Sis in maternity/gynaecology noted, which will merit a deeper dive. 
o A summary of most urgent concerns and how they will be addressed will be produced 

to the committee at its next meeting.  

031.19 The Claims Management Policy was approved by the Committee. 

032.18 The Committee reviewed feedback from the Cancer Operational Board, but agreed that the 
document produced required further time for discussion and agreed to bring the report back to 
the Committee on a date when there is time for a detailed discussion.  

033.19 No additional items were referred to the Risk Register, Board Assurance Framework or Audit 
Committee. 

 
Agenda 
item Items for escalation to the Trust Board: 

 The Committee wished to alert the Board to the impact on quality and performance across the 
Trust of staffing problems in a number of areas and staff groups. 

 
Agenda 
item Recommendations: 

 None on this occasion 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Thursday 21st February 2019 
09:30 – 12:00  

Trust Head Quarters Meeting Room, F Level, QAH 
 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 
 

 
018.19 09.30 

 
Welcome, apologies and declaration of interests  
 

 
N 

 
Chair 

019.19 09.32 Minutes of the last meeting  
25th January 2019 1 Chair 

020.19 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

QUALITY   

021.19 09.35 Quality and performance integrated performance 
report - quality 

To follow 
 

COO/MD/ 
CN 

022.19 09.50 Quality Recovery Plan – update 3 DGR 

023.19 10.00 CIP Quality Impact Assessment 4 
CIP 
Programme 
Manager 

024.19 10.10 Ongoing Potential Harm Reviews 5 MD 

025.19 10.20 National Adult Inpatient Survey 2018 6 CN 

026.19 10.30 Inpatient Falls with Harm 7 CN 

PERFORMANCE 

027.19 10.40 Quality and performance integrated performance 
report - performance 

To follow 
 

COO/MD/ 
CN 

028.19 10.55 Gastroenterology update 8 COO 

029.19 11.05 Quality Accounts Objectives 9 ACNPS 

DIVISIONAL RISK REGISTERS AND QUALITY IMPROVEMENT PLANS 

030.19 11.15 
Divisional Risk Registers and Quality 
Improvement Plans 

1. Surgical and Outpatients 
2. Clinical 

 
 
 

10 

 
Divisional 
Reps 
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3. Networked Services  

POLICIES 

031.19 11.25 

Policies for ratification 
 
• Claims Management Policy 

 

11 DGR 

COMMITTEE FEEDBACK 

032.19 11.35 Cancer Sustainability Plan 12 COO 

 
033.19 

 
11.45 

 
Additions to Board Assurance Framework and/or 
Corporate 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 

 
034.19 11.50 

 
Any other business 
 

 
N 

 
Chair 

 
035.19 11.55 

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Thursday 21st March 2019, 09:30, Trust Headquarters Meeting 
Room  

 

 
Chair 
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Quality Recovery Group 

Section 29a Position Status Overview (February 2019) 
 Inadequate Requires 

improvement Good Outstanding No rating Data not due 

Service is performing badly Service is not performing as 
well as it should 

Service is performing well 
and meeting expectations 

Service is performing 
exceptionally well   

September overview 9 34 16 0 4 - 

October overview 8 24 26 0 2 3 

November Overview 7 18 36 0 0 2 

December Overview 6 21 34 0 0 2 
 

Requirement September October November December 

1a- The Trust must ensure that systems to ensure the ongoing monitoring of patients and 
to identify patients at risk of harm, or deteriorating patients (including the patient safety 
checklist), are consistently complied with, in a timely and accurate manner 

Requires 
Improvement Good Good Good 

1b- The Trust must ensure staffs in all areas always complete all patient risk assessments. 
Where risks are identified, staff must develop and follow care plans to lessen risks to 
patients.. 

Requires 
Improvement Good Good Good 

1c- The Trust must ensure all staff follow the national Early Warning Signs (EWS) process 
correctly and repeat patient observations in a timely manner as indicated in the EWS 
guidance 

Inadequate Requires 
Improvement Inadequate Inadequate 

1d- Ensure comprehensive risk assessments are undertaken for each patient and that 
these assessments include risk management plans developed in line with national 
guidance 

Requires 
Improvement Inadequate Good Good 

2- Ensure transfer checklist forms are completed before all patients move between areas Inadequate Requires 
Improvement Good Good 

3a- The Trust must ensure the safe storage of medicines through the completion of regular 
fridge temperatures checks. 

Requires 
Improvement Inadequate Good Good 

3b- The Trust must ensure all medicines are stored at recommended temperatures Inadequate Inadequate Good 
 Good 

3c- The Trust must ensure all medicines are stored securely Requires 
Improvement Good Requires 

Improvement 
Requires 

Improvement 

3d-  Ensure medicines are stored, checked and disposed of correctly. Requires 
Improvement Good Good Good 
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Requirement September October November December 

3e- Improve compliance with requirement to complete medicines reconciliation within 24 
hours of a patient’s admission 

Requires 
Improvement 

Requires 
Improvement Inadequate Inadequate 

4- The Trust must ensure that all toilet facilities used by patients are equipped with an 
alarm so that patients can summon assistance. Good Good Good Good 

5- The Trust must ensure that there is prompt remedial action taken in response to serious 
incidents. This includes action in response to two serious incidents where patients 
sustained serious injuries following falls in the emergency department 

Requires 
Improvement Inadequate Good Good 

6- The Trust must ensure staff check and record the checks of resuscitation equipment 
daily, as per the trust policy. Inadequate Good Requires 

Improvement 
Requires 

Improvement 

7- The Trust must ensure all substances hazardous to health are stored in a secure area Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

8a- The Trust must ensure staff in the emergency department consistently comply with 
processes for preventing the spread of infection, including the isolation of infectious 
patients 

Requires 
Improvement 

Requires 
Improvement Good Requires 

Improvement 

8b- Ensure staff follows correct handwashing procedures and that wards and equipment 
are kept clean to prevent the spread of infection. 

Requires 
Improvement Good Good Good 

8c- Ensure the risk of the spread of infection is minimised in the surgical high dependency 
unit by ensuring accommodation is available for patients requiring isolation.  Requires 

Improvement Good Good 

8d- The Trust must ensure that infection control processes and systems are followed, in 
particular equipment hygiene and sharps disposal 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

8e- Ensure there is access to sufficient toilet and handwashing facilities in the surgical high 
dependency unit  Requires 

Improvement 
Requires 

Improvement Good 

9a- The Trust must continue to take steps to recruit further registered nurses and reduce 
the use of temporary staff in the emergency department Good Good Good Good 

9b- The Trust must ensure there are sufficient senior medical staff employed in the 
emergency department at night. 

Requires 
Improvement Good Good Good 

9c- The Trust must act to reduce the risk to patients relating to the lack of permanent 
nursing, allied health care professional and medical staff. 

Requires 
Improvement Good Good Good 

9d- There must be sufficient numbers of suitably qualified, competent skilled and 
experienced staff to meet the needs of the service.   Good Good Requires 

Improvement 
Requires 

Improvement 
10a- The Trust must develop a comprehensive audit system to provide assurance that 
patients’ records are appropriately completed. 

Requires 
Improvement Inadequate Good Requires 

Improvement 
10b- The Trust must ensure staff fully complete patient’s records. This includes medical Requires Requires Requires Requires 
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Requirement September October November December 

records, nursing records, patients’ fluid balance records and patients’ food intake records 
 

Improvement improvement improvement Improvement 

10c- Staff must keep detailed records of patients’ care and treatment. Requires 
Improvement 

Requires 
Improvement 

Requires 
improvement 

Requires 
Improvement 

10d- Doctors must ensure they keep accurate records including name, date, time and 
bleep number  Data not due Data not due Data not due 

10e- Staff must complete person-centred and comprehensive records Inadequate Data not due Good Good 
11a- The Trust must ensure all staff report all incidents, including staff shortages. Good Good Good Good 
11b- Staff must be encouraged to report and learn from incidents, and receive feedback 
consistently. Good Good Good Good 

12a- All staff must apply the Mental Capacity Act 2005 (MCA) and associated Deprivation 
of Liberty Safeguards (DoLS) in the provision of care and treatment to patients. This 
includes recording of assessments, delivery of care and assurance that DoLS authorisations 
have been granted and remain in place 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

12b- The Trust must ensure all Mental Capacity Act and Deprivation of Liberty Safeguards 
are completed in line with current legislation. 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

12c- The Trust must ensure that staff are competent and confident in the process of 
gaining consent and, where a person lacks mental capacity to make an informed decision, 
or give consent, that staff act in accordance with the requirements of the Mental Capacity 
Act, 2005. This includes ensuring that patients who do not speak English are offered access 
to translation/interpreter services so that relatives are not relied on to translate. 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

12d- Ensure staff in high risk areas for encountering patients living with domestic violence 
have a named staff member with skills in this area Good Good Good Good 

13- The Trust must ensure staff check the position of patients’ naso gastric tubes daily as 
per trust policy and good practice guidance Inadequate Requires 

Improvement 
Requires 

Improvement 
Requires 

Improvement 
14a- The Trust must ensure that staff in the emergency department complete regular 
mandatory training to ensure they have up to date knowledge relating to safe systems and 
processes. 

Inadequate Good Good Good 

14b- The Trust must ensure completion rates for mandatory training across all staff groups 
meets the trust target 

Requires 
Improvement Good Good Requires 

Improvement 
15a- The Trust must ensure all staff receive an annual appraisal Inadequate Inadequate Inadequate Inadequate 
15b- The Trust must ensure that staff in the emergency department receive regular 
supervision and performance appraisal to provide assurance of their continuing 

Requires 
improvement 

Requires 
Improvement Inadequate Requires 

Improvement 
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Requirement September October November December 

competence in their role. 
 
16a- Adult trained nurses who provide care for children must successfully complete 
children’s competency training 
 

Good Data not 
available Inadequate Inadequate 

16b- All staff that treat children in outpatient areas must have specific competencies to 
treat children and be trained to safeguarding children level 3 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

17- The Trust must ensure that patients are not accommodated in non-clinical areas which 
are not appropriate to meet their needs and that their comfort, privacy and dignity are 
maintained. 

Good Requires 
Improvement Good Good 

18- Nursing staff must treat patients with dignity and respect. This includes treating 
patients in a caring and compassionate manner. Good Good Good Good 

19a- The Trust must ensure patients’ care plans provide information in sufficient detail to 
support individualised care and treatment, including, specifically, patients with dementia. Good Good Good Good 

19b- Nursing staff must write person centred, individualised patient care plans in the 
Achieving Priorities of Care document 

Requires 
Improvement Data not due Data not due Data not due 

19c- The Trust must ensure patients and their relatives or carers are involved and are kept 
informed about their care and treatment. 

Requires 
Improvement Inadequate Inadequate Inadequate 

20a- Improve assessment and recording of the need for bed rail use, including in respect of 
patients who lack capacity. 

Requires 
Improvement 

Requires 
Improvement Good Good 

20b- Improve assessment and recording of the need for restraint practices (including 
mittens and iv line protectors) in respect of patients who lack capacity 

Requires 
Improvement Good Good Good 

21a- The Trust must take steps to provide appropriate care and support to meet the needs 
of patients living with dementia. 

Requires 
Improvement Good Good Good 

21b- The Trust must plan and provide services to meet the collective and individual needs 
of patients living with dementia  Requires 

Improvement 
Requires 

Improvement 
Requires 

Improvement 
22- Do not attempt cardiopulmonary resuscitation’ decisions must be appropriately made 
(including relevant consultation), recorded, and accompanied by a record of a mental 
capacity assessment where appropriate   

Requires 
Improvement 

Data not 
available 

Requires 
Improvement 

Requires 
Improvement 

23- The Trust must take steps to ensure patients who attend the emergency department 
are able to access care and treatment in a timely way in the right setting. The trust must 
ensure patients are promptly handed over by ambulance staff and assessed by a clinician 
in the emergency department. The trust must reduce the time patients wait in the 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 
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Requirement September October November December 

emergency department for their treatment to begin and their transfer to an inpatient bed. 
(PITSTOP) 
24a- The Trust must ensure patient records are stored securely, including in the ED 
corridor and other escalation areas 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

24b- Introduce and embed enhanced systems of oversight and governance to ensure that 
the security of patient records improves 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

24c- Ensure patient consent is properly sought and recorded in respect of the display of 
patient identifiable information on boards in public parts of clinical areas   Inadequate Inadequate Inadequate Inadequate 

25a- The Trust must ensure that all patient safety risks are captured on an appropriate risk 
register, which must describe planned and completed mitigating actions. Good Good Good Good 

25b- The Trust must ensure effective management of risks. Risk registers must include all 
risks, the date the risk was identified and action taken to mitigate risks Good Good Good Good 

26- Governance and Quality oversight meetings, including Mortality Review Steering 
Group, should be regular and consistent   Good Good Good Good 

27a- Review leadership and governance systems in the ED Good Good Good Good 
27b- The Trust must develop governance systems to provide assurance of the efficiency 
and effectiveness of systems to ensure patient flow and patient safety 

Requires 
Improvement 

Requires 
Improvement Good Good 

28a- The Trust must ensure governance processes are established and embedded to 
provide an effective and systematic approach to improvement of the service 

Requires 
Improvement 

Requires 
Improvement Good Good 

28b- Ensure maternity services undertake audits and act on findings to improve practices Good Good Good Good 
29- The Trust must develop and embed a vision and strategy for the trust and services Good Good Good Good 
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Report to Trust Board – 7th March 2019  
 

Agenda Item Number: 066.19 
Enclosure Number: 6 

 

 

Paper Title: Research and Innovation – Quarter 3 2018 - 19 

Sponsoring Director: John Knighton, Medical Director 

Authors: Prof. Anoop Chauhan, Director of Research and Innovation 
Alice Mortlock, Research and Development Manager 
 

Purpose: To brief the Board on research and innovation performance at PHT 
against local and national bench marks.  

Action required by the 
Board/Committee: 

For information 

Document previously considered by 
which meeting(s) (please insert all 
meetings): 

Not applicable 

Executive Summary  

Of 42 Large Acute Trusts (that includes 14 University Hospitals with an allied Medical School): 

• Patient recruitment into clinical trials and research studies is above target and the Trust is currently ranked 
2nd (just). 

• PHT is ranked in the top 3 for recruitment in the following specialities: cancer, haematology, surgery, 
critical care (ranked first), dermatology (ranked first), diabetes, hepatology, respiratory disorders (ranked 
first) and ageing (ranked first).  

• PHT is ranked in the top 10 for recruitment in the following specialities: injuries and emergencies, 
ophthalmology, health services, primary care, cardiovascular disease, gastroenterology, genetics, 
neurological disorders, dementia, musculoskeletal disorders and children. 

• The respiratory specialty is a national exemplar: in the last 4 years across 742 Trusts in England, the 
majority of recruitment to respiratory trials nationally has come from PHT, and this group includes Oxford, 
Cambridge, Southampton and Imperial. This is mostly from the asthma team where we have an NHSE 
specialist commissioned centre.  

• In the last quarter, 86% of all commercial studies have recruited to time and target, exceeding national 
benchmarks.  

• PHT Researchers and the Patient Research Ambassadors Group have been shortlisted for seven awards by 
the Wessex Clinical Research Network; the winners will be announced at a ceremony in March. 

• The department has recently secured external funding from Innovate UK in collaboration with an SME 
partner, with other bids currently under review.  

• External grant funding has also been secured for a smoking cessation research project. This project was 
initiated following a request from the Trust in response to the smoke free initiative and will assess support 
strategies to help staff stop smoking. 

• The Research and Innovation Steering Group met for the first time in February 2019. The group will refresh 
and oversee the implementation of the research and innovation strategy for PHT and link this to a joint 
strategy with UoP.  

• The Portsmouth Technologies Trials Unit (PTTU) continues to develop and we await the outcome of a bid 
submitted to the European Structural and Investment Fund with a total value of £ 1.6 M. The bid is a 
collaboration between PHT, the University of Portsmouth and other external partners.  
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Agenda Item Number: 066.19 
Enclosure Number: 6 

 

 

PHT continues to deliver high impact research and offer more patients the opportunity to take part in studies. A 
patient case study is included together with selected PHT publications from the past two months. 

 Recommendations:  
No action by the Trust Board is required. 

Key Risks Identified: None identified 
Links to BAF/Risk Register: None identified 
Quality Impact Assessment Form Completed – available upon request 

 
Equality Impact Assessment Form Completed – available upon request 

 

Corporate Objectives (insert  )                                 

     
     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
     

Quality Impact Assessment  Completed – available upon request 
Equality Impact Assessment  Completed – available upon request 
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Research & Innovation Performance and 
Impact Board Report 

 
 
 
Quarter 3 
Financial Year 2018/2019 
 
Data obtained: 20th February 2019  
 
Report produced by:  
Research and Innovation Office 
research.office@porthosp.nhs.uk 
Tel: 023 9228 6236 
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SECTION 1: NATIONAL IMPACT 
 
CHART 1: PHT POSITION IN ENGLAND BY 2018/2019 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n= 42) 

 
Source: NIHR Open Data Platform 
Chart 1 shows the ranking of the first 20 large acute NHS organisations (total n=42).  
 
 
SECTION 2: LOCAL PERFORMANCE 
 
CHART 2: PHT PORTFOLIO MONTHLY AND CUMULATIVE RECRUITMENT SET AGAINST WESSEX CLINICAL RESEARCH 
NETWORK (CRN) GOAL 

 

Source: Edge data: December 2018 
  

Chart 2 shows PHT monthly and cumulative Porfolio recruitment for April 2018– Decemper 2018 against the 
recruitment goal set by the Clinical Research Network (CRN) Wessex and recruitment in 2017/18. Porfolio 
recruitment includes all patients and staff recruited into high quality research studies as defined by the National 
Institute of Health Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not include recruitment 
into other studies i.e student studies etc (non-portfolio). 
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SECTION 3: PATIENT EXPERIENCE   

YOU CAN TAKE PART IN MORE THAN ONE RESEARCH TRIAL AT THE SAME TIME TO HELP THE NHS 

 

Stephen’s Story 

Stephen Smith, 70, had a heart attack in 2006. Stephen works on the tugboats and started having tiny shooting pains 
in his chest. However, it was not until he was inflating his canoe at the beach with his wife and things started to feel 
really unpleasant that they began to get more concerned. His wife suggested he get an appointment with their GP 
who referred Stephen for an ECG and some blood tests. An electrocardiogram (ECG) is a simple test that can be used 
to check your heart's rhythm and electrical activity.  

Stephen said: “I had a call from my GP who said I should pack a toothbrush and come to the Emergency Department 
with my referral letter as the ECG results had said I’d had a heart attack. I ended up in hospital for three weeks 
waiting to have a stent fitted to my heart, so it was good they caught it when they did. It was during that time that I 
was asked if I would be willing to take part in a six-year research trial called REVEAL which was looking at a new 
treatment for high cholesterol. 

“I’ve never had problems with my cholesterol but I lost a mate of mine a few years ago when he was only 46 and it 
scared the life out of me as he was so fit and healthy. Also, after a big, life-changing event like a heart attack you 
don’t just want to be discharged from hospital and left to your own devices. I was impressed with the extra care and 
attention I would get from being on the trial and also the regular monitoring and blood tests. I found it all really 
reassuring, so I signed up. I still don’t know to this day if I was given the cholesterol drugs or the placebo ones!” 

Later, in 2017, Stephen saw an advert on the TV encouraging people to go and get checked out if they had been 
experiencing a cough for more than a few weeks. This was something Stephen had been suffering with for a while, 
so he decided to go back to his GP. A chest exam did not show signs of anything unusual but he was referred for a CT 
scan nonetheless. This showed a shadow on Stephen’s neck which turned out to be thyroid cancer so he was 
referred for a thyroid ultrasound and given the opportunity to take part in the Elation research study. 

The Research Trials 

The ElaTION trial aims to find out whether a new ultrasound method will improve detection of cancer in some 
thyroid nodules. Currently, the recommended way of examining thyroid nodules is by doing an ultrasound and using 
it to guide a needle into the thyroid lump to extract some cells. These cells are examined under a microscope to 
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determine whether the lump is benign (non-cancerous) or could be malignant (cancerous). However, it is sometimes 
difficult to definitively diagnose the nodule, and patients have to have the procedure again. In some cases, patients 
have surgery to remove nodules which could not be diagnosed with the needle test. 

The new technology being trialled on the ELaTION trial could be much better at detecting and diagnosing those 
thyroid nodules and so reduce the number of patients who have the diagnostic thyroid operations, which is why the 
trial is so important. 

Stephen’s ultrasound and needle test showed that he had low risk thyroid cancer. He had surgery to remove the 
thyroid gland, and was then offered a place in the IoN trial. The IoN trial aims to find out if giving a treatment called 
radio-iodine ablation (RIA) after thyroid removal is necessary. If low-risk patients such as Stephen responded well to 
the treatment without the RIA then this may not need to be given to patients in the future and would avoid the 
hospital stay and side effects of the treatment.  

Stephen said: “I’ve just had my injections and I am waiting to do my tests which are looking for spikes in a particular 
hormone called Thyroglobulin. Once the trials are over they can see if I have the all-clear or if I still need to have the 
radioactive treatment. The way I see it I have lost nothing and I may not even need to have the radioactive 
treatment at all as a result of this trial.”  

Stephen’s Feedback 

“I will always do a research trial if given the opportunity as it’s comforting to know I am not just being processed and 
then out the door. If someone offers you a research trial, just get on with it. It not only helps the research team in 
our fabulous NHS system, but is extremely comforting as a patient and will help other people going through the 
same as you in the future. The trials team are really flexible too. I work shifts, three weeks on and three weeks off, 
and they worked around me to fit in with my time off and made sure the trial had as minimal impact on my life as 
possible. I still have the odd follow up question for the REVEAL trial now, even though its long finished, but I am 
happy to help in any way I can.” 

If you are interested in taking part in a PHT clinical trial, you can get involved by asking your doctor about clinical 
research and whether it would be a good thing for you. You can find out more at 
http://portsmouthtechnologiestrialsunit.org.uk or you can contact research.office@porthosp.nhs.uk.  
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SECTION 4: SELECTED PUBLICATIONS 

Title 
 
Author 
Journal 
Link 

Early specialist palliative care on quality of life for malignant pleural 
mesothelioma: a randomised controlled trial. 
Gunatilake S, Marshall L, Fogg C, Chauhan AJ et al.  
Thorax.  
https://thorax.bmj.com/content/early/2019/01/18/thoraxjnl-2018-
212380.long 
 

Title 
 
Author 
Journal 
Link 

Are long nursing shifts on hospital wards associated with sickness 
absence? A longitudinal retrospective observational study. 
Chiara Dall’Ora, Paul Meredith et al.  
J Nurs Manag.  
https://onlinelibrary.wiley.com/doi/full/10.1111/jonm.12643 
 

Title 
 
 
Author 
 
Journal 
Link 

International development and validation of a classification system for 
the identification of Barrett's neoplasia using acetic acid 
chromoendoscopy: the Portsmouth acetic acid classification (PREDICT).  
Kandiah K, Chedgy FJQ, Subramaniam S, Longcroft-Wheaton G, Bhandari P 
et al. 
Gut. 
https://www.ncbi.nlm.nih.gov/pubmed/28970288 
 

Title 
 
Author 
Journal 
Link 

Randomised controlled trials in severe asthma: selection by phenotype or 
stereotype. 
Brown T, Jones T, Gove K, Barber C, Elliott S, Chauhan A et al. 
Eur Respir J 
https://www.ncbi.nlm.nih.gov/pubmed/30361247 
 

Title 
 
Author 
Journal 
Link 

Association between 12-hr shifts and nursing resource use in an acute 
hospital: Longitudinal study. 
Griffiths P, Dall'Ora C, Sinden N, Jones J 
J Nurs Manag. 
https://onlinelibrary.wiley.com/doi/full/10.1111/jonm.12704 
 

Title 
 
Author 
Journal 
Link 

Radiotherapy to the primary tumour for newly diagnosed, metastatic 
prostate cancer (STAMPEDE): a randomised controlled phase 3 trial. 
Gale J, Gannon MR, Jonnada S et al. 
Lancet 
https://www.ncbi.nlm.nih.gov/pubmed/30355464 
 
 

Title 
 
 
Author 
 
Journal 
Link 

Home hemodialysis treatment and outcomes: retrospective analysis of 
the Knowledge to Improve Home Dialysis Network in Europe (KIHDNEy) 
cohort. 
Cherukuri S, Bajo M, Colussi G, Corciulo R, Fessi H, Ficheux M, Slon M, 
Weinhandl E, Borman N 
BMC Nephrology 
https://www.ncbi.nlm.nih.gov/pubmed/?term=Home+hemodialysis+treat
ment+and+outcomes%3A+retrospective+analysis+of+the+Knowledge+to+I
mprove+Home+Dialysis+Network+in+Europe+(KIHDNEy)+cohort. 
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SECTION 5: RESEARCH RECRUITMENT 

 
   TABLE 1: SUMMARY OF RESEARCH RECRUITMENT BY SPECIALITY  SET AGAINST MONTHLY RECRUITMENT GOAL 
 

 

Source: NIHR Open Data Platform: December 2018 
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SECTION 6: STAFF – ABSENCE, APRAISALS & TRAINING 

TABLE 2: RESEAERCH & INNOVATION HR COMPLIANCE 

Source: Chimera - HR Dashboard. February 2018.  Please note: Data for December onwards is currently unavailable.  
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Report to Trust Board Public – 7th March 2019 
Agenda Item Number: 067.19 

Enclosure Number: 7 
 

Committee: Workforce and Organisational Development Committee 

 
Date of Meeting: 20 February 2019 

 
Chair: Mr Gary Hay, Non-Executive Director 

 
Executive Lead: Nicole Cornelius, Director of Workforce and Organisational Development 

  
Appendix 1: Agenda 
 
Please see attached agenda for details of the matters considered at the meeting. 

 
Agenda 
item Items of particular note: 

04/19 

 

 

 

 

 

 

 

 

 

 

05/19 

 

 

 

 

 

 

 

06/19 

 

 

 

 

 
Health and Wellbeing Update 
The Head of Health Safety and Wellbeing Service provided an update on the previous 12 
months’ activity. The committee discussion primarily focused on flu vaccinations and mental 
health.  Despite the activity to increase vaccination take-up it was unlikely that the 75% 
standard would be achieved by the end of February 2019. All staff who had not yet been 
vaccinated would now receive a personal appointment to attend for vaccination.   
 
Mental health support had seen increased demand recently. The number of people requiring 
further sessions beyond the initial allocation of 8 had also risen. Doctors requiring support were 
also accessing the service more frequently over the last 2 years. Work undertaken on cases 
identified the complexity of cases, changing lifestyles and increasing issues with young people. 
It was recognised that Cultural Change Programme had a role to play here in encouraging 
open discussions with managers which could help to resolve issues before they required 
escalation. 
 

CIP Update   
The Programme Manager outlined the achievements made to date through workforce. Whilst 
there had been some improvement in the nursing agency cascade, there was still a significant 
shortfall in 2018/19. This reinforced the importance of robust identification and achievement of 
CIP in 2019/20.   
 
It was confirmed that the baseline for the establishment had been agreed and locked down with 
finance for 2019/20. The increase in establishment was discussed and the committee received 
assurance regarding the change control process now in place to ensure control and visibility of 
the establishment. Any changes would be reported to the WOD committee on a monthly basis.   
. 

Safer Staffing  
The Lead Nurse for Workforce outlined the results of the Safer Nursing Care Tool review, 
conducted in November 2018. The main change was the introduction of Band 4 Associate 
Practitioners (Nursing) which had resulted in a review of the skills mix and nurse to bed ratios 
required. With 80 such staff now employed, the skills mix had shifted to 65% registered nurses 
/ 35% healthcare support workers. Key wards had been identified and would be monitored 
closely.  
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Agenda 
item Items of particular note: 

 

 

 

 

 

 

 

 

 

 

07/19 

 

 

 

 

 

 

 

 

 

08/19 

 

 

 

 

 

 

09/19 

 

 

 

 

 

 

 

10/19 

 

 

 

 

There are currently 257 registered nurse vacancies although future recruitment identified plans 
to minimise these throughout the year. There are 52 vacancies for non-registered staff which 
are being recruited. Events for newly qualified nurses at local universities were also being held. 
However, recruitment to general wards (as opposed to specialist ones) had become difficult. 

It was reported that concerns are regularly identified concerning the level of staffing and 
potential impact on quality. Any concerns were reported on a daily basis with mitigation put in 
place. Annual leave had also been managed during December 2018 and January 2019 to 
avoid peaks and troughs in staffing levels.  

The report will be presented to the Trust Board following further work to provide greater clarity 
on the data including required staffing levels and the safety of wards and departments   

 

Employee Relations 
The Corporate HR Manager updated the Committee regarding the last 9 months activity. At 
present, just over 200 cases were open (with the majority relating to attendance management). 
Absence was in excess of the 3% target but lower than the previous year. A pilot in Clinical 
Delivery centred on supportive empathetic management of attendance would be monitored. 

In addition, 225 staff had attended ‘Passport to Manage’ training. Levels of grievances were 
similar to last year, with formal resolution pursued where possible, whilst the number of 
contacts to the ‘Respect Me’ hotline had fallen. 7 staff members were currently suspended. 

It was confirmed that these statistics are in line with averages for NHS Trusts although the 
number of employment tribunals was low. The work of decision makers regarding disciplinary 
issues was cited as a cause for this, whilst Freedom To Speak Up had reduced instances of 
whistleblowing as concerns were managed more appropriately. 

 

Culture Change Programme 
The Head of Organisational Development outlined progress, with 16 change agents having 
been recruited. These were well spread across the Trust; the campaign was now moving from 
the discovery phase to the design phase (this phase would end in July 2019). The discovery 
phase had identified 9 areas, focused on valuing staff, improving as an organisation and 
delivering leadership. The second phase would now work on 9 recommendations selected from 
the 26 arising from this work. To support this, the Senior Leadership Programme which had 
been launched in February 2019 was centred on compassionate inclusive leadership. 

 

Workforce Integrated Performance Report 
The Director of Workforce and Organisational Development raised the Trust Board’s recent 
discussion regarding balancing measures and the amount of data presented. Having compared 
with other Trusts, an approach which focused on interdependencies could supplement the 
changes already made in reporting.  

It was agreed that the committee would receive a larger IPR next month based on the 
examples shared. Following discussion at committee, specific areas would be identified to be 
included in the final IPR presented to the Board. 

 

Fire Compliance  
The Director of Workforce and Organisational Development informed the Committee that the 
80% target for training had been achieved. Remaining areas were now being targeted. This 
item had arisen as a result of Grenfell; given the positive news conveyed, the matter was now 
considered closed. 
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Agenda 
item Items of particular note: 

 

 

11/19 

 

 

 

 

 

 

 

 

 

 

12/19 

 

 

13/19 

 

 

 

14/19 

 

 

Flexible Working Update 

The Deputy Director of Workforce outlined the progress made, with 40% of staff working part 
time. 51% of staff were satisfied with the flexible working offer made by the Trust, although 
research into staff turnover suggested that flexible working may have been a factor in some 
departures. Given this, the Trust commissioned work on the matter. 

There was recognition that the Trust could develop more sophisticated rostering solutions. This 
would ensure that staff offering specific hours could be fitted into the system, rather than their 
limited availability being an impediment. A recruitment campaign had been designed focusing 
on flexible working opportunities.  

There was a discussion regarding advance rostering which allocated work months in advance 
as standard practice. The Deputy Director of Workforce responded that such models were 
being investigated, but any changes would be operated through small pilots rather than trying 
to apply across the Trust immediately.  

 

Workforce Strategy 
This item was deferred to the meeting on 20th March 2019. 

 

Staff Survey 
The National Staff Survey would be available on 26th February 2019. As a result, a more 
detailed report would be brought back to the next meeting. 

 

Operational Plan 
The Director of Workforce and Organisational Development informed the Committee that the 
first draft had now been submitted to NHS Improvement. The deadline for the final Operating 
Plan was on 4th April 2019 which would be presented to the Trust Board on 24th April 2019. 

 

  

  

 
Agenda 
item Items for escalation to the Trust Board: 

 

 

 

None 

 
Agenda 
item Recommendations: 

 

 

 

 

None 
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Paper Title: Healthcare Worker Flu Vaccination 
 

Sponsoring Director: Nicole Cornelius;  Director of Workforce and Organisational 
Development 

Authors:  
Nicky Carter – Head of Health Safety and Wellbeing Service 

Purpose: To publicly report information on frontline healthcare worker flu 
vaccination  
 

Action required by the Board/Committee: Noting  
 

Document previously considered by which 
meeting(s) (please insert all meetings): 

 

Executive Summary 
 
In September 2018 All Trusts were asked by NHS England and NHS Improvement to publicly report information on 
frontline healthcare worker flu vaccination achieved by February 2019. The requirement states that the following 
information should be reported:  

• overall vaccination uptake rates 
• numbers of staff declining the vaccinations 
• details within each of the areas you designate as ‘higher risk  
• actions that you have undertaken to deliver the 100% ambition for coverage this winter  
• breakdown of the reasons that staff have given for opting out  

 
The results for PHT are as follows: 
 

Total uptake and opt-out rates at 18 February 2019 
 

 Total numbers Rates 
Number of frontline HCW 6173 100% 
Uptake of vaccine by frontline HCW 4534 73% 
Opt-out of vaccine by frontline HCW 494 8% 

 
Higher-risk areas (as set out in September 2018 letter) 

 
Area name Total number 

of frontline 
staff 

Number who 
have had 
vaccine 

Number who 
have opted-
out 

Staff 
redeployed? 
Y/N 

Actions taken 

NICU 136 115 7 N See below 
Oncology 210 155 18 N See below 
Haematology 27 22 0 N See below 

 
Actions taken to reach 100% uptake ambition (all trusts) 

 
• Quadrivalent vaccine was ordered for 2018/19 campaign as recommended by NHS 

England and NHS Improvement 
• April 2018 board  report  included actions for 2018/19 flu campaign 
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• Infection control set up flu meetings which included key players across the Trust e.g. 
Matrons, operational leads, communications, occupational health 

• A leaflet to all staff via payslips was distributed in September 2018 identifying the 
importance for  all staff to be vaccinated against flu, myth –busting  and a  schedule of 
dates from October  2018 to January 2019. 

• Posters were distributed and included on the Trust flu pages and on social media 
• Vaccinations including pictures of board members were publicised  
• Vaccinations were promoted and delivered at Trust induction training from October 2018 

– February 2019 
• 1.4 wte nurses for flu recruited  within occupational health started 24 September 2018  
• Health Safety and Wellbeing Service liaised directly with all Divisional Directors with a 

report identifying actions for them to improve uptake in comparison with 2017/18 
campaign Sept 2018 

• Weekly report to senior leadership team from 30 September – 4 March part of 
performance review 

• 65 active workplace vaccinators across the Trust for all divisions delivering 2759 vaccines 
to Trust staff – comprehensive training for workplace vaccinators undertaken Sept/Oct 

• Health Safety and Wellbeing Service identified  a variety of clinics and publicised them 
• Individual workplace vaccinators publicised their own clinics in their work areas 
• incentives were agreed within the Health Safety and Wellbeing Service 
• Success was celebrated weekly through publicising stats, case studies and individual 

stories from workplace vaccinators and staff who were vaccinated 
• Insulated mug for all WPVs delivering 10 or more vaccinations. 
• Bottle of champagne raffle for all who vaccinated more than 50 staff 
• Flu song by respiratory developed and promoted across the Trust 
• Video from Consultant OH Physician 
• Incentives included pens, lip balms, lollies, coffee sachets, 
• Flu selfies and team photos of staff vaccinated on twitter/facebook 
• Positive flu vaccination  stories promoted 
• Importance and encouragement of vaccination included in Chief Execs weekly message  
• Regular reminders in team brief monthly and in Trust talk 
• Key meetings within divisions attended by flu nurse 
• Additional earlies, lates and weekends undertaken to increase availability for staff 
• More walkabout sessions – trolley dashes across the Trust from October 2018 to February 

2019 
• Liaised with divisions operationally to identify areas to visit in September 
• Lists of staff not recorded as approached for vaccination shared with divisional directors 

in November and repeated in January with consent forms and a request that all staff 
identified were approached as agreed at senior leadership team 

• Appointment letter sent in early February 2019 to all front line staff not recorded as 
approached for flu vaccination inviting them to a vaccination appointment or to complete 
the consent form if they have been vaccinated elsewhere or do not wish to be vaccinated 

 
 

Reasons given for opt-out (all trusts) 
 

Reason Number 
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I don’t like needles 4 
I don’t think I’ll get flu 6 
I don’t believe the evidence that being vaccinated is beneficial 4 
I’m concerned about possible side effects 16 
I don’t know how or where to get vaccinated 0 
It was too inconvenient to get to a place where I could get the vaccine 0 
The times when the vaccination is available are not convenient 1 
Other reason 38 
Consent form completed but no reason given 425 

 
 
The Trust was also required to complete a best practice management checklist for healthcare worker vaccination for 
December 2018 and this is attached at Appendix 1  
 

 
Recommendations:  
Trust board to note this report 

Key Risks Identified: 75% CQUIN target will not be achieved 
 

Links to BAF/Risk Register:  
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Paper Title: Data Security and Protection Toolkit 2019 
Sponsoring Director: Lois Howell, Director of Governance and Risk 

Authors: Lois Howell, Director of Governance and Risk 
Emile Armour, Head of Information Governance 

Purpose: To seek approval for the submission of evidence in respect of the 
Data Security and Protection Toolkit 2019, and delegated authority 
for the submission of outstanding items 

Action required by the Board: Approval 

Document previously considered by which 
meeting(s) (please insert all meetings): 

 None 

Executive Summary  
 
In previous years the Trust has been required to submit evidence of compliance with all elements of the Information 
Governance (IG) Toolkit to the Department of Health by 31 March.  The IG Toolkit has been replaced by the Data 
Security and Protection Toolkit, which reflects the many changes in the area of Information Governance and Data 
Protection that have occurred in the last 12 months, including the introduction of the General Data Protection 
Regulation and the revised Data Protection Act 2018 in May.    
 
In this new toolkit there are 100 mandatory assertions, evidence of which must be uploaded to the Toolkit portal.  The 
attached document sets out the evidential position in respect of each of the assertions, rated as follows:      

• Green = completed 
• Yellow = in progress (details provided) 
• Red = no evidence yet available 

A number of the assertions are not required for this year and have been marked as such.   
 
The Board is asked to agree the submission of the identified evidence in respect of all assertions marked as green. 
 
An verbal update on progress towards production of evidence for those currently marked as yellow will be provided at 
the Board meeting (a meeting of the Data Protection and Data Quality Committee on 4 March will address a significant 
proportion of the yellow items). 
 
A further update will be presented to the Quality & Performance Committee on 21 March 2019, and the Board is asked 
to delegate authority to approve the update to the Committee. 
 
A small number of items will only be uploaded to the portal on 29 March to meet the 31 March deadline.  The Board is 
requested to delegate authority to approve the uploading of those items to the Director of Governance & Risk as Senior 
Information Risk Owner.       
 
 Recommendations:  
 
That the Board  

• Approves the uploading to the NHS Digital Portal of all Toolkit evidence ready for submission at the date of the 
Board meeting 

• Authorises the Quality & Performance Committee to approve the uploading to the portal of all further evidence 
ready by 21 March 2019 

• Authorises the Director of Governance & Risk (as Senior Information Risk Owner) to approve the uploading to 
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the portal of all further evidence ready by 29 March 2019  

Key Risks Identified: • Failure to upload evidence of satisfactory compliance with 
the provisions of the toolkit: 
o may be taken by regulators as an indication that the 

Trust is not Well-Led  
o  may reduce partner organisations’ appetite to do 

business with the Trust 
o may prompt increased scrutiny / oversight of the Trust 

by the Information Commissioner  
Links to BAF/Risk Register: No specific links identified 
Quality Impact Assessment Form Completed – no concerns identified 
Equality Impact Assessment Form Completed  - no concerns identified  

Corporate Objectives (insert  )                                 

     
     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Appendix A 
 

Data Security and Protection Toolkit 2019 – overview of compliance position 

Green = completed 

Yellow = in progress 

Red = No evidence/Not undertaken.  

Data 
Security 
Standard 1 
 

Personal Confidential Data Completed Evidence 

1.1.1  Name of the SIRO  Lois Howell 
1.1.2  SIRO Responsibility for data security has 

been assigned 
 Job description 

1.1.3 Name of the Caldicott Guardian  John Knighton 
1.1.4 Who are your staff with responsibility for 

data protection and/or security? 
 Names & titles supplied 

1.1.5  Not Required  
1.1.6 Name of Appointed Data Protection Officer  Emile Armour 
1.2.1 There is a data security & protection policy  Policy to DPDQ 4th March, to Q& P  
1.2.2 When was the data security & protection 

policy last updated 
 Policy to DPDQ 4th March, to Q& P 

1.2.3 Data security & protection policy approved 
by the SIRO 

 SIRO is chair of DPDQ and the policy will be signed 
off at the meeting on 4th March 2019. 

1.2.4  Not required  
1.2.5  Not required  
1.2.6  Not required  
1.3.1 ICO Registration Number  Z5031878 
1.3.2 Transparency information is published and 

available to the public 
 Privacy Notice on PHT website 

1.3.3 How have individuals been informed about  Privacy Notice on PHT website 
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their rights and how to exercise them? 
1.3.4 There is a staff procedure about how to 

provide information about processing and 
individual rights at the correct time 

 Part of Data Security & Protection policy 
Policy to DPDQ on 4th March 
Training and dissemination programme to be 
implemented thereafter. 

1.3.5 There is an updated subject access 
process to meet shorter GDPR timescales 

 Policy ratified June 2018 

1.3.6 Provide details of how access to 
information requests have been complied 
with during the last twelve months 

 Compliance reports on SAR and FOI presented at 
DPDQ monthly and bi-monthly.   
Upload March figures 28th March 2019 

1.4.1 A record that details each use or sharing of 
personal information including the legal 
basis for the processing and if applicable, 
whether national data opt outs have been 
applied 

 Link provided to Trust Flow Maps 
Divisions currently updating.  Reminders sent.  Final 
position statement to be provided 28th March 2019. 

1.4.2 Have information flows been approved by 
the SIRO 

 Report to be considered by DPDQ on 4th March 2019 

1.4.3 Date of when information flows were 
approved by the Board or equivalent 

 Report to be considered by DPDQ on 4th March 2019.  
Board requested to delegate approval of remaining 
data flows to SIRO/Q&P 

1.4.4 Provide a list of all systems/information 
assets holding or sharing personal 
information. 

 Link provided to Trust Information Asset Register 
Divisions currently updating. Reminders sent.  Final 
position statement to be provided 28th March 2019 

1.4.5 List of systems which do not support 
individual login with the risks outlined and 
what compensating measures are in place 

 Two systems, Plexus and Theatreman, do not support 
individual login.  Plexus risk assessment available and 
ready for uploading.  Theatreman details expected 
week commencing 4th March 2019. 

1.5.1 There is approved staff guidance on 
confidentiality and data protections issues 

 Policy to DPDQ 4th March 

1.5.2 Data protection compliance monitoring / 
staff spot checks are regularly carried out 
to ensure guidance is being followed 

 Trust wide audit undertaken in response to CQC s29A 
Compliance dashboard on IG intranet page 
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1.5.3 Results of staff spot checks and actions 
taken when data protection non-
compliance is identified 

 Compliance checklists have action plans which are 
reviewed by IG team/IG Lead 

1.5.4  Not required  
1.6.1 There is a procedure that sets out the 

organisation approach to data protection 
by design and by default, which includes 
pseudonymisation requirements 

 IT Procurement & Asset Management Policy 
Pseudonymisation Policy 
Email to procurement staff on PIA 
Example of specification document with IG 
requirements 
Example of a tender we run recently with specific data 
protection questions 
Due diligence Process – contains IG considerations 
when entering into a contract 
Conflict of interest and Confidentiality agreement each 
member of the procurement team sign. 
Clause on Data protection in Award letter 
Sample completed DPI 
NHS Standard Contract clauses regarding Data 
Protection. 
Awaiting revised BC template week commencing 4th 
March 2019. 

1.6.2 Data Protection by design procedure 
agreed by local governance process 

 IT Procurement & Asset Management Policy and 
Pseudonymisation Policy approved at DPDQ.    
Report to DPDQ 4th March 2019 regarding 
specifications and due diligence.  
 

1.6.3 There are technical controls that prevent 
information from being inappropriately 
copied or downloaded 

 Statements by IT and RA Manager 

1.6.4 There are physical controls that prevent 
unauthorised access to sites 

 Secure Access control and Identity Card Policy in 
place 

1.6.5 Date of last audit of pseudonymisation,  IS to audit submission from 11 months, 6 months and 
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anonymization or de-identification controls last month for pseudonymous data.  Trust does not 
supply anonymous data which is not aggregated. 

1.6.6 Overall findings of last audit of controls  Results of above audit 
1.6.7 There is a staff procedure on carrying out a 

DPIA that follows relevant ICO guidance 
 DPIA Screening Questionnaire on IG Intranet page 

Upload SOP 
1.6.8 The DPIA procedure has been agreed by 

the Board or equivalent 
 SOP to DPDQ 4th March.  Board requested to 

delegate approval of SOP to SIRO/Q&P 
1.6.9  Not required  
1.6.10 Have any unmitigated risks been identified 

through the DPIA process 
 No unmitigated risk identified 

1.6.11 All high risk data processing has a DPIA 
carried out before processing commences 

 All new and upgraded systems have a DPIA 
completed before processing. 

1.6.12 All DPIA with unmitigated risks have been 
notified to the ICO 

 No unmitigated risks identified 

1.6.13 DPIA are published and available as part 
of the organisation’s transparency 
materials 

 Edited versions to be uploaded to the website. 

1.7.1 There is policy and staff guidance on data 
quality 

 Policy & Guidance issued to Coding teams uploaded.  
Data Quality policy uploaded  

1.7.2 The scope of the data quality audit was in 
line with guidelines 

 To be provided by IS 

1.7.3 Date of last data quality audit  To be provided by IS 
1.7.4  Not required  
1.8.1 There is guidance that sets out for staff the 

minimum retention periods for types of 
records and the action to be taken when 
records are to be securely destroyed or 
archived 

 Trust follows Records Management Code of Practice 
2016.  Uploaded to IG intranet page 

1.8.2 A records retention schedule has been 
produced. 

 Retention is part of the Information Flow Map and 
Information Asset Register. 

1.8.3 Provide details of when personal data 
disposal contracts were last 

 Environmental Solutions  
Shred IT 
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reviewed/updated Contracts details for both uploaded 
1.8.4 Date of last audit being made on data 

disposal contractors to ensure security is of 
the appropriate agreed standard 

 Shred It site visit 24/07/2018 
Environmental Solutions site visit TBA 

1.8.5  Not required  
Data 
Security 
Standard 2 

Staff Responsibilities 

2.1.1 When was the last review of the list of all 
systems/information assets holding or 
sharing personal information 

 Link provided to Trust Information Asset Register 
Divisions currently updating. Reminders sent.  Final 
position statement to be provided 28th March 2019 

2.1.2 The list of all systems/information assets 
holding or sharing personal confidential 
information has been approved as being 
accurate by the SIRO or equivalent local 
method 

 To be signed off by SIRO on 28th March 2019 

2.2.1- 2.2.4  Not required  
2.3.1 There is a data protection and security 

induction in place for all new entrants to 
the organisation 

 Data Security is part of Trust induction on Moodle 

2.3.2 All employment contracts contain data 
security requirements 

 Statement from HR uploaded  

2.3.3 – 2.3.5  Not required  
Data 
Security 
Standard 3 

Training 

3.1.1 A data security and protection training 
needs analysis has been completed 

  

3.1.2 Date of last data security and protection 
training needs analysis 

  

3.1.3 TNA has been approved by the SIRO  Approved by SIRO 
3.2.1  Not required  
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3.3.1 Percentage of Staff Successfully 
Completing the Level 1 Data Security 
Awareness training 

 Figures to be uploaded on 29th March  
Currently sitting at 80.3% (January) 

3.3.2  Not required  
3.4.1 Number of staff assessed as needing role 

specialist training 
 See TNA 

3.4.2 Number of staff completing specialist Data 
Security Training 

 Upload figures closer to 29th March 
Coding √ 

3.4.3 Details of any specialist data security and 
protection training undertaken 

 See TNA 

3.5.1 SIRO and CG have received appropriate 
data security and protection training 

 Upload SIRO certificate for course on 15th March 
2019 

3.5.2 List of Board Members  List uploaded 
3.5.3 Percentage of Board Members completing 

appropriate data security and protection 
training 

 73% 
12/07/2019  and 01/08/2019 Further training available 

Data 
Security 
Standard 4 

Managing Data Access 

4.1.1 Confirmation that the organisation 
maintains a current record of staff and their 
roles 

 Reports can be run from HR Dashboard, 
 

4.1.2 For each system holding personal and 
confidential data, the organisation 
understands who has access to the 
information 

 Link to Trust asset register 

4.2.1 Date last audit of user accounts held  Link to Trust asset register 
4.2.2  Not Required  
4.2.3  Not Required  
4.3.1 All system administrators have signed an 

agreement which holds them accountable 
to the highest standards of use 

 In progress, awaiting return of declarations 

Page 62 of 83



Appendix A 
 

4.3.2  Not Required  
4.3.3  Not Required  
4.3.4 List of all systems to which users and 

administrators have an account plus the 
means of monitoring access 

 Link to Trust asset register 

4.3.5 Staff have provided explicit understanding 
that their activity of systems can be 
monitored 

 Paragraph 5.2 of IT Security Policy  
Copy of RA form and agreement 
Copy of PAS agreement 
Permanent message on sign in to the Trust systems 
being sought. 

Data 
Security 
Standard 5 

Process Reviews 

5.1.1 Dates of process reviews held to identify 
and manage problem processes which 
cause security breaches 

 Summary of recent process reviews and outcomes 
(eg Sitekit, ED Prescribing, Breast Screening Mobile 
Data) to be uploaded. 

5.1.2  Not Required  
5.2.1  Not Required  
5.3.1  Not Required  
Data 
Security 
Standard 6 

Responding to Incidents 

6.1.1 A data security and protection breach 
reporting system is in place 

 Datix 

6.1.2  Not Required  
6.1.3 List of all data security breach reports in 

the last twelve months with action plans 
 Upload data report 

6.1.4 The Board or equivalent is notified of the 
action plan for all data security breaches 

 Latest update to be submitted to DPDQ 4th March 
2019. 

6.1.5 Individuals affected by a breach are 
appropriately informed 

 DOC letters for incidents involving harm are sent 

6.2.1 – 6.2.3  Not Required  
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6.2.4 Number of breaches that have been 
reported to the ICO 

 6 

6.3.1 Name of anti-virus product  McAfee AV 8.8 migrating to ENS 10.6 
6.3.2 Number of alerts recorded by the AV tool in 

the last three months 
 2099 

6.3.3 Name of spam email filtering product  Forcepoint AP-Mail 8.2 gateway 
6.3.4 Number of spam emails blocked per month  29251 
6.3.5 Number of phishing emails reported by 

staff per month 
 4 

6.4.1 Number and details of incidents caused by 
a known vulnerability being exploited 

 0 

6.4.2 – 6.4.4  Not Required  
Data 
Security 
Standard 7 

Continuity Planning 

7.1.1 There is an incident management and BC 
plan in place for data security and 
protection 

 Trust policy uploaded 

7.1.2 – 7.1.4  Not Required  
7.2.1 Scanned copy of data security business 

continuity exercise registration sheet with 
attendee signatures and roles held 

 IT Business Continuity Event held on 07/11/2018, no 
sign in sheet available.  Upload details of scenario or 
invitation/agenda or results.  

7.2.2  Not Required  
7.2.3  Not Required  
7.2.4 All emergency contacts are kept securely 

in hardcopy and are up to date 
 Held with divisions 

7.2.5 Location of hardcopy of emergency 
contacts  

 Upload location Ian Gray 

7.2.6 Date emergency contact list updated  Upload date 
7.2.7 – 7.2.9  Not Required  
7.10 Document any re-defined processes to  Playbooks available and to be uploaded 
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respond to common forms of cyber attack 
in the last twelve months 

Data 
Security 
Standard 8 

Unsupported Systems 

8.1.1 What software do you use  Trust Information Asset Register 
8.2.1 List of unsupported software prioritised 

according to business risk, with 
remediation plan against each item 

 Awaiting final details upload 28th March 2019 

8.2.2 Where it is not possible to upgrade /update 
software, reasons are given 

  

8.2.3 The SIRO confirms that the risks of using 
unsupported systems are being treated 
and tolerated 

 SIRO statement details to upload 28th March 2019. 

8.3.1 Provide your strategy for security updates  Upload current SOP’s checklists etc.  Plus statement 
that detail will be included in the IT Security Strategy 
5.9.10 & 13.10 in guideline.  See attached paragraphs 
from draft strategy 

8.3.2 How regularly do you apply security 
updates to desktop infrastructure 

 Monthly 

8.3.3 How often, in days, is automatic patching 
typically being pushed out to remote 
endpoints 

 0 Does not apply 

8.3.4 How many times, in the last twelve months 
has the SIRO been notified where patches 
have not been applied for longer than two 
months, with the reasons why 

 0 

8.3.5 List of where software updates have not 
been applied for longer than two months, 
with reasons why 

 David Hutchings providing a list  

Data 
Security 

IT Protection 
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Standard 9 
9.1.1 The Head of IT confirms all networking 

components have had their default 
passwords changed 

 Head of IT has provided a statement  

9.1.2 A Penetration test has been conducted in 
the last 12 months, which confirmed that all 
networking components have had their 
default passwords changed 

 Results of penetration test uploaded 

9.2.1 – 9.2.2  Not Required  
9.3.1 The annual IT penetration testing is scoped 

in negotiation between the business and 
the testing team and uploaded 

 Scope in document and uploaded 

9.3.2 The SIRO confirms the scope of the annual 
IT penetration testing is adequate and that 
actions from the previous penetration 
testing are complete or ongoing 

 SIRO approval email uploaded  

9.3.3 The date the penetration test was 
undertaken 

 External Test 27-29 Dec 2018 
Internal Test 11/01/2019 

9.4.1 The SIRO confirms the organisation has a 
data security improvement plan 

 IT Department Cyber Improvement Plan available 

9.4.2 What are your top three data security and 
protection risks 

 To be included in Corporate risk register; To Q&P on 
21st March 2019 

9.4.3 Evidence that your board has discussed 
your top three data security and protection 
risks and what is being done about them 

 To be included in Corporate risk register; To Q&P on 
21st March 2019 

9.4.4  Not Required  
9.4.5 Data security improvement plan status  See plan for status 
Data 
Security 
Standard 10 

Accountable Suppliers 

10.1.1 The organisation has a list of its suppliers 
that handle personal information, the 

 Awaiting list from procurement. 
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products and services they deliver, their 
contact details and the contract duration 

10.1.2  Not Required  
10.2.1 Basic Due diligence has been undertaken 

against each supplier according to ICO 
guidance 

 Awaiting confirmation from procurement 

10.2.2 Percentage of Suppliers with data security 
contract clauses in place 

 Awaiting confirmation form procurement 

10.2.3 – 
10.2.4 

 Not Required  

10.3.1  Not Required  
10.4.1  Not Required  
10.5.1  Not Required  
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Report to Trust Board – 7th March 2019  

Agenda Item Number: 073.19 
Enclosure Number: 10 

 

 

Paper Title: Trust Board Code of Conduct 2019 – 2022  
Sponsoring Director: Lois Howell, Director of Governance and Risk 

Authors: Lois Howell, Director of Governance and Risk 

Purpose: To seek adoption of an updated Code of Conduct for Trust board 
members  

Action required by the Board/Committee: Adoption 

Document previously considered by which 
meeting(s) (please insert all meetings): 

  

Executive Summary  
 
The Trust Board has had a Code of Conduct on place for several years.   The last edition of the Code of Conduct ran until 
September 2018, and a revised edition for the period March 2019 to March 2022 is now proposed. 
 
The material revisions included are indicated on the attached draft.  In summary, the revisions cover: 

• Reference to the Trust strategy, Working Together and associated Trust Values, adopted in July 2018 
• Updated legislation and Trust policies 
• Reduction of the value of gifts and hospitality which require declaration (from £50 to £25)  
• Clarification of attendance expectations 
• Reference to the Board’s role in setting and modelling key cultural behaviours 
• Reference to Board members’ statutory obligations 

 
Other non-material changes include changes to job titles and have not been highlighted.  

 Recommendations:  
That the Board adopts the revised Code of Conduct.  

Key Risks Identified: There are no identified risks associated with adopting the Code of 
Conduct.  Failure to adopt a Code of Conduct may lead to reduced 
Board effectiveness and an associated impact of the Trust’s Well-
Led rating by the CQC. 

Links to BAF/Risk Register: Operation of an effective Board level Code of Conduct will support 
Board effectiveness and as a result contribute to the reduction of 
risks to the delivery of all Trust objectives.   

Quality Impact Assessment Form Completed – no concerns identified 
Equality Impact Assessment Form Completed  - no concerns identified  

Corporate Objectives (insert  )                                 

     
     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Portsmouth Hospitals NHS Trust (The Trust) Board Code of Conduct 
 
1. INTRODUCTION 

 
1.1. Public service values are and must remain at the heart of the National Health Service. 

High standards of corporate and personal conduct based on a recognition that patients 
come first, have been a requirement throughout the NHS since its inception. Moreover, 
since the NHS is publicly funded, it must be accountable to Parliament for the services it 
provides and for the effective and economical use of those public funds. 

 
1.2. As an NHS Trust, Portsmouth Hospitals NHS Trust is required to comply with the 

principles of best practice applicable to corporate governance in the NHS/Health Sector 
and with any relevant code of practice. 

 
1.3. The Trust aims to be an organisation where all patients and staff, whatever their 

background, are valued and have fair and equitable treatment. The conduct of Trust 
leaders plays a major part in leading by example and modelling professionalism for 
patients, staff and wider stakeholder communities. This Code of Conduct (“Code”) sets 
out the required standards.  

 
1.4. This Code relates to the conduct of the members of the Trust Board. It is intended that 

those to whom this Code applies shall use their best endeavours to comply with it, act in 
good faith and in the best interests of the Trust at all times.  

 
1.5. Members of the Trust Board agree to be subject to this Code of Conduct. Anyone who 

significantly or persistently fails to adhere to these rules may be judged as failing to 
carry out the duties of their office. Any actions arising from this shall be a matter for 
consideration by the Chairman and/or Chief Executive, who shall decide on any 
appropriate action that should be taken.  

 
1.6. The highest standards of propriety, involving integrity, impartiality and objectivity shall be 

maintained in relation to the stewardship of public funds and the management of the 
Trust. Any conflict between personal interests and the discharge of public duties shall be 
avoided. Where this arises it shall be disclosed to the Chairman, Chief Executive or 
Director of Governance & Risk so that decisions can be made in accordance with this 
Code. Individuals to whom this Code applies shall not seek to use their position to 
inappropriately or improperly gain material benefits for themselves, their families or their 
friends. 

 
1.7. The Trust Board is responsible for ensuring that its members personally, and the Trust 

corporately, observe the seven principles of public life set out by the Committee on 
Standards in Public Life (“the Nolan Principles”):  

 
• selflessness: holders of public office should take decisions solely in terms of the 

public interest. They should not do so in order to gain financial or other material 
benefits for themselves, their family or other friends;  

• integrity: holders of public office should not place themselves under any financial or 
other obligation to outside individuals or organisations that might influence them in 
the performance of their official duties;  

• objectivity: in carrying out public business, including making public appointments, 
awarding contracts, or recommending individuals for rewards and benefits, holders 
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of public office should make choices on merit; 
• accountability: holders of public office are accountable for their decisions and 

actions to the public and must submit themselves to whatever scrutiny is appropriate 
to their office; 

• openness: holders of public office should be as open as possible about all the 
decisions and actions that they take. They should give reasons for their decisions 
and restrict information only when the wider public interest clearly demands;  

• honesty: holders of public office have a duty to declare any private interests relating 
to their public duties and to take steps to resolve any conflicts arising in a way that 
protects the public interest; and  

• leadership: holders of public office should promote and support these principles by 
leadership and example.  

 
1.8. The Trust Board shall take collective responsibility for the decisions taken at Board 

meetings. 
 

2. GENERAL PRINCIPLES 
 

Openness and Public Responsibilities 
 
2.1. Health needs and patterns of provision of health care do not stand still. There should be 

a willingness to be open with the public, patients and with staff as the need for change 
emerges. It is a requirement that major changes are consulted upon before decisions 
are reached. Information supporting those decisions should be made available, in a way 
that is understandable, and positive responses should be given to reasonable requests 
for information and in accordance with the Freedom of Information Act 2000 and other 
applicable legislation.  

 
2.2. NHS business should be conducted in a way that is socially responsible. As a large 

employer in the local community, the Trust should forge an open and positive 
relationship with the local community and should work with staff and partners to set out 
a vision for the organisation in line with the expectations of patients, members and the 
public. The Trust will seek to demonstrate to the public that it is concerned with the 
wider health of the population including the impact of the Trust’s activities on the 
environment. 

 
2.3. The Trust has adopted policies and procedures to protect confidentiality of personal 

Information and to ensure compliance with the Data Protection Act, the General Data 
Protection Regulation, the Freedom of Information Act and other relevant legislation 
which will be followed at all times by Board directors and all staff. 

 
Public Service Values in Management 

 
2.4. It is unacceptable for the board of any NHS organisation, or any individual within the 

organisation for which the board is responsible, to ignore public service values in 
achieving results. Members of the Board have a duty to ensure that public funds are 
properly safeguarded and that at all times the Board conducts its business as 
economically, efficiently and effectively as possible - as required by statute. 

 
2.5. Accounting, tendering and employment practices within the Trust must therefore reflect 

the highest professional standards. Public statements and reports issued by or on behalf 
of the Board should be clear, comprehensive and balanced, and should fully represent 
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the facts. Annual and other key reports should be issued in good time to all individuals 
and groups in the community who have a legitimate interest in health issues to allow full 
consideration by those wishing to attend public meetings on local health issues. 

 
2.6. The standards of conduct expected by the Trust are set out in the Standing Financial 

Instructions, Standing Orders and Reservation of Powers and Scheme of Delegation 
Policy which will be followed at all times by Board directors and all staff. 

 
3. EQUALITY & DIVERSITY 

 
3.1. The Trust employs and serves people from differing backgrounds and cultures and with 

different characteristics. This diversity is a source of richness and potential that benefits 
us all.  

 
3.2. Treating everyone the same does not necessarily mean we are treating them fairly. It is 

our mission to provide fair and inclusive services and workplaces. We recognise our 
responsibility to observe equality legislation and the Trust’s equal opportunities policies. 
This Code therefore requires that individually and collectively we:  

 
• seek to understand the perspectives put forward by our patients and staff;  
• treat our patients, colleagues, employees and potential employees with respect and 

dignity;  
• support and implement measures introduced to ensure equality of opportunity and 

non-discrimination;  
• take action to eliminate harassment or bullying of our patients, colleagues and 

employees; and  
• take action to eliminate any form of unlawful discrimination.  

 
3.3. The Trust recognises that tension and challenge can be part of operational culture but 

also that good manners and respect are necessary at all times in order to operate 
effectively within our Trust values: 

 
Working together 

• for patients 
• with compassion 
• as one team 
• always improving  

 
4. MEDIA AND PUBLIC RELATIONS 

 
4.1. A member of the Trust Board other than the Chairman and Chief Executive shall, as far 

as possible, obtain the prior approval of the Chairman and/or Chief Executive and the 
advice of the Director of Communication & Engagement, before responding to media 
enquiries with respect to the Trust. Special care shall be taken about any invitation to 
speak publicly, including speaking to journalists. Care shall also be taken in the 
publication of any articles apart from those written in a personal professional capacity. In 
any such instance, the Chief Executive shall be informed in good time before such an 
article is submitted, or, in his absence, the Director of Communication & Engagement, 
as appropriate, and in all cases views shall not be expressed that are at variance from 
agreed Trust policy. Neither shall any publication or public statement bring the Trust into 
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disrepute. The Chairman and Board members are not, however, restricted from access 
to the media in their personal non-Trust capacity, or in pursuit of a professional interest, 
for example, as experts. In the event of any uncertainty, members of the Trust Board 
shall approach the Director of Communication & Engagement for advice.  

 
5. CONFLICTS OF INTEREST 

 
5.1. Suspicion that a decision might be influenced in the hope or expectation of contractual 

gain with a particular firm or organisation must be avoided. Board members should be 
aware of the content, and definitions, of the Bribery Act 2010. Accordingly, during their 
term of office no-one to whom this code applies shall seek or accept without consent 
any consultancy contracts, directorships or other form of employment or engagement in 
a healthcare sector body, without the consent of the Trust. Those to whom this Code 
applies are required to maximise value for money through ensuring that the Trust 
operates in the most efficient and economical way, within available resources, and with 
independent validation of performance achieved wherever possible.  

 
5.2. If a member of the Trust Board knowingly has any interest or duty which is material and 

relevant or the possibility of such an interest or duty, whether direct or indirect and 
whether pecuniary or not, that, in the opinion of a fair-minded and informed observer 
would suggest a real possibility of bias in any matter considered at a meeting, he shall 
disclose the nature of the interest or duty to the meeting. The declaration of interest or 
duty may be made at the meeting at the start of the discussion of the item to which it 
relates or in advance in writing to the Director of Governance & Risk. If an interest or 
duty has been declared in advance of the meeting, this shall be made known by the 
Chairman presiding at the meeting, prior to the discussion of the relevant agenda item.  

 
5.3. In the event of the person not appreciating at the beginning of the discussion that an 

interest or duty exists, he shall declare such an interest as soon as he become aware of 
it.  

 
5.4. If a member of the Trust Board has acted in accordance with the provisions of 

paragraph 5.2 above and has fully explained the nature of their interest or duty, the 
members of the Board present shall decide whether and to what extent that person shall 
participate in the discussion and determination of the issue and this shall be recorded in 
the minutes and the extent to which the person concerned had access to any written 
papers on the matter. If it is decided that she/he should leave the meeting, the Chairman 
may first allow them to make a statement on the item under discussion.  

 
5.5. Where the Chairman presiding at the meeting has a relevant interest then she/he shall 

advise the Board accordingly, and with their agreement, and subject to the extent 
decided, participate in the discussion and the determination of the issue. This shall be 
recorded in the minutes and the extent to which he had access to any written papers on 
the matter. If it is decided that the Chairman presiding should leave the meeting 
because of a conflict of interest, another member shall be asked to chair the discussion 
of the relevant agenda item.  

 
5.6. Trust employees, who are not members of the Board but who are in attendance at a 

meeting of the Board, shall declare interests in accordance with the same procedures as 
for those who are members of the Board. Where the Chairman presiding at a meeting 
rules that a potential conflict of interest exists, any Trust employee so concerned shall 
take no part in the discussion of the matter and may be asked to leave the meeting by 
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the Chairman.  
 

5.7. A member of the Board shall be subject to the procedural arrangements for dealing with 
conflicts of interest as set out in paragraphs 5.8 to 5.16 below.  

 
5.8. In the interests of transparency and accountability, members of the Board shall register 

those interests that might conflict with their duties.  
 

5.9. The Director of Governance & Risk shall keep this Register. Members of the Board shall 
notify him of any changes and are responsible for keeping their entry in the Register up 
to date. The Register shall be made publicly available on the Trust’s website.  

 
5.10. Each year, the Director of Governance & Risk shall confirm with members of the Board 

and senior employees that their interests have been registered. She/he may from time to 
time ask them to confirm that their registered interests are up-to-date and that they have 
complied with these procedural arrangements.  
 

5.11. It shall be confirmed in the Trust’s annual report that it has complied with these 
procedural arrangements.  
 

5.12. Members of the Board and senior employees shall register the following interests:  
 

i. remunerated employment, office or profession other than with the Trust where there 
is any kind of relationship with the National Health Service;  

ii. other regular sources of remuneration with any connection to the National Health 
Service;  

iii. directorships, whether remunerated or not of companies that have any kind of 
relationship with the National Health Service; and  

iv. membership of public bodies (hospital trusts, governing bodies of universities, 
colleges and schools, and local authorities), trusteeships (of museums, galleries and 
similar bodies) and acting as an office holder or trustee for pressure groups, trade 
unions and voluntary or not-for-profit organisations.  
 

5.13. From time to time a member of the Board or employee may have, or become aware of, 
interests which do not have to be registered but which might, nonetheless, conflict with 
their Trust duties. As well as keeping their entry on the register up to date, they shall 
disclose to the Director of Governance & Risk such interests as soon as they become 
aware that they may cause a conflict, for example, on receipt of an agenda or Board 
meeting papers. Such interests shall be disclosed whether or not they are entered on 
the Register.  
 

5.14. The minutes of any Trust Board meeting shall note the disclosure of any such conflicts 
and subsequent withdrawals from discussions. In addition, the Director of Governance & 
Risk shall keep a permanent record of all such disclosures of interests made by any 
member of the Board or employee. In considering whether to disclose such an interest, 
a member of the Board or employee shall ask whether, in the opinion of a fair-minded 
and informed observer, the interest would suggest a real possibility of conflict on that 
person’s part.  
 

5.15. The following questions shall act as a general guide:  
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1. Do they have, or recently had (i.e. within the past two years) any material business or 

other pecuniary relationships with a stakeholder?  
2. Do they have, or recently had any other relationships with another party, the 

existence of which might suggest a real possibility of bias on their part?  
3. Have they taken a public position that might be seen as compromising their ability to 

deal objectively with a matter that is relevant to the Trust?  
4. Whether, in the opinion of a fair-minded and informed observer, the interests of close 

family members would suggest a real possibility of bias on the part of the member of 
the Board or employee?  
 

5.16. In the event that a member of the Board or employee receives a written paper on a 
matter on which they have a conflict of interest, they shall immediately return the paper 
to the Director of Governance & Risk with an indication of the extent to which the paper 
has been read.  
 

5.17. If a member of the Board or employee becomes aware of a conflict during the course of 
any discussion, their interest shall be disclosed immediately and they shall, if 
appropriate, withdraw from the discussion and any decision relating the matter. 
However, in some circumstances they may, if the Board permits, participate in such 
discussions as provided for elsewhere in this Code of Conduct.  

 
6. GIFTS AND HOSPITALITY 

  
6.1. Members of the Board of Directors should be aware of the content of the Bribery Act 

2010.  
 
6.2. All gifts or hospitality received or given to those to whom this code applies shall be 

recorded in the register of gifts and hospitality maintained by the Director of Governance 
& Risk who shall keep a regular check on the register and advise the Chairman and 
Chief Executive accordingly in order to avoid any suggestion of actual or perceived bias 
towards any particular stakeholder. Individual gifts or hospitality amounting to a sum 
under  £25 shall be exempt from registration.  
 

6.3. In deciding whether to accept a gift or offer of hospitality, including at entertainment or 
sporting events, consideration shall be given as to whether acceptance can stand up to 
public scrutiny. The decision to accept hospitality or a gift is a matter of judgement and 
personal integrity, and the advice of the Director of Governance & Risk may be sought. 
The following broad guidelines may be of assistance in assessing the relative merits of 
accepting an invitation:  

 
i. event-based hospitality that presents networking opportunities with Trust 

stakeholders, and which might therefore inform or promote the work of the Trust, is 
generally acceptable;  

ii. work-related hospitality from a single stakeholder is acceptable where it can clearly 
be seen to be of value to the Trust’s work and where there is no immediate 
commercial advantage to the party making the offer;  

iii. hospitality that benefits the recipient personally shall be avoided if it is difficult to 
justify as being of benefit to the Trust, or if there is a risk of perceived bias or malign 
comment. Care shall be taken that no extravagance is involved with working lunches 
and other social occasions.  Detail the process to be followed. 
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7. ATTENDANCE 

  
7.1. A rolling yearly attendance record will be kept.  Members of the Trust Board are 

expected to attend a minimum of 75% of meetings of the Trust Board and those Board 
Committees of which they are formally members, within the rolling year.  Apologies for 
non-attendance should be provided, where possible, to the Director of Governance & 
Risk in advance of the meeting. 

 
8. REQUIREMENTS OF THE BOARD OF DIRECTORS 

 
8.1. All members of the Trust Board must: 

 
• Act in the best interests of the Trust and adhere to its values and this Code of 

Conduct 
• Respect others and treat them with dignity and fairness 
• Promote a culture within the Trust in which all staff, patients, service users, families 

and carers are treated with dignity and respect 
• Seek to ensure that no one is unlawfully discriminated against because of their 

religion, belief, race, colour, gender, marital status, disability, sexual orientation, 
age, social and economic status or national origin 

• Promote equal opportunities and social inclusion 
• Be honest and act with integrity and probity 
• Promote a culture of openness and honesty throughout the organisation, including in 

connection with the Trust’s Whistleblowing and Freedom to Speak Up arrangements 
• Contribute to the workings of the Board of Directors in order for it to fulfil its role and 

functions 
• Recognise that the Board of Directors is collectively responsible for the exercise of 

its powers and the performance of the Trust, but raise concerns about the running of 
the Trust or a proposed action where appropriate 

• Recognise the differing roles of the Chairman, Senior Independent Director, Chief 
Executive, Executive Directors and Non-Executive Directors 

• Make every effort to attend meetings where practicable 
• Adhere to good practice in respect of the conduct of meetings and respect the views 

of others 
• Take and consider advice on issues where appropriate 
• Respect the confidentiality of the information they are made privy to as a result of 

their role as a director 
• Declare any conflict of interest to the Trust Board as soon as they become aware 
• Not use their position for personal advantage or seek to gain preferential treatment 
• Comply with the Trust’s Standards of Business Conduct Policy in relation to the 

acceptance of gifts and hospitality 
• Conduct themselves in such a manner as to reflect positively on the Trust, and be 

ambassadors of the Trust when attending events in their role as a director 
• To only speak or take action on behalf of the Trust Board or the Trust after 

agreement with the Chairman or the Trust Board 
• Accept responsibility for their performance, learning and development 
• Act in accordance with their individual and collective obligations under the National 

Health Service Act 2006 to act with a view to promoting the success of the Trust so 
as to maximise public benefit  
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9. COMPLIANCE 
 

9.1. The members of the Board will satisfy themselves that the actions of the Board and its 
Directors in conducting Board business fully reflect the values, general principles and 
provisions in this Code and, as far as is reasonably practicable, that concerns expressed 
by staff or others are fully investigated and acted upon. 

 
9.2. 9.2 All Board Directors, on appointment, will therefore be required to subscribe to this 

Code of Conduct, and each subsequent edition of the Code of Conduct. 
 

Declaration: 
 
I,________________________________________________________________(print name) 
agreed to abide by the Trust Board Code of Conduct of the Portsmouth Hospitals NHS 
Trust. 
 
 
 
Signature:_____________________________________________________________________ 
 
Date:_________________________________________________________________________ 
 

 
10. REFERENCES AND ASSOCIATED DOCUMENTATION 

 
10.1. In drawing up this Code of Conduct for the Board of Directors of Portsmouth Hospitals 

NHS Trust, due regard has been taken of the provisions of the following: 
 
• The NHS Foundation Trust: Code of Governance (July 2014) 
• The Code of Conduct for NHS Managers (2002)  
• Standards of Business Conduct for NHS Staff (1993)  
• UK Corporate Governance Code (September 2014) 
• The Bribery Act (2010) 
• The NHS Constitution for England (March 2013) 
• Trust strategy, Working Together 2018 - 2022 

 
11. EQUALITY IMPACT STATEMENT 

 
11.1. Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 

practicable, the way we provide services to the public and the way we treat our staff 
reflects their individual needs and does not discriminate against individuals or groups on 
any grounds. 
 

11.2. This policy has been assessed accordingly. 
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11.3. Our values are the core of what Portsmouth Hospitals NHS Trust is and what we 

cherish.  They are beliefs that manifest in the behaviours our employees display in the 
workplace.  

 
11.4. Our Values were developed after listening to our staff.  They bring the Trust closer to its 

vision to be the best hospital, providing the best care by the best people and ensure that 
our patients are at the centre of all we do. 
 

11.5. We are committed to promoting a culture founded on these values which form the ‘heart’ 
of our Trust: 

 
Working together for patients 
Working together with compassion 
Working together as one team 
Working together always improving 

 
11.6. This policy should be read and implemented with the Trust Values in mind at all times. 

 
12. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 
Minimum 

requirement  
to be 

monitored 

Lead Tool Frequency of report 
of compliance 

Reporting 
arrangements 

Lead(s) for acting 
on 

recommendations 

Signature of 
declaration 
by all Board 
members 

Director of 
Governance 
& Risk 

Audit Annual • Included in Annual 
Report  

Trust Chairman  / 
Chief Executive 

Making of 
declaration 
of interests 

Director of 
Governance 
& Risk 

Audit Annual Included in Annual 
Report 

Trust Chairman  / 
Chief Executive 

Attendance 
at Board 
and 
Committee 
meetings 

Director of 
Governance 
& Risk 

Audit Board: monthly 
 

Committees: annually 

Reported to Trust 
Board 
Reported to each 
Committee 

Trust Chairman  / 
Chief Executive 

 
 

12.1. This document will be monitored to ensure it is effective and to assure compliance. 
    

12.2. The effectiveness in practice of all procedural documents should be routinely monitored 
(audited) to ensure the document objectives are being achieved. The process for how 
the monitoring will be performed should be included in the procedural document, using 
the template above.  
 

12.3. The details of the monitoring to be considered include: 
 

• The aspects of the procedural document to be monitored: identify standards or key 
performance indicators (KPIs); 

• The lead for ensuring the audit is undertaken 
• The tool to be used for monitoring e.g. spot checks, observation audit, data 

Page 79 of 83



Portsmouth Hospitals NHS Trust Board Code of Conduct  
Version: 1 
Issue Date:  06 March 2019 
Review Date:  March 2022 (unless requirements change) 
 Page 12 of 14 

collection; 
• Frequency of the monitoring e.g. quarterly, annually; 
• The reporting arrangements i.e. the committee or group who will be responsible for 

receiving the results and taking action as required. In most circumstances this will 
be the committee which ratified the document. The template for the policy audit 
report can be found on the Trust Intranet Trust Intranet -> Policies -> Policy 
Documentation 

• The lead(s) for acting on any recommendations necessary. 
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EQUALITY IMPACT SCREENING TOOL 
To be completed and attached to any procedural document when submitted to 

the appropriate committee for consideration and approval for service and policy 
changes/amendments. 

 
Stage 1 -  Screening  
 
Title of Procedural Document:  Trust Board Code of Conduct 

 
Date of Assessment 22.02.19 Responsible 

Department 
Corporate Governance 

Name of person 
completing 
assessment 

Lois Howell Job Title Director of Governance & 
Risk 

Does the policy/function affect one group less or more favourably than another on the basis 
of : 

 Yes/No Comments 

• Age No  

• Disability No Reasonable adjustments will 
be made as necessary to 
facilitate the participation in 
Board and Committee 
meetings of people with 
disabilities as required and 
as appropriate to their needs  

• Gender reassignment No  

• Pregnancy and Maternity No  

• Race No  

• Sex No  

• Religion or Belief No  

• Sexual Orientation No  

• Marriage and Civil Partnership No  

If the answer to all of the above questions is NO, 
the EIA is complete. If YES, a full impact 
assessment is required: go on to stage 2, page 2 

 

  

More Information can be found be following the link 
below 
www.legislation.gov.uk/ukpga/2010/15/contents 
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Stage 2 – Full Impact Assessment 

What is the impact Level of 
Impact 

Mitigating Actions 
(what needs to be done to minimise / 

remove the impact) 

Responsible 
Officer 

  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  

 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level 
 

Specialty Procedural Document:  Specialty Governance Committee 
Clinical Service Centre Procedural Document: Clinical Service Centre Governance Committee 
Corporate Procedural Document: Relevant Corporate Committee 

 
All actions will be further monitored as part of reporting schedule to the Equality and Diversity 
Committee 
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Executive Directors
Mark Cubbon               
Nicole Cornelius     
Mark Power     
John Knighton               
Chris Adcock               
Theresa Murphy         X      
Paul Bytheway               
Emma McKinney         X     
Lois Howell              
Penny Emerit             

Non-Executive Directors
Melloney Poole               
Christine Slaymaker              X 
David Parfitt               
Gary Hay             
Jon Watson     X X X
Inga Kennedy    X   X X  X X
Martin Rolfe X X   
Roger Burke-Hamilton    X



X



Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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	1. INTRODUCTION
	1.1. Public service values are and must remain at the heart of the National Health Service. High standards of corporate and personal conduct based on a recognition that patients come first, have been a requirement throughout the NHS since its inceptio...
	1.2. As an NHS Trust, Portsmouth Hospitals NHS Trust is required to comply with the principles of best practice applicable to corporate governance in the NHS/Health Sector and with any relevant code of practice.
	1.3. The Trust aims to be an organisation where all patients and staff, whatever their background, are valued and have fair and equitable treatment. The conduct of Trust leaders plays a major part in leading by example and modelling professionalism fo...
	1.4. This Code relates to the conduct of the members of the Trust Board. It is intended that those to whom this Code applies shall use their best endeavours to comply with it, act in good faith and in the best interests of the Trust at all times.
	1.5. Members of the Trust Board agree to be subject to this Code of Conduct. Anyone who significantly or persistently fails to adhere to these rules may be judged as failing to carry out the duties of their office. Any actions arising from this shall ...
	1.6. The highest standards of propriety, involving integrity, impartiality and objectivity shall be maintained in relation to the stewardship of public funds and the management of the Trust. Any conflict between personal interests and the discharge of...
	1.7. The Trust Board is responsible for ensuring that its members personally, and the Trust corporately, observe the seven principles of public life set out by the Committee on Standards in Public Life (“the Nolan Principles”):
	1.8. The Trust Board shall take collective responsibility for the decisions taken at Board meetings.
	2. GENERAL PRINCIPLES
	Openness and Public Responsibilities

	2.1. Health needs and patterns of provision of health care do not stand still. There should be a willingness to be open with the public, patients and with staff as the need for change emerges. It is a requirement that major changes are consulted upon ...
	2.2. NHS business should be conducted in a way that is socially responsible. As a large employer in the local community, the Trust should forge an open and positive relationship with the local community and should work with staff and partners to set o...
	2.3. The Trust has adopted policies and procedures to protect confidentiality of personal Information and to ensure compliance with the Data Protection Act, the General Data Protection Regulation, the Freedom of Information Act and other relevant legi...
	Public Service Values in Management

	2.4. It is unacceptable for the board of any NHS organisation, or any individual within the organisation for which the board is responsible, to ignore public service values in achieving results. Members of the Board have a duty to ensure that public f...
	2.5. Accounting, tendering and employment practices within the Trust must therefore reflect the highest professional standards. Public statements and reports issued by or on behalf of the Board should be clear, comprehensive and balanced, and should f...
	2.6. The standards of conduct expected by the Trust are set out in the Standing Financial Instructions, Standing Orders and Reservation of Powers and Scheme of Delegation Policy which will be followed at all times by Board directors and all staff.
	3. EQUALITY & DIVERSITY
	3.1. The Trust employs and serves people from differing backgrounds and cultures and with different characteristics. This diversity is a source of richness and potential that benefits us all.
	3.2. Treating everyone the same does not necessarily mean we are treating them fairly. It is our mission to provide fair and inclusive services and workplaces. We recognise our responsibility to observe equality legislation and the Trust’s equal oppor...
	3.3. The Trust recognises that tension and challenge can be part of operational culture but also that good manners and respect are necessary at all times in order to operate effectively within our Trust values:
	Working together
	 for patients
	 with compassion
	 as one team
	 always improving
	4. MEDIA AND PUBLIC RELATIONS
	4.1. A member of the Trust Board other than the Chairman and Chief Executive shall, as far as possible, obtain the prior approval of the Chairman and/or Chief Executive and the advice of the Director of Communication & Engagement, before responding to...
	5. CONFLICTS OF INTEREST
	5.1. Suspicion that a decision might be influenced in the hope or expectation of contractual gain with a particular firm or organisation must be avoided. Board members should be aware of the content, and definitions, of the Bribery Act 2010. According...
	5.2. If a member of the Trust Board knowingly has any interest or duty which is material and relevant or the possibility of such an interest or duty, whether direct or indirect and whether pecuniary or not, that, in the opinion of a fair-minded and in...
	5.3. In the event of the person not appreciating at the beginning of the discussion that an interest or duty exists, he shall declare such an interest as soon as he become aware of it.
	5.4. If a member of the Trust Board has acted in accordance with the provisions of paragraph 5.2 above and has fully explained the nature of their interest or duty, the members of the Board present shall decide whether and to what extent that person s...
	5.5. Where the Chairman presiding at the meeting has a relevant interest then she/he shall advise the Board accordingly, and with their agreement, and subject to the extent decided, participate in the discussion and the determination of the issue. Thi...
	5.6. Trust employees, who are not members of the Board but who are in attendance at a meeting of the Board, shall declare interests in accordance with the same procedures as for those who are members of the Board. Where the Chairman presiding at a mee...
	5.7. A member of the Board shall be subject to the procedural arrangements for dealing with conflicts of interest as set out in paragraphs 5.8 to 5.16 below.
	5.8. In the interests of transparency and accountability, members of the Board shall register those interests that might conflict with their duties.
	5.9. The Director of Governance & Risk shall keep this Register. Members of the Board shall notify him of any changes and are responsible for keeping their entry in the Register up to date. The Register shall be made publicly available on the Trust’s ...
	5.10. Each year, the Director of Governance & Risk shall confirm with members of the Board and senior employees that their interests have been registered. She/he may from time to time ask them to confirm that their registered interests are up-to-date ...
	5.11. It shall be confirmed in the Trust’s annual report that it has complied with these procedural arrangements.
	5.12. Members of the Board and senior employees shall register the following interests:
	5.13. From time to time a member of the Board or employee may have, or become aware of, interests which do not have to be registered but which might, nonetheless, conflict with their Trust duties. As well as keeping their entry on the register up to d...
	5.14. The minutes of any Trust Board meeting shall note the disclosure of any such conflicts and subsequent withdrawals from discussions. In addition, the Director of Governance & Risk shall keep a permanent record of all such disclosures of interests...
	5.15. The following questions shall act as a general guide:
	5.16. In the event that a member of the Board or employee receives a written paper on a matter on which they have a conflict of interest, they shall immediately return the paper to the Director of Governance & Risk with an indication of the extent to ...
	5.17. If a member of the Board or employee becomes aware of a conflict during the course of any discussion, their interest shall be disclosed immediately and they shall, if appropriate, withdraw from the discussion and any decision relating the matter...
	6. GIFTS AND HOSPITALITY
	6.1. Members of the Board of Directors should be aware of the content of the Bribery Act 2010.
	6.2. All gifts or hospitality received or given to those to whom this code applies shall be recorded in the register of gifts and hospitality maintained by the Director of Governance & Risk who shall keep a regular check on the register and advise the...
	6.3. In deciding whether to accept a gift or offer of hospitality, including at entertainment or sporting events, consideration shall be given as to whether acceptance can stand up to public scrutiny. The decision to accept hospitality or a gift is a ...
	7. ATTENDANCE
	7.1. A rolling yearly attendance record will be kept.  Members of the Trust Board are expected to attend a minimum of 75% of meetings of the Trust Board and those Board Committees of which they are formally members, within the rolling year.  Apologies...
	8. REQUIREMENTS OF THE BOARD OF DIRECTORS
	8.1. All members of the Trust Board must:
	9. COMPLIANCE
	9.1. The members of the Board will satisfy themselves that the actions of the Board and its Directors in conducting Board business fully reflect the values, general principles and provisions in this Code and, as far as is reasonably practicable, that ...
	9.2. 9.2 All Board Directors, on appointment, will therefore be required to subscribe to this Code of Conduct, and each subsequent edition of the Code of Conduct.
	10. REFERENCES AND ASSOCIATED DOCUMENTATION
	10.1. In drawing up this Code of Conduct for the Board of Directors of Portsmouth Hospitals NHS Trust, due regard has been taken of the provisions of the following:
	11. EQUALITY IMPACT STATEMENT
	11.1. Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services to the public and the way we treat our staff reflects their individual needs and does not discriminate against individ...
	11.2. This policy has been assessed accordingly.
	11.3. Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They are beliefs that manifest in the behaviours our employees display in the workplace.
	11.4. Our Values were developed after listening to our staff.  They bring the Trust closer to its vision to be the best hospital, providing the best care by the best people and ensure that our patients are at the centre of all we do.
	11.5. We are committed to promoting a culture founded on these values which form the ‘heart’ of our Trust:
	11.6. This policy should be read and implemented with the Trust Values in mind at all times.
	12. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS
	12.1. This document will be monitored to ensure it is effective and to assure compliance.
	12.2. The effectiveness in practice of all procedural documents should be routinely monitored (audited) to ensure the document objectives are being achieved. The process for how the monitoring will be performed should be included in the procedural doc...
	12.3. The details of the monitoring to be considered include:
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